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Wisconsin Physicians Service Insurance Corporation
1717 West Broadway, P.O. Box 8190
Madison, WI 53708-8190

NOTICE: LIMITED BENEFITS WILL BE PAID WHEN NON-PRE FERRED PROVIDERS ARE USED. You should
be aware thatwhen you elect to utilize the services of a non-preferred provider for a covered health careservice, benefit
payments to such non-preferred providers arenotbased upon the amountbilled. The basis of your benefitpayment will
be determined according to your Schedule of Benefits and the maximum allowable fee, as determined by us. YOU
RISK PAYING MORE THAN THE COINSURANCE, DEDUCTIBLE AND COPAYMENT AMOUNT DEFINED IN
THE POLICY AFTER THE PLAN HAS PAID ITS REQUIRED PORTION. Non-preferred providers may billyou for
any amount up to the billed charge after we have paid our portion of the bill. Preferredproviders have agreed to accept
discounted payment for covered health care services with no additional billing to you other than copayment,
coinsuranceand deductibleamounts. You may obtain further information about the preferred status of health care
providers and information on out-of-pocket expenses by calling the Customer Service toll-free telephone number on
your identification card or visiting our website at wpshealth.com.

This Certificate of Coverage (the “Certificate) includes a Schedule of Benefits. It may also include one or several
endorsements. Please read all of these documents carefully so you know and understand your coverage.

9

Unless otherwise stated, Wisconsin Physicians Service Insurance Corporation (hereinafter “WPS”, “we”, “our”, or “us”) will
notpay formostiealth care servicesunder the Policy untilyouhavepaid certain out-of-pocketamounts, called deductibles.
Please see the Schedule of Benefits to determine your annual deductibleamounts. Other cost sharing aspects of the Policy,
such as coinsurance and copayments, are discussed in Section4. (Payment of Benefits). Pleasereview thatsection carefully
so that you understand what your share of each health care expense will be under the Policy.

You are responsible for choosing your preferred provider from our mostrecent Preferred Provider Directory. The preferred
providersandallother health care providers are independent contractors and are not employed by WPS. WPS merely
provides benefits for covered expenses in accordance with the group policy. WPS does notprovide health careservices. WPS
doesnot warrantor guarantee the quality ofthe health care services providedby any preferred provider or any other health
care provider. WPS is not liable orresponsible in any way for the provision of such &ealth care services by any preferred
providerorany other health care provider. Please see Section 10. A. (General Provisions / Your Relationship with your
Physician, Hospital or Other Health Care Provider).

The amountwe pay fora covered health care service will always be limited to the maximum allowable fee, as defined in
Section 14. (Definitions). This amountmay be less thanthe amountbilled and in certain cases, you will be responsible for
payingthe difference. If youwould like more information, please contact our Customer Service Department by calling the

telephone number shown on your WPS identification card.

In performingits obligations underthePolicy, WPS is acting only as a health insurer with respect to the Policy. We are not
in any wayactingas a p/an administrator, a plan sponsor, ora plan trustee for purposes ofthe Employee Retirement Income
Security Act of 1974 (ERISA) or any other law.

The Policy is issued by WPS and delivered to the policyholder in Wisconsin. All terms, conditions, and provisions of the
Policy, including, but not limited to, allexclusions, and coverage limitations contained in the Policy, are governed by the
laws of Wisconsin. All benefits are provided in accordance with the terms, conditions, and provisions of the Policy, any
endorsements attached to this Certificate, your completed application for this insurance, and applicable laws and regulations.

WISCONSIN PHYSICIANS SERVICE INSURANCE CORPORATION

Wg.ﬂw«é

Wendy J. Perkins
President and Chief Executive Officer
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1. GENERAL INFORMATION

A. General Description of Coverage

WPS hasissued a Group Master Policy to the policyholder. The Group Master Policy forms a contract between us and
youremployer under which we provide health insurance coverage for certain employees and their dependents. This
Certificate describes the health insurance benefits youare entitled to receive as a coveredperson. We provide the benefits
described in this Certificate under the terms, conditions, and provisions of the Group Master Policy.

This Certificate describes thetwo benefit types a vailable under the Group Master Policy and as outlined in the Schedule of
Benefits. One benefit type, preferred provider, applies when you receive covered health care services from a preferred
provider. The other benefit type, non-preferred provider, applies when you receive covered health care services from a
non-preferred provider.

This Certificatereplaces and supersedes any certificates we issued to the policyholder before the effective date ofthe Group
Master Policy and any written or oral representations that we or our representatives made.

B. Entire Contract

The entire contract between youandus is madeup ofthe Group Master Policy, the policyholder’s group application, any
supplemental policyholder applications, this Certificate, the Schedule of Benefits, any endorsements, your application, and
any supplemental applications. These documents are collectively referred to as the “Policy.”

C. How to Use This Certificate

You should read this Certificate, including its Schedule of Benefits and all endorsements, carefully and completely. The
provisions of this Certificate are interrelated. This means that each provision is subject to all of the other provisions.

Therefore, reading justoneor two provisions may not give you a full understanding of your coverage under the Policy.

Each italicized term used in this Certificate has a special meaning, which is explainedin Section 14. (Definitions) or in the
definitions section of the relevantsubsection. Whenever youcome across an italicized word, please review its definition
carefully so you understand what it means.

LR N3

Throughoutthis Certificate, the terms “you’” and “your” refer to any coveredperson. The terms “we”, “us”, and “our” refer
to WPS.

D. How to Get More Information

When you have questions about your coverage or claims, contact our Customer Service Department by calling the
telephone number shown onyour identification card. You can also find lots of additional information and answers to
common questions on our website, wpshealth.com. We also recommend that you register fora WPS online member
account, where you canaccess your Explanation of Benefits (EOBs) and policy materials, check your claims processing
status, find a preferred provider, verify Policy benefits, and check your deductible.

E. Your Choice of Health Care Providers Affects Your Benefits

Preferred providers are health care providers who are partof ournetwork as shown on your WPS identification card. See
Section 14. (Definitions) for more information.

Ifyouuse a preferred provider, covered charges willbe payable under this Policy based onthe provider’s agreement with
us, subject to any deductible, coinsurance, and copayment provisions as outlined in the Schedule of Benefits. If there is a
difference between the amount we allow and the amount the preferred provider bills, you are not responsible for that
amount.

Non-preferredproviders are health careproviderswho have not agreed to participate in the health care network shown on
your WPS identification card.

25963-100-2401 (25963-10A-2401)



Ifyou use a non-preferredprovider, covered charges willbe payable under this Policy up to the maximum out-of-network
allowablefee as defined in Section 14. (Definitions). If there is a difference between the amount that we pay and the
amount that the non-preferred provider bills, you are responsible for that amount.

F. Covered Expenses

The Policy only provides benefits for certain health care services. Justbecause a health care provider has performed or
prescribed a health care service doesnotmeanthat it will be covered under the Policy. Likewise, just because a health
care serviceis the only available health care service foryour illness or injury doesnot mean that the health care service
will be coveredunderthe Policy. We have the sole andexclusive right to interpret and apply the Policy's provisions and to
make factual determinations. We also havethe sole and exclusive right to determine whether benefits are payable fora
particular health care service.

In certain circumstances for purposes of overall cost savings or efficiency, we have full discretionary authority to pay
benefits for health care services:

1. Atthe preferred provider level of benefits for a health care service provided by a non-preferred provider.

2. That are not covered under the Policy, to the limited extent provided in Section 5. C. (Covered Expenses /
Alternative Care). The fact that we provide such coverage in one case will not require us to do so in any other
case, regardless of any similarities between the two.

We have fulldiscretionary authority to arrange for other persons or entities to provide administrative services related to the
Policy, includingclaims processing and utilization mana gement without notice to you. We also have full discretionary
authority to authorize other persons or entities to exercise discretionary authority with regard to the Policy withoutnotice to
you. By acceptingthis Certificate, you agree to cooperate fully with those persons or entities in the performance of their
responsibilities.

2. ELIGIBILITY, ENROLLMENT, AND EFFECTIVE DATE

A. Employee Eligibility

An individual who meets the definition of eligible employee is eligible for coverage under the Policy as stated in this
Section 2., unless the policyholder’s application for coverage indicates a waiting period.

An individual who ceases to qualify as an eligible employee may continue coverage under the Policy in certain
circumstances. See Section 8. D. (When Coverage Ends / Extension of Benefits) for more details.

B. Dependent Eligibility

Any family members thatmeet the definition of e/igible dependent will become eligible for coverage under the Policy when
the eligible employeebecomes eligible for coverage. Subscribers may also enrollhimself/herselfand his/her new eligible
dependents who join their family because of birth, legaladoption, placement for adoption, marriage, legal guardianship, or
court oradministrative order. See Subsection E. (Special Enrollment Periods) below for more information about these
special enrollment opportunities.

C. Initial Enrollment Period

When the group purchases coverage under the Policy, the initial enrollment period is the first period of time when eligible
employees can enroll themselves and their eligible dependents. Coverage begins onthe date identified in the Policy as long
as we receive the completed application and any required premium within 31 days a fter the employeeand any dependents
become eligible to enroll. 1f an eligible employeeand his/her eligible dependents do not enroll for coverage within this
period andhe/sheisnot otherwise eligible fora special enrollment period, as outlined in Subsection E. (Special Enrollment
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Periods) below, he/she must wait to enroll for coverage during the next annual enrollmentperiod as stated in Subsection D
(Annual Enrollment Period) below.

Ifan eligible employeeisnot actively at work for reasons other thani/lness or injury on the date his/her coverage would
begin, his/her health coverage will not be effective until the day he/she returns to active work.

D. Annual Enrollment Period

Each yearthere willbe an enrollment period during which any eligible employee and/or eligible dependents can enroll
underthe Policy. The annual enrollment period also provides an opportunity for a subscriber to change to a different health
insurance plan, if available. Any coverage selected will be effective on the first day of the month following the annual

enrollment period.

Ifan eligible employeeor eligible dependent does not requestenrollment during the annual enrollment period, he/she must
wait to enroll for coverage during the next annual enrollment period unless he/she becomes eligible fora special enrollment

period.

The annual enrollmentperiod will be the month priorto thepolicyholder’s anniversary date, unless a differentdate is shown
in the policyholder’s current application for coverage. Theapplication for coveragemust be received prior to policyholder’s
anniversary date.

E. Special Enrollment Periods

Certain life events or other circumstances may trigger a special enrollment period during which an eligible employeeand/or
eligible dependent will be able to enroll in the Policy outside the annual enrollment period. These circumstances are

explained below.

Except asnotedbelow, thepolicyholder must receive an application from the eligible employee listing all individuals
he/she wants to enroll within 31 days after the eligible employee or eligible dependent experiences the special late

enrollment circumstance (e.g., birth, marriage, loss of coverage).

Ifan eligible employeehas completed any waiting period required by the policyholder, he/she may enroll himself/herself
and his/her eligible dependents if the eligible employeeacquires an eligible dependentthrough marria ge, birth, or adoption
or placement for adoption.

Ifthe policyholdertimely receives anapplication, coverage forthe eligible employeeand/or his/her eligible dependents will
begin,as determined by us, on (1) the date the eligible employee experiences the speciallate enrollment circumstance due
to marriage, birth, adoption or placement for adoption ofa child, child support order, orby court order; or (2) the first day
followingthe date theeligible employee’s other health coverage ended for loss of coverage; or (3) the first day of the
calendarmonth following ourreceiptof the completed applicationand a ffidavit fora domestic partmer; or (4) the first day
of'the calendar month following ourreceiptof the completed application when eligible for a premium assistance subsidy
under Medicaid. Ifthe policyholder does notreceive the application within the stated time period, you may have to wait
until the next annual enrollment period to add or change your coverage.

1. Eligibility for Premium Assistance Subsidy under Medicaid

Ifan eligible employeeor eligible dependent previously declined coverage under the Policy, but laterbecomes eligible
fora premium assistance subsidy under Medicaid, including BadgerCare Plus or the Children’s Health Insurance
Program (CHIP), the eligible employee or eligible dependent may enroll in the Policy by submitting an application

within 60 days after they are determined to be eligible for the subsidy.
2. Loss of Other Health Care Coverage

Ifan eligible employeeor eligible dependent initially declined enrollment in the Policy because of other health care
coverage, the eligibleemployee or eligible dependent may enroll in the Policy if they lose eligibility for that other
coverage. Aspecialenrollment period is not available to an eligible employeeor eligible dependent if the other health

care coverage was terminated for cause or because premiums were not paid on a timely basis.
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In orderto qualify fora special enrollment period due to loss of other health carecoverage, all of the following mustbe
true:

a. Theeligible employeesubmitted an application within 31 days of his/herinitial date of eligibility and waived
coverage for himself/herself and/or his/her eligible dependents because the eligible employee and/or eligible
dependents had other health care coverage.

b. The eligible employeeand/orhis/her eligible dependents had other health care coverage when the eligible
employee mitially waived coverage under the Policy.

c. Theeligible employeeand/or eligible dependents lost the other health care coverage that they had when they
waived the benefits of the Policy because of any of the following:

Loss of eligibility.
Contributions made on your behalf towards your other health care coverage ended.

1
2
3. COBRA continuation coverage ended.
4

The eligible employeeand/or eligible dependent no longer lives or works in the plan’s geographical
service area and no other benefit option is available.

5. Theplanno longeroffers benefits to a class of individuals that includes the eligible employee and/or
eligible dependent.

6. Theeligible employeeand/oreligible dependent incurs a claim that would exceed a lifetime limit on all
benefits.

7. Theeligible employeeand/or eligible dependent loses eligibility for Medicaid, including BadgerCare Plus
or the Children’s Health Insurance Program (CHIP).

Ifhealthcare coverage is lost forone of the reasons outlined in Paragraph2.c. 1)—6) above, coverage forthe eligible
employeeand/orhis/her eligible dependentsunder the Policy will begin on the first day followingthe date the eligible
employee’s other health coverage ended if we receive an application within 31 daysafterthe loss of other health care
coverage. Ifhealth care coverage is lost forthe reason outlinedin Paragraph?2.c. 7) (loss of eligibility for Medicaid),
coverage fortheeligible employee and/or his/her eligible dependents under the Policy will begin on the first day
following the date the eligible employee’s or eligible dependent’s other health coverage ended if we receive an
application within 60 days after theloss of other health care coverage. Otherwise, the eligible employee and/or eligible
dependents may not be added until the next annual enrollment period.

3. Marriage

If a subscriber acquires one or more eligible dependents through marriage, he/she may enroll himself/herself and any
eligible dependents. 1f we receive anapplication within 31 days a fter the date of marriage, the eligible employee and
any eligible dependents’ coverage willbe effective onthe date of marriage. [fwe do not receive the application within
this time period, you may have to wait until the next annual enrollment period to add or change your coverage.

4. Birth of a Child

a. [Ifa subscriberhas family coverage, coverage is provided for a newborn biological child who meets the
definition ofeligible dependent from themomentof that child ’s birth. You should notify thepolicyholder of
the child’s birth.

b. [If a subscriber has single coverage, coverage is provided for a newborn biological child who meets the
definition of eligible dependent from themomentof that child ’s birth and forthe next60 days of that child’s
life immediately following that child’s date of birth.

To add a newborn biological child, youmustsubmit anapplicationto thepolicyholder and pay any required
premium within 60 days a fter thedate of birth. If you fail to notify the policyholder and do not make any
required payment beyond the 60-day period, coverage willend, unless you make all past due payments with
5.5% interest, within oneyear of the child's birth. In this case, benefits areretroactive to the date of birth. If
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the policyholder does not receive theapplication within oneyeara fterthe child’s birth, the newborn may not
be added until the next annual enrollment period.

5. Adoption of a Child or a Child Placed for Adoption

If a subscriber wants to obtain coverage fora child, because of the child’s adoption or placement for adoption, the
policyholder must receive an application listing the child within 60 days after the date oftheadoption or placement for
adoption. The effective date for coverage will be one of the following:

a. thedate a court makes a final order granting adoption of the child by the subscriber.
b. the date that the child is placed for adoption with the subscriber; whichever occurs first.

Ifthe policyholderreceives the applicationafter the 60-day enrollment period ends, thechild may not be added until
the next annual open enrollment period.

Ifthe adoption ofa childwho is placed for adoption with the subscriber is not finalized, the child's coverage will
terminate when the child's placement for adoption with the subscriber terminates.

6. Child Support Order

We will provide coverage in accordance with a Qualified Medical Child Support Order (QMCSO), National Medical
Support Notice (NM SN), or other qualified medical child support order pursuant to the applicable requirements under
§ 609 of the Employee Retirement Income Security Act (ERISA)and § 1908A of the Social Security Act and any other
applicable laws. Itisthe policyholder’s responsibility to determine whether a medical child supportorder is qualified.

Upon receipt of a medical child support orderissued by anappropriate court or governmental agency, thepolicyholder
will follow its established procedures for determining whether the medical child support order is qualified. The
policyholderwill provide us with notice of the medical child support order and a copy of the order along with an
application for coverage within the greaterof31 days afterissuance oftheorder orthe timein which the policyholder
provides notice of its determination to the persons specified in the order.

Where a medical child support order requires coverage to be provided under the Policy and an eligible employee’s
childisnot already a covered dependent,thensuch childwill be provideda special enrollment period. If the eligible
employeewhose child is the subject ofthe medical child support order is not enrolled at the time enrollment for the
child is requested, then the eligible employee must also enroll for coverage under the Policy during the special

enrollmentperiod. The effective date of coverage will either be the date the medical child support order is issued or

pursuant to another coverage date set forth in the medical child support order.

Where a medical child support order requires coverage to be provided forunderthe Policy for an eligible employee’s
childwho isalreadya covered dependent, such childwill continue to be provided coverage under the Policy pursuant
to the terms of the medical child support order.

7. Court Order

If a subscriber wants to obtain coverage fora child because of a court order (e.g., permanent guardianship), the
policyholder must receive an application listing the child within 31 days a fierthe date ofthe court order, a copy of the
court orderand any required premium. Theeffectivedate for coverage will be the later of the following: (a) the date of
the court order (b) the date specified within the courtorder; or(c) a laterdate elected by thesubscriber; provided that
child is an eligible dependent for coverage under this Policy, as determined by us. If the policyholder receives the
application after the 3 1-day enrollmentperiod ends, the child may not be added until the next annual enrollment period.

It is the subscriber’s responsibility to notify us if court order changes and his/her child no longer qualifies as
an eligible dependent. 1f he/she does not so notify us, the subscriber will be responsible for any claim
payments made on behalf of the child during the period of time he/she was not eligible for coverage under
the Policy.

8. Adding a Domestic Partner

This Paragraph 8. only applies if shown in the policyholder’s current application for coverage as being applicable.
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Ifa subscriber wants to adda domestic partmer and his/her domestic partner’s children, the subscriber must apply for
coverage within 31 days of the date the subscriber registers such partner as a domestic partner with us. To register a
domestic partner, we mustreceive a completed “Declaration of Domestic Partnership Affidavit” on a form approved

by us.

The coverage effective date forthe domesticparmer andthe domestic partner’s children, if applicable, willbe the first
of the month following ourreceipt ofthe completed application and affidavit. If we receive anapplicationafter that 31-
day period ends, the domesticparmer andthe domestic partner’s children, if any, may not be added until the next
annual open enrollment period.

3. OBTAINING SERVICES

A. Preferred Provider Benefits

1.

Unless otherwise stated in the Policy, the preferred provider benefits shown in your Schedule of Benefits are
payable when health care services are received from any of the following:

a. A preferred provider.

b. A non-preferred provider if you are receiving covered emergency medical care.

c¢. Aradiologist, pathologist, or anesthesiologist when ordered by a preferred provider.
d. A non-preferred provider if you are receiving air ambulance services.

e. A non-preferredproviderif youare receiving health care services ata preferredfacilityunless you sign a No
Surprises Act notice and consent form.

Chargesforcovered expenses received from a non-preferred provider are limited to the amounts which are
determined as being the maximum allowable fee.

Preferred providers are not permitted to bill you for any medically necessary covered expenses above the
maximum allowable fee. Health careservices you receive from preferred providers are only subject to your cost
sharing. See Section4. (Payment of Benefits) foradditional information about the costs you are responsible for
under the Policy.

Non-preferredproviders may bill you for the difference between the amount billed and the amount that we
determine to be the maximum out-of-networkallowable fee,as shownin paragraph B., below, even if the services
are applied to your participating provider benefits under paragraph 1., above, except as stated in Paragraph 4.
below.

4. Non-preferred providers providing:

a. Emergency medical care in an emergency department of a hospital or in an independent freestanding
emergency department.

b. Air ambulance services.

c. Health careservices at a preferredfacility, asrequired by state or federallaw, are not permitted to bill you for
any covered expenses above the qualifying payment amount. Exception: if a covered person signs the
provider’s No Surprises Act noticeand consent form, health care services provided under c. will be covered
subject toparagraph B. below. Such health care services are only subject to your preferred provider cost
sharingamount. See Section4. (Payment of Benefits) for additional information about the costs you are
responsible for under the Policy.
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B. Non-Preferred Provider Benefits

1.

Ifyoureceive health careservices from a non-preferred provider, benefits are limited to the maximum out-of-
networkallowable fee and you will be responsible for paying any difference between that amount and the charge
billed. Forexample, if the non-preferredprovider’s chargeis $1,000 and the maximum out-of-network allowable
feeis $700, youwill be responsible for paying the remaining balance of $300 in addition to any applicable cost
sharing amounts.

If you receive covered:

a. Emergency medical care in an emergency department of a hospital or in an independent freestanding
emergency department.

b. Air ambulance services.

¢. Health careservices at a preferredfacility, from a non-preferredprovider, asrequired by state or federal law,
benefits arelimited to the qualifying payment amount. You willnot incur any greater costs thanif the covered
service had been provided by a preferred provider.

Ifyou sign the non-preferredprovider’s No Surprises Act notice and consent form, benefits will be subject to
paragraph 1.above forthe health careservices described in the form. Exception: thenotice and consent form will
not apply to the following ancillary services provided by a non-preferred provider at a preferred facility:

Health careservicesrelated to emergency medicine, anesthesiology, pathology, radiology, and neonatology.
Health care services provided by assistant surgeons, hospitalists, and intensivists.

Diagnostic services, including radiology and laboratory services.

Health careservices provided by a non-preferred provider when a preferred provider is unavailable at the
preferred facility.

oo

Prior Authorization

Whatis Prior Authorization? Priorauthorizationisthe process we use to determine if a prescribed health care
service, including certain prescription legend drugs, is covered under the Policy before you receive it. This

process is intended to protect you fromunnecessary, ineffective, and unsafe services and to prevent you from
becomingresponsible fora large bill for health care services or prescription legend drugs thatare not covered by
the Policy.

When Do I Have to Obtain Prior Authorization? You are required to obtain prior authorization before you
visit certain health careproviders orreceivecertain health care services, such as planned inpatient admissions,
pain management, spinal surgery, new technologies (which may be considered
experimental/investigational/unproven), non-emergency ambulance services, high-cost durable medical
equipment, genetic testing, prescription legend drugs, or procedures that could potentially be considered cosmetic
treatment. A current list of health care providers and health care services for which prior authorization is
required is located on our website at wpshealth.com. Please refer to this website often, as we have full
discretionary authority to change it from time to time without notice to you.

How do I Request Prior Authorization?

a. Health CareServices Other Than Prescription Legend Drugs: Ask your health care practitioner to contact
our Customer Service Departmentby calling the telephone number shown on your identification card or to
download, complete, and submit theprintable Prior Authorization Form on our website. You should then call
Customer Service to verify that we havereceived theprior authorization request. Please note that for genetic
services, we will not accept prior authorization requests from the laboratory that will perform the genetic
services unless there is supporting documentation from the ordering kealth care provider.

b. Prescription Legend Drugs: Prescription legend drugs that require prior authorization are noted on our
website at wpshealth.com. Your health care practitioner should contact us or our delegate, as indicated, to
initiate the process. To findoutabout the prior authorization process for prescription legend drugs, see
Section 5. KK. (Covered Expenses / Prescription Legend Drugs and Supplies).
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4. What Happens After My Provider Submits the Prior Authorization Request? After we, or our delegate,
receive your health care provider s request, we, or our delegate, will review all of the documentation provided and
send a written response to you and/or the health care provider who submitted the request within the timeframe
required by law. See Sections 11. (Claim Filing and Processing Procedures) and 12. (Internal Grievance and
Appeals Procedures) for additional details.

5. What Are My Responsibilities During the Prior Authorization Process? Although your health care provider
should initiatethe prior authorization process, it is your responsibility to ensure that we have approved the prior
authorization request before you obtain the applicable health care services.

6. My Prior Authorization Request Was Approved — Now What? If we, orourdelegate, approve your request,
our prior authorization will only be valid for:

a. The covered person for whom the prior authorization was made.
b. The health care services specified in the prior authorization and approved by us.
¢. The specific period of time and service location approved by us.

A standing authorization is subject to the same prior authorizationrequirements stated above. If we approve a
standing authorization, you mayrequestthatthe designated specialist provide primary care services, as long as
your health care provider agrees.

7. My Prior Authorization Request Was Denied— Now What? If we disapprove your request for a health care
service,you canrequestthat we review andreconsider the denial of benefits by following the procedures outlined
in Sections 11.(Claim Filingand Processing Procedures)and 12. (Internal Grievance and Appeals Procedures).

8. WhatHappens If I Do Not Obtain a Prior Authorization? Failure to comply with our prior authorization
requirements will initially result in no benefits being paid underthe Policy. If, however, benefits aredenied solely
because you did not obtain our prior authorization, youcan request that we review and reconsider the denial of
benefits by following the procedures outlined in Sections 11. (Claim Filing and Processing Procedures) and 12.
(Intermal Grievance and Appeals Procedures). If we determine that the health care service would have been
covered under the Policy if you had followed the prior authorization process, we will reprocess the affected

claim(s) in accordance with your standard benefits.

9. WhatHealth Care Services Do Not Require a Prior Authorization? You do not need a prior authorization
from us or any other person (including your PCP) to obtain emergency medical care or urgent care at an
emergency or urgent care facility.

D. Coding Errors

In some cases, we maydetermine that the health care provider or its agent did not use the appropriate billing code to
identify the health care service provided to you. We follow the coding guidelines of the Center for Medicare and Medicaid
Services (CMS), the American Medical Association (AMA), Current Procedural Terminology (CPT), the Healthcare

Common Procedure Coding System (HCPCS) and the International Class of Diseases and Related Health Problems 10"
Edition (ICD-10).

E. Our Utilization Management Program

Utilization management (UM) is the evaluation of whethera health care service is medicallynecessary. Our UM program
is designed to ensure thatyouare receiving high-quality medical care that is both appropriate and cost effective. You will
receive benefitsunder the Policy only when health care services are determined tobe medically necessary. The fact that a
health care providerhas prescribed, ordered, recommended, orapproved a health care service or has informed you of its
availability does not, in itself, make the service medically necessary.

We will makethe final determination of whether any service is medically necessary. 1f youchoose to receive a health care

service thatwe determineis not medicallynecessary,youwillbe responsible forpayingall charges and no benefits will be
paid under the Policy.
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F. Continuity of Care

To the limited extent required by Wis. Stat. § 609.24 and Wis. Admin. Code § Ins 9.35, we will provide benefits at the
preferredprovider level for health care services received from any provider if we represented during the most recent open
enrollmentperiod thatthe provider was orwould bea preferred provider. We will continue to cover services fora covered
person who is in the second or third trimester of pregnancy until the completion of postpartum care forthe covered person

and the infant. This provision does not apply when:
1. The provider no longer practices within the area in which we are authorized to do business.
2. The provider’s participation with us is terminated because of his/her misconduct.

This SubsectionF. does not in any way expand or provide greater coverage of any health care provider’s health care
services beyond what we determine to be the minimum “continuity of care” requirements set forth in Wis. Stat. § 609.24
and Wis. Admin. Code § Ins 9.35. If you have any questions, please do not hesitate to contact our Customer Service

Department at the telephone number shown on your WPS identification card.

4. PAYMENT OF BENEFITS

Any payment of benefits under the Policy is subjectto: (a) the applicable deductible; (b) the applicable coinsurance; (c) the
applicable copayment; (d) your out-of-pocket limit; () exclusions; (f) our prior authorization requirements; (g) our
maximum allowable fee; (h)all other limitations shown in your Schedule of Benefits; and (i) all other terms, conditions and

provisions of the Policy.

A. Deductible

Each calendar year, you are required to pay a deductible before most benefits are payable under the Policy. Your
deductibleis shown in your Schedule of Benefits. No benefits are payable under the Policy for charges usedto satisfy your
deductible.

When yourdeductibleis satisfied, charges for covered expenses will still be subjectto any copaymentand/or coinsurance
amounts shown in your Schedule of Benefits.

The preferredprovider and non-preferred provider deductibles are separate. However, charges for health care services
provided by a non-preferredprovider andpaid atthe preferredprovider level of benefits shall be applied to the preferred
provider deductible shown in the Schedule of Benefits.

B. Coinsurance

When yourdeductibleis satisfied, youwill be responsible for the coinsurance amounts shown in your Schedule of Benefits.
Coinsurance will apply until you have reached your out-of-pocket limit.

C. Copayments

Your copayments (if applicable) are set forth in your Schedule of Benefits. Any applicable copayments will apply unless
your out-of-pocket limit is satisfied.

Youmay have a copayment when you get a prescription filled. See Section 5. KK. (Covered Expenses / Prescription
Legend Drugs and Supplies) for information about prescription copayments.

Ifyoureceive health careservices at a hospital-based outpatient clinic orlocationyoumaybe billed two separate charges
—one forthe healthcarepractitioner and one forthe facility. For health care services other than emergency room care, the
copaymentonly applies to the visit charge billed by the health care practitioner. Charges for the facility and related
services are subjectto the applicable costsharing shown in your Schedule of Benefits. See Section5. T. (Covered Expenses
/ Emergency Medical Care) for information about emergency room copayments.
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D. Out-of-Pocket Limits

Each calendaryear,youarerequiredto pay your applicable cost sharing up to the out-of-pocket limits shown in your
Schedule of Benefits.

When your out-of-pocket limit is satisfied, cost sharing will not apply, and we will pay benefits up to the maximum
allowable fee for covered health care services subject to all other terms, conditions, and provisions of the Policy.

The preferredprovider and non-preferred provider out-of-pocket limits are separate. However, charges for health care
services provided by a non-preferred provider and paid at the preferred provider level of benefits shall be applied to the
preferred provider out-of-pocket limit shown in your Schedule of Benefits.

E. Maximum Allowable Fee

We’ll pay charges forthe covered expenses described in Section 5. (Covered Expenses)up tothe maximum allowable fee
subject toyour cost sharingas described above. If youreceive health care services from a non-preferred provider, you are
solely responsible forpayingany charge that exceeds the maximum out-of-network allowable fee. Regardless of what
health care provider you see, you are also solely responsible for payingany chargefora health careservice that we do not
cover under the Policy.

You may contact us before receivinga health care serviceto determineif the health care provider’s estimated charge is
less than orequalto themaximum allowable fee.In order forus to makethis determination you will need to provide us with
the following information:

1. The estimated amount that your kealth care provider will bill for the health care service.
2. The procedure code, if applicable.
3. The name of the health care provider providing the service.

4. The facility where the service will be provided.

S. COVERED EXPENSES

Health careservices described in this Section 5. are covered expenses as long as
they are medically necessary, ordered and provided by a health care provider

s licensed to providethem and not subject to an exclusion or limitation outlined in
Health care services must be this section and Section 6. (General Exclusions). If a health care service is not
medically necessary as determined listed in this Section 5., it is not covered under the Policy and no benefits are
by us to be a covered expense. payable for it.

Please note that any of the health care services listed below may require our
priorauthorization. Please see Section 3. C. (Obtaining Services / Prior Authorization) for detailed information
aboutour prior authorizations. Additionally, all benefits are subject to the cost sharing amounts, out-of-pocket limits,and
all otherprovisions stated in the Schedule of Benefits. See Section4. (Payment of Benefits) for an explanation of these
cost sharing structures.

A. Alcoholism Treatment

See Section 5. G. (Behavioral Health Services) for benefits for alcoholism and other substance use disorders.

B. Allergy Testing and Treatment

Therapy and testing for treatment of allergies.

10
25963-100-2401 (25963-10A-2401)



C.

Alternative Care

Ifyourattending health care practitioner advises you to consider alternative care for an il/ness or injury that includes
health care services notcovered underthe Policy, your attending health care practitioner should contact us so we can
discuss it with him/her. We have full discretionary authority to consider paying for suchnon-covered health 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.

The current treatment or confinement is covered under the Policy.
The current treatment or confinement may be changed without jeopardizing your health.

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 makeeachalternative care coverage determination ona case-by-case basis andno decision will set any precedent
for future claims. Payment of benefits, if any, will be determined by us.

Any alternative care decision must be approved by you, the attending health care practitioner, and us before such
alternative care begins.

D.

1.

Ambulance Services

Covered Ambulance Services (Emergency and Non-Emergency):
a. Ambulance services used to transport you when you are sick or injured:

1. From yourhome orthe scene of an accident or medical emergency to a

hospital. E —
Non-emergency transports may
2. Between hospitals. require prior authorization.

See wpshealth.com.
3. Between a hospital and a skilled nursing facility.

4. Between a hospital and specialty care practitioner whose treatment is fora
life-threatening condition.

5. From a hospital or a skilled nursing facility to your home for hospice care.
6. From yourhome to a facility for hospice care covered under Section 5. Z. (Hospice Care).

7. From a skilled nursing facility to a dialysis facility, and from the dialysis facility back to the skilled
nursing facility.

8. Between a skilled nursing facility and a specialty care practitioner whose treatment is for a life-
threatening condition.

b. Yourambulance services benefits include coverage of any emergency medical care directly provided to you
during your ambulance transport. In other words, if the ambulance service bills emergency medical care along
with transport services, benefits are payable as stated in this Subsection D. If, however, the ambulance service
bills emergency medical care separate from the transportservices, benefits willbe payable as stated elsewhere
in the applicable provisions of the Policy.

c. Ambulanceservices foremergency transports mustbe madeto the closest local facility or preferred provider
that canprovide health careservices appropriate foryour illness or injury, as determined by us. If none of
these facilities are located in yourlocalarea, you are covered for transports to the closest facility outside your
local area.
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2. Excluded Ambulance Services:
a. When you can use another type of transportation without endangering your health.
b. When ambulance services are not medically necessary.

c¢. When ambulance services are provided by anyone other than a licensed ambulance service.

d. When ambulance services are called, but you are nottransported (please note that any emergency medical
care provided to you will be payable under Section 5. T. (Emergency Medical Care).

E. Anesthesia Services

Anesthesia services provided in connection with other health care services covered under the Policy.

F. Autism Services

Benefits are payable for charges for covered expenses as described below in Paragraph 1 below (Covered Autism Services)
for coveredpersons 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 mustbe madeby a health carepractitioner skilled in testingand in the use of empirica lly-validated
tools specific forautism 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,
adaptivebehaviorand direct observation ofthe coveredperson. Please see Wisconsin Administrative Code Ins. 3.36 for
applicable definitions.

This Section 5. F. is not subject to the exclusions in Section 6. (General Exclusions). The only exclusions that apply to this
Section 5. F. are outlined below in Paragraph 2 below (Excluded Autism Services), except for durable medical equipment
and prescription legend drugs. Please see Sections 5. S. (Durable Medical Equipment) and 5. KK. (Prescription Legend
Drugs and Supplies).

1. Covered Autism Services:

a. Diagnostic testing. The testing tools used must be appropriate to the presenting characteristics and age of the
covered person and empirically valid for diagnosing autism spectrum disorders consistent with the criteria
provided in the mostrecent edition ofthe Dia gnostic and Statistical Manual of Mental Disorders published by
the American Psychiatric Association. We reserve the right to require a second opinion with a provider

mutually agreeable to the covered person and us.

b. Intensive-level services. We will provide up to four years of intensive-level services. While receiving
intensive-level services, you must be directly observed by the qualified provider at least once every two

months. In addition, the intensive-level services must be all of the following:
1. Evidence-based.

2. Provided by a qualified provider, professional, therapist, or paraprofessional, as those terms are defined
by state law.

3. Basedona progress reportdeveloped by a qualified provider or professionalas defined by state law that
includes an average of 20 or more hours per week over a six-month period of time with specific
cognitive, social, communicative, self-care or behavioral goals thatare clearly defined, directly observed
and continually measured.

4. Provided in an environment most conducive to achieving the goals of your progress report.

5. Assessed and documented throughoutthe course of treatment. We may request and review your progress
report and the summary of progress on a periodic basis.

6. Designed to include training and consultation, participation in team meetings and active involvement of
the coveredperson’s family and treatmentteam for implementation ofthe therapeutic goals developed by
the team.
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d.

Concomitant services by a qualified therapist. We will cover services by a qualified therapist when all the
following are true:

1.

2.
3.

The services are provided concomitant with intensive-level evidence-based behavioral therapy.

You have a primary diagnosis of an autism spectrum disorder.

You are actively receiving behavioral services from a qualified intensive-level provider or qualified
intensive-level professional.

The qualified therapist develops and implements a progress report consistent with their license and this
Section 5. F.

Non-intensive-level services. You are eligible for non-intensive-level services, including direct or
consultative services, that are evidence-based and are provided by a qualified provider, supervising provider,
professional, therapist or paraprofessionalunder one ofthe following scenarios: (1) after the completion of
intensive-level services, as long as the non-intensive-level services are designed to sustain and maximize
gains made during the intensive-level treatment; or (2) if you have not and will not receive intensive-level
services but non-intensive-level services will improve your condition. Non-intensive-level services must be
all of the following:

1.

Based upon a progress report and include specific therapy goals that areclearly defined, directly observed
and continually measured and that address the characteristics of autism spectrum disorders.

Implemented by qualified providers, qualified supervising providers, qualified professionals, qualified
therapists or qualified paraprofessionals as defined by state law.

Provided in an environment most conducive to achieving the goals of your progress report.

Designed to providetraining and consultation, participation in team meetings and active involvement of
the covered person’s family in order to implement therapeutic goals developed by the team.

Designed to provide supervision for qualified professionals and paraprofessionals in the treatment team.

Assessed and documented throughoutthe course of treatment. We may request and review your progress
report and the summary of progress on a periodic basis.

2. Excluded Autism Services:

This Section 5. F. is only subject to the following exclusions. The Policy provides no benefits for:

a.

b.
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Acupuncture.

Animal-based therapy including hippotherapy.

Auditory integration training.

Chelation therapy.

Childcare fees.

Cranial sacral therapy.

Hyperbaric oxygen therapy.

Custodial care or respite care.

Special diets or supplements.

Provider travel expenses.

Therapy, treatment or services whenprovided toa covered person who is residing in a residential treatment
center, inpatient treatment or day treatment facility.
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1. Costsforthe facility orlocationor forthe use ofa facility or location when treatment, therapy or services are

provided outside of your home.

m. Treatment provided by parents or legal guardians who are otherwise qualified providers, supervising
providers, therapists, professionals or paraprofessionals for treatment provided to their own children.

Behavioral Health Services
1. Covered Behavioral Health Services:

a. Inpatient hospital services.

b. Outpatient services including office visits.
Transitional treatment.

C.

2. Review Criteria for Transitional Treatment:

Inpatient, residential and
transitional services may
require prior authorization.
See wpshealth.com

a. Thecriteria that we use to determineif a transitional treatment is medically
necessary and covered under the Policy include, but are not limited to, whether:

1.

2.
Healthcare Organizations.

oo AW

The transitional treatment is certified by the Department of Health Services.

The transitional treatment meets the accreditation standards ofthe Joint Commission on Accreditation of

The specific diagnosis is consistent with the symptoms.
The transitional treatment is standard medical practice and appropriate for the specific diagnosis.
The transitional treatment plan is focused for the specific diagnosis.

The multidisciplinary team running the transitional treatment is under the supervision of a licensed

psychiatrist practicing in the same state in which the health care provider’s program is located, or the

service is provided.

treatment is medically necessary:
1.

2.
the transitional treatment program.

We will need the following information from the health care provider to help us determine if the transitional

A summary of the development of your illness and previous treatment.

A well-defined progress report listing treatment objectives, goals and duration ofthe care provided under

3. Alist of credentials forthestaff who participated in the transitional treatment program or service, unless
the program or service is certified by the Department of Health Services.

3. Excluded Behavioral Health Services:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Health careservicesto treat academic problems notdueto a clinically diagnosednervous or mentaldisorder,
or health care services a child’s school is legally required to provide, whether or not the school actually
provides them and whether or not a covered person chooses to use those services.

b. Behavioralhealth care services or treatment for, or in connection with, developmental delays. Please see
Section 5. SS. (Therapy Services), which provides benefits for other health care services provided for or in

connection with developmental delays.

25963-100-2401
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H.

c. Treatmentofa behavioral or psychological problem thatisnot due to a clinically diagnosed nervous or mental
disorder. Examples include occupational problems such as job dissatisfaction, antisocial behavior, parent-
child problems such as impaired communication or inadequate discipline, marital problems, and other

interpersonal problems.
d. Bereavement counseling.
e. Marriage counseling.

f. Chargesforhealth care services provided to orreceived by a covered person as a collateral ofa patient when
those health care services do not enhance the treatment of another covered person under the Policy.

Blood and Blood Plasma

Whole blood; plasma; and blood products, including platelets.

I.

J.

Cardiac Rehabilitation Services
Covered Cardiac Rehabilitation Services:
a. Phase I cardiac rehabilitation sessions while you are confined as an inpatient in a hospital.

b. Supervised and monitored Phase II cardiac rehabilitation sessions per covered illness while you are an
outpatient receiving services in a facility with a facility-approved cardiac rehabilitation program.

Excluded Cardiac Rehabilitation:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Cardiac rehabilitation beyond Phase II.

b. Behavioral or vocational counseling.

Chiropractic Services

For therapy benefits, please see Section 5. SS (Therapy Services).

1.

Covered Chiropractic Services:

Medically necessary services and diagnostic tests provided by a health care practitioner.

2. Excluded Chiropractic Services:

The Policy provides no benefit for chiropractic services which are considered maintenance care or supportive

care. This exclusion applies in addition to the exclusions outlined in Section 6. (General Exclusions).
K. Clinical Trials
Routine patient care costs thatyouincur while participating in a qualifying clinical trial for A
the treatment of cancerora life-threatening condition, for which we determine a clinical Clinical trials may require
trialmeets the qualifying clinical trial criteria. Benefits are available only when you are prior authorization. See
eligible to participate in an approved clinical trial according to the trial protocol. wpshealth.com.
L. Cognitive Rehabilitation Therapy

Outpatient cognitive rehabilitation therapy following a brain injury or cerebral vascular accident. No other benefits are
payable for cognitive rehabilitation therapy services.
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M. Colorectal Cancer Screening and Diagnosis

Routine colorectal cancer screenings are covered as preventive screenings under Section 5. LL. (Preventive Care Services).
Diagnostic colorectal cancer tests are covered under Section 5. Q. (Diagnostic Services) and Section 5. PP. (Surgical

Services).
N. Contraceptives for Birth Control

FDA-approved contraceptive methods prescribed by a health care practitioner, including related health care services.
Examples of devices, medications, and health care services covered under this Policy include, but are not limited to:

1. Barrier methods, like diaphragms and sponges.

2. Hormonal methods, like birth control pills and vaginal rings.
3. Implanted devices, like intrauterine devices (IUDs).

4. Emergency contraception, like Plan B® and ella®.

5. Female sterilization procedures.

6. Patient education and counseling.

Please note that oral contraceptives, contraceptive patches, diaphragms and contraceptive vaginal rings are covered under
Section 5. KK. (Prescription Legend Drugs and Supplies) and male sterilization procedures are covered under Section 5.

PP. (Surgical Services).

0. Dental Services

Fororal surgery benefits including oral reconstructive maxillofacial surgery, please see Section 5. PP. (Surgical Services).
1. Covered Dental Services:
a. Dentalrepairorreplacementofyourzeethduetoaninjuryif treatmentbegins within six months ofthe injury.

b. Extraction of teeth: 1) in preparation of the jaw for radiation treatment of neoplastic disease; or2) in
preparation of a covered transplant.

c. Sealants on existing teeth to prepare the jaw for chemotherapy treatment of neoplastic disease.

d. Hospitalorsurgicalcenter charges incurred, and anesthetics provided, in conjunction with dental care that is
provided to you in a hospital or surgical center if any of the following apply:

1. Youare a child under the age of five.

2. You have a chronic disability that meets all of the following:

a. Isattributable to a mental or physical impairment or combination of mental and physical
impairments.

b. Islikely to continue indefinitely.

¢. Resultsin substantial limitations as determined by us in one or more of the following areas: self-care,
receptive and expressive language, learning, mobility, capacity for independent living, and economic
self-sufficiency.

3. Youhavea medical condition that requires confinement or a medical condition that requires general
anesthesia for dental care.
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2. Excluded Dental Services:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. The generaldentalcare andtreatmentof teeth, gums,oralveolar process including dentures, appliances, or
supplies used in such care or treatment.
b. Injury or damage to teeth (natural or otherwise) caused by chewing food or similar substances.
c¢. Dentalimplants or otherimplant-related procedures, exceptas specifically stated in Paragraph 1. a. above.
d. Orthodontic treatment (e.g., braces).
e. Tooth extraction of any kind, except as specifically stated in Paragraph 1. above.
f. Periodontal care.
P. Diabetes Services

Forinsulin, drugs and supplies used in the treatment of diabetes, please see Section 5. KK. (Prescription Legend Drugs and

Supplies).

1. Covered Diabetes Services:

a.

b.

g.

Purchase and installation of up to one insulin infusion pump per covered person per calendar year.
Continuous glucose monitor.

All otherequipment and supplies used in the treatment of diabetes whenthey are dispensed by a health care
provider other than a pharmacy.

Medical eye exams (dilated retinal examinations).
Foot care for covered persons with diabetes.
Diabetic self-management education programs.

Diabetic shoes when medically necessary.

2. Excluded Diabetes Services:

The Policy provides no benefit for the replacement of equipmentunless medicallynecessary as determined by us.
This exclusion applies in addition to the exclusions outlined in Section 6. (General Exclusions).

Q. Diagnostic Services

See Section 5. U. (Genetic Services) for benefits for genetic services.

1. Covered Diagnostic Services:

The services mustbe directly providedto youand related to a

covered physical illness or injury: i
MRA, MRI, MRS, MRV, PET scans, and any
a. Radiology (including x-rays, ultrasounds, Doppler other high-technology imaging may require
ima g]'ng, electrocardio grams). prior authorization. See wpshealth.com.
b. Labomtory services, including pre-admission laboratory

services.

High-technology imaging.
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2. Excluded Diagnostic Services:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

b.

Charges for computer-aided detection (except for screening mammogram interpretation).

Chargesforimagingstudies not for purposes of diagnosis (e.g., assisting in the design or manufacture of
individualized orthopedic implants or computer assisted navigation).

R. Drug Abuse Treatment

See Section 5. G. (Behavioral Health Services) for benefits for the treatment of substance use disorders.

S. Durable Medical Equipment

1. Covered Durable Medical Equipment:

a.

d.

€.

Rentalor, at ouroption, purchase of durable medical equipment thatis prescribed by
a health care practitioner and needed in the treatment of an illness or injury.

Subsequent repairs necessary torestore purchased durable medical equipment to a il

serviceable condition. )
Certain durable medical

Replacementof durable medical equipment if such equipmentcannot be restored to | equipment may requite prior

. .. . . . authorization. See
a serviceable condition or if warranty has expired, subject to approval by us. wpshealth.com.

Breastfeeding equipment in conjunction with each birth.

Oral appliance for sleep apnea.

2. Durable Medical Equipment Limitations:

Benefits will be limited to the standard models, as determined by us.

If more thanone type of durable medical equipmentcan meet a covered person’s functional needs, coverage
is limited to the type that meets the minimum specifications of the covered person ’sneeds, as determined by
us.

3. Excluded Durable Medical Equipment:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

b.

Rental fees that are more than the purchase price.
Continuous passive motion (CPM) devices and mechanical stretching devices.

Home devices suchas:home spinal traction devices or standers; home phototherapy for dermatological
conditions; light boxes designed for Seasonal Affective Disorder; cold therapy (application of low
temperatures to the skin) including, but not limited to, cold packs, ice packs, and cryotherapy; and home

automated external defibrillator (AED).
Durable medical equipment that we determine to have special features that are not medically necessary.

Durable medical equipment that we determine to be for your comfort, personal hygiene, or convenience
including, but not limited to, physical fitness equipment, health carepractitioner’s equipment, and self-help
devices not medical in nature.

Routine periodic maintenance, except for periodic maintenance for oxygen concentrators undera maintenance
agreement which consists of a one-month rental billed every six months.

18

25963-100-2401 (25963-10A-2401)



Replacement of equipment unless we determine that it is medically necessary.
h. Replacement of over-the-counter batteries.
i. Repairs orreplacement due to abuse or misuse as determined by us.
j. Devices and computers to assist in communication and speech.

k. Enuresis alarms.

T. Emergency Medical Care

1. Covered Emergency Medical Care:
a. FEmergency medical care in an emergency room, as described below:

1. Benefits are payable for health care services provided in an emergency room as shown in the Schedule of
Benefits. Ifa copaymentis shown, this copayment applies to the emergency room visit. We will waive
the emergency room visit copaymentif you areadmitted as a resident patientto the hospital directly from
the emergency room. If you are placed in observation care directly from the emergency room, the
emergency room visit copayment, if applicable, will not be waived.

2. Ifyouareadmitted as a resident patient to the hospital directly from the hospital emergency room,
charges for covered expenses provided in the hospital emergency room will be payable as stated in the
Schedule of Benefits which applies to that hospital confinement.

b. Emergencymedical carereceived in a health care practitioner’s office, urgent care facility, or any place of
service other than an emergency room will be payable as shown in the Schedule of Benefits.

2. Emergency Medical Care Limitations:

a. Iffollow-up care oradditional health care services are needed after the medical emergency has passed, as
determined by us, suchservices from a non-preferred provider will be paid at the non-preferred provider

level of benefits.

b. Coveredhealth careservices received from a non-preferred provider willbe limited to the amounts that we
determine to be thequalifying payment amount. You will not be responsible for the difference between the

amount charged and the qualifying payment amount.

c. Ifanambulanceserviceiscalled andyouare transported to an emergency room, coverage forany emergency
medical care directly provided to you during your ambulance transport is payable under Section 5. D.
(Ambulance Services). [f anambulanceservice is called, butyou are not transported, emergency medical care
provided to you will be payable under this Section 5. T., as shown in the Schedule of Benefits.

3. Emergency Medical Care Received Outside of the United States:

a. Ifyoureceive emergency medical care in a country otherthantheUnited States, you willneed to pay for the
health care services upfront and then submit thetranslated claim to us forreimbursement. We will reimburse
you for any covered expenses in U.S. currency. The reimbursement amount will be based on the U.S.
equivalency ratethatis in effecton the date youpaid the claim oron thedateof serviceif the date of payment
is unknown.

b. Pleasesee Section 11. A. 1.(Claim Filing and Processing Procedures / Filing Claims / How to File a Claim
for additional information).
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U. Genetic Services

IMPORTANT NOTE: Genetic testing that we consider
experimental/investigational/unproven will not be covered. .

We may authorize genetic testing if the ordering health care provider shows that the Certain genetic services may
results of such testing will directly impact your future treatment. Your health care require prior authorization.

.. . . . See wpshealth.com.
practitioner must describe how and why, based on the results for the genetic testing

results, your individual progress report would be different than your current or expected
progress report basedon a clinical assessment withoutgenetic testing. Upon request, the ordering health care provider
must submit information regarding the genetic testing’s clinical validity and clinical utility. Genetic testing that we

consider experimental/investigational/unproven will not be covered. We will not accept prior authorization requests from
the laboratory that will perform the genetic services, unless there is supporting documentation from the ordering health care

provider.
1. Covered Genetic Services:

a. Genetic counselingprovided to you by a health care practitioner, a licensed or Master’s trained genetic
counselor or a medical geneticist.

b. Amniocentesis during pregnancy.
¢. Chorionic villus sampling for genetic testing and non-genetic testing during pregnancy.

d. Identificationofinfectious agentssuch as influenza and hepatitis. Panel testing for multiple agents is not
covered unless your iealth care practitioner provides a justification for including each test in the panel.

e. Compatibility testing for a covered person who has been approved by us for a covered transplant.

f. Cystic fibrosis and spinalmuscularatrophy 1 and 2 testing as recommended by the American College of
Obstetricians and Gynecologists.

g. Moleculargenetic testing of pathological specimens (suchas tumors). All othermoleculartesting of blood or
body fluids require prior authorization unless thetest is otherwise specified on our website wpshealth.com.

Please note that many molecular tumor profiling tests and gene-related or panel tests are not covered.

h. BRCAtestingfora covered person whose family history is associated with an increased risk for harmful
BRCAI and BRCA2 gene mutations and testinghas beenrecommended after receiving genetic counseling.
When such genetic counselingand testingis provided by a preferred provider, benefits are payable without
cost sharing.

i. All other genetic testing for which you receive our prior authorization.
2. Excluded Genetic Services:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Genetic testing forthe purposes of confirminga suspected diagnosis of a disorder thatcan be diagnosed based
on clinical evaluations alone.

b. Genetictesting for conditions that cannot be altered by treatment or prevented by specific interventions.
c. Genetic testing when the results of that testing will not affect future treatment or management.

d. Genetic testing solely for the purpose of informing the care or management of your family members.
e. Genetic counseling performed by the laboratory that performed the genetic testing.

f. Genetic testing that is not supported by documentation from the ordering health care provider.
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V. Health and Behavior Assessments

1. Covered Health and Behavior Assessments:

a. Health and behavior assessments and reassessments.

F Y
Neuropsychological testing may require
prior authorization.

See wpshealth.com.

b. Diagnostic interviews.

¢. Neuropsychological testing.

Please note that health and behavioral interventions provided by a
psychologist pursuant to a healthandbehavior assessment are covered under Section 5. EE. (Medical Services).

2. Excluded Health and Behavior Assessments:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Intensive inpatient treatment by a psychologist to treat a medical condition.
b. Baseline neuropsychological testing, for example, INPACT® Immediate Post-Concussion Assessment and
Cognitive Testing.
W. Hearing Aids, Implantable Hearing Devices, and Related Treatment
This Section 5. W. only applies to covered dependent children who are underage 18.
1. Covered Hearing Services:

Any of'the following, provided the covered dependent child is under age 18

and certifiedas deaforhearingimpaired by a health care practitioner, and AR

Fhe hearingaids.and/or devices areprescribed.bya health care practitioner Bone anchored hearing aids

in accordance with accepted professional medical oraudiological standards: and cochlear implants may
. o . o . require prior authorization.

a. One hearingaid(including fitting and testing), perear, onceevery three See wpshealth.com.

years.

b. Implantable hearing devices including batteries and cords for such
devices.

¢. Treatmentrelated to hearing aids and implantable hearing devices covered under this subsection, including
procedures for the implantation of implantable hearing devices.

d. Post-cochlear implant aural therapy.
2. Excluded Hearing Services:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Hearing protection equipment.
b. Non-implanted hearing aid batteries and cords.

¢. Hearing aids,implantable hearing devices and related treatment provided toa covered personage 18 orover.
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X.

Home Care Services

This Section 5. X. applies only if charges for home care services are not covered elsewhere under the Policy.

1.

Y.

Covered Home Care Services:

a.

Home safety evaluations, evaluations for a home treatmentprogram, and/or initial visit(s) to evaluate you for
an independent progress report.
Part-time or intermittent home nursing care by, or under supervision of, a registered nurse.
Part-time or intermittent home health aide services that consist solely of care for the patient as long as they
are:

1. Medically necessary.

2. Appropriately included in the home care plan.

3. Necessary to prevent or postpone confinement in a hospital or skilled nursing facility.

4. Supervised by a registered nurse or medical social worker.
Physical or occupational therapy or speech-language pathology or respiratory care.
Medical supplies,drugs and medications prescribed by a health care practitioner;and laboratory services by
or on behalf ofa hospitalif needed under the home care plan. These items are covered to the extent they
would be if you had been confined in a hospital.

Nutrition counseling provided or supervised by a registered or certified dietician.
Evaluation of the need fora home care plan by a registered nurse, physician extender or medical social

worker. Your attending health care practitioner must request or approve this evaluation.

Home Care Services Limitations:

a.

Benefits are limitedto 40 home carevisits per covered person per calendar year. Each visit by a person to
provide services undera home careplan, to evaluate yourneed for home care, orto developa home careplan
counts as onehome care visit. Each period of up to four straight hours of some health aide services in a 24-
hour period counts as one home care visit.

The maximum weekly benefit payable for home care won't be more than the benefits payable for the total
weekly charges forskilled nursing care available in a licensed skilled nursing facility, as determined by us.

Excluded Home Care Services:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

b.

Home care that is not ordered by a health care practitioner.

Home care provided to a covered personwho isnot confined to his/herhomebecause ofan il/ness or injury,
or because leaving his/her home would be contraindicated.

Home Intravenous (IV) Therapy or Infusion Therapy

Intravenous (I'V) therapy/infusion therapy prescribed by a health care practitioner and
performed in your home, including but not limited to: el

1.

Home infusion services may

Injections (intra-muscular, subcutaneous, continuous subcutaneous). require prior authorization.

See wpshealth.com.

2. Total Parenteral Nutrition (TPN).

3. Antibiotic therapy.
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Z. Hospice Care
1. Covered Hospice Care Services:
a. Hospice care services provided to you if you are terminally ill if:
1. Yourhealthcondition would otherwise require your confinement in a hospital ora skilled nursing facility.
2. Hospice care is a cost-effective alternative, as determined by us.

b. Covered expenses for hospice care include:

1. Room andboardat ahospice facility while you are receiving acute care

to alleviate physical symptoms of your terminal il/ness. Y
Inpatient hospice care services
2. Health care practitioner and nursing care. may require prior
authorization.
3. Services provided to you at your place of residence. See wpshealth.com.

c. We will pay benefits for charges for covered expenses for hospice care
services provided to you during the initial six-month period immediately
following the diagnosis of a terminal i//ness. Coverage for hospice care services after the initial six-month
period will be extended by us underthe Policy beyond the initial six-month period, provided a health care
practitioner certifies in writing that you are terminally ill.

2. Excluded Hospice Care Services:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Room and board for residential care at a hospital facility.

b. Hospice careservices provided to youafter the initial six-month period immediately following the diagnosis
of a terminal i//ness, unless we have extended coverage per Paragraph 1. c. above.

AA. Hospital Services

Transplant services are not covered under this Section 5. AA; please see Section 5. TT. (Transplant Services) for this
coverage information. This Section 5. AA. does not include charges for outpatient physical, speech, or occupational
therapy; pleasesee Section 5. SS. (Therapy Services). Additionally, except for inpatient hospital services for detoxification,
services forthe treatment of substanceuse disorders and/or nervous or mental disorders arenot covered under this Section

5. AA.; please see Section 5. G. (Behavioral Health Services) for these coverage details.
1. Covered Hospital Services:

a. Inpatient Hospital Services. Benefits are payable for the o
following inpatient sospital services for a physical illness or Inoati o N
npatient admissions may require prior

mjury: authorization.
See wpshealth.com.

1. Charges forroom and board.

2. Charges for nursing services.
3. Charges for miscellaneous hospital expenses.
4. Charges for intensive care unit room and board.

b. Outpatient Hospital Services. Benefits are payable for miscellaneous hospital expenses, including services
in observation care, fora physical illness or injuryreceived by youwhile you are notconfined in a hospital.

c. FacilityFees. Benefits are payable for facility fees charged by the hospital for office visits and for urgent
care Visits.
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2. Hospital Services Limitations:

a. Ifyouareconfinedin a hospital that is a non-preferredprovider as an inpatient due to a medical emergency,
we reserve the right to coordinate your transferto a preferred fospital once you are stable and can be safely

moved.

b. Ifyouare stable andrefuse such transfer, further services from the non-preferred provider will not be covered
at the preferred provider benefit level.

c¢. Wewill notcoverinpatient stays ata hospitalif care could safely and effectively beprovidedto you in a less
acute setting,

BB. Kidney Disease Treatment

Dialysis treatment, includingany related medical supplies and laboratory services provided F - )

during dialysis and billed by the outpatient department of a hospital or a dialysis center. Kidney dialysis treatment may

. . . . . require prior authorization. See
Kidney transplantationservices are payable under the organ transplant benefit in Section 5. TT. wpshealth. com.

(Transplant Services).

CC. Mastectomy Treatment

A covered personwho isreceiving benefits for a mastectomy or for follow-up care in connection with a mastectomy and
who elects breast reconstruction, will also receive coverage for:

1. Reconstruction of the breast on which the mastectomy has been performed.

2. Surgery and reconstruction of the other breast to produce a symmetrical appearance.
3. Breast prostheses.
4

Treatment of physical complications for all stages of mastectomy, including lymphedemas.

DD. Maternity Services
For breastfeeding equipment benefits please see Section 5.S. (Durable Medical Equipment).

1. Covered Maternity Services:

a. Any ofthe following maternity services whenthey are provided by a hospital or health care practitioner,
when provided to a covered person or a covered person who is a surrogate:

1. Globalmaternity charge. The global matemity charge is a unique procedure billed by a health care
practitionerthatincludesprenatal care, delivery, and one postpartum care office visit. Examples of
health care services forthis procedure may include the prenatal physical examinations, recording of
weight, blood pressures, fetal heart tones, and routine chemical urinalysis. Monthly office visits up to
28 weeks, biweekly office visits to 36 weeks, and weekly office visits until delivery are also included.

Charges by a hospital for vaginal or cesarean section delivery.
Exams and testing that are billed separately from the global maternity fee.

Health care services for miscarriages.

ok »p

Health careservicesrelated to an abortion provided the abortion procedure for the termination of a
mother’s pregnancy is:

a. Considered a life-threatening complication of the mother’s existing physical illness.
b. Due to a lethal fetalanomaly.

c. The abortion procedure is permitted by and performed in accordance with law.
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"Lethalfetalanomaly" is defined as ananomaly which predictably results in fetal demise either in utero
or shortly (within 72 hours) after delivery.

b. With respect to confinements for pregnancy, the Policy will not limit the length of stay to less than:
1. 48 hours fora normal birth.
2. 96 hours fora cesarean delivery.

However, a motheris free to leave the hospital earlier if she and her health care practitioner mutually agree to
shorten the stay.

2. Excluded Maternity Services:

EE.

FF.

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Birthing classes, including Lamaze classes.

b. Abortion procedures, except as specifically stated in Paragraph 1. a. above.

c. Feescharged forusing a surrogate, except as specifically stated in Paragraph 1. a. above.

d. Home births.

e. Continued/ospital stay forthe mothersolely because her newborn infant remains confined in a hospital.

f. Continued/ospital stay forthe newborn infant solely because the mother remains confined in a hospital.

Medical Services
Health and behavior interventions billed with a medical diagnosis.
Advance careplanning office consultations limited to one initial consultation and two follow-up consultations.

Medical services for a physical illness or injury, including second opinions. Services must be provided in a
hospital, health carepractitioner's office, urgent care center, surgical care center, convenient care clinic, or your
home. Medicalservices coveredunder this Section 5. EE. do notinclude health care services covered elsewhere in
the Policy, including home care services covered under Section 5. X. (Home Care Services).

Medical Supplies

Covered Medical Supplies: Medical supplies prescribedby a health carepractitioner,including but not limited
to:

a. Strapping and crutches.

b. Ostomy supplies limited to the following: pouches, face plates and belts; irrigationsleeves, bags and ostomy
irrigation catheters; and skin barriers.

c¢. Disposable supplies, tubing, and masks for the effective use of covered durable medical equipment.

d. Elastic stockings or supports when prescribed by a health care practitioner andrequired in the treatment of an
illness orinjury. We may establish reasonable limits on the number of pairs allowed per covered person per
calendaryear.

e. Enteraltherapy supplies.

f. Urinary catheters and supplies.
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2. Excluded Medical Supplies:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

C.

Medical supplies that we detemmine to be for your comfort, personal hygiene, or convenience including, but
not limited to disposable supplies.

Ostomy supplies that are not listed in Paragraph 1. above (such as deodorants, filters, lubricants, tape,
appliance cleaners, adhesive, adhesive remover).

Over-the-counter ace bandages, gauze and dressings.

GG. Nutritional Counseling

Nutritional counseling thatis: (1) for treatment of an illness or injury; and (2) provided by a health care practitioner,
dietician or nutritionist licensed in the state where the counseling is provided to you. Nutritional counseling billed as
educational services will not be covered, except as noted in Section 5. LL. (Preventive Care Services).

HH. Orthotics

1. Covered Orthotics: Orthotics (including fittings, adjustments and repairs) prescribed by a health care
practitioner, such as but not limited to:

a.
b.
c.
d.
e.

f.

g.

Casts and splints.

Orthopedic braces, including necessary adjustments to shoes to accommodate braces.
Cervical collars.

Corsets (back and special surgical).

Orthotics to support the foot when they are a permanent part of an orthopedic leg brace.
Orthotics to support the foot when custom-molded to fit the covered person.

Orthopedic shoes.

2. Orthotics Limitations:

a.

b.

Benefits will be limited to standard devices as determined by us.
Orthopedic shoes are limited to one pair per covered person per calendar year.

Orthotics maybe replaced once per calendar year per covered person if medically necessary. Additional
replacements will be allowed:

1) ifyouareunderage 19 and due to rapid growth.

2) when the orthotic is damaged and cannot be repaired.

3. Excluded Orthotics:

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.
b.

C.

Routine periodic maintenance such as testing and cleaning.
Over-the-counter orthotics to support the foot.

Repairs due to abuse or misuse as determined by us.
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II. Pain Management Treatment

Pain management treatment including injections and other procedures to

manage your pain related to an i/lness or injury. oo
Pain management treatment may
JJ. Palliative Care Services require prior authorization. See
wpshealth.com.

Palliative care that is otherwise a covered expense under the Policy.

KK. Prescription Legend Drugs and Supplies
1. Covered Drugs.

a. Any prescription legend drug not otherwise excluded or limited under the Policy.

b. Anymedicine a preferred pharmacy compounds as longas it contains at least one prescription legend drug
thatisnot excluded underthe Policy, providedit is not considered experimental/investigational/unproven or
not medically necessary; if a compound drug contains non-covered ingredients, reimbursement will be limited

to the covered prescription legend drug(s).
c. Preventive drugs that are obtained pursuant to a prescription order.

d. Injectable insulin.

e. Prescription legend drugs that are FDA-approved for the treatment of HIV infectionoran i/lness or medical

condition arising from, or related to, HIV.
f. An immunization that is not excluded elsewhere in the Policy.

g. Oralchemotherapy drugs.

Experimental/investigational/unproven drugs that are FDA-approved, administered according to protocol, and

required by law to be covered.
2. Covered Supplies.
a. Insulin syringes and needles.

b. Lancets and lancet devices. To see formulary drugs and supplies, go to

/Iwpshealth.com/resources/files/32053 _2024-preferred-drug-guide. pdf.

c¢. Formulary diabetic test strips.

d. Alcoholpads.
e. Formulary blood glucose monitors.
f. Auto injector.

g. Glucose control solution.

3. Our Discretion. We have full discretionary authority to cover drugs or supplies that vary from the benefits

described in the Policy.

4. CostSharing. See your Schedule of Benefits for informationabout cost sharing amounts thatapply to drugs and
supplies. You willhave no applicable copayment, deductible, or coinsurance for any preventive drug. All other
covered drugs and supplies are subject to any copayment, deductible, or coinsurance amounts listed in your
Schedule of Benefits. Ifthepreferred pharmacy’s charge is less than the copayment and/or deductible, you will
only be responsible fortheamount of the charge. Otherwise, youmust pay any applicable cost sharing amount for

each separate prescription order or refill of a covered drug or covered supply.
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5. Prescription Legend Drugs and Supplies Limitations.

a. IfYou Do NotChoose a Preferred Pharmacy. If drugs and supplies are dispensed to you by a pharmacy
otherthana preferred pharmacy,you must pay forthedrugs or supplies up front. To receivereimbursement,
youmustsendus, orourdelegate,a claim with written proof of payment and enough detail to allow us to
process the claim. After we receive your claim and supporting documentation, we will determine if benefits
are payable forthedrugorsupply.Ifso, we will pay youthebenefit amountthat we would have paid had you
purchased thecovered drugorsupply from a preferred pharmacy. You are responsible for the applicable cost
sharing and any difference between our benefit payment and the price you paid for the covered drug or

supply.

b. Step Therapy. Ifthere is more thanone formulary prescription legend drugthat has been determined to be
safe and effective for the treatment of your illness or injury, we may only provide benefits for the less
expensive formularyprescriptionlegend drug. Alternatively, we may require you to try the less expensive
formulary prescription legend drug(s) before benefits are payable for any other alternative formulary
prescription legend drug(s). Step therapy does not apply to non-formulary drugs.

¢. SaveOnSP Specialty Drug Program. Yourplan includes a copay assistance benefit administered by Save On
SP, LLC (SaveOnSP). Youmay have to satisfy your deductible first before this benefit begins. See your
Schedule of Benefits for this information.

Under this copay assistance benefit, certain specialty drugs onthe Copay Assistance Benefit Drug List have
been classified as non-essential health benefits (NEHBs). An NEHB classificationdoes notmean these drugs
arenot importantto you, this is a classification under the Affordable Care Act. A list of these SaveOnSP
specialty drugs and the applicable coinsurance can be accessed at
https:/www.wpshealth.com/resources/files/35619 wps-esi-saveonsp-specialty-drug-list.pdf. This list will
change from timeto time. See your Schedule of Benefits for the applicable coinsurance for the SaveOnSP
specialty drugs.

If your health care practitioner prescribes you one of these NEHB drugs, SaveOnSP will contact you to
participate in the plan’s copay assistance benefit. Once you enroll in the available manufacturer copay
assistance program and provide SaveOnSP with consentto monitor your pharmacy account, youwill not have
any cost sharing responsibility for that SaveOnSP specialty drug.

Inthe eventyoufailto enrollin the applicable manufacturer copay assistance program, and/or you do not
provide consent to SaveOnSP to monitor your pharmacy a ccount, youwill be responsible for the full required

coinsurance for the NEHB drugs even after your out-of-pocket limit has been satisfied.

Any coinsurance paid forthese medications (either paid by you or by the manufacturer copay assistance
program) will not apply to any applicable out-of-pocket limit. Additionally, as a result of the NEHB
classification, the coinsurance will continue even after you’ve met your plan’s out-of-pocket limit.

d. Prior Authorization. We have full discretionary authority to require prior authorization for certain drugs
before they are eligible for coverage underthe Policy. This applies to allprescription legend drugs, including
specialty drugs, drugs administered by a health care provider, and non-formulary drugs. To determine
whethera formulary drugrequires prior authorization, visit wpshealth.com or call the telephone number
shown on youridentificationcard. If you do not receive prior authorization before receiving such drugs,
benefits may not be payable under the Policy.

A request fora non-formulary drug orto bypass a step therapyrequirement would be considered an exception
to the benefitand would require a prior authorization. To determine whethera drugis a formulary drug or a
non-formulary drug, please call the telephone number shown on your identification card.

If a drugrequires prior authorization, your health care practitioner must contactus, or our delegate, to supply
the information needed, suchas copies ofall corresponding medical records and reports for your il/ness or
injury.

Afterreceivingthe required information, we, or our delegate, will determine if the drug is covered under the
Policy and notify youof our coverage determination. If we determine that the treatment isnot a covereddrug
or is otherwise excluded under the Policy, no benefits will be payable for that drug.
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€.

Use of Brand-Name Drugs When Lower Cost Equivalents Are Available. If you obtain a brand-name
drug and we determine that a lower cost equivalentdrug (e.g., genericdrugorinterchangeable biosimilar) is
available, youmust pay thedifference in cost betweenthedrugobtained and its equivalent plus the applicable
cost sharing amounts. The cost difference is not applied toward your out-of-pocket limit including

copayments/deductibles/coinsurance and the cost difference will continue to apply after your out-of-pocket
limithasbeen satisfied. Determinationthat a drugis equivalent must be supported by scientific evidence

and/or determinations by regulatory entities such as the FDA.

Forpreventive drugs, coverage is also limited to generic drugs whenthey are available, with the exception of
preventive contraceptivemethods. If your health care practitioner submits proof to us that it is medically
necessaryforyouto use a brand-name preventive contraceptive method instead of the equivalent generic
preventive contraceptivemethod, we will cover the brand-name drug in full and you will not be charged.

However, we will covera brand-name drug if substitution of an equivalent genericdrugis prohibited by law.

Quantity Limits. The following quantity limits apply to all prescription legend drug benefits under this
Subsection KK. We have full discretionary authority to enforce a dditional quantity limits on specific drugs to
ensure the appropriateamounts are dispensed. Please notethatin certain circumstances, we may approve a
partialamount (i.e., less than a 30-day supply) of a specialty drug until we, or our delegate, determineyouare
tolerating the specialty drug. In this case, your financial responsibility will be prorated.

Item Quantity Limit

Prescription legend drugs or supplies,
including non-specialty biosimilar drugs,
dispensed by a retail pharmacy

Up to a 90-day supply for maintenance drugs per
fill or refill; and up to a 30-day supply for all
others per fill or refill

Prescription legend drugs (other than
specialty drugs) or supplies dispensed by
a home delivery pharmacy

Up to a 90-day supply per fill or refill

Preventive drugs used for Tobacco
Cessation

180-day supply of nicotine replacement treatment
(e.g., patches or gum) per covered person per 365-

day period; and

180-day supply of another type of covered
tobacco cessation drug (e.g., varenicline or
bupropion) per covered person per 365-day period

Up to a 30-day supply per fill or refill, except as
noted above

Specialty drugs and Biosimilar drugs

Blood glucose monitor dispensed by a
pharmacy

One per covered person per calendar year

Limitations on Covered Drugs and Covered Supplies Provided by a Provider Other than a Pharmacy.
If we determinea prescriptionlegend drug can safely be administered in a lower-cost place of service, for
example: (1)a preferred pharmacy wherethe drugcanbe obtained for self-administration; or (2) by a home
care company, benefits for suchprescription legend drugs purchased from and administered by a health care
providerin a higher-cost place of service willnot be covered. However, we have full discretionary authority
to allowinitialdose(s) of a drugto be administered by a health care provider in a higher-cost place of service
in certain limited circumstances (for example teaching/training purposes).

Miscellaneous: If the charges fora prescription legend drug is reduced by a manufacturer promotion
(e.g., coupon, copayment assistance, or rebate), we may take that reduction into account when calculating the
cost sharing, including the amount applied to your deductible or out-of-pocket limit.

Excluded Prescription Legend Drugs and Supplies.

The Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

25963-100-2401

Any drug for which you do not have a valid prescription order.
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b. Administration of a covered drug by injection or other means other than covered immunizations.
c. Refills of otherwise covered drugs that exceed the number your prescription order calls for.

d. Refills of otherwise covered drugs after one year from the date of the prescription order.

e. Drugs usually not charged for by the health care provider.

f. A drugthatiscompletely administered at the time and place of the health care provider who dispenses it
under the prescription order, except for immunizations and drugs for which you receive our prior
authorization.

g. Anabolic drugs, unless we determine that they are beingused for accepted medical purposes and eligible for
coverage under the Policy.

h. Progesteroneorsimilardrugs in any compounded dosage form, except for the purpose of maintaining a
pregnancy under the appropriate standard of care guidelines.

i. Costsrelated to the mailing, sending or delivery of prescription legend drugs.

j- Refill of drugs, medicines, medications or supplies thatarelost, forgotten, stolen, spilled, spoiled, damaged,
or otherwise rendered unusable whether dispensed by a retail pharmacy, home delivery pharmacy, or
specialty pharmacy. This exclusion does not apply to prescription eye drop refills.

k. Any drug or medicine that is available in prescription strength without a prescription order, except as
determined by us.

1. More than one fill orrefill forthe same coveredsupply, covered drug or therapeutic equivalent medication
prescribed by one ormore health care practitioner until you have used at least 75% of the previous retail
prescription. Ifthe covered supply, drug or therapeutic equivalent medication is dispensed by a home delivery
pharmacy, then you must have used at least 75% of the previous prescription.

m. Any drugused to reduce appetite or for weight control or whose primary use is appetite reduction or weight
control.

n. Any compounded drug that is substantially like a commercially available product.
0. Any drugdelivered to or received from a destination outside of the United States.
p- Any drug prescribed to treat sexual dysfunction or to enhance sexual activity.

q. Any drug for which prior authorization is required but not obtained.

r. Any drug for which step therapy is required but not followed.

s.  Any non-formulary drug for which prior authorization is not obtained.

t. Non-legend vitamins, minerals, and supplements evenif prescribed by a health care practitioner, except as
specifically stated in the Policy.

u. All medicinal foods, enteral feedings, supplemental feedings, nutritional and electrolyte supplements, and
infant formula.

v. Any drugoragent used for cosmetic treatment; for example, wrinkles or hair growth.
w. Any drugin unit-dose packaging except as required by law.

X. Medicalmarijuana orany non-legend drug containing cannabidiol (CBD), tetrahydrocannabinol (THC),
and/or other derivatives of the cannabis sativa plan.
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LL. Preventive Care Services

Preventive care services are covered to the extentrequired by law and are provided on an outpatient basis at a
health care practitioner’s office or hospital and that have been: (1) demonstrated by clinical evidence to be safe
and effective in either the early detection of disease or in the prevention of disease; and (2) proven to have a
beneficial effect on health outcomes.

1. Covered Preventive Care Services:

a. Evidence-based health care services thathave in effecta ratingof “A” or “B” in the current recommendations
of the United States Preventive Services Task Force (USPSTF). The USPSTF may change its ratings during
the year. See https://www.uspreventiveservicestask force.org/uspstf/recommendation-topics/uspstf-a-and-b-
recommendations for current recommendations.

b. Immunizations that have in effect a recommendation from the Advisory Committee on Immunization
Practices of the Centers for Disease Control and Prevention. Please see
https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/index.html.

c¢. With respect to infants, children and adolescents, evidence-informed preventive care services and screenings
provided for in the comprehensive guidelines supported by the Health Resources and Services
Administration. Please see https://downloads.aap.org/ AAP/PDF/periodicity schedule.pdf.

d. With respect to women, such additional preventive care services and screenings as provided for in
comprehensive guidelines supported by the Health Resources and Services Administration. Please see
https://www.hrsa.gov/womens-guidelines/index.html.

e. The following additional preventive care services as determined by us:

1) Breastcancerscreening coverage is increased to include one routinemammogram of a covered person
per calendar year without age limits.

2) Cervical cancer screening coverage is increased to include screenings without age or frequency
limitations.

3) Blood lead tests.

4) Colorectalcancerscreening coverage is increased to include one colonoscopy or one sigmoidoscopy in a
five-year period. Any additional routine sigmoidoscopies or colonoscopies performed within that five-

yearperiod shallbe payable under Section 5. PP. (Surgical Services) subject to applicable cost sharing.
5) Eye exams with or without refraction not subject to age or frequency limitations.
2. Preventive Care Services Limitation:

Some officevisits and laboratory and diagnostic studies may be subject to cost sharing if those services are not
partof a routinepreventive or screening examination. Forexample, whenyouhave a symptom or history of an
illness orinjury, office visits and laboratory and diagnostic studies related to that illness or injury are no longer
considered part of a routine preventive or screening examination.

3. Excluded Preventive Care Services:

The Policy provides no benefit forimmunizations for travel purposes. This exclusion applies in addition to the
exclusions outlined in Section 6. (General Exclusions).
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MM. Prosthetics
1. Covered Prosthetics:
a. Prosthetic devices and related supplies, including the fitting of such o
devices, that replace allor part of: Prosthetics with a total purchase
. . . . price greater than $5,000 may
1) Anabsent body part (including contiguous tissue). require prior authorization. See
. . . . health. com.

2) The functionofa permanently inoperative or malfunctioning body Wpshealth.com
part.

b. External prosthetic devices that replace a limb or any body part, limited to:

1) Artificial arms, legs, feet and hands.

2) Attificial face, eyes, ears, and nose.

3) Breast prosthesis asrequired by the Women’s Health and Cancer Rights Act of 1998. Benefits include
mastectomy bras and lymphedemastockings for the arm. Benefits under this subsection 3) are provided
only forexternal prosthetic devices and donotincludeany device that is fully implanted into the body.

c¢. Replacement or repairs of prosthetics if we determine that they are medically necessary.
2. Excluded Prosthetics:
This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).
a. Prosthetics that we determine to have special features that are not medically necessary.
b. Dental prosthetics and any other prosthetics not mentioned in 1.b. (above).
c¢. Repairs due to abuse or misuse.
NN. Radiation Therapy and Chemotherapy Services
Radiation therapy and chemotherapy services. Benefits are also payable for charges ‘ n
forx-rays, radium, radioactiveisotopes and chemotherapy drugs and supplies used Certain radiation therapy and

in conjunction with radiation therapy and chemotherapy services.

00.

1.

chemotherapy services may require
prior authorization.
See wpshealth.com.

Skilled Nursing Care in a Skilled Nursing Facility

Covered Skilled Nursing Care:
Skilled nursing care provided to you during your confinement in a skilled nursing facility if both are true:

a. Youare admitted to a skilled nursing facility within 24 hours after
discharge froma hospital or surgical center or directly from emergency
room care, urgent care facility, or a health care practitioner’s office.

i
b. Youareadmitted for continued treatment of the same illness or injury. Admissions may require prior
authorization. See
Skilled Nursing Care Limitations: wpshealth.com.

a. Skilled nursing care is limited to 30 days per confinement per covered
person.

b. Eachdayofyourconfinement will count towards this 30-day limit, regardless of whether the charges are
applied to your deductible or paid by us under the Policy.

c. Skillednursing care mustbe certified as medicallynecessary by your attending health care practitioner every
seven days.
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3. Excluded Skilled Nursing Care:

This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

Skillednursing care duringa skilled nursing facility confinementif health care services can be provided at a
lower levelof care (e.g., home care,as defined in Section 5. X. (Home Care Services), or care in an outpatient
setting).

Domiciliary care, such as meals-on-wheels, health visiting, and home help, provided by a welfare agency for
people in their own homes.

Maintenance care, supportive care, or custodial care.

Care thatisavailable atno costto youorcare providedundera governmental health care program (other than
a program provided under Wis. Stat. Chapter 49).

PP.  Surgical Services

This Section 5. PP. does not include surgical services for: (1) covered transplants or (2) pain management procedures.
Please see Section 5. I1. (Pain Management Treatment), and Section 5. TT. (Transplant Services) for this coverage
information.

1. Covered Surgical Services:

The following surgical services are covered when provided in a health care
practitioner’s office, hospital or licensed surgical center:

a.

b.

-
Surgical services, other than reconstructive surgery and oral surgery. Spinal surgery and certain
Covered surgical services include but are not limited to: other surgeries may require
prior authorization.
1. Operative and cutting procedures. See wpsheatlh.com.

2. Endoscopic examinations, suchas: (a) arthroscopy; (b) bronchoscopy;
or (c) laparoscopy.

3. Otherinvasive procedures such as: (a) angiogram; and (b) arteriogram.

Reconstructivesurgery when the primary purpose of the surgery is to correct functional impairment caused by
an illness, injury, congenital abnormality, a cute traumatic injury, dislocation, tumors, cancer, obstructive sleep
apnea, temporomandibular joint disorder, or gender dysphoria. Please note that breast reconstruction
following a mastectomy, reconstruction ofthe non-affected breast to achieve symmetry, and other services
required by the Women’s Health and Cancer Rights Act of 1998 are covered under Section 5. CC.
(Mastectomy Treatment).

Oral surgery, includingrelated consultation, x-rays and anesthesia, is limited to the following procedures:
1. Surgical removal of impacted, unerupted teeth.
Excision of tumors and cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth.
Surgical procedures to correct injuries to the jaws, cheeks, lips, tongue, roof and floor of the mouth.

Apicoectomy (excision of the apex of the tooth root).

Excision of exostosis (bony outgrowth) of the jaws and hard palate.

2

3

4

5. Root canal therapy, if performed simultaneously with an apicoectomy.

6

7. Frenotomy (incision of the membrane connecting the tongue to the floor of the mouth.
8

Incision and drainage of cellulitis (tissue inflammation) of the mouth.
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f.

g.

9. Incision of accessory sinuses, salivary glands or ducts.

10. Gingivectomy (excision of gumtissue to eliminate infection), butnot including restoration of gum tissue
or soft tissue.

11. Alveolectomy.
12. Orthognathic surgery.
13. Oralreconstructive maxillofacial surgery.

Male sterilization procedures.

Tissue transplants (e.g., arteries or veins, corneas, heart valves, skin) placed in the body to aid the function of
a body organ or replace tissue lost due to illness or injury.

Congenital heart disease surgeries.

Removal of breast implants due to diagnosis of Anaplastic Large Cell Lymphoma.

2. Excluded Surgical Services:

This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

Incidental/inclusive surgical procedures thatare performed in the same operativesession as a major covered
surgicalprocedure, which is the primary procedure. Benefits for incidental/inclusive surgical procedures are
limited to the charge forthe primary surgical procedure with the highest charge, as determined by us. No
additional benefits are payable for incidental/inclusive surgical procedures. For example, the removal of an
appendix during the same operative session in which a hysterectomy is performed is an incidental/inclusive
surgical procedure; therefore, benefits are payable for the hysterectomy, but not for the removal of the
appendix.

Oral surgery, except as specifically stated in Paragraph 1. c. above.
Reconstructive surgery for purposes other than to correct functional impairment.
Any surgical servicethat we detemmine to be cosmetictreatment, exceptas otherwise indicated in the Policy.

Transoral incisionless fundoplication procedures.

QQ. Telemedicine Services

1. Covered Telemedicine Services:

Telemedicine services provided by a health care practitioner to a covered person via telephone or interactive
audio-visual telecommunication to treat a covered physical illness, nervous or mental disorder, substance use

disorder, or injury.

NOTE: Telemedicine services provided by our designated telehealth service providerare covered as stated in your
Schedule of Benefits. Visit https://wpshealth.com/resources/customer-resources/telehealth.shtml or call the
Customer Service telephone number shown on your identification card for additional information about this
benefit.

2. Excluded Telemedicine Services:

This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

b.

Transmission fees.

Website charges for online patient education material.
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RR.

SS.

¢. Telecommunications, including but not limited to instant messaging, textmessaging, email communication, or
facsimile communication.

Temporomandibular Joint (TMJ) Disorder Services

Covered TMJ Disorder Services:

a. Diagnostic procedures, surgical services,and non-surgical treatment for the correction of TMJ disorders if all
of the following apply:

1. The disorder is caused by congenital, developmental or acquired deformity, il/lness or injury.

2. Underthe accepted standards ofthe profession of the health care practitioner providing the service, the
procedure is reasonable and appropriate for the diagnosis or treatment of the condition.

3. Thepurposeoftheprocedure ordevice is to control or eliminate infection, pain, disease or dysfunction.
b. Non-surgical treatment includes coverage for prescribed intraoral splint therapy devices.
Excluded TMJ Disorder Services:

This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Elective orthodontic care, periodontic care, or general dental care.
b. Health careservices provided in connection with the temporomandibular joint or TMJ disorder, except as

specifically stated in Paragraph 1.above.

Therapy Services

Therapy Services Limitations: :
Therapy services may
a. Outpatient therapyvisits arelimited to a combined total of twenty-five (25) visits require prior authorization.

. S health.com.
per calendar year per covered person for the following: e¢ wpsheattii.com

1) Physical therapy when billed as rehabilitative services or habilitative

services. Aquatic therapy must be provided and billed by a physical
therapist or occupational therapist.

2) Speech therapy when billed as rehabilitative services or as habilitative services.
3) Occupational therapy when billed as rehabilitative services or as habilitative services.

b. Massage therapy is limited to six (6) visits per calendar year per coveredperson and must be provided and
billed by a chiropractor, physical therapist, or occupational therapist.

c. All therapy mustbe expected to provide significant measurable gains that will improveyour physical health.

d. All therapy mustbe performedby a health carepractitioner. 1f a license to perform such therapy is required
by law, that therapist mustbe licensed by thestatein which he/she is located and must provide such therapy

while he/she is acting within the lawful scope of his/her license.
Excluded Therapy Services:

This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Physicalthempy for TMJ disorders, exceptas specifically statedin Section 5. RR. (Temporomandibular Joint
(TMJ) Disorder Services).

b. Long-term therapy and maintenance therapy, except as specifically stated in Paragraph 1. above.
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C.

Therapy services provided by a massage therapist.

TT. Transplant Services

1. Prior Authorization and Cost Sharing Requirements:

a.

C.

All transplant services require prior authorization. It is yourresponsibility to obtain a prior authorization for
all transplant related services, including butnotlimited to the initial transplant evaluation. The transplant
must meet our criteria for medically necessary transplants and may not be
experimental/investigational/unproven.

If prior authorization is obtained, we will pay benefits for charges for covered expenses you incur at a
designated transplant facility or non-designated transplant facility as determined by us during the prior
authorization process for an illness or injury.

Transplant services are subject to any cost sharing amounts shown in your Schedule of Benefits.

2. Covered Transplant Services (Including Kidney Transplants):

Health careservices forapproved transplants when ordered by a health care practitioner, including, but not

limited to:
a. Hospital charges.
b. Health care practitioner charges.

g.
h.

Organ and tissue acquisition (including related medical expenses of a living donor).
Tissue typing.

Ancillary services.

Post-transplant complications, if you are the recipient.

Post-harvesting complication, if you are a donor.

Covered transplant drugs as described in Section 5. KK. (Prescription Legend Drugs and Supplies).

3. Excluded Transplant Services:

This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a.

b.

Transplants considered by us to be experimental/investigational/unproven.

Expenses related to the purchase of any organ.

Health careservices for, orused in connection with, transplants ofhuman and non-human body parts, tissues
or substances, or implants of artificial or natural organs, except as specifically stated in Paragraph 2. above.

Lodgingexpenses, including meals, unless such expenses are covered under the global fee a greement of your
transplant network.
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UU. Vision Services - Non-Routine
1. Covered Non-Routine Vision Services:

a. Diagnosis and treatment of eye pathology.

b. Eye surgery to treat an i/lness or injury to the eye. Therapeutic contact lenses may
. i . require prior authorization.
c. Initial pair of eyeglasses or external contact lenses for aphakia, See wpshealth.com.

keratoconus, or following cataract surgery.

2. Excluded Vision Services:

This Policy provides no benefits for any of the items listed below. These exclusions apply in addition to the
exclusions outlined in Section 6. (General Exclusions).

a. Vision therapy.

b. Refractiveeye surgery, including, but not limited toradial keratotomy and laser in-situ keratomileusis (also
known as Lasik).

c. Orthoptic therapy and pleoptic therapy (eye exercise).
d. Preparation, fitting or purchase of eyeglasses or contact lenses, except as specifically stated above.
e. Correction of visual acuity or refractive errors by any means, except as specifically stated above.

f. Implantable specialty lenses, including, but not limited to, toric astigmatism-correcting lenses and multifocal
presbyopia-correcting intraocular lenses to improve vision following cataract surgery.

6. GENERAL EXCLUSIONS

The Policy provides no benefits for any of the following:
1. Health care services that we determine are not medically necessary.

2. Health careservices that we determine are experimental/investigational/unproven, except for the following, which
are covered underthe Policy as described in Section 5. KK. (Covered Expenses / Prescription Legend Drugs and
Supplies):

a. Investigational drugs for the treatment of HIV infection as described in Wis. Stat. § 632.895(9).

b. Drugs thatbylawrequire a written prescriptionused in the treatmentof cancer that may not currently have
the FDA's approval for that specific diagnosis but are listed in recognized off-label drugusage publications as
appropriate treatment for that diagnosis.

3. Maintenance care or supportive care.

4. Health careservices that we determine to be cosmetic treatment, except as otherwise provided in the Policy.

5. Health careservices provided in connection with any injury or illness arising out, or sustained in the course, of
any occupation, employment, or activity of compensation, profit or gain, for which an employer is required to
carry workers’ compensation insurance. This exclusion applies regardless of whether benefits under workers’
compensation laws orany similarlaws have been claimed, paid, waived, or compromised. See Section 10. M.
(General Provisions / Workers” Compensation) for additional information.

6. Health careservices fumished by the U.S. Veterans Administration, unless federal law designates the Policy as the
primary payer and the U.S. Veterans Administration as the secondary payer.

7. Health careservices fumished by any federal or state agency or a local political subdivision when you are not
liable for the costs in the absence of insurance, unless such coverage under the Policy is required by law.
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10.

11.

12.

13.

14.

15.
16.

17.
18.

19.

20.

21.

22.
23.

24.

25.

26.

The amountof benefits that are covered by, or would be covered by, Medicare as the primary payer if you are
eligible for Medicare. This applies regardless of whether youare actually enrolled in Medicare. See Section 7. H.
(Coordination of Benefits / Coverage with Medicare) for additional information.

Health careservices forany illness or injurycausedby war or act(s) of war, whether declared or undeclared or
caused duringservicein the armed forces ofany country. This exclusiondoes not apply to covered persons who
are civilians injured or otherwise affected by war, any act of war, or terrorism in non-war zones.

Health care services for any illness or injury you sustain:
a. While on active duty in the armed services of any country.
b. Asa result of being on active duty in the armed services of any country.

Custodial care except home health aide services as covered in Section 5. X. (Covered Expenses / Home Care
Services).

Charges in excess of the maximum allowable fee, qualifying payment amount or maximum out-of-network
allowable fee.

Chelation therapy, except in the treatment of heavy metal poisoning.

Health careservices provided while held, detained orimprisoned in a local, state or federal penal or correctional
institution or while in custody of law enforcement officials, except as required under Wis. Stat. § 609.65. This
exclusion does not apply to covered persons on work-release.

Completion of forms, including but not limited to claim forms or forms necessary for the return to work or school.
An appointment you did not attend.
Health care services for which you have no obligation to pay or which are provided to you at no cost.

Health care services directly relatedto any health care service not covered under this policy. This includes any
services resulting from orarising from the complications of a non-covered service and also services required to
perform the non-coveredservice. The only exception is services resulting from orarising from the complications
of, orincidental to, a subscriber’s or his/her spouse’s or domestic partner’s elective abortion.

Health care services requested or required by a third party for employment, licensing, insurance, marriage,
adoption, travel, disability determinations, or court-ordered exams, other thanas specifically stated in the Policy or
required by law.

Private duty nursing.

Transportation or other travel costs associated with a health care service, except as specifically provided in
Section 5. D. (Covered Expenses / Ambulance Services).

Health care services that are excluded elsewhere in the Policy.

Health careservices not specifically identified as being covered under the Policy, except for those health care
services approved by us subject to Section 5. C. (Covered Expenses / Alternative Care).

Health care services provided when your coverage was not effective under the Policy. Please see Section 2.
(Eligibility, Enrollment, and Effective Date) and Section 8. (When Coverage Ends).

Health careservices not provided by a health care practitioner or any of the health care providers listed in
Section 5. (Covered Expenses).

The following procedures and any related health care services:
a. Injection of filling material (collagen) other than for incontinence.

b. Salabrasion.
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c¢. Rhytidectomy (face lift).

d. Dermabrasion.

e. Chemical peel.

f. Suction-assisted lipectomy (liposuction) for cosmetic purposes.
Hair removal.
Mastopexy.

i. Augmentation mammoplasty (except forreconstruction associated with a covered mastectomy or covered
gender reassignment surgery).

j. Correction of inverted nipples.

k. Sclerotherapy or other treatment for varicose veins less than 3.5 millimeters in size (e.g., telangiectasias,
spider veins, reticular veins).

1. Excision oreliminationof hanging skin on any part ofthe body, such as panniculectomy; abdominoplasty and
brachioplasty.

m. Mastectomy for gynecomastia.

n. Botulinum toxin or similar products, unless you receive our prior authorization.

0. Any modification to the anatomic structure of a body part that does not affect its function.
p. Labiaplasty.

q. Treatment of sialorrhea (drooling or excessive salivation).

r. Medical services and surgical services for the treatment of excessive sweating (hyperhidrosis).

27. Health careservices providedat any nursing facility or convalescenthome or charges billed by any place that is
primarily forrest, the aged, orthe treatment of substance use disorders, except as specifically stated in Section 5.
G. (Covered Expenses / Behavioral Health Services).

28. Health care services provided:

a. Inthe examination, treatment orremovalof allorpart of corns, callosities, hypertrophy or hyperplasia of the
skin or subcutaneous tissues of the feet.

b. In the cutting or trimming of toenails.
c. Inthe non-operative partial removal of toenails.

This exclusion does not apply to medically necessary health care services thatare incidentalto a covered il/ness
or injury, as determined by us.

29. Housekeeping, shopping, or meal preparation services.
30. Health care services provided in connection with:
a. Any illness or injury caused by your engaging in an illegal occupation.
b. Any illness or injury caused by your commission of, or an attempt to commit, a felony.
31. Health care services for which proof of claim isn't provided to us as required by the Policy.
32. Health care services not for or related to an illness or injury, other than as specifically stated in the Policy.

33. Sales tax or any other tax, levy, or assessment by any federal or state agency or local political subdivision.
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34.

35.

36.

37.
38.
39.
40.
41.

42.
43.

44.

45.
46.

47.

48.
49.

50.
51.

52.
53.

54.

Costs associated with indirect services provided by health careproviders suchas: creating standards, procedures,
and protocols; calibrating equipment; supervising testing; setting up parameters for test results; reviewing quality
assurance data; transporting lab specimens; concierge payments; translating claim forms or other records; and

after-hours charges.

Health careservices forthe treatment of weak, strained, flat, unstable or unbalanced feet except as specifically
stated Sections 5. P. (Covered Expenses / Diabetes Services) and 5. HH. (Covered Expenses / Orthotics).

Health careservices for treatment of sexual dysfunction, including impotence, regardless of the cause of the
dysfunction. This includes:

a. Surgical services.
b. Devices.
c. Penile implants,
d. Sex therapy.
Storage of blood tissue, cells, or any other body fluids.
Salivary hormone testing.
Health careservices performed while outside of the United States, except in the case of a medical emergency.
Prolotherapy.
Platelet-rich plasma.
Coma stimulation/recovery programs.

Environmental items including, but not limited to, air conditioners, air purifiers, humidifiers, dehumidifiers,
furnace filters, heaters, vaporizers, and vacuum devices.

Wigs, toupees, hairpieces, cranial prosthesis, hair implants, or transplants or hair wea ving, or hair loss prevention
treatments.

Car seats.

Modifications to your vehicle, homeor property including, but not limited to, escalators, elevators, saunas, steam
baths, pools, hot tubs, whirlpools, tanning equipment, wheelchair lifts, stair lifts, chair lifts, grab bars, raised toilet
seats, commodes, and ramps.

Health care services used in educational or vocational training or testing.
Medications for which the primary purpose is to preserve fertility.

Health careservices for holistic, complementary, alternative or homeopathic medicine or other programs that are
notaccepted medical practice, as determined by us, including, but not limited to, aromatherapy, herbal medicine,
naturopathy, reflexology, and programs with an objective to provide personal fulfillment.

Hypnosis.
Acupuncture.
Biofeedback, except for fecal/urinary incontinence.

Therapy services suchas recreational therapy (other than recreational therapy included as part of a treatment
program received during a confinement for treatment of nervous or mental disorders and/or substance use
disorders), educational therapy, physical fitness, or exercise programs, except as specifically stated in Sections 5.
I. (Covered Expenses / Cardiac Rehabilitation Services) and 5. SS. (Covered Expenses / Therapy Services).

Photodynamic therapy and laser therapy for the treatment of acne.
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55.

56.
57.

58.

59.

60.

61.

62.

63.

64.

65.
66.

Vocational or industrial rehabilitation including work hardening programs.

Sports hardening and rehabilitation.

Health careservices that are solely for educational, occupational, or athletic purposes andnot for treatment of an
illness or injury.

General fitness programs, exercise programs, exercise equipment, health club or health spa fees, personal trainers,
aerobic and strength conditioning, functional capacity exams, physical performance testing, and all material and
products related to these programs.

Health care services provided in connection with a diagnosis of obesity, weight control, or weight reduction,
regardless of whether such services are prescribed by a health care practitioner or associated with an i/lness or
injury,except as indicated in Section 5. LL. (Covered Expenses / Preventive Care Services). Services excluded
under this provision include, but are not limited to:

a. Gastric or intestinal bypasses.
b. Gastric balloons or banding.
c¢. Stomach stapling.

d. Wiring of the jaw.

e. Liposuction.

f. Anydrugused for weight control or whose primary use is weight control, regardless of why the drug is being
prescribed to you.

Weight loss programs and nutritional counseling, unless benefits are provided elsewhere in the Policy.
h. Physicalfitness or exercise programs or equipment, unless benefits are provided elsewhere in the Policy.
i. Bone densitometry (DEXA, DXA) scans.

Health careservices performed by a health care practitioner who is a family member by birth, marriage, or
domestic partnership. Examples include a spouse, domestic parmer, brother, sister, parent or child. This includes
any health care service the provider may perform on himself or herself.

Health care services performed by a health care practitioner with your same legal residence.

Multi-disciplinary pain management programs provided onan inpatient basis for acute pain or for exacerbation of
chronic pain.

Respite care,exceptrespite care thatis part of hospicecare as describedunder Section 5. Z. (Covered Expenses /
Hospice Care).

Health careservices associated with charges for infertility ot fertility treatment, including assisted reproductive
technology, donor eggs, donor sperm, hostuterus, storage and retrieval of all reproductive materials (including but
not limited to eggs, sperm, testicular tissue and ovarian tissue) and reversal of voluntary sterilization. This

exclusion does not apply to health care services required to treat or correct underlying causes of infertility.

Direct attempts to achieve pregnancy or increase chances of achieving pregnancy by any means.

Any laparoscopic procedure during which an ovum is manipulated for the purpose of fertility treatmentevenifthe
laparoscopic procedure includes other purposes.
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7. COORDINATION OF BENEFITS (COB)

A. Definitions
The following definitions apply to this Section 7. only:

1. Allowable Expense: a health care serviceor expense, including deductibles and copayments, that is covered at
least in part by oneormore plans covering the person for whom the claim is made. When a p/an provides benefits
in the form of'services, the reasonable cash value of each service provided will be considered both an allowable
expense and a benefit paid.

2. Claim Determination Period: a calendar year. However, it does not include any part of a year during which a
person has no coverage under the Policy orany partof a year before the date this Section 7. or a similar provision

takes effect.

3. Plan: any of the following which provides benefits or services for, or because of, medical or dental care or
treatment:

a. Individual or group insuranceor group-type coverage, whether insured oruninsured, thatincludes continuous
24-hourcoverage. This includes prepayment, group practiceorindividual practice coverage. It also includes
coverage other than school accident-type coverage.

b. Coverage undera governmentalplan orcoverage thatis required orprovidedby law. It doesnotinclude any
plan whosebenefits, by law, are excess to those of any private insurance program or other non-governmental

program.

¢. Medicalexpensebenefits coverage in group, group-type and individual automobile “no-fault” contracts but,
asto the traditional automobile “fault” contracts, only the medical benefits written on a group or group-type

basis are included.

Each contractor otherarrangement for coverage under Paragraphs 3. a., b., orc. above is a separate plan. If an
arrangement has two parts and COB rules apply only to one of the two, each of the parts is a separate plan.

4. PrimaryPlan/Secondary Plan: Subsection C. (Order of Benefit Determination Rules) below states whether the
Policy is a primary planorsecondary planasto another plan coveringthe person. When the Policy is a primary
plan, its benefits are determined before those of the other p/an and without considering the other p/an's benefits.
When the Policy is a secondary p/an, its benefits are determined a fter those ofthe other p/lan andmay be reduced
because ofthe other p/an s benefits. Whenthere are more thantwo plans coveringthe person, the Policy maybe a
primary plan as to one or more other plans and may be a secondary plan as to a different plan or plans.

B. Applicability
1. This Section 7. applies when you have health care coverage under the Policy and another plan.

2. [If this Section 7. applies, the order of benefit determination rules will be looked at first. The rules determine
whetherthe benefits ofthe Policy are determined before orafter those ofanother plan. The benefits of the Policy:

a. Will notbereduced when, undertheorder ofbenefit determination rules, the Policy determines its benefits
before another plan; but

b. May bereduced when,underthe order of benefit determination rules, another plan determines its benefits
first. This reduction is described in Subsection D. (Effect on the Benefits of the Policy) below.
C. Order of Benefit Determination Rules
1. When there is a basis for a claim under the Policy and another plan, the Policy is a secondary plan unless:

a. Theotherplan isautomobile medical expense benefit coverage or has rules coordinating its benefits with
those of the Policy.
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b. Both those rules and the Policy's rules described in Paragraph 2. below require that the Policy’s benefits be
determined before those of the other plan.

2. The Policy determines its order of benefits using the first of the following rules which applies:

a. Non-dependent/Dependent. The benefits ofthe plan which covers the person as an employee, member, or
subscriber are determined before those of the p/an which covers theperson asa dependent of an employee,
member or subscriber.

b. Dependent Child/Parents Not Separated or Divorced. Except as stated in Paragraph 2. c. below, when the
Policy and another plan cover the same child as a dependent of different persons, called “parents”, the
benefits ofthe plan of the parentwhosebirthday falls earlier in the calendar year are determined before those
of'the plan of the parent whose birthday falls later in thatcalendar year; but if both parents have the same
birthday, thebenefits of the p/an which covered the parent longer are determined before those of the plan
which covered the other parent for a shorter period of time.

However, if the other plan doesnot have the rules described above but instead has a rule based upon the
genderof the parentand if, as a result, the plans do not agree on the order of benefits, the rule in the other

plan will determine the order of benefits.

c¢. Dependent Child/Separated or Divorced Parents. [f two ormore plans covera personas a dependent child
of divorced or separated parents, benefits for the child are determined in this order:

1. First, the plan of the parent with custody of the child.
2. Then, the plan of the spouse or domestic partner of the parent with custody of the child.

3. Finally, the plan of the parent not having custody of the child.

Also, if the specific terms ofa court decree state that the parents have joint custody and do not specify
that one parenthas responsibility forthe child's health care expenses orif the courtdecreestates that both
parents will be responsible for the health careneeds of the childbutgives physical custody ofthe child to
one parent,and theentities obligatedto pay or provide thebenefits of the respective parents' plans have
actual knowledge of those terms, benefits for the dependent child will be determined according to

Paragraph 2. b. above.

However, if the specific terms of a court decree state that one ofthe parents is responsible for the health
care expenses of the child, and the entity obligated to pay or provide thebenefits of the p/an of that parent
hasactualknowledge ofthose terms, thebenefits ofthatp/an are determined first. This Paragraph 2. c.
does not apply with respect to any claim determination period or planyear during which any benefits are
actually paid or provided before the entity has that actual knowledge.

d. Active/Inactive Employee. The benefits ofa p/an which covers a personas anemployee who is neither laid-
off norretired oras thatemployee's dependentare determined before those ofa p/an which covers that person
asa laid-offorretired employee oras that employee's dependent. If the other p/an does nothave this rule and
if, asa result, the plans donotagree onthe order of benefits, this Paragraph 2. d. is ignored. If a dependent is
a Medicare beneficiary and if, under the Social Security Act of 1965 asamended, Medicare is secondary to
the plan coveringthe personas a dependent of an active employee, the federal Medicare regulations will
supersede this Paragraph 2. d.

e. Continuation Coverage. Ifa person has continuation coverage under federal or statelaw and is also covered
under another p/an, the following will determine the order of benefits:

1. First, the benefits of a p/an covering the person as an employee, member or subscriberorasa dependent
of an employee, member or subscriber.

2. Second, the benefits under the continuation coverage.

3. Iftheotherplandoesnothave therule described in Subparagraph 1)and2),and if, as a result, the plans
do not agree on the order of benefits, this Paragraph 2. e. is ignored.
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E.

f. Longer/Shorter Length of Coverage. If none of the above rules determines the order of benefits, the
benefits ofthe plan which covered anemployee, member, subscriber, or dependent longer are determined
before those of the p/an which covered that person for the shorter time.

g. None of the Above. Ifthe precedingrules do not determine the primary plan, the allowable expenses will be
shared equally between the p/ans meeting the definition of p/anunder this provision. In addition, the Policy
will not pay more than it would have paid had it been the primary plan.

Effect on the Benefits of the Policy

‘When This Subsection Applies. This Subsection D. applies when, in accordance with Subsection C. (Order of
Benefit Determination Rules), the Policy is a secondary plan as to one or more other plans. In that event, the
benefits of the Policy may be reduced under this Subsection D. Such other p/an or plans are referred to as “the
other plans” below.

Reduction in the Policy's Benefits. The benefits of the Policy will be reduced when the sum of the following
exceeds the allowable expenses in a claim determination period.:

a. The benefits thatwould be payable forthe allowable expenses under the Policy in the absence of this section.

b. Thebenefitsthat would be payable for the allowable expenses under the other plans, in the absence of
provisions with a purpose like that ofthis section, whetherornot a claim is made. Under this provision, the
benefits of the Policy will be reduced so thatthey and the benefits payable under the other p/ans do not total
more than those allowable expenses.

When the benefits of the Policy are reduced as described above, each benefit is reduced in proportion. It is then
charged against any applicable benefit limit of the Policy.

Right to Receive and Release Needed Information

We have the right to decide which facts we need to apply these COB rules. We may get needed facts from or give them to
any other organization or person without your consent but only as needed to apply these COB rules. Medical records
remain confidential as provided by law. Each person claiming benefits under the Policy must give us any facts we need to
pay the claim.

F.

Facility of Payment

A paymentmade under another p/an may include an amountwhich should have been paid under the Policy. If it does, we
may pay that amountto the organization which made that payment. That amount will then be treated as though it were a
benefitpaid under the Policy. We will not have to pay that amountagain. The term “payment made” means reasonable cash
value of the benefits provided in the form of services.

G.

Right of Recovery

[fthe amountof the payments we madeis more than we should have paid, we mayrecover theexcess from one or
more of:

a. The persons we paid or for whom we paid.
b. Insurance companies.
c. Other organizations.

The “amount ofthe payments made” includes the reasonable cash value of any benefits provided in the form of
services.
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H. Coverage with Medicare

[fyou ora covered dependent are receiving benefits under both this Policy and Medicare, federal law may require this
Policy to be primary over Medicare. Forexample, this Policy will pay asthe primary plan and Medicare will pay as the
secondary plan under the following circumstances:

1. Ifthecovered person (employee ortheemployee's spouse)is age 65 or older and is covered under an employer
group healthplan ofanemployerthatemploys at least 20 persons (including part time employees) fora minimum
of 20 weeks duringthe currentor preceding calendar year and has not elected tohave Medicareas thesole source

of medical protection.

2. Ifthecovered person is: underage 65; covered under anemployer group healthplanofan employer with at least
100 employees because he/sheora covered family member is working as an employee, is the employer (including
self-employed persons) oris an individual associated with the employerin a business relationship; and receiving
Medicare benefits due to his/her disability. In this case, the employer must have at least 100 people actively

employed 50 percent or more of the regular business days in the preceding calendar year.

3. [Ifthe covered person is covered underan employer group health planand has end-stage renal disease (ESRD). If
an ESRD patienthas health insurance coverage under an employer group health plan, Medicare is the secondary

plan for 30 months from entitlement to, or eligibility for, Medicare based on ESRD.

When this Policy is not primary, this Policy will coordinate benefits with Medicare in accordance with federal law.

Per Section 6. (General Exclusions) Paragraph 8., if you areeligible for Medicare as your primary plan, this Policy will not
coveranyexpensethatMedicare would cover regardless of whether you are actually enrolled in Medicare, except for
kidney disease treatment, limited to dialysis, transplantation, and donor-related services.

8. WHEN COVERAGE ENDS

A. General Rules

We may terminate your coverage under the Policy at 11:59 p.m. on the earliest of the following dates:
1. The date the Policy terminates.

2. The last day of the calendar month in which you die.

3. Thelastdayofthe applicable grace periodif the premium required for your coverage has not been paid to us in
accordance with the Policy.

4. The day before you enter into military service, other than for an assignment of less than 30 days.
5. The last day of the calendar month in which the subscriber’s employment terminates.

6. Thelastdayofthe calendar month in which we determine thesubscriber no longer meets the definition of e/igible
employee. However, the employee’s coverage under the Policy may continue if the subscriber is:

a. Grantedanapprovedleaveofabsence protectedby the Family and Medical Leave Act 01993 (FMLA)orthe
Uniformed Services Employmentand Reemployment Rights Act (USERRA), orany workers’ compensation
leave of absence. Inthis case, the subscriber’s coverage will continue until the last day ofthe calendar month
in which we determine the subscriber fails to return to work from that leave of absence.

b. Granteda leave ofabsence underthe policyholder’s established leave of absence policy. In this case, the
subscriber’s coverage will continue no longer than three consecutivemonths unless a later date is specifically
stated in the employer's leave of absence policy. Such leave of absence policy and any supporting
documentation must be provided to us upon our request.

c. Subjecttoa collective bargainingagreement (CBA). In this case, the subscriber’s coverage will continue as
statedin the CBA. The CBA and any supportingdocumentation must be provided to us upon our request.
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10.

11.

12.

The policyholder mustcontinueto pay the required premiums during any period of continued coverage stated in
this Paragraph 6.

The last day of the month in which we receive the policyholder’s request to terminate a covered person’s
coverage, unless the policyholder specifies a later coverage temmination date (such datemust be the last day of the
calendar month).

For a subscriber's covered dependent, the last day the subscriber has coverage.

Fora subscriber's spouse or domestic partner who is a coveredperson: (a) the lastday the subscriber's spouse is
married to thesubscriber whenthe marriage ends dueto divorce or annulment; or (b) the last day the domestic
partner meets the definition of eligible dependent.

For a child who is a covered dependent, the earliest of the following dates, as determined by us:

a. Thelastdayofthe calendar month in which the child reaches age 26, unless he/she is a full-time student
returning from military dutyorhe/she qualifies as an eligible dependent due to his/her disability (see the
definition of eligible dependent in Section 14. (Definitions)).

b. Forstepchildren, thelast daythesubscriber’s spouseis married to the subscriber when the marriage ends due
to divorce or annulment.

c¢. Fora child of adomestic partner, thelast day thesubscriber’s domestic partner meets the definition of an
eligible dependent.

Fora child of a covereddependent child (i.e., the subscriber’s grandchild), the day before the subscriber’s child
reaches age 18.

For any covered dependent, the last day of the calendar month in which the individual no longer meets the
definition of eligible dependent.

Itis the subscriber’s responsibility to notify the policyholder of his/her covered dependent losing status as an eligible
dependent.1f he/she does notso notify the policyholder, the subscriber willbe responsible forany claim payments made
during the period of time the covered dependent was not an eligible dependent.

B.

Special Rules for Full-Time Students Returning from Military Duty

A full-time student returning from military dutymay continue coverage if he/she ceases to be a full-time student due to a
medically necessary leave of absence. In order to continue coverage, we must receive written documentation and

certification that the leave of absence is medically necessary from his/her attending health care practitioner.

Coverage will continue fora full-time student returning from military dutyon a medicallynecessary leaveof absence until
the earliest of the following dates:

1.

2
3
4.
5

The day he/she advises us that he/she does not intend to return to school full-time.

The day before he/she becomes employed full time.

The day before he/she obtains other health care coverage.

The day before he/she marries and is eligible for coverage under his/her spouse’s health coverage.

The date coverage of the subscriber through whom he/she has dependent coverage under the Policy is
discontinued or not renewed.

One year following the date on which he/she ceased to be a full-timestudent due to the medically necessary leave
of absence if he/she has not returned to school on a full-time basis.

Itis the subscriber’s responsibility to notify us ofhis/her child losing status as an eligible dependent. 1f he/she does not so
notify us, the subscriber willbe responsible forany claim payments made on behalf of the child while he/she was not an

eligible dependent.
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C. Special Rules for Disabled Children

Ifyou have family coverageunder the Policy, a child may continue coverage under your family coverage beyond the
limiting age if all of the following are true:

The child’s coverage under the Policy began before he/she reached age 26.
The child is incapable of self-sustaining employment because of intellectual disability or physical handicap.

The child is chiefly dependent upon the subscriber for support and maintenance.

2w b=

The child’s incapacity existed before he/she reached age 26.
5. The subscriber’s family coverage remains in force under the Policy.

Written proof ofa child ’s disability must be given to us within 31 days afterthe childturns age 26. Failure to provide such
proof within that3 1-day period will result in the termination of that child’s coverage. After the child turns 28, we may
request poof of disability annually.

Itis the subscriber’s responsibility to notify us if his/her child nolonger qualifies as an eligible dependent. 1f he/she does
not so notifyus, the subscriber will be responsible for any claim payments made onbehalf ofthe child duringthe period of

time he/she was not eligible for coverage under the Policy.

D. Extension of Benefits

This Section 8. D. only applies when (1) the Policy isnot replaced by another group healthinsurance policy, group health
plan, orself-insured group health benefits plan;and (2) we determine that Wis. Admin. Code Ins 6.51 (6) and (7) require
that we provide an extension of coverage.

1. Conditions ThatTrigger an Extension of Benefits. On the day the Policy ends forall covered persons, benefits
will continue for each covered person who, on the date the Policy ends, is:

a. Totally disabled.

b. Confined in a hospital.

An extension of benefits provided under this Subsection D. will end on the earliest of the following dates:
a. The day you are no longer totally disabled or no longer confined in a hospital.

b. The day on which 12 consecutive months have passed since the date the Policy ended.

¢. Theday onwhich coverage forthecondition(s) causingyour total disability or confinement is provided under
similar coverage, other than temporary coverage required by Wis. Admin. Code Ins 6.51 (7m) (b) under
another group health plan.

An extension of benefits under this Section 8. D. does not provide coverage for dental services, uncomplicated
pregnancies or forany injuryorillness other thanthe covered illness or injury causing the covered person’s total
disability or confinement.

E. Disenrollment from the Plan

Disenrollment means that your coverage under the Policy is revoked. We may disenroll you only for the reasons listed
below:

1. Required premiums are not paid by the end of the grace period.

2. Youallowan individual otherthan a coveredpersonto use theidentity ofa coveredperson to obtain health care
services.

3. Youhaveperformed anactorpracticethatconstitutes fraud ormade anintentional material misrepresentation of
material fact under the terms of the coverage.
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9. CONTINUATION COVERAGE

A. Wisconsin Law

1. Incertaincases, you may be eligible to continue coverage that would otherwise end under Section 8. (When
Coverage Ends) in accordance with Wis. Stat. § 632.897. Those who are eligible to purchase continuation

coverage are:

a. Subscribers who are no longer eligible for coverage under the Policy through the policyholder, except if their
employment is terminated for misconduct.

b. Asubscriber's covered dependent who is no longer eligible for coverage under the Policy through the
policyholder dueto divorce, annulment or death ofthe subscriber. In either case, youmust be covered under
the Policy throughthe policyholder for at least three consecutive months immediately priorto thetermination

date of your coverage in order to qualify for continuation coverage.

2. Within five days of thepolicyholder s receiving notice to end your coverage ornotice that you are eligible under
Paragraphs 1.a.or 1. b. above, the policyholder must notify you of:

a. Youroption to continue your coverage.

b. The monthly premium amount you must pay to continue your coverage. The premium amount for
continuation coverage will be at the premium rate that we require for such coverage.

¢. The manner in which and the place to which you must make premium payments.
d. The time by which you must pay the premiums required for continuation coverage.

3. Ifyouareeligible to purchase continuation coverage under Wis. Stat. § 632.897 and timely electto continue your
coverage and pay tothe policyholderthe required premium within 30 days after receiving the notice described
above from the policyholder, the policyholder mustnotify us of your election of continuationcoverage as soon as
reasonably possible in the mannerrequired by us. Your continuation coverage under the Policy may be continued
until the earliest of the following dates:

a. Thedateyoubecomeeligible forothersimilargroup health care coverage or the same coverage under the
Policy.

b. Fora subscriber's former spouse, thedatethe subscriberisno longer eligible for coverage under the Policy.
c. The date the Policy terminates.

d. The date you move out of Wisconsin.

e. The end of the last coverage period for which you paid the required premium.

f. 18 consecutive months after you elect continuation coverage.

4. Ifanyofthesix events described above applies to a covered person with continuation coverage, the covered
person whosecontinuation coverage terminated under the Policy due to that event must give written notice of that
eventto thepolicyholder and us as soonas reasonably possible. The policyholder must also notifyus of that event
as soon as reasonably possible after becoming aware of that event.

5. The continuation coverage describedaboveis made available by us onlyto the limited extent that we’re required
to provide suchcoverageunder Wis. Stat. § 632.897. Nothing in this Section 9. A. provides, or will be interpreted
or construedto provide, any coverage in excess of, or in addition to, the continuation coverage required to be
provided by us under Wis. Stat. § 632.897.
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B. Federal Law

A covered personwho isno longer eligible for coverage underthePolicy, such as a covered person whose employment
ends with the policyholder, certain children who qualify as eligible dependents, or a divorced or surviving spouse and
his/her children, may be eligible to purchase continuation coverage under the Policy in accordance with the federal
Consolidated Omnibus Budget Reconciliation Act of 1986 (COBRA), as amended.

You must contactthe policyholder within 60 days ofa divorce ora childlosingstatusas an eligible dependent under the
Policy in order to be eligible for COBRA continuation. You have 60 days following the termination date to elect to
continue coverage under COBRA.

If you are eligible to purchase continuation coverage under COBRA, please see thepolicyholder for further information.

10. GENERAL PROVISIONS

A. Your Relationship with Your Health Care Practitioner, Hospital or Other Health Care
Provider

We won't interfere with the professional relationship youhave with your health care practitioner, hospital or other health
care provider. We do not require thatyou choose any particular kealth care practitioner, hospital, or other health care
provider,althoughthere may be different benefits payable under the Policy depending on your choice of health care
practitioner, hospital, or other health care provider. We do not guarantee the competence of any particular kealth care
practitioner, hospital, other health care provider or their availability to provide services to you. You must choose the
health care practitioner, hospital, or other health careprovider youwould like to see and the health care services you wish
to receive. We're not responsible for any injury, damage or expense (including attorneys' fees) you sufferas a result of any
improperadvice, actionoromissionon thepart ofany kealthcare practitioner, hospital, or other health care provider,
including, but not limited to, any preferred provider. We are obligated only to provide the benefits as specifically stated in
the Policy.

B. Your Right to Choose Medical Care

The Policy does not limit your right to choose your own medical care. If a medical expense is not a covered benefit, or is
subject toa limitation or exclusion, youstillhave theright and privilege to receive such health care service at your own
personal expense.

C. Health Care Practitioner, Hospital or Other Health Care Provider Reports

1. Health carepractitioners, hospitals and other health care providers must release medical records and other claim-
related information to us so that we can determine what benefits are payable to you. By accepting coverage under
the Policy, you authorize and direct the following individuals and entities to release such medical records and

information to us, as required by a particular situation and allowed by applicable laws:

a. Any healthcareprovider whohas diagnosed, attended, treated, advised or provided Aealth care services to
you.

b. Any hospital or other health care facility in which you were treated or diagnosed.

¢. Any otherinsurance company, service, or benefit planthat possesses information that we need to determine
your benefits under the Policy.

2. Thisis a condition ofour providing coverage to you. It is also a continuing condition of our paying benefits.

D. Assignment of Benefits

This coverage isjust fora subscriber and his/her covered dependents. Benefits may be assignedto theextent allowed by the
Wisconsin insurance laws and regulations.
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E. Subrogation

We have the right to subrogate against a third party or to seek reimbursement from you for the medical expenses
necessarily incurredby youandrelatedto anillness orinjury caused by a third party. When you receive a benefit under the
Policy foran illness orinjury, we are subrogated to yourright to recover the reasonable value of the services provided for
your illness or injury to the extent of the benefits we have provided under the Policy.

Our subrogation rights includethe right of recovery for any injury or illness a third party caused or is liable for. “Third
party”claims areclaims against any insurance company orany personor party thatis in any way responsible for providing
payment as a result of the i//ness or injury. These rights also include the right of recovery under uninsured motorist
insurance, underinsured motorist insurance, no-fault insurance, andany other applicable insurance. We may pursue our
rights of subrogation against any party liable foryour i/lness or injury or any party that has contracted to pay for your
illness orinjury. Inthe event you have ormay recover foryour injury, we have the right to seek reimbursement from you
for the actual cash value of any payments made by us to treat such illness or injury.

You or your attorney or other representative agree to cooperate with us in pursuit of these rights and will:

1. Sign and deliver all necessary papers we reasonably request to protect or enforce our rights.

2. Do whateverelse isnecessaryto protect orallow us to enforce ourrights includingjoiningus as a party as we may
request when you have commenced a legal action to recover for a personal injury.

3. Notdo anything before or after our payment that would prejudice our rights.

Our right to subrogate willnot apply unless you havebeen made whole for loss of payments which youorany other person
or organizationis entitled to on account ofil/ness orinjury. You agree that you havebeenmade whole by any settlement
where yourclaim has beenreduced becauseof your contributory negligence. You also agree that you have been made
whole if you receive a settlement for less thanthethird party’s insurance company's policy limits. If a dispute arises over
the question of whether ornotyouhave been made whole, we reserve the right to seek a judicial determination of whether
or not you have been made whole.

We will not pay fees or costs associated with any claim or lawsuit withoutour express written consent. We reserve the right
to independently pursue and recover paid benefits.

F. Limitation on Lawsuits and Legal Proceedings

By acceptingcoverage underthe Policy, youagreethat you will not bring any legal action against us regarding benefits,
claims submitted, the payment of benefits orany othermatter concerning your coverage until the earlier of: (1) 60 days
after we havereceivedtheclaim describedin Section 11. A. (Claim Filing and Processing Procedures / Filing Claims); or
(2) the date we deny paymentof benefits fora claim. This provisiondoesnotapply if waiting will result in loss or injury to
you. However, themere factthatyoumust wait until the earlier of the above dates does not alone constitute loss or injury.

By accepting coverage underthe Policy, youalsoagreethatyouwill not bringany legal action against us more than three
years afterthe claim filingdeadlineoutlined in Section 11. A. (Claim Filing and Processing Procedures / Filing Claims).

G. Severability

Any term, condition or provision of the Policy that is prohibited by Wisconsinlaw will be void and without force or effect.
This, however, won't affect the validity and enforceability of any other remaining term, condition or provision ofthe Policy.
Such remaining terms, conditions or provisions will be interpreted in a way that achieves the original intentof the partiesas
closely as possible.

H. Conformity with Applicable Laws and Regulations

On the effective date ofthe Policy, anyterm, condition or provision thatconflicts with any applicable laws and regulations
will automatically conform to the minimum requirements of such laws and regulations.
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I. Waiver and Change

Only our Chief Executive Officer can execute a waiver ormakea change to the Policy. No agent, broker or other person
may waive or change any term, condition, exclusion, limitation, or other provisionof the Policy in any way or extend the
time forany premium payment. We may unilaterally change any provision of the Policy if we send written notice to the
policyholder atleast30 days in advance of thatchange. When the change reduces coverage provided under the Policy, we
will send written notice of the change to the policyholder at least 60 days before it takes effect.

Any change to the Policy will be madeby an endorsement signed by our Chief Executive Officer. Each endorsement will
bebindingon the policyholder, all coveredpersons,andus. No errorby us, the policyholder, or any covered person will:
(1) invalidate coverage otherwise validly in force; (2) continue orreissue coverage validly terminated; or (3) cause us to
issue coverage thatotherwise would notbe issued. If we discover any error, we have full discretionary authority to make an
equitable adjustment of coverage, payment of benefits, and/or premium.

J. Refund Requests

If we pay more benefits than what we're required to pay underthe Policy, including, but not limited to, benefits we pay in
error, we can request a refund from any person, organization, health care provider, or plan that has received an excess
benefitpayment. If we cannot recover the excess benefit payments from any other source, we can request a refund from
you. When we request a refund from you, you agree to pay us therequested amount immediately upon our notification to
you. Instead of requesting a refund, we may, at our option, reduce any future benefit payments for which we are liable
underthe Policy on other claims in orderto recovertheexcess payment amount. We will reduce such benefits otherwise

payable for such claims until the excess benefit payments are recovered by us.
K. Quality Improvement

The WPS Quality Improvement Committee evaluates and monitors key aspects of service and health care provided to
covered persons. The Medical Director directs the Quality Improvement Committee. Various committees consisting of
preferredproviders and WPS staff guide, direct, and evaluate quality initiatives. Preferred providers are evaluated using
nationally accepted criteria prior to joining the network and are reevaluated every three years thereafter.

Healthmanagement studies and projects are completed to increase rates of preventive care services and to improve
management of acute and chronic diseases. The Quality Improvement Committeeis responsible fordirecting the process of
improvement efforts.

L. Your Rights and Responsibilities

We are committed to maintaining a mutually respectful relationship with you that promotes high quality, cost-effective
healthcare.

The rights and responsibilities listed below set the framework for cooperation among you, health care providers and us.
1. Your Rights as a Health Plan Member
a. You have the right to receive quality health care that is friendly and timely.
b. You have the right to be treated with respect and recognition of your dignity and right to privacy.

¢. Youhavetherightto receive allmedically necessarycoveredservices when your health care providers feel
they are needed.

d. Youhavetherightto a candiddiscussion ofappropriate or medically necessary treatment options for your
conditions, regardless of cost or benefit coverage.

e. You have the right to refuse treatment.
f.  Youhavetheright to participate with health care providers in making decisions about your health care.

g. You have the right to all information contained in your medical records.
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i.

m.

You havethe right to receive information about us, our services, and our network of health care providers as
well as your rights and responsibilities.

You havethe right to make a list of instructions about your health care treatments (called a living will) and to
name the person who can make health care decisions for you.

You have the right to have your medical and financial records kept private.
You have the right to voice complaints or appeals about us or the health care coverage we provide.

You havetheright to have a resourceat WPS that youcancontact with any concerns about services and to
receive a prompt and fair review of your complaint.

You have the right to make recommendations regarding the member rights and responsibilities policies.

2. Your Responsibilities as a Health Plan Member

a.

j-

You havethe responsibility to selecta health care practitioner and to communicate with him or her in order
to develop a patient-health care practitioner relationship based on trust, respect, and cooperation.

You have the responsibility to know your health plan benefits and requirements.
You havethe responsibility to coordinate allnon-life-threatening care through your health care practitioner.

You havethe responsibility to review your insurance information upon enrollment and to ask questions to
verify that you understand the procedures and explanations that are given.

You havethe responsibility to supply information (to the extentpossible) that health care providers need in
order to provide care and that we need in order to provide coverage.

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

You havethe responsibility to follow the progress reportand instructions for care that have been agreed on
with your health care practitioners.

You havethe responsibility to give proof of coverage eachtime you receive services and to update your clinic
with any personal changes.

You havethe responsibility to pay copayments whenyoureceiveservices andto promptly pay deductibles,
coinsurance, and other charges for services not covered by the Policy.

You have the responsibility to keep appointments for care or to give early notice if you need to cancel.

M. Workers’ Compensation

The Policy is not issued in lieu of, nordoes it affectany requirements for coverage by, workers' compensation insurance.
Health careservices forinjuries or i/lnesses that arejob, employment, or work related, and for which benefits are provided
or payable under any workers' compensation or occupational disease act or law, are excluded from coverage under the
Policy. If a covered person receives benefits under the Policy for charges that are later determined to be eligible for

coverage under any workers’ compensation insurance, workers’ compensation act, or employer liability law, the covered
person will reimburse us in fullto the extentthatbenefits were paid by us under the Policy for such charges. We reserve
the right to recover against you even though:

1. The workers’ compensation benefits are in dispute or are made by means of settlement or compromise.

2. No final determination is made that the i//ness or injury was sustained in the course of or resulted from
employment.

3. Themedical or health care benefits are specifically excluded from the workers’ compensation settlement or
compromise.
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4. The workers’ compensation settlementor compromise purports to be limited to lost wages or otherrecovery other
than medical expenses.

N. Written Notice

Written notice that we provide to an authorized representative of the policyholder will be deemed notice to all affected
covered persons and their covered dependents. This provision applies regardless of the notice’s subject matter.

11. CLAIM FILING AND PROCESSING PROCEDURES

A. Filing Claims
1. How to File a Claim

Eitheryou oryour health care provider must submit the following information to us within 90 days afterreceiving
a health care service:

a. A fully-completed claim form, including all of the following information:
1. Subscriber name.

Subscriber number.

Provider name.

Provider address.

Provider Tax ID or National Provider Identifier (NPI) Number.

Patient’s name.

Patient’s date of birth.

Date of service.

R A L

Procedure code.

10. Diagnosis code.

11. Billed charges for each service.
b. Ifallsections of the claim form are not completed in full, your claim may be returned to you.
c. Proof of payment.

Unless otherwise specifically stated in the Policy, we have the option of paying benefits either directly to the
health care provider orto you. Payments for covered expenses for which we are liable maybe paidunder another
group or franchise plan or policy arranged through your employer, trustee, union or association. In that case, we
can discharge our liability by paying the organization that has made these payments. Ineither case, such payments
will fully discharge us from all further liability to the extent of benefits paid.

2. Exception to 90-Day Claim Filing Deadline

Ifyou do not file the required information within 90 days after receiving a health care service, benefits will be
paid for covered expenses if:

a. It wasnot reasonably possible to provide the required information within such time.

b. Therequired informationis furnishedas soon as possible andno laterthanone year following the initial 90-
day period. The onlyexceptionto thisrule is if you are legally incapacitated. If we do not receive written
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proof of claim required by us within thatone-yearand 90-day periodand youare not legally incapacitated, no
benefits are payable for that health care service under the Policy.

3. Pharmacy Prescription Claims
Prescriptionlegend drug claims made after 4:00 PM will be logged in and handled on the next business day.
4. How to Appeal a Claim Denial

Ifa claim is denied, youmay appeal the denial by filing a written grievance. Please see Section 12. (Internal
Grievance and Appeals Procedures) for more information.

B. Designating an Authorized Representative

You maydesignate an authorized representative to pursue a claim for benefits or a grievance on your behalf. Such
authorized representative will be treated as if he/she is the covered person and we will send our written decision
respondingto the claim for benefits or grievance to the authorized representative, not you. This written decision will
contain personal information aboutyou, including your confidential medical information, if any, that applies to the matter
in which you designated the authorized representative to act on your behalf.

No person will be recognized as an authorized representative until we receive written documentation ofthe designation, on
a form approved byus, unless theclaimis an urgent claim. An assignment for purposes of payment does not constitute
designation ofanauthorized representativeunder these claims procedures. Designation of an authorized representative

does not constitute assignment for purposes of payment.

In instances of anurgent claim, we will recognize a health care professional with knowledge of your medical condition as
your authorized representative unless you specify otherwise.

If you have an authorized representative, any references to “you’” or “your”in this Section 11. will refer to the authorized
representative.

C. Claim Processing Procedure

Benefits payable underthe Policy will be paid after receipt of a correctly filed claim or prior authorization request as
follows:

1. Concurrent Care Decisions. We will notify you of a concurrent care decision that involves a reduction in or
termination of benefits prior to the end of any prior authorization for a course of treatment. Thenotice will provide
time foryouto file a grievance and receive a decision on that grievance prior to the benefit being reduced or
terminated. This will not apply if the benefit is reduced or terminated dueto a benefit change or termination of the
Policy.

A request to extend a prior authorization of treatment thatinvolves urgent care must be responded to as soon as
possible, taking into accountmedicalurgency. We will notify youof the benefitdetermination, whether adverse
or not, within 24 hours afterreceipt of yourrequestprovided that the request is submitted to us at least 24 hours
prior to the expiration of the prescribed period of time or number of treatments.

2. Urgent Claims. We will notify you of ourdecision onyour claim within 72 hours ofreceiptof anurgent claim or
as soon as possible if your condition requires a shorter time frame. You or a health care professional with
knowledge of your medical condition may submit the claim to us by telephone, electronic facsimile (i.e., fax) or
mail

We will determine whethera submitted claim is an urgent claim. This determination willbe madeon the basis of
information provided by oron behalf of you. In making this determination, we will exercise our judgment with
deference to the judgmentof a health carepractitioner with knowledge of your condition. As a result, we may
require you to clarify themedicalurgency and circumstances that support the urgent claim for expedited decision-
making.
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D.

Ifthe claim is an incorrectly filed claim, we will notify you ofthe failure to follow the proper procedures as soon
aspossible, butnot later than 24 hours following receipt of the incorrectly filed claim. Such notification will
explain the reason why the request failed and the proper procedures for filing an urgent pre-service claim.

Ifthe claim is an incomplete claim, we will notify you of the specific informationneeded as soon as possible, but
no laterthan 24 hours after we receive theincomplete claim. You will then have 48 hours from the receipt of the
notice to provide us with the requested information. We will notify you of our decision as soon as possible, but
not laterthan48 hours after the earlier of: (a) ourreceipt of the additional information; or (b) the end of the period
of time provided to submit the additional information.

Pre-Service Claims. 1f your pre-service claim involves experimental/investigative/unproven treatment, we will
notify you ofourdecisionon your claim as soon as possible, but not laterthan 5 business days after we receive it.

Forall other pre-service claims, we will notify youof ourdecisionon yourclaim as soonas possible, but not later
than 15days after our receipt of a pre-service claim. However, this period may be extended one time by an
additional 15 days if we determine that an extension is necessary due to matters beyond our control. We will
notify you ofthe extension priorto theend ofthe initial 1 5-day period, the circumstances requiring the extension,
and the date by which we expect to make a decision.

Ifthe claim is an incorrectly filed claim, we will notify you ofthe failure to follow the proper procedures as soon
aspossible,but not laterthan 5 days followingreceiptof the incorrectly filed claim. Such notification will explain

the reason why the request failed and the proper procedures for filing a pre-service claim.

Ifthe claim is an incomplete claim, we may extend this timeby anadditional 15 days, provided that we notify you
that an extension is necessary and of the specific information needed priorto theend of the initial 15-day period.
You will then have 45 days from the receiptof the notice to provide us with the requested information. Once we
have received the additional information, we will make our decision within theperiod oftimeequalto the 15-day
extension in addition to the number of days remaining from the initial 15-day period. For example, if our
notification was sent to youon thefifth day of the first 1 5-day period, we would have a totalof 25 daysto make a
decision on your claim following thereceipt ofthe additional information. Underno circumstances will the period
formakinga final determination onyourclaimexceed 75 days from the date we received the non-urgent pre-
service claim.

Post-Service Claims. We will notify you of our decision on your claim as soon as possible, but not later than
30 days after our receipt of a post-service claim.

However, this period may be extended one time by an additional 15 days if we determine that an extension is
necessary due to matters beyond our control. We will notify youof the extension priorto the end ofthe initial 30-
day period, the circumstances requiring the extension, and the date by which we expect to make a decision.

Ifthe claim is an incomplete claim, we may extend this timeby anadditional 15 days, provided that we notify you
that an extension is necessary and of the specific informationneeded priorto theend of the initial 30-day period.
You will then have 45 days from the receiptof the notice to provide the requested information. Once we have
received the additional information, we will make our decision within the period of time equal to the 15-day
extension in addition to the number of days remaining from the initial 30-day period. For example, if our

notification was sent to youon the fifth day of the first 30-day period, we would have a totalof 40 days to make a
decision on your claim following thereceipt ofthe additional information. Under no circumstances will the period
formakinga final determination onyour claim exceed 90 days from thedatewe received the post-service claim.

Claim Decisions

If benefits are payable oncharges forservices covered under the Policy, we will pay such benefits directly to the health
care provider providing such services, unless you advise us in writing prior to payment that you have already paid the
charges and submitted paid receipts. We will send you written notice of the benefits we paid on your behalf. If you have
already paid the charges and are seeking reimbursement from us, payment of such benefits will be made directly to you.

Ifthe claim is denied in whole orin part, youwill receive a written notice from us within the time frames described above.
However, notices of adverse benefitdeterminations involvinganurgent claim may be providedto you verbally within the
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time frames described above for expedited claim decisions. If verbalnotice is given under such circumstances, then written
notification will be provided to you no later than 3 days after the verbal notification.

A denialnoticewill state thespecific reason orreasons forthe adverse benefit determination, the specific Policy provisions
on which the detemmination is based, and a description of the internal and external review procedures and associated
timelines, includinga statementof yourright to bringa civil actionunder ERISA § 502(a), if applicable. The notice will
include a description of any additional material or information necessary foryouto perfect theclaim andanexplanation of
why such material or information is necessary.

The denialnotice willalso disclose any internal rule, guideline, protocol or other similar criterion that was relied upon in
makingthe adverse benefitdetermination. A copy of such internal rule, guideline, protocol, or other similar criterion will
be provided to you, free of charge, upon request.

If the adverse benefit determination is based on the definition of medically necessary or
experimental/investigational/unproven, the denial notice willinclude an explanation of the scientific or clinical judgment
forthe determination applyingthe terms ofthe Policy to your medical circumstances. Alternatively, the denial notice will
include a statement that such explanation will be provided, free of charge, upon your request.

You also have the right to request, free of charge, the diagnosis code with its corresponding meaning and the treatment code
with its corresponding meaning along with copies of alldocuments, records, and other information relevant to your claim
for benefits.

12. INTERNAL GRIEVANCE AND APPEALS PROCEDURES

A. General Grievance Information

Situations mightoccasionally arise whenyou question or are unhappy with ourclaims decision or some aspect of service
that you received from us. We canresolve most of your concerns without youhavingto file a grievance. Therefore, before
filing a grievance, we urge you to speak with our Customer Service Departmentto try to resolveany problem, question, or
concern that youhave by calling the telephone number on your identification card. A customer service representative will
record your information and your proposedresolution and consider allinformation that we have about your concern. If
necessary, he/she will then discuss the matter with a supervisor in our Customer Service Department.

We will respond to your proposed resolution in writingby sendingyou a letter oran Explanation of Benefits that explains
the actions we havetaken toresolve the matter. [f the matter cannot be informally resolved, you have the right to file a
grievance in writing with our Grievance/Appeal Committee in accordance with the procedure described below.

You also have the right to appeal an adverse benefit determination by filing a grievance. The grievance procedures
described below are the only means through which an adverse benefit determination may be appealed.

B. Grievance Procedures

To file a grievance, you should write down the concerns, issues, and comments you haveaboutourservices and mail, fax,
or deliver the written grievance along with copies of any supporting documents to our Grievance/Appeal Departmentat the
address shown below.

WPS Health Insurance
Grievance and Appeals Department
P. 0. Box 7062
1717 West Broadway
Madison, WI 53707-7062
Fax Number: 608-327-6319

Yourgrievancemust be in writingas we cannotaccepttelephone requests fora grievance. Please deliver, fax, ormail your
grievanceto us at the address shownabove. You have three years after you have received our initial notice of denial or
partial denial of your claim to file a grievance.
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Forexample, if we denied benefits for your claim because we determined thata health care service provided to you was not
medically necessary and/or experimental/investigative/unproven, please send us all additional medical information
(includingcopies of your health care provider’s medical records) that shows why the health care service was medically
necessary and/or not experimental/investigative/unproven under the Policy.

Any grievance filed by your health carepractitioner regarding a prescription legend drugor a durable medical equipment,
or othermedical device should presentmedical evidence demonstrating the medical reason(s) why we should make an
exception to coverand pay benefits for thatprescription legend drug, durable medical equipment ormedical device that is
not covered under the Policy.

We will acknowledge ourreceipt of your grievance by delivering, faxing, ormailingyouanacknowledgment letter within
five business days of our receipt of the grievance. If you do not receive this acknowledgement, please contact our
Customer Service Department using the telephone number on your identification card.

As soon as reasonably possible after we receive your grievance, our Grievance/Appeal Department will review the
informationyouprovided and consider your proposed resolution in the contextof any information we have available about
the applicable terms, conditions, and provisions ofthe Policy. If we a gree with your proposed resolution, we will notify you
by sendinga letter explaining our subsequent claims processing a ction oradministrative action that resolves the matter to
yoursatisfaction. If our Grievance/Appeal Department upholds the original claims processing or administrative decision
that you challenged, the grievance will be automatically forwarded to our Grievance/ Appeal Committee (the “Committee”)
for its review and decision in accordance with the grievance procedure explained further below.

You havethe right to submit written questions/comments, documents, records, evidence, testimony, and other information
relatingto the claim for benefits that is the subjectof your grievance to the Committee. The Committee will review your
grievanceand allrelevant documents pertaining to the grievance without regard to whether such information was submitted
or considered in the initial adverse benefit determination.

You also have aright to appear in person or to participate by teleconference before the Committee to present information to
the Committee and to submit written questions to the Committee. The Committee will respond to any submitted written
questionin its notice to you of'its final benefitdetermination. We will notify you in writing of the time and place of the
meetingat least seven calendar days before the meeting. Please remember that this meeting is not a trial where there are
rules of evidence are followed. Also, cross-examination of the Committee’s members, its advisors, or WPS employees is
notallowed. No transcript ofthe meetingis prepared, and sworn testimony is not taken by the Committee. However, your
presentationto the Committee will be recorded. 1f youattend the meeting to present reason(s) for the grievance, we expect
and require each person who attends the meeting to follow and abide by our established internal practices, rules and
requirements for handling grievances effectively and efficiently in accordance with applicable laws and regulations.

For decisions regarding medical judgment, the Committee will consult with a health care professional who has the
appropriate training and experience in the field of medicine involved in the medical judgment. Such health care
professional will not be the same individual who was consulted regarding the initial adverse benefit determination or a
subordinateof suchindividual. You havethe right to request, freeof charge, the identity of the health care professional
whose advice we obtained in connection with the adverse benefit determination, regardless of whether such advice was
relied upon in making a decision.

In addition, you have the right to request, free of charge, access to and copies of all documents, records, and other
informationrelevant to your grievance. Furthemmore, as part of providing an opportunity for a full and fair review, we will
provide youwith any new oradditional evidence considered, relied upon, or generated by us in connection with the claim.
Such evidence willbe provided as soonas possible and sufficiently in advance of the date on which the notice of a final
adverse benefitdeterminationis required to be provided to you for purposes of providing youa reasonable opportunity to
respond prior to that date.

Before a final adverse benefit determinationis made basedon a new or additional rationale, we will provide you, free of
charge, with the rationale. Such rationale will be providedas soon as possible and sufficiently in advance of the date on
which the notice of final adverse benefit determination is required to be providedto you for purposes of providing you with

a reasonable opportunity to respond prior to that date.

Inthe eventthe new oradditional evidence is received so late that it would be impossible to provide it to you in time for
you to have a reasonable opportunity to respond, then the deadline for providing a notice of final adverse benefit
determinationistolled untilsuch time is reasonable for providingyou an opportunity to respond. After you respond, or
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have hada reasonable opportunity to respond but fail to do so, we will notify you of our final decision as soon as we
reasonably can, taking into account any medical exigencies.

Fora grievance thatisnot also anadversebenefitdetermination, we will mail you a letter explaining our decision within
30 days. However, this period may be extended one time by an additional 30 days if we determine that an extension is
necessary. We will notify you ofthe extension priorto theend ofthe initial 30-day period, the circumstances requiring the
extension, and the date by which we expect to make a decision.

Fora grievance thatis also an adverse benefit determination, we will notify you of our final decision as soon as possible,
but not later than as follows:

1. Pre-Service Claims. We will notify youof our final decisionas soon as possible, butnot later than 30 days after
our receipt of your grievance for a pre-service claim.

2. Post-Service Claims. We will notify youof our final decisionas soon as possible, but not laterthan 60 days after
our receipt of your grievance for a post-service claim.

3. Concurrent Care. We will notify youof our final decision to reduce or terminatean initially approved course of
treatment before the proposed reduction or termination takes place. We shalldecide the appeal of a denied request
to extendany concurrent care decision in the appeal time frame fora pre-service claim, urgent claim, or a post-
service claim, as appropriate to the request.

4. Expedited Grievances. We will notify youof our finaldecisionas soon as possible, but not later than 72 hours
after receipt of the expedited grievance. An expedited grievance includes an appeal of an urgent claim.

C. Expedited Grievance Procedure

To file an expedited grievance, you or your health care practitioner must submit the concerns, issues, and comments
underlying your grievance to us verbally via telephone or in writing via mail, email, or fax using the contact information
below. If you contactus initially by phone, youwill need to submit copies of any supporting documents via mail, email, or
fax:

WPS Health Insurance
Grievance and Appeals Department
P.O.Box 7062
1717 West Broadway
Madison, WI 53707-7062
Phone: 920-490-6987 or
Phone: 877-897-4123 (toll-free)
Fax Number: 608-327-6319

Forexample, if we denied benefits because we determined that a sealth care service provided to you was not medically
necessaryand/or experimental/investigative/unproven, please send us alladditional medical information, including sending
us copies of your kealth care provider’s medical records, thatyoubelieve shows that the health care service is medically
necessary and/or not experimental/investigative/unproven under the Policy.

Any expedited grievance filed by your health carepractitioner regarding a prescription legend drug or durable medical
equipmentor a medical device should present medical evidence demonstrating the medical reason(s) why we should make
an exception tocoverand pay benefits forthatprescription legend drug, durable medical equipment ormedical device that
is not covered under the Policy.

As soon asreasonably possible following ourreceiptof theexpedited grievance, our Grievance/Appeal Department will
review the expedited grievance. 1f we agree with the proposedresolution of this matter, we will contact you by phone or fax
to explain our decision and then follow up with either a letter or an Explanation of Benefits form explaining how we
resolved your expedited grievance. 1f our Grievance/Appeal Department upholds our original claims processing decision or
administrative decision thatyoudisputed, the expedited grievance willbe automatically forwarded to our Grievance/Appeal
Committee (the “Committee”) forits review and decision in accordance with the procedure explained below. Under no
circumstances will the time frame exceed the time period discussed below.
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You havethe right to submit written questions/comments, documents, records, evidence, testimony, and other information
relatingto the claim for benefits that is the subjectof your expedited grievance. The Committee will review your expedited
grievance and all relevant documents pertaining to it without regard to whether such information was submitted or

considered in the initial adverse benefit determination.

You also have aright to appear in person or to participate by teleconference before the Committee to present information to
the Committee and to submit written questions to the Committee. The Committee will respond to any submitted written
questionin its notice to you ofits final benefit determination. We will notify youofthe time and place of the meeting as
soon asreasonably possible. Please remember that this meetingisnot a trial where thereare rules of evidence are followed.
Also, cross-examination ofthe Committee’s members, its advisors, or WPS employees isnot allowed. No transcript of the
meetingis prepared, and sworn testimony is not taken by the Committee. However, your presentation to the Committee will
berecorded. Ifyouattendthemeetingto present reason(s) forthe expedited grievance, we expect andrequire each person
who attends the meetingto follow and abide by our established internal practices, rules and requirements for handling
expedited grievances effectively and efficiently in accordance with applicable laws and regulations.

For decisions regarding medical judgment, the Committee will consult with a health care professional who has the
appropriate training and experience in the field of medicine involved in the medical judgment. Such health care
professional will not be the same individual who was consulted regarding the initial adverse benefit determination or a
subordinateof suchindividual. You havethe right to request, freeof charge, the identity of the health care professional
whose advice we obtained in connection with the adverse benefit determination, regardless of whether such advice was
relied upon in making a decision.

In addition, you have the right to request, free of charge, access to and copies of all documents, records, and other
informationrelevant to your expedited grievance. Furthermore, as part of providing an opportunity fora fulland fair
review, we will provide you with any new or additional evidence considered, relied upon, or generated by us in connection
with the claim. Such evidence willbe provided as soonas possible and sufficiently in advance of the date on which the
notice of a final adverse benefit determination is required to be provided to you for purposes of providing youa reasonable
opportunity to respond prior to that date.

Before a final adverse benefit determinationis made based on a new or additional rationale, we will provide you, free of
charge, with the rationale. Such rationale will be provided as soon as possible and sufficiently in advance of the date on
which the notice of final adverse benefit determination is required to be provided to you for purposes of providing you with
a reasonable opportunity to respond prior to that date.

In the eventthe new oradditional evidence is received so late that it would be impossible to provide it to you in time for
you to have a reasonable opportunity to respond, then the deadline for providing a notice of final adverse benefit
determinationistolled untilsuch time is reasonable for providingyou an opportunity to respond. After you respond, or
have hada reasonable opportunity to respond but fail to do so, we will notify you of our final decision as soon as we
reasonably can, taking into account all medical exigencies.

As expeditiously as your health conditionrequires, but not later than 72 hours a fter our receiptof the expedited grievance,
the Grievance/Appeal Department will contactyouby phone or fax to explain the Committee’s rationale and decision. Not
laterthan3 days following, the Committee will then mail a detailed decision letter containing all information required by
law. The letter will be mailed to the person who filed the expedited grievance using the United States Postal Service.

A notice of a final adverse benefit determination will state the specific reason or reasons for the final adverse benefit
determination, the specific Policy provisions on which the determinationis based, and a description of the external review
procedures and associated timelines, includinga statement of your right to bring a civil action under ERISA § 502(a), if
applicable. The notice will include a description ofany additional material or information necessary foryou to perfect the
claim and an explanation of why such material or information is necessary.

The denialnotice willalso disclose any internal rule, guideline, protocol or other similar criterion that was relied upon in
makingthe final adverse benefit determination. A copy of such internalrule, guideline, protocol, or other similar criterion
will be provided to you, free of charge, upon request.

If the final adverse benefit determination is based on the definition of medically necessary or
experimental/investigational/unproven, then the denialnotice will provide you with either an explanation of the scientific or
clinicaljudgmentforthedetermination applying the terms of the Policy to your medical circumstances ora statement that
such explanation will be provided, free of charge, upon your request.

59
25963-100-2401 (25963-10A-2401)



You also have the right to request, free of charge, the diagnosis code with its corresponding meaning and the treatment code
with its corresponding meaning along with copies of all documents, records, and other information relevant to your claim
for benefits.

We will retain ourrecords of theexpedited grievance for at least six years after we send you notice of our final decision.

You havethe right to request, free of charge, copies of all documents, records, and other information relevant to your
expedited grievance by sending a written request to the address listed above.

If we continueto deny the payment, coverage, or service requested, orif you do not receive a timely decision, you may be
entitled to request an independent external review.

D. Final Claim Decisions

A notice of a finaladverse benefit determination will state the specific reason or reasons for the final adverse benefit
determination, the specific Policy provisions on whichthe deteminationis based, and a description of the external review
procedures and associated timelines, includinga statement of your right to bring a civil action under ERISA § 502(a), if
applicable. The notice will include a description ofany additional material or information necessary foryou to perfect the

claim and an explanation of why such material or information is necessary.

The denialnotice willalso disclose any internal rule, guideline, protocol or other similar criterion that was relied upon in
makingthe final adverse benefit determination. A copy of such internalrule, guideline, protocol, or other similar criterion
will be provided to you, free of charge, upon request.

If the final adverse benefit determination is based on the definition of medical necessary or
experimental/investigational/unproven, then the denialnotice will provide you with either an explanation of the scientific or
clinical judgmentforthedetermination applying the terms of the Policy to your medical circumstances ora statement that
such explanation will be provided, free of charge, upon your request.

You also have the right to request, free of charge, the diagnosis code with its corresponding meaning and the treatment code
with its corresponding meaning along with copies of all documents, records, and other information relevant to your claim
for benefits.

We will retain ourrecords of thegrievance or expedited grievance for atleastsix years after we send younotice of our final
decision.

You havethe right to request, free of charge, copies of all documents, records, and other information relevant to your
grievance or expedited grievance by sending a written request to the address listed above.

If we continueto deny the payment, coverage, or service requested, orif you do not receive a timely decision, you may be
entitled to request an independent external review.

13. INDEPENDENT EXTERNAL REVIEW

You may be entitled to an independent external review by an Independent Review Organization (IRO) if you have received
an experimental treatment determination, adverse determination or a rescission of coverage determination.

In general, youmust complete all grievance/appeal options described above before requesting an independent external
review. This includes waiting for our determination on your grievance/appeal. However, if we agree with you that the
matter should proceed directly to independent review, or if you need immediate medical treatmentand believe that the time
period forresolvinganinternal grievance will causea delay thatcould jeopardize your life or health, youmay ask to bypass
our internal grievance process. In these situations, your request will be processed on an expedited basis.
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Ifyou oryourauthorizedrepresentative wish to file a request for an independent external review, your request must be
submitted in writing to the address listed below and received within fourmonths of the decision date of your grievance.

WPS Health Insurance
Attention: IRO Coordinator
P.O.Box 7062
Madison, WI 53707-7062
Fax: 608-327-6319

Your request for an independent external review must include:
A. Yourname, address and telephone number.
. An explanation of why you believe that the treatment should be covered.

B
C. Any additional information or documentation that supports your position.
D

. If someone else is filing on your behalf, a statement signed by you authorizing that person to be your
representative.

E. Any other information we request.

Within five days of our receipt of your request, an accredited IRO will be assigned to your case through an unbiased
random selection process. The assigned IRO will send you a notice of acceptance within one business day of receipt,
advisingyouof yourright to submit additional information within ten business days of yourreceipt of the notice from the
IRO. The assigned IRO will also delivera notice of the final external review decision in writing to you and WPS within
45 calendardays of theirreceipt of the request. Some of the information you provide to the IRO may be shared with
appropriate regulatory authorities.

The IRO’s medical director or other medical professional will review your request and decide if an immediate review is
needed. If so, it will review your dispute onanexpedited basis and makea decision within 72 hours. [f theIRO decides that
yourillness orinjury does not require its inmediate review of your dispute, it will notify you that you must first complete
our internal grievance and appeals process.

Unless your case involves the rescission of the Policy, the IRO’s decision is binding for both you and WPS. You are not
responsible for costs associated with the independent external review.

14. DEFINITIONS

In this Certificate, all italicized terms have themeanings set forth below, regardless of whether they appear as singular or
plural

Activities of Daily Living (ADL): the following, whether performed with or without assistance:
A. Bathing which is the cleansing of the body in either a tub or shower or by sponge bath.

B. Dressing, which is to put on, take off, and secure allnecessary and appropriate items of clothing and any necessary
braces or artificial limbs.

Toileting which is to get to and from the toilet, get on and offthetoilet, and perform associated personal hygiene.
Mobility, which is to move from one place to another, with or without assistance of equipment.

Eating, which is getting nourishment into the body by any means other than intravenous.

™m0

Continence, which is voluntarily maintaining control of bowel and/or bladder function; in the event of
incontinence, maintaining a reasonable level of personal hygiene.

Adverse Benefit Determination: any of the following: a denial, reduction, or termination of, or a failure to provide or
makepayment (in whole orin part) for, a benefit, including any such denial, reduction, termination, or failure to provide or
makepaymentthatis based on a determination of your eligibility to participate in a plan,and includinga denial, reduction,
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or termination of, ora failure to provide or make payment (in whole orin part) for, a benefitresulting fromthe application
of any utilization management, as wellas a failure to cover an item or service for which benefits are otherwise provided
because it is determined to be experimental/investigational/unproven or not medically necessary or appropriate.

An adverse benefit determinationincludes any rescission of coverage, which is a cancellation or discontinuance of coverage
that has aretroactive effect, regardless of whether ornot, in connection with the rescission, there is an adverse effect onany
particular benefit at that time.

Adverse Determination: a determination made by us to which all of the following apply:

A. We have reviewed admission to a health care facility, the availability of care, the continued stay or other
treatment.

B. Based on the information provided, the treatment does not meet our requirements for medical necessity,
appropriateness, health care setting, level of care, or effectiveness.

C. Based onthe information provided, we reduced, denied or terminated the treatment orpayment of the treatment.

An adverse detemminationalso includes the denial of a prior authorizationrequest for health care services from a
non-preferredprovider. The right to an independent external review applies only whenyou feel the non-preferred

provider’s clinical expertise is medically necessary andthe expertise isnot available from a preferred provider.
Ambulance Services: ground and air transportation:

A. Provided by a licensed ambulance serviceusingits licensed and/or certified vehicle, helicopter, or plane which is
designed, equipped, and used to transport you when you are sick or injured.

B. Which is staffed by emergency medical technicians, paramedics, or other certified medical professionals.

Authorized Representative: a person designated to file a claim for benefits ora grievance onyourbehalf and/orto act for
you in pursuing a claim for benefits under the Policy.

Behavioral Health Services: ealth careservices for the treatment of substance use disorders and nervous or mental
disorders.

Benefit: yourright to payment for covered health care services that are available underthe Policy. Yourright to benefits i
subject tothe terms, conditions, limitations and exclusions ofthe Policy, including this Certificate, the Schedule of Benefits
and any attached endorsements.

Biosimilar(s): a prescription legend drug of biological origin developed such that there are no clinically meaningful
differences betweenthe biological productand its FDA-approved reference product in terms of'sa fety, purity, and potency,
and demonstrates similarity to the reference product in terms of quality characteristics, biological activity, safety and
efficacy. Abiosimilarmaybe classifiedas a brand-name drug, genericdrug,and /or specialty drug. An interchangeable
biosimilarmay be substituted without the intervention ofthe health care provider who prescribed the reference product,
much like how generic drugs are routinely substituted for brand-name drugs.

Bone Anchored Hearing Aid (BAHA): a surgically implantable system for zreatment of hearing loss that works through
direct bone conduction.

Brand-Name Drug(s): a prescription legend drug sold by the pharmaceutical company or other legal entity holding the
original United States patent for thatprescription legend drug. For purposes of the Policy, we may classify a brand-name
drugasa generic drug if we determine that its price is comparable to the price of the equivalent generic drug. The term
brand-name drug may also include over-the-counter drugs that we determine to be covered drugs.

Calendar Year: the period of time that starts with your applicable effective date of coverage shown in our records, as
determined by us, and ends on December 3 1st of such year. Each following calendar year will start on January 1st of that
year and end on December 31st of that same year.
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CategoryB Devices: as determined by the FDA, nonexperimental/investigational devices where the incremental risk is the
primary risk in question (i.e., underlying questions of safety and effectiveness of that devicetype have been resolved), or it
is known thatthe device typecan be safe and effective because, for example, other manufacturers have obtained FDA

approval for that device type.

In order to be covered as a category B device, the device must meet all of the following criteria:

A. Used within the context of an FDA-approved clinical trial.
B. Used according to the clinical trial's approved protocols.

C. Fallundera covered benefit category and not excluded by law, regulation or current Medicare coverage
guidelines.

D. Medically necessary forthe coveredperson,and the amount, duration and frequency of use or application of the
service is medically appropriate.

E. Fumished in a setting appropriate to the covered person’s medical needs and condition.

Charge: an amountbilled by a health care provider fora health careservice. Charges areincurred on the date you receive
the health care service.

Child/Children: any of the following:
A. Abiological child of a subscriber.
A stepchild of a subscriber.
A legally adopted child or a child placed for adoption with the subscriber.

A child solely under the subscriber’s (or his/her spouse’s) court-ordered legal guardianship as determined by us.
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A child who is considered an alternate recipient undera qualified medical child support order. See Section 2. E. 6.
(Eligibility, Enrollment, and Effective Date / Special Enrollment Periods / Child Support Order) for additional
information about child support orders.

F. The child of a subscriber’s domestic partner provided that:
1. The domestic partner is enrolled as a covered person under the Policy.

2. Thedomestic partneristhe biological parent orhasa court-appointed legal relationship with the child (i.e.,
through adoption).

Cochlear Implant: an implantable instrument or device that is designed to enhance hearing.

Coinsurance: your share of the costs of a covered health care service, calculated as a percentof the charge for a covered
expense.

Collateral: a member of your immediate family.

Concurrent Care Decision: a decision by us to reduce or terminate benefits otherwise payable for a course of treatment
thathasbeenapprovedby usora decision with respect to a request by you to extend a course of treatment beyond the

period of time or number of treatments that has been approved by us.

Confinement/Confined: the period starting with your admission onaninpatientbasis to a hospitalor other licensed health
care facility for treatmentof an illness or injury. Confinement ends with your discharge from the same %ospital or other

facility.
Convenient Care Clinic: a medical clinic that:
A. Islocatedin a retail store, supermarket, pharmacy or other non-traditional, convenient, and accessible setting,

B. Providescovered healthcareservices performed by health care practitioners acting within the scope of their
respective licenses.
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Copayment: a specific dollaramount that you are required to pay to the health care provider towards the charge for
certain covered expenses. Please notethatforcovered health careservices,you are responsible for payingthelesser of the
following:

A. The applicable copayment.
B. The charge for the covered expense.
Correctly Filed Claim: a claim that includes all of the following:
A. The completed claim forms that we require.
B. The actualitemized bill for each health care service.

C. All otherinformationthat we needto determine our liability to pay benefits under the Policy, including but not
limited to, medical records and reports.

Cosmetic Treatment: any health care service used solely to:
A. Change orimprove your physical appearance or self-esteem.
B. Treatment of a condition that causes no functional impairment or threat to your health.

CostSharing: Yourshareof costs for health careservices covered under the Policy that you must pay out of your own
pocketlimited to copayments, deductibles, and coinsurance. Other costs, including your premiums, amounts you pay for
non-covered health careservices,andamounts youpay thatexceed the maximum allowable fee are not considered cost
sharing.

Covered Dependent: aneligible dependentwho has properly enrolled and been approved by us for coverage under the
Policy.

Covered Expenses: any charge, or any portion thereof, that is eligible for full or partial payment under the Policy.
Covered Person: a subscriber and/or his/her covered dependent(s).

Covered Transplant Drugs: inmunosuppressant drugs prescribed by a physician when dispensed by a health care
provider while you are notconfined in a hospital. These drugs do notinclude high dose chemotherapy, exceptforhigh dose

chemotherapy provided for a covered bone marrow transplant. This includes refills of immunosuppressant drugs.
Custodial Care: services that are any of the following:
A. Non-health-related services, such as assistance in activities of daily living.

B. Health-related services that are provided for the primary purpose of meetingthe personal needs of the patient or
maintaininga level of functionunless eligible for habilitative services benefits (even if the specific services are
consideredto be skilled services), as opposed to improving that functionto an extent that might allow for a more
independent existence.

C. 24-hour supervision for potentially unsafe behavior.
D. Supervision of medication which usually can be self-administered.

E. Servicesthatdo not require continued administration by trained medical personnelin order to be delivered safely
and effectively.

Services may still be considered custodial care by us even if:
A. You are under the care of a health care practitioner.

B. The healthcarepractitionerprescribes health care services to supportand maintain your physical and/or mental
condition.

C. Services are being provided by a nurse.
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D. Such care involves the use of technical medical skills if such skills can be easily taught to a layperson.

Day Treatment Programs: nonresidential programs for the treatment of substance use disorders and nervous or mental
disorders thatare operated by certified inpatient and outpatient Alcohol and Other Drug Abuse (AODA) facilities that
provide case management, counseling, medical care and therapies on a routine basis for a scheduled part of a day and a
scheduled number of days per week; also known as partial hospitalization.

Deductible: the specified amountyou are required to pay for covered expenses in a calendar year before benefits are
payable underthe Policy. You mayhavea separate deductible for prescription legend drugs and supplies purchased from a
pharmacy. Your deductible amounts are shown in your Schedule of Benefits.

Delegate: a vendor we contract with to perform services onourbehalf. This includes any vendors the contracted vendor
uses in providing services to us.

Designated Transplant Facility: a facility that is:

A. Approved by us to be the most appropriate facility for your approved transplant services.

B. Contractedto provide approved transplant services to coveredpersons pursuantto an agreement with one of our
transplant provider networks.

C. A preferred provider when transplant services are provided while you are not confined in a hospital.
D. Any other health care provider approved by us.
Designated transplant facilities are shown in the Schedule of Benefits as preferred providers.

Developmental Delay: any disease or condition that interrupts or delays the sequence and rate of normal growth and
development in any functional area and is expected to continue foran extended period oftimeor fora lifetime. Functional
areasinclude, but are notlimited to, cognitive development, physical development, communication (including speech and
hearing), social/emotional development, and adaptive skills. Developmental delays can occur even in the absence of a
documented identifiable precipitating cause or established diagnosis. Developmental delays may ormay not be congenital
(present from birth).

Domestic Partner: (This definition only applies if shown in the policyholder’s current application for coverage as being
applicable.)a personwho occupies the same dwelling unit with a subscriber if all of the following conditions are met:

A. Thepersonisina committed relationship (relationship of mutual support, caringand commitment and intend to
remain in such a relationship in the inmediate future) with the subscriber.

B. Each partneris 18 years of age or older.

C. Neitherpartneris married or legally separated in marriage or has been a party to an action or proceeding for
divorce orannulment within six months ofregistration, or, if one has been married, at least six months havelapsed

since the date of the judgment terminating the marriage.
D. Each partner is competent to contract.

E. Neither partner is currently registered in another domestic partnership, and if either party has been in such a
registered relationship, at least six monthshavelapsedsince the effective date of termination of that registered
relationship.

F. Thereareno bloodties betweenthe subscriber and his/her partner closerthan that permitted for marriage or for
domestic partner registration.

G. Therelationship ofthe subscriber and his/her partner is not merely temporary, social, political, commercial or
economic in nature (i.e., there must be mutual financial interdependency).
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H. The subscriber hasregistered his/her partner as a domestic partner with the policyholder and WPS by providing

proofthat, forat least the six-month period immediately precedingthe date of registration, the subscriber either
had obtained a domestic partnership certificate from the city, county orstateof residence or from any other city,
county orstate offering theability to register a domestic partnership or has any three ofthe following with respect
to the partner:

1. Joint lease, mortgage or deed.

2. Joint ownership of a vehicle.

3. Joint ownership of checking account (demand deposit) or credit account.

4. Designation of the partner as a beneficiary of the subscriber’s will.

5. Designation of the partner as a beneficiary for the subscriber’s life insurance or retirement benefits.
6. Designation of the partner as holding power of attorney for health care.

7. Shared household expenses.

Drug Deductible: the specified amount you are required to pay for covered prescription legend drugs and supplies
dispensedby a retail pharmacy, home delivery pharmacy or specialty pharmacy in a calendar year before benefits are

payable under the Policy. Your drug deductible amount (if applicable) is shown in your Schedule of Benefits.

Durable Medical Equipment: an item that we determine meets_all of the following requirements:

A.

" mY 0w

It can withstand repeated use.

It is primarily used to serve a medical purpose with respect to an illness or injury.
It is generally not useful to a person in the absence of an i/lness or injury.

It is appropriate for use in your home.

It is prescribed by a health care practitioner.

It is medically necessary.

Durable medical equipment includes but is not limited to wheelchairs; oxygen equipment (including oxygen); and
hospital-type beds.

Eligible Dependent: anindividual who falls into one ormore of the categories below and who is not on active military
duty for longer than 30 days:

A.

A subscriber’s legal spouse.

B. Asubscriber’s child, under the age of 26.
C.
D

A full-time student returning from military duty.

. A subscriber’s child over age 26 if all of the following criteria are met:

The child is incapable of self-sustaining employmentbecause of intellectual disability or physical handicap.

The child is chiefly dependent upon the subscriber for support and maintenance.

W N

The child’s incapacity existed before he/she reached age 26.

4. The subscriber’s family coverage remains in force under the Policy.

E. Abiological child of a subscriber’s child if the subscriber’s child is under 18 years old.

If shown in the policyholder’s current application for coverage as being applicable, a subscriber’s domestic
partner.

66

25963-100-2401 (25963-10A-2401)



G. A child,undertheage of26,for whomthe subscriber (orhis/her spouse) was thelegal guardian prior to the child
turning 18 years of age.

H. A subscriber’sstepchild ora child of the subscriber’s domestic partner in the event of the biological parent’s
death.

Eligible Employee: a person who is either:

A. Employed bythe policyholder ona permanent, full-time basis for therequired number of hours per week as shown
in the policyholder current application for coverage.

B. Identified bythe policyholder asaperson that must be covered pursuant to the Patient Protection and Affordable
Care Act.

Emergency Medical Care: ealth care services to treat your medical emergency.
Emergency Room Visit: a meeting between you and a health care practitioner that:
A. Occurs at the emergency room.
B. Includes only the charges for the emergency room fee billed by the facility for use of the emergency room.

Exception: prior authorization for coverage of a non-formulary drug or to bypass a step therapy requirement. Each
exception will state the type and extent of the treatment or other health care services that we have authorized.

Expanded Preventive Drug(s): any drug on our Expanded Preventive Drug List, as determined by us. Expanded
preventive drugs may includethose prescription legend drugs the Internal Revenue Service has indicated are taken to
prevent exacerbation of a chronic condition or the development of a secondary condition.

Expedited Grievance: a grievance where any of the following conditions applies:

A. Thedurationof thestandard resolution process will result in serious jeopardyto yourlife orhealth or your ability
to regain maximum function.

B. Intheopinionofaphysician with knowledge of your medical condition, youare subjectto severe pain that cannot
be adequately managed without the care or treatment that is the subject of the grievance.

C. Aphysician with knowledge of your medical condition determines that the grievance shall be treated as an
expedited grievance.

Experimental/Investigational/Unproven: as determined by our Corporate Medical Director, any health care service or
facility that meets at least one of the following criteria:

A. Tt isnot currently recognized as accepted medical practice.
B. It wasnot recognized as accepted medical practice at the time the charges were incurred.

C. Ithasnotbeenapprovedby the United States Foodand Drug Administration (FDA)uponcompletion of Phase 111
clinical investigation.

D. Itis beingused in a way thatisnotapproved by the FDA or listed in the FDA-approved labeling (i.e., off-label
use), except for off-label uses that are accepted medical practice).

E. It hasnot successfully completed all phases of clinical trials, unless required by law.

It is based upon or similar to a treatment protocol used in at least one on-going clinical trial.

G. Prevailing peer-reviewed medical literature in the United States has failed to demonstrate that it is safe and
effective for your condition.

H. There is not enough scientific evidence to demonstrate or make a convincing argument that:

1. It can measure or alter the sought-after changes to your illness or injury.
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2. Such measurement or alteration will affect your health outcome; or support conclusions concerning the effect
of the drug, device, procedure, service or treatment on health outcomes.

I. TItisassociated with a Category III CPT code developed by the American Medical Association.

The above list is not all-inclusive.

A health care service or facility may be considered experimental/investigational/unproven even if the health care
practitioner has performed, prescribed, recommended, ordered, or approved it, or if it is the only available procedure or
treatment for the condition.

We have fulldiscretionary authority to determine whether a sealth care service is experimental/investigational/unproven.
In any dispute arisingas a result of our determination, such determination will be upheld if it is based on any credible
evidence. If ourdecision is reversed, your only remedy willbe our provision of benefits in accordance with the Policy. You
will not be entitledto receive any compensatory damages, punitive damages, or attorney's fees, or any other costs in
connection therewith or as a consequence thereof.

Experimental Treatment Determination: a determination made by us to which all of the following apply:
A. We have reviewed the proposed treatment.
B. Based onthe information provided, we have determined the treatment is experimental/ investigational/ unproven.
C. Based on the information provided, we denied the treatment or payment for the treatment.

Family Coverage: coverage that applies to a subscriber and his/her covered dependents. When referred to in this
Certificate, family coverage also includes limited family coverage.

Formulary: a list of drugs that are covered under Section 5. KK. (Covered Expenses / Prescription Legend Drugs and
Supplies). The drugs covered on our formulary may change from time to time.

Formulary Drug(s): Drugs or supplies classified as preferred generic drugs, preferred brand-name drugs, preferred
specialty drugs, non-preferred generic drugs, non-preferred brand-name drugs, or non-preferred specialty drugs.

Full-Time Student: a childin regular full-time attendance atanaccredited secondary school, accredited vocational school,
accredited technical school, accredited adult education school, accredited college or accredited university. Such school must
provide a schedule of scholastic courses and its principal activity must be to provide an academic education. An
apprenticeship programis not considered an accredited school, college or university for this purpose. Full-time student
status generally requires thatthe studenttake 12 ormore credits per semester; however, the exact number of credits per
semester depends on the manner in which the school defines regular full-time status forits general student body; this may
vary if the school has trimesters, quarters, oranother type of schedule for its general student body. Proof of enrollment,
course loadand attendance is required upon our request. Full-time student status includes any regular school vacation
period (summer, semester break, etc.).

Full-Time Student Returning from Military Duty: a child of a subscriber who meets all of the following criteria:

A. The child was called to federal active duty in the national guard or in a reserve component of the U.S. armed
forces while the child was attending on a full-time basis, an institution of higher education.

B. The child was under the age of 27 when called to federal active duty.

C. Within 12 months after returning from federal active duty, the child returned to aninstitution of higher education
on a full-time basis, regardless of age.

Additionally, the child must:

A. Attend anaccredited school forthenumber of credits, hours, or courses required by the school to be considered a
full-time student.

B. Attend two ormoreaccredited schools for credits towarda degree, which, when combined equals full-time status
at one of the schools.
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C. Participate in either aninternship or student teaching during thelast semester of school prior to graduation, if the
internship or student teaching is required forhis/her degree. The child continues to be a full-time student during
periods of vacation or between term periods established by the school.

Functional Impairment: a significantand documented loss of use of any body structure or body function that results in a
person’s inability to regularly perform one ormore activity of daily living orto use transportation, shop, or handle finances.

Generic Drug(s): a prescription legend drug, whether identified by its chemical, proprietary, or non-proprietary name, that
is therapeutically equivalent and interchangeable with drugs havingan identical amount of the same active ingredient(s)
and approved by the FDA. For purposes of the Policy, we may classify a generic drug as a brand-name drug if we

determine that the generic drug’s price is comparable to the price ofits brand-name drug equivalent. The term generic drug

may also include over-the-counter drugs that we determine to be covered drugs.

Genetic Testing: testing that involves analysis of human chromosomes, DNA, RNA, genes and/or gene products
(e.g., enzymes, other types of proteins, and selected metabolites) which is predominantly used to detect potential heritable
disorders, screen for or dia gnose genetic conditions, identify futurehealthrisks, predict drug responses (pharmacogenetics),
and assessrisks to future children. Genetic testing may also be applied to gene mutations that occur in cells during a
person’s lifetime.

Genetic testing includes, but is not limited to:
A. Gene expression and determination of gene function (genomics).
Analysis of genetic variations.
Multiple gene panels.
Genetic bio-markers.
Biochemical biomarkers.
Molecular pathology.
Measurements of gene expression and transcription products.

Cytogenetic tests.

~ZamE g AW

Topographic genotyping.

-

Microarray testing.

=

Whole genome sequencing.
L. Computerized predictions based on the results of the genetic analysis.

Geographical Service Area: theregion in which WPS operates and your Policy isavailable,as determined by us. Please
see wpshealth.com for more information.

Grievance: any dissatisfaction with us or our administration of your health benefit plan that you express to us in writing,
Forexample, youmightfile a grievanceaboutour provision of services, our determination to reform or rescind a policy,
ourdeterminationof a diagnosis or level of service required for evidence-based treatment of autism spectrum disorders, or
our claims practices.

Group Policy: the group medical insurance policy issued by us to the employer, known as the policyholder. In it, we agree
to insure covered persons of the employer for future health care services coveredby thePolicy through benefit payments,
subject to the terms, conditions and provisions of the Policy.

Habilitative Services: health care services thathelp a personkeep, learn, or improve skills and functioning for activities of
daily living. Examples include, butare not limitedto, therapy fora childwho isn’t walkingortalking at the expected age.
These health care services may include physical and occupational therapy, speech-language pathology and other services
for people with disabilities in a variety of inpatient and/or outpatient settings.
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Health Care Practitioner: one ofthe following licensed practitioners who perform services payable under this Policy: a
Doctor of Medicine (MD), a Doctor of Osteopathy (DO), a Doctor of Podiatric Medicine (DPM); a Doctor of Dental
Surgery (DDS), a Doctor of Dental Medicine (DMD); a Doctor of Chiropractic (DC); a Doctor of Optometry (OD); a
physicianassistant (PA); a nurse practitioner (NP); a certified nurse midwife (CNM); a psychologist (Ph.D., Psy.D.), a
licensed mental health professional, including but not limited to clinical social worker, marriage and family therapist or
professional counselor; a physical therapist; an occupational therapist; a speech-language pathologist; anaudiologist; orany
otherlicensed practitioner thatis acting within the scope oftheir license and performing a service that would be payable
under the Policy.

Health Care Provider: any physician, health carepractitioner, hospital, pharmacy, clinic, skilled nursing facility, surgical
centerorother person, institution or other entity licensed by thestate in which he/she/it is located to provide health care

services.

Health Care Services: diagnosis, treatment, hospital services, surgical services as defined in Section 5. PP. (Covered
Expenses/ Surgical Services), maternity services, medical services, procedures, drugs, medicines, devices, supplies, or any
other service directly provided to you by a health care provider.

Hearing Aid: any externally wearable instrument or device designed or offered for the purpose of aidingor compensating
forimpaired humanhearingand any parts, attachments, or accessories of such an instrument or device, except its batteries
and cords.

High-Technology Imaging: including, but not limited to: magnetic resonance imaging (MRI), magnetic resonance
angiography (MRA), magnetic resonance venography (MRV), positron emission tomography (PET), single photon
emission computed tomography (SPECT), coronary computed tomography angiography (CCTA), computed tomography
(CT) imaging, and nuclear stress testing for high-end imaging.

Home Care: healthcareservices provided directly to you in your home under a written plan that meets the following
criteria:

A. The plan is developed by your attending health care practitioner.

B. The plan is approved by your attending health care practitioner in writing,.

C. Theplanisreviewed by your attending health care practitioner every two months (or less frequently if your
health care practitioner believes and we agree that less frequent reviews are enough).

D. Home care is provided or coordinated by a homehealthagency orcertified rehabilitation agency that is licensed
by the Wisconsin Department of Health Services or certified by Medicare.

Home Delivery Pharmacy: a preferred pharmacy that generally dispenses extended supplies of maintenance medications
(typically greaterthana 30-34-day supply) via the U.S. Postal Service orother package delivery service. This excludes a
retail pharmacy that offers medication delivery services.

Home Health Aide Services: services performed by a home health aide which:

A. Are not required to be performed by a registered nurse or licensed practical nurse.

B. Primarily aid the patient in performing normal activities of daily living, which may include custodial care.
Hospice Care: health care services that are:

A. Provided to a coveredperson whose life expectancy, as certified by a health carepractitioner, is six consecutive
months or less.

B. Available on an intermittent basis with on-call health care services available on a 24-hour basis.
C. Provided by a licensed hospice care provider approved by us.

Hospice care includes services intended primarily to provide pain relief, symptom management, and medical support
services. Hospice care may be provided at hospice facilities or in your place of residence.
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Hospital: a facility providing 24-hour continuous service to a confined covered person. Its chief function must be to
provide facilities for the diagnosis and treatment of illness or injury. A professional staff of licensed health care
practitioners and surgeons must provide or supervise its services. It must provide general hospital and major surgical
facilities andservices. A hospital also includes a specialty hospital approved by us and licensed and accepted by the
appropriate state or regulatory agency to provide diagnosis and short-term treatment for patients who have specified
illnesses or injuries. A hospital does not include, as determined by us:

A. A convalescent or extended care facility unit within or affiliated with the hospital.
A clinic.

A nursing, rest or convalescent home.

An extended care facility.

A facility operated mainly for care of the aged.

7 EEF 0%

Sub-acute care center.
G. A health resort, spa or sanitarium.
Illness: a physical illness, a substance use disorder, or a nervous or mental disorder.

Implantable Hearing Device: any implantable instrument or device that is designed to enhance hearing, including
cochlear implants and bone anchored hearing aids.

Incidental/Inclusive: a procedure or service is incidental/inclusive if it is integral to the performance of another sealth
care service orif it can be performed at thesame timeas another health care service without adding significant time or
effort to the other health care service.

Incomplete Claim: a correctly filed claim that requires additional information including, but not limited to, medical
information, coordination of benefits questionnaire, and subrogation questionnaire.

Incorrectly Filed Claim: a claim thatis filed but lacks information which enables us to determine what, if any, benefits are
payable under the terms and conditions of the Policy. Examples include, but are not limited to, claims missing procedure
codes, diagnosis, or dates of service.

Independent Freestanding Emergency Department: a health care facility that:

A. Isgeographically separate and distinct and licensed separately from a hospital under applicable State law.

B. Provides any of the emergency services as defined in 42 USC 300gg-11(a)(3)(C).

Infertility: the inability or diminished ability to produce offspring including, but not limited to, a couple’s failure to
achieve pregnancy after at least 12 consecutive months of unprotected sexual intercourse. Such inability must be
documented by a health care practitioner.

Infertility or Fertility Treatment: a sealth care service that is intended to:
A. A.Promote or preserve fertility.

B. Achieve andmaintain a condition of pregnancy. For purposes of this definition, infertility or fertility treatment
includes, but is not limited to:

[y
.

Fertility tests and drugs.

2. Tests and exams done to prepare for or follow through with induced conception.
3. Surgicalreversal of a sterilized state that was a result of a previous surgery.
4

Sperm enhancement procedures.
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5. Direct attempts to cause or maintain pregnancy by any means including, but not limited to: hormone therapy
or drugs; artificial insemination; in vitro fertilization; GIFT or ZIFT; embryo transfer; and freezing or storage
of embryo, eggs, or semen.

Injury:bodily damage caused by an accident. The bodily damage must result from theaccidentdirectly and independently
of all other causes.

Life-Threatening Condition: any disease or condition from which thelikelihood of death is probable unless the course of
the disease or condition is interrupted.

Limited Family Coverage: coverage that applies to:
A. Asubscriber and his/her eligible spouse or domestic partner who is a covered dependent.
B. A subscriber and his/her children who are covered dependents.

Maintenance Care: health care services provided to you after the acute phase of an illness or injury has passed and
maximum therapeutic benefit has occurred. Such care promotes optimal function in the absence of significant symptoms.

Maximum Allowable Fee: the maximum amount of reimbursement allowed as follows:

A. Forcovered health care services provided by a preferred provider, the maximum allowable fee is the rate
negotiated between us and the preferred provider.

B. Asrequired by state or federal law, for covered:

1. Emergency medical care in an emergency department of a hospital or in an independent freestanding
emergency department.

2. Air ambulance services.

3. Health careservices provided at a preferred facilityby a non-preferred provider, the maximum allowable fee
is the qualifying payment amount.

However, there is an exception for 3.; if a covered person signs a non-preferred provider’s No Surprises Act
notice and consent form, as determined by us, the maximum allowable fee is the maximum out-of-network
allowable fee for health care services provided at a preferred facility by a non-preferred provider.

C. Forcovered health care services notdescribedin A. orB., above, themaximum allowable fee is the maximum out-
of-network allowable fee.

If you submit a written or oral request for our maximum allowable fee for a health care service and provide us with the
appropriate billing code thatidentifies the health care service (for example, CPT codes, ICD 10 codes or hospital revenue
codes)andthe health care provider’s estimated fee for that health care service, we will provide you with any of the

following:
A. A description of our specific methodology, including, but not limited to, the following:

1. Thesource of thedataused, suchas ourclaims experience, an expert panel of health care providers, or other
sources.

The frequency of updating such data.
The geographic area used.

If applicable, the percentile used by us in determining the maximum allowable fee.

Al

Any supplemental information used by us in determining the maximum allowable fee.

B. The maximum allowable fee determined by us under our guidelines for the specific health care service you
identified. This may be in the form of a range of payments or maximum payment.
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Maximum Out-of-Network Allowable Fee: the benefit limit established by us fora covered health care service provided
by a non-preferred provider, other than for:

A.

B.
C.

Emergencymedical carein an emergency departmentof a hospital orin an independent freestanding emergency
department.

Air ambulance services.

Health careservices at a preferredfacility by a non-preferved provider, as required by state or federal law, unless
the coveredpersonsigns a non-preferredprovider’s No Surprises Act notice and consent form. The benefit limit
fora particular health care service isbased ona percentage of the published rate allowed for Wisconsin by the
Centers for Medicare and Medicaid Services (CMS) for the same or similar health care service. When there is no
CMS rate available for the same or similar health care service, the benefit limit is based on an appropriate
commercial market fee for the covered health care service, as determined by us.

Medical Emergency: a medical condition involving acute and abnomal symptoms of such severity (including severe pain)
that a prudent and sensible person who possesses anaverageknowledge of health and medicine would reasonably conclude
that a lack of immediate medical attention will likely result in any of the following:

A.

B.
C.

Serious jeopardy to a person's health or, with respect to a pregnant woman, serious jeopardy to the health of the
woman or her unborn child.

Serious impairment to a person's bodily functions.

Serious dysfunction of one or more of a person's body organs or parts.

Medically Necessary: a health care service that we determine to be:

A.
B.

E.
F.

Consistent with and appropriate for the diagnosis or treatment of your illness or injury.

Commonly and customarily recognized and generally accepted by themedical profession in the United States as
appropriate and standard of care for the condition being evaluated or treated.

Substantiated by the clinical documentation.

The most appropriate and cost-effective care thatcan safely be provided to you. Appropriate and cost effective
does not necessarily mean the least expensive.

Proven to be useful or likely to be successful, yield additional information, or improve clinical outcome.

Not primarily forthe convenience or preference ofthe coveredperson, his/her family, orany health care provider.

A health care service may not be considered medically necessary even if the health care provider has performed,
prescribed, recommended, ordered, or approved theservice, or if the service is the only available procedure or treatment for
your condition.

Medical Services: health care services recognized by a health care practitioner to treat your illness or injury.

Medical Supplies: items that we determine to be:

A.
B.
C.

Used primarily to treat an illness or injury.

Generally not useful to a person in the absence of an il/ness or injury.

The most appropriate item thatcan be safely providedto you and accomplish the desired end result in the most
economical manner.

D. Not primarily for the patient’s comfort or convenience.

Prescribed by a health care practitioner.
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Miscellaneous Hospital Expenses: regular Zospital costs (includingtake-home drug expenses) that we cover under the
Policy for treatment of an illness or injury requiring either:

A. Inpatient hospitalization.

B. Outpatient health care services at a hospital.

For outpatient health care services, miscellaneous hospital expenses include charges for:
A. Use of the hospital's emergency room.

B. Emergencymedical careprovidedto you at the hospital. Miscellaneous hospital expenses do not include room and
board, nursing services, and ambulance services.

Nervous or Mental Disorders: clinically significant psychological syndromes that:
A. Are associated with distress, dysfunction or physical illness.

B. Representa dysfunctional response to a situation oreventthatexposes you to anincreased risk of pain, suffering,
conflict, physical illness or death. Behavior problems, learning disabilities, or developmental delays are not
nervous or mental disorders.

Non-Designated Transplant Facility: a facility that does nothave an agreement with the transplant provider network with
which we havea contract. Thismayincludefacilities that are listed as preferred providers. Non-designated transplant
facilities are shown in the Schedule of Benefits as non-preferred providers.

Non-Formulary Drug(s): any drug that is not included on the formulary.

Non-Preferred Brand Drug(s): any brand-namedrug included on our formulary for which member cost sharing is higher
than fora preferred brand-name drug. Forpurposes of the Policy, we may classify a brand-name drugas a generic drug if
we determine that its price is comparable to the price ofthe equivalent generic drug. The drugs designated as non-preferred
brand drugs on our formulary may change from time to time.

Non-Preferred Generic Drug(s): any generic drug included on our formulary for which member cost sharing is higher
than fora preferred generic drug. For purposes of the Policy, we may classify a brand-name drug as a generic drug if we
determine that its price is comparable to the price of theequivalentgeneric drug. The drugs designated as non-preferred
generic drugs on our formulary may change from time to time.

Non-Preferred Provider: a health careprovider thathas notentered into a written a greement with the health care network
selected by the policyholder or covered person as of the date upon which the services are provided.

Non-Preferred Specialty Drug(s): any specialtydrugincluded on our formulary for which member costsharing is higher
than fora preferred specialty drug. Thedrugs designated as non-preferred specialty drugs on our formulary may change
from time to time.

Obesity: a bodymassindex (BMI)of 30 or greater. BMI is calculated by dividing your weight in kilograms by the square
of your height in meters.

Observation Care: Clinically appropriate outpatient sospital services, which include ongoing short-term treatment,
assessment, and reassessment prior to your zealth carepractitioner determining if you will require further treatment as a
hospital inpatient or if they can discharge you from the hospital.

Office Visit: a meeting between you and a health care practitioner that:

A. Occursatthe health care practitioner’s office, a medical clinic, convenient care clinic, an ambulatory surgical
center, a free-standing urgent care center, skilled nursing facility, the outpatient department of a hospital other
than an emergency room, orin yourhome; or occurs via telephoneor interactive audio-video telecommunication.

B. Includesyoureceivingmedicaland/or behavioral health evaluation and health managementservices (as defined in
the latest edition of Physician's Current Procedural Terminology or as determined by us).
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Oral Surgery: surgical services performed within the oral cavity.

Organ and Tissue Acquisition: the harvesting, preparation, transportation, and storage ofhuman organ and tissue that is
transplanted to you. This includes related medical expenses of a living donor.

Orthotics: Custom-made rigid or semi-rigid supportive devices used to:
A. Support, align, prevent, or correct deformities.
B. Improve the function of movable parts of the body.

C. Limit or stop motion of a weak or diseased body part.

Out-of-Pocket Limit: the maximum amount that you are required to pay each calendar year for covered expenses. This
limit is shown in the Schedule of Benefits. In determining whether you’ve reached your out-of-pocket limit, amounts such
as these will not count towards your out-of-pocket limit:

A. Amounts you pay for non-covered health care services.

B. Amounts you pay that exceed the maximum allowable fee.

C. Amountsyou pay forthe difference between the brand-name drug and the lower cost equivalent drug (generic
drug or biosimilar).

D. Any coinsurance you pay fora SaveOnSP specialty drug.

E. Amountsapplied through use ofa coupon, copaymentassistance program or rebate for payment of a SaveOnSP
specialty drug.

Palliative Care: care that optimizes quality of life for people with serious i//ness by anticipating, preventing, and treating
theirsuffering. Palliative care maybe provided throughout the continuum of il/ness. It generally involves addressing

physical, emotional, and social needs and facilitating patient autonomy, access to information, and choice.

Physical Illness: a disturbancein a function, structure or system of the humanbody that causes one ormore physical signs
and/or symptoms and which, if left untreated, will result in deterioration of health status or of the function, structure or
system ofthe humanbody. Physicalillness includes pregnancy and complications of pregnancy. Physical illness does not
include substance use disorders or nervous or mental disorders.

Physician: a person who:

A. Received one ofthe following degrees in medicine from anaccredited college oruniversity: Doctor of Medicine
(M.D.); Doctorof Osteopathy (D.O); Doctor of Dental Surgery (D.D.S); Doctor of Dental Medicine (D.D.M.);

Doctor of Podiatric Medicine (D.P.M.); Doctor of Optometry (O.D.); or Doctor of Chiropractic (D.C.).

B. Isamedicaldoctororsurgeon holdinga license or certificate of registration from the medical examining board in
the state in which he/she is located.

C. Practices medicine within the lawful scope of his/her license.
Placed for Adoption / Placement for Adoption: any of the following:

A. The Wisconsin Department of Childrenand Families, a county department under Wis. Stat § 48.57(1)(e) or (hm),
or a child welfare agency licensed under § 48.60 places a childin a subscriber’shome foradoption and enters into
an agreement under § 48.63(3)(b)4. or § 48.833(1) or (2) with the subscriber.

B. The Wisconsin Department of Childrenand Families, a county department under Wis. Stat. § 48.57(1)(e) or (hm),
or a child welfare agencyunder § 48.837(1r) places, ora court under § 48.837(4)(d) or (6)(b) orders, a child placed
in a subscriber’s home for adoption.

C. Asendingagency,asdefinedin Wis. Stat. § 48.988(2)(d), placesa childin a subscriber’s home under § 48.988
foradoption,ora public child placingagency, as defined in § 48.99(2)(1), or a private child placing agency, as
defined in § 48.99(2)(p), of a sending state, as definedin § 48.99(2)(w), places a child in the subscriber’s home
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under § 48.99 as a preliminary stepto a possible adoption, and thesubscriber takes physical custody ofthe child at
any location within the United States.

D. The person bringing the child into this state has complied with Wis. Stat. § 48.98, and the subscriber takes
physical custody of the child at any location within the United States.

E. A courtofa foreign jurisdictionappoints a subscriber as guardianofa child who is a citizen of that jurisdiction,
and the child arrives in the subscriber’s home for the purpose of adoption by the subscriber under Wis. Stat.

§ 48.839.

Policyholder: the employer or other organization that purchased the Group Master Policy pursuant to which this Certificate
was issued.

Post-Service Claim: any claim for a benefit under the Policy that is not a pre-service claim.

Pre-Service Claim: any claim fora benefit with respectto which the terms of the Policy condition receipt of a benefit, in
whole or in part, on receiving prior authorization before obtaining medical care.

Preferred Brand-Name Drug(s): any brand-name drugnamed on our formulary for which member cost sharing is lower
than fora non-preferred brand-name drug. For purposes ofthe Policy, we may classify a brand-name drug as a generic
drug if we determinethat its price is comparable to the price of the equivalent generic drug. The drugs designated as
preferred brand-name drugs on our formulary may change from time to time. Please see
https://wpshealth.com/resources/files/32053 2024-preferred-drug-guide.pdf.

Preferred Facility: a hospital orambulatory surgery center that has entered into a written agreement with us to provide
covered services to you as of thedateupon which theservices are provided. A hospital’s or ambulatory surgery center’s
participation status may change from time to time. Please refer to our on-line directory or contact us for a listing of
preferred facilities.

Preferred Generic Drug(s): any generic drugnamed onour formulary for which member cost sharingis lower than for a
non-preferred generic drug. For purposes of the Policy, we may classify a generic drug as a brand-name drug if we
determine that the generic drug ’s price is comparable to the price of the brand-name drug equivalent. The drugs designated
as preferred generic drugs on our formulary may change from time to time. Please see
https://wpshealth.com/resources/files/32053 2024-preferred-drug-guide.pdf.

Preferred Pharmacy: a pharmacy thatwe have contracted with and that bills us directly for the charges you incur for
covered drugs.

Preferred Provider: a iealth care providerthat has entered into a written agreement with the network shown on your
WPS identification cardas ofthe date upon which the services are provided. Pleasereferto our on-line directory or contact
us fora listing of preferred providers. A health care provider’s preferred status may change from time to time so you
should check it frequently. You may be required to pay a larger portion ofthe cost ofa covered health care service if you
see a non-preferred provider.

Preferred Specialty Drug(s): any specialty drug named on our formulary for which member costsharing is lower than for
a non-preferred specialty drug. Thismayincludebiosimilar drugs. The drugs designated as preferred specialty drugs on
our formulary may change from time to time. Pleasesee https://wpshealth.com/resources/files/32053 2024-preferred-drug-
guide.pdf.

Prescription Legend Drug: any medicine whose labelis required to contain the following or similar wording: “Caution:
Federal Law prohibits dispensing without prescription.” Prescription legend drugalsoincludes investigational drugs used
to treat the HIV virus as described in Wis. Stat. § 632.895(9), insulin and other exceptions as designated by us.

Prescription Order: a written, electronic, or other lawfulrequest for the preparation and administration of a prescription
legend drug made by a health care practitioner with the authority to prescribe a drug for you.

Preventive Care Services: health careservices that are not for the diagnosis or treatment of an illness or injury and that
are designed to:

A. Evaluate or assess health and well-being.
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B.
C.
D.

Screen for possible detection of unrevealed illness.
Improve health.

Extend life expectancy.

Preventive Drug(s): drugs that we are currently required by law to define as preventive drugs include:

A.

0

Aspirin forthe prevention of cardiovascular disease (age 50-59) and after 12 weeks of gestationin womenwhoare
at high risk for preeclampsia.

Fluoride supplements if you are older than six months but younger than 17 years old.
Folic acid for women planning or capable of pregnancy.

Oral contraceptives, contraceptive patches, contraceptive devices (e.g., diaphragms, sponges, gel) and
contraceptive vaginal rings for birth control.

Nicotine replacements (e.g., patches and gum) and covered drugs used for smoking cessation if youare age 18 and
over.

Risk reducingmedications for women who are at increased risk for breast cancer and at low risk for adverse
medication effects.

Immunizations.

Low/moderate dose statins for ages 40-75 with at least one cardiovascular disease risk factorand a 10-year
calculated risk of at least 10%.

Bowel preparations related to a preventive colonoscopy.

Preexposure prophylaxis (PrEP) antiretroviral therapy for covered persons at high risk of HIV acquisition. The
USPSTF may change the definition of preventive drugs during the course of the year. Please see
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation-topics/uspstf-a-and-b-recommendations.

Primary Care Practitioner: a providerwho is a health carepractitioner who directly provides or coordinates a range of
health care services for a patient. A primary care practitioner’s primary practice must be Family Practice, Internal
Medicine, General Practice, Obstetrics/Gynecology and Pediatrics.

Prior Authorization: written approval thatyou must receive from us before you visit certain sealth care providers or
receive certain health care services. Each priorauthorization will state thetype and extent ofthe treatment or other health
care services that we have authorized.

Qualifying Clinical Trial: with respectto cancer or other life-threatening conditions, a qualifying clinicaltrialisa Phase I,
Phase I1, Phase I1I, or Phase I'V clinical trial that is conducted in relation to the prevention, detection or treatment of cancer
or other life-threatening conditions and which meets any of the criteria in the bulleted list below.

A.

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

1. National Institutes of Health (NIH), including the National Cancer Institute (NCI).
Centers for Disease Control and Prevention (CDC).

Agency for Healthcare Research and Quality (AHRQ).

Centers for Medicare and Medicaid Services (CMS).

A S

A cooperative group or center of any ofthe entities described above or the Department of Defense (DOD) or
the Veterans Administration (VA).

6. A qualified non-governmental research entity identified in the guidelines issued by the National Institutes of
Health for center support grants.
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7. The Department of Veterans Affairs, the Department of Defense orthe Department of Energy as long as the
study orinvestigation has beenreviewed and approved through a system of peerreview thatis determined by
the Secretary of Health and Human Services to meet both of the following criteria:

a. Comparable to thesystem of peerreview of studies and investigations used by the National Institutes of
Health.

b. Ensuresunbiasedreview of thehighest scientific standards by qualified individuals who have no interest
in the outcome of the review.

B. The study orinvestigationis conducted under aninvestigationalnew drug application reviewed by the U.S. Food
and Drug Administration.

C. Thestudy orinvestigationis a drugtrialthatis exempt from havingsuchaninvestigationalnew drug application.

In orderto be a qualifying clinical trial, the clinicaltrialmust also have a written protocol that describes a scientifically
sound study andhave been approved by allrelevant institutional review boards (IRBs) before participants are enrolled in
thetrial. Wemay,atanytime, requestdocumentation aboutthe trial. Additionally, the subject or purpose ofthe trial must
be the evaluation of an item or service that would be covered under the Policy if it were not

experimental/investigational/unproven.

Qualifying Payment Amount: the amountof reimbursement allowed for a covered health care service provided by a
health care practitioner whois a non-participating provider for emergency medical care, air ambulance, or health care
services provided while the coveredpersonis receiving treatmentat a participating provider facility. This amount will be
determined in compliance with 42 U.S.C. 300gg et.seq.

Reconstructive Surgery: surgery performed on abnormal structures of the body caused by:
A. Congenital defects.

Development abnormalities.

Trauma/

Infection.

= F 0 R

Tumors.

F. Disease.

Rehabilitative Services: health care services that help a person keep, get back or improve skills and functioning for
activities of daily living that havebeen lost orimpaired because a person had an illness, injury, or was disabled. These
services may include physical and occupational therapy, speech-language pathology and psychiatric rehabilitation services
in a variety of inpatient and/or outpatient settings.

Rescission of Coverage Determination: a determination made by us to withdraw coverage under the Policy back to your
initialdate of coverage, modify the terms ofthe Policy oradjustthe premiumrate by more than 25% from the premium in
effect during the period of contestability.

Respite care: services provided to give a primary caregiver temporary relief from caring for an ill individual.

Retail Pharmacy: anindependentpharmacy, a chain pharmacy, a supermarket pharmacy, a mass merchandiser pharmacy,
or an outpatient pharmacy that is licensed as a pharmacy by the state in which it is located and that dispenses medications to
the general public at retail prices. Such term does not include a home delivery pharmacy that dispenses prescription
medications to patients primarily via the U.S. Postal Service or other package delivery service.

Routine Patient Care Costs:
A. Include costs associated with any of the following:

1. Health care services that are typically covered under the Policy absent a clinical trial.
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B.

2. Coveredhealth careservices required solely fortheprovision of the trial health care service and clinically
appropriate monitoring of the effects of the health care service trial.

3. Reasonable andnecessary health careservices used to diagnose and treat complications arising from your
participation in a qualifying clinical trial.

4. Coveredhealth careservices needed forreasonable and necessary care arising from the provision of a trial
health care service.

Do not include costs associated with any of the following:
1. Experimental/investigational/unproven health care services with the exception of:
a. Category B devices.
b. Certain promising interventions for patients with terminal i/lnesses.
¢. Otherhealthcareservices that meet specified criteria in accordance with our medical policy guidelines.

2. Health careservices provided solely to satisfy data collection and analysis needs and that are not used in the
direct clinical management of the patient.

3. Health care services provided by the research sponsors at no charge to any person enrolled in the trial.

4. Health careservices that are clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

Single Coverage: coverage that applies only to a subscriber.

Skilled Nursing Care: health care services that:

A.
B.
C.

Are furnished pursuant to a health care practitioner's orders.

Require the skills of professional personnel such as a registered nurse or a licensed practical nurse.

Are providedeither directly by orunderthedirect supervision of suchprofessional personnel. Patients receiving
skilled nursing care are usually quite illand often have been recently confined in a hospital. In the majority of
cases, skilled nursing care is only necessary fora limited timeperiod. Afterthat, most patients have recuperated
enough to be cared for by “nonskilled” persons such as spouses, children, or other family or relatives. The
following examples are generally considered care thatcan be provided by “nonskilled” persons, and therefore do
not qualify as skilled nursing care: range of motion exercises, strengthening exercises, simple wound care, ostomy
care, tube and gastrostomy feedings, administration of basic medications, maintenance of urinary catheters,
assistance with performing activities of daily living, and supervision for potentially unsafe behavior.

Skilled Nursing Facility: an institution or a designated part of one, including but not limited to, a sub-acute or
rehabilitation facility that:

A.
B.
C.

=

= a7 F

Is operating pursuant to state and federal law.
Is under the full-time supervision of a health care practitioner or registered nurse.

Provides services seven days a week, 24 hours a day, including skilled nursing careand therapies forthe recovery
of health or physical strength.

Is not a place primarily for custodial care or maintenance care.

Requires compensation from its patients.

Admits patients only upon a health care practitioner’s orders.

Has an agreement to have a health care practitioner’s services available when needed.

Maintains adequate records for all patients.
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I. Has a written transfer agreement with at least one Ahospital.

Specialty CarePractitioner: a providerwho is a health care practitioner whose primary practice is other than one of the
following: Family Practice, Internal Medicine, General Practice, Obstetrics/Gynecology and Pediatrics.

Specialty Drug(s): prescription legend drugs that we determine to be:
A. Associated with a high level of clinical management and/or patient monitoring,
B. Associated with special handling or distribution requirements.

C. Generally high cost.

To determine if a drugis a specialty drug or a SaveOnSP specialty drug and if that drug requires our prior
authorization, visit https://www.wpshealth.com/resources/files/drugpreauth.pdf and
https://www.wpshealth.com/resources/files/35619 wps-esi-saveonsp-specialty-drug-list.pdf or call the telephone
number shown on your identification card.

Specialty Drug Deductible: the specified amount you are required to pay for a covered specialty drug dispensed by a
specialty pharmacy in a calendar year before benefits are payable underthePolicy. Yourspecialty drugdeductible amount
(if applicable) is shown in your Schedule of Benefits.

Specialty Pharmacy: a preferred pharmacy designated by us to dispense specialty drugs. To locate a specialtypharmacy,
contactus by calling the telephonenumber shown on youridentification card or visit the website of the pharmacy benefit

manager listed on your identification card.
Subscriber: an eligible employee who has properly enrolled and been approved by us for coverage under the Policy.

Substance Use Disorder: a disorder that is listed in the current Diagnostic and Statistical Manual of the American
Psychiatric Association (DSM-5). According to the DSM-5, a diagnosis of substance use disorder is based on evidence of
impaired control, social impairment, risky use, and pharmacological criteria.

Supplies: medical supplies, durable medical equipment or other materials provided directly to you by a health care
provider, as determined by us.

Supportive Care: health care services providedto a covered person whose recovery has slowed or ceased entirely so that
only minimal rehabilitative gains can be demonstrated with continuation of such health care services.

Surgical Services: (A) an operative procedure performed by a health care practitioner that we recognize as treatment of an
illness or injury; or (B) those services we identify as surgical services, including male sterilization procedures and
preoperative and postoperative care.

Telemedicine: thedelivery ofclinical sealth care services via telecommunications technologies, including but not limited
to telephone, interactive audio and video conferencing.

Therapy Visit: a meetingbetweenyouanda health care practitioner, excludinga chiropractor ora massagethempist, that:

A. Occursinthe healthcarepractitioner’s office,a medical clinic, convenient care clinic, a free-standing urgent care
center, skilled nursing facility, or the outpatient departmentof a hospital, otherthana hospital’s emergency room.

B. Involves you receiving physical, speech, or occupational therapy.

Totally Disabled / Total Disability: beingunable dueto i/lness orinjury to perform the essential functions of any job or,
foreligibledependents and retirees, to carry on most of the normal activities of a person of the same age and sex, as
determined by us. You arenottotally disabledif you areworkingon eithera full-time or part-timebasis for wage or profit
foranyone, including working for yourself. To qualify as a totally disabled person, youmust be underthe regular care of a
health care practitioner. We have theright to examineany covered person who claims that he/she is totally disabled as
often as reasonably required for us to determine whether or not thatperson meets this definition. Such examinations may

include, having health care providers or vocational experts examine that person.

Transitional Treatment: services for the treatment of nervous or mental disorders and substance use disorders that are
directly provided to you in a less restrictive manner than inpatient hospital services but in a more intensive manner than
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outpatient services, if both the program and the facility are approved by the Department of Health Services as defined in the
Wis. Admin. Code INS 3.37. Transitional treatmentincludes any of the following health care services if provided by a
health care provider certified by the Department of Health Services:

A. Mental health services for covered adults in a day treatment program.
B. Mental health services for covered children and adolescents in a day treatment program.

C. Services for covered persons with chronic nervous or mental disorders provided through a community support
program.

D. Residentialtreatment programs for thetherapeutic treatment ofa covered person's nervous or mental disorders
and/or substance use disorders, including therapeutic communities and transitional facilities.

E. Services for substance use disorders provided in a day treatment program.
Intensive outpatient programs for substance use disorders and for treatment of nervous or mental disorders.

G. Coordinated emergency mental health services which are provided by a licensed mental health professional for
covered persons who are experiencing a mental health crisis orwho are in a situation likely to turn into a mental
health crisis if support is not provided.

Transitional treatment also includes out-of-state services and programs thatare substantially similarto A)through G)above
if the health care provider is in compliance with similar requirements of the state in which the health care provider is
located.

Transplant Services: approved health careservices for which a prior authorizationhas been received and approved for
transplants when ordered by a physician. Such services include, but are not limited to, hospital charges, health care

practitioner's charges, organ and tissue acquisition, tissue typing, and ancillary services.

Treatment: managementand care directly provided to you by a health care practitioner for purposes of diagnosing,
healing, curing, and/or combating an illness or injury, as determined by us.

Urgent Care: care received foranil/ness or injury with symptoms of sudden orrecent onset that require medical care the
same day.

Urgent Claim: any pre-service claim for medical care or treatment with respect to which the application of the time
periods formaking decisions described in Section 11. C. 3. (Claim Filing and Processing Procedures / Claim Processing
Procedure / Pre-Service Claims):

A. Could seriously jeopardize the life or health of the claimant or the ability of the claimant to regain maximum
function.

B. Intheopinionofahealth care practitioner with actual knowledge of the claimant’s medical condition, would
subject the claimant to severe pain thatcannot be adequately managed without the care or treatment that is the
subject of the claim.

Waiting Period: a period of time that must pass before an individual is eligible to be covered for benefits under the
provisions of the Policy.
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15. WISCONSIN DEPARTMENT OF INSURANCE CONTACT
INFORMATION

Youmayresolve your problem by takingthe steps outlinedin Sections 11. (Claim Filing and Processing Procedures), 12.
(Internal Grievance and Appeals Procedures), and 13. (Independent External Review).

You may also contact the OFFICE OF THE COMMISSIONER OF INSURANCE, a state agency which enforces
Wisconsin's insurance laws, and file a complaint.

You can file a complaint electronically with the OFFICE OF THE COMMISSIONER OF INSURANCE at its website
at http://oci.wigov/, or by writing to:

Office of the Commissioner of Insurance
Complaints Department
P.O.Box 7873
Madison, WI 53707-7873

Or you can call 800-236-8517 outside of Madison or 608-266-0103 in Madison and request a complaint form.
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