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INTRODUCTION

The purpose of this documentis to provide you and your covered Dependents, if any, with summary information on
benefits available underthe DIGNITY HEALTH CENTRAL COAST EPO 2 R (this “Plan” or the “Medical Plan”).
This Plan is a component welfare programofthe DIGNITY HEALTH Welfare Benefits Plan (the "Wrap Plan") which
is commonly known as FlexAbility. This component plan document is incorporated and considered part ofthe official
plan document and the Summary Plan Description. Theseofficialdocuments can be found on MyBenefits at
home.commonspirit.org/employeecentral/mybenefits.

You are a valued Employee of DIGNITY HEALTH, and your Employer is pleased to sponsorthe Plan to provide
benefits that can help meet your health care needs. The Plan is self-funded with Employer and Employee contributions.

DIGNITY HEALTH is named the Plan Administrator forthe Plan. The Plan Administrator has retained the services of
independent third party administrators to process claims and handle other duties for this componentplan, known as
Claims Administrators. The Claims Administrator forthis component plan is Benefit & Risk Management Services,
Inc. (hereinafter "BRMS") for medical claims, and OptumRx for pharmacy claims. The Claims Administratorsdo not
assume liability for benefits payable underthe Plan, since they are solely claims-paying agents for the Plan
Administrator.

The Employer assumes the sole responsibility for funding the Plan benefits out of general assets; however, Employees
help coversome of the costs of covered benefits through contributions, Deductibles, Out-of-Pocket amounts, and
coinsurance amounts as describedin the Schedule of Benefits. All claim payments and reimbursements are paid out of
the general assets of the Employerand there is no separate fundthat is used to pay promised benefits. As a self-insured
welfare plan and one that is covered by the Employee Retirement Income Security Act of 1974 (“ERISA™), the Plan
constitutes an “employee welfare benefit plan” within the meaning of Section 3(1) of ERISA.

Some of the terms used in this document begin with a capital letter, even thoughsuch terms normally would not be
capitalized. These terms have special meaning underthe Plan. Most capitalized terms are listed in the Glossary of
Terms, but some are defined within the provisions in which they are used. Becoming familiar with the terms defined in
the Defined Terms will help you to better understandthe provisions ofthis Plan.

This document describesthe DIGNITY HEALTH CENTRAL COAST EPO 2 R component plan provisions and
benefits. Covered Employees and eligible Dependents are responsible for reading this document and related materials
(including the Plan document and the Summary Plan Description) completely and complying with all the rules and
provisions ofthese documents.

Each individual covered underthis Plan will receive an identification card that he orshe may present to providers
wheneverhe or she receives services. On the back of the card are phone numbersto callin case of questions or
problems.

The Dignity Health Welfare Benefits Plan Document and the Dignity Health FlexAbility Summary Plan Description
will govern if there are discrepancies betweentheir provisions and the information in this document. (Ifthere are
discrepancies betweenthe Dignity Health Welfare Benefits Plan Document and the Dignity Health FlexAbility
Summary Plan Description, then the Dignity Health Welfare Benefits Plan Document will govern.) The formal plan
documents, texts and insurance contracts which govern the operations of various plans and copies of official
documents and reportsare on file for review by eligible Covered Persons and beneficiaries at the following location,
by appointment.

DIGNITY HEALTH
185 BERRY ST STE 300
SAN FRANCISCO CA 94107

This document becomes effective on January 1, 2023.
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ELIGIBILITY AND ENROLLMENT PROCEDURES

You are responsible forenrolling in the manner and form prescribed by your Employer. Specific information, shown
below, can be found on MyBenefits at home.commonspirit.org/employeecentral/mybenefits under the Benefit
Resources tab.

e Whois eligible for the plans?

e Whoareyoureligible dependents?

e Selecting yourfamily coverage categories

e Enrolling in FlexAbility

e Qualified life eventsaffecting your coverage
e Ifyoudonotenroll,and

e Specialenrollment rules

If you have questions about your Dignity Health benefits, callthe CommonSpirit Health Benefits Contact Center at
1.855.475.4747 and press option 1.
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PLAN AND NETWORK OVERVIEW

Verification of Plan Benefits
Contact BRMS at 1.866.755.6974, to verify eligibility for Plan benefits before chargesare Incurred.

Cost Management: Precertification or preauthorization does not guarantee benefitsto you oryourProviderand will
notresultin payment of benefits thatwould not otherwise be payable. It is a preliminary review based entirely on the
limited information provided to the Management Services Organization at the time of the requested service
authorization. Allclaims are subject to reviewto decide whetherservices are covered according to Plan limitations
and exclusions in force at the time services are rendered.

Cost Management Services Phone Number

e AnthemBlue Cross Customer Service: 1.800.274.7767 (Providers)

e BRMS Member Customer Services: 1.866.755.6974 (Members)

e AnthemBehavioral Health: 1.866.470.6244 (Providers and Members)

Medical Benefits

All benefits described in this Schedule are subjectto the exclusions and limitations described more fully herein
including, but not limited to, the Plan Administrator's determination that: care and treatment is Medically Necessary;
that charges are no more than the Maximum Allowable Charges; that services, supplies and care are not Experimental
and/or Investigational. The meanings of these capitalized terms are in the Defined Terms section ofthis document.

This document is intended to describe the benefits provided under the Plan but, due to the numberand wide variety of
different medical procedures andrapid changes in treatment standards, it is impossible to describe all covered benefits
and/orexclusions with specificity. Please contact the Claims Administrator if you have questions about specific
supplies, treatments or procedures. Benefit & Risk Management Services (BRMS) — 1.866.755.6974

The Dignity Health Central Coast EPO 2 R is a plan which utilizes an Exclusive Provider Organization, which
consistsofthe:

- Central Coast EPO Network

- Southern California Integrated Care Network (SCICN)

Access the Provider Network Directory at www.brmsonline.com/dignityhealth. Each Covered Person will be given,
atno cost, alist of Network Providers.

Out-of-Network services are not covered unless inan Emergency situation. An Emergency situation can be
defined as a sudden and serious condition occurring suchthat a Prudent Layperson could expect the patient’s
lifewould be jeopardized, the patient would suffer severe pain, or serious impairment of the patient’s bodily
functions would resultunless immediate medical care is rendered.

If a Participant receives information with respect to an item or service from the Plan, its representative, ora database
maintained by the Plan or its representative indicating thata particular Provider is an In-Network Provider and the
Participant receives such itemor service in reliance on that information, the Participant’s Coinsurance, Copayment,
Deductible, and out-of-pocket maximum will be calculated as if the Provider had been In-Network despite that
information proving inaccurate.

Working with Your Primary Care Physician (PCP). While you are notrequired to designate a PCP, it’s important
to establish arelationship with someone you considerto be “yourdoctor”. Your primary doctormay coordinate your
preventive care, help you with unexpected illnesses like the flu or a cold, and consult with other providers when you
need more specialized care. If you need assistance with finding a PCP, contact BRMS at 1.866.755.6974.

Behavioral Health. The Dignity Health Central Coast EPO 2 R provides coverage for mental health servicesand
substance abuse treatment. You may see a network mental health and substance abuse provider without a referral from
your PCP. Call AnthemBehavioral Health at 1.866.470.6244 for assistance finding a network providerand obtaining
prior authorization. Anthemwill coordinate authorizing all services that require authorization.

Dignity Health Central Coast EPO 2 R January 1, 2023


http://www.brmsonline.com/dignityhealth

Balance Billing. In the event that a claim submitted by an In-Network or Out-of-Network Provideris subjectto a
medical bill review or medical chart audit and that some orall of the charges in connectionwith such claimare repriced
because of billing errors and/or overcharges. In addition, with respect to services rendered by an In-Network Provider
being paid in accordance with a discountedrate.

Special Reimbursement Provisions. Under certain limited circumstanceswhere a covered person may not have a
choice for certain hospital-based services or providers (such as anesthesiologists, radiologists, neonatologists, or
pathologists) during an elective oremergent admission to a network or Out-of-Network facility; services may be
covered at the network benefit level.

Coordination of Benefits. When servicesand supplies are rendered and billed by an In-Network Providerand this
Plan is the secondary payer of benefits accordingto the Coordination of Benefits provisionand Medicare Secondary
Payerrules. All benefits and Copayments will still apply.

Cowered Charges. Covered Charges are the Maximum Allowable Charges that are Incurred for servicesand
supplies. These charges are subjectto the benefit limits, exclusions and other provisions of this Plan. A charge
is Incurred on the date that the service orsupply is performed or furnished.

Deductibles/Copayments Payable by Cowered Persons. Deductibles/Copaymentsare dollaramounts that the
Covered Person must pay before thePlan pays.

A Deductible is an amount of money that is paid once a Calendar Year per Covered Person. Typically, there is one
Deductible amount per Plan and generally it must be paid before any money is paid by the Plan for certain Covered
Charges. Each January 1st,anew Deductible amount is required. Deductibles count toward the Out-of-Pocket Limit.

A Copayment is a smaller amount of money that is paid each time a particularservice is used. Typically, there may be
Copayments on some services and other services will not have any Copayments. Copayments counttoward the Out-of-
Pocket Limit.

Family Unit Limit. When the maximum amount shown in the Summary of Benefits has been Incurred by
members of a Family Unit toward their Calendar Year Deductibles, the Deductibles of all members of that
Family Unit will be considered satisfied for that year.

Percentage Coinsurance. Payment will be made at the rate shown under reimbursement rate in the Summary of
Benefits. No benefits will be paid in excess ofany listed limit of the Plan.

Out-of-Pocket Limit. Covered Charges are payable at the percentages shown each Calendar Year until the Out-of-
Pocket limit shown in the Summary of Benefits is reached. Then, Covered Charges Incurred by a Covered Personwill
be payable at 100% (except for the charges excluded) forthe rest ofthe Calendar Year.

When a Family Unit reaches the Out-of-Pocket limit, Covered Charges for that Family Unit will be payable at 100%
(except for the charges excluded) forthe rest of the Calendar Year.

Out of Country Care. This Plan will provide benefits for covered expenses Incurred outsidethe USA for
Emergency Conditions only. Plan benefits will be based on the currency exchange rate in effect at the time services
are rendered. You may be required to pay the Providerat the time of service. If expenses outside the USA are
Incurred, you must submit a translation of the bill to include diagnosis, description of service, charge foreach
service (currency ofthe country if not in US dollars), date(s) of service, and name of country where service are
rendered. Otherwise, usual Plan procedures for claim submissions should be followed. The Plan Administrator
reserves the right to reimburse the directly to the Plan Member.

Claims Audit. In addition to the Plan’s Medical Record Review process, the Plan Administrator may use its
discretionary authority to utilize an independent bill review and/or claim audit programor service fora complete
claim. While every claim may not be subjectto abill review or audit, the Plan Administrator has the sole
discretionary authority for selection of claims subject to review or audit.
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The analysis will be employed to identify charges billed in error and/orcharges that exceed the Maximum Allowable
Charge or services that are not Medically Necessary, if any, and may include a patient medical billing records review
and/or audit of the patient’s medical charts and records.

Upon completion ofan analysis, a report will be submitted to the Plan Administrator or its agent to identify the

charges deemed in excess ofthe Maximum Allowable Charge orotherapplicable provisions, as outlined in this Plan
Document.

Despite the existence ofany agreement to the contrary, the Plan Administrator has the discretionary authority to
reduce any charge to the Maximum Allowable Charge, in accord with the terms of this Plan Document.

Gowvernment Mandates. The Plan Administrator, subjectto the terms and conditions of the Plan as directed and

approved by the Employer, agrees to adoptor otherwise incorporate federaland California State mandates applicable to
self-funded ERISA health plans.

Dignity Health Providers. During any time that Dignity Health providers are not considered a Network Provider and
are notunder contract with AnthemBlue Cross Life and Health Insurance Company (“Anthem”) to be part of the
Anthemprovider network, the following specialrule shallapply: All Deductibles and Coinsurance will be waived for
all otherwise covered services provided at any Dignity Health provider. At such time Dignity Health providers again
are contracted with Anthem, such that they are considered Network Providers all regularly applicable Deductible and
Coinsurance shallbe charged. Note, to the extent that Anthemand Dignity Health enterinto a contract/network
agreement such that Dignity Health providers are retroactively determined to be Network Providers, claims that were
processedunderthe no Deductible/Coinsurance provisionwill not be reprocessed (i.e., you will notbe required to
repay any previously waived Deductible or Coinsurance).
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UTILIZATION REVIEW

The utilization review program is designed to ensure thatall Covered Persons receive Medically Necessaryand
appropriate health care while avoiding unnecessary expenses.

e Pre-certification of Medical Necessity for the following non-Emergency Services before medicaland/or
surgical services are provided by Anthem (this list is not an all-inclusive listand is subject to change):

— Advanced imaging procedures, including but not limited to: MRI, CT scan, PET scan, MRS scan, MRS scan,
echocardiograph, and nuclear cardiac imaging

— Air Ambulance

— Diagnostic Testing

— Durable Medical Equipment

— Home health care

— Hospitalizations

— IV Infusion Therapy

— Medical/Surgical Supplies

— Mental Disorder inpatient admissions

— Cardiac Rehabilitation/Therapy, Neuromuscular Therapy, Occupational Therapy, Physical Therapy,
Respiratory/Inhalation Therapy and Speech Therapy visits over the limits in the Summary of Benefits*

— Orthotics

— Physical Rehabilitation Facility stays

— Prosthetics

— Skilled Nursing Facility stays

— Substance Use Disorder inpatientadmissions

— Surgery

— Transgender/Gender Dysphoria coverage/surgery

— Transplants, including but not limited to organ and stemcell transplants

— Weight reduction surgical procedures

* Ifit is determined upon a medical director’s reviewthat a member is demonstrating continued progress toward
measurable therapeutic goals, then additional therapies may be approved beyond the maximum of 24 visits per

calendaryear, perincident and combined with all othertherapies. Additionaltherapy must have a physician’s
order, be prior authorized and approved by the Plan.

e Retrospective review ofthe Medical Necessity ofthe listed services provided on an emergency basis;

e Concurrent review, based on the admitting diagnosis, of the listed services requested by the attending
Physician; and

e Certification of services and planning for discharge froma Medical Care Facility or cessation of medical
treatment.

The attending Physician does not hawe to obtain pre-certificationfrom the Planfor prescribing a maternity
length of stay that is 48 hours or less for avaginal delivery or 96 hours or less for a cesarean delivery.

In orderto maximize Plan reimbursements, please read the following provisions carefully.
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Here's how the program works.

Obtaining an Authorization. Before a Covered Person receives care on anon-emergency inpatient basis or
receives othermedicalservices listed above, the utilization review administratorwill, in conjunctionwith the
attending Physician, authorize the care as appropriate for Plan reimbursement. A non-emergencystayin a
Medical Care Facility is one that can be scheduledin advance.

If there is an emergency admission to the Medical Care Facility, the patient, patient's family member, Medical Care
Facility or attending Physician must contact the utilization review administrator.

The utilization review administrator will determine the number of days of Medical Care Facility confinement oruse of
other listed medical services authorized for payment.

Behavioral Health. Providers should call AnthemBehavioral Health for all mental health and substance abuse
services requiring prior authorizations, including inpatient and intensive outpatientcare.

Concurrent Review, Discharge Planning. Concurrent reviewofa course oftreatment and discharge planning froma
Medical Care Facility are parts ofthe utilization review program. The utilization review administrator will monitor the
Covered Person's Medical Care Facility stay oruse of other medical services and coordinate with the attending
Physician, Medical Care Facilities and Covered Person eitherthe scheduled release oran extension ofthe Medical
Care Facility stay orextension or cessationofthe use of other medical services.

If the attending Physician feels that it is Medically Necessary for a Covered Person to receive additional services or to

stay in the Medical Care Facility for a greaterlength of time than has been pre-certified, the attending Physician must
request the additional services or days.
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CASE MANAGEMENT

Case Management: The Plan may elect, in its sole discretion, when acting on a basis that precludes individual
selection, to provide alternative benefits that are otherwise excluded underthe Plan. The alternative benefits, called
"Case Management,” shallbe determined on a case-by-case basis, and the Plan's determination to provide the
benefits in one instance shallnot obligate the Plan to provide the same or similar alternative benefits for the same
or any other Covered Person, norshallit be deemed to waive the right of the Plan to strictly enforce the provisions
of the Plan.

A case manager consults with the patient, the family and the attending Physician in order to develop aplan of care
for approvalby the patient's attending Physician and the patient. This plan of care may include some or all of the
following:

personal support to the patient;

contacting the family to offer assistance and support;
monitoring Hospital or Skilled Nursing Facility;

determining alternative care options; and

e assistingin obtaining any necessary equipment and services.

Case Management occurs when this alternate benefit will be beneficial to both the patient and the Plan.

The Case Managerwill coordinate and implement the Case Management programby providing guidance and
information onavailable resourcesand suggesting the most appropriate treatment plan. The Plan Administrator,
attending Physician, patientand patient's family mustall agree to the alternate treatment plan.

Once agreement has been reached, the Plan Administrator will direct the Plan to cover Medically Necessary expenses
as statedinthetreatment plan, even if these expenses normally would not be paid by the Plan. Unless specifically
provided to the contrary in the Plan Administrator's instructions, reimbursement forexpenses incurred in connection
with the treatment plan shallbe subject to allPlan limits and cost sharing provisions.

Note: Case Management is awluntary service. There are no reductions of benefits or penalties if the patient
and family choose not to participate.

Each treatment plan is individually tailored to a specific patient and should not be seenas appropriate or
recommended for any other patient, even one with the same diagnosis.
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DIGNITY HEALTH CENTRAL COAST EPO 2R
SCHEDULE OF BENEFITS

The following summary of benefits is a brief outline of the maximum amounts orspecial limits that may apply to
benefits payable underthe Plan.

Plan Features

Dignity Health Central Coast EPO 2 R NETS R

Deductible per Calendar Year Individual: $250 / Family: $750
Copayment $25 perPhysician office visit “Per visit” means per Provider per day.
Percentage Coinsurance The Plan pays 100% of Maximum Allowable Charges for most

covered servicesand supplies, once youhave paid a Copayment
and/or the annual Deductible.

See individual service type for details.

Medical Out-of-Pocket (OOP) Limit $1,000 per person
Including Deductible and Medical $3,000 per family
Copayments, per Calendar Year Medical Out-of-Pocketlimit does not apply to: Prescription Drug

Out-of-Pocket amounts, penalties for failure to follow pre-
certification, specific benefits as noted in the Schedule of Benefits,
any expenses forwhich benefits were initially paid at 100% of
Maximum Allowable Charges and any expenses more than Plan
Maximums.

Once the Medical Out-of-Pocket limit is met, the remainder of the
Covered Charges are payable at 100% of the Maximum Allowable
Charges for the remainder of the Calendar Year.

Cost Management Services Providers should call AnthemBlue Cross for all services requiring
Program/Pre-certification prior authorization, including all Hospitalizations.

Behavioral Health. Providers should call AnthemBehavioral Health
for all mentalhealth and substance abuse services requiring prior
authorizations, including inpatientand intensive outpatient care.
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claims will be denied if
requirementisnot met. Please refer to the Utilization Review section for a list of these services.

Plan Features

Dignity Health Central Coast EPO 2 R

Network Providers

Abortion, Voluntary or Elective

Not covered

Only allowed if the mother’s life is endangered by the Pregnancy.
Complications arising fromabortion are covered same as any other
lliness.

Acupuncture

Not Covered

Allergy Injections and Services
(including serum)

$25 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Allergy Testing

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Ambulance

$25 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Must be Medically Necessary. Out-of-networkambulance (land and
air) will be covered same as Tier 1

Ambulatory Surgical Center,
Freestanding

$250 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Anesthesia

100% of Maximum Allowed Charges afterannual Deductible

Coverage is also available for administration of anesthesia for
nonsurgical procedures when found Medically Necessary according to
Plan provisions.

Autism Spectrum Disorders,
Screening, and Diagnosis

e Assistive Communication Devices

Office Visit - $25 Copayment, then 100% of Maximum Allowed
Charges afterannual Deductible

$25 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Biofeedback for Urinary
Incontinence

100% of Maximum Allowed Charges (Number ofsessionsare limited
to those considered medically necessary)

All otherbiofeedback services are not covered

Blood and Blood Product Services

100% of Maximum Allowed Charges afterannual Deductible

Cardiac Rehabilitation
o Freestanding Facility
o Outpatient Hospital
¢ Physician Office

$10 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Maximum of 24 visits per Calendar Year, per incidentand combined
with all therapies (Cardiac Therapy, Neuromuscular Therapy,
Occupational Therapy, Physical Therapy, Respiratory Therapy, and
Speech Therapy). Additional visits are allowed only if recommended
by the member’s physician, priorauthorized and approved by thePlan.
Maintenance Care is not covered.

Chemotherapy

100% of Maximum Allowed after annual Deductible

Any office visit charge submitted by a provider will be covered as
such.

Dignity Health Central Coast EPO 2 R
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claimswill be denied if
requirementis not met. Please refer to the Utilization Review section for a list of these services.

Plan Features )
Dignity Health Central Coast EPO 2 R Network Providers

Chiropractic Care $25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible
Limited to 12 visits per Covered Person per Calendar Year.

Clinical Trials See type of service rendered

Only covers Routine Patient Costs in connection with an Approved
Clinical Trial for a Qualified Individual.

Consultation
¢ Disease Management $25 Copayment, then 100% of Maximum Allowed Charges after

e Inpatient Consultation annual Deductible
¢ Qutpatient/Office
e Second Surgical, Voluntary

Contact Lenses/Eyeglasses Following | $25 Copayment, then 100% of Maximum Allowed Charges after

Intraocular/ Cataract Surgery annual Deductible
COVID-19
e Testing/Screening 100% of Maximum Allowable Charges
e Online Visits
e Treatment
Dental Care, Limited
e Treatmentofan Injury to Sound See type of service rendered
Natural Teeth Charges for Injury to or care of the mouth, teeth, gums and alveolar

processeswill be Covered Charges under Medical Benefits only if that
care is for oral surgical proceduresas outlined in this document.

Diabetic Education $25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible (no costshare forservices billed as preventive)

Diabetic Supplies/Equipment Medically Necessary diabetic supplies/equipment is covered under
either Durable Medical Equipment or Prescription Drug Benefits.

Diagnostic Testing
e Cenetic Testing Not covered

Coverage will be available when determined to be Medically Necessary

totreatan inheritable disease and/oras required by ACA guidelines.

e HIV/IAIDS Testing

e Outpatient Hospital Facility $10 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

e Other (i.e., Free-standing, $10 Copayment, then 100% of Maximum Allowed Charges after
Physician office) annual Deductible

e Laboratory

e Outpatient Hospital Facility $10 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

e Other (i.e., Free-standing, $10 Copayment, then 100% of Maximum Allowed Charges after
Physician office) annual Deductible

 Advancedlmaging (CT, PET Scan, | $10 Copayment,then 100% of Maximum Allowed Charges after
MRI) annual Deductible

Dignity Health Central Coast EPO 2 R January 1, 2023
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claimswill be denied if
requirement is not met. Please refer to the Utilization Review section for a list of these services.

Plan Features

Dignity Health Central Coast EPO 2 R

Network Providers

o EGD/Sigmoidoscopy/Colonoscopy

o Professional Interpretation
¢ Qutpatient Hospital Facility
e Other(i.e., Free-standing,
Physician office)
o X-ray/Imaging
e QOutpatient Hospital Facility, Free-
standing
¢ Physician office

$250 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

100% of Maximum Allowed Charges afterannual Deductible
100% of Maximum Allowed Charges afterannual Deductible

$10 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

$10 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Dialysis

o Freestanding Facility
e Qutpatient Hospital
¢ Physician Office

100% of Maximum Allowed Charges afterannual Deductible

Durable Medical Equipment

$25 Copayment peritemper month, up to the purchase price ofthe
equipment orrelated supply, then 100% of Maximum Allowed
Charges afterannual Deductible

Benefits are available forrental of durable medical or surgical
equipment if deemed Medically Necessary.

Enteral Feeding

$10 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Food Products (Aminoacidopathies
Formula, Modified Solid Food
Products)

Not Covered

Foot Care and Podiatry Services

$25 Copayment,then 100% of Maximum Allowed Charged after
annual Deductible.

Covered only for diabetics and limited to: toenail trimming,
callous/corn treatment.

Hearing Aids and Related Charges

Not covered

Hearing Exams (Prewentiwe)

100% of Maximum Allowed Charges

Home Health Care

$10 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Limited to 250 visits percalendaryear. One HHC visit equals:

e Up to fourhours of home health aide care; or

e Each visit by othercovered members ofthe HHC team.
Services must be in lieu of Hospitalization orinpatient SNF care.

Hospice Care

$10 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Inpatient/outpatientwith life expectancy of6 months orless.

Dignity Health Central Coast EPO 2 R
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claims will be denied if
requirementisnot met. Please refer to the Utilization Review section for a list of these services.

Plan Features
Dignity Health Central Coast EPO 2 R

Network Providers

Hospital Facility
¢ Inpatient Hospital

e Emergency Room for Emergency
Condition and Related Charges

e Emergency Room for non-
Emergency Condition and Related
Charges

¢ QOutpatient Surgical Center

o OtherOutpatient Hospital Services
and Supplies

$250 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible (peradmission)

The Plan pays the average semi-private rate forroomand board
charges by a Hospital or other covered inpatienthealth facility. If the
inpatient facility does not have a semi-private rate, the rate shall be
80% of the roomand board charges made by the facility for its lowest
priced private roomaccommodations. Ifthe facility has several semi-
private rates, the prevailing, orthe most common rate, shallbe used.

$75 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Benefit Copaymentis waived if the Covered Person is admitted as an
inpatient into the treating Hospital directly from the emergency room.
Benefit is the same for Out-of-Network Providers.

Not Covered

$250 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

100% of Maximum Allowed Charges afterannual Deductible

Impotency Treatment/ Erectile
Dysfunction
o Office Visit

e Penile Implant Procedure
Surgery

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Covered as any othersurgical/hospital services

Infertility Services

$25 Copayment, then 50% of Maximum Allowed Charges afterannual
Deductible

Benefit is limited to the initial evaluation and testing for Infertility.
$10,000 Lifetime maximum.

In-Hospital/Facility Physician’s Care

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Coverage is only provided for visits for days approved fora covered
inpatient stay.

IV (Infusion) Therapy
o Freestanding Facility
o Outpatient Hospital
¢ Physician Office

100% of Maximum Allowed Charges afterannual Deductible

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Home IV/Infusion therapy is covered under Home Health Care.

Massage Therapy

Not covered
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claimswill be denied if
requirement is not met. Please refer to the Utilization Review section for a list of these services.

Plan Features

Dignity Health Central Coast EPO 2 R

Network Providers

Maternity Care
o Initial Diagnostic Office Visit,
Physician Charge

¢ Inpatient Hospital Facility

o Delivery

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

$250 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

The Plan pays the average semi-private rate forroom and board
charges by a Hospital or other covered inpatienthealth facility. If the
inpatient facility does not havea semi-private rate, the rate shall be
80% of the roomand board charges made by the facility for its lowest
priced private roomaccommodations. Ifthe facility has several semi-
private rates, the prevailing, or the most common rate, shallbe used.
This benefit includes certified Birthing Centers. Maternity is covered
the same as any other lliness. Dependent Children’s Pregnancies are
covered.

100% of Maximum Allowed Charges afterannual Deductible

¢ Prenatal, PostpartumCare, and
Physician Charge

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Related testing is covered separately perservice type rendered
(sonograms have no frequency limit). Lactation consultations— 3 post
pregnancy visits covered perbenefit period at $10 Copayment, then
100% of Maximum Allowed Charges

Medical/Surgical Supplies

$25 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Compression stockings limited to two pairs per Calendar Year.

Mental Disorder Treatment
¢ Inpatient Facility
e General Hospital or Private
Proprietary Psychiatric Facility

e Inpatient, Physician Charge

e Qutpatient/Office

e Partial Hospitalization

$250 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible (peradmission)

The Plan pays the average semi-private rate forroomand board
charges by a Hospital or other covered inpatienthealth facility. If the
inpatient facility does not have a semi-private rate, the rate shallbe
80% of the roomand board charges made by the facility for its lowest
priced private roomaccommodations. Ifthe facility has several semi-
private rates, the prevailing, or the most common rate, shallbe used.

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Services must be rendered and billed by a licensed mental health
professional performing services within the scope oftheir license.

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertificationand claimswill be denied if
requirementis not met. Please refer to the Utilization Review section for a list of these services.

Plan Features
Dignity Health Central Coast EPO 2 R

Network Providers

e Psychological Testing
¢ QOutpatient Hospital Facility

e Other (i.e., Free-standing,
Physician office)

$25 Copayment, then 100% of Maximum Allowed Charges afterannual
Deductible

$25 Copayment, then 100% of Maximum Allowed Charges afterannual
Deductible

Neuromuscular Therapy

$10 Copayment,then 100% of Maximum Allowed Charges afterannual
Deductible

Maximum of 24 visits per Calendar Year, per incidentand combined
with all therapies (Cardiac Therapy, Neuromuscular Therapy,
Occupational Therapy, Physical Therapy, Respiratory Therapy, and
Speech Therapy). Additional visits are allowed only if recommended
by the member’s physician, priorauthorized and approved by thePlan.
Maintenance Care is not covered.

Newborn Care

e Circumcision / Outpatient Hospital
Facility

e Other(i.e., Free-standing, Physician
office)
e Hospital Facility

e Physician

100% of Maximum Allowed Charges afterannual Deductible

100% of Maximum Allowed Charges afterannual Deductible

$250 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible (peradmission) - forsick newborn. Wellnewborn
charges are billed underthe mother.

$25 Copayment, then 100% of Maximum Allowed Charges afterannual
Deductible

Limited to Allowed Charges made by a Physician forroutine pediatric
care after birth while the newborn child is Hospital-confined. If the
baby’s routine care is extended due to the mother’s continued stay,
benefits will not be paid even if the mother was needed to provide basic
care, such as breastfeeding. Routine newborn care billed by an
anesthesiologist orthe delivering Physician is not covered.

Nursing, Private Duty

Not covered

Nutritional Counseling (Eating
Disorders Only)

$25 Copayment, then 100% of Maximum Allowed Charges afterannual
Deductible

Nutritional Supplements, Vitamins
and Electrolytes

$10 Copayment,then 100% of Maximum Allowed Charges afterannual
Deductible

Only covered when prescribed by a Physician and administered through
enteralfeedings, provided they are the sole source of nutrition orare
part of a chemotherapy regimen.

Obesity Treatment, Morbid

Physician: $25 Copayment, then 100% of Maximum Allowed Charges
after annual Deductible

Surgery/Hospital: $250 Copayment, then 100% of Maximum Allowed
Charges afterannual Deductible

Medically Necessary (as determined by the Claims Administrator)
surgical charges for Morbid Obesity willbe covered.
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claims will be denied if
requirementisnot met. Please refer to the Utilization Review section for a list of these services.

Plan Features
Dignity Health Central Coast EPO 2 R

Network Providers

Occupational Therapy

e Freestanding Facility
e QOutpatient Hospital
e Physician Office

$10 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Maximum of 24 visits per Calendar Year, per incidentand combined
with all therapies (Cardiac Therapy, Neuromuscular Therapy,
Occupational Therapy, Physical Therapy, Respiratory Therapy, and
Speech Therapy). Additional visits are allowed only if recommended
by the member’s physician, priorauthorized and approved by thePlan.
Maintenance Care is not covered.

Orthotics (non-routine Foot)

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible foreach item

Physical Rehabilitation Facility,
Inpatient

See Hospital Facility, Inpatient Care

Physical Therapy
¢ Freestanding Facility
¢ Outpatient Hospital
¢ Physician Office

$10 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Maximum of 24 visits per Calendar Year, per incidentand combined
with all therapies (Cardiac Therapy, Neuromuscular Therapy,
Occupational Therapy, Physical Therapy, Respiratory Therapy, and
Speech Therapy). Additional visits are allowed only if recommended
by the member’s physician, priorauthorized and approved by thePlan.
Maintenance Care is not covered.

Physician Care

e Emergency Room

e Emergency Condition and Related
Charges

¢ Non-Emergency Condition and
Related Charges

e Home, Office, Clinic or Elsewhere
(including Telehealth/Virtual Visits)

100% of Maximum Allowed Charges afterannual Deductible

Not covered

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Services must be given and billed by a covered healthcare Providerand
found Medically Necessary according to Plan provisions in an office,
clinic, home or elsewhere. OutpatientMental Disorder care, outpatient
Substance Use Disorder care, outpatient consultations, surgicaland
obstetrical procedures, outpatient emergency roomvisits, rehabilitation
therapy, Urgent Care Facility Physician charges and chiropractic care
are not covered under this benefit.

Preadmission Testing

See Diagnostic Testing

Must be:
o Performed onan outpatient basis within 14 days before a
scheduled Hospital confinement; and
e Your Physician ordered the tests.
Covered Charges for this testing will be payable even if tests showthe
condition requires medical treatment prior to Hospital confinement or
the Hospital confinement is not required.
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claims will be denied if
requirementisnot met. Please refer to the Utilization Review section for a list of these services.

Plan Features
Dignity Health Central Coast EPO 2 R

Network Providers

Prescription Drugs with
Coordination of Benefits

See Prescription Drug Benefit

Prewventive Care (Includes all
Ancillary Charges)
e Breast Pump

e Contraceptive Management

e HIV/IAIDS vaccine

e Nutritional Counseling (foradults
with risk factors and foradults and
children with obesity)

e Prostate-Specific Antigen (PSA)
and/or Digital Rectal Examination

e Routine Adult Physical (overage
18)

¢ Routine Child Care (uptoage 19)

e Tobacco Cessation Counseling

Please see https:/Mmww.healthcare.gov/coverage/preventive-care-
benefits/ for complete listing and frequencies, unless listed below.
100% of Maximum Allowed Charges

Limit to one per pregnancy.
100% of Maximum Allowed Charges

Medical benefits only: FDA-approved injectable contraceptives,
implantable contraceptives, and contraceptive devices. Allowable
Charges related to Physician or clinic contraceptive services, including
the measuring, fitting or insertion orremoval of covered devicesand
the purchase of covered devices, are covered. This is covered as a
service ofthe professional Providerwho administers them.

100% of Maximum Allowed Charges

100% of Maximum Allowed Charges
Limited to twenty-six (26) wellness visits per Covered Person per
Calendar Year combined all tiers.

100% of Maximum Allowed Charges
Limited to one per yearfrom age 50 (from age 40 for men at high risk).

100% of Maximum Allowed Charges

Includes routine exam and related screening tests based on current
medical standards for preventive care. Immunizations follow the
recommendations set by the DepartmentofHealth and Human
Services Centers for Disease Control (CDC). Limited to one exam per
Calendar Year, per Covered Person combined alltiers. This maximum
does not apply to otherscreening services listed above/below. Travel
immunizations are not covered.

100% of Maximum Allowed Charges

Coverage for health care visits and related testing follows the
guidelines ofthe American Academy of Pediatrics (AAP). Coverage
for immunizations follows the recommendations set by AAP oras set
by the Department of Health and Human Services Centers for Disease
Control (CDC). Routine newborn care is covered as shown above.
Travel immunizations are not covered.

100% of Maximum Allowed Charges

Limited to two attempts per Calendar Year, combined all tiers. Each
attempt includes amaximum of four intermediate or intensivesessions.

Prosthetics

$25 Copayment foreach item, then 100% of Maximum Allowed
Charges afterannual Deductible
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1.866.755.6974. Some of the services listed below require precertification and claims will be denied if
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Plan Features

Dignity Health Central Coast EPO 2 R Network Providers
Pulmonary Rehabilitation
e Freestanding Facility $10 Copayment, then 100% of Maximum Allowed Charges after
e Outpatient Hospital annual Deductible
e Physician Office Related testing procedures will be considered separately as diagnostic

testing. Related Physician exams and evaluations will be considered
separately as Physician visits.

PUVA (Psoralen & Ultraviolet 100% of Maximum Allowed Charges afterannual Deductible
Radiation Light Therapy)
Radiation Therapy

e Freestanding Facility 100% of Maximum Allowed Charges afterannual Deductible

e Outpatient Hospital
e Physician Office

Refractive Surgery Not covered
Respiratory/Inhalation Therapy
e Freestanding Facility $10 Copayment, then 100% of Maximum Allowed Charges after
e Outpatient Hospital annual Deductible
e Physician’s Office Maximum of 24 visits per Calendar Year, per incidentand combined

with all therapies (Cardiac Therapy, Neuromuscular Therapy,
Occupational Therapy, Physical Therapy, Respiratory Therapy, and
Speech Therapy). Additional visits are allowed only if recommended
by the member’s physician, priorauthorized and approved by thePlan.
Maintenance Care is not covered.

SkilledNursing Facility (SNF)
e Inpatient $250 Copayment,then 100% of Maximum Allowed Charges after

annual Deductible (peradmission)

Limited to 60 day limit per Calendar Year. Coverage for a private

roomwill be limited to the facility’s average semi-private roomrate or

80% of its lowest daily rate if it does not have semi-private

accommodations. A Medically Necessary private roomis covered.

e Qutpatient Services Benefits for outpatient SNF are the same as the benefits for outpatient

Hospital diagnostic X-ray, laboratory, pathology, physical therapy,

occupational therapy, speech therapy, cardiac rehabilitation, radiation

therapy, and inhalation therapy services.

e Physician’s Visit $25 Copayment, then 100% of Maximum Allowed Charges after

annual Deductible

Speech Therapy

o Freestanding Facility $10 Copayment, then 100% of Maximum Allowed Charges after

e Outpatient Hospital annual Deductible

e Physician Office Maximum of 24 visits per Calendar Year, per incidentand combined
with all therapies (Cardiac Therapy, Neuromuscular Therapy,
Occupational Therapy, Physical Therapy, Respiratory Therapy, and
Speech Therapy). Additional visits are allowed only if recommended
by the member’s physician, priorauthorized and approved by thePlan.
Maintenance Care is not covered.
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If you have any questions aboutthe Dignity Health Central Coast EPO 2 R, call BRMS Customer Service at
1.866.755.6974. Some of the services listed below require precertification and claims will be denied if
requirementisnot met. Please refer to the Utilization Review section for a list of these services.

Plan Features
Dignity Health Central Coast EPO 2 R

Network Providers

Sterilization (Male), Voluntary or
Elective

Not Covered

Substance Use Disorder Treatment
e Detoxification
¢ Inpatient Facility
e General Hospital or Certified
Alcohol/ Substance Use
Disorder Facility Program

¢ Inpatient Physician
¢ Qutpatient/Office

o Partial Hospitalization

See type of service rendered.

$250 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

Room and Board charge limited to actual semi-private or ICU rate. The
charge fora private roomis based on the Hospital’s average
semiprivate roomrate or 80% of its lowest daily rate if it does not have
semiprivate accommodations.

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

$25 Copayment, then 100% of Allowed Charges afterannual
Deductible

$25 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

Surgical Charge Benefit
e Assistant Surgeon
e Surgeon

100% of Maximum Allowed Charges afterannual Deductible

Telemedicine (through LiveHealth
Online)

$15 Copayment, then 100% of Maximum Allowed Charges when
LiveHealth Online is used.

Therapeutic Injections

$25 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible

T™J

Not Covered

Transgender Services, Including
Surgery

See type ofservice rendered.

Transplants
e Facility Charges

e Physician Charges

e Transplant Traveland Lodging
Benefit

$250 Copayment, then 100% of Maximum Allowed Charges after
annual Deductible (peradmission)

Benefits are available for expenses related to non-Investigational organ
ortissue transplants the same as any other lliness. Unless otherwise
specifically included, transplants are considered Investigational unless
specifically included for Medicare coverage by the Centers for
Medicare & Medicaid Services (CMS).

$25 Copayment,then 100% of Maximum Allowed Charges after
annual Deductible

100% of Maximum Allowed Charges afterannual Deductible

Lodging allowance limited to $100 per day fordouble occupancy.
Totalmaximum for travel, meals and lodging combined - $10,000 per
each covered transplantprocedure.
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Plan Features )
Dignity Health Central Coast EPO 2 R Network Providers

Urgent Care Physician/ Facility $25 Copayment, then 100% of Maximum Allowed Charges after

annual Deductible

Tier 1 benefits will apply if members seekservices froman Anthem
contracted Urgent Care provider.

Vision Therapy Not covered

Wigs Not covered
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DIGNITY HEALTH CENTRAL COAST EPO 2 R

PRESCRIPTION DRUG SCHEDULE OF BENEFITS
The Plan will follow the provision of federal Patient Protection and Affordable Care Actas it pertains to the
preventive care provisions of the Plan. No patient cost share is required for Generic drugs mandated as covered
underthis provision. If a Generic version is not available or would not be medically appropriate for the patient
as determined by the attending Physician, the Brand Name drug will be available at no costshare, subjectto
reasonable medical management approval by OptumRx, the Pharmacy Benefit Manager. Contact the OptumRx
Customer Service Department at 1.844.579.7778 for details.

Any one retail or specialty Pharmacy prescription or refill is limited to a 30-day supply. The Retail 90

Network allows up to a 90-day supply for maintenance medications. Any one mail order prescription or refill
is limited toa 90-day supply. Some Prescription Drugs have quantity limits, require prior authorization or step
therapy orare excluded underthe Plan. For specific information about the Pharmacy Utilization Management

Maximum Out-of-Pocket Amount Per Calendar Year
The maximum out-of-pocket expense for Prescription Drug benefits is separate from the medical out-of-
pocket maximum.

e Prescription Drug Out-of- Pocket Maximum $500 per person/$1,000 perfamily

The Plan will pay the designated percentage of Covered Charges untilthe out-of-pocket amounts are reached, at
which time the Plan will pay 100% of the remainder of Covered Charges for the rest of the Calendar Year

Prescription Drug Benefits (OptumRXx)
Cowered Drugs and Supplies | Network
Retail Pharmacy (30 Day Supply)*

Tier 1 — Generic and some Brand Name Drugs $10 copayment
Tier 2 —Preferred Brand Name Drugs $20 copayment
Tier 3 —Non-Preferred Brand Name and Generic Drugs $40 copayment
Mail Order (90 Day Supply)

Tier 1 — Generic and some Brand Name Drugs $25 copayment
Tier 2 —Preferred Brand Name Drugs $50 copayment
Tier 3 —Non-Preferred Brand Name and Generic Drugs $100 copayment

Specialty Drugs (up to a 30 Day Supply) filled through CommonSpirit Specialty Pharmacy, the Optum
Specialty Pharmacy, or at any CommonSpirit Healthowned pharmacy

Tier 1 — Generic and some Brand Name Drugs $10 copayment
Tier 2 —Preferred Brand Name Drugs $20 copayment
Tier 3 —Non-Preferred Brand Name and Generic Drugs $40 copayment

*90-day maintenance medications can be filled ata subset of participating retail pharmacies for three times the
30-day copayment.

Note: When you use adrug manufacturer copay card for a Specialty Drug, that Specialty Drug may be subject
toa new Copayment. This new Copayment will notimpact the price you pay for the Specialty Drug and you
will still benefit from using the drug manufacturer copay cards to reduce the out-of-pocket cost that you pay for
the Specialty Drug. The drug manufacturer copay card dollars utilized to pay for the Specialty Drug will not
count towards your Out-of-Pocket limit.

You may call OptumRx Customer Service at 1.844.579.7778 with any questions about your Prescription Drug
Benefits.

Benefit includes coverage for Medically Necessary medications and Preventive Care medications. See
http://www.uspreventiveservicestaskforce.org or https:/AMww.healthcare.gov/coverage/preventive-care-benefits/
for more details regarding Preventive Care medications.

Refer to the Prescription Drug section for details on the Prescription Drug benefit.
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COVERED MEDICAL SERVICES AND SUPPLIES

This Plan provides coverage for the following covered benefits if services are authorized by a Physician or other
qualified Provider, if applicable,and are Medically Necessary forthe treatmentofan lliness or Injury, subject to any
limits, maximums, exclusions, or otherPlan provisions shown in this document.

The Plan does not provide coverage for services if medical evidence shows that treatment is not expected to resolve,
improve, or stabilize the Covered Person’s condition, or if a plateau has been reached in terms of improvement from
such services.

In addition, any diagnosis change for a covered benefit after a payment denial will not be considered for benefits unless
the Plan is provided with all pertinent records along with the request for change thatjustifies the revised diagnosis.

Such records must include the history and initial assessment and must reflect the criteria listed in the most recent
International Classification of Diseases (ICD) or Diagnostic and Statistical Manual (DSM) for the new diagnosis, or, if
in a foreign country, must meet diagnostic criteria established and commonly recognized by the medical community in
that region.

Abortion, Medically Necessary Only

Facility and other Provider charges for care and treatmentrelated to Medically Necessary abortions are covered. In
order for an abortion to be allowed, the mother’s life would need to be endangered by the Pregnancy if the fetus
were to be carried to term.

Allergy Care

Benefits are available forallergy treatment including, but not limited to, office visits, serum, scratch testing and
laboratory testing.

Ambulance

The Maximum Allowable Charges billed by a local land ambulance service for trips to the nearest Hospital or
Skilled Nursing Facility where necessary treatment can be provided unless the Plan Administrator finds a longer
trip was Medically Necessary. In addition, land ambulance transportation froman inpatient (or other facility) to
anotherfacility (or other location) will be considered when found Medically Necessary and ordered by a Physician.
Such transfers cannotbe for the convenience ofthe patient or family members.

Air or seaambulance may be reimbursed only when the patient's condition was so serious thatthe patient could not be
transported safely by land ambulance. Airor seaambulance may also be reimbursed if the location from which the
patient required emergency transportation was inaccessible by land ambulance.

Anesthesia

Benefits are available foradministration of generalanesthesia found Medically Necessary for covered surgical
procedures. Coverage is limited to anesthesia administration by anesthesiologists and/or Certified Registered Nurse
Anesthetists. The Plan will not pay charges foradministration of anesthesia given by the surgeon, the assistant
surgeon, orby a Hospitalemployee. Exception: Administration of anesthesia by a Dentist who performed the
surgery is covered when the anesthesia is rendered during a covered oralsurgical procedure. The allowance for
anesthesia includes the usual patientconsultation before anesthesia and the usual care after surgery. Anesthesia
administration expensesare not coveredif the surgery is not covered by the Plan.

Coverage is also available for administration of anesthesia for non-surgical procedures when found Medically
Necessary accordingto Plan provisions.
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Autism Spectrum Disorder - Screening, diagnosis and treatment

Coverage includes the assessments, evaluations, or tests needed to diagnose whethera Covered Person has Autism
Spectrum Disorder, as defined. It is recommended, but not required, to contact the Claims Administratorto speak
with a claims specialistin advance of receiving services for information regarding Providers and treatments that
are covered underthe Plan.

Covered treatment includes the following care and assistivecommunication devices prescribed orordered fora
Covered Person diagnosed with AutismSpectrumDisorder by a licensed Physician ora licensed psychologist:

o Behavioral health treatment — that are necessary to develop, maintain, or restore, to the maximum extent
practicable, the functioning ofa Covered Person.
— counseling and treatment programs by a licensed Provider,and
— applied behavioranalysis, when provided orsupervised by a board-certified Behavior Analyst.

Applied behavioranalysis means the design, implementation, and evaluation ofenvironmental modifications,
using behavioral stimuli and consequences, to produce socially significant improvementin human behavior,
including the use ofdirect observation, measurement, and functionalanalysis ofthe relationship between
environment and behavior.

e psychiatric care by a licensed psychiatrist;
e psychological care by alicensed psychologist;
e medical care provided by alicensed Provider;

¢ therapeutic care services provided by licensed or certified speech therapists, occupational therapists, social
workers, or physical therapists, including therapeutic care which is deemed habilitative or non-restorative; and

e Prescription Drugs and medications.

Coverage underthis section is separate fromthose services which are provided underan early intervention program
or individualized service plan provided underany educationor public health law, whetheror notsuch services are
separately covered underthis Plan. However, services provided on asupplemental basis outside ofan educational
setting are covered if such services are prescribed by a licensed Physician or licensed psychologistbecause Autism
Spectrum Disorder services are covered using thesame criteria as other medical services.

Biofeedback

Biofeedback for urinary incontinence rendered by a practitioner in an office or facility setting via physical therapy.

Blood Services

Blood, including blood and blood derivatives that are not donated or replaced, blood transfusions, and blood
processing when found Medically Necessary. Administration of these items is included.

Coverage also includes services related to blood donations, autologous (patient donates own blood) or directed
(donation of blood by individual chosen by patient), when there is a scheduled surgery that customarily requires
blood transfusions.

Cardiac Rehabilitation

Benefits are available for cardiac rehabilitation if deemed Medically Necessary providedservices are rendered (a)
underthe supervision ofaPhysician; (b) in connection with a myocardial infarction, coronary occlusionor coronary
bypasssurgery; (c) initiated within 12 weeks after othertreatment forthe medical condition ends; and (d) in a Medical
Care Facility as defined by this Plan.
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Chemotherapy Benefits

This benefit applies when a chemotherapy charge is Incurred fortherapy thatis performed as part ofthe care of a
Covered Person's Sickness and while the person is covered for this benefit.

A chemotherapy charge is the Maximum Allowable Charge of a Physician for chemotherapy.
The type of drug for which benefits are provided is limited to anticancer drugs that are not in an Investigational or

BExperimental stage to include antineoplastic agents (such as anticancer drugs) oragents used to destroy
microorganisms (suchas antibiotic drugs).

Chiropractic Care/Spinal Manipulation

Spinal manipulation/chiropractic services by a licensed doctor of chiropractic (D.C.). The therapeutic care must be
directed at functionalimprovement (active treatment). Benefits will not be paid for any Maintenance Care or care to
prevent worsening. See the Schedule of Benefits for limitations.

Clinical Trials

Routine patient costsand charges forany Medically Necessary services, forwhich benefits are provided by the Plan,
when a Participant is participating in a phase I, II, I1l or IV clinical trial, conducted in relation to the prevention,
detection ortreatment of a life-threatening Disease or condition, as defined underthe ACA, provided:

e The clinical trial is approved by any ofthe following:

The Centers for Disease Controland Prevention ofthe U.S. Department of Health and Human Services.
- The National Institute of Health.

- TheU.S. Food and Drug Administration.

- TheU.S. Department of Defense.

- TheU.S. Department of Veterans Affairs.

- An institutional review board of an institution that has an agreement with the Office for Human
Research Protections ofthe U.S. Department of Health and Human Services.

e The research institution conducting the Approved Clinical Trial and each health professional providing
routine patient care through the institution, agree to accept reimbursement at the applicable Maximum
Allowable Cost, as paymentin full for routine patient care provided in connection with the Approved Clinical
Trial.

e Coverage will notbe provided for:
- Thecostofan Investigational newdrug ordevice that is not approved forany indication by the U.S.
Food and Drug Administration, includingadrug ordevice that is the subject of the Approved Clinical

Trial.

- Thecostofa service thatis not a health care service, regardless of whetherthe service is
required in connection with participationin an Approved Clinical Trial.

- Thecostofa service that is clearly inconsistent with widely accepted and established standards of care
for a particular Diagnosis.

- A costassociated with managing an Approved Clinical Trial.
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- Thecostofa health care service that is specifically excluded by the Plan.

- Services that are part of the subject matter of the ApprovedClinical Trial and that are customarily paid for
by theresearch institution conducting the Approved Clinical Trial.

Contact Lenses/Eyeglasses

Initial contact lenses or glasses required following intraocular surgery or cataract surgery, or required to treat corneal
disease. No othereyeglasses, contact lens or visual aids, or related exams are covered underthis benefit.

Continuity of Care

In the event a Participant is a continuing care patient receiving a course oftreatment from a Provider which is In-
Network or otherwise has a contractual relationship with the Plan governing such care and that contractual
relationship is terminated, not renewed, or otherwise ends forany reason otherthan the Provider’s failure to meet
applicable quality standards or forfraud, the Participant shall have the following rights to continuation of care.

The Plan shall notify the Participantin a timely manner, butin no event laterthan 15 calendar days after termination
that the Provider’s contractual relationship with the Plan has terminated, and that the Participant has rights to elect
continued transitional care from the Provider. If the Participant elects in writing to receive continued transitional
care, Plan benefits will apply underthe same terms and conditions as would be applicable had the termination not
occurred, beginning on the date the Plan’s notice of termination is provided and ending 90 days later or when the
Participant ceases to be a continuing care patient, whicheveris sooner.

For purposes ofthis provision, “continuing care patient” means an individualwho:

1. is undergoing acourse oftreatment fora serious and complex condition from a specific Provider,

2. is undergoing a course ofinstitutional or Inpatient care from a specific Provider,

3. is scheduled to undergo non-elective surgery froma specific Provider, including receipt of postoperative care
with respecttothesurgery,

4. is pregnantand undergoing a course of treatment for the Pregnancy froma specific Provider, or

5. is orwas determined to be terminally ill and is receiving treatment for such iliness from a specific Provider.

Note that during continuation, Plan benefits will be processed as if the termination had not occurred, however,
the Provider may be free to pursue the Participant forany amounts above the Plan’s benefit amount.

Dental Care, Limited Cowerage

Charges for Injury to or care of the mouth, teeth, gums and alveolar processes will be Covered Charges under Medical
Benefits only if that care is for the following oral surgical procedures:

e Excision of tumors and cysts ofthe jaws, cheeks, lips, tongue, roofand floor of the mouth. Emergency repair
due to Injury to Sound Natural Teeth.

e Surgery needed to correct accidental injuries to the jaws, cheeks, lips, tongue, floorand roof of the mouth within
oneyearof the Injury

e Excision of benign bony growths ofthe jaw and hard palate.
e BExernal incision and drainage of cellulitis.
¢ Incision ofsensory sinuses, salivary glands orducts.

e Surgical procedure forthosecovered conditions directly affecting the upper or lower jawbone orassociatedbone
joints.
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¢ A maximum of three days of inpatient Hospital services when a Hospital stay is determined to be Medically
Necessary due to an unrelated medical condition.

e  General anesthesia and associated facility charges for dental procedures in a Hospital or surgical center for
Covered Person ifunderthe age of seven years of age or developmentally disabled regardless ofage orthe health
of the Covered Person is compromised and general anesthesia is Medically Necessary, regardless ofage.

o Medically Necessary dental or orthodontic servicesthatare an integral part of reconstructive surgery for cleft
palate procedures. Cleft palate is a condition that may include cleft palate, cleft lip or othercraniofacialanomalies
associated with cleft palate.

No charge will be covered under Medical Benefits for dentaland oral surgical procedures involving orthodontic care
of the teeth, periodontal disease and preparing the mouthfor the fitting of or continued use of dentures.

Diabetic Supplies, Equipment and Education
The following supplies and equipment are covered for the treatment of a diabetic condition when such supplies are

ordered or recommended by a Physician and when they are found to be Medically Necessary according to the Plan
provisions:

o Blood glucose monitors (standard) and blood glucose monitors for the visually impaired;

e Teststrips forglucose monitors, visual reading and urine testing, lancets and automatic lancing devices;
¢ Injection aids;

e  Cartridges for the legally blind;

e  Syringes;

e Datamanagement systems;

e Insulin pumps orinsulin infusion pumps when Medically Necessary and when conventional injection therapy is
found to be inadequate to treat the patient's condition.

Items such as alcohol, swabs, adhesive tapeand gauze are not covered. The following items are covered underboth the
separate Prescription Drug BExpense Benefits/Medical Services and Supplies Benefits: Insulin, oralagentsto controlblood
glucose, syringes, and teststrips.

Diabetic self-managementeducationand educationrelating to diet may be covered fora covered Personwith a
diabetic condition. Self-management educationor diet instructionwill only be covered when the patientis initially
diagnosedwith diabetes orwhen a Physician diagnoses a significant change in the patient's symptoms or condition
that requires changes in the patient's self- management. These educational services will be covered when providedby:

e A Physician orhis/herstaff during an office visit for diabetes diagnosis or treatment.When the self-management
service education is provided during an office visit, the one benefit paymentfor the office visit will include
payment forthe self-managementeducation;

o A certified diabetes nurse educator, certified nutritionist or certified and registered dietician when referred by a
Physician. This education mustbe provided in agroup setting. Ifit is decided that groupeducationis not
available in the patient’s area, the Plan may cover individual education; or

o A professional Provideras described above may be covered forservices renderedinthe patient'shome.
However, it must be found to be Medically Necessary for the patientto receive services at home.
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Diagnostic Testing, X-ray and Lab Charge Benefits

Diagnostic Testing, X-ray and Laboratory charges are the Maximum Allowable Charges for X-rays and laboratory
tests. Benefits are provided for diagnostic services required in the diagnosis of a condition due to Injury or Sickness
consistingof:

¢ Diagnostic radiology, ultrasound, nuclear medicine, and necessary supplies.

e Diagnostic medical services such as cardio graphic and encephalographic testing, radio isotopic studies and other
procedures which may be approved when performed and billed by a Physician or covered facility.

o Pathology tests (laboratory tests) when performed, billed for or ordered by a Physician or covered facility.

Coverage includes separate Physician’s charges for interpretations of covered diagnostic services given by a Hospital,
Skilled Nursing Facility or other covered facility.

Charges for the following will not be included in this section:
e premarital exams;
e routine physicalexams;

e X-ray therapy orchemotherapy;

o exams performed as part of dentalwork, eye tests orfitting of lenses forthe eye.
Dialysis

The Covered Person’s renal dialysis visits are allowed at the Maximum Allowable Charges minus any applicable
Covered Person costshare (i.e., Deductible, Copayment and/or Coinsurance).

Benefits are available for service orsupplies related to outpatientdialysis procedures givenand billed by Physicians
or Medicare-certified dialysis centers. Home self-dialysis is also covered when ordered by the attending Physician
and the home settingis found medically appropriate accordingto Plan provisions. If you are on home dialysis,
coverage includes related laboratory testsand consumable or disposable supplies needed for the dialysis. Equipment
found Medically Necessary by the Claims Administrator may also be covered. Benefits are not payable forexpenses
such as alterations to the home, installation of electrical power, water supply, sanitation waste disposal, or air
conditioning, or forconvenience or comfort items.

Note: Persons ofany age who are diagnosed with end stage renal disease (ESRD) should contact the Social Security
Office for Medicare eligibility and enrollment details. If this Plan is primary coverage foryourhealth care, Medicare
regulations allowyou to delay Medicare enrollment until this Plan becomes secondary according to the Medicare
Secondary Payerrules. However, to avoid the potential of balance billing for outpatientdialysis charges youshould
enroll in Medicare Part B when first eligible for Medicare benefits underend stage renal disease (ESRD) (Medicare
30-month ESRD coordination period).See the definition of Maximum Allowable Charges shown later in this
document for benefit payment details underthe Plan. Your local Social Security Office can provide details on
enrollment requirements and any penalties for late enrollment.

Durable Medical Equipment

Rental of Durable Medical or surgical Equipment when ordered by the attending Physician and found Medically
Necessary accordingto Plan provisions. These items may be bought rather thanrented, with the cost not to exceed the
fair market value of the equipment at the time of purchase.

The necessary repairs and maintenance of purchased equipmentmay be allowed, unless covered by a
warranty or purchase agreement. Charges for delivery and service are not covered.
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The following may be covered, when Medically Necessary:

e Oxygen and supplies for its administration and appropriate for self-care home use.
e Assistive communication devices.

o Enteral feedings and formulas (see Food Products and Nutritional Supplements).

Food Products

Limited coverage is available for certain food supplements, nutrients or food products when ordered, in writing, by a
Physician, orother licensed healthcare Provider legally authorized to prescribe drugs. Benefits willnot be paid for
normal products used in the dietary managementofany disorders.

The prescribing healthcare Provider must state in writing that the oral enteral formula is clearly Medically Necessary
and has been proven effective as the disease-specific regimen for those individuals who are orwill become
malnourished orwho suffer from disorders, which left untreated, cause chronic disability, intellectual disability or
death. These specific diseasesinclude, but are not limited to, aminoacidopathies, gastric motility disorders suchas
chronic intestinal pseudo-obstructionand multiple severefood allergies that if left untreated will cause
malnourishment, chronic physical disability, intellectual disability, or death.

Foot Care and Podiatry Services

Benefits are available for treatment related to care ofthe feet. Coverage includes services orsupplies rendered and
billed by licensed Physicians (medical doctors, osteopaths or podiatrists) for conditions of the feet. Charges for routine
foot care are covered for patients with severe systemic disorders, suchas diabetes. Services or supplies for orthopedic
shoes orshoeinsertsare not covered (please referto Plan Exclusions). Diabetic shoes are covered. Medically
Necessary, custom-molded foot Orthotics willbe covered.

Genetic Testing

Genetic testing and diagnostic procedures will be allowed for Covered Persons when determined Medically
Necessary eitherduring the course ofa Pregnancy which is covered by the Planorto treat an inheritable disease,
and as provided under Preventive Care.

Hearing Exam

Benefits are available for a hearing exam.

HIV/AIDS Vaccines

Benefits are available forthe AIDS vaccination. Benefits are available for HIV testing, regardless of primary
diagnosis. Benefits are available forsolid organ and other tissue transplantation services if the Covered Person is
infected with HIV.

Home Health Care Services and Supplies
Charges for Home Health Care Services and Supplies are covered only for care and treatment of an Injury or Sickness
when Hospitalor Skilled Nursing Facility confinement would otherwise be required. The diagnosis, care and treatment

must be certified by the attending Physician and be contained in a Home Health Care Plan.

Benefit payment for nursing, home health aide and therapy services is subject to the Home Health Care limit shown
in the Schedule of Benefits.

A home health care visit will be considered a periodic visit by eitheranurse ortherapist, as the case may be, or four
hours ofhome health aide services.
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Hospice Care Services and Supplies

Charges for Hospice Care Services and Supplies are covered only when the attending Physician has diagnosed the
Covered Person's condition as being terminal, determined that the person is not expectedto live more than six
months and placed the person underaHospice Care Plan.

Covered Charges for Hospice Care Services and Supplies are payable as described in the Schedule of Benefits.

Hospital Charges

This benefit applies when a Hospital charge is Incurred for the care of a Covered Person's Injury or Sickness and
during a Hospital confinement that starts while that person is covered for this benefit.

e Inpatient Hospital Care. The medical servicesand supplies furnished by a Hospital ora Birthing Center.

- The Maximum Allowable Charges for room and board are payable as described in the Schedule of
Benefits. After 23 observation hours, a confinement will be considered an inpatient confinement.

- ThePlan pays the average semi-private rate forroom and board charges by a Hospital or other covered
inpatient health facility. If the inpatient facility does not have a semi-private rate, the rate shall be 80% of the
room and board charges made by the facility for its lowest priced private roomaccommodations. If the
facility has several semi-private rates, the prevailing, orthe most common rate, shall be used.

- Charges foran Intensive Care Unit stay are payable as described in the Schedule of Benefits.

- Room charges made by a Hospital having only private rooms will be paid at 80% of the average private room
rate.

- Charges fora private roomwill be covered if a private roomis deemed to be Medically Necessary.

- The Maximum Allowable Charges for Hospital-billed medical servicesand supplies (otherthan roomand
board) and diagnostic X-raysand lab tests are payable.

e Clinic Services or Supplies.
e Outpatient Emergency Medical Condition Care.
e Outpatient Surgical Care.

e Other Outpatient Services and Supplies such as prescription medication, vaccines, and biologicals, and supplies
in conjunction with diagnostic and therapeutic services, and theiradministration.

Implantation of a Penile Prosthesis

Services and supplies associated with the implantation ofa penile prosthesis, when medically necessary forindividuals
who have notresponded to intracavernosal injection, intra-urethral medications, a vacuumconstriction deviseand oral
medications, orsuch treatment is not acceptable to the individual or his partnerand who meet criteria as defined by the
AnthemBlue Cross Clinical UM Guideline SURG-12 Penile Prosthesis Implantation. This coverage is provided
according to the terms and conditions of the Plan that apply to all other covered medical conditions, including Medical
Necessity requirements, utilization management, and exclusions for cosmetic services.

In-Hos pital/Facility Physician Care Benefits
This benefit applies when a medical charge is Incurred for the care of a Covered Person’s Injury or Sickness during a
covered Hospital/facility confinement. However, a medical charge will notinclude:
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e acharge for care not rendered in the presence ofa Physician; or

e acharge for care received on the day of or during the time of recovery froma surgical procedure. However, this
limit does notapply ifthe care is for a condition that is unrelatedto the one that required surgery.

Infertility

Benefits are available for care, supplies and services for the diagnosis of infertility.

IV Therapy/Infusion Services

Ambulatory orhome intravenous services ordered by a Physician to include intravenous medications, blood, hydration
and electrolyte replacement, and total parenteral nutrition.

Maternity

The Maximum Allowable Charges for the care and treatment of Pregnancy are covered the same as any other
Sickness.

Group health plans generally may not, under federal law, restrict benefits forany Hospital length of stay in connection
with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours
following a cesarean section. However, federal law generally does not prohibit the mother's ornewborn'sattending
Provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96
hours as applicable). If you choose to be discharged fromthe Hospital before the recommended time frames noted
above, you are eligible for one Home Health Carevisit by a qualified Home Health Care Agency. This visit is separate
and does notapply to anyvisit limits set underany other Home Health Care benefit. A Home Health Care maternity
visit must be requested within 48 hours of the time of delivery (96 hours in the case of cesareandelivery).

The visit must be rendered within 24 hours of discharge, or ofthe time of the request, whichever is later. The visit
should include parental education; assistance and training in breast or bottle feeding; and the performance ofany
necessary maternaland newborn clinical assessments. In any case, plansand issuers may not,under federal law,
require that a Provider obtain authorization from the plan or the issuer for prescribing a length of stay not in excess of
48 hours (or 96 hours).

Benefits are available forservices by a Physician or certified nurse midwife for childbirth, cesarean section, and other
maternity care rendered for you oryour Spouse/Dependents. The Plan excludes services orsupplies related to
surrogate maternity care (unless the surrogate is a Covered Person, in which case the Preventive Care and/or
Pregnancy expenses will be covered in accordance with the Plan provisions). The payment for childbirth, including

cesarean section will include the usual care given by a Provider before and after the obstetrical procedure (prenatal or
postnatal care).

Medical Supplies (Home Use)

Benefits are available for certain medical and surgical supplies used in the home when ordered by the attending
Physician and found Medically Necessary accordingto Plan provisions. ltems suchas gauze pads, swabs, alcohol,
deodorizers, and adhesive tape are not covered. Coverageis limited to the following items:

o  Ostomy bags and supplies required fortheir use.

o  Catheters and supplies required fortheiruse.

e Syringes and needles necessary for conditions (e.g., diabetes).

e Exensive surgicaldressings necessary for conditions suchas cancer, diabetic ulcers andburns.

o  Compression stockings limited to two pairs per Calendar Year, if determined to be Medically Necessary.
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Mental Disorder Treatment

Covered Charges will include Medically Necessary care, supplies and treatment of Mental Disorders. The Plan shall
comply with federal parity requirements. Covered Charges for care, supplies and treatment of Mental Disorders will
be limited as follows:

e Inpatient Treatment. Medically Necessary services relating to the diagnosis and treatment of mental health
disorders comparable to other similar Hospital benefits will be allowed. Coverage includes residential treatment
limited to facilities that meet the definition of Provider, Hospital or Psychiatric Facility and care is determined to
be Medically Necessary. Benefits are not payable forservices that consist primarily of participation in programs
of a social, recreational, or companionship nature.

e Outpatient Treatment. Covered Charges for care, supplies and treatmentof Mental Disorders will be limited as
follows:

Psychological testing.

Partial Hospitalization is covered.
- Comprehensive psychiatric emergency programs performed on an outpatientbasis.
- Intensive Outpatient Programtreatment is covered.

- Services must be rendered and billed by a California State licensed mental health professional performing
services within the scope of their license. For services rendered and billed outside of California State the
Provider must be operating within the scope of their license and operatingaccording to the laws ofthe
jurisdiction where the servicesare rendered. Services billed by a Hospital ora mental health facility,
Physician’s corporation, or clinic for the services ofasimilarly licensed Providerwill also becovered.

- Family counseling will be allowed as long as the person is an immediate family member of a person
diagnosedwith a Mental Health Disorderand is covered under this Plan. Family therapy will be
allowed regardless ofthe number of family members attending the family therapy session.

Newborn Care

The benefitis limited to the Maximum Allowable Charges made by a Hospital or Physician for routine pediatric
care while the newborn Child is Hospital-confined as a resultofthe Child’s birth.

Routine well newborn nursery care is care while the newborn is Hospital-confined after birth and includes room,
board and othernormal care for which a Hospital makes a charge.

This coverage is only provided ifa parent is a Covered Person who was covered underthe Plan at the time of the
birth and the newborn Child is an eligible Dependent andis neitherinjured norill.

For special Plan enrollment rights for newborns, go to MyBenefits at
home.commonspirit.org/employeecentral/mybenefits.

No Surprises Act — Emergency Services and Surprise Bills

For Non-Network claims subject to the No Surprises Act (“NSA™), Participant cost-sharing will be the same amount
as would be applied if the claim was provided by a Network Provider and will be calculated as if the Plan’s
Allowable Expense was the Recognized Amount, regardless ofthe Plan’s actual Maximum Allowable Charge. The
NSA prohibits Providers from pursuing Participants for the difference between the Maximum Allowable Charge and
the Provider’s billed charge for applicable services, with the exception of valid Plan-appointed cost-sharing as
outlined above. Any such cost-sharing amounts will accrue toward In-Network Deductibles and out of pocket
maximums.
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Benefits for claims subject to the NSA will be denied or paid within 30 days of receipt of an initial claim, and if
approved will be paid directly to the Provider.

Claims subjecttothe NSA are those which are submitted for:
e Emergency Services;

¢ Non-emergency services rendered by a Non-Network Provider at a Participating Health Care Facility, provided
the Participant has not validly waived the applicability of the NSA; and

e Covered Non-Network air ambulance services.

Nutritional Supplements, Vitamins and Electrolytes
Benefits are available which are prescribed by a Physician and administered through enteral feedings, provided they
are the sole source of nutrition orare part of a chemotherapy regimen. This includes supplies related to enteral

feedings (forexample, feeding tubes, pumps, and other materials used to administer enteral feedings), provided the
feedings are prescribed by a Physician, and are the sole source of nutrition orare part of a chemotherapy regimen.

Obesity Treatment of Morbid Obesity
Benefits are available for treatment of Morbid Obesity when determined to be medically necessary and are related

to Bariatric Procedures. See the Summary of Benefits for limitations. Surgical intervention mustbe approved prior
to the services being rendered.

Occupational Therapy

Benefits are available foroccupational therapy by a licensed therapist. Therapy mustbe ordered by a Physician, result
from an Injury or Sickness and improve a body function. Covered Charges donot include recreational programs,
maintenance therapy orsupplies used in occupational therapy.

Orthotic Appliances/Braces
The initial purchase, fitting and repair of Orthotic appliances such as braces, splints or otherappliances which are
required for support foran injured or deformed part of the body as aresult ofa disabling congenital condition oran

Injury or Sickness. Coverage is available for Orthotic appliances which have beenoutgrown. Custom-made foot
Orthotics are covered, when Medically Necessary.

Physical Rehabilitation Facility, Inpatient

See Skilled Nursing Facility benefit.

Physical Therapy

Services rendered by a licensed physical therapist. The therapy must be in accord with a Physician's exact orders as
to type, frequency and durationand for conditions which are subject to significant improvement through short-term
therapy. Ifthe patient reaches maximum potential for significant and measurable improved function, or if care is
found by the Claims Administratorto be Maintenance in nature, benefitswill no longer be payable. Please see the
Summary of Benefits for limits.

Physician Care

The professional services ofa Physician for surgical or medical services.

Charges formultiple surgical procedures will be a Covered Charge subject to the following provisions:
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e If bilateralor multiple surgical procedures are performed by one (1) surgeon, benefits will be determined based
on the Maximum Allowable Charge that is allowed for the primary procedures; 50% of the Maximum Allowable
Charge will be allowed for each additional procedure performed throughthe same incision. Any procedure that
would not be an integral part of the primary procedure oris unrelated to the diagnosis willbe considered
"incidental"and no benefits will be provided forsuch procedures;

e If multiple unrelated surgical procedures are performed by two (2) or more surgeons onseparate operativefields,
benefits will be based on the Maximum Allowable Charge for each surgeon's primary procedure. Iftwo (2) or more
surgeons performa procedure that is normally performed by one (1) surgeon, benefits forall surgeons will not
exceed the Maximum Allowable Charge allowed for that procedure;and

e If anassistant surgeon is required, the assistant surgeon's Covered Charge willnot exceed 20% of the surgeon's
Maximum Allowable Charge.

Preadmission Testing

The Medical Benefits percentage payable will be for diagnostic lab testsand X-ray exams when:
e performed on an outpatient basis within 14 days before a Hospitalconfinement;

e related to the condition which causes the confinement;and

o performed in place of tests while Hospital confined.

Covered Charges forthis testing will be payable even if tests showthe condition requires medical treatment prior
to Hospital confinement orthe Hospital confinement is not required.

Prewentive Care Services

Charges for Preventive Care services. This Plan intendsto comply with the Affordable Care Act’s (ACA) requirement
to offer In-Network coverage for certain preventive services without cost-sharing.

Benefits mandated throughthe ACA legislationinclude Preventive Care such as immunizations, screenings, preventive
medications suchas oral contraceptives and tobacco cessation medications, and other services that are listed as
recommended by the United States Preventive Services Task Force (USPSTF), the Health Resources and Services
Administration (HRSA), and the Federal Centers for Disease Control (CDC).

See http://www.uspreventiveservicestaskforce.org or https://www.healthcare.gov/coverage/preventive-care-benefits/
for more details.

NOTE: The Preventive Care services identified through the above links are recommended services. It is up to the
Provider and/or Physician of care to determine which services to provide; the Plan Administrator has the authorityto
determine whichserviceswillbe covered. Preventive Care serviceswill be covered at 100% for Non-Network
Providersifthere isno Network Provider who can provide a required preventive service.

Private Duty Nursing Care

Benefits are available for the private duty nursing care by a licensed nurse (R.N., L.P.N. or LV.N.). Covered Charges
for this service will be included to this extent:

e Inpatient Nursing Care: Charges are covered only when care is Medically Necessary or not Custodial in nature and
the Hospital's Intensive Care Unit is filled or the Hospital has no Intensive Care Unit.

e OQutpatient Nursing Care: Outpatient private duty nursing care is not covered.
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Prosthetic Devices
Benefits are available for the following services:
e Breastprostheses following amastectomy.

e Prosthetic devicesto restore amethod of speaking when required as aresult ofa covered medically necessary
laryngectomy.

e Theplan will pay for other medically necessary prosthetic devices, including:

Surgical implants;
- Artificial limbs or eyes;

- The first pair of contact lenses oreye glasseswhen required as aresult ofa covered Medically Necessary eye
surgery;

- Therapeutic shoesand inserts for the prevention and treatmentof diabetes-related foot complications; and

- Orthopedic footwear usedas an integral part ofa brace; shoe inserts that are custommolded to the patient.
Pulmonary Rehabilitation
Pulmonary rehabilitation is covered when found Medically Necessary and the services are performed by a Pulmonary
Rehabilitation programapproved by the Claims Administrator. Patients must meet the Medical Necessity criteria for
Pulmonary Rehabilitation ofthe American Association of Cardiovascularand Pulmonary Rehabilitation (AACVPR)
for patients with chronic pulmonary disease. The plan of care must be approved for benefits by the Claims
Administrator priorto the start of treatment. The Claims Administrator may request medical records to evaluatethe
claim for Plan coverage.

Related testing procedures will be considered separately as diagnostic testing. Related Physicianexams and
evaluationswill be considered separately as Physician visits.

PUVA

Psoralen and Ultraviolet A is a therapy that the patientis exposed first to psoralens (drugs containing chemicals that
react with ultraviolet light) and then to UVA light, when proven to be Medically Necessary.

Radiation Therapy Benefits

This benefit applies when aradiation charge is Incurred fortherapy thatis performed as part of the care of a
Covered Person's Sickness and while the person is covered for this benefit.

A radiation charge is the Maximum Allowable Charge of a Physician for X-ray, radium or radiotherapy
treatment. Radiation charges willnot include charges for diagnostic or cosmetic procedures.

Respiratory/Inhalation Therapy
For short-termoutpatientrespiratory/inhalation therapy when ordered by the attending Physician for therapy services

given by certified licensed respiratory therapists or other qualified Provider. Custodial Care or Maintenance Care is not
covered.
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SkilledNursing Facility (SNF) Care

e Inpatient SNF Services. The roomand board and nursing care furnished by a Skilled Nursing Facility will be
payable ifand when:

- thepatientis confined as a bed patient in the facility;
- theattending Physician certifies that the confinement is needed for further care;

- theattending Physician completesa treatment plan which includes a diagnosis, the proposed course of
treatment and the projected date of discharge fromthe Skilled Nursing Facility.

e Outpatient SNF Services

- Rehabilitative Therapy. Benefits are available for outpatient physical therapy, cardiac rehabilitation,
occupational, speechtherapyand inhalation/respiration therapy renderedto improve function lostdue to an
lliness or Injury. Such care must be ordered by the attending Physician and rendered by Professional
Healthcare Providers licensed to rendersuch care. Refer to the Schedule of Benefits for benefit limits.

- Other Outpatient Services and Supplies. Benefits are available for other outpatient facility service or
supplies when found Medically Necessary accordingto Plan provisions. Coverage includesallnecessary
supplies used during the covered treatment.

Speech Therapy

Services rendered by alicensed speechtherapist. Therapy must be ordered by a Physician and follow either: (a)
surgery for correction ofa congenital conditionofthe oral cavity, throat or nasal complex (other than a frenectomy) of
a person; (b)an Injury; or (c) a Sickness that is otherthan a learning or Mental Disorder. If the patient reaches
maximum potential forimproved, or age appropriate, function, benefits willno longer be payable.

Sterilization

Facility and other Provider charges for care and treatmentrelated to voluntary female sterilization are covered.
Substance Use Disorder Treatment

Covered Charges will include Medically Necessary care, supplies and treatment of Substance Use Disorders for
services by a certified Substance Use Disorder Facility (freestanding agency or facility or a Hospital center) for
inpatient or Outpatient Care. The Plan shall comply with federal parity requirements.

e Inpatient Treatment. Inpatient detoxification is considereda medical condition eligible for acute care Hospital
benefits. EXpenses forinpatient Substance Use Disorders (alcohol or drug abuse) rehabilitation are covered
separately fromdetoxification. Medically Necessary services relating to the diagnosis and treatmentof mental
health disorders comparable to other similar Hospital benefits will be allowed. Coverage includes residential
treatment limited to facilities that meet the definition of Provider, Hospital or Substance Use Disorder Facility
andcare is determined to be Medically Necessary.

- Benefits are not payable for services thatconsist primarily of participation in programs ofa social, recreational, or
companionship nature.

e Outpatient Treatment. Covered Charges for care, supplies and treatmentof Substance Use Disorders for
services at a certified alcohol or Substance Use Disorder Facility (freestandingagency or facility or a Hospital
center) relating to the diagnosis and treatment ofalcoholism, substance use and dependency will be covered.
Intensive Outpatient Programtreatment and Partial Hospitalization are covered.
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- Family counseling will be allowed as long as the person is an immediate family member of a person
diagnosed with a Substance Use Disorderand is covered under this Plan. Family therapy will be allowed
regardless ofthe number of family members attending the family therapy session.

- Benefits are not payable forservices that consistprimarily of participationin programs ofa social,
recreational, or companionship nature.

Surgical Charge Benefits

Assistant Surgeon. Charges forassistantsurgeonservices are covered when found Medically Necessary for

performance of the covered procedure. The maximum payment forall assistant surgeons foreach surgical
procedure is 20% of the value listed forsurgery.

Surgeon. This benefit applies when a surgical charge is Incurred fora surgical procedure thatis performed as
the result of a Covered Person's Injury or Sickness and while that person is covered for this benefit. Charges
for multiple surgical procedures willbe a Covered Charge subject to the following provisions:

- If bilateralor multiple surgical procedures are performed by one surgeon, benefits will be determined based
on the Maximum Allowable Charge for the primary procedures; 50% of the Maximum Allowable Charge for
each additional procedure performed in the same area of the body orthrough the same incision. Any
procedure that would not be an integral part ofthe primary procedure oris unrelated to the diagnosis willbe
considered "incidental" and no benefits will be provided forsuch procedures;

- If multiple unrelated surgical procedures are performed by two or more surgeons on separate operative fields,
benefits will be based on the Maximum Allowable Charge for each surgeon's primary procedure. If two or
more surgeons performa procedure thatis normally performed by one surgeon, benefits for all surgeons will
not exceed the Maximum Allowable Charge for that procedure.

Reconstructive Surgery. The Plan covers care required to significantly restore tissue damaged by an Iliness or
Injury or for reconstructivesurgery thatis incidental to or follows surgery resulting froma trauma, an infection or
otherdisease ofthe involved part or reconstructivesurgery because ofa congenital disease oranomaly ofa
Dependent Child that has resulted in a functionaldefect.

Reconstructive mammoplasties will also be considered Covered Charges. The federally mandated mammoplasty
coverage will include reimbursement for:

- reconstructionofthe breast on which a mastectomy has been performed,
- surgery and reconstruction of the other breast to producea symmetrical appearance,and

- coverage of Prostheses and physical complications during all stages of mastectomy, including lymphedemas,
in a manner determined in consultation with the attending Physician and the patient.

Telehealth/Virtual Visits

Telehealth services through a physician’s office whether by video chat or telephonic will be covered as any other
physician office visit. Telemedicine visits through LiveHealth Online are covered differently and are described in the
Schedule of Benefits section ofthis Medical Plan Document.

Telemedicine

Telemedicine services offered through LiveHealth Online will be covered. Registration is required and consultations
are available via video visits froma smartphone, tablet or computer. Member information must be provided during
registration sothat the telemedicine claimwill be appropriately submitted to Claims Administrator. The applicable
telemedicine copayment will apply and must be paid at time of service.
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Transgender Services

Services and supplies provided in connection with gender transition when youhave been diagnosed with gender
identity disorder orgender dysphoria by a Physician. This coverage is providedaccording to the terms and conditions
of the Plan that apply to all other covered medical conditions, including Medical Necessity requirements, utilization
management, and exclusions for cosmetic services. Coverage is provided for specific servicesaccordingto Plan
benefits that apply to that type of service generally, if the Plan includes coverage forthe servicein question. Ifa
specific coverage is not included, the service will not be covered. Forexample, transgender surgery would be covered
on the same basis as any other covered, Medically Necessary surgery; hormone therapy would be covered underthe
Plan’s prescription drug benefits (if such benefits are included).

Transgenderand gender dysphoria services are subjectto priorauthorization in order for coverage to be provided.
Please refer to utilization review programfor information on how to obtain the proper reviews.

Transplants Organ/Autologous Bone Marrow/Stem Cell Transplants

Benefits are available forexpenses related to non-Investigational organ or tissue transplants the same as any other
lliness. Unless otherwise specifically included, transplants are considered Investigational unless specifically included
for Medicare coverage by the Centers for Medicare & Medicaid Services (CMS).

Transplants must meet the Medicare criteria for coverage to be considered for coverageunder this Plan. Benefits are
not available for expenses related to transplants that have not been approved by CMS orthat fail to meet CMS criteria
for coverage. Plan coveragefor Hospitals will be based on the same criteria set forth by CMS criteria. If CMS restricts
coverage fora transplantto approved Hospitals only, thenthis Plan will only coverthose transplants when rendered in
the approved Hospital.

Benefits will be available for the following in connectionwith a covered transplant.

e Recipient Expenses. Coverage includes all Plan benefits available for Medically Necessary care and treatment
related to covered organ transplants including, but not limited to; pre-transplantcare including evaluation,
diagnostic testsand X-rays by the transplantHospital; procurement/tissue harvestand preparation; recipient’s
transplant surgery and recovery; and postdischargecare.

e Donor Expenses.

- Coverage includes expenses Incurred by the live donor(s) forexpenses related to procurementofan organ and
for transportation ofthe organ(s) to the extentsuch charges are not reimbursed by the donor’s plan.

- If youoryourDependentact as adonor, the donorexpenses will not be covered by this Plan unlessthe
recipient is a Covered Person underthe Plan. Then, donorexpenses will be considered as part of the organ
recipient’s claim.

- Donor charges and donor search charges will be deemed to be Incurred on the date of the transplant even if the
services were rendered before such date. No benefits will be paid for pre-transplant testing in connection with a
search fora donor who is not a family member.

¢ Autologous Bone Marrow/Stem Cell. Courses oftreatment involving high dose chemotherapy or radiotherapy
and autologous bone marrow, stemcell rescue, or other hematopoietic support procedures are not coveredas organ
and tissue transplants, except for the following (and only then for candidates who meet established national health
and age standards): acute leukemia in remission, resistantnon-Hodgkin’s lymphoma, Hodgkin’s disease, and
neuroblastoma as allowed under CMS guidelines. If CMS guidelines change, adding or deleting coverage under
Medicare, this Plan will include or exclude those procedures. Recipientand donor expenses for covered procedures
will be considered on the same basis as organ transplants shown above.

e Trawel and Lodging Expenses. Traveland lodging expenses relatedto transplants are limited as indicated in the
Summary of Benefits.
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Urgent Care Facility

The Plan covers covered services and supplies provided by a legally operated emergency clinic or center for minor
outpatientemergency medical care oremergency minor surgery. An outpatient Hospital emergency roomdoes not
qualify as an Urgent Care Facility. Urgent Care Facility services are only covered by the plan if services are provided
by a network provideror a providerwho is part of the AnthemBlue Cross PPO Network.

January 1, 2023
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DEFINED TERMS
The following terms have special meanings and when used in this Plan will be capitalized.

Active Employee is an Employee who is on the regular payroll of the Employer and who has begun to performthe
duties of his or her job with the Employer.

Adwerse Benefit Determination is any of the following:
e A denialin benefits.

A reduction in benefits.

e Arescission ofcoverage, even ifthe rescission does not impact a current claim for benefits.
e A termination of benefits.

e A failure to provide ormake payment (in whole or in part) for a benefit, including any such denial, reduction,
termination, or failure to provide or make paymentthat is based on a determination ofa Claimant’s eligibility to
participate in the Plan.

e A denial, reduction, ortermination of, or a failure to provide or make payment (in whole or in part) for, a benefit
resulting fromthe application ofany utilization review.

e A failure to coveran itemor service forwhich benefits are otherwise provided because it is determined to be
Bxperimental or Investigational or not Medically Necessary orappropriate.

Ambulatory Surgical Center is a licensed facility that is used mainly for performing outpatientsurgery, has a staff
of Physicians, has continuous Physician and nursing care by registered nurses (RNs) and does not provide for
overnight stays. It must be operated according to the applicable laws ofthe jurisdiction in which it is located, or
accredited by the Joint Commission for the Accreditation of Healthcare Organizations, the Accreditation
Association for Ambulatory Care ora national accreditation organization recognized by the Claims Administrator, or
approved by Medicare to render outpatientsurgery services. Ifthe centeris part of a Hospital, it will not be
considered an Ambulatory Surgical Center.

Approwved Clinical Trial is a Phase I-IV trial conducted forthe prevention, detection, ortreatmentofcanceror
other life-threatening conditions as follows:

o Federally funded orapproved by NIH, CDC, AHCRQ, CMS, cooperative group or centerof DOD, VA or
DOE, or qualified non-governmental entity identified by NIH grant guidelines;

e Study ortrial conducted under FDA approved Investigationalnewdrug application;
e Drug trial exempt from FDA approved Investigational newdrug application.

Ambulance Transportation means professionalgroundorair Ambulance Transportation in an Emergency situation,
or when Medically Necessary, which is:

e To theclosestfacility mostable to provide the specialized treatmentrequired; and

o The mostappropriate mode of transportation consistent with the well-being of You or Your Dependent.
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Birthing Center means any freestanding health facility, place, professional office or institution which is not a
Hospitalor in a Hospital, where births occurin a home-like atmosphere. This facility must be licensed and
operated in accordance with the laws pertaining to Birthing Centers in the jurisdictionwhere the facility is
located.

The Birthing Center must provide facilities for obstetrical delivery and short-termrecovery after delivery; provide
care under the full-time supervision ofa Physician and eitheraregistered nurse (RN) or a licensed nurse-midwife;
and have awritten agreement with a Hospital in the same locality for immediate acceptance of patients who develop
complications or require pre-or post-delivery confinement.

Brand Name is a trade name medication.
Calendar Year is January 1st through December 31st of the same year.

Certified IDR Entity is an entity responsible for conducting determinations underthe No Surprises Act and that has
been properly certified by the Department of Health and Human Services, the Department of Labor, and the Department
of the Treasury

Child(ren) is an eligible Employee’s biological Children, step Children, legally adopted Children, Children underthe
Employee’s legal guardianshipand/or Children of Registered Domestic Partners who is underage 26 (if coverage for
Legally Domiciled Adults and Adult TaxDependents is offered thentheir Children who are under age 26 are also
Eligible Dependents for medical, dentaland vision). A Child becomes a legally adopted Child as soon as heorshe s
placed for adoption. Being placed foradoption means the earlier of either the assumptionand retention ofthe legal
obligation to support the Child in anticipation of adoption, orthe actual date ofadoption. The Child’s placement for
adoption status terminates upon the termination of this legal obligation.

Claimant is a Covered Person of the Plan, or entity acting on his or herbehalf, authorized to submit claims to the Plan
for processing, and/orappeal an Adverse Benefit Determination.

Claims Administrator is BRMS for the medical claims and OptumRx for the prescriptiondrug claims.

Close Relative means a member of the immediate family. Immediate family includes the Employee, spouse, Domestic
Partner, mother, father, grandmother, grandfather, stepparents, step-grandparents, siblings, stepsiblings, half-siblings,
Children, Domestic Partner’s Children, stepchildren, and grandchildren.

Co-pay/Co-payment means the amount a Covered Person must pay each time certain covered servicesare provided, as
outlined on the Schedule of Benefits, if applicable.

COBRA is the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended.

Cowered Charge(s) means those Medically Necessary services or supplies thatare covered under this Plan and that do
not exceed the Maximum Allowable Charge.

Cowered Personis an Employee or Dependent who is covered underthis Plan.

Custodial Care is care (including Roomand Board needed to providethat care) that is given principally for personal
hygiene orfor assistance in daily activities and can, according to generally accepted medical standards, be performed
by persons who haveno medical training. Examples of Custodial Care are help in walking and getting out of bed;
assistancein bathing, dressing, feeding; or supervision over medication which could normally be self-administered.

Deductible means anamount of money paid once perPlan Year by the Covered Person (up to a family limit, if
applicable) before any Covered Expenses are paid by the Plan. The Schedule of Benefits shows the amountofthe
applicable Deductible (if any) and the health care benefits to which it applies.

Dentistis a person who is properly trained and licensedto practice Dentistry and who is practicing within the scope
of such license.
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Dependent means an eligible Dependent fromone of the following categories:

e One adult from the following categories:

- Spouse — legally married spouse, as defined by the law of the jurisdiction where the marriage was
performed.

- Adult Tax Dependent (ATD)-adult overage 18, residing in the same home as the Employee who is the
IRS tax dependent ofthe Employee, is not an Eligible Dependent Child,and is noteligible for Medicare
(See your Facility Specific Benefit Information document to determine if you are eligible to coverthis type
of dependent).

- Legally Domiciled Adult (LDA) — an individualwho is not Medicare eligible, is of the same or opposite sex
from the Employee, is in a committed relationship with a benefited Employee, has been domiciled with the
Employee for at least one yearand who is nota blood relative, and neitherthe LDA nor the Employee are
legally married, in a civil union partnership, orin a registered domestic partnership with another individual.
(See your Facility Specific Benefit Information document to determine if you are eligible to coverthis type of
dependent).

e Dependent Children:

- Child — Aneligible Employee’s biological Children, step Children, legally adopted Children who are underage
26, Underage 26 Children underthe Employee’s legal guardianship and/or Children of Registered Domestic
Partners (if coverage for Legally Domiciled Adults and Adult Tax Dependentsis offered then their Children
who are under age 26 are also Eligible Dependents for medical, dentaland vision). A Child becomes a legally
adopted Child as soon as he orshe is placed for adoption. Being placed for adoption means the earlier of
either the assumptionand retention ofthe legal obligation to support the Child in anticipation ofadoption, or
the actual date ofadoption. The Child’s placement for adoption status terminates upon the termination of this
legal obligation.

- Disabled Child Age 26 and Older — Employee’s unmarried biological, adopted, step, legalguardianship
Child(ren) and/or Child(ren) of a Registered Domestic Partnerwho became mentally or physically disabled
prior to age 26, who are incapable of self- sustainingemployment and chiefly dependent upon the Employee
for support (Social Security disability determination or physician documented incapability of self-support)
disabled priorto age 26, who are incapable of self-sustainingemployment and chiefly dependent uponthe
Employee for support (Social Security disability determination or physician documented incapability of self-
support).

DirectPayment is the right of the Plan to pay a Providerdirectly pursuant to a Permission for Direct Payment of
Benefits and in accordance with the conditions setforth in the Direct Payment section.

Durable Medical Equipment means equipment which (a) can withstandrepeateduse, (b) is primarily and
customarily used to serve a medical purpose, (c) generally is not usefulto a person in the absence ofan lliness or
Injury and (d) is appropriate foruse in the home.

Deluxe equipment is notallowable when standard equipment is available and medically adequate forthe reported
condition.

Disposable Supplies may be allowed if required to operate the medical equipment.

Effective Date means the first day of coverage underthis Plan as defined in this Medical Plan Document. The
Covered Person’s Effective Date may or may not be the same as his or her Enrollment Date, as Enrollment Date is
defined by the Plan.

Emergency Condition is a serious medical condition or behavioral conditionafter the onset ofacute symptoms that
were sudden and of suchseverity and/or pain that a prudentperson, possessing an average knowledge of medicine
and health could reasonably expect that theabsence ofimmediate medical attention could result placing the person in
serious jeopardyto the health ofan individual (including the health ofa pregnant woman or herunborn child) or
others, if severe behavioral condition; impairment to bodily function; dysfunction ofany organ;orserious
disfigurement.
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Emergency Services means, with respect to an Emergency Medical Condition, the following:

1. Anappropriate medical screening examination (as required undersection 1867 of the Social Security Act,42 U.S.C.
1395dd) that is within the capability of the emergency department of a Hospital or of an Independent Freestanding
Emergency Department, as applicable, including ancillary services routinely available to the emergency department
to evaluate such Emergency Medical Condition; and

2. Within the capabilities of the staffand facilities available at the Hospital or the Independent Freestanding Emergency
Department, as applicable, such further medical examination and treatment as are required under section 1867 of the
Social Security Act (42 U.S.C. 1395dd), or as would be required under such section ifsuch section applied to an
IndependentFreestanding Emergency Department, to stabilize the patient (regardless ofthe department of the
Hospitalin which such furtherexamination or treatment is furnished).

When furnished with respect to an Emergency Medical Condition, Emergency Services shall also include an item or
service provided by a Non-Network Provider or Non-Participating Health Care Facility (regardless of the department of
the Hospital in which items or services are furnished) after the Participant is stabilized and as part of Outpatient
observation oran Inpatient or Outpatient stay with respect to the visit in which the Emergency Services are furnished,
until such time as the Provider determines that the Participant is able to travelusing non-medical transportation ornon-
emergency medical transportation, and the Participant is in a condition to,and in fact does, give informed consent to the
Provider to be treated as a Non-Network Provider.

Employee - seethe Eligibility and Enrollment section ofthis Medical Plan Document.

Employer is any subsidiary or DBA of Dignity Health whose Employees may be eligible for benefits described in this
component document, including Pacific Central Coast Health Centers.

Enrollment Date means:

e Foranyonewho applies for coverage when first eligible, the first day of the Waiting Period.

e Foranyone who enrolls underthe Special Enrollment Provision, or for Late Enrollees, the first day coverage
begins.

Erectile Dysfunction is the consistent or recurrent inability to attain and/or maintain penile erection sufficient for
sexual satisfaction, including satisfactory sexual performance.

ERISA means the Employee Retirement Income Security Act of 1974, as amended fromtime to time, and applicable
regulations.

Essential Health Benefits include, to the extent they are covered under the Plan, ambulatory patient services;
emergency services; hospitalization; maternity and newborn care; mental health and substance use disorder services,
including behavioral health treatment; prescription drugs; rehabilitative and habilitative services and devices;
laboratory services; preventive and wellness services and chronic disease management; and pediatric services,
including oraland vision care.

Experimental and/or Inwestigational means services, supplies, care and treatmentwhich does not constitute accepted
medical practice properly within the range of appropriate medical practice underthe standards of the case and by the
standards of a reasonably substantial, qualified, responsible, relevantsegment of the medical community or government
oversight agencies at the time services were rendered.

The Plan Administrator must make an independent evaluation of the experimental/nonexperimental standings of
specific technologies. The Plan Administrator shall be guided by a reasonable interpretation of Plan provisions. The
decisions shallbe made in good faith and rendered following a detailed factual background investigation of the claim
and the proposed treatment. The decision of the Plan Administrator will be final and binding on the Plan. The Plan
Administratorwill be guided by the following principles:

o if thedrug or device cannot be lawfully marketed without approval ofthe U.S. Food and Drug Administrationand
approval for marketing has not been given at the time the drug or device is furnished; or

e if the drug, device, medicaltreatment or procedure, orthe patient informed consent document utilized with the
drug, device, treatment or procedure, was reviewed and approved by the treating facility's Institutional Review
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Board or otherbody servingasimilar function, orif federal law requires such review orapproval; or

o if Reliable Evidence shows thatthe drug, device, medical treatment or procedure is the subject of on-going phase |
or phase Il clinical trials, is the research, experimental, study or Investigational arm of on-going phase Ill clinical
trials, or is otherwise understudy to determine its maximum tolerated dose, its toxicity, its safety, its efficacy orits
efficacy as compared with a standard means of treatment or diagnosis; or

o if Reliable Evidence shows thatthe prevailing opinionamong experts regarding the drug, device, medical treatment
or procedure is that further studies or clinical trials are necessaryto determine its maximum tolerated dose, its
toxicity, its safety, its efficacy orits efficacy as compared with a standard means of treatment or diagnosis.

Reliable Evidence shallmean only published reports and articles in the authoritative medical and scientific literature;
the written protocol or protocols used by the treating facility or the protocol(s) of another facility studying substantially
the same drug, service, medical treatment or procedure; or the written informed consentused by the treating facility or
by anotherfacility studying substantially the same drug, device, medical treatment or procedure.

Drugs are considered Experimental if they are not commercially available for purchase and/ortheyare not approved by
the Food and Drug Administration forgeneraluse.

Family Unit is the covered Employee and the family members who are covered as Dependents underthe Plan.

Final Internal Adwerse Benefit Determination is an Adverse Benefit Determination that has been upheld by the Plan
at the conclusion ofthe internal claims and appeals process, oran Adverse Benefit Determination with respect to which
the internal claims and appeals process has been deemed exhausted.

Final Post-Service Appeal means a second appeal for post-service claims, which constitutesthe last internal appeal
available to the Claimant, to be filed with the Plan Administrator, Plan Sponsor, and/or other named fiduciary assigned
authority and the duty to otherwise handle appeals. The term “Final Post-Service Appeal” shallonly referto such
appeals if medical services and/or supplies have already beenprovided. Upon filing, adjudication and conclusion of
this appeal, external review becomes available to the Claimant; otherwise in accordance with applicable terms found
within this document, the Summary Plan Description, the Plan document and applicable law. The Plan Administrator,
Plan Sponsor, and/or other named fiduciary assigned authority andthe duty to otherwise handle appeals, notincludinga
voluntary level of appeal, reserves the right to allocate certain discretionary authority as it applies to adjudication of
Final Post-Service Appeals to the Plan Appointed Claim Evaluator (PACE).

Formulary means a list of prescription medications compiled by the third party payor ofsafe, effective, therapeutic
drugs specifically covered by this Plan.

Gender Dysphoria means adisorder characterized by the following diagnostic criteria classified in the currentedition of
the Diagnosticand Statistical Manual of the American Psychiatric Association. Gender Dysphoria is a conditionwhere a
personexperiences discomfort or distress because there's a mismatch between their biological sexand gender identity.
It's sometimes known as gender identity disorder (GID), genderincongruence or transgenderism.

Generic Drug means a Prescription Drug which has the equivalency of the brand name drug with the same use and
metabolic disintegration. This Plan will consideras a Generic drug any Food and Drug Administrationapproved
generic pharmaceutical dispensedaccording to the professional standards ofa licensed pharmacist and clearly
designated by the pharmacistas being generic.

Genetic Information means information about the genetic tests ofan individual or his family members, and
information about the manifestations of disease ordisorder in family members of the individual. A "genetic test" means
an analysisofhuman DNA, RNA, chromosomes, proteins or metabolites, which detects genoty pes, mutations or
chromosomal changes. It does not mean an analysis of proteins or metabolites that is directly related to a manifested
disease, disorder or pathological condition that could reasonably be detected by a health care professional with
appropriate training and expertise in the field of medicine involved. Genetic information does not include information
aboutthe age orgenderofan individual.

Home Health Care Agency is an organization that meets all of these tests: its main function is to provide Home Health

Care Services and Supplies; it is federally certified as a Home Health Care Agency; and itis licensed by the state in

which it is located, if licensing is required.
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Home Health Care Plan must meet these tests: it must be a formal written plan made by the patient's attending
Physician which is reviewed at least every 30 days; it must state the diagnosis; it must certify that the Home Health
Care is in place of Hospital confinement; and it must specify the type and extent of Home Health Care required for the
treatment ofthe patient.

Home Health Care Services and Supplies include part-time or intermittent nursing care by orunder the supervision
of a registered nurse (R.N.); part-time or intermittent home health aide services provided through a Home Health Care
Agency (this doesnotinclude general housekeeping services); physical, occupational and speech therapy; medical
supplies; andlaboratory services by oron behalf of the Hospital.

Hospice Agency is an organizationwhere its main function is to provide Hospice Care Services and Supplies and it is
licensed by the statein which it is located, if licensing is required.

Hospice Care Plan is a plan of terminal patient care that is established and conducted by a Hospice Agencyand
supervised by a Physician.

Hospice Care Services and Supplies are those provided through a Hospice Agency and undera Hospice Care Plan
and include inpatient care in a Hospice Unit or other licensed facility, home care, and family counseling during the
bereavement period.

Hospice Unit is a facility or separate Hospital Unit that provides treatment under a Hospice Care Plan and admits at
least two unrelated personswho are expected to die within six months.

Hospital is an institutionwhich is engaged primarily in providing inpatient diagnostic and therapeutic services at the
patient's expense and which fully meets these tests: it is accredited as a Hospital by the Joint Commission, the American
Osteopathic Association, or otheraccreditation programapproved by the Centers for Medicare and Medicaid Services;
it maintains diagnostic and therapeutic facilities on the premises which are provided by orunderthe supervision ofa
staff of Physicians;and it continuously provides on the premises 24-hour-a-day nursing services by orunder the
supervision of registered nurses (R.N.s). The Plan Administrator may accept accreditation ofa Hospital by an
organization otherthan those specifically listed, provided that the designation of an alternative accreditation body is
consistently applied across institutions.

The definition of "Hospital" shallbe expanded to include the following:

e A facility operating legally as a psychiatric Hospital or residential treatment facility for mental health and licensed
as such by the state in which the facility operates.

o A facility operating primarily for the treatment of Substance Abuse if it meets these tests:

- maintains permanent and full-time facilities for bed care and full-time confinement of at least 15 resident
patients;

- hasaPhysician in reqgularattendance;
- continuously provides 24-houraday nursing service by aregisterednurse (R.N.);
- has a full-time psychiatristor psychologiston the staff; and

- is primarily engaged in providing diagnostic and therapeutic services and facilities for treatment of Substance
Abuse.

IlIness means abodily disorder, disease, physical Sickness or Mental Disorder. lliness includes Pregnancy, childbirth,
miscarriage or complications of Pregnancy.

Imaging means the action orprocess of producingan image of a part of the body by radiographic techniques using
high-end radiology suchas MRA, MRI, CT, or PET scans and nuclear medicine.
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Immediate Relative of patient or Covered Person is any ofthe following:
e Spouse/Domestic Partnerofthe patient or Covered Person;

e Natural or adoptive parent, Child orsibling;

e Stepparent, stepchild, stepbrother or stepsister;

e Father-in-law, mother-in-law, brother-in-law, or sister-in-law;

e Grandparent orgrandchild; or

e Spouse ofgrandparent or grandchild

Incurred means the date on which aservice ortreatment is given,a supply is received, ora facility is used, without
regard to when the service, treatment, supply, or facility is billed, charged, or paid.

Independent Freestanding Emergency Department is a health care facility that is geographically separate and distinct,
and licensed separately, froma Hospital underapplicable state law, and which provides any Emergency Services.

Infertility Treatment means services, tests, supplies, devices, ordrugs that are intended to promote fertility, achieve a
condition of pregnancy, ortreat an lliness causing an infertility conditionwhen suchtreatment is performed in an
attempt to bring about a pregnancy.

For purposes of this definition, Infertility Treatment includes, but is not limited to fertility tests and drugs; testsand
exams performed to prepare for induced conception; surgical reversal of a sterilized state that was aresult ofa previous
surgery; sperm-enhancement procedures; direct attempts to cause pregnancy by any means, including, but not limited
to: hormone therapy ordrugs; artificial insemination; in vitro fertilization; Gamete Intrafallopian Transfer (GIFT), or
Zygote Intrafallopian Transfer (ZIFT); embryo transfer; and freezing or storageofembryo, eggs orsemen.

Injury means an accidental physical Injury to the body caused by unexpected external means.

Inpatient means a registered bed patient usingand being charged forroomand board at a Hospital orin a Hospital for
24 hours ormore. A person is notan Inpatienton any day on which he or she is on leave or otherwise gone fromthe
Hospital, whetherornota roomand board charge is made.

Intensive Care Unit is defined as a separate, clearly designated service area which is maintained within a Hospital
solely forthe care and treatment of patients who are critically ill. This also includes what is referred to as a "coronary
care unit” or an "acute care unit." It has: facilities for special nursing care not available in regular rooms and wards of
the Hospital; special life-saving equipment which is immediately available at all times; at least two beds forthe
accommodation ofthe critically ill; and at least one registered nurse (R.N.) in continuous and constant attendance 24
hours aday.

Intensive Outpatient Program (IOP) is a licensed free-standing or Hospital-based programthat includes half- day
(i.e., fewer than fourhours/day) partial hospitalization programs. I0Ps provide services for at least three hours per
day for two or more days perweek and can be used to treat Mental Health Disorders or can specialize in the
treatment of co-occurring Mental Health Disorders and Substance Use Disorders.

Legal Guardian /Legal Guardianship means an individual recognized by a court of law as having the duty of taking
care of a person and managing the individual’s property and rights.

Maintenance Care is care rendered and directed at relieving discomfort or preserving functions secondary to
conditions where furtherenhancementof function cannot be demonstrated or expected. Care that cannot be
reasonably expected to lessen the patient’s disability enabling himor herto leave an institution, or Maintenance Care
does notimply the absence of symptoms nordoes it imply such services are not necessary. It implies care rendered
to maintain a function and preventthe condition fromworsening.
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Manipulation means the act, process, orinstanceof manipulating abody part by manual examination and treatment,
suchas in the reduction of faulty structural relationships by manual means and/orthe reduction of fractures or
dislocations orthe breaking down ofadhesions.

Maximum Allowable Charge means the benefit payable fora specific coverage itemor benefit underthe Plan. The
Maximum Allowable Charge will always be a negotiatedrate, if one exists; if no negotiated rate exists, the Maximum
Allowable Charge will be determined and established by thePlan, at the Plan Administrator'sdiscretion, using
normative data and submitted information such as, but not limited to, any one or more of the following, in the Plan
Administrator’sdiscretion:

e Medicare reimbursement rates (presently utilized by the Centers for Medicare and Medicaid Services [“CMS™]).

e Prices established by CMS utilizing standard Medicare Payment methods and/or based upon supplemental
Medicare pricing data for items Medicare doesn’tcoverbased on data fromCMS.

e Prices establishedby CMS utilizing standard Medicare paymentmethods and/or based upon prevailing Medicare
rates in the community for non-Medicare facilities for similar services and/or supplies provided by similarly skilled
and trained providers of care.

e Prices established by CMS utilizing standard Medicare paymentmethods for items in alternate settingsbased on
Medicare rates provided forsimilar services and/or supplies paid to similarly skilled and trained providers of care
in traditional settings.

e Medicare cost data as reflected in the applicable individual provider’s cost report(s).

e The fee(s)which the Provider most frequently charges the majority of patients forthe service orsupply.

¢ Amounts the Provider specifically agrees to accept as payment in full eitherthrough direct negotiation orthrough a
preferred provider organization (PPO) network.

e Average wholesale price (AWP) and/or manufacturer’s retail pricing (MRP).
e Maedicare cost-to-charge ratios or otherinformation regarding the actual costto provide the serviceorsupply.

e The allowable charge otherwise specified within the terms of this Plan.

e The prevailing range of fees chargedin the same “area” (defined as a metropolitan area, county, orsuch greater area
as is necessary toobtain a representative cross-section of Providers, persons or organizations rendering such
treatment, services, or supplies forwhich a specific charge is made) by Providers of similar training and experience
for the service orsupply.

For claims subjectto the No Surprises Act (see “No Surprises Act— Emergency Services and Surprises Bills” within the
section “Summary of Benefits,”) if no negotiated rate exists, the Maximum Allowable Charge will be:

e Anamount determined by an applicable all-payer model agreement; or
e If nosuchamountexists,an amountdetermined by applicable state law; or

o If neither such amount exists, an amount deemed payable by a Certified IDR Entity or a court of competent
jurisdiction, if applicable.

If none of the above factors is applicable, the Plan Administrator will exercise its discretion to determine the Maximum
Allowable Charge based on any of the following: Medicare reimbursement rates, Medicare cost data, amounts actually
collected by Providers in the area for similar services, or average wholesale price (AWP) or manufacturer’s retail pricing
(MRP). These ancillary factors will take into account generally-accepted billing standards and practices.
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When more than one treatment option is available, and one option is no more effective than another, the least costly
option that is no less effective than any other option will be considered within the Maximum Allowable Charge. The
Maximum Allowable Charge will be limited to an amount which, in the Plan Administrator’s discretion, is charged for
services or supplies that are not unreasonably caused by the treating Provider, including errors in medical care that are
clearly identifiable, preventable, and serious in their consequence for patients. A finding of Provider negligence or
malpractice is not required for services or fees to be considered ineligible pursuant to this provision.

The Plan Administrator may in its discretion, taking into consideration specific circumstances, deema greateramount
to payable than the lesser ofthe aforementioned amounts. The Plan Administrator may take any orall of such factors
into accountbuthasno obligationto considerany particular factor. The Plan Administrator may also account for
unusual circumstances or complications requiring additional or a lesseramount of time, skill and experience in
connection with a particular service or supply, industry standards and practices as they relate to similar scenarios, and
the cause of Injury or lliness necessitating the service(s) and/or charge(s).

In all instances, the Maximum Allowable Charge will be limited to an amount which, in the Plan Administrator’s
discretion, is charged forservices orsupplies that are not unreasonably caused by the treating Provider, including errors
in medical care that are clearly identifiable, preventable, and serious in their consequence for patients. A finding of
Provider negligence and/or malpractice is not required for services or fees to be consideredineligible pursuantto this
provision.

The determinationthat fees forservices are includable in the Maximum Allowable Charge will be made by the Plan
Administrator, taking into consideration, but not limited to, the findings and assessments of the following entities: (a)
The national medical associations, societies, and organizations; and (b) The Food and Drug Administration (FDA). To
be includable in the Maximum Allowable Charge, services and fees must be in compliance with generally accepted
billing practices forunbundling or multiple procedures.

The Plan Administrator has the discretionary authority to decide if a charge is covered underthis Plan. The Maximum
Allowable Charge will not include any identifiable billing mistakes including, but not limited to, up-coding, duplicate
charges, and charges for services not performed.

Medical Care Facility means a Hospital, a facility that treats one or more specific ailments or any type of Skilled
Nursing Facility.

Medical Emergency means a medical condition manifesting itself by acute symptoms of sufficient severity including
severe pain such thata prudent laypersonwith average knowledge of health and medicine could reasonably expect the
absence ofimmediate medical attentionto result in (1) serious jeopardy to the health ofan individual (or, in the case of
a pregnantwoman, the health of the woman or her unborn child), (2) serious impairment to body functions, or (3)
serious dysfunctionofany body organor part. A Medical Emergency includes such conditions as heart attacks,
cardiovascularaccidents, poisonings, loss of consciousness or respiration, convulsions or other suchacute medical
conditions.

Medically Necessary/Medical Necessityand similar language refers to health care services ordered by a Physician
exercising prudent clinical judgment provided to a Participant for the purposes of evaluation, Diagnosis or treatment of
that Participant’s Sicknessor Injury. Such services, to be considered Medically Necessary, must be clinically
appropriate in terms of type, frequency, extent, site and duration for the Diagnosis or treatment of the Participant’s
Sickness or Injury. The Medically Necessary setting and level of service is that settingand level of service which,
considering the Participant’s medical symptoms and conditions, cannotbe provided in a less intensive medical setting.
Such services, to be considered Medically Necessary mustbe no more costly than alternative interventions, including no
intervention andare at least as likely to produce equivalenttherapeutic or diagnostic results as to the Diagnosis or
treatment of the Participant’s Sickness or Injury without adversely affecting the Participant’s medical condition. The
service must meet all of the following requirements:

e |t mustnotbe maintenancetherapy or maintenance treatment.
e lts purpose mustbe to restore health.
e It mustnotbe primarily custodialin nature.
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e |t mustnotbe a listed item or treatment not allowed for reimbursement by the Centers for Medicare and
Medicaid Services (CMS).

e ThePlan reservestheright to incorporate CMS guidelines in effect on the date of treatment as additional
criteria for determination of Medical Necessity and/oran Allowable Expense.

For Hospital stays, this means that acute care as an Inpatientis necessary due to the kind of services the Participant is
receiving orthe severity ofthe Participant’s conditionand that safe and adequate care cannot be received asan
outpatientorin a less intensified medical setting. The mere fact that the service is furnished, prescribed orapproved
bya Physician doesnot mean thatitis “Medically Necessary.” In addition, the fact that certain services are excluded
from coverage underthis Plan because theyare not “Medically Necessary” does not mean that any other services are
deemed to be “Medically Necessary.”

To be Medically Necessary, all of these criteria must be met. Merely because a Physician or Dentist recommends,
approves, ororders certain care does notmean that it is Medically Necessary. The determination of whethera
service, supply, ortreatmentis or is not Medically Necessary may include findings ofthe American Medical
Association and the Plan Administrator’s own medicaladvisors. The Plan Administrator has the discretionary
authority to decide whethercare or treatment is Medically Necessary.

Medical Non-Emergency Care means care which can safely and adequately be provided otherthanin a Hospital.

Medical Record Review is the process by which the Plan, based upon a Medical Record Reviewand audit, determines
that a different treatment or different quantity ofa drug orsupply was provided which is not supported in the billing,
then the Plan Administrator may determine the Maximum Allowable Charge according to the Medical Record Review
and auditresults.

Medicare is the Health Insurance forthe Agedand Disabled programunder Title XVI1I of the Social Security Act, as
amended.

Mental Health Disorder means any disease or condition, regardless of whetherthe causeis organic, that is
classified as a Mental Disorderin the current edition of International Classification of Diseases, published by the
U.S. Department of Health and Human Services or is listed in the current edition of Diagnostic and Statistical
Manualof Mental Disorders, published by the American Psychiatric Association.

Morbid Obesity means a Body Mass Index(BMI) that is greaterthan orequal to 40 kg/m2. If there are serious
(life- threatening) medical condition(s) exacerbated by, or caused by, obesity not controlled despite maximum
medical therapy and patientcompliance with a medical treatment plan,a BMI greaterthan orequalto 35 kg/m2 is
applied.

Morbid Obesity fora Covered Person who is less than 19 years ofage means a BMI that falls above the 95th
percentile on the growth chart.

Non-Essential Health Benefitmeans any medical benefit that is not an Essential Health Benefit. Please refer to
the “Essential Health Benefit” definition.

No-Fault Auto Insurance is the basic reparations provision ofa law providing for payments without determining
fault in connection with automobile accidents.

Orthotics are external appliances ordevices intended to correctany defect in formor function ofthe human
body. This does notinclude, forexample, eyeglasses orcontactlenses, hearing aids, wigs, corsets, apparel,
orthopedic shoes orshoeinserts, orsupportive devices for the feet.

Out-of-Pocket means the patient liability portion ofthe percentage co-payment, Deductible and Copayments.
Outpatient Care and/or Services is treatment including services, supplies and medicines provided and usedat a

Hospitalunderthe direction ofa Physician to a person not admitted as a registered bed patient; or services renderedin
a Physician’s office, laboratory or X-ray facility, an Outpatient Surgical Center, or the patient's home.
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Outpatient Surgical Center is a licensed facility that is used mainly for performing outpatient surgery, has a staff of
Physicians, has continuous Physician and nursing care by registered nurses (R.N.s) and does not provide for overnight
stays.

PACE is the Plan Appointed Claim Evaluatorwho the Claims Administrator may use to reviewsecond appeals
of post-service claims.

Palliative Foot Care means the cutting orremoval of corns orcalluses unlessat least part ofthe nail root is removed
or unless needed to treat a metabolic or peripheral vascular disease; the trimming of nails; other hygienic and
preventive maintenance care or debridement, such as cleaning and soaking ofthe feet and the use of skin creams to
maintain the skin tone ofboth ambulatory and non-ambulatory Covered Persons;and any services performed in the
absence of localized lliness, Injury, or symptoms involving thefoot.

Partial Hospitalization (PHP) programor day/night programis an outpatient programspecifically designed for
the diagnosis oractive treatmentofa Mental Health Disorder or Substance Use Disorderwhen there is
reasonable expectation forimprovement or when it is necessary to maintain a patient's functional leveland
prevent relapse;this programshallbe administered in a facility which is accredited by the Joint Commission on
Accreditationof Health Care Organizations ora national accreditationorganization recognized by the Claims
Administrator,and shallbe licensed to provide Partial Hospitalization services, if required, by the state in which
the facility is providing these services. Treatment lasts at least 20 hours perweek no charge is made for roomand
board.

Participating Health Care Facility is a Hospital or Hospital Outpatient department, critical access Hospital,
Ambulatory Surgical Center, or other Provider as required by law, which has a direct or indirect contractual
relationship with the Plan with respect to the furnishing ofa healthcare item or service. A single direct contract or case
agreement between a health care facility and a plan constitutesa contractual relationship for purposes ofthis
definition with respect to the parties to the agreement and particular individual(s) involved.

Participating Pharmacy means a licensed entity, acting within the scope of its license in the state in which it
dispenses, that has entered intoa written agreement with OptumRx, and has agreed to provide servicesto covered
individuals forthe fees negotiated in the agreement.

Permission for Direct Payment of Benefits is an arrangement wherebythe Covered Person, with the permission of
the Plan Administrator, permits a Providerto seekand receive payment of eligible Plan benefits, less Deductibles,
Copayments and the Coinsurance percentage that is not paid by the Plan, in strict accordance with the terms ofthis
document, to the Provider. If a Provideraccepts said arrangement, the Provider’s right to receive Plan benefits is
equal tothose ofthe Covered Personandare limited by the terms of this document. A Providerthat accepts this
arrangement agrees that acceptance ofa “Direct Payment” fromthe Plan plus any applicable Deductibles,
Copayments and the Coinsurance percentage thatis the responsibility ofthe Covered Person is considerationin full
for services, supplies, and/ortreatmentrendered. Direct Payment is the right of the Plan to pay a Provider directly
and the Plan Administrator may revoke or disregard a Permission for Direct Payment of Benefits previously issued
toa Provider at its discretion.

Physician means a Doctorof Medicine (M.D.), Doctor of Osteopathy (D.O.), Doctor of Podiatry (D.P.M.), Doctor of
Chiropractic (D.C.), Audiologist, Certified Nurse Anesthetist, Licensed Professional Counselor, Licensed Professional
Physical Therapist, Master of Social Work (M.S.W.), Midwife, Occupational Therapist, Physiotherapist, Psychiatrist,
Psychologist (Ph.D.), Speech Language Pathologistand any other practitioner of the healing arts who is licensed and
regulated by astate orfederalagency and is acting within the scope of his or her license.

Plan means the Dignity Health Welfare Benefits Plan.

Plan Appointed Claim Evaluator (PACE) shallmean an entity appointed by the Plan Administrator, Plan Sponsor,
and/orother named fiduciary assignedauthority and the duty to otherwise handle appeals, with authority to make
final, binding (insofarand to the same extent as a decision by the Plan Administrator, Plan Sponsor, and/or other
named fiduciary assigned authority and theduty tootherwise handle appeals, would be deemed to be binding),
claims processing decisions in response to Final Post-Service Appeals. In instances where the Plan Administrator,
Plan Sponsor,and/orothernamed fiduciary assignedauthority andthe duty to otherwise handle appeals, delegates
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fiduciary authority to the PACE, the PACE may exercise the same level of discretionary authority as that which the
Plan Administrator, Plan Sponsor, and/or other named fiduciary assigned authority and the duty to otherwise handle
appeals, may otherwise exercise. The PACE’s fiduciary duties extend only to those determinations actually made by
the PACE.

The PACE may performothertasks on behalfofand in consultation with the Plan Administrator, Plan Sponsor, and/or
othernamed fiduciary assigned authority and theduty to otherwise handle appeals, but the PACEshallonly be deemed
to be a fiduciary when making final determinations regarding plan coverage and claims examined via Final Post-
Service Appeal. The PACE shallat all times strictly abide by and make determination in accordance with the terms of
the Plan and applicable law, in light of the facts, law, medical records, and all other information submitted to the
PACE.

Plan Document is the Dignity Health Welfare Benefits Plan document.
Plan Year is the twelve calendar months fromJanuary 1through December 31.
Pregnancy is childbirth and conditions associated with Pregnancy, including complications.

Prescription Drug means any of the following: a Food and Drug Administration-approved drug or medicine which,
under federal law, is required to bear the legend: " Caution: federal law prohibits dispensing without prescription”;
injectable insulin; hypodermic needles orsyringes, but only when dispensed upon a written prescription ofa licensed
Physician. Such drug must be Medically Necessary in the treatmentofa Sickness or Injury.

Prewventive / Routine Care means a prescribed standard procedure that is ordered by a Physicianto evaluate orassess
the Covered Person’s healthand well-being, screenfor possible detection of unrevealed Ilinessor Injury, improve the
Covered Person’s health, orextend the Covered Person’s life expectancy. Generally, a procedure is routine if there is
no personalhistoryofthe lliness or Injury for which the Covered Person is being screened, except as required by
applicable law. Benefits included as Preventive/Routine Care are listed in the Schedule of Benefits and will be paid
subjectto any listed limits or maximums. Whetheran immunization is considered Preventive/Routine is based upon
the recommendations ofthe Center for Disease Controland Prevention. Preventive/Routine Care does not include
benefits specifically excluded by this Plan, or treatment after the diagnosis of an lliness or Injury, except as required
by applicable law.

Primary Care Physician means a Physician who is licensed in the state they are rendering services as a Family
Practitioner, General Practitioner, Internist, Pediatrician, Obstetrician/Gynecologist or Doctor of Osteopathy (DO)
and is responsible for coordinating and overseeing a patient’s medical care.

Prosthetics means the making and application of any artificial part that replaces all or part of abody part, organ or
function lost orimpaired as the result of disease or Injury. This does not include, forexample, eyeglasses or contact
lenses, hearing aids, wigs, orthopedic shoes or supportive devices for the feet.

Provider is any legally licensed Physician orany physical therapist, speech therapist, certified or Licensed
Clinical Social Worker (for Mental Disorder care), or other health care Providers giving a covered service
ordered by a Physician. Any licensed independentlaboratory, Hospital, Skilled Nursing Facility, Substance Use
Disorder Facility, Hospice Agency, Home Health Care Agency;or other facility/agency included for Plan
coverage.

Coverage includes charges billed by Urgent Care Facilities, and other health centers or clinics for Covered
Services given by Covered Physicians or other healthcare Providers that would otherwise be covered by the
Plan. Also,see definitions for certain Providers. To be covered, a Provider must meet Plan definitions and
limitations, rendera covered servicewithin Plan limitations, be operating within the scope of their license, and
operating according to the laws of the jurisdictionwhere services orsupplies are given ordelivered.

Psychiatric Facility means a private facility that has been approved by the Joint Commission on Accreditation of
Healthcare Organizations ora national accreditation organization recognized by the Claims Administratoras an
inpatient facility for the treatment of Mental Disorderand is licensed by appropriate stateagencies ora public
(government-owned) mental health facility for the treatment of Mental Disorders.
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Pulmonary Rehabilitation is an individualized therapeutic multidisciplinary programofcare for patients with
chronic respiratory disease who remain symptomatic or continue to have decreased function despite standard
medical treatment. Pulmonary Rehabilitations’ goals are to reduce symptoms, optimize functional status, increase
participation, and to train patients to successfully manage their disease process, and improve the overall quality of
life for patients with chronic respiratory disease.

Qualified Individual is a Covered Person who is eligible to participate in an Approved Clinical Trial according to trial
protocolwith respectto the treatmentof cancer or other life-threatening disease or condition, and either (i) the referring
Provider is a participating health care Providerand has concludedthat the individual’s participation in such trialwould
be appropriate, or (ii) the Covered Person provides medical and scientific information establishing thatthe individual’s
participation in such trial would be appropriate.

Qualifying Payment Amount is the median of the contracted rates recognized by the Plan, or recognized by all
plans serviced by the Plan’s Third Party Administrator (if calculated by the Third Party Administrator), for the same
ora similar item or service provided by a Provider in the same or similar specialty in the same geographic region. If
thereare insufficient (meaning at least three) contracted rates available to determine a Qualifying Payment Amount,
said amount will be determined by referencing a state all-payer claims database or, if unavailable, any eligible third-
party database in accordance with applicable law.

Recognized Amount is, except for Non-Network air ambulance services, an amount determined underan applicable
all- payermodel agreement, or if unavailable,an amount determined by applicable state law. If no suchamounts are
available or applicable and for Non-Network air ambulance services generally, the Recognized Amount shall mean
the lesserof a Provider’s billed charge or the Qualifying Payment Amount.

Rehabilitation Facility means a facility established, equipped and operated, according to the applicable laws of
the jurisdiction in which it is located to provide restorativetherapyto disabled persons on an inpatientor
outpatient basis. The facility must be approved by the Accreditation of Rehabilitation Facilities (CARF) or the
Joint Commission on Accreditation of Healthcare Organizations (JCAHO), a national accreditation organization
recognized by the Claims Administratororbe a Medicare approved facility for Medicare Part A Skilled Nursing
Facility benefits. See also Skilled Nursing Facility.

Routine Patient Costs include all items and services consistentwith the coverageprovidedin this Plan that are
typically covered fora Qualified Individualwho is notenrolled in a clinical trial. Routine patient costs do not
include the Investigational item/device/service itself; items/services that are provided solely to satisfy data
collectionand analysis needsand that are not used in the direct clinical management of the patient; ora service
thatis clearly inconsistentwith widely accepted and established standards of care for a particular diagnosis.

Reconstructive Surgerymeans surgical procedures performed on abnormal structures ofthe body caused by
congenital lliness oranomaly, Accident or lliness. The fact that physical appearance may change orimprove as a
result of Reconstructive Surgery does not classify surgery as Cosmetic Treatment when a physical impairment
exists and the surgery restoresorimproves function.

Sicknessis a Covered Person's lliness, disease or Pregnancy (including complications).

SkilledNursing Facility is a facility that fully meets all of these tests:

e ltis licensedto provide professional nursing services on an inpatient basis to persons convalescing fromInjury
or Sickness. The service mustbe rendered by aregistered nurse (R.N.) or by a licensed practical nurse
(L.P.N.) under thedirection ofa registered nurse. Services to help restore patients to self-care in essential daily
living activities mustbe provided.

e ltsservices are provided for compensation and under the full-time supervision ofa Physician.

e |t provides 24 hour per day nursing services by licensed nurses, underthe direction ofa full-time registered nurse.

e |t maintains a complete medical record on each patient.
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o It has an effective utilization review plan.

o ltis not,otherthanincidentally, a place for rest, the aged, Custodial oreducational care.

e Itis approvedand licensed by Medicare.

This termalso applies to charges incurred in a facility referring to itselfas an extended care facility, convalescent
nursing home, rehabilitationhospital, long-termacute care facility or any othersimilar nomenclature.

Sound Natural Teeth are naturalteeth that are fully restored to function; ordo not have any decay; orthat are
not more susceptible to Injury than virgin teeth; ordo not have significant periodontal disease.

Specialistmeans a Physician, or other Qualified Provider, if applicable, who treats specific medical conditions. For
instance, aneurologisttreats nervous disorders, a gastroenterologist treats digestive problems, and an oncologisttreats
cancer patients. Physicians who are not considered Specialists include, but are not limited to, family practitioners, non-
specializing internists, pediatricians, obstetricians/gynecologists, and mental health/substance use disorder providers.

Spinal Manipulation/Chiropractic Care means skeletaladjustments, manipulation orothertreatment in connection
with the detection and correction by manual or mechanical means of structural imbalance or subluxation in the human
body. Such treatment is done by a Physician to remove nerve interference resulting from, or related to, distortion,
misalignment or subluxation of, or in, the vertebral column.

Substance Use Disorder is regularexcessive compulsive drinking ofalcoholand/or physical habitual dependence
ondrugs. This does not include dependence on tobacco and ordinary caffeine-containing drinks.

Substance Use Disorder Facilityis an agency or freestanding facility ora Hospital centerthat is certified by the
California State Department of Health Care Services (DHCS) for the treatment of Substance Use Disorders (drugs
and alcohol). Forservices given outside California, the facility must be certified by a state agency similar to the
California State DHCS. If a state doesnot have a certification regulation, the facility must be approved by the Joint
Commission on Accreditationof Healthcare Organizations or a national accreditation organization recognized by the
Claims Administratorforthe treatment of Substance Use Disorders.

Surgical Center means a licensed facility that is under the direction of an organized medical staff of Physicians; has
facilities that are equipped and operated primarily forthe purpose of performing surgical procedures; has continuous
Physician services and registered professional nursing services available whenever a patient is in the facility; generally
does not provide Inpatient services or otheraccommodations; and offers the following services whenevera patient is in
the center:

o It provides drug services as needed for medical operations and procedures performed;

e |t provides forthe physicaland emotional well-being of the patients;

e It provides Emergency services;

e It has organized administration structure and maintains statistical and medical records.

Summary Plan Descriptionis the Dignity Health Welfare Benefits Plan summary plan description, which is the
FlexAbility Summary Plan Description, which can be found on MyBenefits at
home.commonspirit.org/employeecentral/mybenefits.

Telehealth/Virtual Visits allowa patient’s physicianto provide health related services and information via
telecommunications technologies such as video chat, ratherthan an in person office visit. Patients schedule atelehealth
appointment with their providers, as theywould an in person office visit.
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Telemedicine means the practice of health care delivery, diagnosis, consultation, treatment, and transfer of medical
dataand educationusing interactive audio, video or data communications. LiveHealth Online is the telemedicine
providerfor this Plan.

Third Party Administrator (TPA) means a service provider hired by the Plan to process claims and performother
administrative services. The TPA does not assume liability for payment of benefits under this Plan.

Urgent Care Claim is a claim for medical care or treatment where using the timetable fora non-urgent care
determination could seriously jeopardize the life or health of the Claimant; or the ability of the Claimant to regain
maximum function; orin the opinion ofthe attending or consulting Physician, would subject the Claimant to
severe pain that could not be adequately managed withoutthe care or treatment that is the subjectofthe Claim

Urgent Care Facility means a medical facility that is open on an extended basis, is staffed by Physicians to treat
medical conditions not requiring inpatientor outpatient Hospital care, and which is not a Physician’s office.
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PLAN EXCLUSIONS

Exclusions, including complications from excluded items are not considered covered benefits under this Plan
and will not be consideredfor payment as determined by the Plan.

The Plan does not pay for Expenses Incurred for the following, unless otherwise stated below. Exclusions related
to Prescription Drugs are shown in the Prescription Drug Plan.

e Abortion. Elective abortion unless the mother’s life would be endangered by the Pregnancy if the fetus were to be
carried to term. Note: Complications arising out of an abortion are covered as any other Sickness.

e Acupuncture. Acupuncture forany diagnosis ortreatment.

e Administrative Costs. Services thatare solely forand/orapplicable to administrative costs of completing claim
forms or reports or for providing records wherever allowed by applicable lawand/or regulation.

e Alcohol. Involvinga Covered Person who has takenpart in any activity made illegal due to the use ofalcoholor a
state of intoxication, even if the cause ofthe Iliness or Injury is not related to the use ofalcohol. Expenses will be
covered for Injured Covered Persons other than the person partaking in an activity made illegal due to the use of
alcoholor a state of intoxication, and expenses may be covered for Substance Abusetreatment as specified in this
Plan, if applicable. This Exclusion does notapply ifthe Injury (a) resulted from being the victimof an act of
domestic violence, or (b) resulted froma documented medical condition (including both physicaland mental health
conditions).

e Aquatic Therapy. Services provided in an aquatic setting including water therapy, aquatic rehabilitation, aqua
therapy, pooltherapy, therapeutic aquatic exercise or hydrotherapy.

e Any procedure, device, drug or medicine or the use thereof which falls within any of the following categories:

- Itis notcovered under Medicare reimbursement laws, regulations or interpretations;
- Itis notcommonly and customarily recognized by the medical professionin the state of California as
appropriate forthe conditionbeing treated; or

- Itis determined to be of questionable value by the Utilization Review Committee.

e Biofeedback. Biofeedback forany reason otherthanforurinary incontinence, recreational, or educational therapy,
or otherforms of self-care or self-help training or any related diagnostic testing.

e Christian Science Practitioners. Services provided by a Christian Science Practitioner.

e Complications of Non-Cowered Services. Services thatare required as a result of complications froma service
not covered underthe Plan, unless expressly stated otherwise.

o Cosmetic Surgery. That are Incurred in connection with the care and/or treatment of Surgical Procedures
which are performed for plastic, reconstructiveor cosmetic purposes orany otherserviceorsupply which are
primarily used to improve, alteror enhance appearance, whether ornot for psychological oremotional
reasons, exceptto the extent where it is needed for: (a) repair or alleviation of damage resulting froman
Accident; (b) because of infection or Iliness; (c) because of congenital Disease, developmental condition or
anomaly of a covered Dependent Child which has resulted in a functional defect. A treatment will be
considered cosmetic foreither of the following reasons: (a) its primary purpose is to beautify or (b) there is no
documentation ofaclinically significant impairment, meaning decrease in function orchange in physiology
dueto Injury, lliness or congenitalabnormality. The term “cosmetic services” includes those services which
are described in IRS Code Section 213(d) (9).

e Criminal Acts. Any Injury resulting from or occurring during the Covered Person's commission or attempt to
commit an aggravated assault or felony, taking part in a riot or civil disturbance, or taking part as a principal or as an
accessory in illegalactivities or an illegal occupation. This exclusion doesnot apply where such Injury results froma
medical condition (physical or mental), including a medical condition resulting fromdomestic violence (e.g.
depression).
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e Custodial Care & Maintenance Care is care or confinement primarily for the purpose of meeting personalneeds
(bathing, walking, etc.) which could be rendered at home or by personswithoutprofessional skills or training.
Services orsupplies that cannot reasonably be expected to lessen the patient's disability orto enable himto live
outside ofan institution. Any type of Maintenance Care which is not reasonably expected to improve the patient's
condition within areasonable period of time, except as may be included as part ofa formal Hospice Care Plan.

e Dental Care. Charges fordental care, oral surgery, extraction of teeth, treatmentof dentalabscess orgranuloma and
work done on orto the teeth orto surroundingtissueor structure, to include gums and tooth sockets, except for
tumors will not be paid by the Plan, unless the work is necessary because of damage caused by accidental injuries
sustained by the Covered Person while covered by this Plan.

e Diagnostic Hospital Admissions. Confinementin a Hospital that is for diagnostic purposes only, when such
diagnostic services could be performed in an outpatientsetting.

e Disposable Medical Supplies for Home Use. Normal home medical supplies orfirst aid items.

e Drugs in Testing Phases. Medicines ordrugs which are in the Food and Drug Administration Phases |, 11, or 1
testing, drugs which are not commercially available for purchaseorare not approved by the Foodand Drug
Administration for generaluse.

e Ecological or Environmental Medicine. Chelation or chelation therapy, orthomolecular substances, or use of
substances ofanimal, vegetable, chemical or mineral origin which are not specifically approved by the FDA as
effective for treatment.

e FEducational or Vocational Testing or Training. Testing and/ortraining foreducational purposes orto assist an
individualin pursuing atrade or occupation. Training ofa Covered Person for the development of skills needed to
cope with an accidental Injury or Sickness, except as may be expressly included.

e Hligibility. Charges fortreatment received before coverage underthis optionbeganorafterit is terminated.

e Bye Care/ Vision Care. Eye examinations for the purpose of prescribing corrective lenses. Vision supplies
(eyeglasses orcontact lenses, etc.) or their fitting, replacement, repair or adjustment. Orthoptics, visiontherapy,
vision perception training, or otherspecial vision procedures, including procedures whose purpose is the correction
of refractive error, such as radial keratotomy or laser surgery. NOTE: This exclusion will notapply to: (1) services
necessitated by a Sickness oraccidental Injury, or (2) the initial purchase of glasses or contact lenses following
cataractsurgery.

e Excess Charges. Charges that exceed Plan limits, set forth herein and including (but not limited to) the Maximum
Allowable Charge in the Plan Administrator’sdiscretion and as determined by the Plan Administrator, in
accordance with the Plan terms as set forth by and within this document.

e Exercise Equipment / Health Clubs. Exercising equipment, vibratory equipment, swimming or therapy pools.
Enrollment in health, athletic or similar clubs.

o Experimental and/or Inwestigational. Expenses for services, supplies, care and treatment which do not constitute
accepted medical practice properly within the range of appropriate medical practice under the standards of the case
and by the standards of a reasonably substantial, qualified, responsible, relevant segment of the medical and dental
community or government oversight agencies at the time services were rendered.

The Claims Administrator must make an independent evaluation of the Experimental/non-BExperimental standings
of specific technologies. The Claims Administratorshallbe guided by areasonable interpretation of Plan
provisions. The decisions shallbe made in good faith and rendered following a detailed factual background
investigationofthe claimand the proposed treatment. The decision of the Claims Administrator will be final and
binding on the Plan. The Claims Administratorwill be guided by the following principles:

- if thedrug or device cannot be lawfully marketed without approval ofthe US. Food and Drug Administration
and approval for marketing has not been given at the time the drug or device is furnished; or

- if the drug, device, medical treatment or procedure, or the patient informed consent document utilized with the
drug, device, treatment or procedure, was reviewed and approved by the treating facility's Institutional Review
Board or other body serving a similar function, or if federal law requires such review or approval; or
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- if Reliable Evidence shows thatthe drug, device, medical treatment or procedure is the subject of on-going
phase lor phase Il clinical trials, is the research, Experimental, study or Investigationalarmof on-going phase
Il clinical trials, or is otherwise under studyto determine its maximum tolerated dose, its toxicity, its safety, its
efficacy or its efficacy as compared with a standard means of treatmentor diagnosis; or

- if Reliable Evidence shows thatthe prevailing opinionamong experts regarding the drug, device, medical
treatment or procedure is that further studies or clinical trials are necessary to determine its maximum
tolerated dose, its toxicity, its safety, its efficacy or its efficacy as compared with a standard means of
treatment or diagnosis.

Reliable Evidence shallmean only published reports and articles in the authoritative medicaland scientific
literature; the written protocol or protocols used by the treating facility or the protocol(s) of another facility
studyingsubstantially the same drug, service, medical treatment or procedure; or the written informed consent
used by the treating facility or by another facility studying substantially the same drug, device, medical treatment
or procedure.

Drugs are considered Experimental if they are not commercially available for purchase and/ortheyare not
approved by the Foodand Drug Administration for general use.

e Family Member. Services rendered to you oryour covered dependentby any of the following:
- Spouse;
- Parent(s) orparent(s)-in-law;
- Child(ren);
- Brother(s) orbrother(s)-in-law;
- Sister(s) orsister(s)-in-law;
- Grandparent(s); or
- Self.

e Food Supplements. Food supplementsare not covered by thePlan, unless otherwise provided forin this
document.

e Foot Care, Routine. Routine foot care, except when needed for severe systemic disease. Routine foot care
services thatare not covered include: cutting or removal of corns or calluses and debriding (removal of dead skin
or underlying tissue).

e Genetic Counseling or Testing. Counseling ortesting concerninginherited (genetic)disorders, except as provided
underPreventive Care orwhen such services are determined by a Physician to be Medically Necessary during the
course ofa Pregnancy which is covered by thePlan orto treat an inheritable disease.

o Gowernment Cowerage. Charges forservices furnishedto the Covered Person in any veterans Hospital, military
Hospital, institution or facility operated by the United States government or by any state government orany agency
or instrumentality of such governments. NOTE: This exclusion does not apply to treatment of non-service related
disabilities or for inpatient are provided in a military or other Federal government Hospitalto Dependents of active
duty armed service personnel orarmed service retirees and theirdependents. This exclusion does notapply where
otherwise prohibited by law.

e Hair Replacement. Replacement of nonproductive hairfollicles with productive follicles from anotherarea ofthe
scalp or body fortreatment of alopecia (baldness), orany other surgeries, treatments, drugs, services or supplies
relating to baldness or hair loss.

e Hearing Aids and Related Charges. Hearing aids or any other external appliances used to improve hearing
acuity, testing necessary to fit a hearing aid, or the fitting of any such devices except as specifically listed in
the Medical Services and Supplies in this document.

e Holistic, Homeopathic or Naturopathic Medicine. Services, supplies, drugs oraccommodations provided in
connection with holistic, homeopathic or naturopathic treatment.

e Hospital Services.Hospitalization fordiagnostic purposes when inpatient care would not otherwise be required.
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Hypnotherapy. Treatment by hypnotism.

Infertility Treatment. Charges fortreatment of Infertility including but not limited to drug therapy, reversal
of surgical sterilization, invitro fertilization, or complications of suchprocedures.

Impregnation. Artificial insemination, in-vitro fertilization, G.I.F.T. (Gamete Intrafallopian Transfer) orany
type of artificial impregnation procedure, whether ornot any such procedure issuccessful.

Late-Filed Claims. Claims which are not filed with the Claims Administrator for handling within 12 months
after the treatment or services were received.

Learning & Behavioral Disorders. Testing ortreatment for learning or behavioral disorders including
attentiondeficit disorder (ADD), attention deficit hyperactive disorder (ADHD), intellectual disability, or
autism, except as provided in Covered Services.

Massage Therapy.

Military Service. Conditions which are determined by the Veteran's Administration to be connected to active
service in the military of the United States, except to the extent prohibited or modified by law.

Missed Appointments. Expenses Incurred for failure to keep a scheduled appointment.

No Charge / No Legal Requirement to Pay. Services forwhich no charge is made or for which a Covered Person
is not required to pay, oris notbilled or would not have been billed in the absence of coverage under this Plan.
Where Medicare coverage is involved and this Plan is a "secondary" coverage, this exclusion willapply to those
amounts which a Covered Person is not legally required to pay due to Medicare's "limiting charge" amounts.
NOTE: This exclusion does notapply to any benefit or coverage thatis available through the Medical Assistance
Act(Medicaid).

Non-Prescription Drugs. Drugs foruse outside of a Hospital or other inpatient facility which can be purchased
over-the-counterand without a Physician's written prescription - except as may be included in the prescription
coveragesofthe Plan. Drugs forwhich there is a non-prescription equivalent available.

Not Cowvered Provider. Services that are performed by Providers that do not satisfy all the requirements per the
Provider definition as defined within this Plan.

Not Listed Services or Supplies. Any services, care or supplies which are not specifically listed in this Medical
Plan Document as Medical Services and Supplies will not be covered unlesstheexpense is substantiated and
determined to be Medically Necessary and is approved for coverage by the Plan Administrator.

Not Medically Necessary/Not Physician Prescribed. Any services orsupplies which are not both: (1)
Medically Necessary, and (2) Incurred on the advice ofa Physician -unless expressly included herein. Inpatient
roomand board when hospitalization is for services thatcould have been performed safely on an outpatientbasis
including, but not limited to: preliminary diagnostic tests, physical therapy, medical observation, treatment of
chronic pain or convalescentorrest cure.

Ohesity. Charges for weight control, weight loss orweight reductionsurgery, including prescribed medications,
food supplements, diet pills and vitamins, except as covered under the Preventive Care benefit. Medically necessary
charges for Bariatric Procedures for Morbid Obesity will be covered as stated in the Schedule of Benefits section
under Bariatric Surgery and Gastric Bypass Surgery.

Orthognathic Surgery. Surgery to correctareceding or protruding jaw, unless Medically Necessary.

Other Cowerage. Services orsupplies forwhich a Covered Person is entitled (or could have been entitled if proper
application had been made) to have reimbursed by or furnished by any plan, authority or law of any government,
governmentalagency (Federal or State, Dominion or Province or any political subdivisionthereof). However, this
provision does not apply to Medicare Secondary Payor or Medicaid Priority rules. Services orsupplies received
from a health care department maintained by oron behalf of an employer, mutual benefit association, labor union,
trustees orsimilar person(s) orgroup.

Other than Attending Physician. That are otherthan those certified by a Physician who is attending the Covered
Person as being required forthe treatmentof Injury or Disease, and performed by an appropriate Provider.
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e Outside United States. Charges Incurred outside ofthe United States except in an Emergency or Urgent-Care
situation.

e Personal Comfort or Conwvenience Items. Services orsupplies thatare primarily and customarily used for
nonmedical purposesorare used forenvironmental control orenhancement (whetherornot prescribedby a
Physician) including but not limited to: (1) air conditioners, air purifiers, or vacuumcleaners, (2) motorized
transportationequipment, escalators, elevators, ramps, (3) waterbeds or non-Hospital adjustable beds, (4)
hypoallergenic mattresses, pillows, blankets or mattress covers, (5) cervical pillows, (6) swimming pools, spas,
whirlpools, exercise equipment, or gravity lumbar reduction chairs, (7) home blood pressure Kits, (8) personal
computers and related equipment, televisions, telephones, or other similar items or equipment, (9) food liquidizers,
or (10) structuralchangesto homes orautos.

e Postage, Shipping, Handling Charges, Etc. Any postage, shipping or handling charges which may occur in the
transmittal of information to the Claims Administrator. Interest or financing charges.

e Prior Cowerages. Services orsupplies forwhich the Covered Person is eligible for benefits underthe plan
which this Plan replaces.

e Prior to Effective Date / After Termination Date. Charges incurred priorto anindividual's effective
date of coverage underthe Plan orafter coverage is terminated, except as may be expressly stated.

e Prohibited by Law. Any charge forcare, supplies, treatment, and/or services to the extent that payment under this
Plan is prohibited by law.

e Psychiatric Care. Psychiatric care/chemical dependency benefits do not include telephone psychiatric
consultations ortesting for intelligence or learning disabilities, unless otherwise indicated as covered
elsewhere in this Medical Plan Document.

¢ Relative or Resident Care. Any service rendered to a Covered Person by arelative (i.e., a spouse,ora
parent, brother, sister, or child of the Employee or of the Employee's spouse)oranyone who customarily
lives in the Covered Person’s household.

e Sales Tax, Etc. Sales or othertaxes or charges imposed by any government or entity. However, this exclusion will
not apply to surcharges required by the New York Health Care Reform Act of 1996 (or as lateramended) or
similar surcharges imposed by other states.

e Self-ProcuredServices. Services rendered to a Covered Person who is not under the regular care ofa Physician
and for services, supplies ortreatment, including any periods of Hospital confinement, which are not
recommended, approved and certified as necessary and reasonable by a Physician, except as may be specifically
included in the list of Medical Services and Supplies in the Medical Plan Document.

e Social or Learning Problems. Services that are primarily oriented towards treatinga social or learning problem
rather than a medical problemincluding but not limited to dyslexia, behavior modification, attention deficit
disorderand hyperactivity.

e Sterilization Rewversal Procedures. A vasectomy orreconstruction (reversal) of a prior elective sterilization
procedure.

e Subrogation, Reimbursement, and/or Third Party Responsibility. Any charges for care, supplies, treatment,
and/or services for an lliness, Injury or Sickness not payable by virtue of the Plan’s subrogation, reimbursement,
and/or third party responsibility provisions.

e Surrogacy. Services rendered to a person,nota Covered Person, who agrees to carry a child on behalf of the
Covered Person; or services rendered to the Covered Person to carry a child not their own, except as required
under Federal law.

e TMJ ( Temporomandibular Joint)

e Telecommunications. Advice or consultationgiven by orthrough any formof telecommunication, otherthan a
provided by LiveHealth Online or a Telehealth/Virtual Visit claim submitted by the member’s physician.
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o Trawl. Travel oraccommodation charges, whetherornot recommended by a Physician, except forambulance
charges oras otherwise expressly included in the list of Medical Services and Supplies

e Vitamins or Dietary Supplements. Prescription ornon-prescription organic substances used for nutritional
purposes, unless otherwise describedas covered in this document.

e Vocational Testing or Training. Vocationaltesting, evaluation, counseling ortraining.

e War or Active Duty. Health conditions resulting frominsurrection, war (declared orundeclared) orany act of war

and any complications there from, or service (past or present) in the armed forces of any country, to the extent not
prohibited by law.

o WeightControl. Weight reductionsurgery reversals or weight reduction programs ofany sort, including
prescribed medications.

e Wigs. Benefits do not coverwigs forany reason.

e Workers’ Compensation or Occupational Disease Law. Charges in connectionwith accidental bodily Injury or
Sickness which are incurred during the course ofany work done for wage or profit, including self-employment,
regardless of whether benefits are available underany Workers” Compensation or Occupational Disease Law; or
any condition for which benefits are payable through Workers” Compensationor Occupational Disease Law.

With respect to any Injury which is otherwise covered by the Plan, the Plan will not deny benefits otherwiseprovided
for treatment of the Injury if the Injury results from being the victim of an act of domestic violence ora documented
medical condition. To the extent consistent with applicable law, this exception will not require this Plan to provide
particular benefits otherthanthose provided under the terms of the Plan.
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PRESCRIPTION DRUG BENEFITS
Pharmacy Drug Charge

Participating Pharmacies have contracted with the Plan to charge Covered Persons reduced fees for covered
Prescription Drugs. OptumRxis the administrator of the Pharmacy Drug Plan.

The Plan will follow the provision of federal Patient Protection and Affordable Care Act as it pertains to the preventive
care provisions ofthe Plan. Contact the OptumRx Customer Service Department at 1.844.579.7778 for details.

Prescription Drug List
The prescription Drug List is a toolthat helps guide you and your Physicianin choosingthe medications that allow

the most effective and affordable use of your Prescription Drug benefit. You can find the prescription Drug List
through the internetat www.optumrx.com and navigateto the drug information, coverage, and pricing section.

BenefitLewels
Benefits are available for Outpatient Prescription Drugs.

The Plan pays benefits at different levels fortier 1, tier 2, and tier 3 Prescription Drugs. All Prescription Drugs covered
by the Plan (exclusions and limitations apply) are categorized into these three tiers on the prescription Drug List. The
tier status of a Prescription Drug may change periodically, based on the Prescription Drug List Management
Committee's periodic tiering decisions. Whenthatoccurs, youmay pay more or less fora Prescription Drug, depending
on its tier assignment. Since the prescription Drug List may change periodically, forthe most current information, you
canvisit www.optumrxcom, and navigate to the Look up drug information, coverage, and pricing section, or call
OptumRx at 1.844.579.7778.

Each tier is assigned a Co-pay, which is the amount you pay when you visit the pharmacy ororder your medications
through home delivery. Your Co-pay will also depend on whether ornotyou visit the pharmacy oruse the home
delivery service; see the Prescription Schedule of Benefits for further details. Here is howthe tier systemworks:

Tier 1 is your lowest Co-pay option. Forthe lowest out-of-pocket expense, you should consider tier 1 drugs ifyou and
your Physician decide theyare appropriate foryour treatment.

Tier 2 is yourmiddle Co-pay option. Consideratier2 drug if no tier 1 drug is available to treat your condition.

Tier 3, if applicable, is your highest Co-pay option. The drugs in tier 3 are usually more costly. Sometimes there are
alternativesavailable in tier 1 or tier 2.

If you choose abrand name drug, when there is a generic equivalent available and your provider has not written
“DAW”, you will pay the brand Co-pay, plus the costdifference betweenthe generic and brand name drug.

Retail

The Plan has a network of participating retail pharmacies, which includes many large drug store chains. You can obtain
information about Network Pharmacies by visiting www.optumrxcom, and navigating to the pharmacy locator section,
or call OptumRx at 1.844.579.7778. Through the Retail 90 Network, you can fill 90-day supplies of your maintenance
medications at a subset of participating retail pharmacies.

To obtain your Prescriptionfroma retail pharmacy, simply present your ID card and pay the Co-pay amount. The Plan
pays benefits for certain covered Prescription Drugs as written by a Physician and in accordance with the Plan.

Note: Pharmacy Benefits apply only if your Prescription is fora Covered Expense, and not for Experimental,
Investigational, or Unproven Services. Otherwise, you are responsible for paying 100% of the cost.
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Home Delivery

The home delivery service may allow you to purchase up to a 90-day supply ofa covered maintenancedrug throughthe
mail. Maintenance drugs help in the treatment of chronic llinesses, suchas heart conditions, allergies, high blood
pressure, and arthritis.

To use the home delivery service, go to www.optumrx.com or the mobile app. Fromthere you can fill new
prescriptions, transfer others to home deliverand more. You can also have your physician sendan electronic
prescription. If you have any questions, you can reach OptumRxat 1.844.579.7778.

The Plan pays home delivery benefits for certain covered Prescription Drugs as written by a Physician and in
accordance with the Plan.

Note: To maximize yourbenefit,askyourPhysician to write your Prescription order or refill for a 90-day supply, with
refills when appropriate. You will be charged ahome delivery Co-pay or Participation amount forany Prescription
order or refill if you use the home delivery service, regardless ofthe numberofdays'supply that is written on the
order. Be sureyourPhysician writes yourhome delivery orrefill for a 90-day supply, not a 30-day supply with three
refills.

Out-of-Pocket Limit

You pay a Co-pay for your prescriptions until Calendar Year Out-of-Pocket limit shown in the Schedule of Benefits is
reached. Then, Covered Charges Incurred by a Covered Person willbe payable at 100% (except for the charges
excluded) for the rest of the Calendar Year.

When a Family Unit reaches the Out-of-Pocket limit, Covered Charges forthat Family Unit will be payable at 100%
(except for the charges excluded) forthe rest of the Calendar Year.

Pre-authorization Requirements

Some drugs require pre-authorization before benefits become available. The drugs requiring pre-authorization can
change atany time. The participating Pharmacy or mail order Pharmacy will not provide coverage unless drugs have
been approved for benefit payment. Ifa Pharmacy advises youthat you need pre-authorization, youshould call the
OptumRx Customer Service Department at 1.844.579.7778 for assistance. Failure to obtain prior authorization will
resultin denial of benefits.

Pharmacy Utilization Management Program

Certain Prescription Drugs have quantity limits, require prior authorization or step therapy orare excluded under the
Plan. For specific information about the Pharmacy Utilization Management Program, call the OptumRx Customer
Service department at 1.844.579.7778.

Specialty Pharmacy Services

OptumRx has aspecial programfor specialty drugs developed for chronic and orcomplex llinesses including but
not limited to Crohn’s disease, hepatitis C, osteoarthritis, rheumatoid arthritis, and pulmonary disease. These drugs
may have specialhandling storage, shipping requirements, or require disease specific treatmentprograms. They
may be injections, infusions, ororal products.

All drugs deemed specialty drugs by OptumRxmust be filled by a Specialty Pharmacy, list below. A complete list
of drugs available underthe Specialty Pharmacy is available by calling OptumRx Customer Service Department at
1.844.579.7778, oryou may access the list on theirwebsite at www.optumrx.com.

You may fill Your specialty Prescriptionsat any of the Specialty Pharmacies shown below, orat any CommonSpirit
Health owned pharmacy.
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o CommonSpirit Health Specialty Pharmacy: 602.406.3970 / 1.888.294.8348
e  OptumSpecialty Pharmacy: 1.877.838.2907

Note: When you use adrug manufacturer copay card for a specialty medication, that drug may be subjectto anew
member cost share. This newmember cost share will notimpact you orthe price you pay. You will still benefit from
using the drug manufacturer copay cards to reduce your cost share even though drug coupondollars will not count
towards your out-of-pocket limits.

You may call OptumRx Customer Service at 1.844.579.7778 with any questionsabout your Prescription Drug Benefits.

Vacation Supply

A supply of medication may be replenished before anormalrefill date when needed fora vacation trip. To obtain
authorization foran advance supply ofdrugs, you must call OptumRx at 1.844.579.7778. This means that you may
receive up to a 30-day supply, limit two fills perrolling 12-months. You must pay the applicable multiple Copayments
for a vacation supply.

Cowered Prescription Drugs

e Alldrugs prescribed by a Physician that require a prescription either by federal or state law. This excludes any
drugs stated as not covered under this Plan.

e Compound prescriptions containing ingredients within a therapeutic quantity. Prior authorization may be required
and certain exclusions may apply (such as OTC)

¢ Insulinand otherdiabetic supplies when prescribed by a Physician, including insulin pumps and pump supplies.
e Injectable drugs orany prescription directingadministration by injection.

e ThePlan will comply within one year ofthe effective date ofall new recommendations or guideline changes as
required underthe federal Patient Protection and Affordable Care Act; the Plan will not coverany itemor service
thatis no longera recommended preventive service. No patient cost share is required for Generic drugs mandated
as covered underthis provision. Ifa Generic version is not available orwould not be medically appropriate for the
patient as determined by the attending Physician, the Brand Name drug will be available at no cost share, subject
to reasonable medical management approval by OptumRx. Please see
www.HealthCare.gov/center/requlations/prevention.html for complete listing unless listed below.

— Contraceptives FDA-approvedself-administered when prescribed by a Physician for females with
reproductive capacity (up to age 50). Over-the-counter emergency contraceptives and barrier contraceptives
are only covered at the retail Pharmacy. Benefits are not provided forabortifacient drugs or over-the-counter
contraceptives obtained without a prescription otherthan emergency contraceptives as shown above.

— Tobacco use cessationagents when prescribed by a Physicianfor Covered Persons overage 18 for over-the-
counterand prescriptionforms to include gum, lozenge, patch, inhaler, nasal spray, and oral agents. Two
individualtobacco cessationattempts per Calendar Year (180 days)will be covered.

Limits to This Benefit

This benefit applies only when a Covered Person incurs a covered Prescription Drug charge. The covered drugcharge
for any one prescription will be limited to:

o Refills only up to the number of times specified by a Physician.

o Refills up to one yearfrom the date of order by a Physician.

¢ Quantity limits that could apply to controlled substances based on state regulations.

Dignity Health Central Coast EPO 2 R January 1, 2023
60


http://www.healthcare.gov/center/regulations/prevention.html

Expenses Not Cowered

This benefit will not coveracharge for any ofthe following:

Administration. Any charge forthe administration ofa covered Prescription Drug, except for vaccinations.

Appetite Suppressants/Dietary/Vitamin Supplements. A charge for appetite suppressants, dietary supplements
or vitamin supplements, except for prenatal vitamins requiring a prescription or prescription multivitamins
including those with fluoride oriron, or otherwise required by ACA guidelines.

Consumed on Premises. Anydrug or medicine that is consumed oradministered at the place where it is
dispensed.

Devices. Devices ofany type, even though such devices may require a prescription, unless otherwise required by
ACA guidelines. These include (but are not limited to) therapeutic devices, artificial appliances, braces, support
garments, orany similar device.

Drugs Used for Cosmetic Purposes. Charges for drugs used for cosmetic purposes, such as anabolic steroids,
Retin A or medications for hair growth or removal.

Experimental. BExperimental drugs and medicines, eventhougha charge is made to the Covered Person, unlessas
required by federal law.

FDA. Any drug notapprovedby the Foodand Drug Administration.
Infertility. A charge for Infertility medication.
Injectable Supplies. A charge for hypodermic syringesand/orneedles (otherthan forinsulin).

Inpatient Medication. A drug or medicine that is to be taken by the Covered Person, in whole or in part, while
Hospital confined. This includes being confined in any institution that has a facility for the dispensingofdrugs and
medicines on its premises.

Investigational. A drug or medicine labeled: " Caution - limited by federal law to Investigationaluse".
Medical Exclusions. A charge excluded under Medical Plan Exclusions.

No Charge. A charge for Prescription Drugs which may be properly received without charge under local, state or
federal programs.

No Prescription. A drug or medicine that can legally be bought without a written prescription. This does not
apply to injectable insulin or drugs as specifically noted as mandated for coverageunder the federal Patient
Protection and Affordable Care Act or drugs indicated by the Plan (e.g., non-sedating anti-histamines).

Refills. Any refill that is requested more than one year after the prescriptionwas written orany refill that is more
than the number of refills ordered by the Physician.
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HOW TO SUBMIT A CLAIM — MEDICAL AND PRESCRIPTION

Benefits underthis Plan shall be paid only if the Plan Administrator decidesin its discretion thata Covered Person is
entitled to them.

Network Provider benefits are always paid directly to the Network Provider. Benefits for Hospital or other facility are
generally paid directly to the Hospital or facility, if charges have not been paid by you. Allother Maximum Allowable
Charges/benefits are generally paid directly to you unless you allowthe Plan to make a Direct Payment to the Provider
with a Permission for Direct Payment of Benefits. This Plan does not recognize assignments to Providers, Physicians or
Hospital for any reason including fiduciary matters. Direct Payments to a Provider, Physician or Hospital does not
constitute a waiver of this anti-assignmentprovision and does not confer on the Provider, Physician or Hospitalany
rights underthe Plan or ERISA.

When the claim is processed, BRMS will prepare an Explanation of Benefits Statement. This information should be
carefully reviewed to make sure the charges were submitted to BRMS correctly and that the claimwas processed
accurately.

1. WhenaCovered Person has a Medical Claim to submit for payment that person must:

¢ Obtain a Claim form from BRMS
— Call BRMS Customer Service at 1.866.755.6974, or

— Log onto https:/Aww.brmsonline.com/dignityhealth/central-coast

e Complete the Employee portion of the form. All questions must be answered.
e HavetheProvidercomplete the Provider's portion ofthe form.
e For Plan reimbursements, attach bills for services rendered. Allbills must show:
— Name of Plan
— Employee's name
— Member ID number
— Name of patient
— Name, address, telephone number ofthe Provider of care
— Diagnosis
— Typeofservices/supplies rendered, with diagnosis and/or procedure codes
— Date of services orreceipt ofsupplies

— Charges
e Sendtheabove to the Claims Administrator at this address:

BRMS

P.O. Box 2140
Folsom, CA 95673
1.866.755.6974

2. WhenaCovered Person has a Pharmacy Claim to submit for payment that person must:
e Obtaina Claim form from OptumRx
— Call OptumRx Customer Service at 1.844.579.7778, or

— Log onto; www.optumrx.com
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e  Complete the form.
o Attachallapplicable receipts.
e Sendtheaboveto OptumRxat this address:

OptumRXx

Attn: Claims Department
P.O. Box 29044

Hot Springs, AR 71903

When Claims Should be Filed

Claims must be filed with the Claims Administratorwithin 12 months ofthe date charges forthe services were
Incurred. Benefits are based on the Plan’s provisions at the time the charges were Incurred. Claims filed later than that
date will be denied unless the Claimant was not legally capable of submitting the claim. The Claims Administrator will
determine if enough information has been submittedto enable proper consideration ofthe claim. If not, more
information may be requested fromthe Claimant. The Plan reservesthe right to have a Covered Person seeka second
medical opinion.

Claims Procedure

Following is a description of howthe Plan processes Claims for benefits. A Claim is defined as any requestfora
Plan benefit, made by a Claimant or by a representative ofa Claimant that complies with the Plan's reasonable
procedure formaking benefit Claims. A claim does notinclude arequest fora determination of an individual’s
eligibility to participate in the Plan. The times listed are maximum times only. A period of time begins at the time
the Claim is filed. Decisions will be made within a reasonable period oftime appropriate to the circumstances.
"Days" means calendar days.

If a Claim is denied, in whole or in part, or if Plan coverage is rescinded retroactively forfraud or
misrepresentation, the denial is known as an " Adverse Benefit Determination”. See the Defined Terms section for
the complete definition of Adverse Benefit Determination.

A Claimant has the right to request areview of an Adverse Benefit Determination. This request is an " Appeal”. If
the Claim is denied at the end ofthe Appeal process, as described below, the Plan's final decision is known as a
"Final Adverse Benefit Determination”. If the Claimant receives notice ofa Final Adverse Benefit Determination,
or if the Plan does not followthe Appeal procedures properly, the claimant then has theright to request an
independent external review. The External Review procedures are described below.

Both the Claims and the Appeal proceduresare intended to provide a fulland fair review. This means,among
otherthings, thatClaims and Appeals will be decided in a manner designed to ensure the independence and
impartiality of the personsinvolved in making these decisions.

A Claimant must follow all Claims and Appeal procedures bothinternaland external, before he or she can file a
lawsuit. If a lawsuit is brought, it must be filed within two years afterthe final determination of an Appeal.

Any ofthe authority and responsibilities of the Plan Administrator under the Claims and Appeal Procedures or the
External Review Process, including the discretionary authority to interpret the terms ofthe Plan, may be delegated to
a third party. If you have any questions regarding these procedures, please contact the Plan Administrator.

There are different kinds of Claims and each one has a specific timetable for each step in the review process. Upon
receipt of the Claim, the Plan Administrator must decide whetherto approve ordeny the Claim. The Plan
Administrator's notification to the claimant of its decision must be made as shown in the timetable. However, if the
Claim has not been filed properly, or if it is incomplete, or if there are other matters beyondthe control of the Plan
Administrator, the Claimant may be notified that the period for providing the notification willneed to be extended.

If the period is extended because the Plan Administrator needs more information from the Claimant, the Claimant
must provide the requested information within the time shown on the timetable. Once the Claim is complete, the
Plan Administrator must make its decision as shown in the timetable. If the Claim is denied, in whole or in part,the
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claimant has the right to file an Appeal. Then the Plan Administrator must decide the Appealand, ifthe Appeal is
denied, provide notice to the Claimant within the time periods shown on the timetable. The time periods shown in
the timetable begin at the time the Claim or Appealis filed in accordance with the Plan's procedures. Decisions will
be made within a reasonable period of time appropriate to the circumstances, but within the maximum time periods
listed in the timetables below. Unless otherwise noted, "days™" means calendar days.

The definitions of the types of Claims are:
Urgent Care Claim

An Urgent Care Claim is any Claim for medical care or treatment where using the timetable foranon- urgent
care determination could seriously jeopardize the life or health of the Claimant; or the ability of the Claimant to
regain maximum function; orin the opinion ofthe attending or consulting Physician, would subject the Claimant
to severe pain that could not be adequately managed withoutthe care ortreatment that is the subject of the
Claim.

A Physician with knowledge of the Claimant's medical condition may determine if a Claim is one involving urgent
care. If there is no such Physician, an individual acting on behalf of the Plan applying the judgment of a prudent
layperson that possesses an average knowledge of health and medicine may make the determination.

In the case of an Urgent Care Claim, the following timetable applies:

Notification to Claimant of benefit determination | 72 hours

Insufficient information on the Claim, or failure to follow the Plan's procedure for filing a Claim:
Notification to Claimant, orally or in writing 24 hours

Response by Claimant, orally or in writing 48 hours

Benefit determination, orally or in writing 48 hours

Notification of determination on Appeal 72 hours

Ongoing courses of treatment (concurrent care), notification of:

Reduction or termination before the end of treatment 72 hours

Determination as to extending course of treatment 24 hours

If there is an adverse benefit determination on an Urgent Care Claim, a request foran expedited appeal may be
submitted orally or in writing by the Claimant. All necessary information, including the Plan's benefit determination
on review, may be transmitted between the Plan and the claimant by telephone, facsimile, or other similarly
expeditious method. Alternatively, the claimant may request an expedited review underthe External Review Process.

Concurrent Care Claims

A Concurrent Care Claim is a specialtype of Claim that arises if the Plan informs a Claimant that benefits fora course
of treatment that has been previously approved for a period of time or number of treatmentsiis to be reduced or
eliminated. In that case, the Plan must notify the Claimant sufficiently in advance ofthe effective date of the reduction
or elimination of treatment to allow the Claimant to file an Appeal. This rule does notapply if benefits are reduced or
eliminated due to Plan amendment or termination. A similar process applies for Claims based on arescission of
coverage for fraud or misrepresentation.

Concurrent Care Claims may also involve requests to extend a course of treatment beyond the time period or number of
treatments already authorized. Forany Concurrent Care Claim that is an Urgent Care Claim, the claim will be decided
as soon as possible, taking into accountthe medical exigencies, but not later than 24 hours after receipt of the claims,
provided the Claimant made the claim at least 24 hours prior to the expiration of the course of treatment.
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In the case ofa Concurrent Care Claim, the following timetable applies:

Pre-Service Claim

Notification to Claimant of benefit reduction

Sufficiently prior to scheduled termination of
course oftreatment to allow Claimant to
appeal

Notification to Claimant of rescission

30 days

Notification of determination on Urgent Care Claim or
Appealof Urgent Care Claims

24 hours (provided Claimant files Claim or
Appealmore than 24 hours priorto scheduled
termination of course oftreatment)

Notification of determination on Appeal fornon-Urgent
Claims

15 days

Notification of determination on Appeal for Rescission
Claims

30 days

A Pre-Service Claim means any Claim for a benefit underthis Plan where the Plan conditions receipt ofthe
benefit, in whole or in part,on approval in advance of obtaining medical care. These are, for example, Claims
subject to Predetermination of Benefits, precertification or mandatory second opinions. Please see the Cost
Management section of this booklet for further information about Pre-Service Claims.

In the case ofa non-urgentPre-Service Claim, the following timetable applies:

Notification to Claimant of benefit determination 15 days
Extension due to matters beyond the control of the Plan 15 days
Insufficient information on the Claim:
Notification of 15 days
Response by Claimant 45 days
Notification, orally or in writing, of failure to follow the 5 days
Plan's procedures forfiling a Claim
Notification of determination on Appeal 15 days perbenefit appeal
Ongoing courses of treatment:
Reduction ortermination before the end ofthe treatment | 15 days
Requestto extend course of treatment 15 days
Reduction ortermination before the end ofthe treatment 15 days
Request to extend course of treatment 15 days

Post-Service Claim

A Post-Service Claim means any Claim for a Plan benefit that is not an Urgent Care Claim or a Pre-Service
Claim; in otherwords, a Claim that is a request for payment under the Plan for covered medical services already

received by the Claimant.

In the case ofa Post-Service Claim, the following timetable applies:

Notification to Claimant of Adverse Benefit Determination 30 days

Extension due to matters beyond the control of the Plan 15 days

Extension due to insufficient information on the Claim 15 days

Response by Claimant following notice of insufficient 45 days

information

Notification of determination on Appeal 30 days perbenefit appeal
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Claims Denial Notice

You will receive awritten notice of the Plan’s claims decision. If yourclaimis denied, the notificationwill include:

Information sufficient to identify the claim involved, including, if applicable: the date of service, the health care
provider, the claimamount, and upon requestthe diagnostic and treatmentcodes will be provided to you as soon as
practicable along with their corresponding meanings;

A statementofthe specific reason(s) forthe decision, including (i) the Plan’s denial code and its corresponding
meaning and (ii) the Plan’s standard, ifany, that was used in denyingthe claim;

Specific Plan provisions on which the denialis based;

A description ofany additional material or information necessary forthe claimto be completed, as well as an
explanation of why the material or information is necessary;

A description of the Plan’s internal appeal procedures, their time limits, and how to initiate an appeal, as well as
the availability of an external review, and yourright to bring a civil action in court following a claims denial on
review;

The availability ofand contact information forany applicable office of health insurance consumer assistance or
ombudsman established under PHS Act § 2793 to assist individuals with the internal claims and appeals and

external review processes;and

For a claim denial involving an Urgent Care Claim, a descriptionofthe expedited review process applicable to
such claims.

If you receive no response within these time frames, you may considerthe requestdenied.
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CLAIMS APPEAL PROCESS

If your claim for benefits is wholly or partially denied, you, orsomeone on your behalf, are entitled to file a request for
review with the Claims Administrator foryourbenefit plan. The stepsin the review process are outlined below:

1. FirstAppeal. Within 180 days after receiving a notice that your claimhas been denied or within 180 days ofthe
date you were entitled to consider your request denied, ifyou do not receive a denial notice), you oryourauthorized
representative may submit a written request for review of the denial to the Claims Administrator. During the appeal
process, you have the right to presentevidence and testimony pertaining to the claimand you have the right to review
yourclaim file. You should submit all of the issues, comments, additional information, and relevant documents that
you want considered with your request for reviewto the Claims Administrator.

The Claims Administrator will make a full and fair review of your request and may ask for additional information.
Your request for review of the denial will be conductedby an appropriate named fiduciary ofthe Plan, who is neither
the individualwho made the initial benefit determination norasubordinate of suchindividual. The review of the
denied claim will not afford that denialany deference.

If the Claims Administrator relies upon any new oradditional evidence that was considered, relied upon, or generated
during the review of your claim, you will be provided, free of charge, with this new or additional evidence. The
evidence will be provided to you sufficiently in advance of the Plan’s final decision to allowyou a reasonable
opportunity to respond to the newevidence.

Similarly, if the Claims Administrator relies upon any new oradditional rationale when deciding your appeal, you will
be provided, free of charge, with this new or additional rationale. The rationale will be provided to you sufficiently in
advance ofthe Plan’s final decision to allow you a reasonable opportunity to respond to the newrationale.

You will receive written notification ofthe decision on yourappeal within:

e 72 hours, forUrgent Care Claims 15 days, for pre-service claims that are not Urgent Care Claims and require prior
authorization, pre-admission certification or continued stay approval before medical care is received

e 30 days forall otherclaims (those that are neither urgentnorrequire prior approval)

See charts above for details.

If yourappealis denied, the notice will explain:

e Information sufficient to identify the claim involved, including, if applicable: the date of service, the health care
provider, the claimamount, and upon requestthe diagnostic and treatmentcodes will be provided to you as soon as
practicable, along with their corresponding meaning;

e A statementofthe specific reason(s) forthe decision, including (i) the Plan’s denial code and its corresponding
meaning and (ii) the Plan’s standard, ifany, that was used in denyingthe claim;

e ThePlan provisions on which it is based;

e A statementdescribing the availability ofand howto initiate a secondappeal, the availability of an external review
and yourright to obtain information about such procedures;

e A statementthat youare entitled to receive, upon request and free of charge, reasonable access to, and copies of, all
documents, records and other information relevant to your claim;

e The availability of and contact information forany applicable office of health insurance consumer assistance or
ombudsman establishedunder PHS Act § 2793 to assist individuals with the internal claims and appeals and
external review processes;and

e A statementthat “You and yourplan may have othervoluntaryalternative dispute resolution options, such as
mediation. One way to find out what may be available is to contact your local U.S. Department of Labor Office
and your State insurance regulatory agency.”
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2. Second Appeal. Within 180 days of receiving a notice fromthe Claims Administrator (or within 180 days ofthe
date you were entitled to consider your request denied, ifyou do not receive a denial notice from the Claims
Administrator) that your claimhas been denied, you oryourauthorized representative may submit a written request for
review of the denial to the Claims Administrator. During the appeal process, youhave the right to presentevidence and
testimony pertaining to the claimand you have the right to review your claimfile.

If the Claims Administrator relies upon any new oradditional evidence that was considered, relied upon, orgenerated
during the review of your claim, you will be provided, free of charge, with this new or additionalevidence. The
evidence will be provided to you sufficiently in advance ofthe Plan’s final decision to allowyou areasonable
opportunity to respond to the newevidence.

Similarly, if the Claims Administratorrelies upon any new oradditional rationale when deciding yourappeal, you will
be provided, free of charge, with this new or additional rationale. The rationale will be provided to you sufficiently in
advance ofthe Plan’s final decision to allowyou a reasonable opportunity to respond to the newrationale.

The Claims Administrator will performa second fulland fair review of yourrequestand may ask for additional

information. (If yoursecondappealis a post-service appeal, then the Claims Administrator may delegate the authority

to performthis review to the PACE.) You will receive written notification of the decision on your appeal, within:

e 72 hours, forUrgent Care Claims 15 days, for pre-service claims that are not Urgent Care Claims and require prior
authorization, pre-admission certification or continued stay approval before medical care is received

e 30 days forall otherclaims (those that are neither urgentnorrequire prior approval)

If yourappealis denied, this is your Final Internal Adverse Benefit Determinationand youwill be given anotice

explaining:

¢ Information sufficient to identify the claim involved, including, if applicable: the date of service, the health care
provider,the claimamount, and upon requestthe diagnostic and treatmentcodes will be provided to you as soon as
practicable, along with their corresponding meanings;

e A statementofthe specific reason(s) forthe decision, including (i) the Plan’s denial code and its corresponding
meaning and (ii) the Plan’s standard, ifany, that was used in denyingthe claim;

e ThePlan provisions on which itis based;

e A statementdescribing the availability ofan external review, any voluntary appeal procedures offered by the Plan,
yourright to obtain information about such procedures, and howto initiate a voluntary appeal;

e A statementthat youare entitled to receive, upon request and free of charge, reasonable access to, and copies of, all
documents, records and other information relevant to your claim;

e The availability of and contact information forany applicable office of health insurance consumer assistance or
ombudsman establishedunder PHS Act § 2793 to assist individuals with the internal claims and appeals and
external review processes;

e A statementthat “You and your plan may have othervoluntaryalternative dispute resolution options, such as
mediation. One way to find out what may be available is to contact yourlocal U.S. Department of Labor Office
and your State insurance regulatory agency”; and

o A statementofyourrightto bring a civil action following a claim denialon review.

Final Internal Adverse Benefit Determination

Upon receipt, review, adjudication and conclusion ofathe Second Appeal, if it is determined by the Plan fiduciary —
eitherthe Plan Administrator, Plan Sponsor, and/or other named fiduciary assigned authority and theduty to otherwise
handle appeals, orthe PACE — that benefits and/or coverage is not available fromthe Plan as it relates to claims for
benefits submittedto the Plan; when such a Final Internal Adverse Benefit Determination is made, by either the Plan
Administrator, Plan Sponsor, and/or other named fiduciary assigned authority and the dutyto otherwise handle appeals,
or the PACE, the internal claim will be deemed exhausted.
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Deemed Exhaustion of Internal Claims and Appeals Processes

If you have been deemed to have exhaustedthe Plan’s internal claims and appeals process, you may (i) initiate an
external review if eligible or (ii) pursue any remedies available under ERISA § 502 or state law, as applicable, on the
basis that the plan orissuer has failed to provide a reasonable internal claims and appeals process thatwould yield a
decision on the merits of the claim. If any party responsible for reviewing your claim or appeal (such as the Claims
Administrator) fails to adhere to these claims procedures when reviewing your claim or appeal, you will be deemed to
have exhausted the Plan’s internal claims and appeals process provided the failure is more than de minimis, it prejudices
your claim, is not due to good cause or matters beyond the Administrator’s control, was not part ofa good-faith
exchange of information, and there has been a pattern or practice of not complying with the claims and appeals
procedures. Within 10 days the Plan must explain why it believes that it meets these criteria so that youcan make a
judgment as to whetherornot you have exhausted thePlan’s internal claims and appeals process, thereby giving youthe
right to initiate an external review, or file a courtaction. If the external independent review organization or court rejects
your request forexternal review, then you can continue to pursue the Plan’s internal claims and appeals process.

Awiding Conflicts of Interest

The Plan Administratorwill ensure that all claims and appeals are adjudicated in a manner designed to ensure the
independence and impartiality of the persons involved in making the decision. Accordingly, decisions regarding hiring,
compensation, termination, promotion, orother similar matters with respect to any individual (suchas a claims
adjudicator or medical expert) will notbe made based uponthe likelihood that the individual will support the denial of
Plan benefits. Additionally, any person deciding an appeal will be different from (and not subordinate to) any
individualwho decided the initial claim or previous appeal, and any medical expert consultedregardingan appeal will
be different from (and not subordinateto) any expert consulted in connectionwith the initial claim or previous appeal.

External Review

As required by the Patient Protectionand Affordable Care Act, the Plan complies with the federal external review
process. This means that forany claims initiated after September 20, 2011, you are eligible to have claim and appeal
denials concerning medical judgment or rescission of coverage reviewed by an independentreview organization and
the decision reached through the external reviewis binding on the Plan. Rescission of coverage meansaretroactive
termination of medical plan coverage. Examples of decisions concerning medical judgment are determining whether
care should be provided on an outpatient or in patient basis, whether treatmentby a specialist is medically necessary, or
whethertreatment involves emergency care oris Urgent Care. The independent review organization will determine if
yourrequest qualifies foran external review. Even thoughthe Plan reserves the right to seek court action following the
decision of the external reviewer, your benefit claims will be paid in the meantime while the Plan seeks this judicial
review. The Plan will pay the cost of external reviews; however, you may be required to pay afiling fee of no more
than $25. That filing fee will be refunded to you if your claim denial is reversed throughthe external review. Also, the
filing fee will be waived if payment of the fee would impose an undue financial hardship. If the Plan imposes a filing
fee for external reviews, the annual limit on filing fees will be $75.

The Plan will allow a claimant to file a request foran external review with the Plan if the request is filed within four
months afterthe date of receipt of a notice of claim or appeal denial. If there is no corresponding date four months after
the date of receipt of such a notice, then the request must be filed by the first day ofthe fifth month following the
receipt of the notice. Forexample, if the date ofreceipt of the notice is October 30, because there is no February 30, the
request must be filed by March 1. If the last filing date would fall on a Saturday, Sunday, or Federalholiday, the last
filing date is extended to the next day that is not a Saturday, Sunday, or Federal holiday.

Within five business days following the date of receipt of the external review request, the independent review
organization will complete a preliminary review of the request to determine whether:
e Your requestis eligible for external review;

e The Claimant has exhausted the Plan’s internal appeal process or if the Claimant is deemed to have exhausted the
internalappeals process; and

¢ The Claimant has provided allthe information and forms required to processan external review.
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Within one business day after completion of the preliminary review, the independentreview organization will issue a
notification in writing to the Claimant. If the requestis complete but not eligible forexternal review, such notification
must include the reasons for its ineligibility and contact information for the Employee Benefits Security
Administration. Ifthe request is not complete, such notification must describe the information or materials needed to
make the request completeand the plan must allowa claimant to perfect the request for external review within the four
month filing period or within the 48 hour period following the receipt of the notification, whichever is later.

The Federalexternal review process doesnot apply to a denial, reduction, termination, or a failure to provide payment
for a benefit based on adetermination that a Claimant or beneficiary fails to meet the requirements for eligibility under
the terms of a group health plan.

The Federalexternal review process, in accordance with the current Affordable Care Act regulations and other
applicable law, applies only to:

1. Anyeligible Adverse Benefit Determination (including a Final Internal Adverse Benefit Determination) by a plan or
issuerthat involves medical judgment (including, but not limited to, those based on the plan’s orissuer's requirements
for Medical Necessity, appropriateness, health care setting, level of care, or effectivenessofacovered benefit; its
determination thata treatmentis Experimental or Investigational; its determination whethera Claimant or
beneficiary is entitled to a reasonable alternative standard fora reward undera wellness program; its determination
whethera plan or issueris complying with the nonquantitative treatment limitation provisions of Code section 9812
and 8§ 54.9812-1, which generally require, among otherthings, parity in the application of medical management
techniques), as determined by the external reviewer.

2. An Adverse Benefit Determination that involves consideration of whetherthe Plan is complying with the surprise
billing and cost-sharing protections set forth in the No Surprises Act.

3. Arrescission of coverage (whetherornot the rescission has any effect on any particular benefit at that time).

Exhaustion of Administrative Remedies

The exhaustion ofthe above claim appeal process is mandatory for resolving every claimand disputearising under this
Plan. Only afteryou have exhausted the above claimappeal process can youbring a civil action for adenied claim.

You will be considered to haveexhausted yourcomponentplan’s claimand appeal procedures afteryour second appeal
has been denied. Exhaustion of administrative remedies does not require you to seek the voluntary appeal.
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COORDINATION OF BENEFITS

The Coordination of Benefits (COB) provision applies when you oryourdependents have health care coverage under
more than one Plan. Plan, for purposes of this COB section, is defined below. However, claims for covered dependents
where the Plan payment is $1,000 or less, per claim, will be processedas though thePlan is Primary, without applying
the COB provision.

The order of benefit determination rules govern the order in which each Plan will pay a claim for benefits. The Plan
that pays first is called the Primary plan. The Primary plan must pay benefits in accordance with its terms without
regard to the possibility thatanother Plan may cover some expenses. The Plan that pays after the Primary plan is the
Secondary plan. When this plan is the Secondary plan it will reduce the benefits it pays so that payments fromall Plans
do notexceed 100% of the total Allowable expense.

Definitions

A. A Plan, for purposes ofthis COB section, is any of the following that provides benefits or services for medical or
dental care or treatment. If separate contracts are usedto provide coordinated coverage for members ofa group, the
separate contracts are considered parts of the same plan and there is no COB among those separate contracts.

(1) Plan includes self-funded employeehealth plans, group and nongroup insurance contracts, health
maintenance organization (HMO) contracts, closed panel plans or other forms of group or group-type
coverage (whetherinsured oruninsured); medical care components of long-termcare contracts, suchas
skilled nursing care; medical benefits under group or individualautomobile contracts; and Medicare orany
other federalgovernmental plan, as permitted by law.

(2) Plan does notinclude: hospitalindemnity coverage or other fixed indemnity coverage;accidentonly coverage;
specified disease or specified accident coverage; limited benefit health coverage, as defined by state law;
schoolaccidenttype coverage; benefits fornonmedical components of long-termcare policies; Medicare
supplement policies; Medicaid policies; or coverage under other federal governmental plans unless permitted
by law.

Each arrangement for coverage under (1) or (2) is a separate Plan. If a Plan has two parts and COB rules apply only
to one of the two, each of the parts is treated as a separate Plan.

B. Plan means,in a COB provision, the part ofthe arrangement providing the health care benefits to which the COB
provision applies and which may be reduced because ofthe benefits of otherplans. Any other part ofthe
arrangement providing health care benefits is separate fromthis Plan. An arrangement may apply one COB
provision to certain benefits, such as dental benefits, coordinating only with similar benefits, and may apply
another COB provision to coordinate other benefits.

C. The order of benefit determination rules determine whether this Plan is a Primary plan or Secondary plan when you
and/oryour dependent has health care coverage under more than one Plan. When this Plan is primary, it determines
payment for its benefits first before those ofany other Plan without consideringany other Plan’s benefits. When this
Plan is secondary, it determines its benefits after those ofanother Plan and will reduce the benefits it pays so that all
Plan benefits do not exceed 100% of the total Allowable expense.

D. Allowable expenseis a health care expense, including deductibles, co-insurance and co-payments, that is covered at
least in part by any Plan covering the person. When a Plan provides benefits in the formof services, the reasonable
cash value ofeach service willbe considered an Allowable expense and a benefit paid. An expense that is not
covered by any Plan covering the person is not an Allowable expense. Inaddition, any expense thata provider by
law or in accordance with a contractual agreement is prohibited fromcharging a covered person is not an
Allowable expense.
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The following are examples of expenses thatare not Allowable expenses:

(1) Thedifference between the cost ofa semi-private hospitalroomand a private hospital roomis notan
Allowable expense, unless one of the Plans provides coverage for private hospital roomexpenses.

(2) If apersoniscovered by 2or more Plans that compute their benefit payments on the basis ofusualand
customary fees orrelative value schedule reimbursement methodology or other similar reimbursement
methodology, any amount in excess ofthe highestreimbursementamount for a specific benefit is notan
Allowable expense.

(3) Ifapersoniscovered by 2or more Plans that provide benefits or services on the basis of negotiated fees, an
amount in excess of the highestofthe negotiated fees is not an Allowable expense.

(4) If apersonis covered by one Plan that calculates its benefits orservices on the basis ofusualand customary
fees or relative value schedule reimbursement methodology or other similar reimbursement methodology and
anotherPlan that provides its benefits or services on the basis of negotiated fees, the Primary plan’s payment
arrangement shallbe the Allowable expense forall Plans. However, if the provider has contracted with the
Secondary plan to provide the benefit or service fora specific negotiated fee or payment amount that is
different from the Primary plan’s payment arrangementand if the provider’s contract permits, the negotiated
fee or payment shallbe the Allowable expense used by the Secondary plan to determine its benefits.

(5) Theamount of any benefit reduction by the Primary plan because a covered person has failed to comply with
the Plan provisionsis notan Allowable expense. Examples of these types of Plan provisions include second
surgical opinions, pre-certification or prior authorization of admissions, and preferred provider arrangements.

Closed panelplanis a Plan that provides health care benefits to covered persons primarily in the form of services
through a panel of providers that have contracted with orare employed by the Plan, and that excludes coverage for
services provided by other providers, except in cases of emergency or referral by a panel member.

Custodial parent is the parent awarded custody by a court decree or, in the absence ofa court decree, is the parent
with whom the child resides more than one half of the calendaryearexcluding any temporary visitation.

Order of Benefit Determination Rules

When you oryour dependentare covered by two or more Plans the rules for determining the order of benefit payments
are as follows:

A.

The Primary plan pays orprovides its benefits according to its terms of coverage and withoutregard to the benefits
underany otherPlan.

(1) Except as provided in Paragraph (2) aPlan that does not contain a coordinationof benefits provision that is
consistentwith this sectionis always primary unless the provisions of both Plans state the complying plan is

primary.

(2) Coveragethatis obtained by virtue of membership in a group that is designed to supplement a part ofa basic
package of benefits and provides that this supplementary coverage shall be excess to any other parts ofthe
Plan provided by the contract holder. Examples of these types of situations are major medical coverages that
are superimposed overbase plan hospital and insurance type coverages that are written in connection with a
Closed panel plan to provide out-of-network benefits.

A Plan may consider the benefits paid or provided by another Plan in calculating payment of its benefits only when
it is secondaryto that other Plan.

Each Plan determines its order of benefits using the first of the following rules thatapply:
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(1) Non-DependentorDependent. The Plan that coversthe personotherthanas a dependent, forexample as an
employee, member, policyholder, subscriber orretiree, is the Primary plan and the Plan that covers the person
as a dependent is the Secondary plan. However, if the person is a Medicare beneficiary, and, as aresult of
federal law, Medicare is secondary to the Plan covering the person as a dependent; and primary to the Plan
covering the personas otherthan a dependent (e.g. a retired employee); then the order of benefits between the
two Plans is reversed sothat the Plan covering the personas an employee, member, policyholder, subscriber or
retiree is the Secondary plan and the other Plan is the Primary plan.

(2) Dependent Child Covered Under More Than One Plan. Unless there is a court decree stating otherwise, when a
dependent child is covered by more than one Plan, the order of benefits is determined as follows:

(@) For a dependent child whose parents are married or are living together, whetheror notthey have everbeen
married:
(i) ThePlan of the parent whose birthday falls earlier in the calendar year is the Primary plan; or
(i) If both parentshavethe same birthday, the Plan that has covered the parent the longestis the Primary
plan.

(b) Foradependent child whose parents are divorced orseparated or not living together, whetherornot they
have everbeen married:

(i) If acourtdecree statesthatone ofthe parentsis responsible forthe dependentchild’s health care
expenses or health care coverageand the Plan of that parent has actual knowledge ofthose terms, that
Plan is primary. This rule applies to plan years commencing afterthe Plan is given notice of the court
decree;

(ii) If a courtdecree statesthatbothparentsare responsible forthe dependentchild’s health care expenses
or health care coverage, the provisions of Subparagraph (a) above shall determine the order ofthe
benefits;

(iii) If a court decree statesthatthe parents have joint custody without specifying thatone parent has
responsibility forthe health care expenses orhealth care coverage ofthe dependent child, the
provisions of Subparagraph (a) above shall determine the order of benefits; or

(c) If there is no court decree allocating responsibility for the dependent child’s health care expenses or health
care coverage, the order of benefits for the child are as follows:
(i) ThePlan covering the Custodial parent;
(if) The Plan covering the spouseofthe Custodial parent;
(iif) The Plan covering the non-custodial parent; and then
(iv) The Plan covering the spouseofthe non-custodial parent.

(d) For a dependent child covered under more than one Plan of individuals who are not the parents of the child
(nor the stepparents ofthe child), the provisions of Subparagraph (a) or (b) above shall determine the order
of benefits as if those individuals were the parents of the child.

(3) Active Employee or Retired or Laid-Off Employee. The Plan that covers apersonas an active employee, thatis,
an employee who is neither laid-off nor retired, is the Primary plan. The Plan covering that same personas a
retired or laid-off employee is the Secondary plan. The same would hold true if a person is a dependent ofan
active employee and that same personis adependent of a retired or laid-off employee. If the otherPlan does not
havethis rule, and as aresult, the Plans do not agree on the order of benefits, this rule is ignored. This rule does
notapply if the rule labeled C (1) can determine the order of benefits.

(4) COBRA or State Continuation Coverage. Ifa person whose coverage is provided pursuantto COBRA or under
a right of continuation provided by state or other federal law, or otherwise is covered underanother Plan, the
Plan covering the personas an employee, member, subscriber, or retiree or covering the personas a dependent
of an employee, member, subscriber orretiree is the Primary plan and the COBRA or state orother federal
continuation coverage is the Secondary plan. If the other Plan does not have this rule, and as a result, the Plans
do notagree on the order of benefits, this rule is ignored. This rule does notapply ifthe rule labeled C (1) can
determine the order of benefits.
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(5) Longeror Shorter Length of Coverage. The Plan that covered the person as an employee, member,
policyholder, subscriber orretiree longer is the Primary plan and the Plan that covered the personthe shorter
period of time is the Secondary plan.

(6) If the preceding rules do not determine the order of benefits, the Allowable expenses shallbe shared equally
between the Plans meeting the definition of Plan. In addition, this plan will not pay more than it would have
paid had it been the Primary plan.

Effect on the Benefits of this Plan

When this plan is secondary, it may reduce its benefits sothat thetotal benefits paid or provided by all Plans during a
planyear are not more than the total Allowable expenses. In determining the amount to be paid for any claim, the
Secondary plan will calculate the benefits it would have paid in the absenceof other health care coverage and apply that
calculated amount to any Allowable expense under its Plan that is unpaid by the Primary plan. The Secondary plan may
then reduce its payment by the amountso that, when combined with the amount paid by the Primary plan, the total
benefits paid orprovided by all Plans for the claim do not exceed the total Allowable expense for that claim. In addition,
the Secondary plan shall credit to its plan deductible any amounts it would have credited to its deductible in the absence
of other health care coverage.

If a covered person is enrolled in two or more Closed panelplans and if, for any reason, includingthe provisions of
service by anon-panel provider, benefits are not payable by one Closed panel plan, COB shallnot apply between that
Plan and the other Closed panelplans.

Right to Receive and Release Needed Information

Certain facts about health care coverage and services are neededto apply these COB rules and to determine benefits
payable underthis plan and other Plans. The plan administrator may get the facts it needs fromor give themto other
organizations orpersons forthe purpose of applyingthese rules and determining benefits payable under this Plan and
otherPlans covering the person claiming benefits. The plan administrator need not tell, or get the consent of any person
to do this. Each person claiming benefits underthis plan must give any facts it needs to apply those rules and determine
benefits payable.

Facility of Payment

A payment made underanother Plan may include an amount that should have been paid under this plan. If it does, the
plan administrator may pay that amount to the organization thatmade that payment. That amount will then be treated as
though it were a benefit paid underthis plan. The plan administrator will not have to pay thatamountagain. The term
“payment made” includes providing benefits in the form of services, in which case “payment made” means the
reasonable cash value ofthe benefits provided in the form of services.

Right of Recowvery

If the amount of the payments made by this plan is more than it should have paid underthis COB provision, it may
recoverthe excess fromone or more of the personsit has paid or for whom it has paid; or any other person or
organization that may be responsible for the benefits or services provided for the covered person. The "amount of the
payments made” includesthe reasonable cashvalue of any benefits provided in the form of services.
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MEDICARE

The health benefit plan components of this Plan will at all times be maintained and administeredin a manner that is
consistentwith the *Medicare Secondary Payer" rules ofthe Social Security Act which are set forth at 42 U.S.C.
Section 1395y (b).

Medicare will pay primary, secondary or last to the extent stated in federal law. When Medicare is to be the primary
payer, this Plan will base its payment uponbenefits thatwould have been paid by Medicare under Parts A and B,
regardless of whether or not the person was enrolled under both ofthese parts. The Plan reserves the right to
coordinate benefits with respect to Medicare Part D. The Plan Administrator will make this determination based on
the information available through CMS. If CMS does not provide sufficient information to determine the amount
Medicare would pay, the Plan Administrator will make reasonable assumptions based on published Medicare fee
schedules.

If this Plan is primary coverage foryour health care, Medicare regulations allow you to delay Medicare enrollment
until this Plan becomes secondary according to the Medicare Secondary Payer rules. However, to avoid the potential
of balance billing for outpatient dialysis charges youshould enrollin Medicare Part B when first eligible for
Medicare benefits underend stage renal disease (ESRD) (Medicare 30-month ESRD coordination period). Your
local Social Security Office can provide details on enrollment requirements and any penalties for late enrollment.
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THIRD PARTY RECOVERY PROVISION RIGHT OF SUBROGATION AND REFUND

Payment Condition

ThePlan, in its sole discretion, may elect to conditionally advance paymentof benefits in those situations where an
Injury, Sickness, Disease or disability is caused in whole or in part by, or results fromthe acts oromissions of Covered
Persons, and/or their Dependents, beneficiaries, estate, heirs, guardian, personal representative, or assigns (collectively
referred to hereinafterin this section as “Covered Person(s)”) ora third party, where any party besides the Plan may be
responsible forexpenses arising froman incident, and/or other funds are available, including but not limited to no-fault,
uninsured motorist, underinsured motorist, medical payment provisions, third party assets, third party insurance, and/or
guarantor(s) ofa third party (collectively “Coverage”).

Covered Person(s), his or herattorney, and/or Legal Guardian of a minor or incapacitated individual agrees that
acceptanceofthe Plan’s conditional payment of medical benefits is constructive notice of these provisions in their
entirety and by accepting the Plan’s conditional payment the, Covered Person(s), his or her attorney, and/or Legal
Guardian of a minor or incapacitated individual agrees to maintain 100% of any payment, judgment or settlement from
any one or combination of first and third party sources in trust, without disruption except for reimbursement to the Plan or
the Plan’s assignee. The Plan shallhave an equitable lien on any funds received by the Covered Person(s) and/or their
attorney fromany source and said funds shallbe held in trust until such time as the obligations under this provision are
fully satisfied. The Covered Person(s) agrees to includethe Plan’s name as a co-payee on any andall settlement drafts.
Further, by accepting benefits the Covered Person(s) understands thatany recovery obtained pursuantto this section is an
asset ofthe Plan to the extent of the amount of benefits paid by the Plan and that the Covered Personshallbe a trustee
overthose Plan assets.

In the eventa Covered Person(s) settles, recovers, or is reimbursed by any Coverage, the Covered Person(s) agreesto
reimburse the Plan for all benefits paid orthat will be paid by the Plan on behalf of the Covered Person(s). If the
Covered Person(s) fails to reimburse the Plan out of any judgment or settlementreceived, the Covered Person(s) will be
responsible forany and all expenses (fees and costs) associated with the Plan’s attempt to recover such money.

If there is more than one party responsible for charges paid by the Plan, or may be responsible forcharges paid by the
Plan, the Plan will not be required to select a particular party fromwhom reimbursement is due. Furthermore,
unallocated settlementfunds meant to compensate multiple injured parties of which the Covered Person(s) is/are only
oneor a few, that unallocated settlement fund is considered designated as an “identifiable” fund fromwhich the plan
may seekreimbursement.

Subrogation

As a condition to participating in and receiving benefits underthis Plan, the Covered Person(s) agrees to assign to the
Plan the right to subrogate and pursue any and all claims, causes ofaction or rights that may arise againstany person,
corporation and/or entity and to any Coverage to which the Covered Person(s) is entitled, regardless of how classified
or characterized, at the Plan’s discretion, if the Covered Person(s) fails to so pursue said rights and/or action.

If a Covered Person(s) receives orbecomes entitledto receive benefits, an automatic equitable lien attaches in favor of
the Plan to any claim, which any Covered Person(s) may have againstany Coverage and/or party causing the Sickness
or Injury to the extent of such conditional payment by the Plan plus reasonable costs of collection. The Covered Person
is obligated to immediately notify the Plan or its authorized representative of any potential claim against a third party for
causing an Injury, Sickness, Disease or disability and the Covered Person is obligated to notify the Plan or its

authorized representative of any settlement priorto finalization of the settlement, execution ofarelease, or receipt of
applicable funds. The Covered Person is also obligated tohold any and all funds so received in trust on the Plan’s behalf
and function as atrustee as it applies to those funds untilthe Plan’s rights described herein are honoredand the Plan is
reimbursed.

The Plan may, at its discretion, in its own name or in the name of the Covered Person(s) commence a proceeding or
pursue aclaimagainst any party or Coverage forthe recovery ofall damages to the full extent of the value of any such
benefits or conditional payments advanced by the Plan.
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If the Covered Person(s) fails to file a claim or pursue damages against:
e The responsible party, its insurer, orany other source on behalf of that party.

e Any first party insurance through medical paymentcoverage, personal injury protection, no-fault coverage,
uninsured orunderinsured motorist coverage.

e Any policy ofinsurance fromany insurance company orguarantor of a third party.
o Workers’ compensationor other liability insurance company.

e Anyothersource,including but not limited to crime victim restitution funds, any medical, disability or other
benefit payments, and school insurance coverage.

the Covered Person(s) authorizes the Plan to pursue, sue, compromise and/or settle any such claims in the Covered
Person’s/Covered Persons’ and/or the Plan’s name and agreesto fully cooperate with the Plan in the prosecution ofany
such claims. The Covered Person(s) assigns all rights to the Plan or its assignee to pursue a claim and the recovery of
all expenses fromany and all sources listedabove.

Right of Reimbursement

The Plan shallbe entitled to recover 100% of the benefits paid, withoutdeduction forattorneys’ fees and costs or
application ofthe common fund doctrine, made whole doctrine, orany othersimilar legal or equitable theory, without
regard to whetherthe Covered Person(s) is fully compensated by his or herrecovery fromall sources. The Plan shall
have an equitable lien which supersedes allcommon law or statutory rules, doctrines, and laws ofany State prohibiting
assignment of rights which interferes with or compromises in any way the Plan’s equitable lien and right to
reimbursement. The obligation to reimburse the Plan in full exists regardless ofhowthe judgment or settlementis
classified and whether ornot the judgment or settlement specifically designates the recovery ora portion of it as
including medical, disability, or otherexpenses. Ifthe Covered Person’s/Covered Persons’ recovery s less thanthe
benefits paid, then the Plan is entitled to be paid all of the recovery achieved. Any fundsreceived by the Covered
Person are deemed held in constructive trust and should not be dissipated or disbursed until such time as the Covered
Person’s obligation to reimburse the Plan has been satisfied in accordance with these provisions. The Covered Personis
also obligated to hold any and all funds so receivedin trust on the Plan’s behalfand functionas a trustee asit applies to
those fundsuntil the Plan’s rights described herein are honoredand the Plan is reimbursed. The Plan has no obligation
to trace or identify amounts owed to the Plan; allamounts are recoverable by the Plan regardless of whether they have
been dissipated or commingled with otherassets.

No court costs, experts’ fees, attorneys’ fees, filing fees, or other costs orexpenses of litigation may be deducted from
the Plan’s recovery without the prior, express written consent of the Plan.

The Plan’s right of subrogation and reimbursementwill not be reduced or affected as aresult of any fault or claim on
the part of the Covered Person(s), whether underthe doctrines of causation, comparative fault or contributory
negligence, orothersimilar doctrine in law. Accordingly, any lien reduction statutes, which attempt to apply such laws
and reduce asubrogating Plan’s recovery willnot be applicable to the Plan and will not reduce the Plan’s
reimbursement rights.

These rights of subrogation and reimbursementshall apply without regard to whetherany separate written
acknowledgment ofthese rights is required by the Plan and signed by the Covered Person(s).

This provision shallnot limit any other remedies ofthe Plan provided by law. These rights of subrogation and
reimbursement shall apply without regard to the location of the event that led to or causedthe applicable Sickness,
Injury, Disease ordisability.
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Cowered Person is a Trustee Ower Plan Assets

Any Covered Person who receives benefits and is therefore subject to the terms ofthis section is hereby deemed a
recipientand holder of Plan assetsand is therefore deemed a trustee of the Plan solely as it relates to possession ofany
funds which may be owed to the Plan as a result of any settlement, judgment or recovery through any other means
arising from any Injury or accident. By virtue of this status, the Covered Person understands thathe orshe is required
to:

o Notify the Plan or its authorized representative of any settlementprior to finalization of the settlement, execution of
a release, or receipt of applicable funds.

e Instructhis orherattorney to ensure thatthe Plan and/or its authorized representativeis included as a payee on all
settlement drafts.

e In circumstances where the Covered Personis not represented by an attorney, instruct the insurance company or
any third party fromwhomthe Covered Person obtains a settlement, judgment or other source of Coverage to
include the Plan or its authorized representative as a payee on the settlementdraft.

e Hold any and all funds so received in trust, on the Plan’s behalf, and function as a trustee as it applies to those
funds, untilthe Plan’s rights described herein are honoredand the Plan is reimbursed.

To the extent the Covered Person disputes this obligation to the Plan under this section, the Covered Personorany of its
agents or representatives is also required to hold any/all settlementfunds, including the entire settlement if the settlement
is less than the Plan’s interests, and without reduction in consideration of attorney’s fees, forwhich he or she exercises
control, in an account segregated fromtheir generalaccounts orgeneral assetsuntil such time as the dispute is resolved.
No Covered Person, beneficiary, orthe agents or representatives thereof, exercising controlover plan assetsand
incurring trustee responsibility in accordance with this sectionwill have any authority to acceptany reductionofthe
Plan’s interest on the Plan’s behalf.

Excess Insurance

If at the time of Injury, Sickness, Disease or disability there is available, or potentially available any Coverage
(including but not limited to Coverage resulting froma judgment at law or settlements), the benefits underthis Plan
shallapply only as an excess oversuch othersources of Coverage, except as otherwise provided forunderthe Plan’s
Coordination of Benefits section.

ThePlan’s benefits shall be excess to any of the following:

e The responsible party, its insurer, orany othersource on behalf of that party.

e Any first party insurance through medical paymentcoverage, personal injury protection, no-fault coverage,
uninsured orunderinsured motorist coverage.

e Any policy ofinsurance fromany insurance company or guarantor ofa third party.
e Workers’ compensationor other liability insurance company.

e Anyothersource,including but not limited to crime victim restitution funds, any medical, disability or other
benefit payments, and school insurance coverage.
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Separation of Funds

Benefits paid by the Plan, funds recovered by the Covered Person(s), and funds held in trust over which the Plan has an
equitable lien exist separately fromthe property and estate of the Covered Person(s), suchthatthe death ofthe Covered
Person(s), orfiling of bankruptcy by the Covered Person(s), will not affect the Plan’s equitable lien, the funds over
which the Plan has a lien, or the Plan’s right to subrogationand reimbursement.

Wrongful Death

In the event that the Covered Person(s) dies as aresult of his or her Injuries and a wrongful death orsurvivor claimis
asserted against a third party orany Coverage, the Plan’s subrogation and reimbursementrights shallstillapply, and the
entity pursuingsaid claimshall honorand enforce these Plan rights and terms by which benefits are paid on behalf of
the Covered Person(s) and all others thatbenefit from such payment.

Obligations

It is the Covered Person’s/Covered Persons’ obligation at alltimes, both priorto and after payment of medical benefits
by the Plan:

e To cooperatewith the Plan, or any representatives ofthe Plan, in protecting its rights, including discovery,
attending depositions, and/or cooperating in trial to preserve the Plan’s rights.

e To provide the Plan with pertinent information regarding the Sickness, Disease, disability, or Injury, including
accident reports, settlementinformation and any other requested additional information.

e To take such actionand execute such documents as the Plan may require to facilitate enforcement of its
subrogation and reimbursement rights.

e To donothing to prejudice the Plan’s rights of subrogation and reimbursement.

e To promptly reimburse the Plan when a recovery through settlement, judgment, award or other payment is
received.

e To notify the Plan or its authorized representative of any settlementprior to finalization of the settlement.

e To notsettle orrelease, without the priorconsentofthe Plan, any claim to the extent that the Covered Person may
have againstany responsible party or Coverage.

e Toinstruct his orherattorneyto ensure that the Plan and/or its authorized representativeis included as a payee on
any settlement draft.

¢ In circumstances where the Covered Personis not represented by an attorney, instruct the insurance company or
any third party fromwhomthe Covered Person obtains a settlement to include the Plan orits authorized
representative as a payee on the settlement draft.

e To make good faith efforts to prevent disbursement of settlement funds until such time as any dispute between the
Plan and Covered Person over settlementfundsiis resolved.

If the Covered Person(s) and/or his or herattorney fails to reimburse the Plan for all benefits paid orto be paid, as a
result ofsaid Injury or condition, out ofany proceeds, judgment or settlement received, the Covered Person(s) will be
responsible forany and all expenses (whether fees or costs) associated with the Plan’s attempt to recover such money
from the Covered Person(s).

ThePlan’s rights to reimbursement and/or subrogation are in no way dependent upon the Covered Person’s/Covered
Persons’ cooperation oradherence to these terms.
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Offset

If timely repayment is not made, or the Covered Person and/or his or herattorney fails to comply with any of the
requirements ofthe Plan, the Plan has the right, in addition to any other lawful means of recovery, to deductthe value
of the Covered Person’s amountowed to the Plan. To do this, the Plan may refuse payment of any future medical
benefits and any funds or payments due under this Plan on behalf of the Covered Person(s) in an amount equivalent to
any outstandingamounts owed by the Covered Personto the Plan. This provision applies evenifthe Covered Person
has disbursed settlement funds.

Minor Status

In the event the Covered Person(s) is aminor as that termis defined by applicable law, the minor’s parents orcourt-
appointed guardian shall cooperatein any and all actions by the Plan to seekand obtain requisite courtapproval to bind
the minor and his or her estate insofar as these subrogation and reimbursementprovisions are concerned.

If the minor’s parents or court-appointed guardian fail to take such action, the Plan shallhave no obligation to advance
payment of medical benefits on behalf ofthe minor. Any court costsorlegal fees associated with obtainingsuch
approval shallbe paid by the minor’s parents or court-appointed guardian.
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CONTINUATION OF COVERAGE

In accordance with the Consolidated Omnibus Reconciliation Act of 1985 (COBRA), your Employer, as sponsorofthe
Plan is required to comply with the health care continuation coveragerues of ERISA and the Internal Revenue Code.

Please refer to the Dignity Health FlexAbility Summary Plan Description (SPD) located on MyBenefits at
home.commonspirit.org/employeecentral/mybenefits for detailed information on allaspects related to continuation
coverage.

Information regarding the following topics is also covered under the Continuation Coverage section in the Dignity
Health FlexAbility Summary Plan Description (SPD).

e Continuationofcoverage.

e Yourrightto convert coverage.

e Family and Medical Leave Act (FMLA) coverage.

e USERRA.

For questions about Continuation Coverage callthe CommonSpirit Health Benefits Contact Centerat 1.855.475.4747
and press option 1.
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OTHER PLAN PROVISIONS

Specific information, shown below, can be found in the Dignity Health FlexAbility Summary Plan Description (SPD)
which is located on MyBenefits at home.commonspirit.org/employeecentral/mybenefits.

o Plan Administrator

o Amending and Terminating the Plan
o Federal Laws

o HIPAA Privacy Policy

. Your Rights Under ERISA

Discretionary Authority

The Plan is administered by the Plan Administrator (which may be the Plan Sponsor oranotherentity appointed by the
Plan Sponsor forthis purpose), in accordance with the provisions of the Employee Retirement Income Security Act of
1974, as amended (“ERISA”). The Plan Administrator (orthe PACE insofaras it relates to Final Post-Service Appeals)
shallhave sole, full and final discretionary authority to interpretall Plan provisions, including the right to remedy
possible ambiguities, inconsistencies and/or omissions in the Plan and related documents; to make determinations in
regards to issuesrelating to eligibility for benefits; to decide disputes thatmay arise relative to a Participant’s rights;
and to determine all questions of fact and law arising underthe Plan.

The Plan Administrator, Plan Sponsor, and/orany other fiduciary appointed by the Plan Sponsor for this purpose,
reserves the right to allocate certain discretionary authority as it applies to assessment and final determinative authority
on and regarding Final Post-Service Appeal[s], to the “PACE.”

The PACE’s fiduciary duties extend only to those determinations actually made by the PACE, and with which the Plan
Administrator, Plan Sponsorand/orany other fiduciary appointedto act on behalf of the Plan complies. An entity that
may perform services as the PACEmay perform othertasks on behalfofand in consultationwith the Plan
Administratorand/or Plan Sponsor, but not as the PACE, and the PACE shall only be deemed to be a fiduciary when
making final determinations regarding plan coverage and claims examined via Final Post-Service Appeal. All other
matters, including but not limited to otherappeals thatare “not” Final Post-Service Appeals, and mattersthe Plan
Administrator, Plan Sponsorand/orany otherfiduciary appointedto act on behalf of the Plan is prohibited from
referring to the PACE in accordance with applicable law and/or pre-existing contract.

The PACE shallat all times strictly abide by and make determination(s) in accordance with the terms of the Plan and
applicable law. In instances where the Plan Administrator, Plan Sponsor, and/orany other fiduciary appointed by the
Plan Sponsor forthis purpose, delegates fiduciary authority to the PACEto make a determination regarding a Final
Post-Service Appeal, the PACEshallhave discretion to interpret the terms ofthis Plan, and the PACE possesses all
duties and rights otherwise ascribed to the Plan Administrator, Plan Sponsor, and/orany other fiduciary appointed by
the Plan Sponsor forthis purpose, in this limited scope only. In such instances, the failure to comply with said
determination by the Plan Administrator, Plan Sponsorand/orany other fiduciary appointed to act on behalf of the
Plan, shallabsolve the PACE of any and all fiduciary (and other) liability, responsibility, obligations, and/or duties.

Duties and Rights of the PACE

When the PACE is assigned by the Plan Administrator, Plan Sponsorand/orany other fiduciary appointedto act on
behalf of the Plan, the task of making a determination, regarding a Final Post-Service Appeal, the PACE shall possess
the rights and exercise the duties otherwise ascribed to the Plan Administrator, Plan Sponsor, and/or other named
fiduciary assignedauthority andthe duty to otherwise handle appeals, only insofar as it relates to said Final Post-
Service Appeals. Assignment is achieved by and when the Plan Administrator, Plan Sponsorand/orany other fiduciary
appointed to act on behalf ofthe Plan advancesarequest for a Final Post-Service Appeal, received by the Plan or its
authorized agent(s), to the PACE with instructions to providea directive regarding the Final Post-Service Appeal.
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Clerical Error

Any clericalerror by the Plan Administratororan agent ofthe Plan Administrator in keeping pertinent records ora
delay in making any changes will not invalidate coverage otherwise validly in force or continue coverage validly
terminated. An equitable adjustment of contributions will be made when the error or delay is discovered.

If, due to a clerical error, an overpayment occurs in a Plan reimbursement amount, the Plan retains a contractual right to
the overpayment. The person or institutionreceiving the overpayment will be required to return the incorrect amount of
money. In the case ofa Covered Person, ifit is requested, the amount of overpayment will be deducted fromfuture
benefits payable.

Misrepresentation/Fraud

If it is found that a claim for benefits, orany materials provided for evaluating a claim for benefits underthe Plan,
contains false information, or that you oryour dependents or a Provider conceals, for the purpose of misleading,
information concerning any fact materialto a claim for benefits thereto, such claimmay be denied in totaland the Plan
Administratorand/orthe Claims Administrator may recoverany benefits paid to you and/ora Provider. The Plan
Administrator may terminate Plan coverage forthe submissionofa fraudulent claim. This paragraph does not affect the
right of the Plan Administratorto pursue any criminal or civil remedies that may exist underapplicable stateor federal
law.

Plan Language Interpretation

The Plan Administrator retains sole, full and final discretionary authority to construe and interpret the terms of this
document, to determine all questions of fact and law arising underthis document, and to administer the Plan’s
subrogation and reimbursement rights. The Plan Administrator may amend the Plan, the Summary Plan Description,
and/orthis document at any time without notice.

Sewerability

In the event that any section of this document is considered invalid orillegal for any reason, said invalidity orillegality
shallnot affect the remaining sections of this document, the Plan, orthe Summary Plan Description. The sectionsshall
be fully severable. The Plan shallbe construed andenforcedas if such invalid orillegal sections had neverbeen
inserted in this document, the Plan, or the Summary Plan Description.

Exception to Medicaid

In accordance with ERISA, the Plan shall not take into consideration the fact thatan individualis eligible for or is
provided medical assistance through Medicaid when enrolling an individual in the Plan or making a determination
about the payments.

Appointment of Authorized Representative

A Claimant may designate another individual to be an authorized representative and act on his or her behalfand
communicate with the Plan with respect to a specific benefit claim or appeal of a denial. This authorization mustbe in
writing, signed and dated by the Claimant, and include all the information required in the authorized representative
form. The appropriate formcan be obtained fromthe Plan Administrator orthe Claims Administrator.

The Plan will permit, in a medically urgentsituation, suchas an Urgent Care Claim, a Claimant’s treating health care
practitionerto act as the Claimant’s authorized representative withoutcompletion ofthe authorized representative
form.

Should a Claimant designate an authorized representative, all future communications fromthe Plan will be conducted
with the authorized representative instead of the Claimant, unless the Plan Administrator is otherwise notified in
writing by the Claimant. A Claimant can revoke the authorized representative at any time. A Claimant may authorize
only one person as an authorized representative at a time.
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Recognition as an authorized representative is completely separate froma Provider accepting Direct Payment,
requiring a release of information, or requesting completiona similar form. A Permission for Direct Payment by a
Claimant shallnot be recognized as a designation of the Provideras an authorized representative. Direct Payment and
its limitations underthis Plan are described below.

Payment of Benefits

Where benefit payments are allowable in accordance with the terms ofthis Plan, payment shallbe made in U.S. Dollars
(unless otherwise agreed upon by the Plan Administrator). Payment may be made, in the Plan Administrator’sdiscretion,
directly to a Provider pursuant to a Permission for Direct Payment of Benefits, butin any instance may lternatively be
made to the Claimant, on whose behalf payment is made and who is the recipient of the services for which payment is
being made. Should the Claimant be deceased, payment shall be made to the Claimant’s heir, assign, agentorestate (in
accordance with written instructions), or, if there is no such arrangementand in the Plan Administrator’sdiscretion, the
institute and/or Providerwho providedthe care and/or supplies forwhich paymentis to be made — regardless of
whethera Permission for Direct Payment of Benefits occurred.

Direct Payment

A Claimant may give to a Provider permission to submit claims for payment to the Plan, and receive payment fromthe
Plan viaa Permission for Direct Payment of Benefits, if and only if the Provider accepts said Direct Payment as
considerationin full for services rendered. If benefits are paid, however, directly to the Claimant — despite there being
Permission for Direct Payment of Benefits — the Plan shall be deemed to have fulfilled its obligations with respectto
such payment, and it shall be the Claimant’s responsibility to compensatethe applicable Provider(s). The Plan will not
be responsible for determining whethera Permission for Direct Payment of Benefits is valid; and the Claimant shall
retain final authority to revoke such Permission for Direct Payment of Benefits if a Provider subsequently demonstrates
an intentnotto accept it as payment in full for services rendered. As such, payment of benefits willbe made directly to
the Providerunless awritten request not to honorthe Permission for Direct Payment of Benefits, signed by the
Claimant, has been received.

No Claimant shallatany time, eitherduring the time in which he or sheis a Claimant in the Plan, or following his or
her termination as a Claimant, in any manner, have any right to assign his orherright to sue to recover benefits under
the Plan, to enforce rights due underthe Plan orto any other causes ofaction which he orshe may have against the
Plan or its fiduciaries. This prohibition applies to Providers as well.

A Providerwhich accepts a Direct Payment, in accordance with this Plan as consideration in full for services rendered,
is bound by the rules and provisions set forth within the terms of this document.

Benefits due to any Network Provider will be paid directly to such Provider, whether or not a written Permission for
Direct Payment of Benefits was executed. Notwithstandingany permission or non-permission to the contrary, upon
payment ofthe benefits due underthe Plan, the Plan is deemed to have fulfilled its obligations with respect to such
benefits, whether ornot payment is made in accordancewith any permission or request.

Providers and any other person or entity accepting payment fromthe Plan or to whoma Permission for Direct Payment
of Benefits has been granted, in consideration of services rendered, agree to be bound by the terms ofthis Plan and
agree to submit claims for reimbursement in strict accordance with applicable law, ICD, and/or CPT standards,
Medicare guidelines, HCPCS standards, or other standards approved by the Plan Administrator orinsurer.

Except for as provided above,a Covered Person cannot assign or alienate (voluntarily or involuntarily) his or her rights
underor interestin the Plan, including but not limited to the payment of benefits, asserting claims and appeals rights or
bringing a legal action in any forumand every such attempt to do so is void and will not be recognized by the Plan.
Compliance with these restrictionsis a condition for the payment of Plan benefits.

ThePlan is notintended to benefit any person other than the individuals covered by the Plan and the Plan does not
establishor permit any rights underthe Plan forany third party not directly covered as a participant or beneficiary. For
purposes of Plan administration, Direct Payments may be made to Providers, but any such paymentis notan
assignment ofthe covered individual’s benefit rights under the Plan.
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Recowery of Payments

Occasionally, benefits are paid more than once, are paid based upon improperbilling or a misstatement in a proof of
loss orenrollment information, are not paid according to the Plan’s terms, conditions, limitations or Exclusions, or
should otherwise not have beenpaid by the Plan. As suchthis Plan may pay benefits thatare later found to be greater
than the Maximum Allowable Charge. In this case, this Plan may recoverthe amount ofthe overpayment fromthe
source to which it was paid, primary payers, or from the party on whose behalf the charge(s) were paid. As such,
whenever the Plan pays benefits exceeding the amountof benefits payable under the terms ofthe Plan, the Plan
Administrator has the right to recover any such erroneous payment directly fromthe person or entity who received such
paymentand/or fromother payers and/orthe Claimant or Dependenton whose behalf such paymentwas made.

A Claimant, Dependent, Provider, another benefit plan, insurer, orany other person orentity who receives a payment
exceeding the amount of benefits payable under the terms of the Plan or on whose behalfsuch paymentwas made, shall
return or refund the amount of such erroneous payment to the Plan within 30 days ofdiscovery ordemand. The Plan
Administrator shallhave no obligationto secure payment for the expense forwhich the erroneous paymentwas made or
towhich it was applied.

The person orentity receiving an erroneous paymentmay not apply such payment to another expense. The Plan
Administratorshall have the sole discretion to choose who will repay the Plan for an erroneous payment and whether
such paymentshallbe reimbursed in a lump sum. When a Claimant or other entity does not comply with the provisions
of this section, the Plan Administrator shall have the authority, in its sole discretion, to deny payment of any claims for
benefits by the Claimant and to deny or reduce future benefits payable (including payment of future benefits for other
Injuries or llinesses) under the Plan by the amount due as reimbursement to the Plan. The Plan Administrator may also,
in its sole discretion, deny or reduce future benefits (including future benefits for other Injuries or llinesses) underany
othergroup benefits plan maintained by the Plan Sponsor. The reductions willequal the amount of the required
reimbursement.

Providers and any other person orentity accepting payment fromthe Plan, in consideration of services rendered,
payments and/orrights, agrees to be boundby the terms of this Plan and agree to submit claims for reimbursement in
strict accordance with their State’s health care practice acts, ICD or CPT standards, Medicare guidelines, HCPCS
standards, or other standards approved by the Plan Administrator orinsurer. Any payments made on claims for
reimbursement not in accordance with the above provisions shall be repaid to the Plan within 30 days ofdiscovery or
demand or incur prejudgment interest of 1.5% per month. If the Plan must bring an action against a Claimant, Provider
or otherperson orentity to enforce theprovisions of this section, then that Claimant, Provider or other personorentity
agrees to pay the Plan’s attorneys’ fees and costs, regardless of the action’s outcome.

Further, Claimants and/or their Dependents, beneficiaries, estate, heirs, guardian, personal representative, orassigns
(Claimants) shallassign orbe deemed to have assignedto the Plan their right to recover said payments made by the
Plan, from any other party and/or recovery for which the Claimant(s) are entitled, foror in relation to facility-acquired
condition(s), Providererror(s), or damages arising from another party’s act or omission forwhich the Plan has not
already been refunded.

The Plan reservesthe right to deductfromany benefits properly payable under this Plan the amount ofany payment
which has been made forany of the following circumstances:

e Inerror.
e Pursuanttoamisstatementcontained in a proofof loss ora fraudulent act.

e Pursuanttoamisstatement made to obtain coverage underthis Plan within two years after the date such coverage
commences.

e Withrespecttoan ineligible person.

¢ In anticipationofobtaining a recovery ifa Claimant fails to comply with the Plan’s Third Party Recovery,
Subrogation and Reimbursementprovisions.
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e Pursuanttoaclaim for which benefits are recoverable underany policy oract of law providing for coverage for
occupational Injury or disease to the extent that such benefits are recovered. This provision (6) shallnot be deemed
to require the Plan to pay benefits under this Plan in any such instance.

The deduction may be made against any claimfor benefits underthis Plan by a Claimant or by any ofhis covered
Dependentsifsuch payment is made with respect to the Claimant or any person covered or asserting coverage as a
Dependent ofthe Claimant.

If the Plan seeks to recoup funds from a Provider, due to a claim being made in error, a claim being fraudulent on the
part of the Provider, and/or the claim that is the result of the Provider’s misstatement, said Provider shall abstain from
billing the Claimant for any outstanding amount(s).

Medicaid Cowerage

A Claimant’s eligibility for any State Medicaid benefits will not be taken into account in determining or making any
payments for benefits to oron behalf of such Claimant. Any such benefit payments will be subject to the State’s right to
reimbursement for benefits it has paid on behalf of the Claimant, as required by the State Medicaid program; and the
Plan will honorany Subrogation rights the State may have with respect to benefits which are payable underthe Plan.

Limitation of Action

If you have complied with and exhausted the appeals procedures and intend to exercise yourright to bring a civil
action under ERISA, you must bring such action within 12 months of the date that the final decision has been
rendered denying yourclaim. If you do not bring such action within 12 months of this date, you shall be barred
from bringing an action under ERISA related to your claim.
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Type of Administration

GENERAL PLAN INFORMATION

ThePlan is a self-funded group health Plan. Dignity Health is the Plan Administratorand the Plan Sponsor. Dignity
Health has retained the services of independentthird party administrators to process claims and handle other duties for
thePlan. Theseare listed belowunder “Claims Administrators.” The funding for the benefits is derived fromthe funds
of the Employer and contributions made by covered Employees. The Plan is not insured.

Plan Name:

Component Plan:

Plan Number:

Employer ID Number:
Component Plan Effective Date:

Plan Year Ends:

Employer Information/Participating
Subsidiaries/DBASs of:

Named Fiduciary:

Agent for Service of Legal Process:

Claims Administrators:

Dignity Health Central Coast EPO 2 R

Dignity Health Welfare Benefits Plan
Dignity Health Central Coast EPO 2 R
503

94-1196203

January 1, 2023

December 31

Dignity Health

185 Berry Street, Suite 300
San Francisco, CA 94107
1.415.438.5500

Dignity Health
185 Berry Street, Suite 300
San Francisco, CA 94107

Dignity Health
185 Berry Street, Suite 300
San Francisco, CA 94107

Medical (Cowered Person)

Benefit & Risk Management Services (BRMS)
PO Box 2140

Folsom, California 95673

1.866.755.6974

Medical (Providers)
Anthem

PO Box 60007

Los Angeles, CA 90060-0007
1.800.688.3828

Prescription (PBM)
OptumRXx

PO Box 8082

Wausau, W154402-8082
1.844.579.7778
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