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This certificate of coverage may qualify as a qualified high deductible health plan within the meaning of Internal Revenue
Code (“Code”) section 223. This certificate of coverage may be used in connection with a health savings account (within the
meaning of Code section 223) established by a member. We will not be required to establish, maintain, or contribute to a
health savings account on behalf of a member. If, however, this certificate of coverage provides coverage for non-preventive
benefits below the annual limit on deductibles set forth in Internal Revenue Code section 223, you may be ineligible to make
or receive contributions to your health savings account (“HSA”) under federal law. Please check with your tax advisor
regarding your eligibility to establish or contribute to an HSA.

This certificate of coverage does not include pediatric dental services as required under the Affordable Care Act. This coverage
is available in the insurance market and can be purchased as a stand-alone product. Please contact your agent or the Health
Insurance Marketplace if you wish to purchase pediatric dental coverage or a stand-alone dental services product.

Customer Service

Questions? Our Customer Service staff is available to answer questions about your coverage
Monday through Friday, 7 AM — 5 PM Central Time

When contacting us, please have your member identification card available. If your
questions involve a claim, we will need to know the date of service, type of service, the
name of the provider, and the charges involved.

Telephone Numbers: Monday through Friday 7 AM - 5 PM Central Time
Toll free 1.866.631.5404
Fax 763.847.4010
Hearing impaired individuals 711

Website: www.aspirushealthplan.com

Mailing Address: Notice of claims, proof of loss, review requests, prior authorization, and written

inquiries may be mailed to:

Customer Services Department
Aspirus Health Plan, Inc.

P.O. Box 1890

Southampton, PA 18966-9998
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Nondiscrimination & Language Access Policy

Discrimination is Against the Law. Aspirus Health Plan, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex, (including sex characteristics, including intersex traits; pregnancy or related conditions; sexual
orientation; gender identity, and sex stereotypes), consistent with the scope of sex discrimination described at 45 CFR § 92.101(a)(2). Aspirus Health
Plan, Inc. does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

Aspirus Health Plan, Inc.:

»  Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with us,
such as:
- Qualified sign language interpreters.
- Written information in other formats (large print, audio, accessible electronic formats, other formats).
*  Provides free language assistance services to people whose primary language is not English, which may include:
- Qualified interpreters.
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact the Nondiscrimination Grievance
Coordinator at the address, phone number, fax number, or email address below.

If you believe that Aspirus Health Plan, Inc. has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance with:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.

P.O. Box 1890

Southampton, PA 18966-9998

Phone: 1-866-631-5404 (TTY: 711)

Fax: 763-847-4010

Email: customerservice@aspirushealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Nondiscrimination Grievance Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. This notice is available at Aspirus Health Plan, Inc.’s website:
https://aspirushealthplan.com/webdocs/60017-AHP-NonDiscrim_Lang-Assist-Notice.pdf.

Language Assistance Services
Albanian: KUJDES: Nése flitni shqip, pér ju ka n€ dispozicion shérbime t& asistencés gjuhésore, pa pagesé.Telefononi né 1-866-631-5404 (TTY: 711).
(711 : s acall a6 5)1-866-631-5404el o8 5 el 0 Joail, Tilaa @ll dalia &y galll sacbucall cilard (f iy yall A3l a0 i€ 13): g5 Arabic
French: ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-866-631-5404 (ATS: 711).

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zurVerfiigung. Rufnummer: 1-866-631-5404
(TTY: 711).

Hindi: IM ¢ : 9 g MAE aiad g o oUes oAU Y a0 I Tgrial 9a1d 3Ud_Y §_11-866-631-5404 (TTY: 711) R HId HR_|

Hmong: LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-866-631-5404 (TTY: 711).

Korean: T2|: o= 01 & ALEStA = B2, A0 X[ | MHIAE R EZ O|83HA 4 UASLICH1-866-631-5404 (TTY: 711) HO 2 F3IS| AL,
Polish: UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer1-866-631-5404 (TTY: 711).

Russian: BHUMAHMUE: Ecnu BbI TOBOpUTE Ha pyCcCKOM SI3BIKE, TO BaM JOCTYITHBI OecIiIaTHBIE YCIIyrH repeBoza.3BoHuTe 1-866-631-5404 (teneraiim: 711).
Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al1-866-631-5404 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nangwalang bayad. Tumawag sa 1-866-
631-5404 (TTY: 711).

Traditional Chinese: ;& @ MIRZTEAZRF X, ERAIUREESESENRE, & HE 1-866-631-5404 (TTY: 711)
Vietnamese: CHU Y: Néu ban noi Tiéng Viét, c6 céc dich vu hd trg ngdn ngi mién phi danh cho ban. Goi 6 1-866-631-5404 (TTY: 711).

Pennsylvania Dutch: Wann du Deitsch (Pennsylvania German / Dutch) schwetzscht, kannscht du mitaus Koschte ebbergricke, ass dihr helft mit die
englisch Schprooch. Ruf selli Nummer uff: Call 1-866-631-5404 (TTY: 711).

Lao: 1U0290: 11999 1159w 990, NILLANILFOBCHDAMWIF,L0VCH I, ccynDWwoLlvivian. s 1-866-631-5404 (TTY: 711).
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I. Important Member Information

Contract Year. Your first contract year begins on the effective date of your coverage and ends on December 31 of that
calendar year. Subsequent contract years run on a calendar year basis, January 1 through December 31.

Covered Services. This Certificate of Coverage (COC) defines what services are covered by us and describes procedures
you must follow to obtain coverage.

Essential Health Benefits. This COC covers all essential health benefits. Essential health benefits are subject to some
limitations or exclusions under this COC.

Exclusions. Certain services or medical supplies are not covered. You should read this COC for detailed explanation of all
exclusions.

Providers. Enrolling under this COC does not guarantee services by a particular provider on the list of providers. Except
as provided in the “Continuity of Care” provision of this COC, when a provider is no longer a participating provider with
us, you must choose among remaining participating providers. Contact Customer Service for the most recent listing of
participating providers or for information about continuity of care.

Wellness. We may offer and provide wellness and fitness incentives to you in connection with services received from us or
designated third party vendors.

II. Member Rights and Responsibilities

As our member, you have the following rights and responsibilities:

1. A right to receive information about us, our services, our participating providers and your member rights and
responsibilities.

2. A right to be treated with respect and recognition of your dignity and right to privacy.

3. A right to available and accessible services, including emergency services, 24 hours a day, 7 days a week.

A right to be informed of your health problems and to receive information regarding treatment alternatives and risks that
are sufficient to assure informed choice.

5. A right to participate with providers in making decisions about your health care.

A right to a candid discussion of appropriate or medically necessary treatment options for your conditions, regardless of
cost or benefit coverage.

A right to refuse treatment.

8. A right to privacy of medical, dental and financial records maintained by wus and our participating providers in
accordance with existing law.

9. A right to voice complaints and/or appeals about our policies and procedures or care provided by participating providers.

10. A right to file a complaint with us and the Wisconsin Office of the Commissioner of Insurance and to initiate a legal
proceeding when experiencing a problem with us or our participating providers. For information, contact the Wisconsin
Office of the Commissioner of Insurance at 608.266.0103 or 1.800.236.8517 and request information.

11. A right to make recommendations regarding our member rights and responsibilities policies.
12. A responsibility to supply information (to the extent possible) that participating providers need in order to provide care.

13. A responsibility to supply information (to the extent possible) that we require for health plan processes such as
enrollment, claims payment and benefit management, and providing access to care.

14. A responsibility to understand your health problems and participate in developing mutually agreed-upon treatment goals
to the degree possible.

15. A responsibility to follow plans and instructions for care that you have agreed on with your providers.

16. A responsibility to advise us of any discounts or financial arrangements between you and a provider or manufacturer for
health care services that alter the charges you pay.
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III. Disclosure of Provider Payments

Participating providers submit claims for eligible charges to us with their usual charge for the health care services. Your
benefits are determined based on the service and the claims’ eligible charges that are paid according to the applicable fee
schedule. This may be based on various methodologies, depending on the provider type and contract (i.e. per service, per
event, per day, by diagnostic related group or percent of charge). The deductible and coinsurance amounts are based on the
fee schedule amount.

Post-service claims submitted to us for non-participating provider benefits are paid on a fee-for-service basis. We determine
your benefits based on the non-participating provider reimbursement value, recognized amount, qualifying payment amount,
or billed charges, whichever is applicable.

We do not specifically reward practitioners or other individuals for issuing denials of coverage or service care. Financial
incentives for utilization management decision makers do not encourage decisions that result in underutilization. Utilization
management decision making is based only on appropriateness of care and service and existence of coverage.

IV. Member Information for Non-Participating Provider Benefits

Covered Services. We cover specified services from non-participating providers at varying levels of coverage. Deductibles,
coinsurance, and maximum benefit restrictions may apply. This COC lists the services available and describes the
procedures for receiving coverage through non-participating providers.

Prior Authorization. The section entitled “Prior Authorization Recommendation” in this COC explains prior authorization
requirements.

Balance Billing:

1. If you receive emergency services (for which benefits are provided under this COC) because of an emergency medical
condition with respect to a visit at an emergency department of a hospital or an independent freestanding emergency
department, which is a non-participating provider, then such non-participating provider may not bill you, and may not
hold you liable, for any amount for such emergency services which is more than the deductible and coinsurance
requirements for such services under this COC.

2. If a non-participating provider furnishes health care services other than emergency services (for which benefits are
provided under this COC) to you at a hospital or ambulatory surgical center, which is a participating provider, then:

a. The non-participating provider may not bill you, and may not hold you liable, for any amount for such health care
services furnished by such non-participating provider with respect to a visit at the hospital or ambulatory surgical
center which is more than the deductible and coinsurance requirements for such services under this COC; unless;

b. The health care services are not ancillary services and the non-participating provider satisfies the notice and consent
criteria in paragraph c.

c. The non-participating provider provides to the member:
i. A written notice in paper or electronic form, as selected by you, that contains the following information:

e A statement that the provider is a non-participating provider;

e The good faith estimated amount that such non-participating provider may charge you for the health care
services involved (and any other related Zealth care services reasonably expected to be furnished by the
non-participating provider), including notification that the provision of the estimate or consent does not
constitute a contract with respect to the estimated charges or a contract that binds the member to be treated
by the hospital, ambulatory surgical center, or non-participating provider,

e A statement that prior authorization or other care management limitations may be required in advance of
receiving such health care services at the hospital or ambulatory surgical center;

e A statement that consent to receive such health care services from such non-participating provider is
optional and that the member may instead seek care from an available participating provider and that the
cost-sharing responsibility of the member would not exceed the responsibility that would apply with respect
to such health care services furnished by a participating provider.

ii. A consent form that must be signed by the member before such health care services are furnished and that:

o Acknowledges that the member has been:

o Provided with the written notice described in paragraph i. of this subsection, in the form selected by
the member; and
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o Informed that the payment of such charge by the member might not accrue toward meeting any
limitation that your coverage places on cost sharing, including an explanation that such payment might
not apply to an in-network deductible or out-of-pocket maximum applied under your coverage;

e  States that by signing the consent form, the member agrees to be treated by the non-participating provider
and understands the member may be balance billed and subject to cost sharing requirements that apply to
health care services furnished by the non-participating provider; and

e Documents the time and date on which the member received the written notice described in paragraph i. of
this subsection and the time and date on which the member signed the consent form to be furnished such
health care services by such non-participating provider.

The No Surprises Act prohibits balance billing in most circumstances. If you have questions regarding what constitutes a
“Balance” bill, please contact customer service at 1-866-631-5404 (toll free) or visit our website at
www.aspirushealthplan.com.

V. General Provisions

A. Introduction to Your Coverage under this Certificate of Coverage (COC)

This COC describes your health care coverage purchased by your employer from us pursuant to the Group Master Contract
(GMC) between your employer and us. This COC covers the enrolled subscriber and any enrolled dependents. This COC
describes many services which are covered services, but we may not cover or pay for all of your health care expenses. Read
this COC carefully to determine which expenses are covered services. We have discretionary authority to determine eligibility
for benefits under this COC and to interpret and construe terms, conditions, limitations, and exclusions of this COC and the
GMC. Many provisions are interrelated; therefore, reading just one or two provisions may not give you a complete
understanding of the coverage described under this COC. Italicized words used in this COC have special meanings and are
defined at the back of this COC.

B. Non-Emergency Services Received in a Participating Provider Facility from a Non-Participating
Provider

If a participating provider arranges and/or performs services for you at a participating provider facility, all related eligible
non-facility charges from both participating providers and non-participating providers are covered at the participating
provider level of benefits as shown in the “Description of Benefits.”

If a non-participating provider arranges or performs services for you at a participating provider facility with your written
authorization, all related eligible non-facility charges from any non-participating providers are covered at the non-
participating provider level of benefits, if any, as described in the “Description of Benefits.

C. Continuity of Care

If a participating provider leaves our network, you may, under the following circumstances, continue to receive care from
that provider at the participating provider benefit level for a designated period of time. The continuity of care provisions
outlined below do not apply when: (1) the provider no longer practices within the geographical service area; or (2) the
provider’s participation with us is terminated because of their misconduct.

1. Primary Care Practitioner (PCP). We will continue to cover health care services provided by a participating provider
who is a primary care practitioner until the end of the calendar year for which we represented that the provider was, or
would be, a participating provider.

2. Other than PCP Participating Providers. If you are undergoing a course of treatment with a participating provider,
other than a PCP, we will continue to cover health care services from that participating provider for the following period
of time, whichever is shorter: (a) for the remainder of the course of treatment; or (b) for 90 days after the participation
in our network terminates.

3. Maternity Services. We will continue to cover services for a member who is in the second or third trimester of pregnancy
until the completion of postpartum care for the member and the infant.
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D. Referrals and Open Access

Your provider may suggest that you receive a health care service from a specific provider or receive a specific health care
service. Even though your provider may recommend or provide written authorization for a referral for certain health care
services, the provider where you receive the health care services may be a non-participating provider or the recommended
health care service may be covered at a lesser level of benefits or be specifically excluded. When these health care services
are referred or recommended, a written authorization from your provider does not override any specific network
requirements, prior authorization requirements, or plan benefits, limitations or exclusions.

This COC provides “open access” coverage. “Open access” coverage means that you may elect to receive your health care
services from any participating provider in a provider network. The provider network includes specialists. The provider
directory or designated website will assist you in finding participating providers. You may schedule appointments with such
participating providers, including OB/GYNs, without any referral. However, it is important that you verify that the provider
still participates with the provider network before you actually receive any health care services. 1f you have questions about
the status of participating providers, you may call the Customer Service number listed on your ID card for assistance.

E. Medical Emergency

You should be prepared for the possibility of a medical emergency by knowing your participating provider’s procedures for
“on call” and after regular office hours before the need arises. Determine the telephone number to call, which hospital your
participating provider uses, and other information that will help you act quickly and correctly. Keep this information in an
accessible location in case a medical emergency arises.

If the situation is a medical emergency and if traveling to a participating provider would delay emergency care and thus
endanger your health, you should go to the nearest medical facility. However, call the phone number shown on your id card
or your participating provider within 48 hours or as soon as reasonably possible to discuss your medical condition and to
coordinate any follow-up care. You may authorize someone else to act on your behalf.

F. Group Master Contract (GMC)

Your employer’s Group Master Contract (GMC) with us, combined with this COC, any amendments, the employer’s
application, the individual enrollment applications of the subscribers, and any other documents incorporated by reference
in the GMC, excluding the Summary of Benefits and Coverage, constitute the entire contract between us and the employer.
You may review the GMC at the office of your employer. No agent has the authority to change this COC or the GMC or to
waive any of their provisions. We have the right to rely upon the information provided as part of your enrollment.

G. Summary of Benefits and Coverage (SBC)

The SBC is an informational summary of your benefits and coverage under this COC, including coverage examples, that is
prepared in a uniform style. If there is a conflict between this COC and the SBC, this COC governs and we will administer
your coverage in accordance with this COC. You can obtain the SBC by contacting Customer Service or accessing the
designated website.

H. Your Identification Card

We will issue you an identification (ID) card containing coverage information. Please verify the information on the ID card
and notify Customer Service if there are errors. If any ID card information is incorrect, claims or bills for your health care
may be delayed or temporarily denied. You will be asked to present your ID card whenever you receive services.

I. Provider Directory

You may find participating providers by going to our website at https://p1.aspirushealthplan.com/find-a-doctor and signing
in to your account. In the section of the web page entitled FIND A DOCTOR, there are links with the names of the provider
networks you have access to under this COC. Clicking on a link will take you to the directory of participating providers in
that provider network. Coverage may vary according to your provider selection.

The list of participating providers frequently changes, and Aspirus Health Plan, Inc. does not guarantee that a listed provider
is a participating provider. You may want to verify that a provider you choose is a participating provider by calling Aspirus
Health Plan, Inc. Customer Service. If you call Customer Service, Aspirus Health Plan, Inc. will respond to you as soon as
practicable but in no case later than 1 business day after your call is received, through a written electronic communication or,
at your request, a hard copy communication. Provider directories are available to you upon request.
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If either:

1. You received through a telephone call to Aspirus Health Plan, Inc. Customer Service, or through an Internet-based
provider directory made available by Aspirus Health Plan, Inc., information confirming that a provider was a
participating provider with respect to furnishing certain health care services but the provider which furnished the health
care services after you received such information was a non-participating provider; or

2. We did not make available an Internet-based provider directory and you requested before you received certain health
care services through a telephone call to Aspirus Health Plan, Inc. Customer Service information on whether the provider
was a participating provider with respect to furnishing such health care services and was informed by Customer Service
that the provider was a participating provider;

Then Aspirus Health Plan, Inc:

1. Shall not impose on you a cost-sharing amount (e.g. a deductible or copayment) for such health care services furnished
by the non-participating provider that is greater than the cost-sharing amount that would apply had such health care
services been furnished by a participating provider; and

2. Shall apply the out-of-pocket maximum that would apply if such health care services were furnished by a participating
provider.

J. Premium Payment

This COC will continue in force as long as premium payments are made before the due date or within the grace period
described below. We have the right to terminate this COC due to non-payment of premium, rescind this COC due to fraud
or intentional misrepresentation of a material fact, or to cancel this COC as otherwise described in the “Ending Your
Coverage” provision of this COC. Payment of a claim does not preclude us from denying future claims or taking any legal
action we determine is appropriate, including rescission and seeking repayment of claims already paid.

K. Changes in Coverage

We may modify the GMC, including this COC, 1) if and when your employer renews the coverage so long as such
modification is consistent with applicable statute or regulation and effective on a uniform basis among all small groups with
the same coverage; 2) if a change in coverage is requested by your employer, in which case the modification is effective on
the date mutually agreed to by your employer and us; and 3) if required to comply with applicable statute or regulation, in
which case the modification becomes effective according to statute or regulation. Only an officer of Aspirus Health Plan,
Inc. has the authority to make or change the GMC.

We may non-renew or discontinue the GMC, including this COC, if 1) your employer does not pay premiums in accordance
with the GMC; 2) your employer has performed an act or practice that constitutes fraud or made an intentional
misrepresentation of material fact in connection with the coverage; 3) your employer has not complied with any applicable
GMC contribution or participation provisions; except as provided under this COC; or 4) none of your employer’s employees
live, reside or work in the service area applicable to the coverage, in which case the change will be effective on a uniform
basis without regard to any health status-related factor regarding you or any other covered individual.

We may discontinue offering all health insurance in the group health insurance market in which your employer has purchased
the coverage, including your coverage under this COC and the GMC, if we are ceasing to offer coverage in that group health
insurance market. We may also discontinue offering the coverage your employer has purchased, in which case we will offer
your employer the option to purchase all other group health insurance coverage we currently offers to employers, and the
change will be effective on a uniform basis without regard to any health status-related factor or claims experience regarding
you or any other covered or otherwise eligible individual.

If coverage is modified, non-renewed or discontinued, we will provide you written notice of the change, as required by law.
L. Conflict with Existing Law

If any provision of this COC conflicts with any applicable statute or regulation, only that specific provision is hereby
amended to conform to the minimum requirements of such statute or regulation.

M. Privacy

We are subject to the Health Insurance Portability and Accountability Act (“HIPAA”) Privacy Rule. In accordance with the
HIPAA Privacy Rule, we maintain, use, or disclose your Protected Health Information for purposes such as claims processing,
utilization review, quality assessment, case management, and otherwise as necessary to administer your health care coverage.
You will receive a copy of our Notice of Privacy Practices (which summarizes our HIPAA Privacy Rule obligations, your

ASP SG HMO (1/26) 5 86584W10040022



HIPAA Privacy Rule rights, and how we may use or disclose health information protected by the HIPAA Privacy Rule) with
your enrollment packet. You may also call Customer Service to receive one.

N. Fraud or Intentional Misrepresentation and Rescission

If routine processing delays or clerical errors occur, those delays will not deprive you of coverage for which you are otherwise
eligible, nor will they give you coverage under this COC for which you are not eligible under this COC. You will not be
eligible for coverage beyond the scheduled termination of this COC because of a failure to record or communicate the
termination except where required by law. Your coverage may not be rescinded unless you (or anyone seeking coverage on
your behalf, including a personal representative) falsify, or intentionally misrepresent or omit, information on your
enrollment application form, submit fraudulent, altered or duplicate billings for your or others’ personal gain, allow another
person not covered under this COC to use your coverage, or perform an act or practice that constitutes fraud or intentional
misrepresentation (including an omission) of material fact under the terms of this COC. We will provide you with a minimum
of 30 calendar days advance written notice of the pending rescission. Notwithstanding this, your coverage may be
terminated, including being retroactively terminated, due to your failure to timely pay your required premiums.

O. Authorizations and Right to Audit

For the purpose of managing your overall health status, health conditions and diseases; for care coordination and quality
improvement purposes; for disease management purposes; for claim processing purposes; and for payment purposes, by
enrolling in coverage you authorize: (1) us to disclose your health information with health care providers and subcontractors
of health care providers or of us that provide services; and (2) such health care providers and subcontractors to disclose your
health information to each other and to us.

Determination of your coverage will be made at the time a claim is reviewed. In addition, we or our designee may require
you to furnish proof of your eligibility status, including eligibility for limited open enrollment, and may, at reasonable times
and upon reasonable notice, audit or have audited your records regarding eligibility, enrollment, termination, premium
payments and the coverage provided under this COC. If we determine that, after reasonable requests, you have failed to
provide adequate records or authorizations for the release of information, or sufficient proof, we may, in our sole discretion,
deny claims, cancel or not renew your coverage or rescind or terminate your coverage to the extent permitted by law.

P. Assignment

We will have the right to assign any and all of our rights and responsibilities under this COC to any of our affiliates or to
any other appropriate organization or entity.

Q. Notice

Written notice given by us to a representative of the employer will be deemed notice to all affected in the administration of
the GMC, unless applicable laws and regulations require us to give direct notice to affected subscribers.

R. Medical Equipment, Supplies and Prescription Drugs

Your coverage under this COC does not guarantee that coverage of medical equipment, supplies or prescription drugs will
continue to be covered, even if the equipment, supply or drug was covered in a previous calendar year.

S. Medical Technology and Treatment Review

Depending on the focus of the technology or treatment, one of two committees (Medical Policy Quality Management
Subcommittee or the Pharmacy and Therapeutics Quality Management Subcommittee) determines whether new and existing
medical treatments and technology should be covered benefits. These committees are made up of our designee’s staff and
independent community physicians who represent a variety of medical specialties. Their goal is to find the right balance
between making improved treatments available and guarding against unsafe or unproven approaches. These committees
carefully examine the scientific evidence and outcomes for each treatment/technology being considered. The Quality
Management Committee that is made up of independent community physicians, a consumer representative, and our and our
designee’s staff oversees the decisions of the subcommittees.

T. Recommendations by Health Care Providers

In some cases, your provider may recommend or provide written authorization for services that are specifically excluded by
this COC. When these services are referred or recommended, a written authorization from your provider does not override
any specific COC exclusions.
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U. Legal Actions

No legal action may be brought until at least 60 calendar days after written proof of loss is provided or after the expiration
of three years after the date that written proof of loss was provided.

V. Routine Patient Costs Associated with Clinical Trials

We cover routine patient costs associated with a clinical trial and may not: 1) deny your participation in a clinical trial; 2)
deny (or limit or impose additional conditions on) the coverage of routine patient costs for items and services furnished to
you in connection with participation in the clinical trial; or 3) discriminate against you on the basis of your participation in
a clinical trial.

If one or more participating providers are participating in a clinical trial, we will cover routine patient costs only if you
participate in the clinical trial through a participating provider if the provider will accept you as a participant in the clinical
trial. This requirement is waived if the approved clinical trial is conducted outside the state in which you reside. We will
not cover routine patient costs if you are participating in a clinical trial with a non-participating provider and you do not
have coverage for non-participating provider benefits. We will also cover reasonable and medically necessary health care
services for diagnosis and treatment of complications arising from participation in a qualifying clinical trial.
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VI. Eligibility, Enrollment, and Effective Date
Eligible Individuals.
An individual is eligible for coverage as a subscriber under this COC if, at the time of application, the subscriber:
1. Qualifies as:
a. A full-time employee of an eligible employer; or
b. A part-time employee of an eligible employer, but only if elected by the employer in the GMC; and
2. Has been determined by us to be an eligible employee.

If your employer is an “applicable large employer” (as defined by the Affordable Care Act) and elected in the GMC to use a
look back measurement safe harbor permitted by Internal Revenue Code section 4980H to determine the eligibility under
this COC of at least some “ongoing employees” and/or “new employees” (as defined by the Affordable Care Act), then your
status as a full-time employee is determined by the eligibility rules set forth in the GMC, and is also determined by your
employer’s look back measurement method policy, which is incorporated herein by reference and is available from your
employer upon request at no charge.

If your employer also sponsors and maintains a health reimbursement arrangement (HRA), your employer may require that
eligibility, enrollment and coverage under this COC be coordinated with and conditioned upon concurrent eligibility and
enrollment for benefits under the HRA. If concurrent eligibility and enrollment in an HRA is required, then the eligibility
requirements under this COC are also applicable to the HRA and you must enroll in both this COC and the HRA to participate
in either program. If you are considered a self-employed individual within the meaning of the HRA’s plan document, and
thus, ineligible for the HRA, you may enroll solely in coverage under this COC but only to the extent you are otherwise
eligible as set forth under the GMC and will not be required to concurrently enroll in the HRA.

Note: Coverage will be rescinded or terminated in the event of fraud, intentional misrepresentation of material fact
(including a misleading omission of material fact) or failure to pay, when due, any required premium.

Eligible Dependents. An eligible employee must enroll for coverage as a subscriber to be permitted to enroll eligible
dependents. Eligible dependents of the subscriber include only the following individuals:

1. Lawful spouse whose marriage to the subscriber is valid under Wisconsin law.
2. Children, through end of the calendar year in which the child reaches age 26, including:

a. Natural children of a covered subscriber from birth.

b. Legally adopted children or children placed with the subscriber for legal adoption (date of placement means the
assumption and retention by a person of a legal obligation for total or partial support of a child in anticipation of
adoption of the child. The child’s placement with a person terminates upon the termination of the legal obligation
of total or partial support).

c.  Children under age 26 for whom the subscriber or the subscriber’s covered lawful spouse has been appointed legal
guardian by a court of law prior to age 18
Stepchildren of the subscriber.

e. Biological child of a subscriber’s child (i.e. the subscriber’s grandchild) if the subscriber’s child is under age 18.

3. Child of the subscriber who is a full-time student returning from military duty.

4. Dependent children who are disabled. Application for extended coverage and proof of incapacity must be furnished to
us within 31 calendar days after the dependent child reaches age 26. We may ask for an independent medical exam to
determine the functional capacity of the dependent child. After this initial proof, we may request proof again annually.
A dependent child may be eligible for coverage if coverage has not otherwise terminated by us and if the dependent
child meets all of the following criteria:

Became disabled before age 26;

Was covered under this COC before age 26;

Was a dependent enrolled under this COC prior to reaching age 26;

Is incapable of self-sustaining employment, because of a physical disability, developmental disability, mental
illness, or mental health disorder; and

e. Is dependent on the subscriber for a majority of support and maintenance.

Ao o

The disabled dependent child shall be eligible for coverage as long as the dependent child is and continues to be disabled
and dependent on the subscriber, unless coverage otherwise terminates under this COC.
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Note: Coverage will be rescinded or terminated in the event of fraud, intentional misrepresentation of material fact
(including a misleading omission of material fact) or failure to pay, when due, any required premium.

Open Enrollment, Initial Enrollment and Subsequent Open Enrollment. An eligible employee (as subscriber ) must
make written application to enroll including any eligible dependents that the subscriber wishes to enroll when the subscriber
first becomes eligible, subject to any applicable waiting period, and must do so during the once-per-year 30-day annual open
enrollment period designated by us, which period will start at least 30 days before the eligible employer’s plan year, as
defined in the GMC, begins, which plan year shall not exceed 12 months and shall be consistent with the employer’s effective
date of coverage under the GMC and the period of coverage for eligible employees under this COC. In all cases, the eligible
employee must submit the complete enrollment application (which was signed before the effective date) to us no later than
the thirtieth (30™) day following the effective date of coverage designated by us.

A newly eligible employee who first becomes an eligible employee outside of the annual open enrollment period may enroll
for coverage under this COC during a 30-day initial enrollment period that starts on the day after becoming an eligible
employee. 1f, however, a waiting period applies, then the 30-day initial enrollment period starts on the day after the eligible
employee completes the waiting period. In all cases, the eligible employee must submit a complete enrollment application
to us no later than the thirtieth (30™) day following the effective date of coverage designated by us. If the employer is an
“applicable large employer” (as defined by the Affordable Care Act) that elected in the GMC to use a look back measurement
safe harbor permitted by Internal Revenue Code section 4980H, then an eligible employee, upon transitioning from “new
employee” to “ongoing employee” status (as defined by the Affordable Care Act), is not entitled to another enrollment period
outside of an annual open enrollment period.

Rehires will become effective consistent with the Rehire provision of the GMC.

An employee must enroll for coverage as a subscriber to be permitted to enroll the subscriber’s eligible dependents. Subject
to any applicable waiting period, eligible dependents may be added to this COC at subsequent 30-day annual open enrollment
periods designated by the Employer, and approved by us, which shall occur no more frequently than once during the eligible
employer’s plan year as defined in the GMC, and shall precede the start of the next plan year. They may also be enrolled in
connection with a special enrollment period as described in “Special Enrollment,” below. For further information regarding
enrollment, please contact Customer Service.

Newborn Child Enrollment Under Wisconsin Law. Newborn biological children who are born while the subscriber is
covered under this COC and who are otherwise eligible for coverage, will be covered immediately from the moment of birth
and for the next 60 days of the child’s life immediately following the date of birth. If coverage is needed after the 60 days,
you must add the child.

To add a newborn biological child, you must submit an application and pay the required premium within 60 calendar days
after the date of birth. If you fail to notify us and do not make any payment beyond the 60-day period, coverage will end,
unless you make all past new payments with 5.5% interest, within one year of the child’s birth. In this case, coverage will
be retroactive to the date of birth. If we do not receive payments within one year after the child’s birth, the newborn may
not be added until the next annual enrollment period.

Note: Other dependents (such as siblings of a newborn child) are not entitled to special enrollment rights upon the birth of
a child.

Newly Adopted Child Enrollment. Children newly adopted or placed for adoption, who were adopted or placed for
adoption while the subscriber is covered under this COC, and who are otherwise eligible for coverage, may be covered
immediately from the date of adoption or placement for adoption, or on a later date elected by the subscriber. We must
receive an application to add the child within 60 days of the date of adoption or placement for adoption. If you submit an
application more than 60 calendar days after the date of adoption, or placement for adoption, the adopted child may not be
added until the next annual enrollment period.

If the adoption of a child who is placed for adoption or foster care with the subscriber is not finalized, the child’s coverage
will terminate when the child’s placement for adoption or foster care with the subscriber terminates.

Note: Other dependents are not entitled to special enrollment rights upon the adoption of a child.

Military Duty. Employees returning from active duty with the military and their eligible dependents will be eligible for
coverage as required by law. See USERRA section of this COC for specific requirements.

Effective Date for Initial Enrollment. The effective date of coverage for the subscriber and any enrolled dependents
enrolled as part of your enrollment application depends upon any applicable waiting period designated by the employer in
the GMC, and on the date we receive your application and approves it as permitted by applicable law. We will determine the
effective date of your coverage.
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Note: A dependent of an eligible employee is not eligible for initial enrollment if the employer doesn’t extend the offer of
coverage to dependents or the specific dependent class.

Special Enrollment

If your circumstances change, you, your spouse, and your dependents may have a special enrollment right to enroll in this
COC or another health plan. An employee must enroll for coverage as a subscriber to be permitted to enroll the subscriber’s
eligible dependents. The events that may permit such special enrollment are described below in this section. If one of the
listed events applies to you, to elect coverage under this COC, you must submit your completed enrollment application to us
no later than 30 calendar days after the date the event occurs unless a longer election period of 60 days is provided for
individuals on Medicaid, including BadgerCare Plus or the Children’s Health Insurance Program (CHIP), as described below
(the “enrollment period”). If you do not apply for coverage within these timeframes, you and any dependents will need to
wait until the next annual open enrollment period. For further information regarding these special enrollment rules, please
contact Customer Service.

Note: Other dependents (such as siblings of a newborn child) are not entitled to special enrollment rights upon the birth or
adoption of a child.

Effective Date of Coverage Pursuant to Special Enrollment. The effective date of coverage for the subscriber and any
eligible dependents enrolled as part of your enrollment application depends on the date on which we timely receive your
enrollment application and approves it. If the event is:

1. The birth, adoption or placement for adoption of a dependent child, coverage is effective on the date of the birth, adoption
or placement for adoption, provided that all conditions described in this section are met;

2. Marriage, coverage is effective on the date of the event, provided that all conditions described in this section are met; or

3. Any other event, coverage shall begin on the first day following the date the subscriber’s or spouse’s or dependent
child’s coverage ended or, as applicable, you experienced a termination of all employer contributions toward your non-
COBRA or non-state continuation coverage, provided that all conditions described in this section are met.

In all cases, the effective date of dependent coverage shall be delayed until the date dependent coverage is made available
under your employer’s GMC with us.

Special Enrollment Period for Employees and Dependents. 1f you are a subscriber, or a spouse or an eligible dependent
child of a subscriber, but are not enrolled for coverage under this COC, you may enroll for coverage under this COC if all of
the following conditions are met:

1. You were covered under a group health plan or had health insurance coverage at the time coverage was previously
offered to the subscriber or dependent;

2. The subscriber stated in writing at the time of initial eligibility that coverage under a group health plan or health
insurance coverage was the reason for declining enrollment, but only if the employer required a statement at such time
and provided the subscriber with notice of the requirement and the consequences of such requirement at the time; and

3. Your coverage described in paragraph 1:

a. Was COBRA or state continuation coverage and the continuation period was exhausted; or

b. Was not COBRA or state continuation coverage and such coverage ended as a result of loss of eligibility for the
coverage, as a result of a legal separation, divorce, death, termination of employment, the covered employee’s
reduction in the number of hours of employment or entitlement to Medicare, or a loss of coverage provided through
an HMO or other arrangement in the group or individual market due to you no longer residing or working in the
service area designated by the HMO or other arrangement, provided that in the case of a group HMO or other
arrangement no other group benefit package is available to you, or as a result of an employer-sponsored health plan
discontinuing to offer any health benefits to similarly situated individuals; or

c¢.  Was not COBRA or state continuation coverage and you experienced a termination of all employer contributions
toward such coverage.

d. Was coverage under a group health plan with a plan year that differs from the plan year applicable to coverage
under this COC and such coverage ended either at the close of such other group health plan’s plan year in relation
to an open enrollment period or upon the occurrence of one or more of the following qualifying change in status
events experienced by the subscriber or dependent, but only to the extent such event is recognized under this
employer’s Section 125 cafeteria plan, if applicable:

1. A significant reduction in benefits available under the other group health plan; or
ii. A significant increase in the cost charged to the subscriber or dependent for coverage under the other group
health plan; or
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iii. A reduction in working hours that caused a significant increase in the cost charged to the subscriber or
dependent for coverage under the other group health plan.

Special Enrollment Period for New Dependents. A subscriber may enroll a newly acquired spouse and/or dependent

children in this COC if all the following conditions are met:

1. The employer’s group health plan makes coverage available to a dependent of a subscriber;

2. The newly acquired dependents became dependents of the subscriber through marriage, birth, adoption, or placement
for adoption; and

3. If the subscriber is not previously enrolled, the subscriber must enroll before enrolling a new dependent.

In the case of marriage, the subscriber, the spouse and any new dependent children resulting from the marriage may be
enrolled, if they are otherwise eligible for coverage.

Note: Other dependents (such as siblings of a newborn child) are not entitled to special enrollment rights upon the birth or
adoption of a child.

Special Enrollment Period under the Affordable Care Act. 1f you are an eligible employee, or a spouse or an eligible
dependent child of an eligible employee, but are not enrolled for coverage under this COC, you may also enroll for coverage
under this COC, as provided by the Affordable Care Act, as a result of qualifying events as defined under section 603 of the
Employee Retirement Income Security Act of 1974, as amended. For further information regarding these special enrollment
rules, please contact Customer Service.

Special Enrollment Period for Individuals on Medicaid, including BadgerCare Plus and CHIP. If an eligible employee
and/or the eligible employee’s eligible dependents are covered under a state Medicaid Plan, including BadgerCare Plus or a
state Children’s Health Insurance Program (CHIP), and that coverage is terminated as a result of loss of eligibility, then such
employee may request enrollment in the employer group health plan on behalf of the eligible employee and/or eligible
dependents. Such request shall be submitted to us not later than 60 days after the eligible employee’s and/or the eligible
employee’s eligible dependent’s coverage ends under such state plans.

If an eligible employee and/or the eligible employee’s eligible dependents become eligible for coverage under a state Medicaid
Plan or a state CHIP (if applicable) and the employer has not opted out of the premium assistance subsidy offered by the
state, then such employee may request enrollment in the employer’s group health plan on behalf of the eligible employee
and/or such eligible dependents. The eligible employee shall request such enrollment in the group health plan no later than
60 days after the date the employee and/or the eligible employee’s eligible dependents are determined to be eligible for
coverage under such state plans.
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VII. Schedule of Payments

You are required to pay any deductible and coinsurance amounts. Benefits are covered in this COC according to what
we pay for covered services that we determine are medically necessary. Medically necessary is defined in the Definitions
section of this COC. Your coinsurance amount is the eligible charge for a covered service less the percentage covered
by us. Our payment begins after you have satisfied any applicable deductible and coinsurance.

Discounts negotiated by or on behalf of us with providers may affect your coinsurance amount. We pay higher benefits
if you choose participating providers. In addition to any coinsurance and deductible, you also pay all charges that
exceed the non-participating provider reimbursement value when applicable.

2

Note: Your coverage is either “subscriber only” or “family.” Therefore, only one of the following sections “Subscriber
only” or “Family” applies to you. If you have questions about which section applies to you, contact Customer Service.

If you have subscriber only coverage, on the date that the coverage for your eligible dependent(s) becomes effective, you
and your new dependent(s) become subject to the terms and conditions of family coverage.

Subscriber only

Deductible: The subscriber must first satisfy the deductible by incurring charges equal to that amount for eligible services
in a calendar year before we will pay benefits. We will not pay benefits for the eligible charges applied toward the
deductibles. Expenses you pay for coinsurance and any amount in excess of the non-participating provider reimbursement
value will not apply towards satisfaction of the deductible. You will not be required to satisfy the deductible before we will
pay benefits for preventive health care services received from a participating provider.

Out-of-Pocket Limit: After the subscriber has met the out-of-pocket limit per calendar year for coinsurance and deductible,
we cover 100% of charges incurred for all other eligible charges. 1t is the subscriber’s responsibility to pay any amounts
greater than the out-of-pocket limit if any benefit or visit maximums are exceeded. Expenses you pay for amounts in excess
of the non-participating provider reimbursement value will not apply towards satisfaction of the out-of-pocket limit.

Subscriber only Participating Provider Network Non-Participating Providers

Deductible $5,000 per calendar year for eligible Not applicable.
charges received from participating
providers, charges calculated for
non-participating providers of
emergency services, charges calculated
for non-participating providers of air
ambulance services, and charges
calculated for non-participating
providers of non-emergency services at
a hospital or ambulatory surgical center
which is a participating provider.*
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Out-of-Pocket Limit

$6,500 per calendar year for eligible
charges received from participating
providers, charges calculated for
non-participating providers of
emergency services, charges calculated
for non-participating providers of air
ambulance services, and charges
calculated for non-participating
providers of non-emergency services at
a hospital or ambulatory surgical center
which is a participating provider.*

Not applicable.

Family (Subscriber and Enrolled Dependents)

Family Deductible: 1f you have family coverage, each covered family member must meet their own individual deductible
until the total amount of deductible expenses paid by all family members meets the overall family deductible. We will not
pay benefits for the eligible charges applied toward the family deductible. Expenses the family pays for coinsurance and any
amount in excess of the non-participating provider reimbursement value will not apply towards satisfaction of the family
deductible. Members of the family will not be required to satisfy the family deductible before we will pay benefits for
preventive health care services received from a participating provider.

Family Out-of-Pocket Limit: 1f you have family coverage, each family member must meet their own individual out-of-pocket
limit per calendar year for coinsurance and deductible, until the overall family out-of-pocket limit has been met, after which
we cover 100% of charges incurred for all other eligible charges. The family must pay any amounts greater than the family
out-of-pocket limit if any benefit or visit maximums are exceeded. Expenses the family pays for amounts in excess of the
non-participating provider reimbursement value will not apply towards satisfaction of the family out-of-pocket limit.

Family (Subscriber and
Dependents)

Participating Provider Network

Non-Participating Providers

Family Deductible

$10,000 per family ($5,000 per member)
per calendar year for eligible charges
received from participating providers,
charges calculated for
non-participating providers of
emergency services, charges calculated
for non-participating providers of air
ambulance services, and charges
calculated for non-participating
providers of non-emergency services at
a hospital or ambulatory surgical center
which is a participating provider.*

Not applicable.

ASP SG HMO (1/26)

13

86584W10040022




Family Out-of-Pocket Limit $13,000 per family (36,500 per member) Not applicable.
per calendar year for eligible charges
received from participating providers,
charges calculated for
non-participating providers of
emergency services, charges calculated
for non-participating providers of air
ambulance services, and charges
calculated for non-participating
providers of non-emergency services
at a hospital or ambulatory surgical
center which is a participating
provider.*

Cost Sharing: The provider’s allowed charge is the full amount that the provider bills less any discount negotiated by or on
behalf of Aspirus Health Plan, Inc. with the provider. The calculation of the coinsurance is based on the least of the provider’s
allowed charge, the fee schedule negotiated by or on behalf of Aspirus Health Plan, Inc. with the participating provider, or the
Aspirus Health Plan, Inc. non-participating provider reimbursement value, except for: (1) the calculation of the coinsurance
for emergency services provided by a non-participating provider, in which case, the calculation of the coinsurance will be
based on the recognized amount; (2) the calculation of the coinsurance for air ambulance services provided by a non-
participating provider, in which case, the calculation of the coinsurance will be based on the lesser of the qualifying payment
amount and billed charges; and (3) the calculation of the coinsurance for non-participating providers of non-emergency
services at a hospital or ambulatory surgical center which is a participating provider, in which case, the calculation of the
coinsurance will be based on the recognized amount.* The deductible is first subtracted from the allowed charge, fee schedule,
the Aspirus Health Plan, Inc. non-participating provider reimbursement value, the recognized amount, or the amount
calculated for air ambulance services provided by a non-participating provider, whichever is applicable, then the coinsurance
percentage is applied to the remainder.

* 1If a non-participating provider provides non-emergency health care services at a hospital or ambulatory surgical center
which is a participating provider and the non-participating provider has satisfied the notice and consent requirements
described in Section I'V. of this COC entitled Balance Billing, then Aspirus Health Plan, Inc. will pay for charges for such
non-emergency health care services according to the terms of the non-participating provider benefit in the table in Section
IX.J. Hospital Services and any amounts paid by you toward the deductible and as coinsurance for charges for such non-
emergency health care services will count toward the deductibles and out-of-pocket limits for non-participating providers.
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VIII. Prior Authorization

Approval of a prior authorization request by us or our designee does not guarantee payment for services. Whether
or not we grant prior authorization, payment for services will depend on whether, at the time the services are
performed, you are a member who is eligible for and enrolled under this COC, the services are medically necessary,
are covered services, you have provided the appropriate information for those services, and you have met all other
terms of the COC. Please read the entire COC to determine which other provisions might also affect benefits.

If your attending provider requests prior authorization on your behalf, the attending provider will be treated as your
authorized representative by us for purposes of such request and the submission of your claim and associated appeals
unless you specifically direct otherwise to us within ten business days from our notification that an attending provider
was acting as your authorized representative. Your direction will apply to any remaining appeals.

Prior Authorization Recommendation. We recommend that you or your provider request prior authorization for certain
health care services to determine whether they are medically necessary. When a participating provider renders services,
the provider will obtain authorization in advance from us or our designee for you by following the procedures explained in
this section of this COC. It is your responsibility to obtain prior authorization from us and to follow the procedures in this
section of this COC when you receive services from non-participating providers. 1f you have questions about prior
authorization, please contact Customer Service. Penalties do not apply. You and your provider should follow the procedures
for prior authorization appeals as shown in the “Internal Grievance and Appeals Procedures” section. The prior authorization
process is recommended for a variety of services including, but not limited to, those listed below, and others that are listed
in our “Prior Authorization List™:

All non-emergency inpatient admissions including skilled nursing facility, rehabilitation, hospital, etc.;

Transplant services;

Drugs or procedures that could be construed to be cosmetic;

Home health care or hospice;

Non-emergency transportation

Outpatient surgeries;

Physical therapy, occupational therapy, speech therapy and other outpatient therapies;

Pain therapy;

A AN U O

Reconstructive surgery; and
10. Durable medical equipment (DME) or prosthesis that might exceed $5,000.

You can access the current list by logging in to your member home page at www.aspirushealthplan.com.

We also recommend that you or your provider request prior authorization for certain prescription drugs before you fill your
prescription at a pharmacy. These prescription drugs include, but are not limited to:

1. Compounded drugs that are over $200;
2. Specialty drugs; and

3. Other prescription drugs listed on the formulary as requiring prior authorization.

Prior Authorization Procedure for Non-Acute Care Pre-Service Requests. When a participating provider renders
services, the participating provider will notify us for you and must follow the procedures set forth below. It is your
responsibility to ensure that we have been notified when non-participating providers are used. You or the provider must
contact Customer Service by telephone, facsimile, electronic mail, or voice mail prior to services being performed and
without unreasonable delay.

For non-participating providers, you need to follow the procedures set forth below:

1. You must contact Customer Service by telephone, facsimile, electronic mail, or voice mail prior to services being
performed and no less than 15 calendar days prior to the date services are scheduled. An expedited review is available
if your attending health care professional believes it is warranted.

2. You and the provider will be notified of the initial determination by us or our designee within ten business days following
a request, but in no event later than the date on which the services are scheduled to be rendered, provided that we have
all necessary information we need to make an initial determination. If we have all information we need to make an initial
determination, but determine that an extension is necessary due to matters beyond our control, then we may extend the
time period for our initial determination by sending written notice to you before the end of the initial determination
period, which describes the circumstances that require the extension. We or our designee will notify you and the provider
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of the initial determination within ten business days after the end of the initial determination period. The initial
determination will be communicated to the provider by telephone.

3. If we do not have all necessary information we need to make an initial determination, then we may extend the time
period for making the initial determination by sending written notice to you, before the end of the initial determination
period, which describes the missing information and provides a grace period to you for providing the necessary
information of at least 45 calendar days from the date you receive the notice. We will notify you and the provider of the
initial determination within ten business days after the earlier of a) the date on which we receive the requested
information and b) the end of the specified grace period, if we do not receive the requested information. The initial
determination will be communicated to the provider by telephone.

4. If the initial determination is that the service will not be covered your attending health care professional, hospital (if
applicable) and attending provider will be promptly notified by telephone within one business day after the decision has
been made.

5. Written notification will then be provided to you, your attending health care professional, hospital (if applicable) and
attending provider explaining the principal reason or reasons for the determination. The notification will also include
the process to appeal the decision.

6. If you or the provider has not submitted the request for review in accordance with these procedures, we will notify you
within five calendar days.

Note: If your request is denied, you may appeal that decision. Refer to the section entitled “Internal Grievance and Appeals
Procedures” for details on how to appeal.

Should Wisconsin, Minnesota, Pennsylvania, or the Wausau, Minneapolis/St. Paul, or Philadelphia metropolitan area(s) be
declared subject to a pandemic alert or in the event of a cyber-attack, we may suspend prior authorization and other services
as may be determined by us.

How to Obtain an Expedited Review

Expedited Review. An expedited initial determination will be used if your attending health care professional believes it is
warranted. Acute care services, which can warrant expedited review, are medical care or treatment with respect to which
the application of the time periods for making non-expedited review determinations could seriously jeopardize your life or
health or your ability to regain maximum function, or that in the opinion of your attending health care professional would
subject you to severe pain that cannot be adequately managed without the care or treatment that is the subject of the pre-
service request.

An expedited initial determination will be provided to you, your attending health care professional, hospital (if applicable)
and attending provider as quickly as your medical condition requires, but no later than 72 hours following the initial request.
If we, or our designee, do not have all the information needed to make a determination, you will be notified within 24 hours.
You will then have at least 48 hours to provide the requested information. You, your attending health care professional,
hospital (if applicable) and attending provider will be notified of the determination within 48 hours after the earlier of our
receipt of the requested information or the end of the time period specified for you to provide the requested information. If
the initial determination would deny coverage, you or your attending health care professional will have the right to submit
an expedited appeal.

Note: If your request is denied, you may appeal that decision. Refer to the section entitled “Internal Grievance and Appeals
Procedures” for details on how to appeal.

Case Management

In cases where your condition is expected to be or is of a serious nature, we may arrange for review and/or case management
services from a professional who understands both medical procedures and our health care coverage.

Under certain conditions, we will consider other care, services, supplies, reimbursement of expenses or payments for care of
your serious sickness or injury that would not normally be covered. We and your physician will determine whether any
medical care, services, supplies, reimbursement of expenses or payments will be covered. Such care, services, supplies,
reimbursement of expenses or payments will not be considered as setting any precedent or creating any future liability.

Other care, treatments, services, or supplies must meet both of these tests:

1. Bedetermined in advance by us to be medically necessary and cost effective in meeting your long term or intensive care
needs in connection with a catastrophic sickness or injury; and

2. The charges incurred would not otherwise be payable or would be payable at a lesser percentage.
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Alternative Care

If your attending health care professional advises you to consider alternative care for a sickness or injury that includes
health care services not covered under the COC, your attending health care professional should contact us so we can
discuss it with them. We have full discretionary authority to consider paying for such non-covered kealth care services and
we may consider an alternative care plan if we find that:

1. The recommended alternative care offers a medical therapeutic value equal to or greater than the current treatment or
confinement;

2. The current treatment or confinement is covered under the COC;

3. The current treatment or confinement may be changed without jeopardizing your health; and

4. The health care services provided under the alternative care plan will be as cost effective as the health care services
provided under the current treatment or confinement plan.

We will make each alternative care coverage determination on a case-by-case basis and no decision will set any precedent
for future claims. Payment of benefits, if any, will be determined by wus.

Any alternative care decision must be approved by you, the attending health care professional, and us before such alternative
care begins.
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IX. Description of Benefits

1. Also refer to the Schedule of Payments to help determine your benefit level.

2. See the Prior Authorization section for certain services.

3. Be sure to review the list of Exclusions. A provider recommendation or performance of a service, even if it is the
only service available for your particular condition, does not mean it is a covered service. Benefits are not available
for medically necessary services, unless such services are also covered services, and received while you are covered
under this COC.

4. Benefits are limited to the most cost effective and medically necessary alternative.

Benefit Participating Provider Benefits, Non-Participating Provider
we pay: Benefits, we pay:
Note: For non-participating
providers, in addition to any
deductible and coinsurance, you
pay all charges that exceed the
non-participating provider
reimbursement value, when
applicable. *

A. Ambulance Services

Ambulance services for an 80% of eligible charges Same as the participating provider
emergency. after the deductible. benefit for emergency ambulance

services.*
Non-emergency transportation. 80% of eligible charges Same as the participating provider
Note: Prior authorization by us or our after the deductible. benefit for non-emergency
designee. is recommended for non- transportation.
emergency transportation

* Air ambulance services. Covered air ambulance services provided by a non-participating provider are subject to the
same deductible and coinsurance requirements that would apply if the services were provided by a participating provider
of air ambulance services. The deductible and coinsurance requirements must be calculated as the lesser of the qualifying
payment amount and the billed amount for the services.

Ambulance services for an emergency. We cover ambulance service and emergency transportation to the nearest hospital
or medical center where initial care can be rendered for a medical emergency. Air ambulance is covered only when the
condition is an acute medical emergency and is authorized by a physician. Prior authorization by us or our designee is
recommended for non-emergency transportation.

We cover emergency ambulance (air or ground) transfer from a hospital not able to render the medically necessary care to
the nearest hospital or medical center able to render the medically necessary care only when the condition is a critical medical
situation and is ordered by a physician and coordinated with a receiving physician.

Ambulance services for a non-emergency. Non-emergency ambulance service, including transfers from hospital to
hospital when care for your condition is not available at the hospital where you were first admitted, from a hospital to other
facilities for subsequent covered care or from home to physician offices or other facilities for outpatient treatment procedures
or tests, are covered if medical supervision is required en route. Prior authorization by us or our designee is recommended
for non-emergency ambulance services in advance.

Exclusions:

a. Please see the section entitled “Exclusion List.”
b. Non-emergency ambulance service from hospital to hospital such as transfers and admission to hospitals performed
only for convenience.
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Benefit Participating Provider Benefits, Non-Participating Provider

we pay: Benefits:
B. Autism Services
Services to diagnose and treat Autism. Hospital Services: Not covered.
80% of eligible charges
after the deductible.
Office Visits:

Primary Care:
80% of eligible charges
after the deductible..
Specialist:

80% of eligible charges
after the deductible.

We cover autism services for members who have a primary verified diagnosis of autism spectrum disorder, which includes
autism disorder, Asperger’s syndrome, and pervasive development disorder not otherwise specified. A verified autism
spectrum disorder diagnosis determination must be made by a health care professional skilled in testing and in the use of
empirically validated tools specific for autism spectrum disorders. We may require confirmation of the primary diagnosis
through completion of empirically validated tools or tests from each of the following categories: intelligence, parent report,
language skills, adaptive behavior and direct observation of the member. Please see Wisconsin Administrative Code Ins. 3.36
for applicable definitions.

This section is not subject to the general exclusions in the Section entitled “Exclusion List”. The only exc