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SECTION 1 - WELCOME

Quick Reference Box

m  Member services, claim inquiries, Personal Health Support and Mental
Health/Substance-Related and Addictive Disorder Administrator: 1-877-370-2849.

m  Claims submittal address: UnitedHealthcare - Claims, P.O. Box 30555, Salt Lake City,
UT 84130-0555.

m  Online assistance: www.myuhc.com.

Dallas County is pleased to provide you with this Summary Plan Description (SPD), which
describes the health Benefits available to you and your covered family members. It includes
summaries of:

m  Who is eligible.

m Services that are covered, called Covered Health Services.

m Services that are not covered, called Exclusions and Limitations.
m  How Benefits are paid.

m  Your rights and responsibilities under the Plan.

This SPD is designed to meet your information needs. It supersedes any previous printed or
electronic SPD for this Plan.

IMPORTANT

The healthcare service, supply or Pharmaceutical Product is only a Covered Health
Service if it is Medically Necessary. (See definitions of Medically Necessary and Covered
Health Service in Section 14, Glossary.) The fact that a Physician or other provider has
performed or prescribed a procedure or treatment, or the fact that it may be the only
available treatment for a Sickness, Injury, Mental Illness, substance-related and addictive
disorders, disease or its symptoms does not mean that the procedure or treatment is a
Covered Health Service under the Plan.

Dallas County intends to continue this Plan, but reserves the right, in its sole discretion,
to modify, change, revise, amend or terminate the Plan at any time, for any reason, and
without prior notice subject to any collective bargaining agreements between the
Employer and various unions, if applicable. This SPD is not to be construed as a contract
of or for employment. If there should be an inconsistency between the contents of this
summary and the contents of the Plan, your rights shall be determined under the Plan and
not under this summary.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many
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ways, it does not guarantee any Benefits. Dallas County is solely responsible for paying
Benefits described in this SPD.

Please read this SPD thoroughly to learn how the Plan works. If you have questions contact
the Human Resources/Civil Service department or call the number on your ID card.

SECTION 1 - WELCOME
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How To Use This SPD
Read the entire SPD, and share it with your family.

Many of the sections of this SPD are related to other sections. You may not have all
the information you need by reading just one section.

Capitalized words in the SPD have special meanings and are defined in Section 14,
Glossary.

If eligible for coverage, the words "you" and "your" refer to Covered Persons as
defined in Section 14, Glossary.

Dallas County is also referred to as Company.

If there is a conflict between this SPD and any benefit summaries (other than
Summaries of Material Modifications) provided to you, this SPD will control.

SECTION 1 - WELCOME



PuBLIC EMPLOYEES BENEFIT COOPERATIVE (PEBC) DALLAS COUNTY PPO MEDICAL

SECTION 2 - INTRODUCTION - ELIGIBILITY AND ENROLLMENT

Eligibility

Based on your Employer’s eligibility and enrollment rules, you are eligible for the PPO Plan
on the first day of the month after you complete 30 consecutive calendar days of
employment as a regular, active full-time employee. Part-time employees are not eligible for
this Plan unless your Employer specifically includes coverage for regularly employed part-
time employees. See the Employment Policies of your Employer to determine if coverage is
available for part-time employees and what conditions or restrictions may apply. If your
Employer offers coverage to part-time employees, you’re eligible for this Plan on the first

day of the month after you complete 30 consecutive calendar days of active employment as a
regular, part-time employee.

The 30-day waiting period is measured from your Hire Date, which is defined as the date
you actively begin working for your Employer on an active, full-time basis. If your Employer
offers coverage to part-time employees, the 30-day waiting period is measured from your
Hire Date, which is defined as the date you actively begin working for your Employer on a
regular, part-time basis.

As an example, if your first day of regular, active employment is January 15", you will be
eligible for coverage under this Plan on March 1*. If your first day of regular, active
employment is February 1%, you will be eligible for coverage under the PPO Plan on April
1%, because the month of February has less than 30 days.

To be eligible, you must meet these requirements:

®m  You must be a regular full-time employee who satisfies your Employer’s eligibility and
enrollment rules, working on average at least 30 hours per week (130 hours per month)
based on your Employer’s calculations; o, if your Employer offers coverage to part-time
employees, a regularly employed part-time employee;

®m  You must continue to be actively employed; and

B You must complete the enrollment process within 14 days of your Hire Date or by the
Annual Enrollment deadline. To complete the enrollment process, you must fulfill all of
the requirements outlined below under “Enrollment” for newly hired employees, or
under “Annual Enrollment”.

Part-time, variable hour and seasonal employees not expected to work or average 30 hours
per week are not eligible for this Plan. Temporary or leased employees are not eligible for
this Plan.

Please note that if you are an elected official, you are eligible for this Plan and are always
considered actively at work. However, elected officials must complete the enrollment
process within the required time frames.

Retiree Eligibility

If you are a retiree and are eligible to receive benefits through your Employer’s Retirement
Plan, you may be eligible for coverage under the PPO Plan. You and your eligible
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dependents must be enrolled in a medical plan offered by the PEBC on your last day as a
regular, active employee prior to your first date of retirement in order to be eligible for
medical coverage under this Plan as a retiree. In addition, you must enroll for retiree medical
coverage within 31 days of your retirement. See the Retirement Policies of your Employer
to determine whether you are eligible for PPO Plan coverage and what conditions or
restrictions may apply.

You may also be eligible for health coverage if you become disabled while employed by
your Employer and qualify for retirement benefits through your Employer’s Retirement
Plan.

Eligible Dependents

Your dependent can be enrolled in the Plan only if he/she is an eligible dependent. If both
you and your spouse work for the same Employer, your dependents can be covered by only
one of you. It is important that you enroll eligible dependents only. Eligible dependents
include:

Eligible Spouse

m  Your lawful spouse (you must have a valid Certificate of Marriage considered lawful in
the State of Texas, or a signed and filed legal Declaration of Informal Marriage
considered lawful in the State of Texas);

m A surviving spouse of a deceased retiree, if the spouse was covered by a PEBC Medical
Plan at the time of the retiree’s death; or

m A spouse of an employee or retiree covered under another PEBC Medical Plan., such as
the Medicare Supplement Plan, but only if the spouse is ineligible for that plan. For the
spouse to be eligible under this Plan, the employee or retiree must continue to be
covered by a Medical Plan offered by the PEBC. The spouse must meet all other
eligibility requirements under this section.

Eligible Children
®m  Your natural child under age 26.

®m  Your natural, mentally or physically disabled child, if the child has reached age 26 and is
dependent upon you for more than one-half of their support as defined by the Internal
Revenue Code. To be eligible, the child’s disability must occur before or within 31 days
of the child’s 26™ birthday, and you must submit proof of the child’s disability within 31
days of the child’s 26™ birthday. “Disabled” means any medically determinable physical
or mental condition which prevents the child from engaging in self-sustaining
employment as determined by the Social Security Administration (or Medicaid if not
eligible for Social Security). You may be required to provide medical or other evidence
supporting incapacity and dependency to the Plan or Claims Administrator. Once
approved by the Plan or Claims Administrator, further medical evidence may be
requested on an “as-needed” basis, generally annually.

m  Your legally adopted child, including a child who is living with you who has been placed
for adoption or for whom legal adoption proceedings have been started, or a child for
whom you are named Permanent Managing Conservator.

5 SECTION 2 — INTRODUCTION — ELIGIBILITY AND ENROLLMENT
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m  Your stepchild (the natural or adopted child of the employee’s current spouse).

m  Your wnmarried grandchild (child of your child) under age 26 who, at the time of
enrollment, is your dependent for federal income tax purposes, without regard to income
limitations.

m A child for whom you are required to provide coverage by court order.

m A surviving, eligible child of a deceased retiree, only if the child was covered as a
dependent of the retiree under this Plan at the time of the retiree’s death. After the
retiree’s death, new dependents are not eligible for coverage at any time under this Plan.

m  An eligible child of an employee or retiree covered under another PEBC Medical Plan,
such as the Medicare Supplement Plan, but only if the child is ineligible for that plan. For
the child to be eligible under this Plan, the employee or retiree must continue to be
covered on a Medical Plan offered by the PEBC. In addition, for a retiree, the eligible
child must be covered as a dependent of the retiree under this Plan on the retiree’s last
day of regular, active employment prior to the first date of retirement. The child must
meet all other eligibility requirements under this section.

Please note: When you and your spouse are both covered as employees under a plan offered by the same
Employer, your children can be covered as the dependents of only one parent.

If you enroll a dependent, you will be asked to provide evidence that your covered
dependent is an eligible dependent as defined by the Plan. As a condition for dependent
Plan coverage, you agree to provide such evidence when requested, including when you are
newly-hired or experience a qualifying event. If you do not provide proof of eligibility, your
dependent cannot be added to the Plan. If the dependent is enrolled in the Plan and you do
not provide proof of eligibility within forty-five (45) days of the request, your dependent
will be dropped from the Plan. Should you refuse to provide such proof, or if the proof is
unsatisfactory, or evidence indicates the dependent is not an eligible dependent as defined
by the Plan, the dependent is not eligible for Plan coverage. Examples of evidence requested
may include, but are not limited to, birth or marriage certificates, signed and filed Certificate
of Informal Marriage (also known as common-law marriage), proof of residency, disability
certification, proof of joint financial responsibility, court orders, or, in the event Internal
Revenue Code dependency is required (such as for eligible dependent grandchildren), a tax
return.

It is the employee’s responsibility to review dependent eligibility requirements before
enrolling a new dependent and when continuing to cover dependents under the Plan at
annual enrollment each year. If you have any questions or concerns about dependent
eligibility, you should discuss those concerns with your Human Resources Department and
ask that they review documents as appropriate, before requesting dependent coverage.

The enrollment of a dependent not eligible for coverage under this Plan (an “ineligible”
dependent) does not entitle the ineligible dependent to benefits or to continuation of
coverage under COBRA. Enrollment of ineligible dependents can be considered fraud and
may subject you to disciplinary action by your Employer, up to and including termination of
employment and criminal prosecution. Additionally, you may be required to compensate the
Plan for any benefits paid on behalf of an ineligible dependent. The failure to terminate
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an ineligible dependent during annual enrollment is considered “enrollment” of an
ineligible dependent.

The following dependents are examples of “ineligible” dependents:
Ineligible Spouse

m A person to whom you are not lawfully married, such as your former spouse from whom
you are divorced, or your boyfriend or girlfriend without a Certificate of Informal
Marriage considered lawful in the State of Texas; or

m A surviving spouse who was not covered by a PEBC Medical Plan as a dependent of a
deceased retiree at the time of the retiree’s death.

Ineligible Children

®m  Your natural child age 26 or older who is not disabled, or whose disability occurred more
than 31 days after the child's 26th birthday;

m A child for whom your parental rights have been terminated;

m A child living temporarily with you, including a foster child who is living temporarily
with you or a child placed with you in your home by a social service agency, or a child
whose natural parent is in a position to exercise or share parental responsibility or
control;

m  Your current spouse’s stepchild (by a previous marriage) or stepchild of a previous
spouse;

m A surviving child of a deceased retiree who was not covered by a PEBC Medical Plan at
the time of the retiree’s death; and

m A brother, sister, other family member, or an individual not specifically listed by the Plan
as an eligible dependent.

Anyone eligible for this Plan as an employee is not eligible for coverage as a
dependent.

It is your responsibility to notify your Employer’s Human Resources Department
within 31 days of the date you or your dependent(s) are no longer eligible for
coverage under this Plan. Benefits will be canceled effective the last day of the month in
which you or your dependent was no longer eligible to participate in the Plan. If the
dependent is no longer eligible, changes in your contributions towards the Plan will be
effective the first of the month after Notice was given. If you provide Notice after 31 days
of the date a dependent is no longer eligible, benefits will still be canceled effective the last
day of the month in which the dependent was no longer eligible; however, no contributions
will be refunded to you.

Claims filed for services performed for ineligible dependents will be denied. The Plan may
seek reimbursement from the employee for any benefits paid on behalf of ineligible
dependents.
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Qualified Medical Child Support Order (“QMCSO”)

If you become divorced or legally separated, a court order or state administrative process
may require you to provide medical care coverage for your children, even if you do not have
custody. If the QMCSO satisfies legal requirements, the PPO Plan will make coverage
available to the extent required by law. However, all Plan provisions as described in this
booklet will apply. Under a QMCSO, the legal guardian of the child may file claims and
have medical benefits paid directly to them.

It is the employee’s responsibility to notify your Employer’s Human Resources Department
that a dependent is eligible for coverage due to a QMCSO. If coverage for a dependent is
made effective retroactively due to a QMCSO, the employee is responsible for paying all
contributions required for dependent coverage back to the effective date of coverage.

Enrollment

To enroll for medical coverage, you must complete the enrollment process when you first
become an eligible employee. To complete the enrollment process, you must follow your
employer’s new hire enrollment process. Depending on your Employet’s process, you will
either enroll online and print a confirmation statement, or you will fill out an Enrollment
Form in its entirety and submit it to your Employer’s Human Resources Department.
Enrollment must be completed within 14 days of your Hire Date. For example, if your Hire
Date is June 1, you must either enroll online or return a completed Enrollment Form
(following your Employer’s process) no later than June 15.

If you fail to enroll within 14 days of your Hire Date, you will be automatically
enrolled in the medical plan your Employer identifies as the “default” plan with
employee only coverage, as the basic medical plan election. By not returning your
enrollment form within 14 days of your Hire Date, you authorize your Employer to
deduct the default plan employee only benefit premiums from your payroll check on
a pre-tax basis. Refer to the “Annual Enrollment” section below for more
information.

Special Enroliment Rule

If you are disabled and away from work on the date your PPO Plan coverage normally
would become effective, your coverage will go into effect when you return to regular
employment for one full day, unless you are an elected official.

When Coverage Begins

If you are an active, eligible employee and you complete the enrollment process within 14
days of your Hire Date, coverage for you and your eligible enrolled dependents will begin
on the first day of the month following 30 consecutive calendar days of regular, active
employment. The 30-day waiting period is measured from the date you actively begin
working for your Employer, as described above under “Eligibility”.

If you are confined as an inpatient in a hospital or other facility or confined at home under a
doctor’s supervision due to an injury or sickness, coverage will begin on the day your
confinement ends and you begin active employment. If you are an active employee who is
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not confined but is unavailable for work because of an injury or sickness, coverage will
begin on the day you return to active work at your normal place of business.

If you are a retiree eligible for coverage under this Plan, and you complete the enrollment
process within 31 days of the day you become eligible for coverage, your coverage will begin
on the day you become eligible provided you are not hospital confined on that day.

Generally, to be eligible for retiree coverage, you must move directly from regular, active
service with your Employer to retired status with no break in coverage. In order to avoid
a break in coverage, if you move from regular, active service to COBRA coverage pending a
disability retirement determination, or if you become eligible for retiree benefits during your
COBRA coverage period, you may be eligible for retiree coverage subject to your
Employer’s Retiree Policies. Except for those employees who, according to the Employer’s
Retiree Policies, become eligible for retirement during the Employee’s COBRA coverage
period, an employee who has resigned or terminated employment and who has maintained
coverage under COBRA does not qualify for retiree coverage under this Plan. Similarly, a
dependent of a retiree must remain covered by the Plan with no break in coverage, unless
the employee or dependent experiences a Qualified Change in Status event that would allow
a change in coverage. The act of retiring does not constitute a Qualified Change in Status
event allowing additional dependents to be added to the Plan.

If you gain a dependent (spouse and/or child) after your coverage begins, you must apply to
add the new dependent within 31 days after the date you acquire the dependent. To apply,
you must fill out an Enrollment Form in its entirety and submit it to your Employet’s
Human Resources Department no later than 31 days after the date you acquire the
dependent. In order to add a dependent to the Plan, you must provide requested
documentation to confirm your dependent’s eligibility.

If you fail to enroll a new dependent within 31 days, you cannot enroll them until the
next Annual Enrollment period.

Coverage for newly added dependents will begin on the first day of the month following the
date you notify your Employer of the event and enrolled the dependent, as long as the event
occurred within 31 days of notification to your Employer, except as follows:

e If the dependent is newly born to you or your spouse, coverage will begin on the
date of birth provided you enroll the dependent in the Plan within 31 days of the
date of birth.

e If a new dependent is acquired by adoption of placement for adoption, coverage will
be effective on the date of the adoption of placement for adoption, provided you
enroll the dependent within 31 days of the adoption of placement.

e If you need to add a dependent due to a Qualified Medical Child Support Order
(“QMCSO”), coverage will be effective on the effective date indicated on the court
order, provided you notify your Employer of the QMCSO in accordance with the
timing requirement of this Plan.
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See “Changing Your Choices During the Year (Qualified Change in Status)” below for more
information.

Important Deadline Information Regarding Enrollment of Infants

Your newborn infant is not automatically covered as a dependent on the PPO Plan. Calling
for pre-authorization for maternity benefits or enrolling in the Plan’s Healthy Pregnancy
Program does not serve as notification that you want your newborn added to your benefit
plan. If you want your newborn added to your benefit plan, he/she will be covered effective
the day he/she is born, provided you add the newborn within 31 days of his/her date of
birth. If you do not add your newborn within 31 days, you cannot add the newborn until the
next Annual Enrollment period.

To add the newborn, you need to apply through your Employer’s Human Resources
Department. Be sure to contact them eatly so that you can complete your Enrollment
Form and turn it in to your Human Resources Department within the 31-day time limit.
Don’t miss this very important deadline.

Reinstatement of Former Employees

If you terminate your employment but are re-hired within 30 days or less of the date of your
termination of employment, your medical Plan coverage will automatically be reinstated to
the same election that you had prior to termination. Your re-hire date is defined as the date
you begin working for the Employer on a regular basis following the most recent
termination of employment.

If your re-hire date is more than 30 days following the termination of employment date, and
you are otherwise eligible to participate in the Plan as described above under “Eligibility”,
you must complete an enrollment form within 14 days of your date of re-hire and make a
new election, following the process described under “Enrollment”. All other terms under
“When Coverage Begins” will apply.

Changing Your Choices During the Year (Qualified Change in Status)

You can change your benefit choices only during Annual Enrollment or when you have a
Qualified Change in Status. “Qualified Change in Status” means any of the events described
below as a Qualified Change in Family Status or a Qualified Change in Employment Status,
as well as any other events included under subsequent changes to Section 125 of the Internal
Revenue Code or applicable regulations and adopted by this Plan, which the Plan
Administrator, in its sole discretion and on a uniform and consistent basis, determines are
permitted under IRS regulations. You must apply to make any mid-year medical
coverage changes within 31 days of your Qualified Change in Status event by
contacting your Employer’s Human Resources Department and completing any
required forms. Except for newborns and adoptions, a Qualified Change in Status event is
effective the first of the month following the date you notify your Human Resources
Department of the Qualified Change in Status event, and as long as the event occurred
within 31 days of the date you notified your Employer’s Human Resources Department.
You must complete all paperwork required by your Employer’s Human Resources
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Department (including providing proof of the event) within 31 days of the Qualified Change
in Status event.

Qualified Change in Family Status events apply to employees and retirees, and their
spouses and dependents. Qualified Changes in Family Status include:

e Marriage, divorce, legal separation or annulment;
e Death of your spouse or dependent;
e Child’s birth, adoption or placement for adoption; and

e An event causing a dependent to no longer meet eligibility requirements, such as
reaching age 26.

Qualified Change in Employment Status events apply to any change in the employment
status of employees and retirees, and the spouses and dependents of employees and retirees,
that affects benefit eligibility under the benefit plan or the employer benefit plan of the
spouse or dependent. Qualified Changes in Employment Status include:

e Termination or commencement of employment;

e Strike ot lock-out;

e Start or return from an unpaid leave of absence;

e USERRA (military) leave;

e Switching from a salaried to an hourly-paid job (or vice-versa) if benefits eligibility is
gained or lost as a result of the change;

e Reduction or increase in hours of employment that directly results in a loss or gain of
medical plan coverage, such as going from part-time to full-time; or

e Any other employment related change that makes the individual become eligible for or
lose eligibility for a particular medical plan, including but not limited to, an employer
group health plan; Medicare or Medicaid coverage; a state children’s health insurance
program (“CHIP”); a medical care program of an Indian Tribal government, Indian
Health Service or tribal organization a state health benefits risk pool; or a foreign
government group health plan.

For retirees:
The act of retiring does not constitute a Qualified Change in Status event allowing additional
dependents to be added to the Plan.

Any changes requested to your or your dependents’ coverage as a result of a Qualified
Change in Status event must be consistent with the type of status change. To be considered
consistent, the Qualified Change in Status event must result in either becoming eligible for
or losing eligibility under the Plan. The change must correspond with the specific eligibility
gain or loss. To illustrate, adding your newborn to your PPO Plan is consistent with the
child becoming eligible as a dependent under your plan. Changing to another plan because
your provider does not participate in the PPO network is not consistent with becoming
eligible for or losing eligibility under the Plan.
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For a Qualified Change in Employment Status in which an employee, spouse or dependent
becomes eligible for coverage under another employer’s plan as a result of a change in
marital status or a change in employment status, the covered individual may elect to
terminate coverage under this Plan, but only if coverage for that individual becomes effective
under the other plan. The Plan Administrator may ask the individual to provide proof of
other coverage.

If an eligible employee, spouse or dependent declined coverage under this Plan because of
outside medical coverage, and eligibility for the outside coverage is subsequently lost due to
divorce, death, termination of employment, reduction in hours, or exhaustion of the
maximum COBRA period, then the eligible individual may enroll under this Plan if the
election is made within 31 days of the event described above. You must apply to make any
mid-year medical coverage changes within 31 days of your Qualified Change in Status event
by contacting your Employer’s Human Resources Department. You will be asked to provide
proof of loss of other coverage and documentation confirming dependent eligibility.

Retirees and their dependents are not eligible to enroll in this Plan due to a loss of eligibility
for outside medical coverage unless the loss of eligibility is employment related. A spouse or
dependent of a retiree not previously covered by the Plan may be denied coverage without a
certificate of creditable coverage as proof of loss of other coverage.

To avoid “election lock”, an individual may make a mid-year prospective election change
that is on account of and corresponds with a change made under the health plan of a
spouse's, former spouse's, or dependent's employer, as long as:

m  The other health plan permits its participants to make an election change that would be
permitted under applicable IRS regulations; or

m  The plan year for the other health plan is different than the plan year for the PPO Plan,
which is a calendar year.

The Plan Administrator will determine, based on prevailing IRS guidance, whether a
requested change is on account of and corresponds with a change made under the other
employer’s health plan. You may be asked to provide proof of enrollment in the other
employer’s health plan or proof of loss of other coverage.

If during the Plan year (such as in the middle of a plan year) there is a significant increase or
decrease in the cost of the contributions you must make to participate in this Plan, a
“significant curtailment” or “loss of coverage” under the Plan, or a significant addition or
improvement in the other medical plans offered by the employer, you may be given the
opportunity to add or terminate coverage for yourself, your eligible spouse or other eligible
dependents during the Plan year. The Plan Administrator in its sole discretion, and on a
uniform and consistent basis, will decide, in accordance with prevailing IRS guidance,
whether to hold a special mid-year enrollment period for individuals to add or terminate
coverage under this Plan due to a significant increase or decrease in employee contributions,
a significant curtailment of coverage or loss of coverage, or due to improvements made to
another medical plan option offered by the employer. Coverage under this Plan is deemed
"significantly curtailed" only if there is an overall reduction in coverage provided to
participants under the Plan (for example, significantly increased deductibles or copays)
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during the Plan year. A “loss of coverage” means a complete loss of coverage. Changes in
network providers participating in the network do not meet the definition of a “significant”
loss of coverage under this Plan.

Annual Enrollment

The PEBC will hold an Annual Enrollment period each calendar year. During the Annual
Enrollment period, you may change your choice in medical coverage, add eligible
dependents to the Plan, cancel coverage for dependents, or make no changes. Enrollment
changes made during the Annual Enrollment period will be effective on January 1 following
the Annual Enrollment period.

Provided you show valid proof of other comparable medical plan coverage, and if allowed
by your Employer, you may choose to opt out of your Employer’s medical plan. If you
choose this option, you must provide proof of other comparable group medical coverage
and complete a “Certification of Other Coverage” form. Examples of other coverage that
cannot be used to opt out of your Employer’s medical plan include Tri-Care supplemental
coverage, student insurance, medical payments coverage provided as part of your auto
insurance policy and Medicare. If you do not provide the required information, your
Employer can enroll you in the default plan (PEBC PPO Plan), with employee only

coverage.

Paying for Coverage

Your Employer may contribute towards the cost of your medical coverage. You also will
make contributions, depending on the level of coverage you elect and which eligible family
members you enroll for coverage. If your spouse’s employer offers a medical plan, a
surcharge may apply if your spouse enrolls in this Plan and does not enroll in their own
employer’s plan. The contribution you make for coverage will be adjusted from time to time
to reflect changes in medical and benefit costs. Your Employer’s Human Resources
Department has the most current information on coverage contribution amounts.

Paying for Benefits with Before-Tax Dollars

As a condition for offering tax-free benefits to you, benefit premiums are deducted from
your payroll check on a pre-tax basis only through your Employet’s Section 125 Plan. (Life
insurance premium pre-tax limits may apply.) This means that your contributions are
deducted from each paycheck before federal income and Social Security taxes are withheld.
With lower taxable pay, you pay less tax. See your Employer for more information regarding
the Section 125 Plan.

ID Cards

When you first enroll in the PPO Plan, you will receive an ID card for medical coverage
from UnitedHealthcare. The card will also include your prescription drug coverage from
CVS/Caremark. When you present your ID card, the plan can electronically identify any
covered dependents.

The UnitedHealthcare medical ID card you receive after enrolling includes:
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m  Customer Service numbers to call with questions or to verify network providers; and

m  Where to send claim forms, if required.

You must present your ID card whenever you receive care from network providers.
Additional or replacement ID cards may be requested by calling the Claims Administrator’s
Customer Service Center.

The failure to advise a physician, hospital, pharmacy or other service provider that your
coverage is no longer in force is considered unauthorized, improper and abusive use of the
ID card and may be considered fraudulent.
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SECTION 3 - HOW THE PLAN WORKS

What this section includes:
m  Accessing Benefits.

m Eligible Expenses.
m  Annual Deductible.
m Copayment.

m Coinsurance.

m Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

You are eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receive Designated Network Benefits, Network Benefits or Non-
Network Benefits.

Designated Network Benefits apply to Covered Health Services that are provided by a
Network Physician or other provider that is identified as a Designated Provider. Only certain
Physicians and providers have been identified as a Designated Provider. Designated
Network Benefits are available only for specific Covered Health Services as identified in
Section 5, Plan Highlights. When Designated Network Benefits apply, they are included in and
subject to the same Annual Deductible and Out-of-Pocket Maximum requirements as all
other Covered Health Services provided by Network providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
otder to obtain Network Benefits. In general health care terminology, a Primary Physician
may also be referred to as a Primary Care Physician or PCP.

Non-Network Benefits apply to Covered Health Services that are provided by a non-
Network Physician or other non-Network provider, or Covered Health Services that are
provided at a non-Network facility. In general health care terminology, Non-Network
Benefits may also be referred to as Out-of-Network Benefits.

Emergency Health Services provided by a non-Network provider will be reimbursed as set
torth under E/jgible Expenses as described at the end of this section.
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Covered Health Services provided at certain Network facilities by a non-Network Physician,
when not Emergency Health Services, will be reimbursed as set forth under Eligible Expenses
as described at the end of this section. For these Covered Health Services, "certain Network
facility" is limited to a hospital (as defined in 7867 (¢) of the Social Security Act), a hospital
outpatient department, a critical access hospital (as defined in 7867 (mm)(1) of the Social Security
Acl), an ambulatory surgical center as described in section 7833(2)(1)(A) of the Social Security
Act, and any other facility specified by the Secretary.

Air Ambulance transport provided by a non-Network provider will be reimbursed as set
forth under E/jgible Expenses as described at the end of this section.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way
of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire
cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care from a non-Network provider. Therefore, in
most instances, your out-of-pocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask the non-Network provider about their billed
charges before you receive care.

Health Services from Non-Network Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are received from a non-
Network provider. In this situation, your Network Physician will notify UnitedHealthcare,
and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician to coordinate care
through a non-Network provider.

Looking for a Network Provider?

In addition to other helpful information, www.myuhc.com, UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilities in
UnitedHealthcare's Network. While Network status may change from time to time,
www.myuhc.com has the most current source of Network information. Use
www.myuhc.com to search for Physicians available in your Plan.

Network Providers

UnitedHealthcare or its affiliates arrange for health care providers to participate in a
Network. At your request, UnitedHealthcare will send you a directory of Network providers
free of charge. Keep in mind, a provider's Network status may change. To verify a provider's
status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log onto www.myuhc.com.
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Network providers are independent practitioners and are not employees of Dallas County or
UnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials; but does not assure the quality of the services provided.

Before obtaining services, you should always verify the Network status of a provider. A
provider's status may change. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is available online at www.myuhc.com or by
calling the number on your ID card to request a copy. If you receive a Covered Health
Service from a non-Network provider and were informed incorrectly prior to receipt of the
Covered Health Service that the provider was a Network provider, either through a database,
provider directoty, or in a response to your request for such information (via telephone,
electronic, web-based or internet-based means), you may be eligible for Network Benefits.

It is possible that you might not be able to obtain services from a particular Network
provider. The network of providers is subject to change. Or you might find that a particular
Network provider may not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Network provider to get Network
Benefits. However, if you are currently receiving treatment for Covered Health Services
from a provider whose network status changes from Network to non-Network during such
treatment due to expiration or nonrenewal of the providet's contract, you may be eligible to
request continued care from your current provider at the Network Benefit level for specified
conditions and timeframes. This provision does not apply to provider contract terminations
for failure to meet applicable quality standards or for fraud. If you would like help to find
out if you are eligible for continuity of care Benefits, please call the telephone number on
your ID card.

If you are currently undergoing a course of treatment utilizing a non-Network Physician or
health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
questions regarding this transition of care reimbursement policy or would like help
determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement includes all Covered Health Services.
Some Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of UnitedHealthcare's products. Refer to your provider
directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that UnitedHealthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or provider that is outside your local
geographic area. If you are required to travel to obtain such Covered Health Services from a
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Designated Provider, UnitedHealthcare may reimburse certain travel expenses at
UnitedHealthcare's discretion.

In both cases, Network Benefits will only be paid if your Covered Health Services for that
condition are provided by or arranged by the Designated Provider or other provider chosen

by UnitedHealthcare.

You or your Network Physician must notify UnitedHealthcare of special service needs (such
as transplants or cancer treatment) that might warrant referral to a Designated Provider. If
you do not notify UnitedHealthcare in advance, and if you receive services from a non-
Network facility (regardless of whether it is a Designated Provider) or other non-Network
provider, Network Benefits will not be paid. Non-Network Benefits may be available if the
special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

Limitations on Selection of Providers

If UnitedHealthcare determines that you are using health care services in a harmful or
abusive manner, or with harmful frequency, your selection of Network providers may be
limited. If this happens, you may be required to select a single Network Physician to provide
and coordinate all of your future Covered Health Services.

If you don't make a selection within 31 days of the date you ate notified, UnitedHealthcare
will select a single Network Physician for you. In the event that you do not use the selected
Network Physician, Covered Health Services will be paid as Non-Network Benefits.

Eligible Expenses

PEBC — Dallas County has delegated to the Claims Administrator the discretion and
authority to decide whether a treatment or supply is a Covered Health Service and how the
Eligible Expenses will be determined and otherwise covered under the Plan.

Eligible Expenses are the amount the Claims Administrator determines that the Plan will pay
for Benefits.

m  For Designated Network Benefits and Network Benefits for Covered Health Services
provided by a Network provider, except for your cost sharing obligations, you are not

responsible for any difference between Eligible Expenses and the amount the provider
bills.

m For Non-Network Benefits, except as described below, you are responsible for paying,
directly to the Non-Network provider, any difference between the amount the provider
bills you and the amount the Claims Administrator will pay for Eligible Expenses.

- For Covered Health Services that are Ancillary Services received at certain
Network facilities on a non-Emergency basis from Non-Network Physicians,
you are not responsible, and the non-Network provider may not bill you, for
amounts in excess of your Copayment, Coinsurance or deductible which is based on
the Recognized Amount as defined in this SPD.
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- For Covered Health Services that are non-Ancillary Services received at certain
Network facilities on a non-Emergency basis from Non-Network Physicians
who have not satisfied the notice and consent criteria or for unforeseen or
urgent medical needs that arise at the time a non-Ancillary Service is provided
for which notice and consent has been satisfied as described below, you are
not responsible, and the Non-Network provider may not bill you, for amounts in
excess of your Copayment, Coinsurance or deductible which is based on the
Recognized Amount as defined in the SPD.

- For Covered Health Services that are Emergency Health Services provided by a
Non-Network provider, you are not responsible, and the Non-Network provider
may not bill you, for amounts in excess of your applicable Copayment, Coinsurance
ot deductible which is based on the Recognized Amount as defined in this SPD.

- For Covered Health Services that are Air Ambulance services provided by a Non-
Network provider, you are not responsible, and the Non-Network provider may
not bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the rates that would apply if the service was provided
by a Network provider which is based on the Recognized Amount as defined in the
SPD.

Eligible Expenses are determined in accordance with the Claims Administratot's
reimbursement policy guidelines or as required by law, as described in the SPD.

Designated Network Benefits and Network Benefits

Eligible Expenses are based on the following:

When Covered Health Services are received from a Designated Network and Network
provider, Eligible Expenses are our contracted fee(s) with that provider.

When Covered Health Services are received from an Non-Network provider as arranged
by the Claims Administrator, Eligible Expenses are an amount negotiated by the Claims
Administrator or an amount permitted by law. Please contact the Claims Administrator if
you are billed for amounts in excess of your applicable Coinsurance, Copayment or any
deductible. The Plan will not pay excessive charges or amounts you are not legally
obligated to pay.

Non-Network Benefits

When Covered Health Services are received from an non-Network provider as
described below, Eligible Expenses are determined as follows:

For non-Emergency Covered Health Services received at certain Network
facilities from Non-Network Physicians when such services are either Ancillary
Services, or non-Ancillary Services that have not satistied the notice and consent criteria
of section 2799B-2(d) of the Public Service Act with respect to a visit as defined by the
Secretary, the Eligible Expense is based on one of the following in the order listed below
as applicable:

- The reimbursement rate as determined by a state .44/ Payer Model Agreement.
- The reimbursement rate as determined by state law.
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- The initial payment made by the Claims Administrator, or the amount subsequently
agreed to by the non-Network provider and the Claims Administrator.

- The amount determined by Independent Dispute Resolution (IDR).
For the purpose of this provision, "certain Network facilities" are limited to a hospital (as
defined in 7867 (e) of the Social Security Act), a hospital outpatient department, a critical access
hospital (as defined in 7867 (mm)(1) of the Social Security Act), an ambulatory surgical center as
described in section 7833(2)(1)(A) of the Social Security Act, and any other facility specified by
the Secretary.

IMPORTANT NOTICE: For Ancillary Services, non-Ancillary Services provided without
notice and consent, and non-Ancillary Services for unforeseen or urgent medical needs that
arise at the time a service you are not responsible, and an non-Network Physician may not
bill you, for amounts in excess of your applicable Copayment, Coinsurance or deductible
which is based on the Recognized Amount as defined in the SPD.

m For Emergency Health Services provided by an non-Network provider, the
Eligible Expense is based on one of the following in the order listed below as
applicable:

- The reimbursement rate as determined by a state A/ Payer Model Agreement.

- The reimbursement rate as determined by state law.

- The initial payment made by the Claims Administrator, or the amount subsequently

agreed to by the non-Network provider and the Claims Administrator.

- The amount determined by Independent Dispute Resolution (IDR).
IMPORTANT NOTICE: You are not responsible, and an non-Network provider may not
bill you, for amounts in excess of your applicable Copayment, Coinsurance or deductible
which is based on the Recognized Amount as defined in the SPD.

m  For Air Ambulance transportation provided by an non-Network provider, the
Eligible Expense is based on one of the following in the order listed below as applicable:

- The reimbursement rate as determined by a state A% Payer Model Agreement.

- The reimbursement rate as determined by state law.

- The initial payment made by the Claims Administrator, or the amount subsequently

agreed to by the non-Network provider and the Claims Administrator.

- The amount determined by Independent Dispute Resolution (IDR).
IMPORTANT NOTICE: You are not responsible, and an non-Network provider may not
bill you, for amounts in excess of your Copayment, Coinsurance or deductible which is
based on the rates that would apply if the service was provided by a Network provider which
is based on the Recognized Amount as defined in the SPD.

When Covered Health Services are received from an non-Network provider, except
as described above, Eligible Expense are determined as follows: an amount negotiated
by the Claims Administrator, a specific amount required by law (when required by law), or
an amount the Claims Administrator has determined is typically accepted by a healthcare
provider for the same or similar service. The Plan will not pay excessive charges. You are
responsible for paying, directly to the non-Network provider, the applicable Coinsurance,
Copayment or any deductible. Please contact the Claims Administrator if you are billed for
amounts in excess of your applicable Coinsurance, Copayment or any deductible to access
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the Advocacy Services as described below. Following the conclusion of the Advocacy
Services described below, any responsibility to pay more than the Eligible Expense (which
includes your Coinsurance, Copayment, and deductible) is yours.

Advocacy Services

The Plan has contracted with UnitedHealthcare to provide advocacy services on your behalf
with respect to non-Network providers that have questions about the Eligible Expenses and
how UnitedHealthcare determined those amounts. Please call UnitedHealthcare at the
number on your ID card to access these advocacy services, or if you are billed for amounts
in excess of your applicable coinsurance or copayment. In addition, if UnitedHealthcare, or
its designee, reasonably concludes that the particular facts and circumstances related to a
claim provide justification for reimbursement greater than that which would result from the
application of the Eligible Expense, and UnitedHealthcare, or its designee, determines that it
would serve the best interests of the Plan and its Participants (including interests in avoiding
costs and expenses of disputes over payment of claims), UnitedHealthcare, or its designee,
may use its sole discretion to increase the Eligible Expense for that particular claim.

Don't Forget Your ID Card

Remember to show your ID card every time you receive health care services from a
provider. If you do not show your ID card, a provider has no way of knowing that you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Expenses, or the Recognized Amount
when applicable, you must pay each calendar year for Covered Health Services before you
are eligible to begin receiving Benefits. There are separate Network and non-Network
Annual Deductibles for this Plan. The amounts you pay toward your Annual Deductible
accumulate over the course of the calendar year.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits you used toward meeting the
Annual Deductible.

Copayment

A Copayment (Copay) is the amount you pay each time you receive certain Covered Health
Services. The Copay is a flat dollar amount and is paid at the time of service or when billed
by the provider. Copays count toward the Out-of-Pocket Maximum. Copays do not count

toward the Annual Deductible. If the Eligible Expense is less than the Copay, you are only

responsible for paying the Eligible Expense and not the Copay.

Coinsurance

Coinsurance is the percentage of Eligible Expenses or the Recognized Amount that you are
responsible for paying. Coinsurance is a fixed percentage that applies to certain Covered
Health Services after you meet the Annual Deductible.
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Out-of-Pocket Maximum

The annual Out-of-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are separate Network and non-Network Out-of-Pocket Maximums
for this Plan. If your eligible out-of-pocket expenses in a calendar year exceed the annual
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The Out-of-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided under your outpatient prescription drug plan.

The following table identifies what does and does not apply toward your Network and non-
Network Out-of-Pocket Maximums:

Applies to the Applies to the
Non-Network
Plan Features Network Out-of-
. Out-of-Pocket
Pocket Maximum? .
Maximum?
Copays Yes No
Payments toward the Annual Deductible Yes No
Coinsurance Payments Yes No
Charges for non-Covered Health Services No No

The amounts of any reductions in Benefits
you incur by not obtaining prior No No
authorization as required

Charges that exceed Eligible Expenses, or
the Recognized Amount when applicable.
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SECTION 4 - PERSONAL HEALTH SUPPORT AND PRIOR AUTHORIZATION

What this section includes:
m  An overview of the Personal Health Support program.

m Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior authorization as required, the Claims Administrator will work with you
to implement the care management process and to provide you with information about
additional services that are available to you, such as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health Support designed to encourage
personalized, efficient care for you and your covered Dependents.

Personal Health Support Nurses center their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ensure you receive the most appropriate
and cost-effective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nurse, to guide you through your treatment. This assigned nurse will answer
questions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will provide you with their telephone number
so you can call them with questions about your conditions, or your overall health and well-
being.

Personal Health Support Nurses will provide a variety of different services to help you and
your covered family members receive appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as required, they
will work with you to implement the Personal Health Support process and to provide you
with information about additional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of the publication of this
SPD, the Personal Health Support program includes:

m Admission counseling - Personal Health Support Nurses are available to help you
prepare for a successful surgical admission and recovery. Call the number on your 1D
card for support.

m Inpatient care management - If you are hospitalized, a Personal Health Support Nurse
will work with your Physician to make sure you are getting the care you need and that
your Physician's treatment plan is being carried out effectively.

m Readmission Management - This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmitted. After leaving the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
Personal Health Support Nurse to confirm that medications, needed equipment, or
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follow-up services are in place. The Personal Health Support Nurse will also share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

m Risk Management - Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants may receive a phone call from a Personal Health Support Nurse to discuss
and share important health care information related to the participant's specific chronic
or complex condition.

m Cancer Management - You have the opportunity to engage with a nurse that
specializes in cancer, education and guidance throughout your care path.

m Kidney Management - You have the opportunity to engage with a nurse that
specializes in kidney disease, education and guidance with CKD stage 4/5 or ESRD
throughout your care path.

If you do not receive a call from a Personal Health Support Nurse but feel you could benefit
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Services.
Network Primary Physicians and other Network providers are responsible for obtaining
prior authorization before they provide these services to you.

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed in Section 6, Additional Coverage Details have been prior authorized as required.
Before receiving these services from a Network provider, you may want to contact the
Claims Administrator to verify that the Hospital, Physician and other providers are Network
providers and that they have obtained the required prior authorization. Network facilities
and Network providers cannot bill you for services they fail to prior authorize as required.
You can contact the Claims Administrator by calling the number on your ID card.

When you choose to receive certain Covered Health Services from non-Network providers,
you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable when a non-Network
provider intends to admit you to a Network facility or refers you to other Network
providers.

To obtain prior authorization, call the number on your ID card. This call starts the
utilization review process. Once you have obtained the authorization, please review it
carefully so that you understand what services have been authorized and what providers are
authorized to deliver the services that are subject to the authorization.

The utilization review process is a set of formal techniques designed to monitor the use of,
or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
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review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.

Contacting UnitedHealthcare or Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are responsible for obtaining prior authorization from the Claims
Administrator before they provide certain services to you.

When you choose to receive certain Covered Health Services from non-Network providers,
you are responsible for obtaining prior authorization from the Claims Administrator before
you receive these services. In many cases, your Non-Network Benefits will be reduced if the
Claims Administrator has not provided prior authorization.

Services for which you are required to obtain prior authorization are identified in Section 0,
Additional Coverage Details, within each Covered Health Service Benefit description. Please
note that prior authorization timelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benetfits) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in Section 10, Coordination of
Benefits (COB). You are not required to obtain authorization before receiving Covered Health
Services.
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SECTION 5 - PLAN HIGHLIGHTS

What this section includes:
m Payment Terms and Features.

B Schedule of Benefits.

Payment Terms and Features

The table below provides an overview of Copays that apply when you receive certain
Covered Health Services, and outlines the Plan's Annual Deductible and Out-of-Pocket
Maximum.

Designated Non-Network
Plan Features Network and Amount
Network Amounts ounts

Copays
In addition to these Copays, you may be
responsible for meeting the Annual
Deductible for the Covered Health
Services described in the chart on the
following pages.
m  Dental Services-Accident Only. $35 $35
m Emergency Health Services. $300 $300
m  Emergency Health Services — Non- )

Emergency. $300 Not Applicable
m  Physician's Office Setvices - Primary )

Physician. $25 Not Applicable

Designated
Network
m  Physician's Office Services - Specialist. $25 Not Applicable
Network
$35

m Rchabilitation Services. $25 Not Applicable
m  Rehabilitation Services — Manipulative .

Treatments. $35 Not Applicable
m  Urgent Care Center Services. $35 Not Applicable
Copays do not apply toward the Annual
Deductible.
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Plan Features

Designated
Network and
Network Amounts

Non-Network
Amounts

Copays apply toward the Out-of-Pocket
Maximum.

Annual Deductible
m Individual.

m Family (not to exceed the applicable
Individual amount for all Covered
Persons in a family).

Coupons: The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual
Deductible.

$500

$1,000

$1,000

Unlimited

Annual Out-of-Pocket Maximum
m Individual (single coverage).

m Family (not to exceed the applicable
Individual amount for all Covered
Persons in a family).

The Annual Deductible applies toward the
Out-of-Pocket Maximum for all Covered
Health Services.

The Annual Out-of-Pocket Maximum
applies to all Covered Health Services
under the Plan, including Covered Health
Services provided under your outpatient
prescription drug plan.

Coupons: The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual Out-of-
Pocket Maximum.

$3,000

$6,000

Not Applicable

Not Applicable

27

SECTION 5 - PLAN HIGHLIGHTS




PuBLIC EMPLOYEES BENEFIT COOPERATIVE (PEBC) DALLAS COUNTY PPO MEDICAL

Plan Features

Network Amounts

Designated

Network and INEIENEEE:S

Amounts

Lifetime Maximum Benefit

There is no dollar limit to the amount the
Plan will pay for essential Benefits during
the entire period you are enrolled in this
Plan.

Generally the following are considered to
be essential benefits under the Patient
Protection and Affordable Care Act:

Ambulatory patient services; emergency
services, hospitalization; maternity and
newborn care; mental health and
substance-related and addictive disorders
services (including behavioral health
treatment); prescription drug products;
rehabilitative and habilitative services and
devices; laboratory services; preventive and
wellness services and chronic disease
management; and pediatric services
(including oral and vision care).

Unlimited
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Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to Section 6, Additional Coverage Details.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based
on Eligible Expenses ot, for specific Covered Health Services as described in the definition of
Recognized Amount in Section 14, Glossary.

Covered Health Services!

Benefit

(The Amount Payable by the Plan based

on Eligible Expenses)
Designated
Network and Non-Network

Network

Acupuncture Services

80% after you meet

60% after you meet

the Annual the Annual

Deductible Deductible
Ambulance Services Ground and/ or Air Ground and/ or Air

Ambulance Ambulance

m  Emergency Ambulance.

m  Non-Emergency Ambulance.

Ground or Air Ambulance, as the Claims
Administrator determines appropriate.

80% after you meet
the Annual
Deductible

80% after you meet

Same as Network

60% after you meet

Eligible Expenses for Air Ambulance the Angual the Angual
. Deductible Deductible

transport provided by a Non-Network

provider will be determined as described in

Section 3, How the Plan Works.

Cellular and Gene Therapy

For Network Benefits, Cellular or Gene Depending upon

Therapy services must be received from a
Designated Provider.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
this section.

Non-Network
Benefits are not
available.
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Benefit

(The Amount Payable by the Plan based

Covered Health Services' on Eligible Expenses)
Designated
Network and Non-Network
Network
Clinical Trials
Benefits are available when the Covered Depending upon Depending upon

Health Services are provided by either
Network or non-Network providers.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
this section.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this
section.

Congenital Heart Disease (CHD)
Surgeries

Network and Non-Network Benefits
under this section include only the
inpatient facility charges for the congenital
heart disease (CHD) surgery. Depending
upon where the Covered Health Service is
provided, Benefits for diagnostic services,
cardiac catheterization and non-surgical
management of CHD will be the same as
those stated under each Covered Health
Service category in this section.

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Dental Services - Accident Only

100% after you pay a

Copayment of $35 Same as Network
per visit
Diabetes Services
Diabetes Self-Management and Training/ Depending upon Depending upon

Diabetic Eye Examinations/Foot Care

where the Covered
Health Service is
provided, Benefits
for diabetes self-
management and
training/diabetic eye

where the Covered
Health Service is
provided, Benefits
for diabetes self-
management and
training/diabetic
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Benefit

(The Amount Payable by the Plan based

Covered Health Services' on Eligible Expenses)
Designated
Network and Non-Network
Network
examinations/foot eye
care will be paid the | examinations/foot

Diabetes Self-Management Items

m Diabetes equipment.

same as those stated
under each Covered
Health Service
category in this
section.

Benefits for diabetes
equipment will be
the same as those

stated under Durable

Medical Equipment in

this section.

care will be paid the
same as those stated
under each Covered
Health Service
category in this
section.

Benefits for
diabetes equipment
will be the same as
those stated under

Durable Medical
Equipment in this
section.

Durable Medical Equipment (DME),
Orthotics and Supplies

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Emergency Health Services -
Outpatient

If you are admitted as an inpatient to a
Hospital directly from the Emergency
room, you will not have to pay this Copay
and/or deductible. The Benefits for an
Inpatient Stay in a Hospital will apply
instead. This does not apply to services
provided to stabilize an Emergency after
admission to a Hospital.

80% after you pay a
Copayment of $300
per visit and after

you meet the Annual
Deductible

Same as Network
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Benefit

(The Amount Payable by the Plan based

Covered Health Services' on Eligible Expenses)
Designated
Network and Non-Network
Network
Emergency Health Services — Non- 80% after you pay a
Emergency Copayment of $300 | 60% after you meet

per visit and after
you meet the Annual
Deductible

the Annual
Deductible

Fertility Preservation for Iatrogenic
Infertility

80% after you meet

60% after you meet

the Annual the Annual
See Section 6, Additional Coverage Details, for Deductible Deductible
limits.
Gender Dysphoria Depending upon Depending upon
where the Covered
where the Covered L
. Health Service is
Health Service is .

: provided, Benefits
provided, Benefits will be the same as
will be the same as

those stated under
those stated under
each Covered
each Covered Health )

. . Health Service

Service category in ) )
. ; category in this
this section :
section
Hearing Aids Hearing Aid Exam, Hearing Aid
See Section 6, Additional Coverage Details, for 100% after you pay a Exam,
limits. Copayment of $35 | 60% after you meet
per visit the Annual
. . Deductible
Hearing Aids,
Hearing Aids,
100%
100%

Home Health Care

See Section 6, Additional Coverage Details, for
limits.

To receive Network Benefits for the
administration of intravenous infusion,
you must receive services from a provider
UnitedHealthcare identifies.

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

32

SECTION 5 - PLAN HIGHLIGHTS




PuBLIC EMPLOYEES BENEFIT COOPERATIVE (PEBC) DALLAS COUNTY PPO MEDICAL

Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Hospice Care

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Hospital - Inpatient Stay

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Infertility Services

80% after you meet

60% after you meet

the Annual the Annual
Deductible Deductible
Lab, X-Ray and Diagnostics -
Outpatient
m Lab Testing - Outpatient. 60% after you meet
100% the Annual
Deductible
m  X-Ray and Other Diagnostic Testing - 60% after you meet
Outpatient, 100% the Annual
Deductible
Lab, X-Ray and Major Diagnostics — 80% after you meet | 60% after you meet
CT, PET, MRI, MRA and Nuclear the Annual the Annual
Medicine - Outpatient Deductible Deductible

Mental Health Services

m Inpatient.

m  Outpatient.

80% after you meet
the Annual
Deductible

100% after you pay a
Copayment of $25
per visit

80% for Partial
Hospitalization/
Intensive Outpatient

60% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

60% for Partial
Hospitalization/
Intensive
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based

Network

on Eligible Expenses)
Designated
Network and Non-Network

m Virtual Behavioral Health

Treatment after you
meet the Annual
Deductible

Designated
Network
(AbleTo

Therapy 360)

100%

Outpatient
Treatment after you
meet the Annual
Deductible

Designated
Network
(AbleTo

Therapy 360)

100%

Neurobiological Disorders - Autism
Spectrum Disorder Services

m Inpatient.

m  Outpatient.

80% after you meet
the Annual
Deductible

100% after you pay a
Copayment of $25
per visit

80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet the Annual
Deductible

60% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

60% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after you
meet the Annual

Deductible

Obesity Surgery

For Network Benefits, obesity surgery
must be received by a Designated
Provider.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in

this section.

Non-Network
Benefits are not
available.
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based

on Eligible Expenses)
Designated
Network and Non-Network

Network

Ostomy Supplies

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Pharmaceutical Products - Outpatient

Office visits,
100%
All other services,

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provided by a
non-Network Physician in certain
Network facilities will apply the same cost

80% after you meet

60% after you meet

sharing (Copayment, Coinsurance and the Annual the Annual
applicable deductible) as if those setvices Deductible Deductible
were provided by a Network provider;
however Eligible Expenses will be
determined as described in Section 3, How
the Plan Works, under Eligible Expenses.
Physician's Office Services - Sickness
and Injury
m  Primary Physician. 100% after you pay a | 60% after you meet
Copayment of $25 the Annual
per visit Deductible
m  Specialist Physician. Designated
Network
0 7
100% after you pay a 60% after you meet
C tof §25 the Annual
opaymert 2 Deductible
per visit
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Designated
Network and
Network

Non-Network

m Home visits.

In addition to the Copayments stated in
this section, the Copayments and
Coinsurance and any Deductible for the
following services apply when the Covered
Health Service is performed in a
Physician's office:

m Lab, radiology/X-rays and other
diagnostic services described under
Lab, X-Ray and Diagnostics - Outpatient.

m  Major diagnostic and nuclear medicine
described under Lab, X-Ray and Major
Diagnostics - CT, PET, MRI, MRA
and Nuclear Medicine - Outpatient.

m Diagnostic and therapeutic scopic
procedures described under Scopic
Procedures - Outpatient Diagnostic and
Therapeutic.

m  Outpatient surgery procedures
described under Swurgery - Outpatient.

m  Outpatient therapeutic procedures
described under Therapentic Treatments -
Outpatient.

Network

100% after you pay a
Copayment of $35
per visit

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Pregnancy — Maternity Services

Benefits will be the

same as those stated

under each Covered
Health Service

Benefits will be the

same as those stated

under each Covered
Health Service

36

SECTION 5 - PLAN HIGHLIGHTS




PuBLIC EMPLOYEES BENEFIT COOPERATIVE (PEBC) DALLAS COUNTY PPO MEDICAL

Benefit

(The Amount Payable by the Plan based

Covered Health Services! e

Designated
Network and
Network

Non-Network

category in this
section.

category in this
section.

Preimplantation Genetic Testing
(PGT) and Related Services

80% after you meet

60% after you meet

the Annual the Annual
See Section 6, Additional Coverage Details, for Deductible Deductible
limits.
Preventive Care Services
m  Physician Office Services. 100% 60% after you meet
the Annual
Deductible
m Lab, X-ray or Other Preventive Tests. 100% 60% after you meet
the Annual
Deductible
m  Breast Pumps. 100% 60% after you meet
the Annual
Deductible
Private Duty Nursing - Outpatient 80% after you meet | 60% after you meet
See Section 6, Additional Coverage Details, for the Angual the Angual
Deductible Deductible

limits.

Prosthetic Devices

80% after you meet

60% after you meet

the Annual the Annual
Deductible Deductible
Reconstructive Procedures
Depending upon Depending upon

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
this section.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this
section.
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Benefit

(The Amount Payable by the Plan based

Covered Health Services' LB 2] ISR
Designated
Network and Non-Network
Network
Rehabilitation Services - Outpatient
Therapy and Manipulative Treatment
See Section 6, Additional Coverage Details, for Manipulative
visit limits. Treatment,
100% after you pay a
Copaymen.t _Of $35 | 60% after you meet
per visit the Annual
Deductible

All other services,

100% after you pay a
Copayment of $25
per visit

Scopic Procedures - Outpatient
Diagnostic and Therapeutic

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section 6, Additional Coverage Details, for
limits.

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Substance-Related and Addictive
Disorders Services

m Inpatient.

m  Outpatient.

80% after you meet
the Annual
Deductible

100% after you pay a
Copayment of $25
per visit

80% for Partial
Hospitalization/
Intensive Outpatient

60% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

60% for Partial
Hospitalization/
Intensive
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based

Network

on Eligible Expenses)
Designated
Network and Non-Network

Treatment after you
meet the Annual
Deductible

Outpatient

Treatment after you

meet the Annual
Deductible

Surgery - Outpatient

80% after you meet

60% after you meet

the Annual the Annual
Deductible Deductible
Temporomandibular Joint (TM]) Dependin I Depending upon
Services cpe & upo

where the Covered
Health Service is

provided, Benefits
will be the same as
those stated under

each Covered Health
Service category in

this section.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this
section.

Therapeutic Treatments - Outpatient

Office visits for
Intravenous
Chemotherapy,
Intravenous
Infusion and
Radiation
Oncology,

100%
All other services,

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Transplantation Services

Depending upon
where the Covered
Health Service is

Depending upon
where the Covered

Health Service is
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based

on Eligible Expenses)
Designated
Network and Non-Network

Network

provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
this section.

provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this
section.

Urgent Care Center Services

In addition to the Copayment stated in this
section, the Copayment and Coinsurance
and any Deductible for the following
services apply when the Covered Health
Service is performed at an Urgent Care
Center:

m Lab, radiology/X-rays and other
diagnostic services described under
Lab, X-Ray and Diagnostics - Outpatient.

m  Major diagnostic and nuclear medicine
described under Lab, X-Ray and Major
Diagnostics - CT, PET, MRI, MRA
and Nuclear Medicine - Outpatient.

m  Diagnostic and therapeutic scopic
procedures described under Scopic
Procednres - Outpatient Diagnostic and
Therapentic.

m  Outpatient surgery procedures
described under Swurgery - Outpatient.

m  Outpatient therapeutic procedures
described under Therapentic Treatments -
Outpatient.

100% after you pay a
Copayment of $35
per visit

60% after you meet
the Annual
Deductible

Virtual Care Services

Network Benefits are available only when
services are delivered through a
Designated Virtual Network Provider. You
can find a Designated Virtual Network

Non-Network
Benefits are not
available.

100%
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Benefit

(The Amount Payable by the Plan based

Covered Health Services' e
Designated
Network and Non-Network

Network

Provider by going to www.myuhc.com or
by calling the telephone number on your
ID card.

Please obtain prior authorization before receiving Covered Health Services, as described in Section
6, Additional Coverage Details.
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SECTION 6 - ADDITIONAL COVERAGE DETAILS

What this section includes:
m Covered Health Services for which the Plan pays Benefits.

m Covered Health Services that require you to obtain prior authorization before you
receive them, and any reduction in Benefits that may apply if you do not call to obtain
prior authorization.

This section supplements the second table in Section 5, Plan Highlights.

While the table provides you with Benefit limitations along with Copayment, Coinsurance
and Annual Deductible information for each Covered Health Service, this section includes
descriptions of the Benefits. These descriptions include any additional limitations that may
apply, as well as Covered Health Services for which you must obtain prior authorization
from the Claims Administrator as required. The Covered Health Services in this section
appear in the same order as they do in the table for easy reference. Services that are not
covered are described in Section 8, Exclusions and Limitations.

Benefits are provided for services delivered via Telehealth/Telemedicine. Benefits for these
services are provided to the same extent as an in-person service under any applicable Benefit
category in this section unless otherwise specified in the table.

Acupuncture Services

Acupuncture services provided in an office setting for the following conditions:

m  Pain therapy.

m  Anesthetic that is related to surgery.

Benefits are provided regardless of whether the office is free-standing, located in a clinic or
located in a Hospital.

Acupuncture services must be performed by a provider who is either:

m Practicing within the scope of their license (if state license is available); or

m Certified by a national accrediting body.

Did you know...
You generally pay less out-of-pocket when you use a Network provider?

Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14, Glossary for the definition of Emergency.

Ambulance service by air is covered in an Emergency if ground transportation is impossible;
or would put your life or health in serious jeopardy. If special circumstances exist,
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UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is
not the closest facility to provide Emergency Health Services.

The Plan also covers non-Emergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate)
between facilities when the transport is:

m From a non-Network Hospital to a Network Hospital.

m To a Hospital that provides a higher level of care that was not available at the original
Hospital.

m To a more cost-effective acute care facility.

m From an acute facility to a sub-acute setting.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direct non-Emergency
ambulance transportation. For Non-Network Benefits, if you are requesting non-
Emergency air ambulance services, (including any affiliated non-Emergency ground
ambulance transport in conjunction with non-Emergency air ambulance transport), you
must obtain prior authorization as soon as possible before transport.

If you fail to obtain prior authorization from the Claims Administrator, Benefits will be
subject to a $500 reduction.

Cellular and Gene Therapy

Cellular Therapy and Gene Therapy received on an inpatient or outpatient basis at a
Hospital or on an outpatient basis at an Alternate Facility or in a Physician's office.

Benefits for CAR-T therapy for malignancies are provided as desctibed under Transplantation
Services.Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
qualifying Clinical Trial for the treatment of:

m  Cancer or other life-threatening disease or condition. For purposes of this benefit, a life-
threatening disease or condition is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

m Cardiovascular disease (catdiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria
stated below.

m  Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
qualifying Clinical Trial criteria stated below.

m  Other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinical Trial meets the qualifying Clinical Trial criteria stated below.
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Benefits include the reasonable and necessary items and services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinically eligible for participation in
the qualifying Clinical Trial as defined by the researcher.

Routine patient care costs for qualifying Clinical Trials include:

m Covered Health Services for which Benefits are typically provided absent a Clinical Ttrial.

m Covered Health Services required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the service or item, or the prevention of complications.

m Covered Health Services needed for reasonable and necessary care arising from the
provision of an Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

m The Experimental or Investigational Service(s) or item. The only exceptions to this are:

—> Certain Category B devices.
— Certain promising interventions for patients with terminal illnesses.

— Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

m Items and services provided solely to satisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient.

m A service that is clearly inconsistent with widely accepted and established standards of
care for a particular diagnosis.

m Items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other life-threatening diseases or conditions, a qualifying Clinical
Trial is 2 Phase I, Phase 11, Phase 111, or Phase IV Clinical Ttial that is conducted in relation
to the prevention, detection or treatment of cancer or other life-threatening disease or
condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees
and other diseases or disorders which are not life-threatening, a qualifying Clinical Trial is a
Phase I, Phase 11, or Phase 11 Clinical Ttial that is conducted in relation to the detection or
treatment of such non-life-threatening disease or disorder and which meets any of the
following criteria in the bulleted list below.

m  Federally funded trials. The study or investigation is approved or funded (which may
include funding through in-kind contributions) by one or more of the following:

- National Institutes of Health (NIH). (Includes National Cancer Institute (NCI)).
- Centers for Disease Control and Prevention (CDC).
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- Agency for Healthcare Research and Quality (AHRQ).

- Centers for Medicare and Medicaid Services (CMS).

- A cooperative group or center of any of the entities described above or the
Department of Defense (DOD) or the VVeterans Administration (17A).

- A qualified non-governmental research entity identified in the guidelines issued by
the National Institutes of Health for center support grants.

- The Department of 1 eterans Affairs, the Department of Defense or the Department of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is determined by the Secretary of Health and Human Services
to meet both of the following criteria:

¢ Comparable to the system of peer review of studies and investigations used by
the National Institutes of Health.

¢ Ensures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.

m  The study or investigation is conducted under an investigational new drug application
reviewed by the U.S. Food and Drug Administration.

m  The study or investigation is a drug trial that is exempt from having such an
investigational new drug application.

m  The Clinical Trial must have a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional review boards (IRBs) before
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
documentation about the trial.

m  The subject or purpose of the trial must be the evaluation of an item or service that

meets the definition of a Covered Health Service and is not otherwise excluded under
the Plan.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization as soon as the possibility
of participation in a Clinical Trial arises. If you fail to obtain prior authorization as
required, Benefits will be subject to a $500 reduction.

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions such as coarctation of the aorta, aortic
stenosis, tetralogy of fallot, transposition of the great vessels and hypoplastic left or right
heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the number on your ID card for information about these guidelines.

The Plan pays Benefits for CHD services ordered by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits for Physician services are described under
Physician Fees for Surgical and Medical Services.
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Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheterization.

Benefits are available for the following CHD services:

m  Outpatient diagnostic testing.

m Evaluation.

m  Surgical interventions.

m Interventional cardiac catheterizations (insertion of a tubular device in the heart).

m Fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

m  Approved fetal interventions.

CHD services other than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for the involved diagnoses. Contact
CHD Resource Services at 1-888-936-7246 before receiving care for information about
CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com.

If you receive CHD services from a facility that is not a Designated Provider, the Plan pays
Benefits as described under:

m  Physician's Office Services - Sickness and Injury.

m  Physician Fees for Surgical and Medical Services.

m  Scopic Procedures - Outpatient Diagnostic and Therapeutic.
m  Therapeutic Treatments - Outpatient.

m  Hospital - Inpatient Stay.

m  Surgery - Outpatient.

To receive Benefits under the CHD program, you must contact CHD Resource Services
at 1-888-936-7246 prior to obtaining Covered Health Services. The Plan will only pay
Benefits under the CHD program if CHD provides the proper notification to the
Designated Provider performing the services (even if you self-refer to a provider in that
Network).
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Prior Authorization Requirement

For Non-Network Benefits, you must obtain prior authorization as soon as the possibility
of a CHD surgery arises. If you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be subject to a $500 reduction.

It is important that you notify the Claims Administrator regarding your intention to have
surgery. Your notification will open the opportunity to become enrolled in programs that
are designed to achieve the best outcomes for you.

Dental Services - Accident Only

Dental services are covered by the Plan when all of the following are true:

m  Treatment is necessary because of accidental damage.

m  Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

m  The dental damage is severe enough that initial contact with a Physician or dentist occurs
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)

Please note that dental damage that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that are damaged as a result of such activities.

The Plan also covers dental care (oral examination, X-rays, extractions and non-surgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

m  Dental services related to medical transplant procedures.

m Initiation of immunosuppressive (medication used to reduce inflammation and suppress
the immune system).

m Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage caused by accidental Injury must conform to the
following time-frames: Treatment is started within three months of the accident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuating circumstances exist (such as prolonged hospitalization or the
presence of fixation wires from fracture care), Treatment must be completed within 12
months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of coverage under the Plan.

The Plan pays for treatment of accidental Injury limited to the following:
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m Emergency examination.

m  Necessary diagnostic X-rays.

m  Endodontic (root canal) treatment.

m  Temporary splinting of teeth.

m Prefabricated post and core.

m  Simple minimal restorative procedures (fillings).

m Extractions.

m  Post-traumatic crowns if such are the only clinically acceptable treatment.

m  Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Diabetes Services

Diabetes Selt-Management and Training/Diabetic Eye Examinations/Foot Care

Outpatient self-management training for the treatment of diabetes, education and medical
nutrition therapy services. Services must be ordered by a Physician and provided by
appropriately licensed or registered healthcare professionals.

Benefits also include medical eye examinations (dilated retinal examinations) and preventive
foot care for diabetes.

Diabetic Self-Management Items

Insulin pumps and supplies for the management and treatment of diabetes, based upon your
medical needs include:

m Insulin pumps are subject to all the conditions of coverage stated under Durable Medical
Egquipment (DME), Orthotics and Supplies.

m  Blood glucose meters, including continuous glucose monitors.

m Insulin syringes with needles.

m Blood glucose and urine test strips.

m  Ketone test strips and tablets.

m [Lancets and lancet devices.

Benefits for diabetes equipment that meet the definition of Durable Medical Equipment are
subject to the limit stated under Durable Medical Equipment in this section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any Durable Medical Equipment for the management and
treatment of diabetes that exceeds $1,000 in cost (either retail purchase cost or cumulative
retail rental cost of a single item). If you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be subject to a $500 reduction.
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Durable Medical Equipment (DME), Orthotics and Supplies
The Plan pays for Durable Medical Equipment (DME), Orthotics and Supplies that are:

m  Ordered or provided by a Physician for outpatient use primarily in a home setting.
m  Used for medical purposes.

m  Not consumable or disposable except as needed for the effective use of covered Durable
Medical Equipment.

m  Not of use to a person in the absence of a disease or disability.

m Durable enough to withstand repeated use.

Benefits under this section include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for the equipment that meets the minimum specifications for your needs. If
you purchase an item that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the item that meets the minimum specifications,
and you will be responsible for paying any difference in cost. Benefits are provided for a
single unit of DME (example: one insulin pump) and for repairs of that unit.

Examples of DME include but are not limited to:

m  Oxygen and the rental of equipment to administer oxygen (including tubing, connectors
and masks).

m  Equipment to assist mobility, such as a standard wheelchair.
m A standard Hospital-type beds.

m  Negative pressure wound therapy pumps (wound vacuums).
m  Burn garments.

m Insulin pumps and all related necessary supplies as described under Diabetes Services in this
section.

m  Braces that stabilize an injured body part, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Health Service. Braces that straighten or change the shape of a body part are orthotic
devices and are excluded from coverage. Dental braces are also excluded from coverage.

m  Mechanical equipment necessary for the treatment of chronic or acute respiratory failure
(except that air-conditioners, humidifiers, dehumidifiers, air purifiers and filters, and
personal comfort items are excluded from coverage).

m  External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochlear implantation are provided under the applicable
medical/surgical Benefit categories in this SPD. See Hospital - Inpatient Stay, Rebabilitation
Services - Outpatient Therapy, and Surgery - Outpatient in this section.
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Benefits include lymphedema stockings for the arm as required by the Women's Health and
Cancer Rights Act of 1998.

Benefits also include dedicated speech generating devices and tracheo-esophageal voice
devices required for treatment of severe speech impediment or lack of speech directly
attributed to Sickness or Injury. Benefits for the purchase of these devices are available only
after completing a required three-month rental period.

Orthotics

Orthotic braces, including needed changes to shoes to fit braces. Braces that stabilize an
injured body part and braces to treat curvature of the spine are a Covered Health Service.

Benefits under this section do not include any device, appliance, pump, machine, stimulator,
or monitor that is fully implanted into the body. Implantable devices are a Covered Health
Service for which Benefits are available under the applicable medical/surgical Covered
Health Service categories in this SPD.

Benefits do not include:

m  Any device, appliance, pump, machine, stimulator, or monitor that is fully implanted into
the body. Implantable devices are a Covered Health Service for which Benefits are

available under the applicable medical/surgical Covered Health Service categories in this
SPD.

m Diagnostic or monitoring equipment purchased for home use, unless otherwise
described as a Covered Health Service.

m Powered exoskeleton devices.
UnitedHealthcare will decide if the equipment should be purchased or rented.
Note: DME is different from prosthetic devices - see Prosthetic Devices in this section.

Benefits for dedicated speech generating devices and tracheo-esophageal voice devices are
limited to the purchase of one device during the entire period of time a Covered Person is
enrolled under the Plan.

To receive Network Benefits, you must purchase, rent, or obtain the Durable Medical
Equipment or orthotic from the vendor UnitedHealthcare identifies or purchase it directly
from the prescribing Network Physician.

Benefits are provided for the repair/replacement of a type of Durable Medical Equipment or
orthotic once every three calendar years. Repair and/or replacement of DME or orthotics
would apply to this limit in the same manner as a purchase. This limit does not apply to
wound vacuums.

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
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Covered Person's medical condition occurs sooner than the three-year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when required to make the item/device serviceable and
the estimated repair expense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any time and are not subject to the three-
year timeline for replacement.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any DME or orthotic that costs more than $1,000 (either
retail purchase cost or cumulative retail rental cost of a single item). If you fail to obtain
prior authorization from the Claims Administrator, as required, Benefits will be subject to
a $500 reduction.

Emergency Health Services - Outpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Benefits under this section include the facility charge, supplies and all professional services
requited to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for the purpose of monitoring your condition (rather than being admitted
to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission to a non-Network Hospital as
long as the Claims Administrator is notified within two business days of the admission or on
the same day of admission if reasonably possible after you are admitted to a non-Network
Hospital. The Claims Administrator may elect to transfer you to a Network Hospital as soon
as it is medically appropriate to do so. If you continue your stay in a non-Network Hospital
after the date your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provided. Non-Network Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will be determined as described under E/igible Expenses in Section 3, How the Plan
Works.

Benefits under this section are available for services to treat a condition that does not meet
the definition of an Emergency.

Note: If you are confined in a non-Network Hospital after you receive outpatient
Emergency Health Services, you must notify the Claims Administrator within two
business days or on the same day of admission if reasonably possible. The Claims
Administrator may elect to transfer you to a Network Hospital as soon as it is medically
appropriate to do so. If you choose to stay in the non-Network Hospital after the date
the Claims Administrator decides a transfer is medically appropriate, Network Benefits
will not be provided. Non-Network Benefits may be available if the continued stay is
determined to be a Covered Health Service.
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Fertility Preservation for latrogenic Infertility

Benefits are available for fertility preservation for medical reasons that cause irreversible
infertility such as chemotherapy, radiation treatment, and bilateral oophorectomy due to
cancer. Services include the following procedures, when provided by or under the care or
supervision of a Physician:

m Collection of sperm.

m  Cryo-preservation of sperm.

m  Opvarian stimulation, retrieval of eggs and fertilization.

m  Oocyte cryo-preservation.

m  Embryo cryo-preservation.

Benefits for medications related to the treatment of fertility preservation are provided as
described under Pharmacentical Products - Outpatient in this section.

Benefits are not available for embryo transfer.

Benefits are not available for long-term storage costs (greater than one year).

Any combination of Network Benefits and Non-Network Benefits are limited to $20,000 per
Covered Person during the entire period of time they are enrolled for coverage under the
Plan. This Benefit limit will be the same as and combined with those stated under
Prezmplantation Genetic Testing (PGT-M and PGT-SR) and Related Services. Benefits are further

limited to one cycle of fertility preservation for Iatrogenic Infertility per Covered Person
during the entire period of time they are enrolled for coverage under the Plan.

Gender Dysphoria

Benefits for the treatment of Gender Dysphoria for a Covered Person who is an employee

aged 18 and older limited to the following services:

m  Psychotherapy for Gender Dysphoria and associated co-morbid psychiatric diagnoses
are provided as described under Mental Health Services in your SPD.

m  Cross-sex hormone therapy:

- Cross-sex hormone therapy administered by a medical provider (for example during
an office visit) is provided as desctribed under Pharmacentical Products — Outpatient in
your SPD.

m  Puberty suppressing medication injected or implanted by a medical provider in a clinical
setting.

m Laboratory testing to monitor the safety of continuous cross-sex hormone therapy.

m  Surgery for the treatment for Gender Dysphoria, including the surgeries listed below:
- Bilateral mastectomy or breast reduction
- Clitoroplasty (creation of clitoris)

- Hysterectomy (removal of uterus)
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- Labiaplasty (creation of labia)

- Metoidioplasty (creation of penis, using clitoris)
- Otchiectomy (removal of testicles)

- Penectomy (removal of penis)

- Penile prosthesis

- Phalloplasty (creation of penis)

- Salpingo-oophorectomy (removal of fallopian tubes and ovaries)
- Scrotoplasty (creation of scrotum)

- Testicular prosthesis

- Urethroplasty (reconstruction of urethra)

- Vaginectomy (removal of vagina)

- Vaginoplasty (creation of vagina)

- Vulvectomy (removal of vulva)

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery
Documentation Requirements:

The Covered Person must provide documentation of the following for breast surgery:

m A written psychological assessment from at least one qualified behavioral health provider
experienced in treating Gender Dysphoria. The assessment must document that the
Covered Person meets all of the following criteria:

- Persistent, well-documented Gender Dysphoria.
- Capacity to make a fully informed decision and to consent for treatment.
- Must be 18 years or older.

- If significant medical or mental health concerns are present, they must be reasonably
well controlled.

The Covered Person must provide documentation of the following for genital surgery:

m A written psychological assessment from at least two qualified behavioral health
providers experienced in treating Gender Dysphoria, who have independently assessed
the Covered Person. The assessment must document that the Covered Person meets all
of the following criteria.

- Persistent, well-documented Gender Dysphoria.
- Capacity to make a fully informed decision and to consent for treatment.
- Must be 18 years or older.

- If significant medical or mental health concerns are present, they must be reasonably
well controlled.
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- Complete at least 12 months of successful continuous full-time real-life experience in
the desired gender.

- Complete 12 months of continuous cross-sex hormone therapy appropriate for the
desired gender (unless medically contraindicated).

Benefits are not provided for Spouses and Dependents.

Any combination of Network Benefits and Non-Network Benefits is limited to $50,000 per
Covered Person during the entire period of time they are enrolled for coverage under the
Plan. This Benefit limit will be the same as and combined with those stated under
Preimplantation Genetic Testing (PGT-M and PGT-SR) and Related Services. Benefits are further
limited to one cycle of fertility preservation for Iatrogenic Infertility per Covered Person
during the entire period of time he or she is enrolled for coverage under the Plan.

Prior Authorization Requirement for Surgical Treatment

For Non-Network Benefits you must obtain prior authorization as soon as the possibility
of surgery arises. If you do not obtain prior authorization as required, Benefits will be
subject to a $500 reduction.

In addition, for Non-Network Benefits you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably possible for
non-scheduled admissions (including Emergency admissions).

It is important that you notify the Claims Administrator as soon as the possibility
of surgery arises. Your notification allows the opportunity for the Claims
Administrator to provide you with additional information and services that may be
available to you and are designed to achieve the best outcomes for you.

Prior Authorization Requirement for Non-Surgical Treatment

Depending upon where the Covered Health Service is provided, any applicable prior
authorization requirements will be the same as those stated under each Covered Health
Service category.

Hearing Aids

The Plan pays Benefits for hearing aids required for the correction of a hearing impairment
(a reduction in the ability to perceive sound which may range from slight to complete
deafness). Hearing aids are electronic amplifying devices designed to bring sound more
effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver.

If more than one type of hearing aid can meet your functional needs, Benefits are available
only for the hearing aid that meets the minimum specifications for your needs. If you
purchase a hearing aid that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the hearing aid that meets the minimum
specifications, and you will be responsible for paying any difference in cost.

Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a
Covered Health Service for which Benefits are available under the applicable
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medical/surgical Covered Health Services categories in this section only for Covered
Persons who have either of the following:

m Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aid.

m  Hearing loss of sufficient severity that it would not be adequately remedied by a wearable
hearing aid.

Any combination of Network Benefits and Non-Network Benefits for hearing aids is limited
to a $1,000 maximum per Covered Person per calendar year. Benefits are limited to a single
purchase (including repair/replacement) per hearing impaired ear every 4 years.

Bone-anchored and external hearing aids combined toward limit.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your condition. Services must be:

m  Ordered by a Physician.

m  Provided by or supervised by a registered nurse in your home; or provided by either a
home health aide or licensed practical nurse and supervised by a registered nurse.

m  Not considered Custodial Care, as defined in Section 14, Glossary.

m Provided on a part-time, Intermittent Care schedule when Skilled Care is required. Refer
to Section 14, Glossary for the definition of Skilled Care.

The Claims Administrator will determine if Skilled Care is needed by reviewing both the
skilled nature of the service and the need for Physician-directed medical management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.

Any combination of Network Benefits and Non-Network Benefits is limited to 120 visits
per Covered Person per calendar year. This limit is combined with the Private Duty Nursing
— Outpatient limit. One visit equals four hours of Skilled Care services. This visit limit does
not include any service which is billed only for the administration of intravenous infusion.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before receiving services, including nutritional foods and
Private Duty Nursing, or as soon as is reasonably possible. If you fail to obtain prior
authorization from the Claims Administrator as required, Benefits will be subject to a
$500 reduction.

Hospice Care

Hospice care is an integrated program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
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outpatient basis and includes physical, psychological, social, spiritual and respite care for the
terminally ill person, and short-term grief counseling for immediate family members while
the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can include a Hospital. Both inpatient and
outpatient have a 6-month or less to live criteria.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably possible. If you fail to obtain prior authorization from
the Claims Administrator as required, Benefits will be subject to a $500 reduction.

In addition, for Non-Network Benefits, you must contact the Claims Administrator
within 24 hours of admission for an Inpatient Stay in a hospice facility.

Hospital - Inpatient Stay

Hospital Benefits are available for:

m  Non-Physician services and supplies received during an Inpatient Stay.
m  Room and board in a Semi-private Room (a room with two or more beds).

m  Physician services for radiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between a Semi-private Room and a private room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is

necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital-
based Physician services are described in this section under Physzcian Fees for Surgical and

Medical Services.

Benefits for Emergency admissions and admissions of less than 24 hours are described
under Emergency Health Services and Surgery - Outpatient, Scopic Procedures - Outpatient Diagnostic
and Therapentic, and Therapentic Treatments - Outpatient, respectively.

Prior Authorization Requirement

For Non-Network Benefits, for:

m A scheduled admission, you must obtain prior authorization from the Claims
Administrator five business days before admission.

m A non-scheduled admission (including Emergency admissions), you must provide
notification as soon as is reasonably possible.

If you do not obtain prior authorization from the Claims Administrator as required,
Benefits will be subject to a $500 reduction.
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In addition, for Non-Network Benefits, you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably possible for
non-scheduled admissions (including Emergency admissions).

Infertility Services

These services are covered on either an inpatient or outpatient basis. Covered services
include:

m Artificial insemination — up to five (5) artificial insemination rounds or sessions per
lifetime;

m Diagnostic services to determine the cause of infertility;

m  Office visits for diagnosis, non-psychiatric counseling, and sperm count; and

m  Endometrial biopsy, hysterosalpingography, and diagnostic laparoscopy.

The Plan pays for covered services subject to your Deductible and Coinsurance at the
Network or Non-Network level, depending on the provider used.

Fertility drugs are not covered.

Benefits for artificial insemination (Al) are limited to five rounds or sessions per lifetime.

Lab, X-Ray and Diagnostics - Outpatient

Services for Sickness and Injury-related diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility or in a Physician's office include:

m  Lab and radiology/X-ray.

m  Mammography.

Benefits under this section include:

m  The facility charge and the charge for supplies and equipment.

m  Physician services for radiologists, anesthesiologists and pathologists. (Benefits for other
Physician services are described under Physician Fees for Surgical and Medical Services.)

m  Genetic Testing ordered by a Physician which results in available medical treatment
options following Genetic Counseling.

m  Presumptive Drug Tests and Definitive Drug Tests.

Any combination of Network Benefits and Non-Network Benefits is limited to 18
Presumptive Drug Tests per Covered Person per calendar year.

Any combination of Network Benefits and Non-Network Benefits is limited to 18 Definitive
Drug Tests per Covered Person per calendar year.
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Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services. 1.ab, X-ray and diagnostic services for preventive care are
described under Preventive Care Services in this section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services are described under Lab, X-Ray and Major
Diagnostics - CT, PET Scans, MRI, MRA and Nuclear Medicine - Outpatient in this section.

Prior Authorization Requirement

For Non-Network Benefits for Genetic Testing, sleep studies, stress echocardiography
and transthoracic echocardiogram, you must obtain prior authorization from the Claims
Administrator five business days before scheduled services are received. If you fail to
obtain prior authorization as required, Benefits will be subject to a $500 reduction.

Lab, X-Ray and Major Diagnostics - CT, PET Scans, MRI, MRA and Nuclear Medicine -
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility.

Benefits under this section include:

m  The facility charge and the charge for supplies and equipment.
m  Physician services for radiologists, anesthesiologists and pathologists.

m  Genetic Testing ordered by a Physician which results in available medical treatment
options following Genetic Counseling.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

Prior Authorization Requirement

For Non-Network Benefits for and CT, PET scans, MRI, MRA, nuclear medicine,
including nuclear cardiology, you must obtain prior authorization from the Claims
Administrator five business days before scheduled services are received. If you do not
obtain prior authorization from the Claim Administrator as required, Benefits will be
subject to a $500 reduction.

Mental Health Services

Mental Health Services include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's office. All services must be provided by
or under the direction of a propetly qualified behavioral health provider.

Benefits include the following levels of care:

m Inpatient treatment.
m Residential Treatment.

m Partial Hospitalization/Day Treatment.
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m Intensive Outpatient Treatment.
m  Outpatient treatment.

Inpatient treatment and Residential Treatment include room and board in a Semi-private
Room (a room with two or more beds).

Services include the following:

m Diagnostic evaluations, assessment and treatment planning,.
m  Treatment and/or procedures.

m  Medication management and other associated treatments.
m Individual, family, and group therapy.

m  Provider-based case management services.

m Crisis intervention.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission for Mental Health Services
(including an admission for services at a Residential Treatment facility and for Partial
Hospitalization/Day Treatment), you must obtain prior authotization five business days
before admission or as soon as is reasonably possible for a non-scheduled admission
(including Emergency admissions).

In addition, for Non-Network Benefits you must obtain prior authorization before the
following services are received: Partial Hospitalization/Day Treatment; Intensive
Outpatient Treatment programs; outpatient electro-convulsive treatment; psychological
testing; transcranial magnetic stimulation.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $500 reduction.

Virtual Behavioral Health Therapy and Coaching

Specialized virtual behavioral health care provided by AbleTo Therapy 360 for Covered
Persons with certain co-occurring behavioral and medical conditions.

AbleTo Therapy 360 provides behavioral Covered Health Care Services through virtual
therapy and coaching services that are individualized and tailored to your specific health
needs. Virtual therapy is provided by licensed therapists. Coaching services are provided by
coaches who are supervised by licensed professionals.
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There are no deductibles, Copayments or Coinsurance you must meet or pay for when
receiving these services.

Neurobiological Disorders - Autism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the following:
m  Focused on the treatment of core deficits of Autism Spectrum Disorder.

m  Provided by a Board Certified Applied Behavior Analyst (BCBA) or other qualified provider
under the appropriate supervision.

m  Focused on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Covered Health Services categories
as described in this section.

Benefits include the following levels of care:

m Inpatient treatment.

m Residential Treatment.

m  Partial Hospitalization/Day Treatment.
m Intensive Outpatient Treatment.

m  Outpatient Treatment.

Inpatient treatment and Residential Treatment include room and board in a Semi-private
Room (a room with two or more beds).

Services include the following:

m Diagnostic evaluations, assessment and treatment planning.
m  Treatment and/or procedures.

m  Medication management and other associated treatments.
m Individual, family, and group therapy.

m  Crisis intervention.

m  Provider-based case management services.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.
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You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission for Neurobiological Disorders —
Autism Spectrum Disorder Services (including an admission for services at a Residential
Treatment facility and for Partial Hospitalization/Day Treatment) you must obtain ptior
authorization five business days before admission or as soon as is reasonably possible for
a non-scheduled admission (including Emergency admissions).

In addition, for Non-Network Benefits you must obtain prior authorization before the
following services are received. Services requiring prior authorization: Partial
Hospitalization/Day Treatment; Intensive Outpatient Treatment programs; psychological
testing and Intensive Behavioral Therapy, including Applied Bebhavior Analysis (ABA).

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $500 reduction.

Obesity Surgery

Surgical treatment of obesity when provided by or under the direction of a Physician when
all of the following are true:

®m  You have enrolled in the Bariatric Resource Services (BRS) program.

®m  You have a minimum Body Mass Index (BMI) of 40, or greater than 35 with at least one
complicating coexisting medical condition or disease present.

m  You are over the age of 18 or, for adolescents, have achieved greater than 95% of
estimated adult height AND a minimum Tanner Stage of 4.

®m  You have a 3-month physician or other health care provider supervised diet documented
within the last 2 years.

B You have completed a multi-disciplinary surgical preparatory regimen, which includes a
psychological evaluation.

®m  You are having your first bariatric surgery under your plan, unless there were
complications with your first procedure.

m  The surgery is performed at a Bariatric Resource Service (BRS) Designated Provider by a

Network surgeon even if there are no BRS Designated Provider near you.

See Bariatric Resource Services (BRS) in Section 7, Clinical Programs and Resources for more
information on the BRS program.

Benefits are available for obesity surgery services that meet the definition of a Covered
Health Service, as defined in Section 14, Glossary and are not Experimental or
Investigational or Unproven Services.

61 SECTION 6 - ADDITIONAL COVERAGE DETAILS



PuBLIC EMPLOYEES BENEFIT COOPERATIVE (PEBC) DALLAS COUNTY PPO MEDICAL

You will have access to a certain Network of Designated Providers participating in the
Bariatric Resource Services (BRS) program, as defined in Section 14, Glossary, for obesity
surgery services.

For obesity surgery services to be considered Covered Health Services under the BRS
program, you must contact Bariatric Resource Services and speak with a nurse consultant

prior to receiving services. You can contact Bariatric Resource Services by calling 1-888-936-
7246.

Ostomy Supplies

Benetfits for ostomy supplies are limited to:

m  Pouches, face plates and belts.
m Irrigation sleeves, bags and ostomy irrigation catheters.

m Skin barriets.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Products - Outpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotic injections in the Physician's office
or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supetvised by a qualified provider or licensed/ certified health professional.
Depending on where the Pharmaceutical Product is administered, Benefits will be provided
for administration of the Pharmaceutical Product under the corresponding Benefit category
in this SPD. Benefits under this section do not include medications for the treatment of
infertility.

If you require certain Pharmaceutical Products, including specialty Pharmaceutical Products,
UnitedHealthcare may direct you to a Designated Dispensing Entity with whom
UnitedHealthcare has an arrangement to provide those Pharmaceutical Products. Such
Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
Agency provider, Hospital-affiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provider are directed to a Designated Dispensing Entity and you/your provider
choose not to obtain your Pharmaceutical Product from a Designated Dispensing Entity,
Network Benefits are not available for that Pharmaceutical Product.

Certain Pharmaceutical Products are subject to step therapy requirements. This means that
in order to receive Benefits for such Pharmaceutical Products, you must use a different
Pharmaceutical Product and/or prescription drug product first. You may find out whether a
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particular Pharmaceutical Product is subject to step therapy requirements by contacting
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card.

UnitedHealthcare may have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
information on these programs through the Internet at www.myuhc.com or by calling the
number on your ID card.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office Services - Sickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following are true:

m  Education is required for a disease in which patient self-management is an important
component of treatment.

m  There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Covered Health Services include Genetic Counseling.

Benefits for preventive services are described under Preventive Care Services in this section.

Please Note
Your Physician does not have a copy of your SPD; and is not responsible for knowing or
communicating your Benefits.

Pregnancy - Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all maternity-related medical services for prenatal care,
postnatal care, delivery, and any related complications.

The Plan will pay Benefits for an Inpatient Stay of at least:

m 48 hours for the mother and newborn child following a vaginal delivery.
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®m 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements under the Newborns' and Mothers' Health Protection
Act of 1996 which apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizations are required for longer
lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

A Copay or Coinsurance may apply for non-routine, high-risk services and for ultrasounds.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for the mother and/or
the newborn will be more than 48 hours for the mother and newborn child following a
normal vaginal delivery, or more than 96 hours for the mother and newborn child
following a cesarean section delivery. If you fail to obtain prior authorization as required,
Benefits will be subject to a $500 reduction.

It is important that you notify the Claims Administrator regarding your Pregnancy. Your
notification will open the opportunity to become enrolled in prenatal programs that are
designed to achieve the best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Participation is
voluntary and free of charge. See Section 7, Clinical Programs and Resonrces, for details.

Preimplantation Genetic Testing (PGT-M and PGT-SR) and Related Services

Preimplantation Genetic Testing (PGT) performed to identify and to prevent genetic
medical conditions from being passed onto offspring. To be eligible for Benefits the
following must be met:

m  PGT must be ordered by a Physician after Genetic Counseling.

m  The genetic medical condition, if passed onto offspring, would result in significant health
problems or severe disability and be caused by a single gene (detectable by PGT-M) or
structural changes of a parents’ chromosome (detectable by PGT-SR).

m  Benefits are limited to PGT for the specific genetic disorder and the following related
services when provided by or under the supervision of a Physician:

- Ovwulation induction (or controlled ovarian stimulation).
- Egg retrieval, fertilization and embryo culture.
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- Embryo biopsy.

- Embryo transfer.

- Cryo-preservation and short-term embryo storage (less than one year).
Benefits are not available for long-term storage costs (greater than one year).

Any combination of Network Benefits and Non-Network Benefits are limited to $20,000 per
Covered Person during the entire period of time they are enrolled for coverage under the
Plan. This limit does not include Preimplantation Genetic Testing (PGT) for the specific
genetic disorder. This limit includes Benefits for related services as described under Ferzility
Preservation for latrogenic Infertility.

Benefits for related services are limited to one Assisted Reproductive Technology (ART)
procedures during the entire period of time a Covered Person is enrolled under the Plan.
This limit does not include the Preimplantation genetic testing for the specific genetic
disorder.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive cate services encompass
medical services that have been demonstrated by clinical evidence to be safe and effective in
either the early detection of disease or in the prevention of disease, have been proven to
have a beneficial effect on health outcomes and include the following as required under
applicable law:

m  Evidence-based items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

m Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

m  With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health
Resonrces and Services Admiinistration.

m  With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported by the Health Resources and Services Administration.

Preventive care Benefits defined under the Health Resources and Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.com or by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with
childbirth. These Benefits are described under Section 5, Plan Highlights, under Covered Health
Services.

If more than one breast pump can meet your needs, Benefits are available only for the most
cost-effective pump. UnitedHealthcare will determine the following:
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m  Which pump is the most cost-effective.
m  Whether the pump should be purchased or rented.
m Duration of a rental.

m  Timing of an acquisition.
Benefits are only available if breast pumps are obtained from a DME provider or Physician.

For questions about your preventive care Benefits under this Plan call the number on your
ID card.

Private Duty Nursing - Outpatient

The Plan covers Private Duty Nursing care given on an outpatient basis by a licensed nurse
such as a Registered Nurse (R.N.), Licensed Practical Nurse (L.P.N.), or Licensed Vocational
Nurse (L.V.N.).

Any combination of Network Benefits and Non-Network Benefits is limited to 120 visits
per Covered Person per calendar year. This limit is combined with the Home Health Care
limit.

Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

m  Artificial arms, legs, feet and hands.
m Artificial face, eyes, ears and noses.

m Breast prosthesis as requited by the Women's Health and Cancer Rights Act of 1998. Benefits
include mastectomy bras. Benefits for lymphedema stockings for the arm are provided as
described under Durable Medical Equipment (DME), Orthotics and Supplies.

Benefits are provided only for external prosthetic devices and do not include any device that
is fully implanted into the body. Internal prosthetics are a Covered Health Service for which
Benefits are available under the applicable medical/surgical Covered Health Service
categories in this SPD.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided either by a Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except as described in Section 8, Exclusions
and Limitations, under Devices, Appliances and Prosthetics.

66 SECTION 6 - ADDITIONAL COVERAGE DETAILS



PuBLIC EMPLOYEES BENEFIT COOPERATIVE (PEBC) DALLAS COUNTY PPO MEDICAL

Benefits are limited to a single purchase of each type of prosthetic device every 3 years.
Repair and/or replacement of a prosthetic device would apply to this limit in the same
manner as a purchase.

Note: Prosthetic devices are different from DME - see Durable Medical Equipment (DME) in
this section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining prosthetic devices that exceeds $1,000 in cost per device.
If prior authorization is not obtained as required, Benefits will be subject to a $500
reduction.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Procedures include surgery or other procedures
which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means that the organ or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benetfits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the non-affected breast to achieve symmetry.
Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other services required by the Women's Health and Cancer Rights Act of
1998, including breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcare at the number on your ID card for more information about
Benefits for mastectomy-related services.

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Procedures, as defined in Section 14, Glossary.

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behavior) as a Reconstructive
Procedures.
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Prior Authorization Requirement

For Non-Network Benefits for you must obtain prior authorization from the Claims
Administrator five business days before a scheduled reconstructive procedure is
performed or, for non-scheduled procedures, within one business day or as soon as is
reasonably possible. If authorization is not obtained from the Claims Administrator as
required, or notification is not provided, Benefits will be subject to a $500 reduction.

In addition, for Non-Network Benefits, you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably possible for
non-scheduled admissions (including Emergency admissions).

Rehabilitation Services - Outpatient Therapy and Manipulative Treatment

The Plan provides short-term outpatient rehabilitation services (including habilitative
services) limited to:

m  Physical therapy.

m  Occupational therapy.

m  Manipulative Treatment.

m  Speech therapy.

m  Cognitive rehabilitation therapy following a post-traumatic brain Injury or stroke.
m  Pulmonary rehabilitation.

m Cardiac rehabilitation.

m  Post-cochlear implant aural therapy.

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when required by state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided in a Covered Person's home by a
Home Health Agency are provided as described under Home Health Care. Rehabilitative
services provided in a Covered Person's home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal-
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section ate not available for maintenance/preventive treatment.

For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits for the
treatment of disorders of speech, language, voice, communication and auditory processing
only when the disorder results from Injury, stroke, cancer, or Congenital Anomaly. The Plan
will pay Benefits for cognitive rehabilitation therapy only when Medically Necessary
following a post-traumatic brain Injury or stroke.
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Habpilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necessary skilled
health care services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

m  The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Person's current condition or to prevent or
slow further decline.

m Itis ordered by a Physician and provided and administered by a licensed provider.

m Itis not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

m It requires clinical training in order to be delivered safely and effectively.

m It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Physician-directed medical management.
Therapies provided for the purpose of general well-being or conditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be "skilled" simply because there is not an available caregiver.

Benetits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:

m  The treatment is administered by a licensed speech-language pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

m  The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic recreation, vocational training and Residential
Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment plan within a prescribed time frame is not a habilitative
service.

The Plan may require that a treatment plan be provided, request medical records, clinical
notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needed. When the treating provider anticipates that continued treatment
is or will be required to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated goals of treatment, and how
frequently the treatment plan will be updated.

Benetfits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described under Durable Medical Equipment and Prosthetic Devices.
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Benefits are limited to:

m 60 visits per Covered Person per calendar year for physical, occupational and speech
therapy combined.

m 20 visits per Covered Person per calendar year for Manipulative Treatment.

m 30 visits per Covered Person per calendar year for post-cochlear implant aural therapy.

These visit limits apply to Network Benefits and Non-Network Benefits combined.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternate Facility.

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under this section include:

m  The facility charge and the charge for supplies and equipment.

m  Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described under Swurgery - Outpatient. Examples of surgical scopic procedures include
arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

Benefits that apply to certain preventive screenings are described in this section under
Preventive Care Services.

Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:

m  Supplies and non-Physician services received during the Inpatient Stay.

m  Room and board in a Semi-private Room (a room with two or more beds).

m Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.
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Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physician-directed medical management. A service will not be
determined to be "skilled" simply because there is not an available caregiver.

Benefits are available only if both of the following are true:
m  The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility

was or will be a Cost-Effective alternative to an Inpatient Stay in a Hospital.

m  You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of
the following are true:

m It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome; and provide for the safety of
the patient.

m Itis ordered by a Physician.

m Itis not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

m It requires clinical training in order to be delivered safely and effectively.
You are expected to improve to a predictable level of recovery. Benefits can be denied or

shortened for Covered Persons who are not progressing in goal-directed rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in Section 14, Glossary.

Any combination of Network Benefits and Non-Network Benefits is limited to 60 days per
Covered Person per calendar year.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission, you must obtain prior
authorization from the Claims Administrator five business days before admission, or as
soon as is reasonably possible for non-scheduled admissions. If authorization is not
obtained as required, or notification is not provided, Benefits will be subject to a $500
reduction.

In addition, for Non-Network Benefits, you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably possible for
non-scheduled admissions (including Emergency admissions).
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Substance-Related and Addictive Disorders Services

Substance-Related and Addictive Disorders Services include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, or in a provider's office. All services
must be provided by or under the direction of a properly qualified behavioral health
provider.

Benefits include the following levels of care:

m Inpatient treatment.

m Residential Treatment.

m  Partial Hospitalization/Day Treatment.
m Intensive Outpatient Treatment.

m  Outpatient treatment.

Inpatient treatment and Residential Treatment include room and board in a Semi-private
Room (a room with two or more beds).

Services include the following:

m Diagnostic evaluations, assessment and treatment planning,.
m Treatment and/or procedures.

m  Medication management and other associated treatments.
m Individual, family, and group therapy.

m Crisis intervention.

m  Provider-based case management services.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission for Substance-Related and
Addictive Disorders Services (including an admission for services at a Residential
Treatment facility you must provide pre-service notification five business days before
admission or as soon as is reasonably possible for a non-scheduled admission (including
Emergency admissions).
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In addition, for Non-Network Benefits you must provide notification before the
following services are received. Services requiring advance notification: Partial
Hospitalization/Day Treatment; Intensive Outpatient Treatment programs; psychological
testing and medication assisted treatment programs for substance-related and addictive
disorders.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $500 reduction.

Surgery - Outpatient

The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Benefits under this section include:

m  The facility charge and the charge for supplies and equipment.

m  Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and Medical
Services.

Prior Authorization Requirement

For Non-Network Benefits for cardiac catheterization, pacemaker insertion, implantable
cardioverter defibrillators, diagnostic catheterization and electrophysiology implant, sleep
apnea surgery you must obtain prior authorization five business days before scheduled
services are received or, for non-scheduled services, within one business day or as soon as
is reasonably possible. If you fail to obtain prior authorization as required, Benefits will be
subject to a $500 reduction.

Temporomandibular Joint (TMJ) Services

Temporomandibular joint (TM]) diagnostic services and surgical treatment are also covered
expenses for diagnostic and surgical treatment of conditions affecting the
temporomandibular joint (including the craniomandibular joint) as a result of an accident, a
trauma, a congenital defect, a development defect, or a pathology. However, dental services
for this condition are not covered. Dental services for TMJ include bite adjustment, long-
term bite therapy, and long-term orthotics or splinting.

Diagnosis: Examination, radiographs and applicable imaging studies and consultation.

Non-surgical treatment including clinical examinations, oral appliances (orthotic splints),
arthrocentesis and trigger-point injections.

Benefits are provided for surgical treatment if the following criteria are met:

m  There is clearly demonstrated radiographic evidence of significant joint abnormality.
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m  Non-surgical treatment has failed to adequately resolve the symptoms.
m  Pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closed reduction of dislocations.

Benefits for surgical services also include FDA-approved TM] prosthetic replacements when
all other treatment has failed.

Benefits for an Inpatient Stay in a Hospital and Hospital-based Physician services are
described in this section under Hospital - Inpatient Stay and Physician Fees for Surgical and Medical
Services, respectively.

Therapeutic Treatments - Outpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility, including dialysis (both hemodialysis and peritoneal dialysis),
intravenous chemotherapy or other intravenous infusion therapy and radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:

m  Education is required for a disease in which patient self-management is an important
component of treatment.

m  There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits under this section include:

m  The facility charge and the charge for related supplies and equipment.

m  Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and Medical
Services.

Prior Authorization Requirement

For Non-Network Benefits for the following outpatient therapeutic services you must
obtain prior authorization five business days before scheduled services are received or,
for non-scheduled services, within one business day or as soon as is reasonably possible.
Services that require prior authorization: dialysis, IV infusion, intensity modulated
radiation therapy and MR-guided focused ultrasound. If you fail to obtain prior
authorization from the Claims Administrator, as required, Benefits will be subject to a
$500 reduction.

Transplantation Services

Organ and tissue transplants including CAR-T cell therapy for malignancies when ordered
by a Physician. Benefits are available for transplants when the transplant meets the definition
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of a Covered Health Service; and is not an Experimental or Investigational or Unproven
Service.

Examples of transplants for which Benefits are available include bone marrow including
CAR-T cell therapy for malignancies, heart, heart/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly related to organ removal or procurement are Covered
Health Setvices for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for information about
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transplantation procedures may be received by a Designated Provider, Network
facility that is not a Designated Provider or a non-Network facility.

For a covered transplant, the Plan will cover the medical costs for a live donor, up to a
lifetime maximum Benefit of $10,000 and only to the extent these costs are not covered
under any other coverage, including the donot’s health plan.

Benefits are also available for cornea transplants. You are not required to obtain prior
authorization from the Claims Administrator for a cornea transplant nor is the cornea
transplant required to be performed by a Designated Provider.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization as soon as the possibility
of a transplant arises (and before the time a pre-transplantation evaluation is performed at
a transplant center). If you don't obtain prior authorization as required, Benefits will be
subject to a $500 reduction.

In addition, for Non-Network Benefits, you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably possible for
non-scheduled admissions (including Emergency admissions).

Support in the event of serious illness

If you or a covered family member has cancer or needs an organ or bone marrow
transplant, UnitedHealthcare can put you in touch with quality treatment centers around
the country.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in Section 14, Glossary. When Urgent Care services are
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provided in a Physician's office, the Plan pays Benefits as described under Physician's Office
Services - Sickness and Injury.

Virtual Care Services

Virtual care for Covered Health Services that includes the diagnosis and treatment of less
serious medical conditions. Virtual care provides communication of medical information in
real-time between the patient and a distant Physician or health specialist, outside of a medical
facility (for example, from home or from work).

Benefits are available only when services are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by contacting the
Claims Administrator at www.myuhc.com or the telephone number on your ID card.

Benefits are available for the following:
B Urgent on-demand health care delivered through live audio with video-conferencing or

audio only technology for treatment of acute but non-emergency medical needs.

Please Note: Not all medical conditions can be treated through virtual care. The Designated
Virtual Network Provider will identify any condition for which treatment by in-person
Physician contact is needed.

Benefits do not include email, fax and standard telephone calls, or for services that occur
within medical facilities (CMS defined originating facilities).
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SECTION 7 - CLINICAL PROGRAMS AND RESOURCES

What this section includes:
Health and well-being resources available to you, including:
m Consumer Solutions and Self-Service Tools.

m Disease Management Services.
m  Complex Medical Conditions Programs and Services.
m  Wellness Programs.

m  Women’s Health/Reproductive.

Dallas County believes in giving you tools to help you be an educated health care consumer.
To that end, Dallas County has made available several convenient educational and support
services, accessible by phone and the Internet, which can help you to:

m  Take care of yourself and your family members.

m  Manage a chronic health condition.

m  Navigate the complexities of the health care system.

NOTE:

Information obtained through the services identified in this section is based on current
medical literature and on Physician review. It is not intended to replace the advice of a
doctor. The information is intended to help you make more informed health care
decisions and take a greater responsibility for your own health. UnitedHealthcare and
Dallas County are not responsible for the results of your decisions from the use of the
information, including, but not limited to, your choosing to seek or not to seek
professional medical care, your choosing of which provider to seek professional medical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Self-Service Tools
Health Survey

You and your Spouse are invited to learn more about health and wellness at
www.myuhc.com and are encouraged to participate in the online health survey. The health
survey is an interactive questionnaire designed to help you identify your healthy habits as
well as potential health risks.

Your health survey is kept confidential. Completing the survey will not impact your Benefits
or eligibility for Benefits in any way.

If you need any assistance with the online survey, please call the number on your ID card.
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Reminder Programs

To help you stay healthy, UnitedHealthcare may send you and your covered Dependents
reminders to schedule recommended screening exams. Examples of reminders include:
m  Mammograms for women.

m Pediatric and adolescent immunizations.

m  Cervical cancer screenings.

m  Comprehensive screenings for individuals with diabetes.

m Influenza/pneumonia immunizations for enrollees.

There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Decision Support

In order to help you make informed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

m Access to health care information.

m  Support by a nurse to help you make more informed decisions in your treatment and
care.

m Expectations of treatment.

m Information on providers and programs.
Conditions for which this program is available include:

m  Back pain.

m  Knee & hip replacement.

m Prostate disease.

m Prostate cancer.

m  Benign uterine conditions.

m Breast cancer.

m  Coronary disease.

m  Bariatric surgery.

Participation is completely voluntary and without extra charge. If you think you may be

eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.
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www.myuhc.com

UnitedHealthcare's member website, www.myuhc.com, provides information at your
fingertips anywhere and anytime you have access to the Internet. www.myuhc.com opens
the door to a wealth of health information and self-service tools.

With www.myuhc.com you can:
m  Research a health condition and treatment options to get ready for a discussion with
your Physician.

m  Search for Network providers available in your Plan through the online provider
directory.

m  Complete a health survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access health improvement resources.

m  Use the treatment cost estimator to obtain an estimate of the costs of various procedures
in your area.

m  Use the Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering on www.myuhc.com

If you have not already registered on www.myuhc.com, simply go to
www.myuhc.com and click on "Register Now." Have your ID card handy. The
enrollment process is quick and easy.

Visit www.myuhc.com and:

m  Make real-time inquiries into the status and history of your claims.
m  View eligibility and Plan Benefit information, including Annual Deductibles.
m View and print all of your Explanation of Benefits (EOBs) online.

m  Order a new or replacement ID card or print a temporary ID card.

Want to learn more about a condition or treatment?

Log on to www.myuhc.com and research health topics that are of interest to you. Learn
about a specific condition, what the symptoms are, how it is diagnosed, how common it
is, and what to ask your Physician.

Health Management Virtual Behavioral Health Therapy and Coaching Programs

The Virtual Behavioral Health Therapy and Coaching program identifies Covered Persons
with chronic medical conditions that frequently co-occur with mental health challenges, and
provides support through virtual sessions for depression, anxiety and stress that often
accompany chronic medical health issues like diabetes, cancer or cardiac conditions. This
means that you may be called by a licensed clinical social worker or coach. You may also call
the program and speak with a licensed clinical social worker or coach.
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This Plan includes access to an online portal available specifically for Covered Persons
enrolled in the program for monitoring your progress toward meeting all the participation
criteria.

You’re encouraged to visit the site frequently to keep abreast of the activities you should be
completing and ensure that your information is up-to-date. The site also includes links to
other helpful tools and resources for Behavioral Health.

The program is provided through AbleTo Therapy 360. Participation is completely voluntary
and without extra charge. If you think you may be eligible to participate or would like
additional information regarding the program, please contact the number on your ID card.

Disease Management Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additional cost to you. The heart failure,
coronary artery disease, diabetes, asthma and Chronic Obstructive Pulmonary Disease
(COPD) programs are designed to support you. This means that you will receive free
educational information and may even be called by a registered nurse who is a specialist in
your specific medical condition. This nurse will be a resource to advise and help you manage
your condition.

These programs offer:

m  Educational materials that provide guidance on managing your specific chronic medical
condition. This may include information on symptoms, warning signs, self-management
techniques, recommended exams and medications.

m  Access to educational and self-management resources on a consumer website.

m An opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the appropriate care.

m  Access to and one-on-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition.

- Medication management and compliance.

- Reinforcement of on-line behavior modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.

- Caregiver status and in-home safety.

- Use of mail-order pharmacy and Network providers.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.
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Complex Medical Conditions Programs and Services

Bariatric Resource Services (BRS)

Your Plan offers Bariatric Resource Services (BRS) program. The BRS program provides
you with:

m  Specialized clinical consulting services to Participants and Enrolled Dependents to
educate on obesity treatment options.

m  Access to specialized Network facilities and Physicians for obesity surgery services.

You must access the Bariatric Resource Services program by calling the number on your ID
card.

See Obesity Surgery in Section 6, Additional Coverage Details for obesity surgery requirements.

Cancer Resource Services (CRS) Program

Your Plan offers Cancer Resource Services (CRS) program to provide you with access to
information and member assistance through a team of specialized cancer nurse consultants
and access to one of the nation’s leading cancer programs.

To learn more about CRS, visit www.myoptumhealthcomplexmedical.com or call the
number on your ID card or call the program directly at 1-866-936-6002.

Coverage for oncology services and oncology-related services are based on your health plan’s
terms, exclusions, limitations and conditions, including the plan’s eligibility requirements and
coverage guidelines. Participation in this program is voluntary.

Comprehensive Kidney Solution (CKS) program

For participants diagnosed with Kidney Disease, your Plan offers the Comprehensive
Kidney Solution (CKS) program to help you manage the effects of advanced Chronic
Kidney Disease (CKD) through End-stage Renal Disease (ESRD).

Should the disease progtess to the point of needing dialysis, CKS provides access to top-
g g aialysis,

performing dialysis centers. That means you will receive treatment based on a “best

practices” approach from health care professionals with demonstrated expertise.

There are hundreds of contracted dialysis centers across the country, but in situations where
you cannot conveniently access a contracted dialysis center, CKS will work to negotiate
patient-specific agreements on your behalf.

To learn more about Comprehensive Kidney Solutions, visit
www.myoptumhealthcomplexmedical.com or call the number on your ID card.

Coverage for dialysis and kidney-related services are based on your health plan’s terms,
exclusions, limitations and conditions, including the plan’s eligibility requirements and
coverage guidelines. Participation in this program is voluntary. If you decide to no longer
participate in the program, please contact CKS of your decision.
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Kidney Resource Services (KRS) program
End-Stage Renal Disease (ESRD)

The Kidney Resource Services program provides Covered Persons with access to a
registered nurse advocate who specializes in helping individuals live with kidney disease. As a
participant in the KRS program, you’ll work with a nurse who will provide you with support
and information. The nurse can help you manage other conditions, such as diabetes and high
blood pressure. They can also help you find doctors, specialists and dialysis centers. This
program is available at no extra cost to you.

With KRS, you have access to a registered nurse who specializes in kidney health. This
program is designed to help you be your own best advocate for your health. You may have
been referred to the KRS program by your medical provider or from past claim information.
As part of your health insurance benefits, it’s available at no extra cost to you.

KRS nurse advocates are available, Monday through Friday toll-free at 1-866-561-7518
(TTY: 711).

Coverage for dialysis and kidney-related services are based on your health plan’s terms,
exclusions, limitations and conditions, including the plan’s eligibility requirements and
coverage guidelines. Participation in this program is voluntary.

Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Covered Person who
has Congenital Heart Disease (CHD) through all stages of treatment and recovery. This
program will work with you and your Physicians, as appropriate, to offer support and
education on CHD. Program features include clinical management by specialized CHD
Nurses, support from specialized Social Workers, assistance with choosing Physicians and
Facilities, and access to Designated Providers.

To learn more about CHD Resource Services program, visit
www.myoptumhealthcomplexmedical.com or call UnitedHealthcare at the number on
your ID card or you can call the CHD Resource Services Nurse Team at 888-936-7246.

Coverage for CHD surgeries and related services are based on your health plan’s terms,
exclusions, limitations and conditions, including the plan’s eligibility requirements and
coverage guidelines. Participation in this program is voluntary. If you are considering any
CHD surgeries you must contact CHD Resource Services prior to surgery to enroll in the
program in order for the surgery to be a considered a Covered Health Service under the
Plan.

Transplant Resource Services (TRS) Program

Your Plan offers Transplant Resource Services (TRS) program to provide you with access to
one of the nation’s leading transplant programs. Receiving transplant services through this
program means your transplant treatment is based on a “best practices” approach from
health care professionals with extensive expertise in transplantation.

To learn more about Transplant Resource Services, visit
www.myoptumhealthcomplexmedical.com or call the number on your ID card.
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Coverage for transplant and transplant-related services are based on your health plan’s terms,
exclusions, limitations and conditions, including the plan’s eligibility requirements and
coverage guidelines. Participation in this program is voluntary.

Wellness Programs

Tobacco Cessation Program

UnitedHealthcare provides a tobacco cessation program to help tobacco users withdraw
from nicotine dependence. The Quit For Life® program employs an evidence-based
combination of physical, psychological and behavioral strategies to help enable you to take
responsibility for and overcome your addiction to tobacco use.

If you are a tobacco user, the Quit For Life® program tailors a quitting plan for you and
incorporates the following components:

m  Multiple planned phone-based coaching sessions.

m  Unlimited access to Quit Coach® staff for ongoing support for the duration of your
program via toll-free phone and live chat.

m Nicotine replacement therapy (patch or gum) sent to you in conjunction with your quit
date.

m  Unlimited access to a mobile-friendly online web portal, including support tools that
complement your phone-based coaching.

m  An online Quit Guide designed to complement your phone-based coaching sessions and
web activity.

m Tailored motivational emails sent throughout your quitting process.

m  Personalized, interactive text messages.

If you would like to enroll in Quit For Life®, or if you would like additional information
regarding the program and also how to access the program online, please call the number on
your 1D card.

UnitedHealth Personal Rewards®

UnitedHealth Personal Rewards® (UPR) is annual program that provides rewards for
completing applicable health actions for you and your Spouse. The program may include
general health actions, such as completing a health survey, and/or a biometric screening; of,
personalized health actions such as applicable preventive cancer screenings, and/or weight
management. The health actions may also require meeting specific targets, such as Basic
Metabolic Index (BMI). The program components, applicable rewards and eligibility are
defined by the Plan Sponsor. The UPR program may change from year to year, depending
upon what options the Plan Sponsor selects. If you are unable to meet a standard related to a
health factor to obtain a reward under this program, you might qualify for an opportunity to
earn the same reward by different means. Contact the number on your ID card and
UnitedHealthcare will work with you (and, if necessary, your doctor) to find another way for
you to earn the same reward.
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Getting Started:

At any time during the program year, go to www.myuhc.com to register and get started on
the incentive program. Once you are registered, you can view your incentive program,
completed health actions, earned rewards, including Rally® coins, and maximum annual
incentive.

Tracking Your Progress:

To help you keep track of your progress, you can access your personal scorecard online
and/or you may receive a scorecatd in the mail. Once you have completed the health
action(s), you will be eligible to receive your incentive. Please consult with the Plan Sponsor
to see if your organization received mailed scorecards.

Women's Health/Reproductive
Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and you are enrolled in the
medical Plan, you can get valuable educational information, advice and comprehensive case
management by calling the number on your ID card. Your enrollment in the program will be
handled by an OB nurse who is assigned to you.

This program offers:

m  Enrollment by an OB nurse.

m  Pre-conception health coaching.

m  Written and online educational resources covering a wide range of topics.

m First and second trimester risk screenings.

m Identification and management of at- or high-risk conditions that may impact pregnancy.
m  Pre-delivery consultation.

m  Coordination with and referrals to other benefits and programs available under the
medical plan.

m A phone call from a nurse approximately two weeks postpartum to provide information
on postpartum and newborn care, feeding, nutrition, immunizations and more.

m  Post-partum depression screening.
Participation is completely voluntary and without extra charge. To take full advantage of the

program, you are encouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, up to your 34th week. To enroll, call the number on your ID card.

As a program participant, you can always call your nurse with any questions or concerns you
might have.
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SECTION 8 - EXCLUSIONS AND LIMITATIONS: WHAT THE MEDICAL PLAN
WILL NOT COVER

What this section includes:
m  Services, supplies and treatments that are not Covered Health Services, except as may
be specifically provided for in Section 6, Additional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6, Additional Coverage Details, those limits are stated in the corresponding Covered
Health Service category in Section 5, Plan Highlights. Limits may also apply to some Covered
Health Services that fall under more than one Covered Health Service category. When this