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A hospice facility is a Participating institution or portion of a facility which primarily provides
care for terminally ill patients: is a Medicare approved hospice care facility; meets standards
established by the Plan; and fulfills all licensing requirements of the state or locality in which it
operates,

8.29 Immunizations
Immunizations are not subject to the annual routine visit limitation. Covered immunizations for
adults and children over age 2 include:

1. Influenza, Trivalent inactivated influenza vaccine (TIV)
2.  Influenza, Live attenuated influenza vaccine (LAIV)
3.  Pneumococcal

4.  Hepatitis A (Hep A)

5. Hepatitis B (Hep B)

6. Td/Tdap (Tetanus, diphtheria, pertussis)

7.  Polio {IPV)

8.  Varicella (Var)

9. Meningococcal Conjugate vaccine (MCV4)

10. MMR (Measles, mumps, rubella)

11. HPV Vaccine

12. Shingles Vaccine

13. DTap (Diphtheria, tetanus, pertussis)

14. Other immunizations approved by the Plan.

Covered immunizations will be administered according to guidelines and recommendations
from the Centers for Disease Control and Prevention (CDC).

8.30 Infertility Services
Diagnostic services rendered for infertility evaluation are covered. Any medical treatment
and/or prescription related to infertility once diagnosed are excluded by the Plan.

8.31 Inpatient Services at Other Participating Health Care Facilities

Inpatient services include semi-private room and board; skilled and general nursing services:
Physician visits; physiotherapy;, speech therapy;, occupational therapy; x-rays; and
administration of drugs, medications, biologicals and fluids.

Private rooms are only provided if deemed medically necessary by the Third Party Claim
Administrator. The Plan will pay the difference in cost between a semi-private room and a
private room only if a private room is necessary according to generally accepted medicsl
practice.
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8.32 Insulin Pumps and Supplies

Insulin pumps and insulin pump supplies are covered when ordered by a Physician and
obtained through a contracted durable medical equipment supplier. You may call the Customer
Service number on your ID card if you need assistance locating a contracted supplier.

8.33 Internal Prosthetic/Medical Appliances

Internal prosthetic/medical appliances are prosthetics and appliances that are permanent or
temporary internal aids and supports for non-functional body parts, including testicular
implants following Medically Necessary surgical removal of the testicles. Medically Necessary
repair, maintenance or replacement of a covered appliance is covered.

8.34 Mammograms
Mammograms are covered for routine and diagnostic breast cancer screening as follows:

1. Asingle baseline mammogram if you are age 35-39;
2. Once per Plan Year if you are age 40 and older.

Non-routine services covered more frequently based on recommendation of the Member’s
Physician if determined to be Medically Necessary by the Third Party Claim Administrator.

8.35 Maternity Care Services

Maternity care services include medical, surgical and hospital care during the term of
pregnancy, upon delivery and during the postpartum period for normal delivery, cesarean
section, spontaneous abortion {miscarriage), complications of pregnancy, and maternal risk.

Coverage for a mother and her newly born child shall be available for a minimum of forty-eight
{48} hours of inpatient care following a vaginal delivery and a minimum of ninety-six (96} hours
of inpatient care following a cesarean section. Any decision to shorten the period of inpatient
care for the mother or the newborn must be made by the attending Physician in consultation
with the mother.

These maternity care benefits also apply to the natural mother of a newborn child legally
adopted by you in accordance with the Plan adoption policies.

These benefits do not apply to the newly born child of an Eligible Dependent daughter unless
placement with the Employee is confirmed through a court order or legal guardianship.

Charges incurred at the birth for the delivery of a child only to the extent that they exceed the
birth mother’s coverage, if any, provided:

1. That child is legally adopted by you within one year from date of birth;

You are legally obligated to pay the cost of the birth;

3. You notify the Plan of the adoption within 60 days after approval of the adoption or a
change in the insurance policies, plans or company; and
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4. You choose to file a claim for such expenses subject to all other terms of these medical
benefits.

8.36 Medical Foods / Metabolic Supplements and Gastric Disorder Formula

Medical foods, metabolic supplements and gastric disorder formula to treat inherited metabolic
disorders or a permanent disease/non-functioning condition in which a Member is unable to
sustain weight and strength commensurate with the Member's overall health status are
covered.

Inherited metabolic disorders triggering medical food coverage are:

1. Part of the newborn screening program as prescribed by Arizona statute; involve amino
acid, carbohydrate or fat metabolism;

2. Have medically standard methods of diagnosis, treatment and monitoring including
quantification of metabolites in blood, urine or spinal fluid or enzyme or DNA
confirmation in tissues; and

3. Require specifically processed or treated medical foods that are generally available only
under the supervision and direction of a physician, that must be consumed throughout
life and without which the person may suffer serious mental or physical impairment.

For non-inherited disorders, enteral nutrition is considered Medically Necessary when the
Member has:

1. A permanent non-function or disease of the structures that normally permit food to
reach the small bowel; or

2. A disease of the small bowel which impairs digestion and absorption of an oral diet
consisting of solid or semi-solid foods.

For the purpose of this section, the following definitions apply:

“Inherited Metabolic Disorder” means a disease caused by an inherited abnormality of body
chemistry and includes a disease tested under the newborn screening program as prescribed by
Arizona statute. Medical Foods means modified low protein foods and metabolic formula.

“Metabolic Formula” means foods that are all of the following:

1. Formulated to be consumed or administered internally under the supervision of a
medical doctor or doctor of osteopathy;

2. Processed or formulated to be deficient in one or more of the nutrients present in
typical foodstuffs;

3. Administered for the medical and nutritional management of a person who has limited
capacity to metabolize foodstuffs or certain nutrients contained in the foodstuffs or who
has other specific nutrient requirements as established by medical evaluation; and

4. Essential to a person’s optimal growth, health and metabolic homeostasis.
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“Modified Low Protein Foods” means foods that are all of the following:

1. Formulated to be consumed or administered internally under the supervision of a
medical doctor or doctor of osteopathy.

2. Processed or formulated to contain less than one gram of protein per unit of serving,
but does not include a natural food that is naturally low in protein;

3. Administered for the medical and nutritional management of a person who has limited
capacity to metabolize foodstuffs or certain nutrients contained in the foodstuffs or who
has other specific nutrients requirements as established by medical evaluation; and

4. Essential to a person’s optimal growth, health and metabolic homeostasis.

For eosinophilic gastrointestinal disorder, amino acid-based formulas are considered Medically
Necessary when:

1. The Member has been diagnosed with eosinophilic gastrointestinal disorder.
2. The Member is under the continuous supervision of a licensed physician.
3. There is a risk of a mental or physical impairment without the use of the formula.

The following are not considered Medically Necessary and are not covered as a metabolic
food/metabolic supplement and gastric disorder formula:

1. Standard oral infant formula;

2. Food thickeners, baby food, or other regular grocery products;

3. Nutrition for a diagnosis of anorexia; and

4. Nutrition for nausea associated with mood disorder, end-stage disease, etc.
8.37 Medical Supplies

Medical supplies include Medically Necessary supplies which may be considered disposable,
however, are required for a Member in a course of treatment for a specific medical condition.
Supplies must be obtained from a Participating Provider. Over the counter supplies, such as
band-aids and gauze are not covered.

8.38 Mental Health and Substance Abuse Services

Mental Health Services are those services that are required to treat a disorder that impairs the
behavior, emotional reaction or thought processes. In determining benefits payable, charges
made for the treatment of any physiological conditions related to mental health will not be
considered to be charges made for treatment of mental health.

Substance Abuse is defined as the psychological or physical dependence on alcohol or other
mind-altering drugs that requires diagnosis, care, and treatment. In determining benefits
payable, charges made for the treatment of any conditions of physiological instability requiring
medical hospitalization will not be considered to be charges made for treatment of substance
abuse.
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8.39 Inpatient Mental Health Services
Inpatient Mental Health Services are services that are provided by a Participating Hospital for
the treatment and evaluation of mental health during an inpatient admission.

8.40 QOutpatient Mental Health Services

Outpatient Mental Health Services are services by Participating Providers who are qualified to
treat mental health when treatment is provided on an outpatient basis in an individual, group or
structured group therapy program. Covered services include, but are not limited to, outpatient
treatment of conditions such as: anxiety or depression which interferes with daily functioning;
emotional adjustment or concerns related to chronic conditions, such as psychosis or depression;
neuropsychological testing; emotional reactions associated with marital problems or divorce;
child/adolescent problems of conduct or poor impulse control; affective disorders; suicidal or
homicidal threats or acts; eating disorders; or acute exacerbation of chronic mental health
conditions (crisis intervention and relapse prevention), outpatient testing/assessment, and
medication management when provided in conjunction with a consultation.

8.41 Outpatient Substance Abuse Rehabilitation Services

Outpatient substance abuse services include services for the diagnosis and treatment of abuse
or addiction to alcohol and/or drugs including outpatient rehabilitation in an individual, group,
structured group or intensive outpatient structured therapy program. Intensive outpatient
structured therapy programs consist of distinct levels or phases of treatment that are provided
by a certified/licensed substance abuse program. Intensive outpatient structured therapy
programs provide nine or more hours of individual, family and/or group therapy in a week.

8.42 Mental Health and Substance Abuse Residential Treatment
Voluntary and court-ordered residential substance abuse for mental health and substance
abuse treatment are covered.

8.43 Substance Abuse Detoxification Services

Substance abuse detoxification services include detoxification and related medical ancillary
services when required for the diagnosis and treatment of addiction to alcohol and/or drugs,
and medication management when provided in conjunction with a consultation. The Third
Party Claim Administrator will decide, based on the Medical Necessity of each situation,
whether such services will be provided in an inpatient or outpatient setting.

8.44 Excluded Mental Health and Substance Abuse Services
The following are specifically excluded from mental health and substance abuse services:

1. Any court ordered treatment or therapy, or any treatment or therapy ordered as a
condition of parole, probation or custody or visitation evaluations unless Medically
Necessary and otherwise covered under this Plan;

2. Treatment of mental disorders that have been diagnosed as organic mental disorders
associated with permanent dysfunction of the brain;
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3.  Treatment of Chronic Conditions not subject to favorable modification according to
generally accepted standards of medical practice;
4, Developmental disorders, including but not limited to:
a. developmental reading disorders;
b. developmental arithmetic disorders;
c. developmental language disorders; or
d. articulation disorders.
5 Counseling for activities of an educational nature;
6 Counseling for borderline intellectual functioning;
7. Counseling for occupational problems;
8 Counseling related to consciousness raising;
9.  Vocational or religious counseling;
10. 1.Q. testing;
11. Marriage counseling;
12. Custodial care, including but not limited to geriatric day care;
13. Psychological testing on children requested by or for a school system;
14. Occupational/recreational therapy programs even if combined with supportive
therapy forage-related cognitive decline; and
15. Biofeedback is not covered for reasons other than pain management.

8.45 Nutritional Evaluation

Nutritional evaluation and counseling from a Participating Provider is covered when dietary
adjustment has a therapeutic role of a diagnosed chronic disease/condition, including but not
limited to:

Morbid cbesity

Diabetes

Cardiovascular disease
Hypertension

Kidney disease

Eating disorders
Gastrointestinal disorders
Food allergies
Hyperlipidemia
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All other services for the purpose of diet control and weight reduction are not covered unless
required by a specifically identified condition of disease eticlogy. Services not covered include
but not limited to: gastric surgery, intra oral wiring, gastric balloons, dietary formulae, hypnosis,
cosmetics, and health and beauty aids.

8.46 Self-Management Training

Chronic Disease Self-Management Training from a Participating Provider is covered when it has
a therapeutic role in the care of a diagnosed chronic disease/condition, including but not
limited to:
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Morbid obesity

Diabetes

Cardiovascular disease
Hypertension

Kidney disease

Eating disorders
Gastrointestinal disorders
Food allergies
Hyperlipidemia
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8.47 Obstetrical and Gynecological Services

Obstetrical and gynecological services are covered when provided by qualified Participating
Providers for pregnancy, well-women gynecological exams, primary and preventive
gynecological care and acute gynecological conditions.

8.48 Organ Transplant Services

Human organ and tissue transplant services are covered at designated facilities throughout the
United States. This coverage is subject to the following conditions and limitations. Due to the
specialized medical care required for transplants, the Provider Network for this specific service
may not be the same as the medical network in which you enrolied.

These benefits are only available when the Member is the recipient of an organ transplant. No
benefits are available where the Member is an organ donor for a recipient other than a
Member enrolled on the same family policy.

Organ transplant services include the recipient’s medical, surgical and hospital services;
inpatient immunosuppressive medications; and costs for organ procurement. Transplant
services are covered only if they are required to perform human to human organ or tissue
transplants, such as:

Allogeneic bone marrow/stem cell;
Autologous bone marrow/stem cell;
Cornes;

Heart;

Heart/lung;

Kidney;

Kidney/pancreas;

Liver;

Lung;

Pancreas;

Small bowel/liver; or

Kidney/liver.

WS hkwNRE

[
Mo

AZ Benefit Options 44 EPC 010117V1

AZSTATE.010138



Case 4:19-cv-00035-RM-LAB Document 300-7 Filed 09/26/22 Page 8 of 40

Organ transplant coverage will apply only to non-experimental transplants for the specific
diagnosis. All organ transplant services other than cornea, kidney and autologous bone
marrow/stem cell transplants must be received at a qualified organ transplant facility.

Coverage for organ procurement costs are limited to costs directly related to the procurement
of an organ, from a cadaver or a live donor. Organ procurement costs shall consist of surgery
necessary for organ removal, organ transportation and the transportation, hospitalization and
surgery of a live donor. Compatibility testing undertaken prior to procurement is covered if
Medically Necessary.

8.49 Organ Transplant Travel Services

Travel expenses incurred by the Member in connection with a pre-approved organ/tissue
transplant are covered subject to the following conditions and limitations. Travel expenses are
limited to $10,000. Organ transplant travel benefits are not available for cornea transplants.
Benefits for transportation, lodging and food are available only for the recipient of a pre-
approved organ/tissue transplant from a transplant facility. The term recipient is defined to
include a Member receiving authorized transplant related services during any of the following:

Evaluation,
Candidacy,
Transplant event, or
Post-transplant care.
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All claims filed for travel expenses must include detailed receipts, except for mileage.
Transportation mileage will be calculated by the Third Party Claim Administrator based on the
home address of the Member and the transplant site. Travel expenses for the Member
receiving the transplant will include charges for:

1. Transportation to and from the transplant site (including charges for a rental car used
during a period of care at the transplant facility);

2. Transportation to and from the transplant site in a personal vehicle will be reimbursed at
the standard IRS medical rate when the transplant site is more than 60 miles one way
from the Member’s home.

3. Lodging while at, or traveling to and from the transplant site;

4. Food while at, or traveling to and from the transplant site.

In addition to the Member being covered for the charges associated with the items above, such
charges will also be considered covered travel expenses for one companion to accompany the
Member. The term companion includes your Spouse, a Member of your family, your legsl
guardian, or any person not related to you, but actively involved as your caregiver.

Transplant Travel guidelines can be obtained by contacting your Third Party Claim
Administrator.
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8.50 Orthognathic Surgery

Orthognathic treatment/surgery, dental and orthodontic services and/or appliances that are
orthodontic in nature or change the occlusion of the teeth {external or intra-oral) are covered if
approved as medically necessary by the Third Party Claim Administrator.

8.51 Ostomy Supplies

Ostomy supplies are supplies which are Medically Necessary for care and cleaning of a
temporary or permanent ostomy. Covered supplies include, but are not limited to pouches,
face plates and belts, irrigation sleeves, bags and catheters, skin barriers, gauze, adhesive,
adhesive remover, deodorant, pouch covers, and other supplies as appropriate.

8.52 Oxygen and the Oxygen Delivery System

Coverage of oxygen that is routinely used on an outpatient basis is limited to coverage within
the Service Area. Oxygen Services and Supplies are not covered outside of the Service Ares,
except on an emergency basis.

8.53 Prostate Screening
Prostate specific antigen {PSA) screening and digital rectal examination {DRE) are covered
annually if the following criteria is met:

1. Ifyouare under 40 years of age and are at high risk because of any of the following:
a. Family history (i.e., multiple first-degree relatives diagnosed at an early age)
b. African-American race
¢. Previous borderline PSA levels

2. Ifyou are age 40 and older.

8.54 Routine Physical
Periodic routine health examinations for Members age 4 and over by a physician are limited to
one {1) visit per Member per Plan Year.

8.55 Radiation Therapy
Radiation therapy and other therapeutic radiological procedures are covered.

8.56 Short-Term Rehabilitative Therapy

Short-term rehabilitative therapy includes services in an outpatient facility or physician’s office
that is part of a rehabilitation program, including physical, speech, occupational, cardiac
rehabilitation and pulmonary rehabilitation therapy. Covered expenses are limited to sixty (60)
visits per Member per Plan Year, if deemed medically necessary by the Third Party Claim
Administrator.,

The following limitations apply to short-term rehabilitative therapy except as required for the
treatment for Autism Spectrum Disorder:
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1. Occupational therapy is provided only for purposes of training Membaers to perform the
activities of daily living.
2. Speech therapy is not covered when:
a. Used to improve speech skills that have not fully developed;
b. Considered custodial or educational;
¢. Intended to maintain speech communication; or
d. Not restorative in nature.
3. Phase 3 cardiac rehabilitation is not covered.

If multiple services are provided on the same day by different Providers, a separate copayment
will apply to each Provider.

8.57 Surgical Procedures — Multiple/Bilateral
Multiple or Bilateral Surgical Procedures performed by one or more qualified physicians during
the same operative session will be covered according to the following guidelines:

1. The lesser of the actual charges, Reasonable and Customary amount, or the contracted
fee as determined by the Provider's contract with the Network will be allowed for the
primary Surgical Procedure.

2. 50% of the lesser of the actual charges, Reasonable and Customary amount, or the
contracted fee as determined by the Provider’s contract with the Network (not to
exceed the actual charge) will be allowed for the secondary Surgical Procedure.

8.58 Temporomandibular Joint (TMJ) Disorder
Benefits are payable for covered services and supplies which are necessary to treat TMJ
disorder which is a result of:

An accident;

Trauma;

A congenital defect;

A developmental defect; or
A pathology.
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Covered expenses include diagnosis and treatment of TMJ that is recognized by the medical or
dental profession as effective and appropriate treatment for TMJ, including intra-oral splints
that stabilize the jaw joint.

8.59 Well Child Health Examinations
Well Child visits and immunizations are covered through 47 months as recommended by the
American Academy of Pediatrics.

8.60 Well Woman Examinations
Well woman exams are covered in addition to periodic health exams. Limited to 1 visit per
Member per Plan Year.
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8.61 Well Man Examinations
Well man exams are covered in addition to periodic health exams. Limited to 1 visit per
Member per Plan Year.
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ARTICLE 9

PRESCRIPTION DRUG BENEFITS

Additional coverage of some prescription drugs not normally covered in a Medicare Part D
prescription drug plan may be included in this Plan {(enhanced drug coverage). To find out
which drugs the Plan covers and any limitations, refer to the formulary. The amount a Member
pays when filling a prescription for these drugs does not count towards the total drug costs
qualifying for the Medicare Catastrophic Coverage Stage. In addition, if a Member is receiving
Extra Help to pay for prescriptions, the Member will not get any Extra Help to pay for these
drugs. See the Medicare GenerationRx (Employer PDP) Evidence of Coverage booklet and
formulary for more details. These documents are available at
www.medicaregenerationrx.com/stateofaz.

9.1 Prescription Drug Benefit

If a Member incurs expenses for charges made by a Pharmacy for Covered Prescription Drugs,
the Plan will pay a portion of the expense remaining after you have paid the required
Copayment shown in the Schedule of Benefits. The Prescription Drug Benefits are provided
through the Plan Sponsor and administered by the Pharmacy Benefit Management vendor, an
organization which has been contracted by the Plan Sponsor to perform these services.

Prescription Medication and Diabetic Supplies Copayment

Diabetic Supplies includes insulin, lancets, insulin Available through Mail Order
syringes/needles, pre-filled cartridges, urine test strips, blood and Retail Pharmacy at the
glucose testing machines, blood sugar test strips, and alcohol copayment outlined below.
swabs.

Smoking cessation aids both prescribed and over-the counter No charge
will be covered. Member must have a prescription and present
to an in-network pharmacy for the aid to be covered. Only FDA
approved aids will be covered.

Retail Pharmacy (up to a 30-day supply)

Generic $10.00

Formulary Brand $20.00

Non-Formulary Brand $40.00
Mail Order (up to a 90-day supply)

Generic $20.00

Formulary Brand $40.00

Non-Formulary Brand $80.00
Retail (up to a 90-day supply)

Generic $25.00

Formulary Brand $50.00

Non-Formulary Brand $100.00
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The Member must pay a portion of Covered Prescription Drugs to receive Prescription Drug
Benefits. A copayment is that portion of Covered Prescription Drugs which you are required to
pay under this benefit. In addition to the Copayments, Members will be required to pay the
Dispense as Written (DAW) penalty which is the difference in the medication cost of a generic
medication versus a name-brand medication when the Member requests the brand name drug
and the prescribing physician has indicated the generic equivalent substitution is allowable.
The Plan will exclude Narrow Therapeutic Index drugs from the Copay DAW penalties. Narrow
Therapeutic Index (NT!) drugs are medications which can cause side-effects or be ineffective
should the normal blood concentrations fall outside of the therapeutic window. These have
been reviewed by the PBM Pharmacy and Therapeutic Committee for inclusion. NTI drugs may
include transplant medications, thyroid hormones, and some seizure medications.

No payment will be made under any other section for expenses incurred to the extent that
benefits are payable for those expenses under this section.

DISPENSE AS WRITTEN or “DAW” are the rules associated with how the Plan will pay for a
name-brand prescription that has a generic equivalent.

DAW1 — The drug is available as a generic, but the physician has requested that the brand be
dispensed to the Member. The Member will be responsible for a generic copay plus the
difference in cost between the brand drug and the generic drug.

DAW?2 — The drug is available as a generic, but the Member has requested that the brand be
dispensed. The Member will be responsible for a generic copay plus the difference in cost
between the brand drug and the generic drug.

DAW?3 — The drug is available as a generic, but the pharmacist has selected that the brand be
dispensed. The Member will be responsible for a generic Copay plus the difference in cost
between the brand drug and the generic drug.

DAW4 — The drug is available as a generic, but the generic is not in stock and the pharmacy
dispenses the brand drug. The Member will be responsible for a generic Copay plus the
difference is cost between the brand drug and the generic drug.

To avoid additional cost above the copayment amounts Members should ask their doctor to
prescribe any available generic equivalent medications.

The Preferred Medication List (PML), also known as a formulary, is a list of medications that will
allow you to maximize the value of your prescription benefit. These medications, chosen by a
committee of doctors and pharmacists, are lower-cost generics and brand names that are
available at a lower cost than their more expensive brand-name counterparts. The PML is
updated quarterly, and as needed throughout the year to add significant new medications as
they become available. Medications that no longer offer the best therapeutic value for the Plan
are deleted from the PML once a year, and a letter is sent to any Member affected by the
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change. To see what medications are on the PML, log on to the PBM website or contact the
Customer Service Center listed on your ID card. You may have a copy sent toc you. Sharing this
information with your doctor helps ensure that you are getting the medications you need, and
saving money for both you and your Plan.

9.2 Covered Prescription Drugs
The term Covered Prescription Drugs means:

1. A Prescription Legend Drug for which a written prescription is required. A Legend
Drug is one which has on its label "caution: federal law prohibits dispensing without a
prescription”;

2. Insulin; pre-filled insulin cartridges for the blind; oral blood sugar control agents;

3.  Needles, syringes, glucose monitors, and machines, glucose test strips, visual reading
ketone strips; urine test strips, lancets and alcohol swabs are all covered when
dispensed by the mail order and retail pharmacy program;

4. A compound medication of which at least one ingredient is a Prescription Legend
Drug;

5.  Tretinoin for individuals through age 24, without prior authorization;

6. Oral contraceptives or contraceptive devices, regardless of intended use, except that
implantable contraceptive devices, such as Norplant, are not considered Covered
Prescription Drugs;

7. Prenatal vitamins, upon written prescription;

Growth hormones (with prior-authorization); or

9, Self-Injectable drugs or medicines for which a prescription is required, except
injectable infertility drugs.

o

9.3 Limitations
No payment will be made for expenses incurred for the following:

1. For non-legend drugs, other than those specified under “Covered Prescription Drugs’’;

2.  To the extent that payment is unlawful where the person resides when expenses are
incurred;

3.  For charges which the person is not legally required to pay;

4.  For charges which would not have been made if the person were not covered by these
benefits;

5.  For experimental drugs or for drugs labeled: “Caution limited by federal law to
investigational use”’;

6. For drugs which are not considered essential for the necessary care and treatment of a
hon-occupational Injury or Sickness, as determined by the Plan Administrator;

7. For drugs obtained from a non-Participating Pharmacy;

8. For any prescription filled in excess of the number specified by the Physician or
dispensed more than one year from the date of the Physician’s order;

9.  For more than a 31-day supply when dispensed in any one Prescription Order through
a Retail Pharmacy;
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10. For more than a 90-day supply when dispensed in any one Prescription Order through
a Participating Choice90 Retail Pharmacy or Mail-Order Pharmacy;

11. Forindications not approved by the Food and Drug Administration;

12. Forimmunization agents, biological sera, blood, or blood plasma;

13. For therapeutic devices or appliances, support garments and other non-medicinal
substances, excluding insulin syringes;

14. For drugs for cosmetic purposes;

15. For administration of any drug;

16. For medication which is taken or administered, in whole or in part, at the place where
it is dispensed or while a person is a patient in an institution which operates, or allows
to be operated on its premises, a facility for dispensing pharmaceuticals;

17. For prescriptions which an eligible person is entitled to receive without charge from
any workers’ compensation or similar law or any public program other than Medicaid;

18. For non-Medically Necessary anabolic steroids;

19. For anorexients;

20. Implantable contraceptive devices;

21. For prescription vitamins other than prenatal vitamins, upon written prescription;

22. For all medications administered for the purpose of weight loss/obesity;

23. For treatment of erectile or sexual dysfunction {(both male and female};

24. For all injectable infertility drugs; or

25. Prescription medications that have over-the-counter (OTC) equivalents.

9.4 Specialty Pharmacy
Certain medications used for treating chronic or complex health conditions are handled through
the PBM’s Specialty Pharmacy Program.

The purpose of the Specialty Pharmacy Program is to assist you with monitoring your medication
needs for conditions such as those listed below and providing patient education. The Program
includes monitoring of specific injectable drugs and other therapies requiring complex
administration methods, special storage, handling, and delivery.

Medications for these conditions through this Specialty Pharmacy Program include but are not
limited to the following:

1.  Cystic Fibrosis;
2. Multiple Sclerosis;
3. Rheumatoid Arthritis;
4, Prostate Cancer;
5.  Endometriosis;
6. Enzyme replacement;
7. Precocious puberty;
8.  Osteoarthritis;
9.  Viral Hepatitis; or
10. Asthma
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Medications in the Specialty Program may only be obtained through contracted retail
pharmacies or through the PBM’s home delivery service. You may contact the PBM to
determine which retail pharmacies are contracted. Specialty medications are limited to a 30-

day supply.

A Specialty Care Representative may contact you to facilitate your enrollment in the Specialty
Program. Trained Specialty Care pharmacy staff is available 24 hours a day, 7 days a week to
assist you or you may enroll directly into the program by calling the PBM’s Customer Service
Center.

9.5 Reimbursement/Filing a Claim

if you or vour Dependent purchase Covered Prescription Drugs from a Participating Retail
Pharmacy, you pay only the portion shown in the Schedule of Benefits at the time of purchase
for covered medications. Should you need to obtain a Covered Prescription Drug prior to
obtaining your Member ID card, you may file a claim form to obtain reimbursement. The claim
form is available on the PBM’s website.

If you or your Dependent purchases Covered Prescription Drugs from a Non-Participating Retail
Pharmacy, you pay the full cost. These claims are considered not covered under any section of
this Plan Description, unless the medication was obtained while traveling in a foreign country
and was for an emergency. Claim forms and foreign travel guidelines are available on the
PBM’s website.

9.6 Travel within the United States
Benefits are covered in-network. You may contact the PBM customer service center listed in
your ID card to locate a pharmacy in the area in which you are traveling.

9.7 International Travel

Prescriptions cannot be mailed outside of the U.S. You may receive a one-year supply for
certain prescriptions through mail-order service prior to leaving the U.S. Please call the PBM
customer service center listed in your ID card to make arrangements. If you obtain non-
emergency medications outside of the U.S., you will not be reimbursed.

9.8 Extended Vacation
Copayments will be the same as you would normally pay times the number of refills you need.

If your medication is lost, stolen, or damaged, replacement medication is not covered.
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ARTICLE 10
EXCLUSIONS AND GENERAL LIMITATIONS
10.1 Exclusions and General Limitations

In addition to any services and supplies specifically excluded in any other Article of the Plan
Description, any services and supplies which are not described as covered are excluded.

In addition, the following are specifically excluded Services and Supplies:

1. Charges for services filed with the Third Party Claim Administrator beyond the Timely
Filing period.

2.  Care for health conditions that are required by state or local law to be treated in a
public facility.

3.  Care required by state or federal law to be supplied by a public school system or
school district.

4, Care for military service disabilities treatable through governmental services if the
Member is legally entitled to such treatment and facilities are reasonably available.

5. Treatment of an iliness or injury which is due to war, declared or undeclared.

6. Charges for which you are not obligated to pay or for which you are not billed or
would not have been billed except that you were covered under this Plan.

7.  Assistance in the activities of daily living, including, but not limited to, eating, bathing,
dressing or other custodial or self-care activities, homemaker services and services
primarily for rest, domiciliary or convalescent care.

8.  Any services and supplies which are experimental, investigational or unproven. These
services may be related to medical, surgical, diagnostic, psychiatric, substance abuse
or other health care technologies, supplies, treatments, procedures, drug therapies or
devices that are determined by the Plan to be:

a. Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully
marketed for the proposed use and not recognized for the treatment of the
particular indication in one of the standard reference compendia {The United
States Pharmacopoeia Drug Information, The American Medical Association Drug
Evaluations; or the American Hospital Formulary Service Drug Information) or in
medical literature. Medical literature means scientific studies published in a
peer-reviewed national professional medical journal;

b. The subject of review or approval by an Institutional Review Board for the
proposed use;

¢. The subject of an ongoing clinical trial that meets the definition of a phase |, Il or
[l Clinical Trial as set forth in the FDA regulations, regardless of whether the trial
is subject to FDA oversight (except as set forth in the Cancer Clinical Trials
provision of this Plan under Covered Services and Supplies; or
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d. Not demonstrated, through existing peer reviewed literature to be safe and
effective for treating or diagnosing the condition or illness for which its use is
proposed.

9. Cosmetic surgery or surgical procedures primarily for the purpose of altering
appearance, except for necessary care and treatment of medically diagnosed
congenital defects and birth abnormalities. The exclusions include surgical excision or
reformation of any sagging skin on any part of the body, including, the eyelids, face,
neck, abdomen, arms, legs or buttocks; and services performed in connection with the
enlargement, reduction, implantation, or change in appearance of portion of the body,
including, the breast, face, lips, jaw, chin, nose, ears or genital; hair transplantation;
chemical face peels or abrasion of the skin; electrolysis depilation; or any other
surgical or non-surgical procedures which are primarily for the purpose of altering
appearance. This does not exclude services or benefits that are primarily for the
purpose of restoring normal bodily function such as surgery required to repair bodily
damage a person receives from an injury.

10. Non-life threatening complications of a non-covered cosmetic surgery are not
covered. This includes, but is not limited to, subsequent surgery for reversal, revision
or repair related to the procedure.

11. Dental treatment of the teeth, gums or structures directly supporting the teeth,
including dental x-rays, examinations, repairs, orthodontics including braces,
periodontics, casts, splints and services for dental malocclusion, for any condition.
However, charges made for services or supplies for a continuous course of dental
treatment started within six months of an accidental injury to sound natural teeth are
covered. Sound natural teeth are defined as natural teeth that are free of active
clinical decay, have at least 50% bony support and are functional in the arch.

12. The following bariatric procedures are excluded: open vertical banded gastroplasty,
laparoscopic vertical banded gastroplasty, open sleeve gastrectomy and open
adjustable gastric banding.

13. Unless otherwise included as a covered expense, reports, evaluations, physical
examinations, or hospitalization not required for health reasons including, but not
limited to, employment, insurance or government licenses, and court ordered,
forensic, or custodial evaluations.

14, Courtordered treatment or hospitalization, unless such treatment is being sought by a
Physician or otherwise covered under the Plan under Covered Services and Supplies.

15. Reversal of voluntary sterilization procedures and voluntary termination of pregnancy.

16. Gender reassignment surgery.

17. Treatment of erectile dysfunction and sexual dysfunction.

18. Medical and hospital care and costs for the infant Child of a Dependent, unless this
infant Child is otherwise eligible under the Plan.

19. Non-medical ancillary services including, but not limited to, vocational rehabilitation,
behavioral training, sleep therapy, employment counseling, driving safety, and
services, training or educational therapy for learning disabilities, developmental
delays, and intellectual disabilities.
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20. Therapy to improve general physical condition including, but not limited to, routine
long term care.

21. Consumable medical supplies, including but not limited to, bandages and other
disposable medical supplies, skin preparations and test strips, except as specified in
the Inpatient Hospital Services, Outpatient Facility Services, Home Health Services,
Diabetic Services and Supplies, or Breast Reconstruction, Ostomy Supplies and Breast
Prostheses.

22. Private hospital rooms and/or private duty nursing are only available during inpatient
stays and determined to be Medically Necessary by the Plan. Private duty nursing is
available only in an inpatient setting when skilled nursing is not available from the
facility. Custodial Nursing is not covered by the Plan.

23. Personal or comfort items such as television, telephone, newborn infant photographs,
complimentary meals, birth announcements, and other articles which are not for the
specific treatment of illness or injury.

24. The following services are excluded: foot orthotics, corrective orthopedic shoes, and
arch supports unless provided in the Diabetic Services and Supplies provision.

25. The following services and supplies are excluded: elastic/compression garments
(except for treatment of lymphedema and burns), garter belts, corsets, dentures,
wigs/hair pieces (exception when indicated for coverage in Section 8.23), hair
transplants, and treatment of alopecia or hair loss.

26. Eyeglass lenses and frames and contact lenses (except for the first pair of contacts for
treatment of keratoconus or post-cataract surgery); routine refraction, eye exercises
and surgical treatment for the correction of a refractive error, including radial
keratotomy.

27. Treatment by acupuncture.

28. All non-injectable prescription drugs, non-prescription drugs, and investigational and
experimental drugs, except as provided by this Plan.

29. Routine foot care, including the paring and removing of corns and calluses or trimming
of nails unless Medically Necessary.

30. Membership costs or fees associated with health clubs, and weight loss programs.

31. Amniocentesis, ultrasound, or any other procedures requested solely for gender
determination of a fetus, unless Medically Necessary to determine the existence of a
gender-linked genetic disorder.

32. Services rendered by a midwife for the purpose of home delivery.

33. Genetic testing and therapy including germ line and somatic unless determined
Medically Necessary by the Plan for the purpose of making treatment decisions.

34. Fees associated with the collection or donation of blood or blood products, except for
autologous donation in anticipation of scheduled services where in the Plan’s opinion
the likelihood of excess blood loss is such that transfusion is an expected adjunct to
surgery.

35. Blood administration for the purpose of general improvement in physical condition.

36. Cost of biologicals that are immunizations or medications for the purpose of travel, or
to protect against occupational hazards and risks, except as otherwise referenced in
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