WPS ELEQI\L]TH Individual — POS POlicy
WPS Health Plan, Inc.
1400 Lombardi Avenue, Suite 50, Green Bay, WI 54304

IMPORTANT NOTICE: You are covered undera point ofservice (“POS”) policy issued by WPS Health Plan. This
Policy describes the essential features of such insurance.

Your Right to Return This Policy. Pleaseread this Policy right away. If you're not satisfied with this Policy foranyreason,
you may returnit by notifyingus in writing or by calling the number shown on youridentification card within 10 days a fter
you receive your new member materials. If you notify us within that 10-day period, we will cancel your coverage under this
Policy and refund all premium payments that you've made to us forit. The Policy will becomenullandvoid andno coverage

will be providedto you under it.

The Policy provides benefits for covered health care services youreceive from participating providers and non-participating
providers. Fora list of participating providers and information about how to selectone, please visit at
wpshealth.com/healthplan or contact our Customer Service Department by calling the telephone number shown on your WPS
Health Plan identification card.

This Policy includes a Schedule of Benefits. It may also include one orseveral endorsements. Please read all of these
documents carefully so you know and understand your coverage.

Unless otherwise stated, WPS Health Plan (hereinafter “WPS”, “we”, “our”, or “us”) will not pay formost health care
servicesunder the Policy until you have paid certain out-of-pocket amounts, called annual deductibles. Pleasesee the
Schedule of Benefits to determine your annual deductible amounts. Other cost sharing aspects ofthe Policy,suchas
coinsuranceand copayments, are discussed in Section 4. (Payment of Benefits). Please review that section carefully so that

you understand whatyour share of each health care expense will be underthe Policy.

The amountwe pay fora covered health care servicewill always be limited to the maximum allowable fee, as defined in
Section 14. (Definitions). Thisamountmaybe 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 onyour WPS identification card.

This Policy does not include pediatric dental services as required under the federal Patient Protection and Affordable Care
Act. This coverage is available in the insurance market and can be purchased as a stand-alone product. Please contact your
agent orthe Federally-Facilitated Marketplace if you wish to purchase pediatric dental coverageora stand-alone dental

services product.

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

THIS POLICY IS RENEWABLE WITH CONSENT OF WPSHEALTHPLAN AS STATED INSECTION9.
(PREMIUMS, RENEWAL AND GRACE PERIOD PROVISIONS)

WPS Health Plan, Inc.

Wik € Humadi

Michael F. Hamerlik
President
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1. GENERAL INFORMATION

A. General Description of Coverage

This Policy is part of thecontract between WPS and the subscriber named on the WPS identificationcard. Inreturnforthe
subscriber's premium payments and each coveredperson’s compliance with all of the terms, conditions and provisions of
this Policy, each coveredpersonis insured forthe benefits described in this Policy.

This Policy describes the two benefitlevels. One benefit level applied whenyoureceive covered health care services from
a participating provider. The other benefit level applies when youreceive covered health care services froma non-
participating provider.

Coverage is subject to all terms, conditions and provisions of this Policy. This Policy replacesand supersedes any policies
we issued to the subscriber before the effective date of this Policy and any written or oralrepresentations that we or our
representatives made.

B. Effective Date

Afterthe applicant applies for coverage, we will review his/herapplication and determine whether those named on the
application are eligible for coverage. This Policy will only be issued if we approveall persons named onthe application for
coverage. Once it is issued, the effective date of this Policy will be the effective date stated in the subscriber’s application
forcoverage, as determined by us.

C. Entire Contract

The entire contract betweenyouandus is madeup ofthis Policy, the Schedule of Benefits, any endorsements, your
application, and any supplemental applications.

D. How to Use This Policy

You should read this Policy, including its Schedule of Benefits and all endorsements, carefully and completely. The
provisions of this Policy are interrelated. This means that each provisionis subjectto all of the other provisions. Therefore,
readingjust one ortwo provisions maynotgive you a fullunderstanding ofyour coverage under the Policy.

Each italicized term used in this Policy has a special meaning, which is explained in Section 14. (Definitions) or in the
definitions section of the relevantsubsection. Wheneveryoucome acrossanitalicized word, please review its definition
carefully so you understand what it means.

LR N3

Throughoutthis Policy, the terms “you” and “your” refer to any covered person. Theterms “we”, “us”,and “our” refer to
WPS HealthPlan (“WPS”).

E. 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 onyouridentification card You canalso find lots ofadditional information and answers to
common questions on our website, wpshealth.com/healthplan. We also recommend that youregister foran WPS online
member account, where you canaccess your Explanation of Benefits (EOBs) and policy materials, check your claims

processing status, find a participating provider, verify Policy benefits, and check your deductible.

F. Your Choice of Health Care Providers Affects Your Benefits

Participating providers are health care providers who are part of our network asshown on your WPS identification card.
See Section 14. (Definitions) for more information.
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Ifyou use a participating provider, covered charges willbe payable under this Policy based onthe provider’s a greement
with us, subjectto any deductible, coinsurance,and copayment provisions. If there is a difference between theamount we
allow and theamount theparticipating provider bills, you are notresponsible for that amount.

Non-participating providers are health care providers whohave not agreed to participate in the health care network shown
on your WPS identification card.

Ifyouuse a non-participating provider, covered charges will be payable under this policy up to the maximum out-of-
networkallowable fee as defined in Section 14. (Definitions). If there is a difference between the amount that we pay and
the amount that the non-participating provider bills, you are responsible for thatamount.

G. Covered Expenses

The Policy only provides benefits for certain health care services. Just because a health care provider has performed or
prescribed a health care service does notmeanthatit will be covered underthe Policy. Likewise, just because a health
care service is the only available health care service foryourillness orinjury does not mean that the sealth care service
will be coveredunder the Policy. We have the sole and exclusive right to interpret and apply the Policy's provisions and to
makefactual 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 careservices: (1) at theparticipating providerlevel of benefits fora health care serviceprovidedby a
non-participating provider; or (2) that arenot coveredunder the Policy, to the limited extent provided in Section 5. C.
(Covered Expenses/ Alternative Care). The factthat we providesuch coveragein one case will not require us to do so in
any other case, regardless ofany similarities between the two.

We have full discretionary authority to arrange for other persons or entities to provide administrative services related to the
Policy, including claims processing and utilization management withoutnotice 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 accepting this Policy, you agree to cooperate fully with those persons or entities in the performance oftheir
responsibilities.

2. ENROLLMENTOPTIONS

A. Annual Enrollment Period

Each yearthe subscriber will havean enrollment period in which he/she can enroll dependents who did notenrollunder
this Policy when first eligible. The annualenrollment periodalso provides anopportunity fora subscriber to change to a
differenthealth insurance plan. The annualenrollment periodandthe effectivedateof coverage are determined by federal
law.

B. Special Enrollment Periods

If the subscriber does not requestenrollment during the annual enrollment period, his/her dependent(s) must wait to enroll
forcoverage during the next annual enrollment period unless he/she becomes eligible for special enrollment, as described

below.
A specialenrollmentperiodis available for the following reasons:

1. A subscriberora dependent loses minimum essential coverage or certain government-sponsored pregnancy-
related ormedically needy coverage. This doesnot include a loss of coverage due to rescission, failure to pay
premiums on a timely basis or voluntary loss of coverage;

2. A subscriber gains a dependent through marriage, birth, adoption or placement for adoption, placement in foster
care, orchild supportorothercourtorder Ifthe subscriber gains a dependent through marriage, one spousemust
meet one ofthe following:

a. Hadminimum essential coverage forone ormore days duringthe 60 days preceding the date ofthe marriage;
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10.
11.

12.

b. Wasliving outside ofthe United States ora United States territory prior to the marria ge;
c¢. IsanIndianasdefinedby section4. ofthe Indian Health Care Improvement Act;or

d. Wasliving forone ormore days during the 60 days precedingthe date of marriage in a service area where no
qualified health plan was available through a Health Insurance Marketplace.

Yourenrollment ornon-enrollment in a qualified healthplan is unintentional, inadvertent, or erroneous and is the
result of the error, misrepresentation, or inaction of an officer, employee, oragent of the Health Insurance
Marketplaceorthe Departmentof Health and Human Services, or its instrumentalities as evaluated and
determined by the Health Insurance Marketplace. In such cases, the Health Insurance Marketplacemay take such
action as may be necessary to corrector eliminatethe effects of such error, misrepresentation, or inaction;

You adequately demonstrate to the Health Insurance Marketplace that we substantially violated a material
provision of your contract with us;

You are determined newly ineligible for advance payments of the premium tax credit orhada change in eligibility
for cost sharingreductions, regardless of whether the subscriber is already enrolled in a qualified health plan;

You gain access to new qualified healthplans as aresult of a permanentmove, and either:

a. Hadminimum essential coverage forone ormore days duringthe 60 days preceding the date ofthe pemmanent
move;

b. Wasliving outside ofthe United States ora United States territory atthe time of a permanentmove;
c¢. IsanIndianasdefinedby section4. of the Indian Health Care Improvement Act;or

d. Wasliving forone ormore days duringthe 60 days precedingthe date of marriage in a service area where no
qualified health plan was available through a Health Insurance Marketplace.

Movingsolely formedical treatmentor vacationdoes not qualify.
A subscriber’srenewal of a non-calendar year plan;
You gain access to new qualified health plans dueto no longerbeingincarcerated,

You are the victim of domestic abuse or spousal abandonment enrolled in minimum essential coverage seeking to
enrollin coverage separate from theperpetrator of the abuse or abandonment;

You exhaust any group continuation coverage required by any state or federal law;

You apply for coverage with the Health Insurance Marketplace during the annual open enrollment period ordue
to a qualifyingevent, are assessed by the Health Insurance Marketplace as potentially eligible for Medicaid or
Children’s Health Insurance Program (CHIP), and are determined ineligible for Medicaid or CHIP after open
enrollmenthas ended ormorethan 60 days after the qualifyingevent; or

You apply for Medicaid or CHIP coverage during the annual open enrollmentperiod and are determined ineligible
forMedicaid or CHIP after open enrollment has ended.

Except forbirth of a child, as stated below, the subscriber must request enrollment within 60 days a fieroneof theevents
listed above. Ifhe/she does not requestenrollment within this time, he/she or his/her dependents will have to wait untilthe
nextannual enrollmentperiod. If he/sherequests enrollment within the 60-day time frame, the effective date of coverage
will be determined as follows, unless the Health Insurance Marketplace authorizes a different date:

1.

In the case ofbirth, adoption, placement for adoption, placementin foster care or court order, the effective date of
coverage is either (a) the date ofbirth, adoption, placement for adoption, placementin foster care, or effective date

of the court order, or (b) at the requestof thesubscriber, the first of the month following planselection.

Forall specialenrollmentreasons not addressed in Paragraph 1. the effective date of coverageis the first day of
the month following plan selection.
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C. Birth of a Child

1. [Ifa subscriberhas family coverage, coverage is provided fora newborn biological child who meets thedefinition
of eligible dependent from themoment ofthat child’s birth. You should notifyus of the child’s birth.

2. [Ifa subscriberhas single coverage,coverage is provided fora newborn biological child who meets the definition
of eligible dependent from themoment ofthat child’s birth and for the next 60 days of that child’s life

immediately followingthatchild’s date of birth.

To add a newborn biological child, youmust submit anapplicationand pay any required premium within 60 days
afterthedateof birth. Ifyou fail to notify us and do not make any required paymentbeyond the 60-day period,
coverage will end, unless youmake all pastdue payments with 5.5% interest, within oneyear of the child's birth.
In this case, benefits are retroactiveto the date of birth. If we do not receivethe application within one year a fter
the child’s birth, the newborn may notbe added until the nextannual enrollmentperiod.

D. Adoption of a Child or a Child Placed for Adoption or Foster Care

If a subscriber wishes to obtain coverage fora childbecause ofthe child s adoption, placement for adoption, or placement
in foster care, we must receive an application listing the childthe subscriber wants to enroll within 60 days after the date of
the adoptionorplacement for adoption. The effectivedate for coverage will be one of the following: (a)thedatea court
makesa final order grantingadoption ofthe childby the subscriber; (b) the datethatthe child is placed for adoption with
the subscriber; or(c) a later dateelected by the subscriber. 1fwe receive the applicationa fter the 60-day enrollment period
ends, the child maynotbe added untilthe nextannual enrollmentperiod.

[fthe adoption ofa childwho is placed for adoption or foster care with the subscriberis not finalized, the child ’s coverage

will terminate whenthechild’s placementfor adoption or foster care with the subscriber terminates.

E. Court Order

To the extent required by Wis. Stat. § 632.897(10)(am), a subscriber may change from single coverageto family coverage
to coverthe health care expenses of his/her child if a court orders him/herto do so and we determine, in our discretion, that
the child is an eligible dependent under the Policy.

In orderto obtain coverage, the subscriber, the child's other parent, the Wisconsin Department of Children and Families, or
the county child supportagency under Wis. Stat. § 59.53(5) mustsubmit the following to us a fter the applicable court order
is issued: (a)a completed application listingall e/igible dependents the subscriber wishes to cover; (b) a copy of the court
order; and(c) paymentfortheappropriate premium.

The effectivedate of family coverageunderthis paragraph will be eitherthe datethatcourt orderis issued; oranother
coverage datecontained in that courtorder. Suchcoverage will continuein effect until the earliest of the following dates:

1. Thedateupon whichthe subscriberis no longer eligible for family coverageunderthePolicy;
2. The date upon whichthe court order expires;

3. Thedate upon whichthe child obtains coverage under another group policy orindividual policy that provides
comparable health care coverage, as applicable; or

4. The date upon whichthe child s coverage ends sooner in accordance with Section 8. (When Coverage Ends).

The subscriber must notify us in writing as soon as reasonably possible a fter he/shebecomes aware thatthe applicable
court orderis expiring and/or thatother health care coverage is becoming effective for thatchild.
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A.

3. OBTAINING SERVICES

Choosing a Primary Care Practitioner

Each covered personmustchoosea primary care practitioner (PCP) from our directory of participating providers and
notify us of his/herselection. You may choose any PCP who participates in our network and who is available to accept
you. Forchildren,a subscriber may designate a participating pediatricianas the child’s PCP. Pleasenote that if youdo
not choose a PCP,we may designate oneforyou.

Regardless of whoyouchoose as your PCP, no referral is required to receive health care services from a participating
provider who is licensed under Wisconsin Statutes ch. 448 and who specializes in obstetrics and gynecology.

Fora complete list of PCPs in your network, please use the “Find A Doctor”’tool on our website or contact Customer
Service. Although youmay change your PCP atanytime, we encourage you to establish a relationship with one PCP.

You must notifyus eachtime you selecta different PCP.

B.

Participating Provider Benefits

Unless otherwise stated in the Policy, the participating provider benefits shownin your Schedule of Benefits are
applicable only whenyoureceive health care services from:

a. A participating provider;

b. A non-participating provider if youhave submitted and we have approved a referralto seek health care
services from that provider. We will only approve health care services provided by a non-participating
provider whenthose health care services arenotavailable from a participating provider and are necessary to
treat youri/lness orinjury;

c¢. Aradiologist, pathologist, oranesthesiologist when ordered by a participating provider;

d. Aradiologist, pathologist, or anesthesiologist who is on staffata non-participating sospital if youhave
submitted and we have approved a referralto seek health care servicesat that non-participating hospital,

e. A non-participating provider if youare receiving emergency medical care;
f. A non-participating provider if youare receiving airambulance services.

Participating providers are notpermitted to bill you forany medicallynecessary covered expenses above the
maximum allowable fee. Health care services you receive from participating providers are only subjectto your
cost sharing. See Section 4. (Paymentof Benefits) for additional information aboutthe costs youare responsible
forunderthe Policy.

Non-participating providers maybill you for the difference between the amountbilled and the amountthat we
determine to be the maximum out-of-networkallowable fee, as shown in paragraph C., below, evenif the services
are applied to your participating provider benefits under paragraph 1.,above, except as stated in Paragraph4.
below.

Non-participating providers providing: (a) emergency medical care, (b) airambulance services, or (c) healthcare
services at a participating facility, are not permitted to bill you forany covered expenses abovethe qualifying
paymentamount. Exception: if a covered person signs the provider’s No Surprises Act notice and consent form,
health care services provided under c. will be covered subject to paragraph C. below. Suchhealth care services
are only subjectto yourparticipating provider cost sharingamount. See Section4. (Payment of Benefits) for
additional information aboutthe costs you are responsible forunderthe Policy.

Non-Participating Provider Benefits

If, youreceive health careservices from a non-participating provider, benefits are limited to the maximum out-
of-networkallowable feeand youwill be responsible for paying any difference between thatamount and the
chargebilled. Forexample, if the non-participating provider’s charge is $1,000 and the maximum out-of-
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networkallowable fee is $700, youwill be responsible for paying the remaining balance of $300 in addition to
any applicable cost sharingamounts.

2. Ifyoureceive covered: (a) emergency medical care,(b) airambulance services or(¢) health care services ata
participating facility, from a non-participating provider, benefits are limited to the qualifying payment amount.
You will not incurany greater costs thanif the covered servicehad beenprovided by a participating provider.

3. Ifyousign the non-participating provider’s No Surprises Act notice and consent form, benefits will be subject
to paragraph 1.aboveforthe health careservices described in the form. Exception: Thenotice and consent form
will not apply tothe following ancillary services provided by a non-participating provider ata participating
facility:(a) health care services related toemergency medicine, anesthesiology, pathology, radiology, and
neonatology;(b) ealth care services provided by assistant surgeons, hospitalists, and intensivists; (c) dia gnostic
services, includingradiology and laboratory services, and health care services provided by a non-participating
provider whena participating provider is unavailable at the participating facility.

D. Prior Authorization

1. Whatis Prior Authorization? Prior authorizationisthe process we use to determine if a prescribed kealth care
service, including certain prescription legend drugs, is covered under the Policy before you receive it. This
process is intended to protect you from unnecessary, ineffective, and unsafe services and to preventyou from
becomingresponsible fora large bill for health care services orprescription legend drugs, thatare not covered by
the Policy.

2. WhenDo I Have to Obtain Prior Authorization? You are requiredto obtain prior authorization before you
visit certain health careproviders orreceive certain health care services, such as planned inpatient admissions,
pain management, spinal surgery, new technologies (which maybe considered
experimental/investigational/unproven), non-emergency ambulance services, high-costdurable 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 wpshealthplan.com/healthplan. Please referto this website often, as we have
full discretionary authority to changeit from timeto time without noticeto you.

3. Howdo I Request Prior Authorization?

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

c. Prescription Legend Drugs: Prescription legend drugs that require prior authorization are noted on our
website at wpshealth.com/healthplan. Your zealth care practitioner should contact us or our delegate, as
indicated, to initiate the process. To findoutaboutthe priorauthorization process for prescription legend

drugs,see Section 5. KK (Covered Expenses / Prescription Legend Drugs and Supplies).

4. WhatHappens After My Provider Submits the Prior Authorization Request? Afterwe,orourdelegate,
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 thetimeframe
required by law. See Sections 11.(Claim Filingand 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 haveapproved the prior

authorizationrequest before you obtain theapplicable health care services.

6. My Prior Authorization Request Was Approved — Now What? Ifwe, orourdelegate, approve your request,
our prior authorization will only be valid for: (a) the covered person for whom the prior authorization was made;

26535-085-2201



(b) the health care services specified in the priorauthorization and approved by us; and (c) the specific period of
time and service locationapproved by us.

A standingauthorization is subject to the same prior authorization requirements stated above. Ifwe approvea
standing authorization, you mayrequestthatthe designated specialist provide primary care services,as longas
your health care provider agrees.

7. My Prior Authorization Request Was Denied— Now What? If we disapprove yourrequest fora health care
service,you canrequestthat we review andreconsider the denial of benefits by following the procedures outlined
in Sections 1 1. (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 beingpaid under the Policy. If, however, benefits aredenied solely
because you did not obtain our prior authorization, you can request that we review and reconsider thedenial of
benefits by following the procedures outlined in Sections 11. (Claim Filingand Processing Procedures)and 12.
(Internal Grievance and Appeals Procedures). If we determine that the health care service would have been
covered underthe Policy if youhad 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 donotneeda priorauthorization
from us orany otherperson (including your sealth care practitioner) to obtain the following:

a. Obstetrical or gynecological (OB/GYN) care from a participating provider who specializes in obstetrics or
gynecology. The participating provider, however, may be required to comply with certain procedures,
includingobtaininga prior authorization for certain health care services, following a pre-approved treatment
plan,ormakingreferrals. Fora list of participating OB/GYN providers, use the “Find A Doctor” tool on our
website or contact Customer Service.

b. Emergencymedical careorurgent care atanemergency orurgent care facility.

E. Referrals

Situations notrelated to a medical emergency may arise that make it medically necessaryforyouto obtain health care
services from a non-participating provider. Forexample, this might occurif there isnot a participating provider with the
expertise to provide health care services thatare medicallynecessary and a covered expense. We have full discretionary
authority to provide coverage for health care services provided by a non-participating provider at the participating
providerlevel of benefits.

In orderto forusto provide coverage atthe participating provider level of benefits, the health care services mustbe
medically necessary,as detemmined by us,andreceived duringa period of time specified by us. Also, priorto yourreceipt
of'the health care services, a referralmustbe: (1) requested by a participating provider, (2) provided tous in writing, and
(3) approvedby us in writing, If youreceive health care services from a non-participating provider, thenon-participating
provider may billyou forthe difference between the chargeand the amount we determineto be the maximum allowable

fee.

If we disapprove yourreferral, you can request us to review and reconsider the referral by following the procedures
outlined in Sections 11.(Claim Filingand Processing Procedures) and 12. (Internal Grievance and Appeals Procedures).

F. Coding Errors

In some cases, we maydenya claim if we determine thatthe health care provider orits agentdid not usethe appropriate
billing code to identify the health careservice provided toyou. We follow the coding guidelines ofthe 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).
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G. 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 costeffective. You will
receive benefits underthePolicy only when health care services are determined tobe medically necessary. The factthata
health care provider has prescribed, ordered, recommended, orapproved a health care service orhas 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 healthcare
service thatwe determineis not medicallynecessary, youwill be responsible for paying all charges and no benefits will be
paid underthe Policy.

H. Continuity of Care

Ifa health care provider leaves our network, youmay, under the following circumstances, continue to receive care from
that health care provider at the participating provider benefit level fora designated period of time. The continuity ofcare
provisions outlined below do not apply when: (1) the health care provider no longer practices within the geographical
service area; or(2) the health careprovider’s participation with us is terminated because of his/her misconduct.

1. Primary Care Practitioner (PCP). We will continue tocover health care services provided by a participating
primary care practitioneruntilthe end of the plan year for which we represented that the health care practitioner
was,orwould be, a participating provider.

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

after the participation in our network terminates.

3. Maternity Services. We will continue tocoverservices fora covered personwho is in the second or third
trimester of pregnancy until the completion of postpartum care for the covered person and theinfant.

4. PAYMENT OF BENEFITS

Any payment of benefits under the Policy is subjectto: (1) the applicable deductible; (2) the applicable coinsurance;(3) the
applicable copayment; (4) your out-of-pocket limit; (5) exclusions; (6) our prior authorization requirements; (7) our
maximum allowable fee; (8) all other limitations shown in your Schedule of Benefits;and (9) all other terms, conditions and
provisions of the Policy.

A. Deductible

Each calendar year,youarerequiredto 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 copayment and/or coinsurance
amounts shown in your Schedule of Benefits.

The participating provider and non-participating provider deductibles are separate. However, charges for health care
services provided by a non-participating provider and paid at the participating provider level of benefits shallbe applied to
the participating provider deductible shownin the Schedule of Benefits.

B. Coinsurance

When yourdeductibleis satisfied, youwill be responsible for the coinsuranceamounts shown in your Schedule of Benefits.
Coinsurance will apply unless your out-of-pocket limit is satisfied.
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C. Copayments

Your copayments (if applicable) are set forthin your Schedule of Benefits. Any applicable copayments will applyunless
your out-of-pocket limit is satisfied.

You mayhave a copayment whenyou get a prescription filled. See Section 5. KK. (Covered Expenses/ Prescription
Legend Drugs and Supplies) for information about prescription copayments.

If youreceive health careservices at a hospital-based outpatient clinic or location, youmay be billed two separate charges
—one forthe health carepractitioner and one forthe facility. Forhealth care services other emergency room care, the
copaymentonly applies to thevisit charge billed by the health carepractitioner. Charges forthe 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 aboutemergency room copayments.

D. Out-of-Pocket Limits

Each calendaryear,youarerequiredto pay yourapplicable cost sharingup to the out-of-pocket limit shown in your
Schedule of Benefits. Whenyourout-of-pocketlimitis satisfied, cost sharing will not apply and we will pay benefits up to
the maximum allowable feetor covered health careservices, subjectto all other terms, conditions and provisions of the
Policy.

Chargesfor health care services provided by a non-participating provider and paid at the participating provider level of
benefits shallbe applied to the participating provider out-of-pocket limitshownin the Schedule of Benefits.

E. Maximum Allowable Fee

We’ll pay charges forthe covered expenses described in Section 5. (Covered Expenses) up to the maximum allowable fee,
subject toyour cost sharingas described above. If youreceivehealth care services from a non-participating provider, you
are solely responsible for paying any chargethatexceeds the maximum out-of-networkallowable fee. Regardless of what
health care provider you see, you are also solely responsible for payingany chargefora health careservice that we do not
coverunderthe Policy.

You may contact us before receivinga health care serviceto determineif the health care provider’s estimated chargeis
less than orequalto themaximum allowable fee. In order forus to makethis determination youwill need to provide us with
the following information: (1) the estimated amountthatyour health care provider will bill forthe health careservice;

(2) the procedure code, if applicable; (3) the name of the health care provider providing the service; and (4) the facility
where the service will be provided.

5. COVERED EXPENSES

F o Health careservices described in this Section 5. arecovered expenses aslongas
Hoalth care services mustbe they are medically necessary,ordered and providedby a health careprovider
medically necessary as determined licensed to providethem and not subjectto anexclusionor limitation outlined in
by us to be a covered expense. this Section 5. and Section 6. (General Exclusions). If a health care serviceisnot
listed in this Section 5., it is not covered under the Policy andno benefits are
payable forit.

Please note that any of the health care services listed below may require our prior authorization. Pleasesee Section 3.
D. (Obtaining Services/ Prior Authorization) for detailed information about our prior authorizations. Additionally,
all benefits are subject tothe cost sharing amounts, out-of-pocket limits and all other provisions stated in the Schedule of
Benefits. See Section 4. (Paymentof Benefits) for anexplanation ofthese cost sharing structures.

A. Alcoholism Treatment

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

Therapy andtesting for treatment of allergies.

C. Alternative Care

Ifyourattending health care practitioner advises youto consider alternative care foranil/ness or injury that includes
health care services notcovered under the Policy, yourattending health carepractitioner should contact us so we can
discuss it with him/her. We have full discretionary authority to consider paying for suchnon-covered ealth care services
and we may consider analternative care planif we find that:

1. Therecommendedalternative care offers a medical therapeutic value equal to or greater than the current treatment
or confinement,

2. The current treatmentor confinement is covered under the Policy;

3. Thecurrent treatmentor confinement may bechanged without jeopardizing your health; and

4. The healthcareservices providedunderthealternative care plan willbe 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 caredecisionmust be approved by you, theattending health care practitioner,and us before such
alternative care begins.
D. Ambulance Services

1. Covered AmbulanceServices:
a. Ambulanceservicesused to transport youwhenyouare sick orinjured:

1) From yourhome orthe scene of anaccidentor medical emergencyto a

hospital; ——
Non-emergency transports may
2) Between hospitals, require prior authorization.

See wpshealth.com/healthplan
3) Between a hospital anda skilled nursing facility,

4) Between a hospital andspecialty care practitioner whose treatment is fora
life-threatening condition;

5) From a hospitalora skilled nursing facilityto yourhomefor hospicecare;

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 thedialysis facility back to the skilled
nursingfacility; or

8) Between a skilled nursing facilityand a specialty carepractitioner whose treatmentis fora [ife-
threatening condition.

b. Yourambulance services benefits include coverage of any emergency medical caredirectly providedto 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 emergencymedical careseparate from thetransport services, benefits will be payable as stated
elsewhere in the applicableprovisions of the Policy.

¢. Ambulanceservices foremergency transports mustbe madeto the closest local facility or participating
providerthat can provide health care services appropriate for youril/ness or injury, as determined by us. If
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none of these facilities are located in your localarea, you are covered for transports to the closest facility
outside yourlocalarea.

2. Ambulance Services Exclusions:

a. When you canuse anothertypeof transportation without endangering your health

b. When ambulance services are used solely forthe personal convenience or preference of you, a family
member, health care practitioner, or other health care provider

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 notethatany emergency medical
careprovidedto you willbe payable under Section5. 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 in Paragraph 1 below (Covered Autism Services) for
covered persons whohave 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 ofthe following categories: intelligence, parent report, language skills,
adaptivebehavioranddirect observation ofthe coveredperson. Please see Wisconsin Administrative CodeIns.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 in Paragraph 2 below (Autism Services Exclusions), except for durable medical equipment and
prescriptionlegend drugs. Pleasesee 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 ageof the
covered person and empirically valid for diagnosing autism spectrum disorders consistent with the criteria
provided in the mostrecent edition ofthe Diagnostic 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 coveredperson and us.

b. Intensive-levelservices. We will provide up to fouryears of intensive-level services that commence a fter you
aretwo years ofage and before you are nine years of age. The majority oftheservices mustbe provided to
you when your parentor legal guardianis present andengaged. While receiving intensive-level services, you
must be directly observed by the qualified provideratleastonce every two months. In addition, the intensive-
levelservices 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) Based ona treatment plan developed by a qualified provider or professional as defined by state law that
includes an average of20 or more hours per week overa six-month period oftime with specific
cognitive, social, communicative, self-care or behavioral goals thatare clearly defined, directly observed
and continually measured. Treatmentplans shallrequire that you be present and engaged in the
intervention.
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4
5)

6)

Provided in an environmentmost conduciveto achieving the goals of your treatment plan.

Assessed and documented throughoutthe course of treatment. We mayrequest and review your
treatmentplanandthe summary of progress on a periodic basis.

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

c¢. Concomitant services by a qualified therapist. We will coverservices by a qualified therapist whenallthe
followingare true:

1))
2)
3)

4)

The services are provided concomitant with intensive-level evidence-based behavioral therapy;
You havea primary diagnosis of an autism spectrum disorder;

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

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

d. Non-intensive-levelservices. You are eligible fornon-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: (i) afterthe completionof
intensive-level services, as longas the non-intensive-level services are designed to sustain and maximize
gains made during the intensive-level treatment; or (ii) if you havenotand willnot receive intensive-level
services but non-intensive-level services will improve your condition. Non-intensive-level services must be
all of the following:

1)

2)

3)
4)

3)
6)

Based upon a treatment planand include specific therapy goals that are clearly defined, directly observed
and continually measured and that address the characteristics of autism spectrum disorders. Treatment
plans shallrequire that you bepresent and engaged in the intervention.

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

Provided in an environment most conduciveto achieving the goals of your treatment plan.

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

Designed to providesupervision for qualified professionals and pamaprofessionals in the treatment team.

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

2. Autism Services Exclusions:

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

a. Acupuncture

b. Animal-basedthemapy including hippotherapy

¢. Auditory integration training

d. Chelation therapy

e. Child care fees

f. Cranialsacraltherapy
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Hyperbaric oxygen therapy

h. Custodial care orrespite care

i. Specialdiets orsupplements

j. Providertravelexpenses

k. Therapy, treatment orservices whenprovided toa covered person who is residing in a residential treatment
center, inpatient treatment or day treatment facility

1. Costsforthe facility orlocationor forthe use ofa facility or location when treatment, therapy orservices are
provided outside of yourhome

m. Claimsthathave been determined by usto be fraudulent

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

G. Behavioral Health Services

1. Covered Behavioral Health Services:
a. Inpatient hospital services
b. Outpatient services including office visits transitional services may require
¢. Transitional treatment

2. Review Criteriafor Transitional Treatment:

Inpatient, residential and

prior authorization.
See wpshealth.com/healthplan

a. The criteria that we use to determineif a transitionaltreatmentis medicallynecessary and covered under the
Policy include, but are not limited to, whether:

1)
2)

3)
4)
3)
6)

The transitional treatment is certified by the Department of Health Services

The transitional treatment meets the accreditation standards of the Joint Commission on Accreditationof
Healthcare Organizations

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

The multidisciplinary team running the transitional treatmentis under the supervision ofa licensed
psychiatrist practicing in the same state in which the health care provider’s programis located or the

service is provided.

b. Wewill need the following information from the iealth care provider to help us determine if the transitional
treatment is medicallynecessary:

)
2)

3)
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A summary ofthe development of your i/lness and previous treatment,

A well-defined treatment plan listing treatment objectives, goals and duration of the care provided under
the transitional treatment program; and

A list of credentials forthestaffwho participated in the transitional treatment program or service, unless
the program orservice is certified by the Departmentof Health Services.
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3. Behavioral Health Services Exclusions:

The Policy provides no bernefits forany of theitems listed below. These exclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Health careservicesto treat academic problems notdueto a clinically diagnosed nervous or mental disorder,
or healthcareservices a child’s schoolis legally required to provide, whether ornot the school actually
provides them and whether ornota covered person chooses to usethose services.

b. Behavioral health careservices or treatment for, or in connection with, developmental delays. Pleasesee
Section 5. SS. (Therapy Services), which provides benefits for other health care services provided for or in
connection with developmentaldelays.

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 careservices donotenhancethe treatment of another covered person under the Policy.

H. Blood and Blood Plasma

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

1. Cardiac Rehabilitation Services
1. Covered CardiacRehabilitation Services:

a. Phasel cardiac rehabilitation sessions while youare confined as aninpatientin a hospital; and

b. Upto 36 supervisedand monitored Phasell cardiac rehabilitation sessions per covered il//ness while you are
an outpatient receiving services in a facility with a facility-approved cardiac rehabilita tion program.

2. Cardiac Rehabilitation Exclusions:

The Policy provides no benefits forany of theitems listed below. Theseexclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Cardiac rehabilitation beyond Phase I1.

b. Behavioralorvocational counseling.

J. Chiropractic Services
Fortherapy benefits, please see Section 5. TT. (Therapy Services).

1. Covered Chiropractic Services: Medically necessary services and diagnostic tests provided by a chiropractor.

2. Chiropractic Services Exclusion: The Policy provides no benefits for chiropractic services which are considered
maintenance careor supportive care. This exclusion applies in additionto the exclusions outlined in Section 6.
(General Exclusions).

14
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K. Clinical Trials

Routines patient care costs that you incur while participating in a qualifying clinical
trial forthe treatment of cancer; a life-threatening condition; cardiovascular disease
(cardiac/stroke); surgical musculoskeletal disorders of thespine, hip andknees; or other
diseases ordisorders for which we determine a clinical trialmeets the qualifying - )
clinical trial criteria. Benefits are available only when youare eligible to participate in Cl;?;fi;;figiyofq;;e
an approved clinical trialaccordingto thetrial protocol. vi»shealth. com/healthplan.

—

L. Cognitive Rehabilitation Therapy
Outpatient cognitive rehabilitation therapy following a brain injury or cerebral vascularaccident limited to 20 visits per
calendaryear. No other benefits are payable for cognitive rehabilitation therapy services.

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. SS. (Surgical
Services).

N. Contraceptives for Birth Control

FDA-approved contraceptive methods prescribed by a health care practitioner, includingrelated health care services.
Examples of devices, medications, and health careservices coveredunder this Policy include, butare not limited to:

1. Barriermethods, like diaphragms and sponges

2. Hormonalmethods, like birth control pills and vaginalrings
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 Section5.

QQ. (Surgical Services).

0. Dental Services
Fororal surgery benefits including oral reconstructive maxillofacial surgery, please see Section 5. RR. (Surgical Services).
1. Covered Dental Services:

a. Any ofthe followinghealth care services associated with dental repair or replacement
of yourteethdue to aninjury if treatment is completed within 12 months of the injury
(unless extenuating circumstances exist such as prolonged confinement or the presences

of fixation wires from fracture care):
1) Emergencyexamination

2) Necessarydiagnostic X-rays

3) Endodontic (rootcanal) treatment
4) Temporary splintingofteeth

5) Prefabricated post andcore

15
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6) Simple minimalrestorativeprocedures (fillings)
7) Extractions
8) Post-traumatic crowns if such arethe only clinically acceptable treatment

9) Replacementoflostteeth due to the injury by implant, dentures or bridges

Hospitalorsurgical center charges incurred, and anesthetics provided, in conjunction with dental carethatis
provided toyouin a hospitalorsurgical center if any of the followingapply:

1) Youarea childunderthe age of five
2) Youhavea chronic disability thatmeets all of the following:

a) Isattributable to a mental or physical impairment or combination of mentaland physical
impairments;

b) Islikely to continue indefinitely; and

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

3) Youhavea medical conditionthat requires confinement in a hospital ora medical condition that requires
general anesthesia for dental care.

Dental care(oral examination, X-rays, extractions and non-surgical elimination of oral infection) required for
the direct treatment of a medical condition for which benefits are available under the Policy, limited to:

(a) transplantpreparation; (b) prior to the initiation of immunosuppressive drugs; and (c) the direct treatment
of acute traumatic injury, cancer or cleft palate.

3. Dental Services Exclusions:

The Policy provides no benefits forany of theitems listed below. Theseexclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. The generaldentalcare andtreatmentof teeth, gums, oralveolar process including dentures, appliances, or
suppliesusedin such care or treatment.
b. Injury ordamage to teeth (natural or otherwise) caused by chewing food or similar substances.
c. Dentalimplants or otherimplant-related procedures, exceptas specifically stated in Paragraph2.above.
d. Orthodontic treatment (e.g. braces).
e. Tooth extractionof any kind, except as specifically stated in Paragraph 2. above.
f. Periodontalcare.
P. Diabetes Services

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

1. CoveredDiabetes Services:

a.

b.

Purchaseand installation of up to oneinsulin infusion pump per covered personper calendar year.

Continuous glucose monitor.

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

Medical eye exams (dilated retinal examinations).
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€.

f.

Foot care for coveredpersons with diabetes.

Diabetic self-management education programs.

2. Diabetes Services Exclusion:

The Policy provides no benefit for the replacement of equipmentunless medically necessary 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. CoveredDiagnostic Services:

The services mustbe directly providedto youandrelatedto a

covered physicalillness orinjury: P
Certain high-technology imaging may require
a. Radiology(includingx-rays and high-technology prior authorization. See
imagin g)- and wpshealth.com/healthplan
b
b. Labomtory services.

2. DiagnosticServices Exclusions:

The Policy provides no benefits forany of theitems listed below. These exclusions apply in addition to theexclusions
outlined in Section 6. (General Exclusions).

a.

b.

Chargesforcomputer-aided detection (except for screening mammogram interpretation).

Chargesforimagingstudies not for purposesof 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 usedisorders.

S. Durable Medical Equipment

1. CoveredDurable Medical Equipment:

a.

Rentalor, at ouroption, purchase of durable medical equipment thatis prescribed by
a health carepractitioner andneeded in the treatmentof an illness or injury.

Subsequent repairs necessary torestore purchased durable medical equipmentto a i

serviceable condition. ]
Certain durable medical

Replacementof durable medical equipment if such equipment cannot be restored to equipment may Tequite prior

. .. . . . authorization. See
a serviceable condition orif warranty has expired, subjectto approvalby us. wpshealth.com/healthplan

Breastfeeding equipment in conjunction with each birth.

Speech aid devices and tracheo-esophageal voice devices required for treatment of severe speech impediment
or lack of speechdirectly attributed to i/lness orinjury.

2. Durable Medical Equipment Limitations:

a.

b.

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

If the durable medical equipment is purchased, benefits are limited to a single purchase of each type
(includingrepairandreplacement) every threeyears.

17

26535-085-2201



C.

We will pay benefits foronly oneof the following: a manual wheelchair,a motorized wheelchair, a knee
walker, ora motorized scooter, as determined by us.

3. Durable Medical Equipment Exclusions:

The Policy provides no benefits forany of theitems listed below. These exclusions apply in additionto 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: homespinal traction devices or standers; home phototherapy for dermatological
conditions; light boxes designed for Seasonal Affective Disorder; cold therapy (application oflow
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 determineto have special features thatare not medicallynecessary.

Durable medical equipment that we determineto 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 medicalin nature.

Routine periodic maintenance, except for periodic maintenance for oxygen concentrators under a maintenance
agreementwhich consists ofa one-monthrental billed every six months.

Replacementof equipment unless we determine that it is medically necessary.
Replacementof over-the-counter batteries.
Repairs orreplacements due to abuse or misuse as determined by us.

Devices and computers to assist in communication and speech except for speechaid devices and tracheo-
esophageal voice devices for which benefits are provided in Paragraph 1. above.

Blood pressure cuffs and monitors.

Enuresis alarms.

. Trusses.

Ultrasonic nebulizers.

Oralappliances forsnoring,

T. Emergency Medical Care

1. Covered Emergency Medical Care:

a.

Emergencymedical carein an emergencyroom, as described below:

e
1) Benefits are payable for health care services provided in an emergency After your medical emergency has passed,
room as shown in the Schedule of Benefits. Ifa copayment is shown, you will need prior authorization before

receiving additional health care services

this copaymentapplies to the emergencyroomvisit. We will waive the
pay PP gency from a non-participating provider if you

emergencyroomvisit copayment if you are admitted as a resident . 4

. X ] want those health care services to be paid at
patientto the hospital dlrectly from the emergency room. If you are the participating provider level of benefits.
placed in observation care directly from theemergencyroom, the See wpshealth.com/healthplan
emergencyroomvisit copayment, if applicable, will not be waived.

2) Ifyouareadmitted as a resident patient to the hospitaldirectly 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 thatzospital confinement.
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3) Ifyouareoutside ofthe geographical serviceareaand a medical emergency arises thatrequires you to
g0 to an emergency room, you are eligible for coverage regardless of which emergency room youuse.

4) Ifyoureceive healthcareservicesin a country other thanthe United States, please see Section 11. A. 1.
(Claim Filing and Processing Procedures/ Filing Claims/How to File a Claim) for additional
information.

b. Emergencymedical carereceived in a health care practitioner’s office, urgentcare facility, orany place of

service otherthananemergency room will be payable as shown in the Schedule of Benefits.

2. Emergency Medical CareLimitations:

a.

If follow-up care is needed afterthemedical emergency has passed, as determined by us, coverage will be
subjecttoallpolicy terms, conditions,and provisions. This includes butisnot limited to: 1) prior
authorization foradditional health care services and 2) referralrequirements for services provided by a non-
participating provider in order forthose health care services to be paid at theparticipating provider level of
benefits.

Covered health careservices received from a non-participating provider willbe limited to the amounts that
we determine to be the qualifying paymentamount. You willnot be responsible forthe differencebetween
the amount charged and the qualifying payment amount.

Ifan ambulance service is called and you are transported to an emergency room, coverage forany emergency
medical care directly providedto you during your ambulance transport is payable under Section 5. D.
(Ambulance Services). If anambulanceservice is called, butyouare not transported, emergency medical
care provided toyouwill be payable underthis Section5.T., as shown in the Schedule of Benefits.

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 thatthe
results of such testing will directly impact your future treatment. Your health care

practitioner mustdescribe how and why, based on theresults for the genetic testing ——
results, your individual treatment plan would be differentthan your currentor expected Certain genetic services may
treatmentplanbased ona clinical assessment without genetic testing. Upon request, require prior authorization.

the ordering health care provider must submit information regarding the genetic
testing’s clinical validity and clinical utility. Genetic testingthatwe consider

See wpshealth.com/healthplan

experimental/investigational/unproven willnot 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 GeneticServices:

a.

Genetic counseling provided to you by a health care practitioner, a licensed or Master’s trained genetic
counselor ora medical geneticist

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

Identification of infectious a gents such as influenza and hepatitis. Paneltesting formultiple agentsisnot
covered unless your iealth care practitioner provides a justification for including each test in the panel

Compatibility testing fora covered person who has beenapprovedby us fora covered transplant

Cystic fibrosis and spinal muscularatrophy testing as recommended by the American College of Medical
Genetics

Molecular genetic testing of pathological specimens (such as tumors). All othermolecular testing of blood or
body fluids require prior authorization unless the test is otherwise specified on our website
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wpshealth.com/healthplan. Pleasenote 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 increasedrisk for harmful
BRCAT1 and BRCA2 gene mutations and testinghas been recommended a fter receiving genetic counseling,
When such genetic counselingand testing is provided by a participating provider, benefits are payable at
100% of thecharges, withoutapplication of the applicable annual deductible amount

i. All othergenetic testing for which you receive our prior authorization
Genetic Services Exclusions:

The Policy provides no benefits forany of theitems listed below. These exclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Genetic testing forthe purposes of confirminga suspected diagnosis of a disorderthatcan be diagnosed based
on clinicalevaluations alone.

b. Genetic testing for conditions thatcannot be altered by treatment or prevented by specific interventions.
c. Genetic testingsolely forthe purposeof informing the care or management of your family members.
d. Genetic counseling performed by thelaboratory that performedthe genetic testing.

e. Genetic testingthatis not supported by documentation fromthe ordering zealth careprovider.

Health and Behavior Assessments
Covered Health and Behavior Assessments:

a. Healthand behaviorassessments and reassessments;

b. Diagnostic interviews; and Neuropsychological testing may require
. . prior authorization.
c¢. Neuropsychologicaltesting. See wpshealth.com/healthplan

Please note that healthand behavioral interventions provided by a
psychologist pursuantto a health and behavior assessmentare coveredunder Section 5. EE. (Medical Services).

Health and Behavior Assessments Exclusions:

The Policy provides no benefits forany of theitems listed below. These exclusions apply in additionto 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, ImMPACT® Immediate Post-Concussion Assessmentand
Cognitive Testing.

Hearing Aids, Implantable Hearing Devices, and Related Treatment

Covered Hearing Services:

Any of the following, provided youare certifiedas deaforhearing
impaired by a health care practitioner and thatyour hearing aids and/or ———
devices are prescribed by a health carepractitioner in accordance with Bone anchored hearing aids
accepted professionalmedical oraudiological standards: and cochlear implants may
require prior authorization.
a. One hearingaid(including fittingand testing), perear, per covered See wpshealth.com/healthplan
person once every three years
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X.

b. Implantable hearing devices includingbatteries and cords for such services

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

d. Post-cochlearimplant aural therapy

Hearing Services Exclusions:

The Policy provides no benefits forany of theitems listed below. These exclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Hearingprotectionequipment.

b. Non-implanted hearing aidbatteries and cords.

Home Care Services

This Section 5. X. applies only if charges for home careservices are notcovered elsewhere under the Policy.

1.

Covered Home Care Services:

a. Home safety evaluations, evaluations for a home treatment program, and/or initial visit(s) to evaluate you for
an independenttreatmentplan.

b. Part-time orintermittent home nursing care by orunder supervision ofa registered nurse.

c. Part-time orintermittent home health aide services that consist solely of careforthepatient as longas they
are: (1)medicallynecessary;(2) appropriately included in the home care plan; (3) necessary to prevent or
postponeconfinementin a hospital or skilled nursing facility;and (4) supervised by a registered nurse or
medical social worker.

d. Physicaloroccupational therapy or speech-language pathology orrespiratory care.

e. Medical supplies,drugs and medications prescribed by a health care practitioner;and laboratory services by
or on behalf ofa hospitalif neededunderthe home care plan. These items are covered to theextent they
would be if you hadbeen confinedin a hospital.

f. Nutrition counseling provided or supervised by a registered or certified dietician.

g. Evaluationoftheneedfora home care planby a registered nurse, physician extender ormedical social
worker. Yourattending health care practitioner must requestor approve this evaluation.

Home Care Limitations:

a. Benefitsare limitedto 60 home carevisits per covered person per calendar year. Eachvisit by a personto
provide services undera home careplan, to evaluate yourneed for home care, orto developa home careplan
counts asonehome care visit. Each period ofup to four straight hours of home health aide servicesin a 24-
hourperiod counts as one home care visit.

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

Home Care Exclusions:

The Policy provides no benefits forany of theitems listed below. Theseexclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Home carethatisnotorderedby a health care practitioner.

b. Home careprovided to a coveredpersonwho is not confinedto his/herhomedueto anillness orinjury or
because leaving his/herhome would be contraindicated.
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Y. Home Intravenous (IV) Therapy or Infusion Therapy

Intravenous (I'V) therapy/infusion therapy prescribed by a health care practitioner and
performedin yourhome, including but not limitedto: (1) injections (intra-muscular, . “' .
subcutaneous, continuous subcutaneous); (2) Total Parenteral Nutrition (TPN); and Home infusion services may

e - require prior authorization.
(3) antibiotic therapy. See wpshealth.com/healthplan

Z. Hospice Care
1. Covered Hospice CareServices:

a. Hospice careservices providedto youif you are terminally ill if: (1) your
health condition would otherwise require your confinement in a hospital ora
skilled nursing facility;and (2) hospice care is a cost-effective alternative, as
determined by us. - X
b. Coveredexpenses for hospice careinclude: Inpatient hospice care services
may require prior authorization.
1) Room and boardat a hospice facility while you are receiving acute care See wpshealth.com/healthplan
to alleviatephysical symptoms of your terminal i//ness;

2) Health carepractitioner andnursing care; and

3) Servicesprovidedto you at yourplaceofresidence.

c. Wewill pay benefits for charges for covered expenses for hospice care services provided to you during the
initial six-month period immediately followingthe diagnosis of a terminali//ness. Coverage for hospice care
services after the initial six-month period will be extended by us under the Policy beyond the initialsix-month
period, provided, a health carepractitioner certifies in writing thatyou are terminally ill.

2. Hospice Care Services Exclusions:

The Policy provides no benefits forany of theitems listed below. Theseexclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Room and board forresidential care ata hospitalfacility.
b. Hospice careservices provided to youafterthe initial six-month period immediately following the dia gnosis
of a terminalil/ness,unless we have extended coverageper Paragraph?2.c.above.
AA. Hospital Services

Transplant services are not covered under this Section 5. AA. Please see Section 5. UU. (Transplants) for this coverage
information. This Section 5. AA. doesnot includecharges for outpatient physical, speech, or occupational therapy; please
see Section 5. SS. (Therapy Services). Additionally, except for inpatient zospitalservices for detoxification, services for the
treatment of substance use disorders and/or nervous or mental disorders are notcovered under this Section 5. AA. Please

see Section 5. G. (Behavioral Health Services) forthese coverage details.
1. Covered Hospital Services:

a. Inpatient Hospital Services. Benefits are payable forthe following inpatient zospital services fora physical
illnessorinjury:

1) Chargesforroomand board;

2) Chargesfornursingservices; _ ‘“ _
Inpatient admissions may require
3) Chargesformiscellaneous hospital expenses; and prior authorization.

See wpshealth.com/healthplan

4) Chargesforintensivecareunit roomand board.
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2.

BB.

Dialysis treatment, including any related medical supplies and laboratory
services provided during dialysis and billed by the outpatient departmentofa .
hospitalora dialysis center. Kidney dialysis treatment may

Kidney transplantation services are payable under the organ transplant benefitin See wpshealth.com/healthplan
Section 5.UU. (Transplants).

CC.

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

c. FacilityFees. Benefits are payable for facility fees charged by the hospitalfor office visits and for urgent
care visits.

Hospital Services Limitations:

a. Ifyouareconfinedin a hospital thatis a non-participating provider as an inpatient due to a medical
emergency, we reserve the right to coordinate your transferto a participating provider onceyouare stable and
can be safelymoved.

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

c¢.  Wewill notcoverinpatient staysata hospitalif care could safely and effectively beprovidedto you in a less
acutesetting,

Kidney Disease Treatment

require prior authorization.

Mastectomy Treatment

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

1
2
3.
4

DD.

Reconstruction ofthe breast on which the mastectomy has been performed;
Surgery and reconstruction ofthe otherbreastto producea symmetrical appearance;
Breast prostheses; and

Treatment of physical complications for all sta ges of mastectomy, including lymphedemas.

Maternity Services

Forbreastfeeding equipment benefits pleasesee Section 5. S. (Durable Medical Equipment).

Covered Maternity Services:

a. Any ofthe following maternity services when they are provided by a hospital or health carepractitioner:

1) Globalmaternity charge. The globalmaterity charge is a uniqueprocedurebilled by a health care
practitionerthat includesprenatal 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 officevisits to 36 weeks, and weekly office visits until delivery are also included.

2) Chargesby a hospitalforvaginal or cesareansectiondelivery.
3) Examsandtestingthat are billed separately from the global maternity fee.
4) Health careservices formiscarriages.

5) Health careservicesrelatedto an abortion provided the abortion procedure for theterminationof a
mother’s pregnancy is: (a) considereda life-threatening complication of the mother’s existing physical
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EE.

FF.

illness; or(b)a result of rape orincest; and (c) the abortion procedure is permitted by and performed in
accordance with law.

b. With respect to confinements for pregnancy, the Policy will not limit the length of stay to less than: (i) 48
hours fora normal birth; and (i) 96 hours fora cesarean delivery. However, a mother s free to leavethe
hospital earlier if she and her health care practitioner mutually agree toshortenthe stay.

2. Maternity Exclusions:

The Policy provides no benefits forany of theitems listed below. Theseexclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Birthingclasses, including Lamaze classes.

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

c¢. Homebirths.

d. Continuedhospital stay forthe mother solely because her newborn infantremains confinedin a hospital.

e. Continuedospital stay forthe newborn infantsolely because the mother remains confined in a hospital.

Medical Services

Healthand behaviorinterventions billed with a medical diagnosis.

Medical services fora physical illness or injury, including second opinions. Services must be providedin a
hospital, health carepractitioner's office, urgent care center, surgical care center, convenient care clinic, orin
yourhome. Medicalservices coveredunderthis Section 5. EE. do notinclude health care services covered
elsewhere in the Policy, including home careservices coveredunder Section 5.X. (Home Care Services).
Medical Supplies

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

a. Strappingandcrutches

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
Medical Supplies Exclusions:

The Policy provides no benefits forany of theitems listed below. These exclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

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

b. Ostomy supplies that are notlisted in Paragraph 1. above (such as deodorants, filters, lubricants, tape,
appliance cleaners, adhesive, adhesive remover).

c¢. Over-the-counterace bandages, gauze and dressings.

d. Urinary catheters and compression stockings includingthosethat you purchase from a durable medical
equipmentprovider or pharmacy.
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GG. Nutritional Counseling

Nutritional counseling thatis: (1) fortreatment of anillness orinjury; and (2) provided by a health carepractitioner,
dietician ornutritionist licensed in the state where the counseling is provided to you. Nutritional counseling billed as

educational services will not be covered, exceptasnoted in Section 5. LL. (Preventive Care Services).

HH. Orthotics

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

a. Castsandsplints;
b. Orthopedic braces, includingnecessary adjustments to shoes to accommodate braces;
¢. Cervicalcollars;
d. Corsets(back and special surgical); and
e. Orthoticsto support the foot which are part of an orthopedic legbrace.
2. Orthotics Limitations:
a. Benefitswill be limited to standard devices as determined by us.

b. Orthotics maybe replaced once per calendaryear per covered personif medicallynecessary. Additional
replacements will be allowed:

1) Ifyouareunderage 19and due to rapid growth;or
2) When the orthotic is damaged and cannotbe repaired.

3. Orthotics Exclusions:

The Policy provides no benefits forany of theitems listed below. These exclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Routine periodic maintenance suchas testing, cleaningand checking of the device orappliance.
b. Cranialbandingororthotic helmets, unless required a fter cranial surgery.

c. Orthoticsto support thefootwhich are not a permanent part ofan orthopedic legbrace.

d. Diabetic shoes and orthopedic shoes.

e. Repairsdueto abuse ormisuseas determined by us.

II. Pain Management Treatment

Pain managementtreatment including injections and other procedures to

manage your pain related to an i/lness orinjury. it
Pain management treatment may require
prior authorization. See

JJ. Palliative Care Services wpshealth.com/healthplan

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

KK. Prescription Legend Drugs and Supplies
1. CoveredDrugs.

a. Any prescriptionlegend drugnototherwise excluded or limited under the Policy.
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b. Anymedicine a participating pharmacy compounds as longas it contains at least one prescriptionlegend
drug thatisnot excludedunderthePolicy, providedit is not considered
experimental/investigational/unproven ornotmedicallynecessary; if a compound drug contains non-covered

ingredients, reimbursement will be limited to the covered prescription legend drug(s).
¢. Preventive drugs that areobtained pursuant to a prescription order.
d. Injectable insulin.

e. Prescription legend drugs that are FDA-approved forthe treatment of HIV infection oran i/lness ormedical
conditionarising from, orrelated to, HI'V.

f. Animmunizationthat is not excluded elsewhere in the Policy.

g. Oralchemotherapydrugs.

Experimental/investigational/unproven drugs that are FDA approved, administered according to protocol, and
required by lawto be covered.

2. Covered Supplies.
a. Insulinsyringes and needles

b. Lancetsandlancetdevices

c¢. Formulary diabetic test strips —
To see formulary drugs and
d. Alcoholpads supplies, go to

wpshealth.com/healthplan
e. Formulary blood glucose monitors

f. Autoinjector

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 if there is an advantage to both youand us.

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 coinsuranceamounts listed in your
Schedule of Benefits. If theparticipating pharmacy’s charge is less than the copayment and/or deductible, you
will only be responsible for the amount ofthe charge. Otherwise, youmustpay any applicable cost sharing
amount for each separateprescription order orrefillof a covereddrugorcovered supply.

5. Prescription Legend Drugs and Supplies Limitations.

a. If You Do NotChoose a Participating Pharmacy. Benefits are generally not payable for covered drugs and
supplies dispensed by a pharmacy other than a participating pharmacy. 1f youutilize a non-participating
pharmacy, we will reimburse you forany covered drugs and supplies youreceive during a medical emergency
outside of the geographical servicearea. In this situation, you must pay for the covered drugs or supplies up
front. To receive reimbursement, youmustsendus, orour delegate, 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 forthe drugorsupply. If so, we will pay you the
benefitamount that we would havepaid had youpurchased the covered drug or supply from a participating
pharmacy. You are responsible forthe cost sharing, and any differencebetween our benefit paymentand the

price you paid forthe covered drugorsupply.

b. Step Therapy. [fthere is more thanone prescription legend drugthat has been determined to be safe and
effective forthe treatment of your illness or injury, we may only provide benefits fortheless expensive
prescriptionlegend drug. Alternatively, we mayrequire you totry the less expensive prescription legend
drug(s) before benefits arepayable forany other alterative prescription legend drug(s).
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C.

f.

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, ncluding
specialty drugs and drugs administered by a health care provider. To determine whether a drugrequires prior
authorization, visit wpshealth.com/healthplan or call the telephone number shown on your identification card.
Ifyou do not receiveprior authorization before receiving such drugs, benefits maynot be payable under the
Policy.

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

Afterreceiving the required information, we (or our delegate) will determine if the drugis covered under the
Policy and notify you of our coverage determination. If we determine that the treatment isnot a covered drug
or is otherwise excluded under the Policy, no benefits willbe payable for that drug.

Use of Brand-Name Drugs When Lower Cost Equivalents Are Available. Ifyou obtain a brand-name
drug andwe determine that a lower cost equivalentdrug(e.g. genericdrugor biosimilar)is available, you
must pay the difference in cost between the drug obtained and its equivalent plus the applicable cost sharing
amounts. The costdifferenceis not applied toward your out-of-pocket limitincluding
copayments/deductibles/coinsurance and the cost difference will continueto apply a fter your out-of-pocket
limit hasbeen satisfied. Determination that a drugis equivalent mustbe supported by scientific evidence
and/or determinations by regulatory entities such as the FDA.

Forpreventive drugs, coverage is also limited to generic drugs when they are available, with the exceptionof
preventive contraceptivemethods. Ifyour health carepractitioner submits proofto us thatit is medically
necessaryforyouto use a brand-name preventive contraceptivemethod instead ofthe equivalent generic

preventive contraceptivemethod, we will coverthe brand-name drug in fullandyouwill not be charged.
However, we will covera brand-name drug if substitution of an equivalent generic drugis prohibitedby 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 additional 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) ofa specialty druguntil we, or our delegate, determineyouare
tolerating the specialty drug. Inthis case, your financial responsibility will be prorated.

Item Quantity Limit

Prescription legend drugs or supplies Up to a 90-day supply for maintenance drugs per
dispensed by aretail participating fill or refill; and up to a 30-day supply for all
pharmacy other per fill or refill.

Prescription legend drugs (other than Up to a 90-day supply per fill or refill

specialty drugs) or supplies dispensed by
a home delivery pharmacy

Preventive drugsused for tobacco 180-day supply of nicotine replacement treatment
cessation (e.g., patches or gum) per covered person per 365-
day period; and

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

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

Blood glucose monitor dispensed by a One per covered person per calendar year

participating pharmacy

Limitations on Covered Drugs and Covered Supplies Provided by a Provider Other than a Pharmacy.
If we determinea prescription legend drug can safely be administered in a lower-cost placeof service, for
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example: (1)a participating pharmacy wherethe drugcanbe obtained for self-administration; or (2) by a
home care company, benefits for such prescription legend drugs purchased from and administered by a health
care provider in a higher-costplace of service will not be covered. However, we have full discretionary
authority to allow initial dose(s) of a drugto be administered by a health careproviderin a higher-costplace
of service in certain limited circumstances (for example teaching/training purposes).

6. Prescription Legend Drugs and Supplies Exclusions.

The Policy provides no benefits forany of theitems listed below. These exclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a.

b.

°

= B

>

Any drugforwhich you do not havea valid prescription order;

Administration ofa covered drugby injection or other means other than covered immunizations;
Refills of otherwise covered drugs thatexceed thenumber your prescription order calls for;
Refills of otherwise covered drugs a fter one year from the date ofthe prescription order;

Drugs usually not chargedforbythe health care provider;

A drugthatis completely administered at thetime and place of the health care provider who dispenses it
underthe prescription order, except for immunizations and drugs for which youreceive our prior
authorization,

Anabolic drugs, unless we determine that they are beingused for a ccepted medical purposes and eligible for
coverage underthePolicy;

Progesteroneorsimilardrugs in any compounded dosage form, except forthe purpose of maintaininga
pregnancy under the appropriate standard of care guidelines;

Costsrelatedto themailing, sending or delivery of prescription legend drugs;

Refill of drugs, medicines, medications or supplies thatarelost, stolen, spilled, spoiled, damaged, or otherwise
rendered unusable;

Any drugormedicine that is available in prescription strength withouta prescription order, except as
determined by us;

More than one fill orrefill forthe same covered supply, covered drugor therapeutic equivalentmedication
prescribed by one ormore health care practitioner untilyou have used at least 75% ofthe previous retail
prescription. Ifthe covered supply, drug or therapeutic equivalent medicationis dispensed by a home delivery
pharmacy,thenyou musthave usedatleast75% of the previous prescription;

Chargesthatare reduced by a manufacturer promotion (e.g., couponorrebate);

Any drugused for weight control or whose primary use is weight control, regardless of why the drugis being
prescribed to you;

Any compounded drugthatis substantially like a commercially available product;
Any drugdelivered to orreceived from a destination outside ofthe United States;
Any drug forwhich prior authorizationis required but not obtained,

Any drug for which step therapy is required butnotfollowed;

Drugs dispensed by a person or entity other thana participating pharmacy, home deliverypharmacy, or
specialty pharmacy, except for emergencies outside of the geographical servicearea;

Non-legend vitamins, minerals, and supplements evenif prescribed by a health carepractitioner, except as
specifically stated in the Policy;
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V.

Ww.

All medicinal foods, enteral feedings, supplemental feedings, nutritional and electrolyte supplements, and
infantformula;

Any drugoragent used for cosmetic treatment; for example, wrinkles or hair growth; and

Any drugin unit-dosepackaging exceptas required by law.

LL. Preventive Care Services

Preventive care services are covered to the extentrequired by law.

1. CoveredPreventive 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 changeitsratings during
the year. See www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/ for the
current recommendations. Currently, the recommendations include:

1) Routine medical exams, includinghearing exams, pelvic exams, pap smears, and anyrelated preventive
care services,otherthanroutine eyeexams. Pelvic exams and pap smears are covered under this

Paragraph 1. whendirectly providedto youby a health care practitioner;

2) Routine medical exams, includinghearing exams, andany related preventive care services directly
provided toa covered childin connection with well-baby care. Pleasesee Section 5. WW. (Vision
Services — Pediatric) for details regarding coverage of pediatric eye exams;

3) Oneroutine mammogram of a coveredpersonper calendar year,
4) Bloodlead tests;
5) Preventive screenings;

6) Behaviomalinterventions to promote breast feeding; comprehensive lactation support and counselingby a
trained health care provider during pregnancy and/or in the postpartum period,

7) Annualcounselingon sexually transmitted infections;

8) Counselingfortobacco use;

9) Prophylactic oculartopical medication for newborns against gonococcal ophthalmia neonatorum;
10) Annualscreeningand counseling for covered persons for interpersonal and domestic violence;
11) Healthy diet and physicalactivity counselingto prevent cardiovascular disease; and

12) Behavioral counseling for skin cancer.

Other preventive care services thatare provided on an outpatient basis ata health care practitioner’s office or
hospitaland thathave been: demonstrated by clinical evidence to be safe and effective in either the early
detectionofdisease orin the prevention of disease;and provento have a beneficial effect on health outcomes.
Such covered preventive careservices include, but are notlimited to, the following:

1) Immunizations that have in effecta recommendation from the Advisory Committee on Immunization
Practices of the Centers for Disease Controland Prevention;

2) Withrespect to infants, children and adolescents, evidence-informed preventive care services and
screenings provided forin the comprehensive guidelines supported by the Health Resources and Services
Administration; and

3) Withrespect to women, such additional preventive careservices and screenings as provided forin
comprehensive guidelines supported by the Health Resources and Services Administration.
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MM.

NN.

Preventive Care Services Limitations:

Some office visits and laboratory and diagnostic studies may be subject to cost sharingif those services are not
partof a routinepreventive or screening examination. Forexample, whenyouhave a symptom or historyofan
illness orinjury, office visits and laboratory and dia gnostic studies related to thati//ness or injury areno longer
considered part ofa routine preventive or screening examination.

Preventive Care Services Exclusion:

This Policy provides no benefit for immunizations for travel purposes. This exclusion applies in additionto the
exclusions outlined in Section 6. (General Exclusions).

Prosthetics

Covered Prosthetics:

a. Prosthetic devices andrelated supplies, including the fittingof such .

devices, that replace all or part of: Prosthetics with a total purchase

price greater than $5,000 may
require prior authorization. See
wpshealth.com/healthplan

1) Anabsentbody part (including contiguous tissue); or

2) The functionofa permanently inoperative or malfunctioning body part.

b. Coveredprosthetic devicesinclude, but are notlimited to, artificial limbs, eyes, and larynx. Benefits are
limited to one purchase no sooner than every three years of each type ofthestandard model, as determined by

us.
c¢. Replacementorrepairs of prosthetics if we determinethatthey are medically necessary.
Prosthetics Exclusions:

This Policy provides no benefits forany items listed below. These exclusions apply in additionto theexclusions
outlined in Section 6. (General Exclusions).

a. Prosthetics that we determine to havespecial features that are not medically necessary.
b. Dentalprosthetics.

c¢. Repairsdueto abuse ormisuse.

Pulmonary Rehabilitation

Outpatient pulmonary rehabilitation therapy limited to 24 visits per covered illness per calendar year. No other benefits for
outpatientpulmonary rehabilitation therapy are a vailable under the Policy.

00.

Radiation Therapy and Chemotherapy Services

Radiation therapy and chemotherapy services. Benefits are also payable for charges forx- F .

rays, radium, radioactiveisotopes and chemotherapy drugs and supplies used in

Certain radiation therapy and

conjunction with radiation therapy and chemotherapy services. chemotherapy services may require

prior authorization.
See wpshealth.com/healthplan
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PP.

QQ.

Skilled Nursing Care in a Skilled Nursing Facility

Covered Skilled Nursing Care:

Skillednursing care provided to you during your confinement in a skilled nursing facility if: (1) youare admitted
to a skilled nursing facility within 24 hours a fter discharge from a hospital or

surgicalcenter or directly from emergency room care, urgentcare facility, ora

healthcare practitioner’s office;and (2) you areadmitted for continued

treatment of the same illness or injury. .\

Skilled Nursing Limitations: Admissions may require prior
authorization. See

a. Skillednursing careis limited to 30-days per confinement per covered wpshealth. com/healthplan

person.

b. Each dayofyourconfinement 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.

Skilled Nursing Care Exclusions:

This Policy provides no benefits forany items listed below. These exclusions apply in additionto theexclusions
outlined in Section 6. (General Exclusions).

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

setting).

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

¢. Maintenancecare, supportive care, or custodial care.

d. Carethatisavailableatno costto youorcare providedundera governmental health care program (other than
a program provided under Wis. Stat. Chapter49).

Surgical Services

This Section 5. QQ. does not include surgical services for: (1) covered transplants or (2) pain management procedures.
Please see Section 5. 11. (Pain Management Treatment), and Section 5. UU. (Transplants) for this coverage information.

Covered Surgical Services:

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

ey
a. Surgicalservices,otherthanreconstructive surgeryand oral surgery. Spinal surgery and certain
Coveredsurgical services include but arenotlimited to: other surgeries may require
prior authorization.
1) Operativeand cutting procedures; See

whpshealth.com/healthplan

2) Endoscopic examinations, suchas: (a)arthroscopy; (b) bronchoscopy;
or (¢) laparoscopy; and

3) Otherinvasiveprocedures suchas:(a)angiogram;and (b) arteriogram.

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

¢. Oralsurgery,includingrelated consultation, x-rays and anesthesia, limited to:
1) The excision of tumors and cysts of the jaws, cheeks, lips, tongue, androofand floor ofthe mouth.
2) Oralreconstructivemaxillofacial surgery.

d. Male sterilization procedures.

e. Tissuetransplants (e.g., arteries or veins, corneas, heart valves, skin) placed in the body toaid the functionof
a body organorreplace tissue lost due to illness orinjury.

f. Congenital heart diseasesurgeries.
g. Removalof breast implants due to association with Anaplastic Large Cell Lymphoma.
2. Surgical Services Exclusions:

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

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

b. Oralsurgery,except as specifically stated in Paragraph 1.c. above.
¢. Reconstructivesurgery for purposes other thanto correctfunctional impairment.
d. Anysurgical servicethatwe determine to be cosmetic treatment, exceptas otherwise indicated in the Policy.

e. Magnetic sphincter augmentation (Linx® System); transoral incisionless fundoplication procedures.

RR. Telemedicine Services
1. Covered Telemedicine Services:

Telemedicine services provided by a health care practitionertoa covered personvia telephone or interactive
audio-visual telecommunication to treat a covered physicalillness, substance use disorder, nervous or mental
disorder, orinjury.

NOTE: Telemedicine services provided by our designated telehealth service providerare covered as stated in your
Schedule of Benefits. Visit wpshealth.com/healthplan/members/telehealth or callthe Customer Service telephone
number shown on youridentification card for additional information about this benefit.

2. Telemedicine Exclusions:

This Policy provides no benefits forany of the items listed below. Theseexclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a. Transmissionfees.

b. Website charges foronline patient education material.

c¢. Telecommunications includingbutnotlimited to instantmessaging, text messaging, email communication or
facsimile communication.
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SS.  Temporomandibular Joint (TMJ) Disorder Services
1. Covered TMJ Disorder Services:

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

1) Thedisorderis caused by congenital, developmental or acquired deformity, i//ness or injury;

2) Underthe accepted standards ofthe profession of the health care practitioner providing the service, the
procedure is reasonable and appropriate for the dia gnosis or treatment of the condition; and

3) Thepurposeoftheprocedure ordevice is to control or eliminate infection, pain, disease or dysfunction.
b. Non-surgicaltreatmentincludes coverage for prescribed intraoral splint therapy devices.
2. TMJ Disorder Services Exclusions:

This Policy provides no benefits forany of the items listed below. Theseexclusions apply in additionto 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.

TT. Therapy Services

1. Therapy Limitations:
a. Outpatient therapy visits are limited as follows:

1) Physicaltherapyislimited to 20 therapy visits per covered i
person per calendar year whenbilled as rehabilitative services Therapy services may require prior
and 20 therapy visits per calendar year whenbilled as See Wpsﬁ:;ﬁ‘}’lr ’CZO‘;?/‘;'LM thplan
habilitative services. Massage therapy is covered only when ' '
the therapyis billed by a chiropractor, physical therapist or
occupational therapist. Aquatic therapy is covered only when
the therapy s billed by a physical therapist or occupational
therapist;

2) Speech therapy is limited to 20 therapy visits per coveredpersonper calendar year when billed as
rehabilitativeservices and 20 therapy visits per calendar year whenbilled as habilitative services; and

3) Occupational therapy is limited to 20 therapy visits per covered personper calendar year whenbilled as
rehabilitativeservices and 20 therapy visits per calendar year whenbilled as habilitative services.

b. The therapy visit limits stated above willinclude therapyvisits thatare applied to the applicable deductible
amounts.

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

d. All therapy mustbe performedby a health carepractitioner. 1f alicense to perform such therapy is required
by law, that therapist mustbe licensed by thestatein which he/she is located and mustprovide such therapy
while he/she is acting within the lawful scope of his/her license.
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2. Therapy Exclusions:

This Policy provides no benefits forany of the items listed below. Theseexclusions apply in additionto the
exclusions outlined in Section 6. (General Exclusions).

a.

Physicaltherapy for TMJ disorders, exceptas specifically statedin Section 5. SS. (Temporomandibular Joint
(TMJ) Disorder Services).

Long-term therapy and maintenance therapy, exceptas specifically stated in Paragraph 1.above.

Therapy services provided by a massagetherapist.

UU. Transplant Services

1. Prior Authorization and CostSharing Requirements:

a.

C.

All transplant services require prior authorization. 1t is yourresponsibility to obtain a prior authorization for
all transplant related services, includingbutnotlimited to the initial transplant evaluation. The transplant
must meet our criteria for medically necessary transplants andmaynotbe
experimental/investigational/unproven.

If prior authorization is obtained, we will pay benefits for charges for covered expenses youincurata
designatedtransplant facility as determined by us during the prior authorization process foranillness or

injury.

Transplant services are subjectto 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. Hospitalcharges
b. Health carepractitioner charges
P & AR
c. Organ and tissueacquisition, including related medical expenses of a living All transplants require prior
donor authorization.
See wpshealth.com/healthplan
d. Tissuetyping

g.
h.

Ancillary services
Post-transplant complications, if you are the recipient
Post-harvesting complication, if you area donor

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

3. TransplantServices Exclusions:

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

a.

b.

Transplants considered by us to be experimental/investigational/unproven.
Expensesrelatedto the purchaseof any organ.

Health careservices for, orused in connection with, transplants of human and non-human body parts, tissues
or substances, orimplants 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 agreement of your
transplantnetwork.
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VV.

Vision Services - Non-Routine

Please note that visionservices for childrenunderthe age of 19 are covered in Section 5 .WW. (Vision Services—
Pediatric).

1.

1.

2.

Covered Non-Routine Vision Services:

a. Diagnosisandtreatmentof eyepathology.

b. Eyesurgery to treatanillness orinjury to the eye. L
Therapeutic contact lenses may
c. Initialpairofeyeglasses orexternal contact lenses for keratoconus. require prior authorization.

See wpshealth.com/healthplan
Vision Services Exclusions:

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. Visiontherapy

b. Refractiveeye surgery, suchasradial keratotomy

c¢. Orthoptic therapy and pleoptic therapy (eyeexercise)

d. Preparation, fitting or purchase ofeye glasses or contact lenses, exceptas specifically statedin the Policy

e. Correction of visual acuity orrefractive errors by any means, exceptas specifically stated in the Policy

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
g. Replacementlenses, frames, or contactlenses due to loss, theft, ordamage

h. Routine eyeexams, exceptas specifically stated in the Policy

Vision Services - Pediatric

Pediatric vision services as listed below fora coveredpersonuntilthe last day of themonth in which he/she
reachesage 19:

a. Routine eyeexams, includingrefractions.

b. Single vision, conventional (lined) bifocal, or conventional (lined) trifocal prescription lenses limited to one

pairpercoveredpersonper calendar year. Lenses includethe choiceof glass, plastic, or polycarbonate and
will include scratchresistant coating.

c¢. Frames froma selection of covered frames limited to one frame per covered person per calendar year. The
health care provider willshow you which frames are covered by the Policy.

d. Contactlenses whenpurchased in lieu of all other framesand/or lenses. Benefits are limited to 48 contact
lenses per coveredperson per calendar year.

The following services, provided youreceive our prior authorization:

a. Contact lenses for the following conditions:
8 AR
1) Pathologicalmyopia; Services listed under paragraph 2.
may require prior authorization.
2) Anisometropia; See wpshealth.com/healthplan
3) Aniseikonia;

4) Aniridia;
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5) Cornealdisorders;
6) Post-traumatic disorders;and
7) Irregularastigmatism.
b. Lowvision services includingthe following:
1) Onecomprehensive low vision evaluation every five years;
2) Lowyvision aids, limited to the following: (a) spectacles; (b) magnifiers; and (c) telescopes; and
3) Follow-up care of four visits in any five-year period.
c. Thefollowinglens options and treatments:
1) Ultraviolet protectivecoating;
2) Blended segment lenses;
3) Intermediatevision lenses;
4) Standard progressives;
5) Premium progressives;
6) Photochromic glass lenses;
7) Plastic photosensitive lenses;
8) Polarized lenses;
9) Standard anti-reflective coating;
10) Premium anti-reflective coating;
11) Ultra anti-reflective coating; and

12) Hi-index lenses.

6. GENERAL EXCLUSIONS

The Policy provides no benefits forany of the following:

1.
2.

Health careservices that we determine are not medically necessary.

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

Supplies):
a. Investigationaldrugs forthetreatmentof HIV infection as described in Wis. Stat. § 632.895(9); and

b. Drugs thatbylawrequire a written prescriptionused in the treatment of cancer thatmaynot currently have
the FDA's approval for that specific diagnosis but are listed in recognized off-label drugusa ge publications as
appropriate treatment for that diagnosis.

Maintenance care or supportive care.
Health careservices that we determine to be cosmetfic treatment, except as otherwise provided in the Policy.

Health careservices provided in connection with any injury orillness arising out, or sustained in the course ofany
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.
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10.

11.

12.
13.
14.

15.
16.
17.
18.

19.

20.

21.

22.
23.

24.

25.

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

Health careservices fumished by any federal or stateagency ora local political subdivision when youare not
liable forthe costs in the absence of insurance, unless such coverage under the Policy is required by law.

The amountof benefits that are covered by, or would have been coveredby, Medicare as the primary payerif you
are eligible for Medicare. This applies regardless of whether you are actually enrolled in Medicare. See Section 7.

H. (Coordination of Benefits / Coverage with Medicare) for additional information.

Health careservices forany illness orinjurycaused by waroract(s) of war, whether declared orundeclared or
caused duringservicein the armed forces ofany country. This exclusiondoes notapply to covered persons who

are civilians injured or otherwise a ffected by war, any actof war, or terrorism in non-war zones.

Health careservices forany illness or injuryyousustain: (a) while on active duty in the armedservices of any
country; or(b)asa result of you beingon 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).

Chargesin excess of the maximum allowable fee or maximum out-of-network allowable fee.
Chelationtherapy, except in the treatmentof heavy metal poisoning.

Health careservices provided while held, detained orimprisonedin a local, state or federal penal or correctional
institution or while in custody of law enforcement officials, exceptas required under Wis. Stat. § 609.65. This
exclusion does notapply to covered persons onwork-release.

Completion of forms, including but not limited to claim forms or forms necessary for the returnto work or school.
An appointment youdid not attend.
Health careservices for which youhave noobligationto pay or which are providedto youatno cost.

Health careservices relatedto a non-covered health care service. Whena service isnot a covered health care
service,allservicesrelated to thatnon-covered health care serviceare also excluded. This exclusion does not
apply to services we would otherwise determine to be a covered health care serviceif they are to treat
complications thatarise from the non-covered health care service. For the purpose of this exclusion, a
"complication" is an unexpected or unanticipated condition thatis superimposed on an existing i//ness and that
affects ormodifies the prognosis of the original i//ness. Examples ofa "complication" are bleeding or infections,
following cosmetic treatment, which requires confinement in a hospital.

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

Private dutynursing.

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

Health careservices that are excluded elsewherein the Policy.

Health careservices not specifically identified as being covered under the Policy, except for those health care
services approvedby us subjectto Section5. C. (Covered Expenses/ Alternative Care).

Health careservices provided when your coverage was not effectiveunder the Policy. Please see Section2.
(Enrollment Options) 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).
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26.

27.

28.

29.
30.

31.
32.
33.
34.

The following procedures and any related health careservices:

a. Injection offillingmaterial (collagen) otherthan forincontinence
b. Salabrasion

¢. Rhytidectomy (face lift)

d. Dermabrasion

e. Chemicalpeel

f. Suction-assisted lipectomy (liposuction)

Hairremoval

7w

Mastopexy

e
.

Mammoplasty, including augmentation or reduction mammoplasty (except for reconstruction associated with
a covered mastectomy or covered gender reassignment surgery )

jo Correction ofinvertednipples

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

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

m. Mastectomy for gynecomastia

n. Botulinum toxinorsimilarproducts, unless youreceive our prior authorization

°

Any modification to the anatomic structure ofa body part thatdoesnot affectits function

p. Labiaplasty

q. Treatmentofsialorrhea (droolingorexcessive salivation)

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

Health careservices provided at 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).

Health careservices provided: (a) in the examination, treatment orremoval of allor part of corns, callosities,
hypertrophy or hyperplasia ofthe skin or subcutaneous tissues ofthe feet; (b) in the cutting or trimming of
toenails; or (¢) in the non-operative partial removal of toenails. This exclusion does notapply to health care
services thatare associated with a medical dia gnosis of diabetes, peripheral vascular disease or peripheral
neuropathy.

Housekeeping, shopping, or meal preparation services.

Health careservices providedin connection with: (a) any illness or injury caused by yourengagingin an illegal
occupation;or(b)any illness or injurycaused by your commission of, oran attempt to commit, a felony.

Health careservices for which proofof claimisn't provided to us as required by the Policy.
Health careservices not fororrelatedto anillness orinjury, other thanas specifically stated in the Policy.

Salestaxorany othertax, levy, orassessment by any federal orstate agency ora local political subdivision.

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
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35.
36.

37.
38.
39.
40.
41.
42.
43.

44.

45.
46.

47.
48.
49.

50.
51.
52.
53.

54.
55.

56.
57.

58.

assurance data; transporting lab specimens; concierge payments; translating claim forms or otherrecords; and
after-hours charges.

Health careservices forthe treatment of weak, strained, flat, unstable or unbalanced feet.

Health careservices for treatment of sexual dysfunction, including impotence, regardless ofthe cause ofthe
dysfunction. This includes: (a) surgical services; (b) devices; (c) penile implants; and (d) sex therapy.

Storage of bloodtissue, cells, orany otherbody fluids.

Salivary hormonetesting.

Health careservices performed while outside of the United States, exceptin the case of a medical emergency.
Prolotherapy.

Platelet-rich plasma.

Coma stimulation/recovery programs.

Environmentalitems including, butnotlimited 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 hairloss prevention
treatments.

Carseats.

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 careservices 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 thatare
not accepted 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.

Therapy services suchasrecreational therapy (other thanrecreational therapy included as part of a treatment
programreceived duringa 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).
Photodynamictherapy andlasertherapy forthe treatment ofacne.

Vocational orindustrial rehabilitation including work hardening programs.

Sports hardening and rehabilitation.

Health careservices that are solely for educational, occupational or athletic purposes and not for treatment ofan
illness orinjury.

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 allmaterialand

products related to these programs.
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59

60.

61.
62.

63

. Health careservices providedin connection with a dia gnosis of obesity, weight control, or weight reduction,

regardless of whether such services are prescribed by a health care practitioner or associated with an illness or
injury, except as indicated in Section 5. LL. (Covered Expenses/ Preventive Care Services). Services excluded

under this provisioninclude, butare not limited to:
a. Gastric orintestinal bypasses

b. Gastric balloons orbanding

c. Stomach stapling

d. Wiring ofthejaw

e. Liposuction

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

Weight loss programs and nutritional counseling, unless benefits are provided elsewhere in the Policy
Physical fitness or exercise programs or equipment, unless benefits are provided elsewhere in the Policy
i. Bonedensitometry (DEXA, DXA)scans

Health careservices performedby a health care practitioner who is a family memberby birth ormarriage.
Examples includea spouse, brother, sister, parent or child. This includes any health careservice theprovider may
perform on himself or herself.

Health careservices performedby a health care practitioner with your same legalresidence.

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

. Respite care,exceptrespitecare thatis part of hospicecare as describedunder Section 5. Z. (Covered Expenses /

Hospice Care).

64.Health careservices associated with charges for infertility or fertility treatment, including assisted reproductive

A.

technology, fees charged forusinga surrogate, donor eggs, donor sperm, host uterus, storage and retrieval of all
reproductivematerials (includingbut not limited to eggs, sperm, testicular tissue and ovarian tissue) and reversal of
voluntary sterilization. This exclusion does not apply to health careservices required totreat or correct underlying
causes ofinfertility.

7. COORDINATION OF BENEFITS (COB)

Definitions

The following definitions apply to this Section7. 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 anallowable
expenseand a benefit paid.

Claim Determination Period: a calendar year. However, it does notincludeany part ofa year during which a
person has no coverage under the Policy orany partof a yearbefore the date this Section 7. ora similar provision
takes effect.
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Plan: any ofthe following which provides benefits or services for, orbecause of, medical or dental careor
treatment:

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

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

¢. Medical expensebenefits coverage in group, group-type and individual automobile “no-fault” contracts but,
asto the traditional automobile “fault” contracts, only the medical benefits written ona group or group-type
basisare included.

Each contractor otherarrangement for coverage under Paragraphs 3.a.,b.,orc.above is a separate plan. [fan
arrangement has two parts and COB rules apply only to oneof'thetwo, each of theparts is a separate p/an.

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

primary planastoone ormore other p/ans and may be a secondary plan asto a different planorplans.

Applicability
This Section 7. applies whenyouhave health care coverage under the Policy and another p/an.

If this Section 7. applies, the order of benefit determination rules will be looked atfirst. The rules detemine
whetherthe benefits ofthe Policy are determined before or a fter those ofanother p/an. The benefits ofthe Policy:

a. Will notbereduced when, undertheorder of benefit determination rules, the Policy detemmines its benefits
before another plan; but

b. May bereduced when, under the order of benefit determinationrules, another p/an determines its benefits
first. This reductionis described in Subsection D. (Effecton the Benefits of the Policy).

Order of Benefit Determination Rules

When there is a basis fora claim under the Policy and another plan, the Policy is a secondary planunless:

a. Theotherplan is automobile medical expense benefit coverage or has rules coordinating its benefits with
those of thePolicy; and

b. Boththose rulesand the Policy's rules described in Paragraph 2. below require that the Policy’s benefits be
determined beforethose ofthe other p/an.

The Policy determines its order of benefits using the first of the followingrules which applies:

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

member orsubscriber.

b. Dependent Child/Parents Not Separated or Divorced. Except as stated in Paragraph2. c. below, when the
Policy and another plancoverthesamechildasa dependentof 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 plan which covered the parent longer are determined before those ofthe plan
which covered the other parent fora shorter period of time.
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However, if the other plan does not havethe rules described above butinstead has a rule baseduponthe
genderofthe parentand if, as a result, the p/ans do not agree on the order of benefits, therule in the other
plan will determine the order of benefits.

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

1) First, the p/lan ofthe parentwith custody ofthe child,
2) Then,the plan ofthe spouse ofthe parent with custody of the child; and
3) Finally,the planoftheparent not havingcustody ofthe 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 or if the courtdecree states that both
parents will be responsible forthe health careneeds of the childbutgives physical custody ofthe child to
one parent, and theentities obligatedto pay or provide the benefits of the respective parents' plans have
actualknowledge ofthose terms, benefits for the dependent child will be determined a ccording 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 of thatplan are determined first. This Paragraph?2.c.
doesnot apply with respect to any claim determination period or planyear during which any benefits are
actually paid or provided beforethe entity has thatactual knowledge.

d. Active/Inactive Employee. The benefits ofa p/an which covers a personas anemployeewho is neitherlaid-
off norretired orasthatemployee'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 doesnothave thisrule and
if, asa result, the plans donotagree onthe order of benefits, this Paragraph 2. d. is ignored. [f a dependent is
a Medicare beneficiary and if, under the Social Security Act of 1965 as amended, Medicare is secondary to
the plan coveringthe personas a dependentof an active employee, the federal Medicare regulations will

supersedethis Paragraph?2.d.

e. Continuation Coverage. [fa person has continuation coverage under federal or statelaw and is also covered
under another plan, the following will determinethe order of benefits:

1) First, the benefits of a p/an covering the person as anemployee, member or subscriber oras a dependent
of an employee, member orsubscriber;

2) Second,thebenefits underthe continuation coverage;and

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

f. Longer/Shorter Length of Coverage. If none of the above rules determines the order of benefits, the benefits
of the plan which covered an employee, member, subscriber or dependentlonger are determined before those

of'the planwhich covered that person for the shortertime.

g. None of the Above. Ifthe precedingrules do not determine the primary plan, the allowable expenses willbe
shared equally between the p/ans meeting the definition of p/anunder this provision. In addition, the Policy

will not pay more thanit would havepaid hadit been theprimary plan.

D. Effect on the Benefits of the Policy

1. When This Subsection Applies. This Subsection D. applies when, in accordance with Subsection C. (Order of
Benefit Determination Rules), the Policy is a secondaryplan asto one ormoreother plans. In that event, the
benefits of the Policy may be reduced under this Subsection D. Such otherplan or plans are referredto as “the

otherplans” below.
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2. Reductionin 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 ofthis section;
and

b. The benefits thatwould be payable for the allowable expenses under the other plans, in the absence of
provisions with a purpose like that ofthis section, whether ornot a claim is made. Under this provision, the
benefits of the Policy will be reduced so thatthey and the benefits payable under the other plans do not total
more thanthose allowableexpenses.

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

E. 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 consentbutonly 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 amount which should have been paidunderthePolicy.If it does, we
may pay that amountto the organization which made that payment. Thatamount will then be treated as though it were a
benefitpaid underthe 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

1. Iftheamountofthepayments we madeis more thanwe should have paid, we mayrecovertheexcess from one or
more of:

a. Thepersonswe paid or for whom we paid;
b. Insurance companies; or

c. Otherorganizations.

2. The “amount ofthe payments made” includes the reasonable cash value ofany benefits provided in the form of
services.

H. Coverage with Medicare

This Policy will coordinate benefits with Medicare in accordance with federallaw. A covered person who is eligible for
Medicare is considered enrolled in and covered under Medicare Parts A and B, whether ornot he/she is actually enrolled in
one orboth parts of Medicare, exceptforkidney disease treatment, limited to dialysis, transplantation and donor-related

services.

This Policy will coordinate benefits as if you were covered by Medicare forall covered expenses, except forkidney disease
treatment, limited to dialysis, transplantation and donor-related services. For example, if you are eligible to enrollin
Medicare Part B butfailto do so, we will still determine benefits that are payable under this Policy as if youhad Medicare
Part B coverage and Medicarepaid Part B benefits, evenif Medicaredidn’tpay any Part B benefits. You will be

responsible forall covered expenses thatwould have been covered by Medicare.
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8. WHEN COVERAGE ENDS

A. General Rules

We may terminate your coverage under the Policy at 11:59 p.m. onthe earliest of the following dates:

1. Thedate we determinethatyouhave performedan act or practice that constitutes fraud ormadeanintentional
material misrepresentation of material fact under the terms of the coverage;

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

3. Theday in which youdie. If there is a remaining covered spouse, we will provide an amended application. The
remaining covered spouse must review, sign, and submit the amended d applicationto continuecoverage as a
subscriber for himself/herself and covered dependents,

4. Theday before you enter into military service, otherthan forassignmentof less than 30 days;

5. Thelast dayofthe calendar month in which we receive thesubscriber’s request to terminate this Policy, unless
he/she specifies a later Policy termination date (such date mustbe the last day of a calendar month);

6. Thelastdayofthe calendar month in which we received the subscriber’s request to terminate coverage forany of
his/her dependents, unless he/she specifies a later Policy termination date (such date mustbe the last dayofa

calendar month);
7. Forasubscriber’s covered dependent,the lastday the subscriber has coverage;

8. Fora subscriber’s spousewho is a covered person,thelast daythesubscriber’s spouse is married to the
subscriber whenthemarriage ends dueto divorce orannulment;

9. Fora childwho isa covered dependent, the earliest of the following dates, as determined by us:

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

b. Forstep-children, thelast daythesubscriber’s spouse is married to thesubscriber.

10. Fora child of a covered dependent child (i.e. the subscriber’s grandchild), the day before the subscriber’s child
reachesage 18.

It is the subscriber’s responsibility to notify us ofhis/her covered dependent losing status as an eligible dependent. 1f he/she
doesnot so notify us, the subscriber will be responsible for any claim payments made during the period oftime the covered

dependentwasnotaneligible dependent.
You will not be eligible forrenewal of this Policy a fter one of the following events occurs:
1. Thesubscriber moves outside, orno longerresides in, the geographical service area; or

2. Weceaseto offerthis Policy.

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 studentdue toa
medically necessary leave ofabsence. In orderto continue coverage, we must receive written documentation and
certification thatthe leave of absenceis medically necessary from his/her attending health care practitioner.

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

1. Theday he/she advises us that he/she does not intend to returnto school full-time;
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The day before he/she becomes employed full time;
The day before he/she obtains other health carecoverage;

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

A

The date coverage ofthe subscriber through whom he/she has dependent coverage under the Policy is
discontinued ornot renewed; or

6. Oneyearfollowingthe date onwhich he/she ceasedto be a full-time student due to the medically necessary leave
of absenceif he/she has not returned to schoolon a full-timebasis.

It is the subscriber’s responsibility to notify us ofhis/her child losing status as an eligible dependent. 1f he/she doesnotso
notify us, the subscriber willbe responsible for any claim payments made on behalf of the child while he/shewasnot an

eligible dependent.

C. Special Rules for Disabled Children

Ifyou have family coverageunderthePolicy, a child may continue coverage under your family coveragebeyond the
limiting age if: (1) the child ’s coverage under the Policy began before he/she reachedage26; (2) the child is incapable of
self-sustaining employment because of intellectual disability or physical handicap;(3) the childis chiefly dependentupon
the subscriber for support and maintenance; (4) the child ’s incapacity existed before he/she reached age 26;and (5) the
subscriber’s family coverageremains in force under the Policy.

Written proof ofa child ’s disability must be given to us within 31 days afterthe childturnsage 26. Failure to providesuch
proof within that31-day period will result in the termination of that child’s coverage. Afterthechild turns28, we may
request poofof disability annually.

Itis the subscriber’s responsibility to notify us if his/her child no longer qualifies as an eligible dependent. 1f he/she does
not so notifyus, the subscriber will be responsible for any claim payments made on behalf ofthe child during the period of

time he/shewasnot eligible for coverage underthe Policy.

D. Disenrollment from the Plan

Disenrollment means that your coverage under the Policy isrevoked. We may disenrollyou only forthereasons listed
below:

1. Required premiums arenot paid by theend of the grace period;

2. Youallowan individual otherthan a coveredpersonto use theidentify of a coveredpersonto obtain healthcare
services; Or

3. Youhaveperformed anactorpracticethatconstitutes fraud ormade anintentional material misrepresentation of
material fact underthe terms ofthe coverage.

9. PREMIUMS, RENEWAL AND GRACE PERIOD

A. Premium Rates

We determine the premium rates for this Policy and all subsequent premiums due forall covered personsunderthis Policy.
Each premium foreach paymentperioda fter the initial period of coverage mustbe paid directly to WPS by the premium

due date.

Forsubsequentpaymentperiods, the subscriber's payment of therequired premium by the premium due date shallkeep this
Policy in force forthe payment period beginning on the first day ofthe calendar month following the premium due date for
which such premium was paid through the last day of the calendar month, subjectto Section 8. (When Coverage Ends)and
the payment period's grace period. The subscriber’s failure to pay premium due for a payment period shall terminate this

Policy in accordancewith Section 8. (When Coverage Ends).
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We may change the premium rates under this Policy:

1. Annually effective January 1st of each year.
2. When dependents are added or deleted.

3. Thefirstday of the following month in which we are notified of a permanent moveto another county in the
geographical servicearea.

The samerating schedule must apply to allof our policies with this policy form numberandto all covered persons in the
same actuarial rating classifications.

Afteryou have been smoke-free for six months or more, this change in smoker status may impact your premium rate on
January 1* following the next annual enrollmentperiod or a fter eligibility fora special enrollmentperiod.

We will provide written notice ofa premium rate change to the subscriber by the earliest of: (1) the first day of theannual
open enrollment period;or(2) at least 30 days beforeany such change takes effect for this Policy. However, when this
Policy's premiumrateis increased 25% ormore fora payment period, we will provide written notice of the new premium
rate to the subscriber atleast60 days before any change takes effect. The premium rate change takes effect onthe first day
of the paymentperiodas described in the required notice.

B. Premium Due Date

The due date of your premium is indicated on your billing statement, which youmay receive on paper in the mail or will
access through your customer account on our online portal. In orderto keep your coverage in effect, you must pay your
premium by theend of theapplicable grace perioda fter your premium due date. If we do not receive your premium
payment, this Policy will terminateon thelast day of the applicable grace period at 11:59 p.m.

The subscriber canterminatethis Policy by notifyingus prior to his/her nextpremium due date. After we receive such
notice, your Policy willterminate in accordance with Section 8. (When Coverage Ends). You muststillpay usthe
premium for coverage provided during thatperiod. If this Policy ends for any other reason before any paid-up payment
period ends, any refunds will be prorated to the temination date from the date of last premium payment.

We're not responsible fornotifying you when premiums are due for coverage provided during payment periods under this
Policy.

C. Grace Period

Except for your first premium, any premium not paid to us by thedue date is in default. However, there is a grace period
beginning with the first day of thepaymentperiod during which you failto pay the premium. The graceperiodis 10 days
afterthefirst day ofthe payment period. This Policy's coverage willremain in force during the graceperiod. If you don't
pay your premium within the applicable grace period, this Policy shall automatically terminate on thelast day ofthe
applicable grace period at 11:59 p.m. Youare required to pay for coverage we provide during thatgraceperiod

D. Reinstatement (after Policy termination for nonpayment of Premium)

In certain circumstances, you may be able to reinstate your coverage if your Policy is terminated becauseyoudid notpay
your premium.

To have your coverage reinstated, you mustsend to us a premium payment for all previously missed months plus payment
forthe next month. You must send this payment within 60 days of the date your Policy was terminated. I f we accept your
paymentyour coveragewill be reinstated as of the date your Policy was terminated. We will notify youwithin 45 days of
receiving your payment if we accept. If reinstated, your coverage will continue as if it had never been terminated.

We will only allowyou to reinstatethis Policy one timeper calendar year. You cannotreinstate your Policy if you
purchased it through the Health Insurance Marketplace.
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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 health care practitioner, hospital, or other health care
provider, although there maybe 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 zealth care
practitioner, hospital, other health care provider or their availability to provide services to you. You must choosethe
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 forany injury, damage or expense (including attorneys' fees) you sufferas a result of any
improperadvice, actionoromission on thepart ofany health carepractitioner, hospital, or other health care provider,
including, but not limited to, any participating provider. We're 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 isnot a covered benefit, oris
subject toa limitation or exclusion, youstillhave theright and privilege to receive such health care service atyour own
personalexpense.

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

1. Health carepractitioners, hospitals and other health careproviders must release medical records and other claim-
related information to us so that we can determine whatbenefits 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

informationto us, as required by a particular situationandallowed by applicable laws:

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

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

¢. Any otherinsurance company, service, or benefit planthat possesses informationthat we need to determine
your benefits underthe Policy.

2. Thisis a condition ofourproviding coverage to you. Itisalso 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 andregulations.

E. Subrogation

We have the right to subrogate againsta third party orto 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 ofthe services provided for
yourillness orinjury tothe extent ofthe benefits we have provided under the Policy.

Our subrogation rights includethe right of recovery forany injury orillness a third party caused oris liable for. “Third
party”claims areclaims against any insurance company or any personor party thatis in any way responsible for providing
paymentasaresult of theillness orinjury. These rights also include theright of recovery under uninsured motorist
insurance, underinsured motorist insurance, no-fault insurance, and any otherapplicable insurance. We may pursue our
rights of subrogation against any party liable for your i/lnessorinjury orany party thathas contracted to pay foryour
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illness orinjury. In the event you have ormay recover for yourinjury, we have the right to seek reimbursement from you
forthe actual cash value ofany payments made by us to treat such illness orinjury.

You oryourattorney or other representative agree to cooperate with us in pursuit of theserights and will:

1. Sign and deliverallnecessary papers we reasonably requestto protect or enforce ourrights;

2. Do whateverelse isnecessaryto protect orallow us to enforce ourrights includingjoiningus as a party as we may
request whenyouhave commenced a legalactionto recover fora personal injury; and

3. Notdo anythingbeforeorafter our payment that would prejudice our rights.

Our right to subrogate willnot apply unless you havebeen made whole forloss of payments which youorany other person
or organizationis entitled to on account ofi//ness orinjury. You agree that you havebeenmadewhole by any settlement
where your claim has beenreduced because of your contributory negligence. You alsoagreethatyouhave been made
whole if you receive a settlement for less thanthethird party’s insurance company's policy limits. Ifa 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 havebeenmade whole.

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

F. Limitation on Lawsuits and Legal Proceedings

By acceptingcoverage underthe Policy, youagreethat youwill not bringany legalaction against us regarding benefits,
claims submitted, the payment of benefits or any other matter 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 acceptingcoverage underthe Policy, youalsoagreethatyouwill not bring any legal action againstus more than three
years afterthe claim filingdeadlineoutlined in Section 11. A. (Claim Filingand 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 a ffect 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 aspossible.

H. Conformity with Applicable Laws and Regulations

On the effective date ofthe Policy, any term, condition or provision that conflicts with any applicable laws and regulations
will automatically conform to the minimum requirements of such laws and regulations.

I. Waiver and Change

Only our Chief Executive Officer can execute a waiver ormakea change tothe Policy. No agent, broker or other person
may waive or change any term, condition, exclusion, limitation, or other provisionof the Policy in any way orextend the
time forany premium payment. We may unilaterally changeany provision of the Policy if we send written notice to the
subscriber at least 30 days in advance ofthat change. When the change reduces coverage provided under the Policy, we
will send written notice ofthe change to the subscriber atleast 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 subscriber,all covered persons,andus. No error by us, the subscriber, orany coveredperson 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.
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J. Refund Requests

If we pay more benefits than whatwe're required to pay under the Policy, including, butnotlimited to, benefits we payin
error, we can request a refund from any person, organization, health care provider, or planthathasreceived anexcess
benefitpayment. If we cannot recover the excess benefit payments from any other source, we canrequest 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, atour option, reduce any future benefit payments for which we are liable
underthe Policy on other claims in orderto recover the excess paymentamount. We will reduce such benefits otherwise
payable forsuch claims untilthe excess benefit payments are recovered by us.

K. Quality Improvement

The WPS Health Plan Quality Improvement Committee evaluates and monitors key aspects of service and health care
provided to coveredpersons. The Medical Director directs the Quality Improvement Committee. Various committees
consisting of participating providers and WPS Health Plan staff guide, direct, and evaluate quality initia tives.
Participating providers are evaluated using nationally accepted criteria priorto joining the network and are reevaluated
every three years thereafter.

Healthmanagementstudies and projects are completed to increase rates of preventive careservices and to improve
management of acute and chronic diseases. The Quality Improvement Committee is responsible for directing 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 cooperationamongyou, sealth care providers andus
1. Your Rights as a Health Plan Member
a. Youhavetheright to receive quality health care that is friendly and timely.
b. Youhavetheright to be treated with respectand recognition of your dignity and right to privacy.

¢. Youhavetheright to receive allmedically necessary covered services when your health careproviders feel
they are needed.

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

e. Youhavetheright to refuse treatment.
f.  Youhavethe right to participate with health careproviders in making decisions aboutyour health care.

You havethe right to allinformation contained in your medical records.

Fow

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

i. Youhavetheright to make a list of instructions about your health care treatments (called a living will) and to
namethe personwho canmakehealth care decisions for you.

j.- Youhavetheright to have yourmedical and financial records kept private.

k. Youhavetheright to voice complaints or appeals about us or the health care coverage we provide.

I.  Youhavetherightto have a resourceat WPS that you can contact with any concerns about services andto
receive a promptand fairreview of your complaint.

m. Youhavetheright to make recommendations regarding the member rights and responsibilities policies.
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2. Your Responsibilities as a Health Plan Member

a. Youhavetheresponsibility to selecta participating primary care practitioner and to communicate with him
or herin orderto develop a patient- health carepractitioners relationship based on trust, respect, and
cooperation.

b. Youhavethe responsibility to know your health plan benefits and requirements.

¢. Youhavetheresponsibility to coordinate allnon-life-threatening, in-network care through your participating
primary care practitioner.

d. Youhavetheresponsibility to review your insurance information upon enrollment and to ask questions to
verify that you understand the procedures and explanations thatare given.

e. Youhavetheresponsibility to supply information (to the extentpossible) that health careproviders needin
orderto provide care and that we need in orderto provide coverage.

f. Youhavetheresponsibility to understand your health problems and to participate in developing mutually
agreed-upon treatment goals to the degree possible.

g. Youhavetheresponsibility to follow the treatmentplanand instructions for care that have beenagreed on
with your health care practitioners.

h. Youhavetheresponsibility to give proof of coverage eachtime you receive services and to update your clinic
with any personal changes.

i. Youhavethe responsibility to pay copayments whenyoureceiveservices and to promptly pay deductibles,
coinsurance,and other charges for services notcovered by the Policy.

j-  Youhavethe responsibility to keep appointments forcare orto give early noticeif you need to cancel.

M. Incontestability

All statements madein an application or supplemental applications, if any, are representations, not warranties. No statement
shallbe used by usto: (1) contestorvoid coverage under this Policy; (2) reduce, limit or deny payment of benefits under
this Policy; or (3) defend a claim underthis Policy; unless such statementis in writing, a copy of which is supplied to the

subscriber.

We will not contest the validity of your coverage under this Policy a fter your coverage has been in force fortwo years
except for: (1)nonpayment of premium; or (2) a fraudulentstatement contained in a document signed by thatperson orin
an application or supplemental application, if any, for thatperson, a copy of whichis supplied to thesubscriber.

We shallnot use a statement to reduce, limit or deny payment of benefits fora claim incurred by you after the expiration of
such two-yearperiod unless it is in a document signed by that personor, if thatpersonis a dependent, in a document,
application or supplemental application, if any, signed by the subscriber.

N. Misstatement of Age

Age means yourage onyour last birthday. If yourage has beenmisstated, we will make anequitable adjustment to your
premiums and/or benefits,as permitted by law.

0. Written Notice

Written notice that we provide to an authorized representative ofthe subscriber willbe deemednotice to all affected
covered persons and their covered dependents. This provision applies regardless of the notice’s subject matter.

50
26535-085-2201



11. CLAIM FILING AND PROCESSING PROCEDURES

A. Filing Claims
1. Howto File a Claim

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

a. A fully-completedclaim form, includingall of the following information:
1) Subscribername
2) Subscriber number
3) Providername
4) Provideraddress
5) Provider Tax ID orNational Provider Identifier (NPI) Number
6) Patient’sname
7) Patient’s date ofbirth
8) Dateofservice
9) Procedure code
10) Diagnosis code
11) Billed charges foreachservice
b. Ifallsectionsoftheclaim form are notcompleted in full, your claim may be returnedto you.
c. Proofofpayment.

Ifyoureceive health careservices in a country other thanthe United States, youwill need to pay forthe ealth
care servicesupfront and then submit the translated claim tous forreimbursement. We will reimburse you for any
covered expenses in U.S. currency. The reimbursementamount willbe based on the U.S. equivalency rate thatis
in effecton thedateyoupaid theclaim oron the date of service if the date of payment is unknown.

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 may be 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. In either case, such payments
will fully discharge us from all further liability to the extent of benefits paid.

2. Exceptionto 90-Day Claim Filing Deadline

Ifyou do not file the required information within 90 days afterreceivinga health care service, benefits willbe
paid for covered expenses it

a. Itwasnotreasonably possible to provide therequired information within such time; and

b. Therequired informationis furnishedas soon as possible andno laterthan one year followingthe initial 90-
day period. The onlyexceptionto thisrule is if you are legally incapacitated. If we do notreceive written
proof of claim required by us within thatone-yearand 90-day period and youare not legally incapacitated, no
benefits arepayable forthat health care serviceunder the Policy.

3. PharmacyPrescription Claims

Prescription legend drug claims made after4:00 p.m. will be logged in and handled onthe nextbusiness day.
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4. Howto Appeal a Claim Denial

Ifa claim is denied, youmay appeal the denial by filinga written grievance. Please see Section 12. (Internal
Grievanceand Appeal Procedures) for more information.

B. Designating an Authorized Representative

You may designate an authorized representative to pursue a claim for benefits ora grievance on your behalf. Such
authorized representativewill be treated as if he/sheis the covered person and we will send our written decision
respondingto the claim for benefits or grievanceto the authorizedrepresentative, notyou. This written decision will
contain personal information aboutyou, including your confidential medical information, if any, that applies to thematter
in which you designated the authorized representative to acton your behalf.

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

In instances of anurgent claim, we will recognize a health care professional with knowledge of your medical conditionas
your authorized representativeunless you specify otherwise.

If you have anauthorized representative, any references to “you” or “your”in this Section 1 1. willrefer to the authorized
representative.

C. Claim Processing Procedure

Benefits payable underthe Policy will be paid afterreceipt ofa correctlyfiled claim or prior authorizationrequestas
follows:

1. ConcurrentCare Decisions. We will notify youof a concurrent care decision thatinvolves a reductionin or
termination of benefits prior to the end of any prior authorization fora course of treatment. The notice will
provide time foryouto file a grievance andreceivea decision onthatgrievance priorto the benefitbeing reduced
or terminated. This will not apply if the benefitis reduced orterminated due to a benefit change or termination of
the Policy.

A request to extend a prior authorization of treatmentthatinvolves urgent care mustbe responded toas soon as
possible, takinginto accountmedical urgency. We will notify you of the benefitdetermination, whether adverse
or not, within 24 hours afterreceipt of yourrequestprovided that the requestis submitted to us atleast 24 hours
priorto the expiration of theprescribed period oftime or number of treatments.

2. UrgentClaims. We will notify youof our decisionon your claim within 72 hours of receiptof an urgent c/aim or
assoon as possible if your condition requires a shorter time frame. You ora 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 thebasis of
information provided by oron behalf of you. In makingthis determination, we will exercise our judgment with
deference to the judgmentof a health care practitioner with knowledge of your condition. Asa result, we may
require you to clarify themedicalurgency and circumstances thatsupport the urgent claim for expedited decision-
making.

Ifthe claim is an incorrectly filed claim, we will notify you ofthe failure to follow the proper procedures as soon
aspossible, but not laterthan 24 hours followingreceiptof theincorrectlyfiled claim. Such notification will
explain thereason why the request failed and the proper procedures for filingan urgent pre-service claim.

Ifthe claim is an incomplete claim, we will notify you of the specific informationneeded as soonas possible, but
no laterthan 24 hours a fter we receive theincomplete claim. You will then have 48 hours from thereceiptof the
notice to provide us with the requested information. We will notify youof ourdecisionas soon as possible, but
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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.

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

Forall other pre-service claims, we will notify youof ourdecisionon yourclaim as soonas possible, but notlater
than 15daysafterourreceiptof a pre-service claim. However, this period may be extended one timeby an
additional 15 days if we determinethatan extensionis necessary due to matters beyond our control. We will
notify you ofthe extension prior to theend ofthe initial 1 5-day period, the circumstances requiring the extension,
and the date by which we expectto makea decision.

Ifthe claim is an incorrectly filed claim, we will notify you ofthe failure to follow the proper procedures as soon
aspossible,but not laterthan5 days followingreceiptof the incorrectly filed claim. Such notification will explain

the reason why therequest failed and the proper procedures for filinga pre-service claim.

[fthe 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 ofthe initial 1 5-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 the period oftimeequalto the 15-day
extensionin additionto thenumber of days remaining from the initial 1 5-day period. Forexample, if our
notification was sent to youon the fifth day of the first 1 5-day period, we would have a total of 25 days to makea
decision on your claim following thereceipt ofthe additional information. Under no circumstances will the period
formakinga final determination onyourclaim exceed 75 days from the date we received the non-urgent pre-
service claim.

4. Post-Service Claims. We will notify you of ourdecisionon your claim as soon as possible, but not later than 30
daysafterourreceipt of a post-service claim.

However, this period may be extended onetime by anadditional 15 days if we determine thatan extensionis
necessary due to matters beyond our control. We will notify youof the extension prior to the end ofthe initial 30-

day period, the circumstances requiring the extension, and the date by which we expectto makea decision.

[fthe 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 ofthe initial 30-day period.
You will then have 45 days from the receiptof the notice to provide therequested information. Once we have
received the additional information, we will make our decision within the period oftime equalto the 15-day
extensionin additionto thenumber 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 total of 40 days to makea
decision on your claim following thereceipt ofthe additional information. Underno circumstances will the period

formakinga final determination onyour claim exceed 90 days from thedate we received the post-service claim.

D. Claim Decisions

If benefits are payable on charges 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 havealready paid the
charges and submitted paid receipts. We will send you written notice of the benefits we paid onyour behalf. If youhave
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 benefit determinations involvinganurgent claim may be providedto you verbally within the
time frames described above for expedited claim decisions. If verbalnotice is given under such circumstances, then written
notification willbe provided to you nolaterthan 3 days after the verbalnotification.

A denialnoticewill state thespecific reason orreasons forthe adverse benefit determination, the specific Policy provisions
on which the deteminationis based, and a description ofthe internal and external review procedures and associated
timelines. The noticewill include a description of any additional material or information necessary for youto perfect the
claim andanexplanation of why such material or information is necessary.
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The denialnotice willalso disclose any internalrule, guideline, protocol or other similar criterion that was relied upon in
makingthe adverse benefitdetermination. A copy of such internalrule, guideline, protocol, or other similar criterion will
be providedto you, free of charge, uponrequest.

If the adverse benefit determinationis based on the definition of medicallynecessary or
experimental/investigational/unproven, the denial notice willinclude an explanation ofthe scientific or clinical judgment
forthe determination applying the terms ofthe Policy to your medical circumstances. Alternatively, the denialnotice will

include a statement thatsuch explanation will be provided, free of charge, uponyourrequest.

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 informationrelevantto your claim

forbenefits.

12. INTERNAL GRIEVANCE AND APPEALS PROCEDURES

A. General Grievance Information

Situations mightoccasionally arise whenyou question or are unhappy with our claim decision or someaspect 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 youridentification card. A customer service representative will
record your information and your proposed resolution and consider all information that we haveabout 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 sending youa letter oran Explanation of Benefits that explains
the actions we havetaken toresolve the matter. If the matter cannot be infommally resolved, you have the right to file a
grievancein writing with our Grievance/Appeal Committee in accordance with the proceduredescribed below.

You also have the right to appeal anadverse benefit determination by filing a grievance. The grievance procedures
described below are the only means through which anadverse benefit determinationmay beappealed.

B. Grievance Procedures

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

address shownbelow.

WPS HealthPlan
Grievanceand Appeals Department
P.O. Box 7062
Madison, WI 53707-7062
Fax: 608-327-6320

Yourgrievancemust be in writingas we cannotaccepttelephone requests fora grievance. Please deliver, fax, ormail your
grievanceto us at the address shownabove.

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 alladditional medical information
(including copies of your health care provider s medical records) that shows why the health care servicewas medically
necessaryand/ornot experimental/investigative/unprovenunder 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 makean
exception to coverand pay benefits for thatprescription legend drug, durable medical equipment or medical device that is
not covered underthe Policy.
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We will acknowledge ourreceipt of your grievance by delivering, faxing, ormailing youanacknowledgment letter within
five business days of ourreceipt ofthegrievance. 1f youdo notreceivethis acknowledgement, please contactour
Customer Service Departmentusing the telephone number on your identification card.

As soon asreasonably 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 action oradministrative actionthatresolves the matter to
your satisfaction. If our Grievance/Appeal Department upholds the original claimsprocessing or administrative decision
that you challenged, the grievance will be automatically forwarded to our Grievance/ Appeal Committee (the “Committee’)
forits 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 subject of your grievanceto 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 teleconferencebefore the Committee to present information to
the Committee and to submit written questions to the Committee. The Committee willrespond to any submitted written
questionin its notice to you of'its final benefitdetermination. We will notify youin writing of the time and place of the
meetingat least seven calendar days before the meeting. Please rememberthatthis meetingis 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. If youattend the meeting to present reason(s) for the grievance, we expect
and require each person who attends the meetingto follow and abide by our established internal practices, rules and
requirements for handling grievances effectively and efficiently in accordance with applicable laws and regulations.

Fordecisions regarding medical judgment, the Committee will consult with a health care professional who has the
appropriate training and experience in the field of medicine involvedin the medical judgment. Such healthcare
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, free of charge, the identity of the health care professional
whose advice we obtained in connection with the adverse benefit determination, regardless of whether such advicewas
relied upon in makinga decision.

In addition, you havethe right to request, free of charge, access to and copies of alldocuments, records, and other
informationrelevant to your grievance. Furthemmore, as part of providing an opportunity fora fulland 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 ofthe date on which thenotice of a final
adverse benefitdeterminationis required to be provided to you for purposes of providing youa reasonable opportunity to
respond priorto that date.

Before a final adverse benefit determinationis made based on a new oradditional rationale, we will provide you, freeof
charge, with the rationale. Such rationale will be providedas soon as possible and sufficiently in advanceof thedateon
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 priorto thatdate.

In the eventthe new oradditional evidence is received so late that it would be impossible to provide it to youin time for
you to havea reasonable opportunity to respond, thenthe deadline for providinga notice of final adverse benefit
determinationistolled until such time is reasonable for providing you an opportunity to respond. Afteryou respondor
have hada reasonable opportunity torespondbutfailto do so, we will notify youof our finaldecisionas soonas we
reasonably can, takinginto account any medical exigencies.

Fora grievance thatisnot also anadverse benefit determination, we will mail you a letter explaining our decision within 30
days. However, this period may be extended onetime 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 expectto makea decision.
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Fora grievance thatis also an adverse benefit determination, we will notify you ofour final decision as soonas possible,
butnotlaterthanas follows:

1. Pre-Service Claims. We will notify you of our final decision as soonaspossible, but not later than 30 days after
ourreceipt of your grievance fora pre-service claim.

2. Post-Service Claims. We will notify you ofour final decision as soonas possible, but not later than 60 days after
ourreceipt of your grievance fora post-service claim.

3. ConcurrentCare. We will notify youof our final decision to reduce or terminate an initially approved course of
treatment before the proposed reduction or termination takes place. We shall decidethe appeal of a denied request
to extendany concurrent care decision in the appeal time frame fora pre-service claim, urgent claim,ora post-

service claim, as appropriate to therequest.

4. Expedited Grievances. We will notify youof our final decision as soon as possible, butnot later than 72 hours
afterreceiptof the expedited grievance. An expedited grievance includes anappealof anurgentclaim.

C. Expedited Grievance Procedure

To file an expedited grievance, youoryour health carepractitioner 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 HealthPlan.
Grievanceand Appeals Department
P.O. Box 7062
Madison, WI 53707-7062
Phone: 920-490-6987 or
1-877-897-4123 (toll-free)
Fax: 608-327-6320

Forexample, if we denied benefits because we determined that a health care serviceprovided to you was notmedically
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 serviceis medically
necessaryand/ornot experimental/investigative/unprovenunder 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 for thatprescription legend drug, durable medical equipment ormedical device that
is not coveredunderthePolicy.

As soon asreasonably possible following ourreceiptof the expedited grievance, our Grievance/Appeal Department will
review the expedited grievance. 1f we agree with the proposed resolution of this matter, we will contact youby phone or fax
to explain ourdecisionand then follow up with eithera letter oran Explanation of Benefits form explaininghow 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”) for its review and decision in accordance with the procedure explained below. Underno
circumstances will the time frame exceed the time period discussed below.

You havethe right to submit written questions/comments, documents, records, evidence, testimony, and other information
relatingto the claim for benefits that is the subject of your expedited grievance. The Committee will review your expedited
grievanceand allrelevant 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 willrespond to any submitted written
questionin its notice to you of'its final benefitdetermination. We will notify youof the timeandplace ofthe meetingas
soon asreasonably possible. Please remember that this meetingisnot a trial where thereare rules of evidenceare followed.
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Also, cross-examination ofthe Committee’s members, its advisors, or WPS employees isnot allowed. No transcriptofthe
meetingis prepared, and sworn testimony is not taken by the Committee. However, your presentation to the Committee will
berecorded. Ifyouattendthemeetingto present reason(s) for the expedited 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
expedited grievances effectively and efficiently in accordance with applicable laws and regulations.

Fordecisions regarding medical judgment, the Committee will consult with a health care professional who has the
appropriate training and experience in the field of medicineinvolvedin the medical judgment. Such healthcare
professional will not be the same individual who was consulted regarding the initial adverse benefit determinationor a
subordinateof suchindividual. You havethe right to request, free of charge, the identity of the health care professional
whose advice we obtained in connection with the adverse benefit determination, regardless of whether such advicewas
relied upon in makinga decision.

In addition, you havethe right to request, free of charge, access to and copies of alldocuments, records, and other
informationrelevant to your expedited grievance. Furthermore, as part of providing an opportunity fora fulland fair
review, we will provide you with anynew 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 ofthe date on which the
notice of a final adverse benefit determination is required to be provided to you for purposes of providing you a reasonable
opportunity to respond prior to thatdate.

Before a final adverse benefit determinationis made based on a new oradditional rationale, we will provide you, freeof
charge, with the rationale. Such rationale will be provided as soon as possible and sufficiently in advanceof thedateon
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 thatdate.

In the eventthe new oradditional evidence is received so late that it would be impossible to provide it to youin time for
you to havea reasonable opportunity to respond, thenthe deadline for providinga notice of final adverse benefit
determinationis tolled untilsuch time is reasonable for providing you an opportunity to respond. Afteryou respondor
have hada reasonable opportunity torespond butfailto do so, we will notify youof our finaldecisionassoonas we
reasonably can, takinginto account allmedical exigencies.

As expeditiously as your health conditionrequires, but not later than 72 hours a fter our receipt of 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 maila detailed decision letter containingall informationrequired 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 benefitdetermination will state the specific reason orreasons forthe final adverse benefit
determination, the specific Policy provisions on whichthe detemination is based, and a description of the external review
procedures andassociated timelines. The notice will include a description ofany additional material or information

necessary foryouto perfect theclaim and anexplanation of why such material orinformation is necessary.

The denialnotice willalso disclose any internalrule, 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 providedto you, freeof charge, upon request.

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

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 relevantto your claim
forbenefits.

We will retain ourrecords of theexpedited grievance forat least six years after we send younotice of our final decision.

You havethe right to request, free of charge, copies of alldocuments, records, and other information relevantto your
expeditedgrievanceby sending a written requestto the address listed above.
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If we continueto deny the payment, coverage, or service requested, or if you do not receive a timely decision, youmay be
entitled to request an independent external review.

D. Final Claim Decisions

A notice of a final adverse benefitdetermination will state the specific reasonorreasons forthe final adverse benefit
determination, the specific Policy provisions on whichthe determinationis based, and a description of the external review
procedures andassociated timelines. The notice will include a description ofany additional material or information
necessary foryouto perfect the claim andan explanation of why suchmaterial 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 providedto you, free of charge, upon request.

[fthe final adverse benefit determinationis based on the definition of medicallynecessary or
experimental/investigational/unproven, then the denial notice will provide you with either an explanation of the scientific or
clinical judgment for thedetermination 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 alldocuments, records, and other information relevantto your claim

forbenefits.

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 alldocuments, records, and other informationrelevantto your
grievanceorexpedited grievanceby sending a writtenrequestto the address listed above.

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

13. INDEPENDENT EXTERNAL REVIEW

A. Independent External Review Process

You maybe 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 a gree with you thatthe
matter should proceed directly to independent review, or if you need immediate medical treatment and believe that the time
period forresolvinganinternal grievance will causea delaythatcould jeopardize your life or health, youmay ask to bypass
ourinternal grievanceprocess. In these situations, yourrequest will be processed on an expedited basis.

Ifyou oryourauthorized representative wish to file a request foranindependentexternal review, your requestmust be
submitted in writing to the address listed below andreceived within four months ofthe decision dateof your grievance.

WPS HealthPlan
Attention: IRO Coordinator
P.0O. Box 7062
Madison, WI 53707-7062
Fax: 608-327-6320

Yourrequest foran independent external review must include:
1. Yourname,address and telephone number;

2. Anexplanation of why youbelieve that the treatment should be covered;
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3. Any additional information or documentation that supports your position;

4. Ifsomeone else is filing on yourbehalf, a statement signed by you authorizing thatperson to be your
representative; and

5. Any otherinformation we request.

Within five days of ourreceipt of yourrequest, an accredited [IRO will be assigned to your case through anunbiased
random selection process. The assigned IRO will send you a notice ofacceptance within one business day of receipt,
advisingyouof yourright to submit additional information within ten business days of yourreceipt ofthe 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
calendar daysoftheirreceipt of the request. Someof the information youprovideto the IRO maybe shared with

appropriate regulatory authorities.

The IRO’s medical director or other medical professional will review yourrequestand decide if an immediate review is
needed. If so, it will review your dispute onanexpedited basis andmakea decision within 72 hours. [f theIRO decides that
yourillness orinjury does not require its inmediate review of your dispute, it will notify you that youmust first complete
ourinternal grievance and appeals process.

Unless yourcase involves the rescission of the Policy, the IRO’s decisionis binding forboth you and WPS. You are not
responsible for costs associated with the independent external review.

14. DEFINITIONS

In this Policy, all italicized terms have themeanings set forth below, regardless of whetherthey appearas singularorplural
Activities of Daily Living (ADL): the following, whether performed with or withoutassistance:
1. Bathingwhich is the cleansingofthe body in eithera tub or shower orby sponge bath;

2. Dressing, which is to put on, take off, and secure allnecessary and appropriate items of clothing and any necessary
braces orartificial imbs;

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 oneplace to another, with or without assistance of equipment;

Eating, which is getting nourishmentinto thebody by any means other than intravenous; and

AN N

Continence, which is voluntarily maintaining control of bowel and/or bladder function; in the eventof
incontinence, maintaining a reasonable level of personal hy giene.

Adverse Benefit Determination: any of the following: a denial, reduction, or termination of; ora 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,
or termination of, ora failure to provide or make payment (in whole orin part) for, a benefitresulting from the application
of any utilization management, as wellas a failure to coveranitem 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 determination includes 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 benefitatthattime.

Adverse Determination: a determinationby WPS to which all of the followingapply:

1. Wehavereviewedadmissionto a health care facility, the availability of care, the continued stay or other
treatment,

2. Based onthe information provided, the treatment does not meetour requirements for medicalnecessity,
appropriateness, health care setting, level of care, or effectiveness; and
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3. Based onthe information provided, we reduced, denied or terminated the treatment or payment ofthe treatment.

An adverse determination also includes the denial of a prior authorizationrequest for health care services fromanon-
participating provider. The right to an independent external review applies only when you feel the non-participating
provider’s clinical expertise is medically necessary and the expertise is not available from a participating provider.

Ambulance Services: ground andair transportation: (1) provided by a licensed ambulance service using its licensed and/or
certified vehicle, helicopter, or plane which is designed, equipped, and used to transport you when you are sick or injured,

and (2) 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 pursuinga claim for benefits under the Policy.

Behavioral Health Services: health careservices for the treatment of substance use disorders and nervous or mental
disorders.

Benefit: yourright to payment for covered health careservices that are available underthe Policy. Yourright to benefits i
subject to the terms, conditions, limitations and exclusions ofthe Policy, including the Schedule of Benefits and any
attached endorsements.

Biosimilar(s): a prescription legend drug of biological origin developed suchthatthere are no clinically meaningful
differences between the biological productand its FDA-approved reference product in terms of'sa fety, purity, and potency,
and demonstrates similarity to the reference productin terms of quality characteristics, biological activity, safety and

efficacy. A biosimilar may be classified as a brand-name drug, generic drug,and/or specialty drug.

Bone Anchored Hearing Aid (BAHA): a surgically implantable system for treatment of hearing loss that works through
direct bone conduction.

Brand-Name Drug(s): a prescription legend drug sold by the pharmaceutical company or other legalentity holdingthe
original United States patent for thatprescription legend drug. For purposes of the Policy, we may classify a brand-name
drug asa generic drugif 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 startswith yourapplicable effective date of coverage shown in ourrecords, as
determined by us, and ends on December 3 1st of such year. Each following calendar year will start on January 1stof that
yearand endon December 3 1st of thatsameyear.

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 beenresolved), orit
is known thatthe device type can be safe and effective because, for example, other manufacturers have obtained FDA

approval forthatdevice type.

In orderto be coveredasa category B device, the devicemust meetall of the following criteria:

1. Used within the contextof an FDA-approved clinicaltrial;
2. Usedaccordingto theclinicaltrial's approved protocols;

3. Fallundera covered benefit category andnot excluded by law, regulation or current Medicare coverage
guidelines;

4. Medically necessary forthe coveredperson,and the amount, duration and frequency ofuse orapplicationof the
service is medically appropriate; and

5. Fumished in a settingappropriate to the coveredperson’s medicalneeds and condition.

Charge: an amountbilled by a health care provider fora health careservice. Charges areincurred on the date youreceive
the health care service.

Child/Children: any ofthe following:

1. Abiologicalchild of a subscriber.
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2. A step-child of a subscriber.
3. Alegally adoptedchild ora child placedfor adoption with the subscriber.
4. A child solely underthe subscriber’s (or his/her spouse’s) court-ordered legal guardianship as determined by us.
5. Achildplaced in foster carewith a subscriber.
Cochlear Implant: animplantable 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 fora covered
expense.

Collateral: a member of your immediate family.

Concurrent Care Decision: a decision by us to reduce or terminate benefits otherwise payable fora course of treatment
thathasbeenapprovedby us ora decision with respect to arequestby youto extenda course of treatmentbeyondthe
period of time or number of treatments that has been approved by us.

Confinement/Confined: the period starting with your admission on aninpatientbasis to a sospital or other licensed health
care facility fortreatmentof an illness or injury. Confinement ends with your discharge from the same Aospitalor other
facility.

Convenient Care Clinic: a medical clinic that: (1)is locatedin a retail store, supermarket, pharmacy or othernon-
traditional, convenient, and accessible setting; and (2) provides covered health care services performed by health care
practitioners acting within the scope of theirrespective licenses.

Copayment: a specific dollar amount that youare required to pay tothe health care providertowards the charge for
certain covered expenses. Please notethatforcovered health careservices,you are responsible for payingthelesserof the

following: (1) the applicable copayment; or (2) the charge for the covered expense.

Correctly Filed Claim: a claim that includes: (1) the completed claim forms that we require; (2) the actual itemized bill for
each health care service; and (3) all other information that we need to determine our liability to pay benefits under the

Policy, includingbut not limited to, medical records and reports.

Cosmetic Treatment: any health careservice usedsolely to: (1) change orimprove your physical appearance or self-
esteem;or (2)treat a conditionthat causes no functional impairment or threat to your health.

CostSharing: Yourshareof costs forhealth careservices covered under the Policy thatyoumust pay out of your own
pocketlimited to copayments, deductibles,and coinsurance. Other costs, including your premiums, amounts you pay for
non-covered health care services,and amounts youpay thatexceed themaximum allowable feeare not considered cost
sharing.

Covered Dependent: an eligible dependentwho has properly enrolled andbeen approved by us for coverage underthe
Policy.

Covered Expenses: any charge, or any portionthereof, thatis eligible for full orpartialpaymentunderthe Policy.
Covered Person: a subscriber and/or his/her covered dependent(s).

Covered Transplant Drugs: immunosuppressantdrugs 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, except for high dose

chemotherapy provided fora covered bone marrow transplant. This includes refills of immunosuppressant drugs.
Custodial Care: services thatare any of the following:
1. Non-health-related services, suchas assistance in activities of daily living.

2. Health-related services that are provided for the primary purpose of meeting the personalneeds ofthe patient or
maintaininga level of functionunless eligible for habilitative services benefits (evenif the specific services are
consideredto be skilled services), as opposed to improving that function to an extent that might allow fora more

independentexistence.
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3. 24-hoursupervision forpotentially unsafe behavior.

4. Supervision of medication which usually canbe self-administered.

5. Services thatdo not require continued administration by trained medical personnelin orderto be delivered safely
and effectively.

Services may stillbe considered custodial careby us evenif:
1. Youareunderthe care ofa health care practitioner;

2. The healthcarepractitioner prescribes health care services to supportand maintain your physical and/ormental
condition;

3. Servicesare beingprovidedby a nurse; or

4. Such care involves the use oftechnical 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 Alcoholand Other Drug Abuse (AODA) facilities that
provide case management, counseling, medical care and therapies on a routinebasis fora scheduled partof'a day anda
schedulednumber of days per week; also knownas partial hospitalization.

Deductible: the specified amountyouarerequired to pay for covered expenses in a calendar yearbefore benefits are
payable underthe Policy.

Delegate: a vendor we contract with to perform services on our behalf. This includes any vendors the contracted vendor
uses in providing services tous.

Designated Transplant Facility: a facility thatis (i) approved by us to be the mostappropriate facility for yourapproved
transplant services;and (i) contracted to provide approved transplant services to covered persons pursuant toan
agreementwith one of our transplant provider networks.

Developmental Delay: any disease or condition that interrupts or delays the sequence andrate ofnormal growth and
development in any functionalarea 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 canoccurevenin the absenceofa
documented identifiable precipitating cause or established diagnosis. Developmental de/ays may ormay not be congenital
(present from birth).

Durable Medical Equipment: anitem that we determine meets all of the following requirements: (1)it can withstand
repeateduse; (2) it is primarily used to serve a medical purpose with respect to an illness orinjury; (3) it is generally not
usefulto a person in the absence ofanillness orinjury; (4) it is appropriate foruse in yourhome; (5) it is prescribed by a
healthcare practitioner; and (6) 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 whoisnot on active military
duty forlongerthan 30days:

1. Asubscriber’slegalspouse.
2. A subscriber’s child,underthe age of 26.
3. A full-time student returning from military duty.
4. Asubscriber’s childoverage 26 if all of the following criteria are met:
a. Thechild’s coverage underthe Policy beganbefore he/she reached age 26;
b. The childisincapable of self-sustaining employmentbecause of intellectual disability or physical handicap;

c. Thechildis chiefly dependentupon the subscriber for support and maintenance;
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d. Thechild’s incapacity existed before he/she reached age 26;and
e. Thesubscriber’s family coverage remains in force underthe Policy.
A biologicalchildof a subscriber’s child if the subscriber’s child isunder 18 years old.

A child,undertheage of26 for whom thesubscriber (orhis/her spouse) was the legal guardian priorto thechild
turning 18 years of age.

Emergency Medical Care: health care services to treat your medical emergency.

Emergency Room Visit: a meetingbetween you anda health carepractitioner that: (1) occurs at the emergency room;
and (2) includes only the charges fortheemergency room fee billed by the facility foruse ofthe emergency room.

Expanded Preventive Drug: any drugon our Expanded Preventive Drug List, as determined by us. Expanded preventive
drugs may include those prescription legend drugs the Internal Revenue Service has indicated are taken to prevent
exacerbationof a chronic conditionor the development ofa secondary condition.

Expedited grievance: a grievance to which any ofthe following conditions apply:

1.

The duration of thestandard resolution process will result in serious jeopardy to your life orhealth or yourability
to regain maximum function.

A health care practitioner with knowledge of your medical condition believes that youare subjectto severe pain
that cannotbe adequately managed without the care or treatment that is the subjectof the grievance.

A health care practitioner with knowledge of your medical condition determines thatthe grievance will be treated
asan expedited grievance.

Experimental/Investigational/Unproven: as determined by our Corporate Medical Director, any health care service or
facility thatmeets at least one of the following criteria:

1.
2.
3.

9.

Itis not currently recognized as accepted medical practice;
It wasnotrecognized as accepted medical practice atthe time the charges were incurred;

Ithasnot beenapprovedby the United States Food and Drug Administration (FDA)upon completion of Phase 111
clinicalinvestigation;

Itis beingused in a way thatisnot approved by the FDA orlisted in the FDA-approved labeling (i.e. off-label
use), except for off-label uses thatare accepted medical practice);

Ithasnot successfully completed all phases of clinical trials, unless required by law;

Itis based uponorsimilarto a treatmentprotocolused in on-goingclinical trials;

Prevailing peer-reviewed medical literature in the United States has failed to demonstrate that it is safe and
effective for your condition;

There is not enough scientific evidence to demonstrate or make a convincing argument that (a) it can measure or
alterthe sought-after changes toyouri//ness or injury or (b) such measurementoralteration will a ffectyour health
outcome; or support conclusions concerning the effect ofthe drug, device, procedure, service or treatment on

health outcomes; or

Itis associated with a Category III CPT code developed by the American Medical Association.

The above list is not all-inclusive.

A health care serviceor facility may be considered experimental/investigational/unproven evenif the health care
practitionerhas performed, prescribed, recommended, ordered, orapprovedit, orif it is the only available procedure or

treatment for the condition.
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We have full discretionary authority to determine whether a sealth care service is experimental/investigational/unproven.
In any dispute arisingas a result of our determination, such determination willbe 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 entitled to receiveany compensatory damages, punitive damages, or attorney's fees, orany other costs in
connectiontherewithorasa consequence thereof.

Experimental Treatment Determination: a determinationby WPS to which all of the followingapply:

1. Wehavereviewedthe proposed treatment,

2. Based ontheinformation provided, we have determined the treatment is experimental/ investigational/ unproven;,
and

3. Based onthe information provided, we denied the treatment or payment for the treatment.
Family Coverage: coverage that applies to a subscriber and his/her covered dependents.

Formulary: a list of drugs thatare covered under the pharmacy benefit, which is available

at https://wpshealth.com/resources/files/32772-2022-wps-ind-small-group-drug-formulary.pdf. The formulary
contains genericdrugs, brand-namedrugs, specialty drugs and biosimilars whichmay be classifiedas either specialty
drugs, preferred drugs ornon-preferred drugs.

Full-Time Student: a childin regular full-time attendanceatan accredited 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 a ctivity mustbe to provideanacademic education. An
apprenticeship programis not considered anaccredited school, college oruniversity 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 studentbody; this may
vary if the school has trimesters, quarters, or another type of schedule forits general student body. Proofof enrollment,
course loadand attendance is required upon ourrequest. 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 whomeets all of the following criteria:

1. Thechild was called to federalactive duty in the national guard orin a reserve componentof the U.S. armed
forces while the childwas attending, on a full-time basis, an institution ofhigher education;

2. Thechild wasundertheage of27 whencalled to federal active duty;

3. Within 12 months after returning from federal active duty, the child returned to an institution ofhigher education
on a full-time basis, regardless of age; and

4. Thechild must: (1)attendanaccredited school for thenumber of credits, hours, or courses required by the school
to be considereda full-time student; (2) attend two or moreaccredited schools for credits toward a degree, which,
when combined equals full-time status atone of theschools; or (3) participate in either aninternship or student
teaching during the lastsemester of schoolprior to graduation, if the internship or student teaching is required for

his/herdegree. The child continues to be a full-time student during periods of vacation or between tem periods
established by the school.

Functional Impairment: a significantand documented loss of useof any body structure or body function thatresults 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 having an identicalamount ofthe sameactive ingredient(s)
and approved by the FDA. Forpurposes of the Policy, we may classifya genericdrugas a brand-namedrugif we
determine that the generic drug s price is comparable to the price of its brand-name drug equivalent. The term generic drug
may also include over-the-counter drugs that we detemine to be covered drugs.

Genetic Testing: testing thatinvolves 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 diagnose genetic conditions, identify futurehealthrisks, predict drug responses (pharmacogenetics),
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and assess risks to future children. Genetic testingmay also be applied to gene mutations thatoccurin cells duringa
person’s lifetime.

Genetic testing includes, butis not limited to: (1) gene expression and determination of gene function (genomics);

(2) analysis of genetic variations; (3) multiple gene panels: (4) genetic bio- markers; (5) biochemical biomarkers:

(6) molecularpathology; (7) measurements of gene expression and transcription products; (8) cytogenetic tests,:

(9) topographic genotyping; (10) microarray testing; (11) whole genome sequencing; and (12) computerized predictions
based onthe results of the genetic analysis.

Geographical Service Area: the region in which WPS Health Plan operates and your Policy is available, as determined by
us. Please see wpshealth.com/healthplan for more information.

Grievance: any dissatisfaction with us or our administration of your health benefit planthat you express to us in writing,
Forexample, youmightfile a grievanceaboutour provision of services, our determination to reform orrescind a policy,
ourdetermination of a diagnosis or level of service required for evidence-based treatment of autism spectrum disorders, or
ourclaims practices.

Habilitative Services: iiealth care services thathelp a personkeep, learn, orimprove skills and functioning for activities of
daily living. Examples include, butare not limited to, therapy fora childwho isn’t walkingortalkingatthe expected a ge.
These health care services may include physical and occupational therapy, speech-language pathology and other services

forpeople with disabilities in a variety of inpatient and/or outpatient settings.

Health Care Practitioner: one of the following licensed practitioners who perform services payable under this Policy: a
Doctorof 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 nursepractitioner (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, marria ge and family therapist or
professional counselor; a physical therapist; an occupational therapist; a speech-language pathologist; anaudiologist; orany
other licensed practitioner thatis acting within the scope oftheir license and performinga service that would be payable
underthe Policy.

Health Care Provider: anyphysician, health carepractitioner, hospital, pharmacy, clinic, skilled nursing facility, surgical
centerorother person, institution or other entity licensed by the statein which he/she/it is located to provide health care
services.

Health Care Services: diagnosis, treatment, hospital services, surgical services, maternity services, medical services,
procedures, drugs, medicines, devices, supplies, or any other service directly providedto you by a health care provider.

Health Insurance Marketplace: a resourceestablishedand operated by the State orthe Department of Health and Human
Services where qualified consumers can learn about and purchase Qualified Health Plans.

Hearing Aid: any externally wearable instrument or device designed or offered for the purpose of aiding or compensating
forimpaired humanhearingand any parts, attachments, oraccessories 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), positron emission tomography (PET), single photon emission computed tomography (SPECT),
computed tomography (CT) imaging, and nuclear stress testing for high-end imaging.

Home Care: health careservices provided directly to youin yourhomeundera written plan thatmeets the following
criteria: (1)theplanisdeveloped by yourattending health care practitioner;(2)the plan is approved by yourattending
health care practitioner in writing; (3) the plan isreviewed by yourattending health care practitioner every two months (or
less frequently if your health care practitioner believes and we agree that less frequent reviews are enough); and (4) home
careis provided or coordinated by a home health agency or certified rehabilitation a gency thatis licensed by the Wisconsin

Departmentof Health Services or certified by Medicare.

Home Delivery Pharmacy: a participating pharmacy that dispenses extended supplies of maintenance medications
(typically greaterthana 30-34 day supply).
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Home Health Aide Services: services performed by a homehealth aide which: (1) are notrequired to be performed by a
registered nurse or licensed practicalnurse; and (2) primarily aid the patientin performingnormal activities of daily living,
which mayinclude custodial care.

Hospice Care: health care services thatare: (a) provided toa covered person whose life expectancy, as certified by a
health care practitioner, is six consecutive months or less; (b) available onan intermittent basis with on-call health care
services available on a 24-hour basis; and (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 athospice facilities orin your place ofresidence.

Hospital: a facility providing 24-hour continuous service to a confined covered person. Its chief function mustbe to
provide facilities for the diagnosis and treatment ofillness orinjury. A professionalstaff oflicensed health care
practitioners and surgeons must provide or supervise its services. [t must provide general hospital and major surgical
facilities and services. A hospitalalso includes a specialty hospitalapproved by us and licensed and accepted by the
appropriate state orregulatory agency to provide diagnosis and short-term treatment for patients who have specified
illnesses orinjuries. Ahospital doesnotinclude, as determined by us: (1) a convalescent or extended care facility unit
within or affiliated with the hospital; (2)a clinic; (3) a nursing, rest or convalescent home; (4) an extended care facility;
(5) a facility operated mainly for care oftheaged; (6) sub-acutecare center; or(7) a healthresort, spa orsanitarium.

Ilness: 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
cochlearimplants and bone anchored hearing aids.

Incarcerated: servinga term in prison orjail. [t does not mean livingat home or in a residential facility under supervision
of the criminal justicesystem or living there voluntarily. In other words, incarceration does not include being on probation,
parole orhome confinement. You are not considered incarceratedif you are in jail or prison pending disposition of
charges. In other words, beingheld butnotconvicted of a crime.

Incidental/Inclusive: a procedure orservice is incidental/inclusiveif it is integralto the performanceof another sealth
care service orif it can be performed at thesame timeas another realth careservice withoutadding significanttime 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 that is filed but lacks information which enables us to determine what, if any, benefits
are payable undertheterms and conditions ofthe Policy. Examples include, butare not limited to, claims missing

procedure codes, diagnosis or datesof service.

Infertility: the inability or diminished ability to produce offspringincluding, but not limited to, a couple’s failure to
achievepregnancyafteratleast 12 consecutivemonths of unprotected sexual intercourse ora woman’s repeated failures to
carry a pregnancy to fetal viability. Repeated failures to carry a pregnancy to fetal viability meansthree consecutive
documented spontaneous abortions in the first or second trimester. Such inability must be documented by a health care
practitioner.

Infertility or Fertility Treatment: a health care servicethat is intended to: (1) promote or preserve fertility; or
(2) achieve and maintain a condition of pregnancy. For purposes of this definition, infertility or fertility treatmentincludes,

butis not limited to:

1. Fertility tests and drugs
Tests and exams done to prepare for or follow through with induced conception
Surgicalreversalof a sterilized state that was a result ofa previous surgery

Sperm enhancement procedures

A

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
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Injury:bodily damage caused by an accident. The bodily damage must result from theaccidentdirectly and independently
of allothercauses.

Life-Threatening Condition: any disease or condition from which thelikelihood of death is probable unless the course of
the disease or condition s interrupted.

Maintenance Care: health care services provided to you after the acute phase of an i/lness orinjury has passed and
maximum therapeutic benefit has occurred. Such care promotes optimal function in the absence of significant symptoms.

Maximum Allowable Fee: the maximum amountof reimbursement allowed fora covered health careservice. Fora
covered health careservice provided by a participating provider, the maximum allowable fee is the ratenegotiated
between us andthe participating provider. Fora covered health care serviceprovided by a non-participating provider, the

maximum allowable fee is the maximum out-of-network allowablefee.

If you submit a written or oral request for our maximum allowable fee fora health careservice andif you provide us with
the appropriatebilling code that identifies the health care service (for example, CPT codes, ICD 10 codes or hospital
revenue codes) and the health care provider’s estimated fee for that health care service, we will provide you with any of
the following:

1. A description of ourspecific methodology, including, but not limited to, the following:

a. Thesource of thedataused, suchas ourclaims experience, an expert panelof health care providers, or other
sources;

b. The frequency ofupdatingsuchdata;

c¢. Thegeographic area used,

d. Ifapplicable,thepercentile used by us in determining the maximum allowable fee; and
e. Any supplemental information used by us in determining the maximum allowable fee.

2. The maximum allowable feedetermined by usunder our guidelines for the specific health careservice you
identified. This maybe in the form ofa range of payments or maximum payment.

Maximum Out-of-Network Allowable Fee: the benefit limit established by us fora covered health care service provided
by a non-participating provider. The benefit limit for a particular zealth careservice is based on a percentage ofthe
published rate allowed for Wisconsin by the Centers for Medicare and Medicaid Services (CMS) for the same or similar
healthcare service. Whenthere isno CMSrate available forthesame orsimilar health careservice, the benefitlimit is

based onanappropriate commercial market fee forthe covered health care service, as determined by us.

Medical Emergency: a medical condition involving a cute and abnommal symptoms of such severity (including severe pain)
that a prudent and sensible person who possesses an averageknowledge of health and medicine would reasonably conclude

thata lack of immediate medical attention will likely result in any of the following:

1. Seriousjeopardyto a person's health or, with respect to a pregnant woman, serious jeopardy to the healthof the
woman or herunborn child

2. Seriousimpairmentto a person's bodily functions
3. Serious dysfunction ofoneormore ofa person's body organs orparts
Medically Necessary: a health care service thatwe determineto be:
1. Consistent with and appropriate for the diagnosis or treatment of your illness or injury;

2. Commonlyand customarily recognized and generally accepted by themedical professionin the United States as
appropriate and standard of care for the condition being evaluated or treated;

3. Substantiated by theclinical documentation;

4. The mostappropriate and cost-effective care thatcan safely be providedto you. Appropriate and cost effective
doesnotnecessarily meantheleastexpensive;
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5. Provento beuseful orlikely to be successful, yield additional information, orimproveclinical outcome;

6. Notprimarily forthe convenienceorpreference ofthe coveredperson, his/her family, orany health care provider,
and

7. A health care servicemaynotbe considered medically necessary evenif the health care provider has performed,
prescribed, recommended, ordered, orapproved theservice, orif the service is the only available procedure or
treatment for your condition.

Medical Services: health care services recognized by a health carepractitioner to treatyour illness or injury.

Medical Supplies: items that we determineto be: (1) used primarily to treatani//ness orinjury;(2) generally not useful to
a person in the absence of an illness or injury; (3) the mostappropriate item thatcan be safely providedto youand
accomplish thedesired end result in the mosteconomical manner; (4) not primarily forthe patient’s comfort or
convenience; and (5) prescribed by a health care practitioner.

Miscellaneous Hospital Expenses: regular zospital costs (including take-home drug expenses) that we coverunderthe
Policy fortreatment ofanillness or injury requiring either: (1) inpatient confinement in a hospital;, or (2) outpatient zealth
care services ata hospital. For outpatient sealth care services, miscellaneous hospital expenses include charges for: (1) use
of the hospital's emergency room; and (2) emergency medical care provided toyouatthe hospital. Miscellaneous hospital
expenses do not include room and board, nursing services, and ambulance services.

Nervous or Mental Disorders: clinically significant psychological syndromes that: (1) are associated with distress,
dysfunctionorphysicalillness; and (2) represent a dysfunctional response to a situation or event that exposes youto an
increasedrisk of pain, suffering, conflict, physical illness or death. Behavior problems, learning disa bilities, autism or
developmental delays arenot nervous or mental disorders.

Non-Participating Provider: a health care provider that has notentered into a written a greement with us to provide
covered services to you as of thedateupon which the services are provided.

Obesity: a bodymassindex (BMI)of 30orgreater. BMI is calculated by dividing your weight in kilograms by the square
of yourheight in meters.

Observation Care: Clinically appropriate outpatient hospital services, which include ongoing short term treatment,
assessment, and reassessment prior to your sealth carepractitioner determining if you will require further treatment as a
hospitalinpatientorif they can discharge you from the hospital.

Office Visit: either of the following:

1. Forhealth careservices otherthan behavioral health services,a meetingbetweenyouanda health care
practitionerthat: (a)occurs at the health carepractitioner’s office,a medical clinic, convenient careclinic,an
ambulatory surgical center, a free-standing urgent care center, skilled nursing facility, the outpatient department of
a hospital otherthan anemergencyroom, in your home, or occurs via interactive audio-video telecommunication
and; (b) includes youreceiving medical evaluation and health managementservices (as defined in the latest edition
of Physician's Current Procedural Terminology oras determined by us).

2. Forbehavioral healthservices,a meetingbetweenyouand a health care practitioner licensed to provide
nonresidential services for thetreatment of nervous or mental disorders and/or substance use disorders that:
(a)occursin the health care practitioner’s office, a medical clinic, a free-standingurgentcare center, skilled
nursing facility, outpatient treatment facility, the outpatient departmentof a hospital other thananemergency
room, in yourhome, or occurs via interactive audio-telecommunication and; (b) involves you receiving
psychotherapy, psychiatric diagnostic interviews, medication management, electro-shock therapy, behavioral
counseling, orneuropsychological testing.

Oral Surgery: surgical services performed within the oral cavity.

Organ and Tissue Acquisition: the harvesting, preparation, transportation, and storage of human organ andtissue that is
transplanted to you. This includes related medical expenses of a livingdonor.
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Orthotics: custom-maderigid or semi-rigid supportive devices used to:

1. Support,align, prevent, or correctdeformities.
2. Improvethe function of movable parts ofthe body.
3. Limitorstop motionofa weak ordiseased 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
asthese: (1) amounts youpay fornon-covered health care services; (2) amounts youpay that exceed the maximum
allowablefee; and (3) amounts you pay for the difference between the brand-name drugandthe lower costequivalent drug

(generic or biosimilar) will not count towards your out-of-pocket limit.

Palliative Care: care that optimizes quality of life for people with serious i//ness by anticipating, preventing, and treating
their suffering. Palliative care may be provided throughout the continuum ofi//ness. It generally involves addressing
physical, emotional, and socialneeds and facilitating patient autonomy, a ccess to information, and choice.

Participating Facility: a hospital orambulatory surgery center that has entered into a written a greement with us to provide
covered services to you as of thedateupon which theservices are provided. A hospital’s orambulatory surgery center’s
participation status may change from time to time. Pleasereferto ouron-line directory orcontactus fora listingof
participating facilities.

Participating Pharmacy: a pharmacy thatwe have contracted with and thatbills us directly forthe charges youincur for
covered drugs.

Participating Provider: a health care provider thathas entered into a written agreement with us to provide covered
services to you as ofthe date upon whichthe services areprovided. A health care provider’s participation status may
change from timeto time. Please referto ouron-line directory or contact us fora listing of participating providers.

Physical Illness: a disturbancein a function, structure or system of the human body that causes one or more physical signs
and/or symptoms and which, if left untreated, willresult 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 substanceuse disorders or nervous or mental disorders.
Physician: a person who:

1. Received one ofthe following degrees in medicine from anaccredited college oruniversity: Doctor of Medicine
(M.D.); Doctor of Osteopathy (D.O); Doctor of Dental Surgery (D.D.S); Doctor of Dental Medicine (D.D.M..);
Doctorof Podiatric Medicine (D.P.M.); Doctor of Optometry (O.D.); or Doctor of Chiropractic (D.C.);

2. Isamedicaldoctororsurgeon holdinga license or certificate of registration from the medical examining board in
the statein which he/she islocated;and

3. Practices medicinewithin the lawful scopeof his/her license.

Placed for Adoption/ Placement for Adoption: any ofthe following:

1. The Wisconsin Department of Children and 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’s home for adoption and enters into
anagreementunder § 48.63(3)(b)4.or § 48.833(1) or (2) with the subscriber;

2. 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’shome foradoption;

3. Asendingagency,asdefinedin Wis. Stat. § 48.988(2)(d), places a childin a subscriber’s home under § 48.988 for
adoption, ora public child placingagency, as defined in § 48.99(2)(r), ora private child placingagency, as defined
in § 48.99(2)(p), of a sendingstate, as definedin § 48.99(2)(w), places a childin the subscriber’s home under
§ 48.99 as a preliminary step toa possible adoption, and the subscriber takes physical custody of the childatany
location within the United States;
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4. The person bringingthe childinto this state has complied with Wis. Stat. § 48.98, and the subscribertakes
physical custody ofthe child at any location within the United States; or

5. A courtofa foreign jurisdiction appoints a subscriber as guardianofa childwho is a citizen of that jurisdiction,
and the child arrives in the subscriber’s home for the purpose ofadoption by the subscriber under Wis. Stat.
§48.839.

Post-Service Claim: anyclaimfora benefit underthe Policy that isnot a pre-serviceclaim.

Preferred Brand-Name Drug(s): any brand-name drugnamed on formulary for which member cost-sharing is lower than
fora non-preferred brand-name drug. Forpurposes of thePolicy, we may classify a brand-name drug as a generic drugif
we determine that its price is comparable to the price ofthe equivalent generic drug. The drugs designated as preferred

brand-namedrugs onour formularymay change from timeto time.

Preferred Generic Drug(s): any generic drug named on formulary for which member cost-sharing is lower than fora non-
preferred generic drug. Forpurposes ofthe Policy, we may classify a generic drugas 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 designatedas
preferred generic drugs onour formulary may change from time to time.

Pre-Service Claim: any claim fora benefit with respectto which theterms of the Policy condition receipt ofa benefit, in
whole orin part, on receiving prior authorizationbefore obtaining medical care.

Prescription Legend Drug: any medicine whose labelis required to contain the following or similar wording: “Caution:
Federal Law prohibits dispensing without prescription.” Prescription legend drugalso includes 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 ofa prescription
legend drugmadeby a health carepractitioner with the authority to prescribe a drug foryou.

Preventive Care Services: health careservices that are not for the diagnosis or treatment of anillness orinjury and that
are designed to:(1)evaluate orassess health and well-being, (2) screen forpossible detection of unrevealed i//ness,
(3) improvehealth, or (4) extend life expectancy.

Preventive Drug(s): drugs that we are currently required by law to define as preventive drugs include: (1) aspirin forthe
prevention of cardiovascular disease (age 50-59) and after 12 weeks of gestation in women who are athigh risk for
preeclampsia; (2) fluoride supplements if youare older than six months but younger than 17 years old; (3) folic acid for
women planning or capable of pregnancy; (4) oral contraceptives, contraceptive patches, contraceptive devices (e.g.,
diaphragms, sponges, gel) and contraceptive vaginal rings for birth control; (5) nicotine replacements (e.g., patches and
gum)and covered drugs used for smoking cessationif you are age 1 8and over; (6) risk reducing medications for women
who are at increasedrisk forbreast cancerand at low risk foradverse medication effects; (7) immunizations;

(8) low/moderate dose statins forages 40-75 with atleast one cardiovascular disease risk factoranda 10-year calculated
risk of atleast 10%;(9) bowel preparations related to preventive colonoscopy and (10) preexposure prophylaxis (PrEP)
antiretroviral therapy for covered persons at high risk of HI'V acquisition. The USPSTF may change the definition of
preventive drugs during the course ofthe year. Please see www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-
b-recommendations/.

Primary Care Practitioner: a participating provider whois a health carepractitioner who directly provides or
coordinates arange of health care services fora patient. A primary carepractitioner’s primary practice must be Family
Practice, Internal Medicine, General Practice, Obstetrics/Gynecology or Pediatrics.

Prior Authorization: written approval thatyoumustreceive fromus beforeyou visit certain health 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.

Qualified Health Plan: a health planthat is certified to meetthe standards issued orrecognized by the Health Insurance
Marketplacethrough which theplanis offered.

Qualifying Clinical Trial: with respectto cancerorother /ife-threatening conditions, a qualifyingclinicaltrialis a Phase
I,PhaseII, Phase I1I, or Phase IV clinicaltrial thatis conducted in relation to the prevention, detection or treatment of
cancer orother life-threatening conditions and which meets any of the criteria in the bulleted list below.

70
26535-085-2201


http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/
http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/

With respect to cardiovascular disease or musculoskeletal disorders ofthe spine, hip and knees and other diseases or
disorders which are not/ife-threatening conditions, a qualifying clinicaltrialis a Phase I, Phase I1, or PhaseIll clinicaltrial
thatis conducted in relationto thedetection or treatment ofa disease or disorder that isnot a life-threatening conditionand
that meets any of thecriteria in the bulleted list below.

1. Federally fundedtrials. The study orinvestigationis approved or funded (which may include funding through in-
kind contributions) by oneormore ofthe following:

a. NationalInstitutes of Health (NIH), including the National Cancer Institute (NCI).
b. Centers for Disease Controland Prevention (CDC).

c¢. Agency for Healthcare Researchand Quality (AHRQ).

d. Centers forMedicare and Medicaid Services (CMS).

e. A cooperative group orcenter of any ofthe entities described above orthe Department of Defense (DOD) or
the Veterans Administration (VA).

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

g. The Department of Veterans Affairs, the Department of Defense or the Department of Energyaslongasthe
study orinvestigation has beenreviewed and a pproved through a system of peerreview thatis determined by
the Secretary ofHealth and Human Services to meet both ofthe following criteria :

1) Comparable to thesystem of peerreview of studies and investigations used by the National Institutes of
Health; and

2) Ensuresunbiasedreview of thehighest scientific standards by qualified individuals who have no interest
in the outcomeof thereview.

2. Thestudy orinvestigationis conductedunder aninvestigationalnew drugapplication reviewed by the U.S. Food
and Drug Administration.

3. Thestudy orinvestigationis a drugtrialthatis exempt from having such aninvestigationalnew drugapplication.

In orderto be a qualifying clinical trial, the clinicaltrial mustalso havea written protocol thatdescribes a scientifically
sound study andhave been approved by allrelevant institutional review boards (IRBs) before participants are enrolled in
the trial. We may, atany time, request documentation aboutthe trial. Additionally, the subjector purpose ofthe trial must
bethe evaluation ofanitem orservice thatwould be covered under the Policy if it were not
experimental/investigational/unproven.

Qualifying Payment Amount: the amount ofreimbursementallowed fora covered health care serviceprovided by a
health care practitioner whois a non-participating provider for emergency medical care, airambulance, or health care
services provided while the coveredpersonis receivingtreatmentat a participating provider facility. Thisamount willbe
determined in compliance with 42 U.S.C.300gget.seq.

Reconstructive Surgery: surgery performed on abnormal structures ofthe body causedby: (1) congenital defects;
(2) developmentabnormalities; (3) trauma; (4) infection; (5) tumors; or (6) disease.

Rehabilitative Services: health care services that help a person keep, get back or improve skills and functioning for
activities of dailyliving that havebeen lost orimpaired because a personhad anil/ness, injuryorwas 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 by WPS to withdraw coverageunder the Policy back to your
initial date of coverage, modify the terms ofthe Policy or adjustthe premium rate by more than 25% from the premium in
effect duringthe period of contestability.

Respite Care: services providedto give a primary caregiver temporary relief from caring foranill individual.
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Routine Patient Care Costs:
1. Include costs associated with any ofthe following:
a. Health careservices that are typically covered underthe Policy absent a clinicaltrial

b. Coveredhealth careservices required solely fortheprovision ofthe trial health care service and clinically
appropriate monitoring of the effects of the health care servicetrial

c. Reasonable andnecessary health careservicesused to diagnose and treat complications arising from your
participationin a qualifying clinicaltrial

d. Coveredhealth careservices needed for reasonable and necessary care arising from the provisionof a trial
health care service

2. Donotinclude costs associated with any ofthe following:
a. Experimental/investigational/unproven health care services with the exception of:
1) Category B devices
2) Certain promising interventions for patients with terminal i//nesses
3) Otherhealthcareservices that meet specified criteria in accordance with ourmedical policy guidelines

b. Health careservices provided solely to satisfy data collection and analysis needs and that are not used in the
direct clinicalmanagementof thepatient

c. Health careservices provided by theresearch sponsors atno charge to any personenrolled in the trial

d. Health careservices that are clearly inconsistent with widely accepted and established standards of care fora
particular diagnosis

Single Coverage: coverage that applies only to a subscriber.

Skilled Nursing Care: iiealth care services that: (1) are furnished pursuant to a health care practitioner’s orders;

(2) require the skills of professional personnel such as a registered nurseora licensed practical nurse; and (3) are provided
eitherdirectly by orunderthe direct supervision of such professional personnel. Patients receiving skilled nursingcareare
usually quiteill and oftenhave beenrecently confined in a hospital. Inthe majority of cases, skilled nursing care is only
necessary fora limited time period. After that, most patients have recuperated enoughto be cared for by “nonskilled”
persons suchas spouses, children, or other family orrelatives. The following examples are generally considered care that
can be provided by “nonskilled” persons, and therefore donotqualify as skilled nursing care: range of motion exercises,
strengthening exercises, simple wound care, ostomy care, tube and gastrostomy feedings, administration ofbasic
medications, maintenance of urinary catheters, assistance with performing activities of daily living, and supervision for
potentially unsafebehavior.

Skilled Nursing Facility: an institution ora designated part ofone, including but notlimited to, a sub-acuteor
rehabilitation facility that:

1. Isoperatingpursuant to state and federal law;
2. Isunderthe full-time supervision ofa health care practitioner or registered nurse;

3. Providesservices seven days a week, 24 hours a day, including skilled nursing careand therapies for the recovery
of healthorphysical strength;

Isnota placeprimarily for custodial care or maintenance care;
Requires compensation from its patients;

Admits patients only upona health care practitioner’s orders;

xS 0k

Hasanagreement to havea health care practitioner’s services available whenneeded;
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8. Maintains adequate records forall patients; and

9. Hasa written transfer agreement with at least one Aospital.

Specialty Drug(s): prescription legend drugs thatwe determine to be: (a) associated with a high level of clinical
management and/or patient monitoring; (b) associated with special handling or distribution requirements; or (c) genera lly
high cost. To determine if a drugis a specialty drug and if that specialty drugrequires our prior authorization, visit our
website at wpshealth.com/healthplan or call the telephonenumber shown on your identification card.

Specialty CarePractitioner: a participating provider who is a health care practitioner whose primary practice is other
than one ofthe following: Family Practice, Internal Medicine, General Practice, Obstetrics/Gynecology and Pediatrics.

Specialty Pharmacy: a participating pharmacy and designated by us to dispense specialty drugs. To locate a specialty
pharmacy,contactus by calling the telephone number shown on your identification card or visit the website ofthe
pharmacy benefit manager listed on youridentification card.

Subscriber: an individual who has: (1) been properly enrolled and approved for coverage under this Policy; (2) paid the
appropriate premium in accordance with this Policy; and (3) beenissued anidentification card from WPS identifying
him/heras the subscriber.

Substance Use Disorder: a disorder that is listed in the current Diagnostic and Statistical Manual of the American
Psychiatric Association (DSM-5). Accordingto the DSM-5, a diagnosis of substance use disorderis based onevidence of
impaired control, social impairment, risky use, and pharmacological criteria.

Supplies: medicalsupplies, durablemedical equipment or other materials provided directly to youby a health care
provider,as determined by us.

Supportive Care: health care services provided to 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: (1) an operative procedure performedby a health care practitioner that we recognizeas treatment ofan
illness orinjury; or(2)those services we identify as surgical services, including male sterilization proceduresand
preoperative and postoperative care.

Telemedicine: thedelivery of clinical health care services via telecommunications technologies, including, butnotlimited
to telephone and interactive audio and video conferencing.

Therapy Visit: a meetingbetweenyouanda health care practitioner, excluding a massage therapist that: (1) occurs in the
healthcare practitioner’s office, a medical clinic, convenient care clinic, a free-standing urgent care center, skilled nursing
facility, orthe outpatient departmentof a hospital, other than a hospital ’s emergency room; and (2) involves you receiving
physical, speech, or occupational therapy.

Transitional Treatment: services for the treatment ofnervous or mental disorders and substance use disorders thatare
directly provided to you in a less restrictive manner than inpatient hospitalservices but in a more intensive manner than
outpatientservices, 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. Transitionaltreatmentincludes any of the following health care services if provided by a
health care provider certified by the Department of Health Services:

1. Mentalhealthservices for coveredadults in a day treatment program;
2. Mentalhealthservices for covered children and adolescents in a day treatment program;

3. Services for covered persons with chronic nervous or mental disorders provided through a community support
program;

4. Residentialtreatment programs forthethemapeutic treatment ofa covered person'snervous or mental disorders
and/or substanceuse disorders, including therapeutic communities and transitional facilities;

5. Services forsubstance usedisorders providedin a day treatment program;

6. Intensive outpatient programs for substance usedisorders and for treatment of nervous or mental disorders; and
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7. Coordinated emergency mental health services which are provided by a licensed mental health professional for
covered persons who are experiencinga mental health crisis or who are in a situation likely to turninto a mental
health crisis if support isnot provided.

Transitional treatment also includes out-of-state services and programs thatare substantially similarto 1 through 7 aboveif
the health care provideris in compliance with similar requirements ofthe state in which the health careprovideris located.

Transplant Services: approved health careservices for which a prior authorizationhas beenreceived and approved for
transplants whenordered by a physician. Suchservices include, but arenotlimited to, hospital charges, health care
practitioner's charges,organ and tissue acquisition, tissue typing, and ancillary services.

Treatment: managementand care directly providedto youby a health care practitioner for purposes of diagnosing,
healing, curing, and/or combating anillness orinjury, as determined by us.

Urgent Care: carereceived foranillness or injury with symptoms of sudden orrecentonset that require medical care the
same day.

Urgent Claim: any pre-serviceclaim formedical careor treatment with respect to which the application of thetime
periods formaking decisions described in Section 11.D. 3. (Claim Filing and Processing Procedures / Claim Processing

Procedure / Pre-Service Claims):

1. Could seriously jeopardize the life orhealth ofthe claimant or the ability of the claimant to regain maximum
function, or

2. Intheopinion ofa health care practitioner with actualknowledge of the claimant’s medical condition, would
subject the claimant to severe pain thatcannot be adequately managed without the care or treatment thatis
thesubject oftheclaim.
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15. WISCONSIN DEPARTMENT OF INSURANCE CONTACT
INFORMATION

Youmayresolve your problem by takingthe steps outlinedin Sections 11. (Claim Filingand Processing Procedures),
12. (Intermal Grievanceand Appeal Procedures), and 13. (Independent External Review).

You mayalso contact the OFFICE OF THE COMMISSIONER OF INSURANCE, a stateagency 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.wi.gov/, orby writingto:
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 or266-0103 in Madisonandrequesta complaint form.
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