WPS.| HEALTH Certificate of Coverage - HMO

WPS Health Plan, Inc.
1400 Lombardi Avenue, Suite 50, Green Bay, WI 54304

IMPORTANT NOTICE: You are covered undera health maintenance organization (“HMO”) policy issued by WPS Health
Plan. This Certificate is not the entire contract of insurance; it is merely evidence ofinsurance provided under the Group
Master Policy (the “Policy”) we issued to the policyholder. This Certificate describes the essential features of' such
insurance.

Except as otherwise stated, the Policy only provides benefits for covered health care services you receive fromcertain sealth
care practitioners, hospitals, and other health careproviders (referred to as participating providers). EXCEPT AS
OTHERWISE NOTED, IF YOU RECEIVE HEALTH CARESERVICES FROMA NON-PARTICIPATING
PROVIDER WITHOUT OUR PRIOR AUTHORIZATION, THE SERVICES WILL NOT BE COVERED. Fora listof
participating providers and information about how to select one, 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 Certificate of Coverage (the “Certificate”) includes a Schedule of Benefits. It may also include oneorseveral
endorsements. Please readall of these documents carefullyso you know and understand your coverage.

Unless otherwise stated, WPS Health Plan (hereinafter “WPS”, “we”, “our”, or “us”) will not pay formost sealth care
servicesunder the Policy until you have paid certain out-of-pocket amounts, called deductibles. Please see the Schedule of
Benefits to determine your annual deductibleamounts. Other cost sharingaspects ofthe Policy, such as coinsuranceand
copayments, are discussed in Section4. (Payment of Benefits). Pleasereview thatsection carefully so that you understand
what yourshare ofeach health care expense will be underthe Policy.

The amount we pay fora covered health care servicewill always be limited to the maximum allowable fee, as defined in
Section 14. (Definitions). This amountmay be less thanthe amountbilled and in certain cases, you willbe responsible for
paying the difference. Ifyou would like more information, please contact our Customer Service Department by calling the
telephone number shown onyour WPS identification card.

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

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

WPS Health Plan, Inc.

Wik € Howsd b

Michael F. Hamerlik
President
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1. GENERAL INFORMATION

A. General Description of Coverage

WPS has issued a Group Master Policy to the policyholder. The Group Master Policy forms a contractbetweenus and
youremployerunder which we provide health insurance coverage for certain employees and their dependents. This
Certificate describes the health insurance benefits you are entitled to receive as a covered person. We provide the benefits
describedin this Certificate under the terms, conditions, and provisions ofthe Group Master Policy.

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

B. Entire Contract

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

C. How to Use This Certificate

You should read this Certificate, includingits Schedule of Benefits and all endorsements, carefully and completely. The
provisions ofthis Certificate are interrelated. This means that each provisionis subjectto allofthe otherprovisions.
Therefore, readingjustoneortwo provisions may not giveyoua full understanding of your coverageunder the Policy.

Each italicized termused in this Certificate has a special meaning, which is explained in Section 14. (Definitions)orin the
definitions sectionofthe relevantsubsection. Wheneveryoucome acrossan italicized word, please review its definition
carefully so you understand what it means.

LEINTS

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

D. How to Get More Information

When you have questions about your coverage or claims, contact our Customer Service Department by calling the
telephone number shown onyouridentificationcard. You can also find lots ofadditional information and answers to
common questions on our website, wpshealth.com/healthplan. We alsorecommendthat youregister fora 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.

E. Covered Expenses

The Policy only provides benefits for certain health care services. Just because a health care provider has performed or
prescribeda health care service does notmean thatit 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 health care service
will be coveredunderthe Policy. We have the sole and exclusive right to interpret and apply the Policy's provisions and to
make factual determinations. Wealso havethe sole and exclusive rightto determine whether benefits are payable fora
particular health care service.

In certain circumstances for purposes ofoverall costsavings or efficiency, we have full discretionary authority to pay
benefits for health careservices that are notcovered under the Policy, to the limited extent providedin Section 5. C.
(Covered Expenses/ Alternative Care). The fact that we providesuch coverage in one case will not require us to dosoin
any other case, regardless of any similarities between the two.

We have full discretionary authority to arrange for other persons or entities to provideadministrative services related tothe
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
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you. By accepting this Certificate, you agree to cooperate fully with those persons or entities in the performance oftheir
responsibilities.

2. ELIGIBILITY, ENROLLMENT, AND EFFECTIVE DATE

A. Employee Eligibility

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

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

B. Dependent Eligibility

Any family members that meet the definition ofel/igible dependent will become eligible for coverage under the Policy when
the eligible employeebecomes eligible for coverage. Subscribers may also enrollnew eligible dependents who join their
family becauseofbirth, legal adoption, p/acement for adoption, marriage, legal guardianship, or courtor administrative
order. See SubsectionF. (Special Enrollment Periods ) below for more information about these special enrollment
opportunities.

C. Initial Enrollment Period

When the group purchases coverageunder the Policy, the initial enrollment period s the first period oftime when eligible
employees can enrollthemselves and their eligible dependents. Coverage begins onthe date identified in the Policy as long
as we receive the completed application and any required premiumwithin 31 days afterthe employee and any dependents
become eligible to enroll. If an eligible employeeandhis/her eligible dependents dono enroll for coverage within this
period and he/sheis not otherwise eligible fora special enrollment period, as outlined in Subsection F. (Special Enrollment

Periods) below, he/she must wait to enroll for coverage during the next annual enrollment period as stated in SubsectionE.
(Annual Enrollment Period) below.

If an eligible employeeis not actively at work for reasons other thani/lness orinjury onthe date his/her coverage would
begin, his/her health coverage will not be effectiveuntilthe day he/she returns to active work.

D. Annual Enrollment Period

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

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

The annual enrollment period will be the month prior to the policyholder’s anniversary date, unless a different date is
shown in the policyholder’s current application for coverage. The application for coverage mustbe received priorto
policyholder’s anniversary date.

E. Special Enrollment Periods

Certain life events orother circumstances may trigger a special enrollment period during which an eligible employee and/or
eligible dependentwill be able to enrollin the Policy outside the annual enrollment period. These circumstances are
explained below.
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Except as noted below, we generally must receive an application fromthe eligible employeelisting all individuals he/she
wants to enroll within 31 days afterthe eligible employee or eligible dependent experiences the special late enrollment
circumstance (e.g., birth, marriage, loss of coverage).

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

If we timely receive an application, coverage for the eligible employee and/or his/her eligible dependents willbegin on the
first day ofthe calendar month following the date of marriage or on the date the eligible employee experiences thespecial
late enrollment circumstance due to birth, adoption or placement for adoption ofa child, orby court order. Ifwe do not
receive the application within this time period, youmay haveto wait until the next annual enrollment period toadd or
change your coverage.

1. Higibility for Premium Assistance Subsidy under Medicaid

Ifan eligible employeeor eligible dependent previously declined coverage under the Policy, but later becomes eligible
for a premium assistance subsidy under Medicaid, including BadgerCare Plus orthe Children’s Health Insurance
Program(CHIP), the eligible employee or eligible dependentmay enrollin the Policy by submitting an application
within 60 days afterthey are determined to be eligible for the subsidy.

2. Loss of Other Health Care Coverage

Ifan eligible employeeor eligible dep endent initially declined enrollment in the Policy because of other health care
coverage, the eligible employee or eligible dependentmay enrollin the Policy if they lose eligibility forthat other
coverage. A special enrollment period is notavailable to an eligible employeeor eligible dependent ifthe other health
care coverage was terminated for cause or because premiums were not paid on a timely basis.

In orderto qualify fora special enrollment period due to loss of other health carecoverage, all ofthe following must be
true:

a. Theeligible employeesubmitted an application within 31 days ofhis/herinitial date ofeligibility and waived
coverage forhimself/herselfand/or his/her eligible dependents because the eligible employeeand/or eligible
dependents had other health care coverage;

b. The eligible employeeand/or his/her eligible dependents had other health care coverage when the eligible
employeeinitially waived coverage underthe Policy;and

c¢. Theeligible employeeand/or eligible dependents lost the other health care coverage that they had when they
waived the benefits ofthe Policy becauseofany ofthe following:

1) Loss ofeligibility;
2) Contributions made on yourbehalftowards your other health care coverage ended;
3) COBRA continuation coverage ended;

4) The eligible employeeand/or eligible dependent nolonger lives or works in the plan’s geographical
service area and no other benefitoptionis available;

5) Theplanno longeroffers benefits to a class ofindividuals thatincludes the eligible employeeand/or
eligible dependent,

6) The eligible employeeand/or eligible dependent incurs a claim that would exceed a lifetime limit on all
benefits; or

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

If health care coverageis lost forone ofthe reasons outlined in Paragraph 2. c. 1) — 6) above, coverage forthe eligible
employeeand/orhis/her eligible dependentsunder the Policy will begin on the first day following the date the eligible
employee’s other health coverage ended if we receive an application within 31 days after the loss ofother health care
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coverage. Ifhealth care coverage is lostforthe reasonoutlined in Paragraph 2. c. 7) (loss ofeligibility for Medicaid),
coverage forthe eligible employeeand/or his/her eligible dependents under the Policy will begin on the first day
following the date theeligible employee’s or eligible dependent ’s other health coverage ended if we receive an
application within 60 days afterthe loss of other health care coverage. Otherwise, theeligible employeeand/or
eligible dependents may not be added until the next annual enrollment period.

3. Marriage

If a subscriber acquires one or more eligible dependents through marriage, he/she may enrollany eligible dependents.
If we receive an application within 31 days after the date of marriage, the eligible dependents’ coverage will be
effective on the date of marriage. Otherwise, the spouseand other eligible dependents may not be added until the next
annual enrollment period.

4. Birthof a Child

Coverage is provided foranewbornbiological child who meets the definition of eligible dependent fromthe moment
of that child’s birth and for the next 60 days ofthatchild’s life immediately following that child’s dates ofbirth. If
coverageis neededto continueafterthe 60 days, youmustaddthechild.

To add anewborn natural child, you mustsubmit an application and pay any required premiumwithin 60 days after the
date ofbirth. If you fail to notify us and donot make any required payment beyond the 60-day period, coverage will
end, unless you make allpast due payments with 5.5% interest, within one year ofthe child's birth. In this case,
benefits are retroactive to thedate of birth. Ifwe do not receive the application within one year after the child’s birth,
the newbornmay not be added until the next annual enrollment period.

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

If a subscriber wants to obtain coverage fora child, because ofthe child’s adoption orplacement for adoption, the
policyholder, must receive an application listing the child within 60 days after the date ofthe adoption or placement for
adoption. The effectivedate for coverage willbe one ofthe following: (a) the date a court makes a final order granting
adoption ofthe childby the subscriber; (b) the datethatthe child is placed for adoption with the subscriber, whichever
occurs first. Ifthe policyholderreceives the application after the 60-day enrollment period ends, the c/ild may not be
added untilthe next annual open enrollment period.

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

6. Child Support Order

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

Upon receipt ofa medical child support orderissued by an appropriate court or governmental agency, the policyholder
will follow its established procedures for determining whether the medical child supportorderis qualified. The
policyholder will provide us with notice ofthe medical child support orderand a copy ofthe orderalong with an
application for coverage within the greater of 31 days afterissuance oftheorder orthe time in which the policyholder
provides notice ofits determination to the persons specified in the order.

Where a medical child support order requires coverage tobe providedunder the Policy and an eligible employee’s
childis not already a covered dependent,then such child will be provided a special enrollment period. Ifthe eligible
employeewhosechild is thesubject ofthe medical child support orderis not enrolled at the time enrollment forthe
child is requested, thenthe eligible employee mustalso enroll for coverage under the Policy during the special
enrollment period. The effective date of coverage will either be the date the medical child support orderis issuedor
pursuantto another coverage date set forthin the medical child support order.

Where a medical child support order requires coverage tobe provided forunder the Policy foran eligible employee’s
child who is already a covered dependent, such child will continue to be provided coverage under the Policy pursuant
to the terms ofthe medical child support order.
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7. Adding a Domestic Partner
This Paragraph 7. only applies ifshown in the policyholder’s currentapplication for coverage as beingapplicable.

If a subscriber wants to adda domestic partner and his/her domestic partner’s children, the subscriber mustapply for
coveragewithin 31 days ofthe date the subscriber registers such partner as a domestic partner with us. To registera
domestic partner, we must receive a completed “Declaration of Domestic Partnership Affidavit” ona formapproved
by us.

The coverage effective date forthe domesticpartner andthe domestic partner’s children, ifapplicable, will be the first
of'the month following our receipt ofthe completed application and affidavit. Ifwe receive an applicationafterthat
31-day period ends, the domestic partner and the domestic partner’s children, ifany, may not be addeduntil the next
annual open enrollment period.

3. OBTAINING SERVICES

A. Choosing a Primary Care Practitioner

Each covered personmustchoosea primary care practitioner (PCP) fromour directory of participating providers and
notify us ofhis/herselection. You may choose any PCP who participates in our network and who is available to accept
you. Forchildren,asubscriber may designate a participating pediatrician as the child’s PCP. Pleasenote that ifyou do
not choose a PCP, we may designate oneforyou.

Regardless of who youchoose as your PCP, no referral is required to receive health care services froma participating
providerwho is licensedunder 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. Althoughyoumay changeyour PCP at any time, we encourage you to establish a relationship with one PCP.
You must notify us each time you selecta different PCP.

B. Participating Provider Benefits

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

a. A participating provider;

b. A non-participating provider ifyou have submitted and we have approved a referralto seek health care
services fromthat provider. We willonly approve health care services provided by a non-participating
provider whenthose health care services are notavailable froma participating provider and are necessary to
treat youri/lness orinjury;

c. Aradiologist, pathologist, or anesthesiologistwho is on staffat a participating hospital or ordered by a
participating provider,

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

e. A non-participating provider ifyou are receiving emergency medical care.

2. Participating providers are notpermitted to billyou forany medicallynecessary covered expenses above the
maximum allowable fee. Health care services you receive fromparticipating providers are only subjectto your
cost sharing. See Section 4. (Payment of Benefits) for additional information aboutthe costs youare responsible
for underthe Policy.

3. Non-participating providers may bill you forthe difference between the amountbilled and the amountthat we
determine to be the maximum out-of-network allowable fee, as shownin paragraph C., below, even ifthe services
are applied to your participating provider benefits under paragraph 1.,above.

28670-085-2101 (28670-A85-2101)



C.

Non-Participating Provider Benefits

In general, youmust obtain health care services froma participating provider in order to receive benefits under the Policy.
If, however, you receive health care services froma non-participating provider in a medical emergency or other situation
permitted under the Policy, benefits provided are limited to the maximum out-of-network allowable fee and youwill be
responsible forpayingany difference between thatamountandthe charge billed. Forexample, if the non-participating
provider’s charge is $1,000 and the maximum out-of-network allowable fee is $700, you will be responsible for paying the
remaining balance of$300 in addition to any applicable costsharing amounts.

D.

Prior Authorization

What is Prior Authorization? Priorauthorizationis the process we useto determine ifa 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 fromunnecessary, ineffective, and unsafe services and to preventyou from
becoming responsible fora large bill forhealth care services orprescription legend drugs thatare not coveredby
the Policy.

When Do I Have to Obtain Prior Authorization? You are required to 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 may be 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 ofhealth care providers and health care services forwhich prior authorization is
required is located on our website at wpshealth.convhealthplan. Please referto this website often, as we have full
discretionary authority to change it fromtime to time without notice to you.

How do I Request Prior Authorization?

a. Health CareServices Other Than Prescription Legend Drugs: Askyour health care practitioner to contact
our Customer Service Departmentby calling thetelephone number shown on youridentification card or to
download, complete, and submit the printable Prior Authorization Formon our website. You should then call
Customer Service to verify that we havereceived theprior authorization request. Please note that for genetic
services, we will not accept prior authorizationrequests fromthe laboratory that will performthe genetic
services unless there is supporting documentation fromthe ordering health careprovider.

b. Prescription Legend Drugs: Prescription legend drugs that require prior authorization are noted onour
website at wpshealth.com/healthplan. Yourhealthcarepractitioner should contact us or ourdelegate, as
indicated, to initiate the process. To find outaboutthe priorauthorization process for prescription legend
drugs, see Section 5. KK. (Covered Expenses/ Prescription Legend Drugs and Supplies).

What Happens After My Provider Submits the Prior Authorization Request? Afterwe,orourdelegate,
receive your health care provider’s request, we, or our delegate, will review all ofthe documentation provided and
send a written response to you and/or the health care provider who submitted the request within the timeframe
required by law. See Sections 11. (Claim Filing and Processing Procedures) and 12. (Internal Grievance and
Appeals Procedures) for additional details.

What Are My Responsibilities During the Prior Authorization Process? Although your health care provider
shouldinitiate the prior authorization process, it is your res ponsibility to ensure that we haveapprovedtheprior
authorizationrequest before you obtain theapplicable health care services.

My Prior Authorization Request Was Approved — Now What? If we, orourdelegate, approve yourrequest,
our prior authorization will only be valid for: (a) the coveredperson forwhomthe prior authorization was made;
(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.
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A standing authorization is subject to the same prior authorizationrequirements stated above. If we approvea
standing authorization, you may requestthatthe 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 and reconsider the denial of benefits by following the procedures outlined
in Section 11. (Claim Filing and Processing Procedures) and 12. (Internal Grievance and A ppeals Procedures). If
you choose to receive health care services afterreceiving our prior authorization denial, suchservices willnot be
covered.

8. What Happens If 1 Do Not Obtain a Prior Authorization? Failure to comply with ourprior authorization
requirements will initially result in no benefits beingpaid under the Policy. If, however, benefits are denied 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 Filing and Processing Procedures) and 12.
(Internal Grievance and Appeals Procedures). If we determine that the health careservice would have been
covered underthe Policy ifyou had followed the prior authorization process, we will reprocess the affected
claim(s) in accordance with your standard benefits.

9. What Health Care Services Do Not Require a Prior Authorization? You do notneeda prior authorization
fromus orany otherperson (including your kealth care practitioner)to obtain:

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,
including obtaining a prior authorization for certain health care services, following a pre-approved treatment
plan, ormaking referrals. Fora list ofparticipating OB/GYN providers, use the “Find A Doctor” tool on our
website or contact Customer Service.

b. Emergencymedical careorurgent care at an emergency orurgent care facility.

E. Referrals

Situations notrelated to a medical emergency may arise that make it medically necessaryforyou to obtain health care
services froma non-participating provider. For example, this might occurifthere is not a participating provider with the
expertise to provide iealth care services thatare medicallynecessary anda covered expense. We have full discretionary
authority to provide coverage for health care services provided by a non-participating provider at theparticipating
providerlevelofbenefits.

In order forus to provide coverageat the participating provider level of benefits, the health care services mustbe medically
necessary,as determined by us, and received during a period oftime specified byus. Also, priorto yourreceipt ofthe
healthcare services, areferralmust be: (1) requestedby a participating provider, (2) provided to us in writing, and

(3) approvedby usin writing. If you receive health care services fromanon-participating provider, thenon-participating
provider may bill you forthe differencebetween the chargeand the amount we determine to 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 Filing and Processing Procedures) and 12. (Internal Grievance and A ppeals Procedures).

F. Coding Errors

In some cases, we may determine that the health care provider orits agent did notuse theappropriatebilling code to
identify the health care service providedto you. 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 Manage ment Program

Utilization management (UM) is the evaluation of whethera health care service is medicallynecessary. Our UM program
is designedto 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 fact thata
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 make the final determination of whetherany service is medically necessary. Ifyou choose to receive a health care
service thatwe determine is not medicallynecessary, youwill be responsible for paying all charges and no benefits will be
paid underthe Policy.

H. Continuity of Care

If a health care provider leaves our network, youmay, under the following circumstances, continue to receive care from
that health care provider at theparticipating provider benefit level fora designated period oftime. The continuity of care
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 ofhis/her misconduct.

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

2. Other than PCP Participating Providers. If you are undergoing a course of treatment with a participating
provider, other thana PCP, we will continue to cover health care services fromthat participating provider forthe
following period oftime, whicheveris shorter: (a) for the remainder ofthe courseoftreatment; or (b) for 90 days
afterthe participation in our network terminates.

3. Maternity Services. We will continue to coverservices fora covered personwho is in the second or third
trimester of pregnancy until the completion of postpartumcare 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 ofthe Policy.

A. Deductible

Each calendar year, youare required to pay a deductible before most benefits are payable under the Policy. Your
deductibleis shownin your Schedule of Benefits. No benefits are payable underthe Policy for chargesusedto 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.

B. Coinsurance

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

C. Copayme nts

Your copayments (ifapplicable) are set forth in your Schedule of Benefits. Anyapplicable copayments willapply unless
yourout-of-pocket limit is satisfied. You may have a copaymentwhen you get a prescription filled. See Section 5. KK.
(Covered Expenses/ Prescription Legend Drugs and Supplies ) for information about prescription copayments.
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If youreceive health careservices at a hospital-based outpatient clinic location, you may be billed two separate charges —
one forthe health care practitioner and one for the facility. Forhealth careservices otherthanemergencyroomecare, the
copaymentonly applies to thevisit charge billed by the health carepractitioner. Charges forthe facility and related
services are subjectto the applicable costsharing shownin your Schedule of Benefits. See Section 5. T. (Covered
Expenses / Emergency Medical Care) for information about emergency roomcopayments.

D. Out-of-Pocket Limits

Each calendaryear,youare required to 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 fee for covered health careservices subjectto all other terms, conditions, and provisions ofthe
Policy.

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 sharing as described above. If you receive health care services froma non-participating provider, you
are solely responsible for paying any chargethatexceeds the maximum out-of-network allowable fee. Regardless of what
health care provider you see, you are also solely responsible for payingany chargefora health careservice that we do not
coverunderthe Policy.

You may contact us before receivinga health care serviceto determine ifthe health care provider’s estimated chargeis
less than orequalto themaximum allowable fee. In order forus to make this determination youwill need to provide us
with the following information: (1) the estimated amount that your health careprovider willbill for the health care service,
(2) the procedure code, ifapplicable; (3) the name ofthe health care provider providing the service; and (4) the facility
where the service willbe provided.

5. COVERED EXPENSES

i Health careservices described in this Section 5. are covered expenses as long as
. they are medically necessary,ordered and providedby a health careprovider
Health care services must be . . . : e . .
medically necessary as determined licensed to providethemand not subjectto an exclusion or limitation outlined in
by us to be a covered expense. this section and Section 6. (General Exclusions). If a health care service is not
listed in this Section 5., it is not covered underthe Policy andno benefits are
payable forit.

Please note that any of the health care services listedbelow may require our prior authorization. Pleasesee Section 3.
A. (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. (Payment of Benefits) for an explanation ofthese cost sharing structures.

A.  Alcoholism Treatment

See Section 5. G. (Behavioral Health Services) for benefits foralcoholismand other substance usedisorders.

B. Allergy Testing and Treatment

Therapy andtesting for treatment ofallergies.

C. Alternative Care

If yourattending health care practitioner advises youto consider alternative care for an i//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 fulldiscretionary authority to consider paying for suchnon-covered health care services
and we may consideran alternative care planifwe find that:
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1. Therecommendedalternative care offers a medical therapeutic value equal to or greater than the current treatment
or confinement,

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

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

4. The healthcareservices providedunderthealternative care plan will be as cost effective as the health care
services providedunder the current treatment or confinement plan.

We will make each alternative care coverage determination ona case by case basis andno decision will set any precedent
for future claims. Payment ofbenefits, ifany, will be determined by us.

Any alternative care decision must be approved by you, theattending sealth care practitioner, and us before such
alternative care begins.

D. Ambulance Services

1. Covered Ambulance Services:

a.

Ambulanceservicesused to transport you whenyouare sick or

injured: i
) ) Non-emergency transports may
1) Fromyourhome orthe scene ofan accidentormedical require prior authorization.
emergencyto a hospi[a[; See wpshealth.com/healthplan

2) Between hospitals;

3) Between ahospitalanda skilled nursing facility;
4) Froma hospitaloraskilled nursing facility to yourhome for hospice care;

5) Fromyourhome to a facility for hospicecare coveredunder Section 5. Z. (Hospice Care); or

6) Froma skilled nursingfacility to a dialysis facility, and fromthe dialysis facility back to the skilled
nursingfacility.

Your ambulance services benefits include coverage ofany emergency medical caredirectly providedto you
during your ambulance transport. In other words, ifthe ambulanceservice bills emergency medical care
along with transport services, benefits are payable as stated in this Subsection D. If, however, the ambulance
service bills emergency medical careseparate fromthe transport services, benefits will be payable as stated
elsewhere in the applicable provisions ofthe Policy.

Emergency ambulancetransports mustbe made to the closest local facility or participating provider that can
provide health care services appropriate for your illness or injury, as determined by us. Ifnone ofthese
facilities are located in yourlocalarea, you are covered for transports to the closest facility outside yourlocal
area.

2. Ambulance Services Exclusion:

When you canuse another type of transportation without endangering your health;

When ambulance services are used solely forthe personal convenience or preferenceofyou, a family
member, health care practitioner, or other health care provider; or

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

When ambulance services are called, but you are nottransported (please note that any emergency medical
careprovidedto you willbe payable under Section 5. T. (Emergency Medical Care).
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E. Anesthesia Services

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

F. Autism Services

Benefits are payable for charges for covered expenses as described below in Paragraph 1 below (Covered AutismServices)
for coveredpersons who have a primary verified diagnosis ofautismspectrumdisorder, which includes autismdisorder,
Asperger’s syndrome, and pervasive developmentdisorder not otherwisespecified. A verified autismspectrumdisorder
diagnosis determination mustbe made by a health carepractitioner skilled in testingand in the use of empirically-validated
tools specific forautismspectrumdisorders. We may require confirmation ofthe primary diagnosis through completion of
empirically-validated tools ortests fromeach 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 are outlined below in Paragraph 2 below (AutismServices Exclusions). Benefits are payable up to the maximum
benefit limit set forth in the Schedule of Benefits, except for durable medical equipment andprescription legend drugs.
Please see Section 5. S. (Durable Medical Equipment) and 5. KK. (Prescription Legend Drugs and Supplies).

1. Covered AutismServices:

a. Diagnostic testing. The testingtools used must be appropriate to the presenting characteristics and age ofthe
covered person and empirically valid for diagnosing autismspectrumdisorders 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 covered person and us.

b. Intensive-levelservices. We will provide up to fouryears ofintensive-level services that commence after you
are two years ofage and before you are nine years ofage. The majority ofthe services mustbe providedto
you when yourparentor legal guardianis present andengaged. While receiving intensive-level services, you
must be directly observed by the qualified providerat leastonce every two months. In addition, the intensive-
levelservices mustbe allofthe following:

1) Evidence-based.

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

3) Basedon atreatmentplan developedby a qualified provider or professional as defined by statelaw that
includes an average of20 ormore 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 andengagedin the
intervention.

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

5) Assessedand documentedthroughoutthe courseoftreatment. We may request and review your
treatment plan and the summary ofprogress on a periodic basis.

6) Designedto include trainingand consultation, participation in teammeetings and active involvementof
the coveredperson’s family and treatment team for implementation ofthe therapeutic goals developed by
the team

c¢. Concomitant services by a qualified therapist. We willcoverservices by a qualified therapist whenallthe
following are true:

1) Theservices are provided concomitant with intensive-level evidence-based behavioral therapy;

2) You have aprimary diagnosis ofan autismspectrumdisorder;
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3) You are actively receiving behavioral services froma qualified intensive-level provider or qualified
intensive-level professional; and

4) The qualified therapistdevelops and implements a treatmentplan consistent with their licenseand this
Section 5.F.

Non-intensive-levelservices. You are eligible fornon-intensive-level services, including director
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 completion of
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 butnon-intensive-level services will improve your condition. Non-intensive-level services must be
all ofthe following:

1) Basedupon atreatment planand include specific therapy goals that are clearly defined, directly observed
and continually measured and that address the characteristics ofautismspectrumdisorders. Treatment
plans shallrequire that you bepresent and engaged in the intervention.

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

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

4) Designedto providetrainingand consultation, participationin teammeetings and active involvement of
the coveredperson’s family in orderto implement therapeutic goals developed by theteam.

5) Designedto providesupervision for qualified professionals and paraprofessionals in the treatment team.

6) Assessedanddocumented throughoutthe courseoftreatment. We may request and review your
treatment plan and the summary of progress on a periodic basis.

2. AutismServices Exclusions:

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

a.

b.

Acupuncture;

Animal-basedtherapy including hippotherapy;
Auditory integration training;

Chelation therapy;

Child care fees;

Cranial sacral therapy;

Hyperbaric oxygentherapy;

Custodial care ot respite care;

Special diets or supplements;

Providertravel expenses;

Therapy, treatment or services whenprovided toa covered personwho is residing in a residential treatment
center, inpatient treatment or day treatment facility;

Costs forthe facility or location or for the use ofa facility or location when treatment, therapy orservices are
provided outside of yourhome;

m. Claims that have been determined by us to be fraudulent; and
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n.

Behavioral Health Services

a.

Covered Behavioral Health Services: il
Inpatient, residential, and
Inpatient hospital services transitional services may require
prior authorization.
Outpatient services including office visits; and See wpshealth.com/healthplan

b.

C.

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

Transitional treatment

Covered Behavioral Health Services for Full-Time Students:

a.

A covered dependentwho is attending school outside ofthe geographical service area, but within Wis consin,
will have benefits available for limited outpatient services received fromnon-participating providers for
nervous or mental disorders and substance use disorders.

Prior to receiving services under this provision, such studentmust undergo a clinical assessment. If outpatient
services are recommended in the clinical assessment, no more than five visits to a non-participating provider
outpatienttreatment facility or other provider will be payable.

Upon completionofthe five visits, continuing care by the non-participating provider must be approved by us.

All non-participating provider outpatient treatment facilities or health careproviders must be located in
Waisconsin and within reasonable proximity to the schoolin which the studentis enrolled.

Forpurposes ofthis provision, school means a vocational, technical, or adult education school; a center or
mstitution in the University of Wisconsinsystem; and any institution ofhigher education that grants a
bachelor's orhigherdegree.

Review Criteria for Transitional Treatment:

a.

The criteria that we use to determine ifa transitional treatmentis medicallynecessary and covered under the
Policy include, but are not limited to, whether:

1) The transitional treatment is certified by the DepartmentofHealth Services;

2) The transitional treatment meets the accreditation standards ofthe Joint Commissionon Accreditation of
Healthcare Organizations;

3) The specific diagnosis is consistent with the symptoms;
4) The transitional treatment is standard medical practiceand appropriate for the specific diagnosis;
5) The transitional treatment plan is focused for the specific diagnosis; and

6) The multidisciplinary teamrunning the transitional treatmentis under the supervision ofa licensed
psychiatrist practicing in the same state in which the health care provider’s programis located orthe
service is provided.

We will need the following information fromthe health care providerto help us determine the ifthe
transitional treatment is medically necessary:

1) A summary ofthe developmentofyourillness andprevious treatment,

2) A well-defined treatment planlisting treatment objectives, goals and duration ofthe care provided under
the transitional treatment program; and

3) Alist ofcredentials forthe staff who participated in the transitional treatment programor service, unless
the programorservice is certified by the DepartmentofHealth Services.
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4. Behavioral Health Services Exclusions:

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Health careservices to treat academic problems notdueto a clinically diagnosed nervous or mental disorder,
or health careservices a child’s schoolis legally required to provide, whether ornot the school actually
provides themand 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. Treatmentofabehavioral or psychological problemthatis not due to a clinically diagnosed nervous or mental
disorder. Examples include occupational problems such as job dissatisfaction, antis ocial 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.

L. Cardiac Rehabilitation Services
1. Covered Cardiac Rehabilitation Services:
a. PhaseIcardiac rehabilitation sessions while youare confined as aninpatientin a hospital; and

b. Supervised and monitored Phase Il cardiac rehabilitation sessions per covered i/lness while you are an
outpatientreceiving services in a facility with a facility-approved cardiac rehabilitation program.

2. Cardiac Rehabilitation Exclusions:

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Cardiac rehabilitation beyond Phase I1.

b. Behavioralorvocational counseling.

J. Chiropractic Services
Fortherapy benefits, please see Section5 .SS. (Therapy Services).
1. Covered Chiropractic Services:

Medically necessary services and diagnostic tests provided by a chiropractor.
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2. Chiropractic Services Exclusions:

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

K. Clinical Trials

Routine patient care costs thatyouincur while participating in a qualifying clinical trial

for the treatmentofcancer or a life-threatening condition, for which we determine a

clinical trial meets the qualifying clinicaltrial criteria. Benefits are available only when Fo=

you are eligible to participate in an approved clinical trial according to the trial protocol Clinical trials may require

prior authorization. See
wpshealth.com/healthplan

L. Cognitive Rehabilitation Therapy

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

Routine colorectal cancer screenings are covered as preventivescreenings under Section 5. LL. (Preventive Care Services).
Diagnostic colorectal cancertests are covered under Section 5. 0. (Diagnostic Services) and Section 5. RR. (Surgical
Services).

N. Contraceptives for Birth Control

FDA -approved contraceptivemethods 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. Barrier methods, like diaphragms and sponges;

Hormonal methods, like birth control pills and vaginal rings;
Implanted devices, like intrauterine devices (IUDs);
Emergency contraception, like Plan B® and ella®;

Female sterilization procedures; and

AN S o

Patient education and counseling.
Please note that oral contraceptives, contraceptive patches, diaphragms and contraceptive vaginalrings are covered under
Section 5. KK. (Prescription Legend Drugs and Supplies ) and male sterilization procedures are covered under Section 5.
PP. (Surgical Services).
0. Dental Services
Fororal surgery benefits, pleasesee Section 5. PP. (Surgical Services).
1. Covered Dental Services:
a. Dentalrepairorreplacement ofyourzeeth due toan injuryiftreatmentbegins within sixmonths ofthe injury.

b. Extraction of teeth: 1) in preparation ofthe jaw forradiation treatment of neoplastic disease; or2) in
preparationofa covered transplant.

c¢. Sealants onexisting teeth to prepare the jaw for chemotherapy treatmentofneoplastic disease.

d. Hospitalorsurgical center charges incurred, and anesthetics provided, in conjunction with dental care thatis
provided toyouin a hospital or surgical centerifany of the following apply:

1) You area child underthe ageoffive;
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Q.

2) You haveachronic disability thatmeets all of the following:

a) Is attributable to a mental or physical impairment or combination of mental and physical
impairments;

b) Is likely to continue indefinitely; and

¢) Results in substantial limitations as determined by us in one ormore ofthe following areas: self-care,
receptive and expressive language, learning, mobility; capacity forindependentliving, and economic
self-sufficiency;or

3) You have amedical conditionthat requires confinement in a hospital oramedical condition that requires
general anesthesia for dental care.

Dental Services Exclusions:

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

a. The generaldental care and treatment ofteeth, gums, oralveolar process including dentures, appliances, or
supplies used in such care or treatment.

b. Injuries ordamage to teeth (natural or otherwise) caused by chewing food or similar substances.

c. Dentalimplants orotherimplant-related procedures, except as specifically stated in Paragraph 1. a. above.
d. Orthodontic treatment (e.g. braces).

e. Toothextractionofany kind, except as specifically stated in Paragraph 1. above.

f. Periodontalcare.

Diabetes Services

Forinsulin, drugs and supplies used in treatmentof diabetes, pleasesee Section 5. KK. (Prescription Legend
Drugs and Supplies).

Covered Diabetes Services:
a. Purchaseandinstallation ofup to oneinsulin infusion pump per coveredpersonper calendar year.
b. Continuous glucose monitor.

c¢. Allotherequipment and supplies usedin the treatment of diabetes whenthey are dispensed by a health care
provider otherthan a pharmacy.

d. Medicaleye exams (dilated retinal examinations).

e. Preventive foot care for coveredpersons with diabetes.

f. Diabetic self-management education programs.

g. Diabetic shoes when medicallynecessary.

Diabetes Services Exclusion:

The Policy provides no benefit for the replacement of equipmentunless medicallynecessary as determined by us.

This exclusion applies in addition to the exclusions outlined in Section 6. (General Exclusions).

Diagnostic Services

See Section 5. U. (Genetic Services) for benefits for genetic services.
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1. Covered Diagnostic Services:

The services mustbe directly providedto youandrelatedto a
covered physicalillness ot injury:

a. Radiology (including x-rays and high-technology ——
imaging); and Certain high-technology imaging may require
prior authorization. See
b. Laboratory services. wpshealth.com/healthplan

2. Diagnostic Services Exclusions:

The Policy provides no bernefits forany ofthe items listed
below. These exclusions apply in addition to the exclusions outlined in Section 6. (General Exclusions).

a. Chargesforcomputer-aided detection (except for screening mammograminterpretation).
b. Chargesforimaging studies notfor purposes of diagnosis (e.g. assisting in the design or manufacture of
individualized orthopedic implants or computer assisted navigation).
R. Drug Abuse Treatment

See Section 5. G. (Behavioral Health Services) for benefits forthe treatment of substance usedisorders.

S. Durable Medical Equipme nt
1. Covered Durable Medical Equipment:

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

b. Subsequent repairs necessary torestore purchased durable medical equipmentto a ——

serviceable condition.
Certain durable medical

¢. Replacement of durable medical equipment if such equipment cannot be restored to equipment may require prior

. .. . . . authorization. See
a serviceable condition or if warranty has expired, subjectto approval by us. wpshealth. com/healthplan

d. Breastfeeding equipmentin conjunction with each birth.

2. Durable Medical Equipment Limitations:
a. Benefits will be limited to the standard models, as determined by us.

b. Wewill pay benefits foronly oneofthe following: a manual wheelchair, a motorized wheelchair, a knee
walker, or amotorized scooter, as determined by us.

3. Durable Medical Equipment Exclusions:

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Rentalfees that are more than the purchase price.
b. Continuous passive motion (CPM) devices and mechanical stretching devices.

c¢. Home devicessuchas:home spinaltraction devices or standers; home phototherapy for dermatological
conditions; light boxes designed for Seasonal A ffective 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).

d.  Durable medical equipment that we determine to have special features thatare not medicallynecessary.
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k.

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

Routine periodic maintenance, except for periodic maintenance for oxygen concentrators under a maintenance
agreement which consists ofa one-monthrentalbilled every sixmonths.

Replacement ofequipment unless we determine that it is medically necessary.
Replacement of over-the-counter batteries.

Repairs due to abuse ormisuseas determined by us.

Devices and computers to assist in communication and speech.

Enuresis alarms.

T. Emergency Medical Care

1. Covered Emergency Medical Care:

a.

b.

Emergencymedical carein an emergencyroom, as describedbelow:

——

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

.. . . . additional health care services
emergencyroomvisit copayment ifyou are admitted as a resident N S .
i A 5 om a non-participating provider.
patient to the hospital directly fromthe emergency room. Ifyou are See wpshealth. com/heal thplan

placed in observation care directly fromthe emergencyroom, the
emergencyroomvisit copayment, if applicable, will not be waived.

2) Ifyouareadmitted as aresidentpatient tothe hospitaldirectly fromthe
hospital emergency room, charges for covered expenses provided in the hospital emergency roomwill be
payable as stated in the Schedule of Benefits which applies to that hospital confinement.

3) Ifyouareoutside ofthe geographical service areaanda medical emergency arises thatrequires you to
go to an emergency room, you are eligible for coverage regardless of which emergency roomyou use.

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

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

2. Emergency Medical Care Limitations:

a.

If follow-up care is needed after themedical emergency has passed, coverage willbe subject to all policy
terms, conditions, and provisions. This includes butis not limited to: 1) prior authorization for additional
health care services and 2) referral requirements for services provided by a non-participating provider.

Covered health careservices received froma non-participating provider willbe limited to the amounts that
we determine to be the maximum out-of-network allowable fee. You will be responsible for the difference
between the amount charged and the maximum out-of-network allowable fee.

If an 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). Ifan ambulance service is called, but you are not transported, emergency medical
careprovidedto you willbe payable under this Section 5. T., as shownin the Schedule of Benefits.
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U. Genetic Services

IMPORTANT NOTE: Genetic testing that we consider experimental/investigational/

unprovenwill not be covered.

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

practitioner mustdescribe how and why, based on theresults for the genetictesting

wpshealth.com/healthplan

results, yourindividual treatment plan would be differentthan your currentor expected

treatment plan based ona clinical assessment without genetic testing. Upon request, the ordering health careprovider must
submit information regarding the genetic testing’s clinical validity and clinicalutility. Genetic testingthatwe consider
experimental/investigational/unproven willnot be covered. We willnot accept prior authorization requests fromthe
laboratory thatwill performthe genetic services, unless there is supporting documentation fromthe ordering health care

provider.

1. Covered Genetic Services:

a.

i.

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 ofinfectious agents such as influenza and hepatitis. Paneltesting formultiple agents is not
covered unless your sealth care practitioner provides a justification forincluding each test in the panel;

Compatibility testing fora covered person who has been approvedby us fora covered transplant;

Cystic fibrosis and spinal muscular atrophy testing as recommended by the American College of Medical
Genetics;

Molecular genetic testing of pathological specimens (such as tumors). Allothermoleculartestingofbloodor
body fluids require prior authorization unless thetest is otherwise specified on our website
wpshealth.convhealthplan. Pleasenote that many molecular tumor profiling tests and gene-related or panel
tests are not covered.

BRCA testing fora covered person whose family history is associated with an increased risk for harmful
BRCA 1 and BRCA?2 gene mutations and testing has beenrecommended after receiving genetic counseling.
When such genetic counseling and testing is provided by a participating provider, benefits are payable
without cost sharing;and

All other genetic testing for which you receive our prior authorization.

2. Genetic Services Exclusions:

The Policy provides no benefits for any ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a.

Genetic testing for the purposes of confirming a suspected diagnosis ofa disorder thatcan be diagnosed based
on clinical evaluations alone.

Genetic testing for conditions thatcannot be altered by trearment or prevented by specific interventions.
Genetic testing solely forthe purpose of informing the care or management ofyour family members.
Genetic counseling performed by thelaboratory that performed the genetic testing.

Genetic testing thatis not supported by documentation fromthe ordering health careprovider.
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W.

Health and Behavior Assessments
Covered Health and Behavior Assessments:

a. Health and behaviorassessments and reassessments;
s Y

Neuropsychological testing may require
prior authorization. See
wpshealth.com/healthplan

b. Diagnostic interviews;

c. Neuropsychologicaltesting.

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

Health and Behavior Assessments Exclusions:

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Intensive inpatient treatment by a psychologistto treat a medical condition.
b. Baseline neuropsychological testing, for example, InPA CT® Immediate Post-Concussion Assessmentand

Cognitive Testing.

Hearing Aids, Implantable Hearing Devices, and Related Tre atme nt

This Section 5. W. only applies to covered dependent children who are underage 18.

X.

1.

Covered Hearing Services:

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

and certified as deaforhearing impaired by a health care practitioner, and &
the hearing aids and/or devices are prescribed by a health care practitioner Lo
. . . . . . Bone anchored hearing aids
in accordance with accepted professional medical or audiological standards: and cochlear implants may

. s . . . require prior authorization.
a. Onehearingaid(including fittingand testing), per ear, onceevery three See wpshealth. com/healthplan

years;

b. Implantable hearing devices including batteries and cords forsuch
devices;

¢. Treatmentrelated to hearing aids and implantable hearing devices covered under this Subsection 1., including
procedures for the implantation ofimplantable hearing devices.

d. Post-cochlearimplant aural therapy.
Hearing Services Exclusions:

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

a. Hearing protection equipment.
b. Hearing aidbatteries and cords.

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

Home Care Services

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

Part-time or intermittent home nursing care by, orunder supervision of, a registered nurse;

Part-time or intermittent home health aide services that consist solely of care forthe patient as long as they
are: (1) medicallynecessary;(2) appropriately included in the ~ome care plan; (3) necessary to prevent or
postpone confinementin a hospital or skilled nursing facility;and (4) supervised by a registered nurse or
medical social worker.

Physical or occupational therapy or speech-language pathology orrespiratory care;

Medical supplies,drugs and medications prescribed by a health care practitioner; and laboratory services by
or on behalfofa hospitaliftneededunderthe home care plan. These items are coveredto theextent they
would be if you had been confinedin a hospital;

Nutrition counseling provided or supervised by a registered or certified dietician; and

Evaluation ofthe need fora home care planby a registered nurse, physician extender ormedical social
worker. Your attending health care practitioner mustrequestor approvethis evaluation.

2. Home Care Limitations:

a.

Benefits are limited to 40 home care visits per covered person per calendar year. Each visit by aperson to
provide services undera home careplan, to evaluate yourneed for home care, orto developa home careplan
countsasonehome care visit. Each periodofup to fourstraight hours of home health aideservices in a 24-
hourperiod counts as one home care visit

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

3. Home Care Exclusions:

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

a.

b.

Y. Home Intravenous (IV) Therapy or Infusion Therapy

Intravenous (IV) therapy/infusion therapy prescribed by a health care practitioner and Fos
performed in your home, including but not limited to: (1) injections (intra-muscular, Home infision services may
subcutaneous, continuous subcutaneous); (2) Total Parenteral Nutrition (TPN); and require prior authorization. See
(3) antibiotic therapy. wpshealth.com/healthplan

Home care that is not ordered by a health care practitioner;or

Home care provided to a covered person who is notconfinedto his/herhome because ofan i/lness orinjury,
or becauseleaving his/her home would be contraindicated.

Z. Hospice Care

1. Covered Hospice Care Services:

a.

Hospice careservices provided to youifyou are terminally ill if: (1) your

health condition would otherwise require your confinement in a hospital or -
a skillednursing facility; and (2) hospicecare is a cost-effective alternative, Inpatient hospice care services
as determined by us. may require prior

authorization. See
wpshealth.com/healthplan

Coveredexpenses for hospice careinclude:
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1) Roomand boardat a hospice facility while you are receiving acute care to alleviate physical symptoms of
yourterminali/lness;

2) Health carepractitioner andnursing care; and
3) Services providedto you at yourplaceofresidence.

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

2. Hospice Care Services Exclusions:

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a.

b.

Room and board forresidential care at a hospitalfacility.

Hospice careservices providedto youafter the initial six-month period immediately following the diagnosis
of aterminal i//ness,unless we have extended coverageper Paragraph 1. c. above.

AA. Hospital Services

Transplant services are not covered under this Section 5. AA..; please see Section 5. TT. (Transplants) for this coverage
information. This Section5. AA.doesnotincludecharges for outpatient physical, speech, or occupational therapy; please
see Section 5. RR. (Therapy Services). Additionally, except forinpatient sospitalservices for detoxification, services for
the treatment of substanceuse disorders and/or nervous or mental disorders are not covered under this Section 5. AA ;
please seeSection5. G. (Behavioral Health Services) forthese coverage details.

1. Covered Hospital Services:

a.

Inpatient Hospital Services. Benefits are payable forthe following inpatientzospital services fora physical
illness orinjury:

1) Chargesforroomand board;

2) Chargesfornursing services; e
Inpatient admissions may require
3) Chargesformiscellaneous hospital expenses; and prior authorization. See

wpshealth.com/healthplan

4) Chargesforintensivecare unit roomand board.

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

Facility Fees. Benefits are payable for facility fees charged by the hospitalfor office visits and for urgent
careVvisits.

2. Hospital Services Limitations:

a.

If you are confinedin a hospital that is a non-participating provider as an inpatient due to a medical
emergency,we reservethe rightto coordinate your transfer to a participating provider onceyouare stable and
can be safely moved.

If you are stable and refuse such transfer, further services fromthe non-participating provider will not be
covered.
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c¢. Wewill notcoverinpatient stays at a hospitalif care could safely and effectively beprovidedto you in a less
acute setting,

BB. KidneyDisease Treatment A

Kidney dialysis treatment may
require prior authorization. See
wpshealth.com/healthplan

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

Kidney transplantation services are payable under the organ transplant benefitin Section 5. TT. (Transplants).

CC. Mastectomy Treatment

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

1. Reconstruction ofthe breast on which the mastectomy has been performed;

2. Surgery and reconstruction ofthe other breastto producea symmetrical appearance;
3. Breastprostheses; and
4

Treatment of physical complications forall stages of mastectomy, including lymphedemas.

DD. Maternity Services
1. Covered Maternity Services:
a. Any ofthe following maternity services when they are provided by a hospital or health carepractitioner:

1) Global matemity charge. The globalmaternity charge is auniqueprocedurebilled by a health care
practitionerthat includes prenatal care, delivery, and onepostpartumcare office visit. Examples of
health care services for this procedure may include the prenatal physical examinations, recording of
weight, blood pressures, fetal heart tones, and routine chemical urinalysis. Monthly office visits upto 28
weeks, biweekly office visits to 36 weeks, and weekly office visits until delivery are also included.

2) Chargesby ahospitalforvaginal or cesareansectiondelivery.
3) Exams and testing that are billed separately fromthe global matemity fee.
4) Health careservices formiscarriages.

5) Health careservicesrelatedto an abortion provided the abortion procedure for the terminationofa
mother’s pregnancy is: (a) considered a life-threatening complication ofthe mother’s existing physical
illness; or(b)due to alethal fetalanomaly; and (c) the abortion procedure is permitted by and performed
in accordance with law. "Lethal fetalanomaly" is defined as an anomaly which predictably results in
fetaldemise either in utero or shortly (within 72 hours) after delivery.

b. Withrespect toconfinements for pregnancy, the Policy will not limit the length ofstayto less than: (i) 48
hours foranormalbirth; and (i) 96 hours fora cesarean delivery. However, a motheris free to leave the
hospital earlierif she and her health care practitioner mutually agree toshortenthe stay.

2. Maternity Exclusions:

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Birthing classes, including Lamaze classes.
b. Abortionprocedures, except as specifically stated in Paragraph 1. a. above.

¢. Home births.
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d. Continued hospital stay for the mothersolely because hernewborninfantremains confinedin a hospital.

e. Continuedhospital stay forthe newborn infantsolely because themother remains confined in a hospital.

EE. Medical Services

1. Health and behavior interventions billed with a medical diagnosis.

2. Medical services foraphysical 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, or your
home. Medicalservices coveredunderthis Section 5. EE. do not include health care services covered elsewhere
in the Policy, including some careservices coveredunder Section 5. X. (Home Care Services).

FF. Medical Supplies

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

a. Strapping andcrutches;

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

c. Disposable supplies, tubing, and masks forthe effective useof covered durable medical equipment;

d. Elastic stockings or supports when prescribedby a health care practitioner andrequired in the treatmentofan
illness orinjury. We may establish reasonable limits on the number ofpairs allowed per covered personper
calendaryear;

e. Enteraltherapy supplies;and
f.  Urinary catheters and supplies.
2. Medical Supplies Exclusions:

The Policy provides no benefits for any ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Medical supplies that we determine 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).

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

GG. Nutritional Counseling

Nutritional counseling thatis: (1) for treatmentofan illness orinjury; and (2) provided by a health carepractitioner,
dietician or nutritionist licensed in the state where the counseling is provided to you. Nutritional counseling billed as
educational services will not be covered, except as noted in Section 5. LL. (Preventive Care Services).
HH. Orthotic Devices and Appliances

1. Covered Orthotic Devices and Appliances:

a. Externally applied devices orappliances, including fittings and adjustments of custom-made rigid or semi-
rigid supportive devices, that: (i) are used to support, align, prevent, or correct deformities;; (i) improve the
function of movable parts ofthe body; or (iii) limit orstop motion ofa weak ordiseased body part.

b. Covered orthotic devices and appliances include, butare not limited to:
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2.

II.

Pain management treatment including injections and other procedures to
manage your pain related to an i/lness orinjury. o=

JJ.

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

KK.

1.

1) Casts andsplints;

2) Orthopedic braces, including necessary adjustments to shoes to accommodate braces;
3) Cervicalcollars; and

4) Corsets (backand special surgical).

c. Orthotic devices orappliances to supportthe foot whenthey are a permanent partofan orthopedic leg brace
or when custom-molded to fit the covered person.

d.  Orthopedic shoes limited to one pairper coveredpersonper calendar year.

e. Orthotic devices orappliances may be replaced once per calendar year per coveredperson. The replacement
must be medically necessary. Additionalreplacements will be allowed: (1) if you are underage 19 due to
rapid growth; or (2) when a device orapplianceis damaged and cannot berepaired.

Orthotic Devices and Appliances Limitations:
Benefits will be limited to the standard models and devices, as determined by us.
Orthotic Devices and Appliances Exclusions:

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Routine periodic maintenance, suchas testing, cleaning and checking ofthe device orappliance.
b. Cranial bandingororthotic helmets, unless required after cranial surgery.

c. Over-the-counter orthotic devices and appliances to supportthe foot.

Pain Management Treatment

Pain management treatment may
require prior authorization. See

Palliative Care Services wpshealth,com/healthplan

Prescription Legend Drugs and Supplies
Covered Drugs.
a. Any prescriptionlegend drugnototherwise excluded or limited under the Policy;

b. Anymedicine a participating pharmacy compounds as longas it contains at least one prescription legend
drug that is notexcludedunder the Policy, providedit is not considered
experimental/investigational/unproven ornotmedicallynecessary; ifa compound drug contains non-covered
ingredients, reimbursement will be limited to the covered prescriptionlegend drug(s);

c. Preventive drugs that are obtained pursuant to a prescription order;
d. Injectable insulin;

e. Prescription legend drugs that are FDA -approved forthe treatment of HIV infection or an i/lness or medical
conditionarising from, or related to, HIV;

f. Animmunization that is not excluded elsewhere in the Policy;

g. Oral chemotherapy drugs; and
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h. Experimental/investigational/unproven drugs that are FDA approved, administered accordingto protocol, and
required by law to be covered.

2. Covered Supplies.

a. Insulinsyringes and needles;
i
To see formulary drugs and supplies, go to
wpshealth.com/resources/files/32053 202
1-preferred-drug-guide.pd £

b. Lancets andlancetdevices;
¢. Formulary diabetic test strips;
d.  Alcoholpads;

e. Formulary blood glucose monitors;
f. Auto injector;
g. Glucose controlsolution.

3. Our Discretion. We have full discretionary authority to cover drugs orsupplies that vary fromthe benefits
describedin the Policy ifthere is an advantageto both youand us.

4. CostSharing. See your Schedule of Benefits for informationabouscost sharing amounts thatapply to drugs and
supplies. You will have no applicable copayment, deductible, or coinsurance, forany preventive drug. Allother
covered drugs and supplies are subject to any copayment, deductible, or coinsuranceamounts listed in your
Schedule of Benefits. Ifthe participating pharmacy’s charge is less than the copayment and/or deductible, you
will only be responsible for the amount ofthe charge. Otherwise, youmust pay any applicable cost sharing
amount for each separate prescription order orrefillof a covereddrugorcovered supply.

5. Prescription LegendDrugs and Supplies Limitations.

a. If You Do Not Choose a Participating Pharmacy. Benefits are generally not payable forcovered drugs and
supplies dispensed toyouby a pharmacy other thana participatingpharmacy. If you utilize anon-
participating pharmacy, we will reimburse you forany covered drugs and supplies you receive during a
medical emergency outside ofthe geographical servicearea. In this situation, you must pay forthe covered
drugs orsuppliesup front. To receive reimbursementyoumustsendus, orourdelegate, a claimwith written
proofofpayment and enough detail to allow us to process the claim. Afterwe receive yourclaimand
supporting documentation, we will determine if benefits are payable for the drug orsupply. If so, we will pay
you the benefitamount that we would have paid had youpurchased the covered drugor supply froma
participating pharmacy. You are responsible for the applicable cost sharing, and any differencebetween our
benefit paymentandthe price you paid forthe covereddrugorsupply.

b. Step Therapy. Ifthereis more than one prescription legend drugthat has beendetermined to be safe and
effective forthe treatment of your illness or injury, we may only provide benefits forthe less expensive
prescriptionlegend drug. Alternatively, we may require you totry the less expensive prescription legend
drug(s) before benefits are payable for any other alternative prescription legend drug(s).

¢. 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 all prescription legend drugs, including
specialty drugs and drugs administered by a health care provider. To determine whether a drug requires prior
authorization, visit wpshealth.com/healthplan or call the telephone number shown on youridentification card.
If you do notreceiveprior authorization before receiving such drugs, benefits may not be payable under the
Policy.

If a drug requires prior authorization, your health care practitioner must contactus, or our delegate, to supply
the information needed, suchas copies ofall corresponding medical records andreports for youri/lness or
injury.

Afterreceiving the required information, we, or our delegate, will determine if the drug is coveredunder the

Policy and notify youofourcoverage determination. If we determine that the treatment is not a covered drug
or is otherwise excluded under the Policy, no benefits willbe payable forthat drug.

26
28670-085-2101 (28670-A85-2101)



d. Use of Brand-Name Drugs When Lower Cost Equivalents Are Available. If you obtain a brand-name
drug and we determine that a lower costequivalentdrug(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 cost differenceis not applied toward your out-of-pocket limitincluding
copayment/deductible/coinsurance and the costdifference will continue to apply after your out-of-pocket limit
has been satisfied. Determination that a drugis equivalent must be supported by scientific evidence and/or
determinations by regulatory entities such as the FDA.

Forpreventive drugs, coverage is also limited to generic drugs whenthey are available, with the exceptionof
preventive contraceptivemethods. Ifyourhealth carepractitioner submits proofto us thatit is medically
necessaryforyou to use a brand-name preventive contraceptive method instead ofthe equivalent generic
preventive contraceptivemethod, we will coverthe brand-name drug in fulland you will not be charged.

However, we will covera brand-name drug if substitution ofan equivalent generic drugis prohibited by law.

e. Quantity Limits. The following quantity limits apply to all prescription legend drug benefits under this
SubsectionKK. 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 druguntilwe, or our delegate, determine you are
tolerating the specialty drug. In this case, your financial res ponsibility will be prorated.

Item Quantity Limit

Prescription legend drugs or supplies
dispensed by a retail participating
pharmacy

Up to a90-day supply for maintenance drugs per
fill or refill; and up to 30-day supply for all others
per fill or refill.

Prescription legend drugs (other than

Up to a90-day supply per fill or refill

specialty drugs) or supplies dispensed by
a home delivery pharmacy

180-day supply of nicotine replacement treatm ent
(e.g., patches or gum) per covered person per 365-
day period; and

Preventive drugsused for T obacco
Cessation

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

Up to a30-day supply per fill or refill, except as
notedabove

Specialty drugs and Biosimilar drugs

Blood glucose monitor dispensed by a
participating pharmacy

One per covered person per calendar year

f. Limitations on Covered Drugs and Covered Supplies Provided by a Provider Other than a Pharmacy.
If we determine a prescription legend drug can safely be administered in a lower-cost placeofservice, for
example: (1) aparticipating pharmacy wherethe drugcanbe obtained for self-administration; (2) by a home
care company, benefits for such prescription legend drugs purchased fromand administered by a health care
providerin ahigher-cost place of service willnot be covered. However, we have full discretionary authority
to allow initial dose(s) ofa drug to be administered by a health care provider in a higher-cost place of service
in certain limited circumstances (forexample teaching/training purposes).

g. Miscellaneous: Ifthe charge fora prescription legend drugis reducedby a manufacturer promotion (e.g., a
couponorrebate), we may take that reductioninto accountwhen calculating the costsharing, including the
amount applied to your deductible or out-of-pocket limit.
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6. Prescription Legend Drugs and Supplies Exclusions.

The Policy provides no benefits forany ofthe items listed below. These exclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Anydrug forwhich youdo nothavea valid prescription order;

b. Administration ofa covered drug by injection or other means other than covered immunizations;
c. Refills of otherwise covered drugs thatexceed thenumber your prescription order calls for;

d. Refills of otherwise covered drugs after oneyear fromthe date ofthe prescription order;

e. Drugs usually not charged forby the health care provider;

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

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

h. Progesteroneorsimilar drugs in any compounded dosage form, except for the purposeof maintaining a
pregnancy under the appropriate standard of care guidelines;

i. Costs relatedto themailing, sending or delivery of prescription legend drugs;

j-  Refill ofdrugs, medicines, medications orsupplies thatare lost, stolen, spilled, spoiled, damaged, or otherwise
rendered unusable;

k. Anydrugormedicine that is available in prescription strength withouta prescription order, except as
determined by us;

1. More than one fill orrefill forthe same coveredsupply, covered drug or therapeutic equivalentmedication
prescribed by one ormore health care practitioneruntilyou have used at least 75% ofthe previous retail
prescription. Ifthe covered supply, drug ortherapeutic equivalent medication is dispensed by a home delivery
pharmacy,thenyou musthave usedat least 75% ofthe previous prescription;

m. Anydrugused for weight control or whose primary useis weight control, regardless of why the drug is being
prescribedto you;

n. Anycompoundeddrugthatis substantially like a commercially available product;
0. Anydrugdeliveredto orreceived froma destination outside ofthe United States;

p. Anydrugused forsexual dysfunction orto enhance sexual activity, regardless of why thedrugis being
prescribedto you;

g Anydrug forwhich prior authorizationis required but not obtained;
r. Anydrug forwhich steptherapyis requiredbutnot followed;

s. Drugs dispensed by a person or entity other than a participating pharmacy, home deliverypharmacy, or
specialty pharmacy,except for emergencies outside ofthe geographical servicearea,

t. Non-legendvitamins, minerals, and supplements evenifprescribedby a health carepractitioner, except as
specifically stated in the Policy;

u. Allmedicinal foods, enteral feedings, supplemental feedings, nutritional and electrolyte supplements, and
infant formula;

V. Anydrugoragentused forcosmetic treatment; for example, wrinkles or hair growth; and

w. Any drug in unit-dose packaging exceptas required by law.
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LL.

Preventive Care Services

Preventive care services are covered to the extentrequired by law.

1.

Covered Preventive Care Services:

a.

Evidence-based health care services thathave in effect arating of“A” or “B” in the current recommendations
of the United States Preventive Services Task Force (USPSTF). The USPSTF may change its ratings during
the year. See https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/
for the current recommendations. Currently, therecommendations include:

1) Routine medical exams, including eyeexams with or without refractions, hearing exams, pelvic exams,
pap smears, and any related preventive care services. Pelvic exams and pap smears are coveredunder
this Paragraph 1. when directly provided toyouby a health carepractitioner

2) Routine medical exams, including eyeexams with or without refractions, hearing exams, and any related
preventivecare services directly provided to a covered childin connection with well-child care.

3) Oneroutine mammogramof a covered personper calendar year.
4) Blood lead tests;
5) Preventive screenings;

6) Behavioralinterventions to promote breast feeding; comprehensive lactation support and counseling by a
trained health care provider during pregnancy and/or in the postpartumperiod;

7) Annual counselingon sexually transmitted infections;

8) Counselingfortobacco use;

9) Prophylactic oculartopical medication fornewborns against gonococcal ophthalmia neonatorum,
10) Annualscreeningand counseling for covered persons for interpersonal and domestic violence;
11) Healthy diet and physical activity counseling to prevent cardiovascular disease;

12) Behavioral counseling for skin cancer.

Other preventive care services thatare provided on an outpatient basis at a 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 effect a recommendation fromthe A dvisory Committee on Immunization
Practices ofthe Centers for Disease Controland Prevention;

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

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

Screening for colorectal cancer, including fecal occult blood testing, limited to routine sigmoidoscopy or
colonoscopy, including related health care services, once every five years, in accordance with the most
current guidelines ofthe USPSTF. Anyadditional routine sigmoidoscopies or colonoscopies performed
within that five-year period shallbe payable under Section 5. PP. (Surgical Services) subject to applicable
deductibleand coinsurance provisions.

Advanced care planning office consultations limited to one initial consultation and two follow-up
consultations.
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2. Preventive Care Services Limitation:

Some office visits and laboratory and diagnostic studies may be subject to cost sharing ifthoseservices are not
part ofa routine preventive or screening examination. Forexample, when you have a symptomor historyofan
illness orinjury, office visits and laboratory and diagnostic studies related to thati//ness or injury are no longer
considered part ofa routine preventive or screening examination.

3. Preventive Care Services Exclusion:

This Policy provides no benefits forimmunizations fortravel purposes. This exclusion applies in additionto the
exclusions outlinedin Section 6. (General Exclusions).

MM. Prosthetics

1. Covered Prosthetics:

a. Prosthetic devices andrelated supplies, including the fitting of such e Y
devices, that replace all or part of: Prosthetics with a total purchase
price greater than $5,000 may
1) Anabsentbody part (including contiguous tissue); or require prior authorization. See

. . . L wpshealth.com/healthplan
2) The functionofa permanently inoperative or malfunctioning body

part.

Covered prosthetic devices include, but are notlimited to, artificial limbs, eyes, and larynx. Benefits are
limited to one purchase no soonerthan every three years ofeach type ofthe standard model, as determined
by us.

b. Replacement orrepairs of prosthetics if we determine that they are medically necessary.
2. Prosthetics Exclusions:

This Policy provides no benefits forany ofthe items listedbelow. Theseexclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

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

b. Dentalprosthetics.

¢. Repairs due to abuse ormisuse.

NN. Radiation Therapy and Che motherapy Services

Radiation therapy and chemotherapy services. Benefits are also payable for charges ——
for xrays, radium, radioactiveisotopes and chemotherapy drugs and supplies used Certain radiation therapy and
in conjunction with radiation therapy and chemotherapy services. chemotherapy services may require

prior authorization. See
wpshealth.com/healthplan

00. Skilled Nursing Care in a Skilled Nursing Facility

1. Covered SkilledNursing Care:

Skilled nursing care providedto youduring your confinement in a skilled nursing facility if: (1) you are admitted
to a skillednursing facility within 24 hours after discharge froma hospital or

surgical center or directly fromemergency roomcare, urgentcare facility, ora

health care practitioner’s office; and (2) you are admitted for continued

treatment ofthe same illness or injury. -
2. SkilledNursing Limitations: Admissions may require prior
authorization. See
a. Skillednursing care is limited to 30 days per confinement per covered wpshealth.com/healthplan
person.
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Each day ofyour confinement will counts towards this 30-day limit, regardless of whether the charges are
applied to your deductible or paid by us under the Policy.

Skillednursing care mustbe certified as medicallynecessary by your attending health care practitioner every
seven days.

3. SkilledNursing Care Exclusions:

This Policy provides no benefits forany ofthe items listedbelow. Theseexclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a.

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

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

Maintenance care,supportive care, or custodial care.

Care that is available at no costto youor care provided under a governmental health care program(other than
a programprovided under Wis. Stat. Chapter49).

PP.  Surgical Services

This Section 5. PP. does not include surgical services for: (1) covered transplants; (2) pain management procedures; or
(3) behavioral healthservices. Please see Section 5. G. (Behavioral Health Services), Section 5. II. (Pain Management
Treatment), and Section 5. TT. (Transplants) for this coverage information.

1. Covered Surgical Services:

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

a.

b.

F = Y
Surgicalservices, other thgm reconstructive surgery and oral surgery. Spinal surgery and certain
Covered surgical services include but are not limited to: other surgeries may require
prior authorization. See
1) Operative and cutting procedures; wpshealth. com/healthplan

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

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

Reconstructivesurgery whenthe primary purpose of the surgery is to correctfunctional impairment caused by
an illness, injury, congenital abnormality, acute traumatic injury, dislocation, tumors, cancer, obstructive sleep
apnea, ortemporomandibular joint disorder. Please note that breast reconstruction following a mastectomy,
reconstruction ofthe non-affected breast to achieve symmetry, and other services required by the Women’s
Health and Cancer Rights Act 0f 1998 are covered under Section 5.CC. (Mastectomy Treatment).

Oral surgery,including related consultation, x-rays and anesthesia, is limited to the following procedures:
1) Surgicalremoval ofimpacted, unerupted teeth

2) Excision oftumors and cysts ofthejaws, cheeks, lips, tongue, roofand floor ofthe mouth;

3) Surgicalprocedures to correctinjuries to thejaws, cheeks, lips, tongue, roofand floor ofthe mouth;
4) Apicoectomy (excision ofthe apexofthe tooth root);

5) Rootcanaltherapy, if performed simultaneously with an apicoectomy;

6) Excision ofexostosis (bony outgrowth)ofthe jaws and hard palate;
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QQ.

7) Frenotomy (incision ofthe membrane connecting the tongue to the floor ofthe mouth;
8) Incision and drainage of cellulitis (tissueinflammation) ofthe mouth;
9) Incision ofaccessory sinuses, salivary glands or ducts;

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

11) Alveolectomy;and
12) Orthognathic surgery.
d. Male sterilization procedures.

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

f. Congenital heart diseasesurgeries.
g. Removalofbreastimplants due to association with Anaplastic Large Cell Lymphoma.
Surgical Services Exclusions:

This Policy provides no benefits forany ofthe items listedbelow. Theseexclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Incidental/inclusive surgical procedures thatare performed in the same operative session as a major covered
surgical procedure, which is the primary procedure. Benefits forincidental/inclusive surgical procedures are
limited to the charge forthe primary surgical procedure with the highestciarge, as determined by us. No
additional benefits are payable for incidental/inclusive surgical procedures. Forexample,the removalofan
appendixduring the same operative session in which a hysterectomy is performed is an incidental/inclusive
surgical procedure; therefore, benefits are payable for the hysterectomy, but not for the removal ofthe
appendix.

b. Oralsurgery,except as specifically stated in Paragraph 1. c. above.
¢. Reconstructivesurgery forpurposes other thanto correctthose functional impairment.
d. Any surgical servicethatwe determine to be cosmetic treatment, except as otherwise indicated in the Policy.

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

Telemedicine
Covered Telemedicine Services:

Telemedicine services provided by a health care practitionertoa covered personvia telephone or interactive
audio-visual telecommunication to treat a coveredi/lness orinjury.

NOTE: Telemedicine services provided by our designated telehealth service provider are covered as stated in your
Schedule of Benefits. Visit wpshealth.com/healthplan or call the Customer Service telephone number shown on
youridentification card for additional informationaboutthis benefit.

Telemedicine Exclusions:

This Policy provides no benefits forany ofthe items listedbelow. Theseexclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Transmissionfees.

b. Website charges for online patient education material.
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RR.

SS.

c. Telecommunications including butnotlimited to instantmessaging, text messaging, email communication or

facsimile communication.

Temporomandibular Joint (TMJ) Disorder Services

Covered TMJ Disorder Services:

a. Diagnostic procedures and surgical and non-surgical treatment for the correction of TMJ disorders ifall of the

following apply:
1) Thedisorderis caused by congenital, developmental or acquired deformity, i//ness orinjury;

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

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

This Policy provides no benefits forany ofthe items listedbelow. Theseexclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Elective orthodontic care, periodontic care, or general dental care.

b. Health careservices provided in connection with the temporomandibular joint or TMJ disorder, except as
specifically stated in Paragraph 1. above.

Therapy Services

Therapy Limitations:

a. Outpatient therapyvisits are limited as follows:

1) Physicaltherapyis covered whenbilled as rehabilitative services or

habilitative services. Massage therapy is covered only when the ey

therapy is billed by a chiropractor, physical therapist or occupational Therapy Services may

therapist; Aquatic therapy is covered only when the therapy is billed require P”'O’S authorization.
; . . o ce

by aphysical therapistor occupational therapist; wpshealth.com/healthplan

2) Speechtherapy is covered whenbilled as rehabilitative services or
as habilitative services;and

3) Occupational therapyis covered when billed as rehabilitative services or as habilitative services.

b. Alltherapy mustbe expected toprovide significant measurable gains that will improve your physical health.

c. Alltherapy mustbe performed by a health carepractitioner,. Ifa license to performsuch therapy is required

by law, that therapist mustbe licensed by thestate in which he/she is located and mustprovide such therapy
while he/she is acting within the lawful scope ofhis/her license.

Therapy Exclusions:

This Policy provides no benefitforany ofthe items listed below. Theseexclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Physicaltherapy for TMI disorders, except as specifically statedin Section 5. RR. (Temporomandibular Joint

(TMJ) Disorder Services).

b. Long-termtherapyand maintenance therapy, except as specifically stated in Paragraph 1. above.
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c. Therapy services provided by a massagetherapist.

TT. Transplant Service
1. Prior Authorization and CostSharing Requirements:

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

b. Ifpriorauthorization is obtained, we will pay benefits for charges for covered expenses youincur at a
designated transplant facility as determined by us during the prior authorization process foran illness or
injury.

c. Transplant services are subjectto any cost sharing amounts shown in your Schedule of Benefits.

2. Covered Transplant Services:

a. Health careservices forapproved transplants when ordered by a health care practitioner, including, but not
limited to:

1) Hospitalcharges;

2) Health carepractitioner charges;

3) Organ and tissueacquisition;

4) Tissue typing;

5) Ancillary services;

6) Post-transplantcomplications, if you are the recipient;

7) Post-harvestingcomplication, if you are a donor;

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

b. We will notify you ifa second opinionis required at any time during the determination ofbenefits period. If
you are denied a transplant procedure by the designated transplant facility, we will refer you to a second
designatedtransplant facility for evaluation. Ifthe second facility determines, forany reason, that you are an
unacceptable candidate for the transplant procedure, benefits will not be paid for further transplant related
services and supplies evenifa third designated transplant facility or any non-designated transplant facility
accepts you forthe procedure.

3. Transplant Services Exclusions:

This Policy provides no benefits forany ofthe items listedbelow. Theseexclusions apply in additionto the
exclusions outlinedin Section 6. (General Exclusions).

a. Transplants considered by us tobe experimental/investigational/unproven.
b. Expenses relatedto the purchaseofany organ.

c. Health careservices for,orusedin connection with, transplants of human and non-human body parts, tissues
or substances, or implants ofartificial ornatural organs, except as specifically stated in Paragraph 2. Above;
and

d. Lodging expenses, including meals, unless such expenses are covered under the global fee agreementofyour
transplantnetwork.
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UU.

Vision Services - Non-Routine
Covered Non-Routine Vision Services:

a. Diagnosisandtreatmentofeye pathology.
sy
Therapeutic contact lenses may
require prior authorization. See
wpshealth.com/healthplan

b. Eye surgeryto treatan i/lness orinjury to the eye.

c. Initial pair ofeyeglasses orexternal contact lenses foraphakia,
keratoconus, or following cataract surgery.

Vision Services Exclusions:

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

a. Vision therapy;

b. Refractive eye surgery, suchas radial keratotomy.

c. Orthoptic therapy and pleoptic therapy (eyeexercise);

d. Preparation, fitting orpurchase ofeyeglasses or contact lenses, except as specifically stated above;

e. Correction of visualacuity orrefractiveerrors by any means, except as specifically stated above; and

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

6. GENERAL EXCLUSIONS

The Policy provides no bernefits forany ofthe 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 covered under the Policy as described in Section 5. KK. (Covered Expenses/ Prescription Legend Drugs and
Supplies):

a. Investigational drugs forthe treatment of HIV infection as described in Wis. Stat. § 632.895(9); and

b. Drugs that by law require a written prescriptionused in the treatment of cancer thatmay not currently have
the FDA's approval for that specific diagnosis but are listed in recognized off-label drug usage publications as
appropriate treatment for that diagnosis.

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

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

Health careservices furnished 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 furnished by any federal or stateagency ora local political subdivision when youare not
liable for the costs in the absence ofinsurance, unless such coverageunder the Policy is required by law.
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10.

11.

12.
13.
14.

15.
16.
17.
18.

19.

20.

21.

22.
23.

24,

25.

26.

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

Health careservices forany illness or injury caused by war oract(s) of war, whether declared orundeclared or
caused duringservicein the armed forces ofany country. This exclusiondoes notapplyto coveredpersons who
are civilians injured or otherwise affected by war, any actofwar, or terrorismin non-war zones.

Health careservices forany illness orinjuryyousustain: (a) while on active duty in the armed services ofany
country; or(b)as aresult of being onactive duty in the armed services ofany country.

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

Chargesin excess ofthe maximum allowable fee or maximum out-of-network allowable fee.
Chelation therapy, except in the treatment ofheavy metal poisoning.

Health careservices provided while held, detained or imprisoned in a local, state or federal penal or correctional
institution or while in custody of law enforcementofficials, except as required under Wis. Stat. § 609.65. This
exclusion doesnotapply to covered persons onwork-release.

Completion of forms, including but not limited to claim forms or forms necessary for the return to work or school.
An appointment youdid not attend.
Health careservices for which youhave noobligationto pay or which are provided to youat no cost.

Health care services resulting or arising fromcomplications of, orincidental to, any health care servicenot
covered underthe Policy, except fromcomplications of, orincidental to, a subscriber’s or his/her spouse’s or
domestic partner’s electiveabortion.

Health careservices requested orrequired by a third party foremployment, licensing, insurance, marriage,
adoption, travel, disability determinations, or court-ordered exams, other than as specifically stated in the Policy or
required by law.

Private duty nursing.

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

Health careservices that are excluded elsewherein the Policy.

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

Health careservices provided when your coverage was not effectiveunderthePolicy. Please see Section?2.
(Eligibility, Enrollment, and Effective Date) and Section 8. (When Coverage Ends).

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

The following procedures and any related sealth careservices:

a. Injection offilling material (collagen) other than for incontinence;
b. Salabrasion;

c. Rhytidectomy (face lift);

d. Dermabrasion;

e. Chemical peel;
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27.

28.

29.
30.

31.
32.
33.
34.

3s.

36.

37.
38.

f. Suction-assisted lipectomy (liposuction);

Hair removal,

Mastopexy;
i. Augmentation mammoplasty (except forreconstruction associated with a covered mastectomy);
j.  Correction ofinverted nipples;

k. Sclerotherapy orother treatment for varicose veins less than 3.5 millimeters in size (e.g. telangiectasias,
spiderveins, reticular veins);

1. Excision orelimination of hangingskin on any part ofthe body, such as panniculectomy; abdominoplasty and
brachioplasty;

m. Mastectomy for gynecomastia

n. Botulinumtoxin or similar products, unless youreceive our prior authorization approval;

o. Any modification tothe anatomic structure ofa body part thatdoes not affectits function;

p. Labiaplasty;

q. Treatment ofsialorrhea(drooling or excessive salivation); and

r. Medical services and surgical services forthe treatmentofexcessive 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, treatmentorremoval ofall or part of corns, callosities,
hypertrophy or hyperplasia ofthe skin or subcutaneous tissues ofthe feet; (b) in the cutting or trimming of
toenails; or(c) in the non-operative partialremoval oftoenails. This exclusiondoes notapply to healthcare
services thatare associated with a medical diagnosis of diabetes, peripheral vascular disease or peripheral
neuropathy.

Housekeeping, shopping, or meal preparation services.

Health careservices provided in connection with: (a) any i/lness orinjury caused by your engaging in an illegal
occupation;or (b) any illness orinjurycaused by your commission of, or an attempt to commit, a felony.

Health careservices for which proofofclaimisn't provided to us as required by the Policy.
Health careservices not fororrelated to an i/lness orinjury, other than as specifically stated in the Policy.
Sales tax orany othertax, levy, orassessment by any federal or state agency orlocal political subdivision.

Costs associated with indirect services provided by health careproviders suchas: creating standards, procedures,
and protocols; calibrating equipment; supervising testing; settingup parameters for testresults; reviewing quality
assurance data; transporting lab s pecimens; concierge payments; translating claimforms or otherrecords; and
after-hours charges.

Health CareServices for the treatment of weak, strained, flat, unstable orunbalanced feet; exceptas specifically
stated Sections 5. P (Covered Expenses/ Diabetes Services) and 5. HH. (Covered Expenses/ Orthotic Devices and
Appliances).

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) sextherapy.

Storage ofbloodtissue, cells, orany otherbody fluids.

Salivary hormone testing.
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39.
40.
41.
42.
43.

44.

45.
46.

47.
48.
49.

50.
51.
52.
53.

54.
55.
56.
57.

58.

59.

Health careservices performed while outside ofthe United States, except in the case ofa medical emergency.
Prolotherapy.

Platelet-rich plasma.

Coma stimulation/recovery programs.

Environmental items including, butnotlimited to, air conditioners, air purifiers, humidifiers, dehumidifiers,
furnace filters, heaters, vaporizers, and vacuumdevices.

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

Car seats.

Modifications to your vehicle, home or 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 usedin educational or vocational training or testing,
Medications for which the primary purpose is to preserve fertility.

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

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

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

Photodynamic therapy and laser therapy for the treatment of acne.
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 all material and
products related to these programs.

Health careservices provided in connection with a diagnosis ofobesity, weight control, or weight reduction,
regardless of whether such services are prescribed by a health care practitioner or associated with an i/lness or
injury,exceptas indicated in Section 5. LL. (Covered Expenses/ Preventive Care Services). Services excluded
underthis provisioninclude, butare not limited to:

a. Gastric or intestinal bypasses;
b. Gastric balloons orbanding;
¢. Stomach stapling;

d. Wiring ofthe jaw;
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60.

61.

62.

63.

64.

65.
66.

67.

A.

e. Liposuction;

f. Anydrugused forweight control or whose primary useis weight control, regardless of why the drug is being
prescribedto you;

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

Health careservices performed by a health care practitioner who is a family member by birth, marriage or
domestic partnership. Examples include a spouse, domestic partner, brother, sister, parent or child. This includes
any health care servicethe provider may performon himselfor herself.

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

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

Respite care,except respite care thatis part of hospice care as describedunder Section 5. Z. (Covered Expenses/
Hospice Care).

Health careservices associated with charges forinfertility ot fertility treatment, including assisted reproductive
technology, surrogate parenting, donor eggs, donor spermhostuterus, storageandretrieval of allreproductive
materials (including but not limited to eggs, spermtesticulartissueand ovariantissue) andreversal of voluntary
sterilization. This exclusion doesnot apply to health careservices required totreat or correct underlying causes of

infertility.
Direct attempts to achieve pregnancy or increase chances ofachieving pregnancy by any means.

Evaluation ofhabitual abortions (three consecutive documented spontaneous abortions in the first orsecond
trimesters ) when not pregnant.

Any laparoscopic procedure during which an ovumis manipulated forthe purpose of fertility treatmentevenifthe
laparoscopic procedureincludes other purposes.

7. COORDINATION OF BENEFITS (COB)

Definitions

The following definitions apply to this Section7. only:

1.

Allowable Expense: a health care serviceorexpense,including deductibles and copayments, thatis covered at
least in part by one ormore p/ans covering the person for whomthe claimis made. When a plan provides benefits
in the form ofservices, the reasonable cash valueofeach service provided will be considered both an allowable
expense and a benefit paid.

Claim Determination Period: a calendaryear. However, it does not includeany part ofa year during whicha
personhasno coverage under the Policy orany partofa yearbefore the date this Section 7. ora similar provision
takes effect.

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

a. Individualor group insurance or group-type coverage, whether insured or uninsured, thatincludes continuous
24-hourcoverage. This includes prepayment, group practice or individual practice coverage. It also includes
coverageother than school accident-type coverage.
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b. Coverage undera governmentalplan or coveragethatis required orprovided by law. It does notincludeany
plan whosebenefits, by law, are excess to those of any private insurance programor other non-governmental
program.

¢. Medicalexpensebenefits coveragein group, group-type and individual automobile “no-fault” contracts but,
as to the traditional automobile “fault” contracts, only the medical benefits written ona group or group-type
basis are included.

Each contractor otherarrangement for coverageunder Paragraph 3.a.,b., orc. above is aseparatep/an. Ifan
arrangement has two parts and COBrules apply only to oneofthe two, each ofthe parts is a separate p/an.

4. PrimaryPlan/SecondaryPlan: SubsectionC. (Order of Benefit Determination Rules) below states whether the
Policy is a primary plan orsecondary plan asto another plan coveringthe person. Whenthe Policy is a primary
plan, its benefits are determined before those ofthe other pl/an and without considering the other p/an's benefits.
When thePolicy is a secondary p/an, its benefits are determined after those ofthe other p/an and may be reduced
because ofthe other p/an s benefits. Whenthere are more than two plans coveringthe person, the Policy may be a
primary plan as toone ormore other p/ans and may be a secondary plan as to a different plan orplans.

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

2. [Ifthis Section 7. applies, the order of benefit determinationrules willbe looked at first. The rules determine
whetherthe benefits ofthe Policy are determined before orafterthose of another plan. The benefits ofthe Policy:

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

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

C. Order of Benefit Determination Rules

1. Whenthereis abasis fora claim underthe Policy and another plan, thePolicy is a secondary planunless:

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

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

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

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

b. Dependent Child/Parents Not Separated or Divorced. Except as stated in Paragraph?2. c. below, when the
Policy and anotherplan coverthesame childas a dependentofdifferent persons, called “parents”, the
benefits ofthe plan ofthe parentwhosebirthday falls earlier in the calendar year are determined before those
of the plan ofthe parent whose birthday falls later in that calendar year;but ifboth parents have the same
birthday, thebenefits ofthe p/an which covered the parentlonger are determined before those ofthe plan
which covered the other parent fora shorter period of time.

However, if the other plan does not havethe rules described above butinstead has a rule baseduponthe
genderofthe parentand if, as aresult, the p/ans do not agreeon the order of benefits, therule in the other
plan will determine the order of benefits.

c. Dependent Child/Separatedor Divorced Parents. If two ormore plans coverapersonas a dependent child
of divorced or separated parents, benefits for the child are determined in this order:
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1) First,the plan ofthe parentwith custody ofthe child,
2) Then,the plan ofthe spouse or domestic partner ofthe parent with custody ofthe child; and
3) Finally, the planofthe parent not having custody 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 for the child's health care expenses or ifthe court decreestates that both
parents will be responsible forthe health careneeds ofthe childbutgives physical custody ofthe child to
one parent, and theentities obligated to pay or provide the benefits ofthe respective parents' plans have
actualknowledge ofthose terms, benefits forthe dependent child will be determined according to
Paragraph 2.b.above.

However, if the specific terms ofa court decree state that one ofthe parents is res ponsible for the health
care expenses ofthe child, and the entity obligated to pay or provide thebenefits ofthe p/an ofthat parent
has actual knowledge ofthose terms, thebenefits ofthatplan are determined first. This Paragraph?2.c.
does notapply with respect to any claim determination period orplan year during which any benefits are
actually paid or provided beforethe entity has thatactual knowledge.

d. Active/Inactive Employee. The benefits ofa p/an whichcovers a personas an employee who is neither laid-

off norretired oras that employee's dependentare determined before those ofa plan which covers that person
as a laid-off orretired employee oras that employee's dependent. Ifthe otherplandoesnothavethisrule and
if, as aresult, the p/ans donotagree onthe order of benefits, this Paragraph 2. d. is ignored. Ifa dependentis
a Medicare beneficiary and if, under the Social Security Act of 1965 as amended, Medicare is secondary to
the plan covering the personas a dependentofan active employee, the federal Medicare regulations will
supersedethis Paragraph?2.d.

Continuation Coverage. If a person has continuation coverageunder federal orstatelaw and is also covered
under another plan, the following will determine the order ofbenefits:

1) First,the benefits ofaplan covering the person as an employee, member or subscriber or as a dependent
of an employee, member orsubscriber;

2) Second,thebenefits under the continuation coverage; and

3) Iftheotherplandoesnothave therule described in Subparagraph 1) and 2), and if, as aresult, the plans
do not agree on the order ofbenefits, this Paragraph 2. e. is ignored.

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

None of the Above. Ifthe precedingrulesdo not determine the primary plan,the allowable expenses willbe
shared equally between the plans meeting the definition of p/anunder this provision. In addition, the Policy
will not pay more thanit would havepaid hadit been theprimary plan.

Effect on the Benefits of the Policy

When This Subsection Applies. This Subsection D. applies when, in accordance with Subsection C. (Order of
Benefit Determination Rules), the Policy is a secondaryplan as to one ormore other p/ans. In thatevent, the
benefits ofthe Policy may be reduced under this Subsection D.. Such otherplan orplans are referred toas “the
otherplans” below.

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

The benefits thatwould be payable for the a/lowable expenses under the Policy in the absence ofthis section;
and

b. Thebenefits thatwould be payable for the allowable expenses under the other p/ans, in the absence of

provisions with a purpose like that ofthis section, whether ornot a claimis made. Underthis provision, the
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benefits ofthe Policy will be reduced so thatthey and the benefits payable under the other p/ans do not total
more than those allowableexpenses.

When the benefits ofthe Policy are reduced as described above, each benefitis reduced in proportion. Itis then
charged againstany applicable benefit limit ofthe Policy.

E. Right to Receive and Release Needed Information

We have the rightto decide which facts we need to apply these COBrules. We may get needed facts fromor give themto
any other organization or person without your consentbutonly as needed to apply these COBrules. Medicalrecords
remain confidential as provided by law. Each person claiming benefits underthePolicy must giveus any facts we need to
pay the claim.

F. Facility of Payme nt

A payment made under another p/an may include an amountwhich should have been paidunderthePolicy. Ifit does, we
may pay that amountto the organization which made that payment. Thatamount will then be treated as though it were a
benefit paid underthe Policy. We willnot have to paythat amountagain. Theterm“paymentmade” means reasonable
cash value ofthebenefits provided in the formofservices.

G. Right of Recovery

1. Iftheamountofthe payments we made is more than we should have paid, we may recovertheexcess fromone or
more of:

a. Thepersonswe paid or forwhomwe paid;
b. Insurance companies; or
c. Otherorganizations.

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

H. Coverage with Medicare

Ifyou ora covered dependent are receiving benefits under both this Policy and Medicare, federal law may require this

Policy to be primary over Medicare. Forexample, this Policy will pay as the primary planand Medicare will pay as the
secondaryplan under the following circumstances:

1. Ifthecovered person (employee ortheemployee's spouse) is age 65 or olderand is covered under an employer
group healthplan ofan employerthatemploys at least 20 persons (including part time employees) for a minimum
of 20 weeks during the currentor preceding calendar year andhas not elected tohave Medicare as thesole source
of medical protection.

2. Ifthe covered person is:underage 65; covered under an employer group health plan ofan employer with at least
100 employees because he/sheora covered family member is working as an employee, is the employer (including
self-employed persons) oris an individual associated with the employer in a business relationship; and receiving
Medicare benefits dueto his/her disability. In this case, the employermust haveat least 100 people actively
employed 50 percent or more ofthe regular business days in the preceding calendar year.

3. [Ifthecovered person is covered underan employer group health planand has end-stagerenal disease (ESRD). If
an ESRD patient has health insurance coverage under an employer group health plan, Medicare is the secondary
plan for 30 months fromentitlementto, or eligibility for, Medicare based on ESRD.

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

Per Section 6. (General Exclusions) Paragraph 8., if you are eligible for Medicare as your primary plan, this Policy willnot
coverany expensethatMedicare would coverregardless of whether you are actually enrolled in Medicare.

42
28670-085-2101 (28670-A85-2101)



A.

8. WHEN COVERAGEENDS

General Rules

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

1.
2.
3.

The date the Policy terminates.
The last day ofthe calendar month in which youdie.

The last day ofthe applicable grace period ifthe premiumrequired for your coverage has not been paid to us in
accordance with the Policy.

The day before you enter into military service, other than foran assignmentofless than30days.
The last day ofthe calendar month in which the subscriber’s employmentterminates.

The last day ofthe calendar month in which we determine thesubscriber no longer meets the definition ofeligible
employee. However, the employee’s coverage under the Policy may continue ifthe subscriber is:

a. Granted an approvedleaveofabsence protected by the Family and Medical Leave Act 01993 (FMLA)orthe
Uniformed Services Employment and Reemployment Rights Act (USERRA), orany workers’ compensation
leave ofabsence. In this case, the subscriber’s coverage will continue untilthe last day ofthe calendar month
in which we determine the subscriber fails to returnto work fromthat leave ofabsence; or

b. Granted aleave ofabsence underthe policyholder’s established leave ofabsencepolicy. In this case,the
subscriber’s coverage will continue no longer than three consecutivemonths unless a later date is specifically
stated in the employer's leave ofabsence policy. Suchleave ofabsence policy and any supporting
documentationmust be provided to us upon ourrequest; or

c¢. Subjectto acollective bargainingagreement (CBA). In this case, the subscriber’s coverage will continue as
statedin the CBA. The CBA and any supporting documentation must be provided to us upon ourrequest.

The policyholder mustcontinueto pay the required premiums during any period of continued coverage stated in
this Paragraph6.

The last day ofthe monthin which we receive the policyholder’s request toterminate a coveredperson’s
coverage, unless the policyholder specifies a later coverage termination date (such datemust be the last day ofa
calendarmonth).

Fora subscriber's covered dependent, thelast day thesubscriber has coverage.

Fora subscriber's spouse or domestic partner who is a coveredperson: (a) the last day the subscriber's spouse is
married to the subscriber whenthe marriage ends dueto divorce orannulment; or (b) the last day the domestic
partnermeets thedefinition ofeligible dependent.

10. Fora child who is a covered dependent, the earliest ofthe following dates, as determined by us:

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

b. Forstep-children, thelast daythesubscriber’s spouse is married to the subscriber;

c¢. Fora child ofadomestic partner,thelast day thesubscriber’s domestic partner meets the definition ofan
eligible dependent.
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11. Fora child of a covered dependent child (i.e. the subscriber’s grandchild), the day before the subscriber’s child
reaches age 18.

12. Forany covered dependent,thelast day ofthe calendar month in which the individualno longer meets the
definition ofeligible dependent.

It is the subscriber’s responsibility to notify the policyholder ofhis/her covered dependentlosing status as an eligible
dependent. Ifhe/shedoesnotso notify the policyholder, the subscriber willbe responsible forany claimpayments made
during the period oftime the covered dependent was notan eligible dependent.

B. Special Rules for Full-Time Students Returning from Military Duty

A full-time student returning from military dutymay continue coverageifhe/she ceases to be a full-time student due toa
medically necessary leave ofabsence. In orderto continue coverage, we must receive written documentation and
certification thatthe leave ofabsenceis medically necessary fromhis/her attending health care practitioner.

Coverage will continue for a fiull-time student returning from military dutyon a medicallynecessary leave of absenceuntil
the earliest ofthe following dates:

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

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

ok

The date coverage ofthe subscriber through whomhe/she has dependentcoverage underthe Policy is
discontinued ornot renewed; or

6. One yearfollowing the date on which he/she ceasedto be a fitl/-time student due to the medically necessary leave
of absenceifhe/she has not returned to school on a full-time basis.

It is the subscriber’s responsibility to notify us ofhis/her child losing status as an eligible dependent. Ifhe/shedoesnotso
notify us, the subscriber willbe responsible for any claimpayments made on behalfofthe child while he/she was not an
eligible dependent.

C. Special Rules for Disabled Children

If you have family coverageunderthePolicy, a child may continue coverageunder your family coveragebeyond the
limiting age if: (1) the child’s coverage under the Policy began before he/she reached age 26; (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 underthe Policy.

Written proofofa child s disability must be given to us within 31 days afterthe childturns age 26. Failure to provide such
proofwithin that 31-day period will result in the termination ofthat child’s coverage. Afterthechild turns 28, we may
requestpoofofdisability annually.

It is the subscriber’s responsibility to notify us ifhis/her child nolonger qualifies as an eligible dependent. Ifhe/she does
not so notify us, the subscriber will be responsible for any claimpayments made on behalfofthe child duringthe period of
time he/shewas not eligible for coverage underthe Policy.

D. Extension of Benefits

This Section 8. D. only applies when (1) the Policy is not replaced by another group health insurancepolicy, group health
plan, orself-insured group health benefits plan; and (2) we determine that Wis. Admin. Code Ins 6.51 (6) and (7) require
that we provide an extension of coverage.
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E.

1.

Conditions That Trigger an Extension of Benefits. On the day the Policy ends forall covered persons, benefits
will continue foreach coveredpersonwho, on the date the Policy ends, is:

a. Totally disabled; or

b. Confinedinahospital.

An extensionofbenefits provided under this Subsection D. will end on the earliest ofthe following dates:
c¢. Theday youareno longerzotally disabled orno longer confined in a hospital,

d. Theday on which 12 consecutive months have passedsince the date the Policy ended; or

e. Theday on which coverage forthe condition(s) causing your total disability or confinement is provided under
similar coverage, other than temporary coveragerequired by Wis. Admin. Code Ins 6.51 (7m) (b) under
another group health plan.

An extensionofbenefitsunderthis Section8. D. does notprovide coverage for dental services, uncomplicated
pregnancies or forany injuryorillness other thanthe coveredil/ness orinjury causingthe coveredperson’s total
disability or confinement.

Disenrollment from the Plan

Disenrollment means that your coverage under the Policy is revoked. Wemay disenroll you only for the reasons listed

below:

1.
2.

Required premiums are not paid by theend ofthe grace period;

You allow an individual other than a coveredpersonto use theidentify ofa coveredpersonto obtain healthcare
services; Or

You have performed anact or practicethatconstitutes fraud ormade an intentional material misrepresentation of
material fact underthe terms ofthe coverage.

9. CONTINUATION COVERAGE

Wisconsin Law

In certain cases, youmay be eligible to continue coverage that would otherwise end under Section 8. (When
Coverage Ends) in accordance with Wis. Stat. § 632.897. Those who are eligible to purchase continuation
coverageare:

a. Subscribers who are no longereligible for coverageunder the Policy through the policyholder, except if their
employment is terminated for misconduct; or

b. A subscriber's covered dependent whois no longer eligible for coverage under the Policy throughthe
policyholder dueto divorce, annulment or death ofthe subscriber. In either case, you must be covered under
the Policy throughthe policyholder for at least three consecutive months immediately prior to the termination
date ofyourcoverage in order to qualify for continuation coverage.

Within five days ofthe policyholder’s receiving notice to end your coverage or notice thatyouare eligible under
Paragraphs 1.a.or 1. b.above, the policyholder must notify you of:

a. Your option to continue your coverage;

b. The monthly premiumamount youmust pay to continue your coverage. The premiumamount for
continuation coverage will be at the premium rate that we require forsuch coverage;

¢. Themannerin which and the place to which youmust make premiumpayments; and

d. Thetime by which you must pay the premiums required for continuation coverage.
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3. Ifyouareeligible to purchase continuation coverage under Wis. Stat. § 632.897 and timely elect to continueyour
coverageand pay tothe policyholder the required premiumwithin 30 days afterreceiving thenotice described
above fromthe policyholder, the policyholder mustnotify us of yourelection of continuation coverageas soonas
reasonably possible in the mannerrequired by us. Your continuation coverage under the Policy may be continued
untilthe earliest ofthe following dates:

a. Thedate youbecome eligible for other similar group health care coverageorthe same coverageunder the
Policy;

b. Fora subscriber's formerspouse, thedatethe subscriberis no longer eligible for coverageunder the Policy;
c. The datethe Policy terminates;

d. Thedate youmove outof Wisconsin;

e. Theendofthelast coverageperiod for which you paid the required premium; or

f. 18 consecutive months after you electcontinuation coverage.

4. Ifanyofthesixeventsdescribed aboveapplies to a coveredperson with continuation coverage, the covered
person whose continuation coverage terminated under the Policy due to that event must give writtennotice ofthat
event to thepolicyholder andus as soonas reasonably possible. The policyholder must alsonotify us ofthat event
as soonas reasonably possible after becoming aware ofthat event.

5. The continuation coverage described aboveis made available by us onlyto the limited extent that we’re required
to provide such coverageunder Wis. Stat. § 632.897. Nothing in this Section9. A. provides, or will be interpreted
or construedto provide, any coverage in excess of, orin addition to, the continuation coverage required to be
provided by usunder Wis. Stat. § 632.897.

B. Federal Law

A covered personwho is no longer eligible for coverageunder thePolicy, such as a coveredperson whose employment
ends with the policyholder, certain children who qualify as eligibledependents,ora divorced or surviving spouse and
his/her children, may be eligible to purchase continuation coverageunder the Policy in accordance with the federal
Consolidated Omnibus Budget Reconciliation Actof 1986 (COBRA), as amended.

You must contactthe policyholder within 60 days ofa divorce ora childlosing status as an eligible dependent under the
Policy in orderto be eligible for COBRA continuation. You have 60days following the termination dateto elect to
continue coverageunder COBRA.

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

10. GENERAL PROVISIONS

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

We won't interfere with the professional relationship youhave with your health care practitioner, hospital or other health
care provider. We do not require thatyou choose any particular health care practitioner, hospital, or other health care
provider,although there may be different benefits payable under the Policy depending on your choice of health care
practitioner, hospital, or other health care provider. Wedo notguarantee the competence ofany particular health care
practitioner, hospital, other health care provider or their availability to provideservices to you. You must choose the
health care practitioner, hospital, or other health careprovider youwould like to see and the health care services youwish
toreceive. We're not responsible forany injury, damage orexpense (includingattorneys' fees) you sufferas aresult ofany
improperadvice, actionor omissionon thepart ofany health carepractitioner, hospital, or other health care provider,
including, but not limited to, any participating provider. W e are obligated only to provide the benefits as specifically stated
in the Policy.
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B. Your Right to Choose Medical Care

The Policy does not limit yourright to choose your own medical care. Ifa medical expenseis nota covered benefit,oris
subject toa limitation orexclusion, you stillhave theright and privilege to receive such health care service at your 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 what bernefits are payable to you. By acceptingcoverageunder
the Policy, you authorize and direct the following individuals and entities to release such medicalrecords and
information to us, as required by a particular situation and allowed by applicable laws:

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

b. Any hospital or otherhealth care facility in which you were treated or diagnosed;

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

2. This is acondition of ourproviding coverage to you. Itis also a continuing condition ofour paying benefits.

D. Assignment of Benefits

This coverage is justfora subscriber and his/her covered dependents. Benefitsmay be assignedto theextent allowed by
the Wisconsin insurance laws and regulations.

E. Subrogation

We have the rightto subrogate againsta third party orto seek reimbursement fromyou forthe medical expenses
necessarily incurredby youandrelatedto an illness or injury caused by a third party. When you receive a benefit under the
Policy for an 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 rightofrecovery forany injury orillness a third party caused oris liable for. “Third
party” claims are claims against any insurance company or any person or party thatis in any way responsible for providing
payment as aresult ofthe il/lness orinjury. Theserights alsoinclude theright ofrecovery underuninsured motorist
insurance, underinsured motoristinsurance, no-fault insurance, and any otherapplicable insurance. W e may pursue our
rights of subrogation against any party liable for your illnessorinjury or any party thathas contracted to pay for your
illness orinjury. Inthe event you have ormay recover for yourinjury, we have the right to seek reimbursement fromyou
for the actual cash value ofany payments made by us to treat such illness or injury.

You oryourattorney or other representative agree to cooperate with us in pursuit of theserights and will:
1. Signand deliverall necessary papers we reasonably requestto protect or enforce ourrights;

2. Do whateverelse is necessary to protect orallow us to enforce ourrights including joiningus as a party as we may
requestwhenyouhave commenced a legal actionto recover for a personal injury; and

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

Our right to subrogate willnot apply unless you havebeen made whole for loss of payments which youorany other person
or organizationis entitled to on account ofil/lness orinjury. You agree that you havebeenmade whole by any settlement
where your claim has beenreduced because of your contributory negligence. You also agree thatyouhave been made
whole if you receive a settlement for less than thethird party’s insurance company's policy limits. If a dispute arises over
the question of whether ornotyouhave been made whole, we reserve the right to seek a judicial determination of whether
or notyou havebeenmade whole.
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We will not pay fees or costs associated with any claimor lawsuit withoutour express written consent. We reservethe
right to independently pursue andrecover paid benefits.

F. Limitation on Lawsuits and Legal Proceedings

By accepting coverage underthe Policy, youagreethat youwill not bring any legal action against us regarding benefits,
claims submitted, the payment of benefits or any other matter concerning your coverage until the earlier of: (1) 60 days
afterwe havereceivedtheclaimdescribed in Section 11. A. (Claim Filing and Processing Procedures / Filing Claims ); or
(2) the date we deny paymentofbenefits fora claim. This provisiondoesnotapply ifwaiting will result in loss orinjury to
you. However, the mere fact thatyoumust wait until the earlier ofthe above dates does not alone constitute loss orinjury.

By accepting coverage underthe Policy, youalsoagreethatyouwill not bring any legal action againstus more than three
years afterthe claimfiling deadline outlined in Section 11. A. (Claim Filing and Processing Procedures/ Filing Claims).

G. Severability

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

H. Conformity with Applicable Laws and Regulations

On the effective date ofthe Policy, any term, condition or provision thatconflicts with any applicable laws and regulations
will automatically conformto the minimum requirements ofsuchlaws andregulations.

I. Waiver and Change

Only our Chief Executive Officer can execute a waiver ormake a change tothe Policy. No agent, broker or other person
may waive or change any term, condition, exclusion, limitation, or other provision ofthe Policy in any way orextend the
time for any premiumpayment. We may unilaterally change any provision ofthe Policy if we send writtennotice to the
policyholder at least30 days in advance ofthatchange. When the change reduces coverage providedunderthe Policy, we
will send writtennotice ofthe changeto the policyholder at least 60 days before it takes effect.

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

J. Refund Requests

If we pay more benefits than whatwe're required to pay under the Policy, including, butnotlimited to, benefits we pay in
error, we can request a refund fromany person, organization, sealth care provider, or plan thathas received anexcess
benefit payment. Ifwe cannotrecoverthe excess benefit payments fromany other source, we can request a refund from
you. Whenwe request a refund fromyou, you agree to pay us the requested amountimmediately upon ournotificationto
you. Instead ofrequestinga refund, we may, at our option, reduce any future benefit payments for which we are liable
underthe Policy on other claims in orderto recovertheexcess paymentamount. We willreduce 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 W PS Health Plan staff guide, direct, and evaluate quality initiatives.
Participating providers are evaluated using nationally accepted criteria prior to joining the network and are reevaluated
every three years thereafter.
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Health managementstudies and projects are completed to increase rates of preventive careservices and to improve
management ofacute 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 andresponsibilities listed below set the framework for cooperationamong you, health care providers and us.

1.

Your Rights as a Health Plan Member

a,
b.

C.

m.

You have the right toreceive quality health care that is friendly and timely.
You have the right tobe treated with respectand recognition of your dignity and right to privacy.

You have the right toreceive allmedically necessary covered services when your sealth careproviders feel
they are needed.

You have the right toa candid dis cussion of appropriate or medically necessary treatment options for your
conditions, regardless of cost or benefit coverage.

You have the right torefuse treatment.
You have the right to participate with health careproviders in making decisions aboutyour health care.
You have the right toall information contained in your medical records.

You have the right toreceive information about us, our services, and our network of health care providers as
well as yourrights andresponsibilities..

You have the right tomake a list of instructions about your health care treatments (called a living will) and to
name the personwho canmake health care decisions foryou.

You have the right to have yourmedical and financial records keptprivate.
You have the right to voice complaints orappeals about us orthe health care coverage we provide.

You have the right to have a resourceat WPS that you can contact us with any concerns about services and to
receive a prompt and fair review of your complaint.

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

Your Responsibilities as a Health Plan Member

a.

You have the responsibility to selecta participating health care practitioner and to communicate with himor
herin orderto develop a patient-health care practitioner relationship based on trust, respect, and cooperation.

You have the responsibility to know your health plan benefits and requirements.

You have the responsibility to coordinate allnon-life-threatening care through your participating health care
practitioner.

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

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

You have the responsibility to understand your health problems and to participate in developing mutually
agreed-upon treatment goals to thedegree possible.
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g. You have the responsibility to follow the treatmentplan and instructions for care that have beenagreed on
with your health care practitioners.

h. You have the responsibility to giveproof of coverageeach time you receive services and to update your clinic
with any personal changes.

i.  You have the responsibility to pay copayments whenyoureceiveservices and to promptly pay deductibles,
coinsurance,and other charges forservices notcovered by the Policy.

j-  You have the responsibility to keep appointments for care orto give early noticeifyou need to cancel.

M.  Workers’ Compensation

The Policy is notissued in lieu of, nordoes it affect any requirements for coverage by, workers' compensation insurance.
Health careservices forinjuries or illnesses that are job, employment, or workrelated, and for which benefits are provided
or payable under any workers' compensation or occupational diseaseact or law, are excluded from coverage under the
Policy. If a covered personreceives benefitsunder the Policy for charges that are later determined to be eligible for
coverageunder any workers’ compensation insurance, workers’ compensationact, or employer liability law, the covered
person will reimburse us in fullto the extent that benefits were paid by us underthe Policy forsuchcharges. Wereserve
the right to recoveragainstyoueven though:

1. The workers’ compensation benefits are in dispute or are made by means ofsettlement or compromise;

2. No final determination is made that the illness or injurywas sustained in the course ofor resulted from
employment;

3. Themedical or health care benefits are specifically excluded fromthe workers’ compensation settlementor
compromise; or

4. The workers’ compensation settlementor compromise purports to be limited to lost wages or otherrecovery other
than medical expenses.

N. Written Notice

Written notice that we provide to an authorized representative ofthe policyholder will be deemed noticeto all affected
covered persons and their covered dependents. This provisionapplies regardless ofthe notice’s subject matter.

11. CLAIM FILING AND PROCESSING PROCEDURES

A. Filing Claims
1. How to File a Claim

Either you oryour health care provider mustsubmit the following information to us within 90 days afterreceiving
a healthcareservice:

a. A fully-completed claimform, including all ofthe following information:
1) Subscribername
2) Subscribernumber
3) Providername
4) Provideraddress
5) Provider TaxID or National Provider Identifier (NPI) Number

6) Patient’s name
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7) Patient’s date ofbirth

8) Dateofservice

9) Procedure code

10) Diagnosiscode

11) Billed charges foreach service
b. Ifall sections ofthe claimform are not completedin full, your claim may be returned to you.
¢. Proofofpayment.

Ifyoureceive health careservices in a country other than the United States, youwill need to pay forthe sealth
care services upfront and then submit the translated claimto us 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 effect on the dateyoupaid theclaimor on the date of service ifthe 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 paid underanother
group or franchise planor policy arranged through your employer, trustee, union or association. In that case, we
can dischargeour liability by payingthe organizationthat has made these payments. In either case, such payments
will fully dischargeus fromall further liability to the extent of benefits paid.

2. Exception to 90-Day Claim Filing Deadline

If you do not file the required information within 90 days afterreceiving a health care service, benefits willbe
paid for covered expenses if:

a. It was notreasonably possible to provide therequired information within such time; and

b. Therequired informationis furnished as soon as possible andno later than one year following the initial 90-
day period. The onlyexceptionto thisrule is if you are legally incapacitated. Ifwe do not receive written
proofofclaim required by us within thatone-yearand 90-day period and you are not legally incapacitated, no
benefits are payable for that health care serviceunder the Policy.

3. Pharmacy Prescription Claims
Prescriptionlegend drug claims made after4:00 PM will be logged in and handled on the next business day.
4. How to Appeal a Claim Denial

If a claim is denied, you may appeal the denial by filing a written grievance. Please seeSection 12. (Internal
Grievance and 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 ifhe/sheis the covered person and we will send our written decision
responding to the claimfor benefits or grievanceto the authorized representative,notyou. This written decision will
contain personal information aboutyou, including your confidential medical information, ifany, that applies to the matter
in which you designated theauthorized representative to act on your behalf.

No person willbe recognized as an authorized representative until we receive written documentation ofthe designation, on
a formapproved by us, unless theclaimis an urgent claim. An assignment for purposes ofpaymentdoes not constitute
designation ofan authorized representativeunder these claims procedures. Designationofan authorized representative
does notconstitute assignment for purposes of payment.

In instances ofan urgent claim, we will recognize a health care professional with knowledge of your medical condition as
your authorized representativeunless you specify otherwise.
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Ifyou have an authorized representative, any references to “you” or “your’in this Section 11. will refer to the authorized
representative.

C.

Claim Processing Procedure

Benefits payable under the Policy will be paid afterreceipt ofa correctlyfiled claim or prior authorization requestas

follows:

1.

Concurrent Care Decisions. We will notify youofa concurrent care decision that involves a reductionin or
termination of benefits prior to the end ofany prior authorization for courseoftreatment. The noticewill provide
time for you to file a grievance and receive a decision on that grievancepriorto the benefitbeingreduced or
terminated. This will not apply ifthe benefit is reduced orterminated dueto a benefitchange or terminationofthe
Policy.

A requestto extend a prior authorization of treatmentthatinvolves urgent care mustbe responded toas soon as
possible, taking intoaccountmedical urgency. We will notify youofthe benefitdetermination, whether adverse
or not, within 24 hours afterreceipt of yourrequestprovided that the requestis submitted to us at least 24 hours
priorto the expiration ofthe prescribed period oftime ornumber of treatments.

Urgent Claims. We will notify youofourdecisionon your claimwithin 72 hours ofreceiptofan urgent claim or
as soonas possible ifyour condition requires a shorter time frame. You or a health care professional with
knowledge ofyour medical condition may submit the claimto us by telephone, electronic facsimile (i.e. fax) or
mail.

We will determine whethera submitted claimis an urgent claim. This determination willbe made on the basis of
information provided by oron behalfofyou. In making this determination, we will exercise our judgment with
deference to the judgmentofa health carepractitioner with knowledge ofyour condition. As aresult, we may
require you to clarify the medicalurgency and circumstances thatsupport theurgent claim for expedited decision-
making.

If the claim is an incorrectly filed claim, we will notify you ofthe failure to follow the proper procedures as soon
as possible, but not laterthan 24 hours following receiptofthe incorrectly filed claim. Such notification will
explain the reason why the request failed and the proper procedures for filing an urgent pre-service claim.

If the claim is an incomplete claim, we will notify you ofthe specific information needed as soonas possible, but
no laterthan 24 hours after we receive theincomplete claim. You will then have 48 hours fromthe receipt ofthe
notice to provide us with the requested information. We willnotify you of ourdecisionas soon as possible, but
not later than 48 hours after the earlier of: (a) ourreceipt ofthe additional information; or (b) the end ofthe period
of time providedto submit the additional information.

Pre-Service Claims. Ifyourpre-service claim involves experimental/investigative/unproven treatment, we will
notify you of ourdecisionon 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 you ofourdecisionon your claimas soonas possible, but notlater
than 15 days afterourreceiptofa pre-service claim. However, this period may be extended onetime by an
additional 15 days if we determine that an extensionis necessary due to matters beyond our control. We will
notify you ofthe extension prior to theend ofthe initial 15-day period, the circumstances requiring the extension,
and the date by which we expect to make a decision.

Ifthe claim is an incorrectly filed claim, we will notify you ofthe failure to follow the proper procedures as soon
as possible, but not laterthan 5 days following receiptofthe incorrectly filed claim. Such notification will explain
the reason why therequestfailed and the proper procedures for filing a pre-serviceclaim.

Ifthe claim is an incomplete claim, we may extend this time by an additional 15 days, provided that we notify you
that an extension is necessary and ofthe specific information needed priorto theend ofthe initial 15-day period.
You will then have 45 days fromthe receipt ofthe notice to provide us with the requested information. Once we
have received the additional information, we will make ourdecision within theperiod oftime equalto the 15-day
extension in additionto thenumber of days remaining fromthe initial 15-day period. Forexample, if our
notification was sent to youon thefifth day ofthe first 15-day period, we would have a total of25 days to make a
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decision onyour claimfollowing the receipt ofthe additional information. Underno circumstances will the period
for making a final determination onyourclaimexceed 75 days fromthe date we received the non-urgent pre-
service claim.

4. Post-Service Claims. Wewill notify you ofourdecision on your claim as soon as possible, but not later than 30
days afterourreceipt ofa post-service claim.

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

If the claim is an incomplete claim, we may extend this time by an additional 15 days, provided that we notify you
that an extension is necessary and ofthe specific information needed priorto theend ofthe initial 30-day period.
You will then have 45 days fromthe receipt ofthe notice to provide therequested information. Once we have
received the additional information, we will make ourdecision within the period oftime equalto the 15-day
extension in additionto thenumber of days remaining fromthe initial 30-day period. Forexample, if our
notification was sent to youon thefifth day ofthe first 30-day period, we would have a total of40 days to make a
decision onyour claimfollowing the receipt ofthe additional information. Underno circumstances will the period
for making a final determination onyour claimexceed 90 days fromthe date we received the post-service claim.

D. Claim Decisions

If benefits are payable on charges for services coveredunder the Policy, we will pay such benefits directly to the health
care provider providing such services, unless youadvise us in writing prior to payment that you havealready paid the
charges and submitted paid receipts. We willsend youwritten notice ofthe benefits we paid on yourbehalf. Ifyou have
already paid the charges and are seeking reimbursement fromus, payment of such benefits will be made directly to you.

If the claim is denied in whole orin part, you will receive a written notice fromus within the time frames described above.
However, notices of adverse benefit determinations nvolving an urgent claim may be provided to you verbally within the
time frames described above forexpedited claimdecisions. Ifverbalnotice is givenunder such circumstances, then written
notification willbe provided to you no laterthan 3 days after the verbalnotification.

A denialnotice will state thespecific reason orreasons forthe adverse benefit determination, the specific Policy provisions
on which the determinationis based, and a description ofthe internal and external review procedures and associated
timelines, including a statementof'yourright to bring a civilaction under ERISA § 502(a), if applicable. The noticewill
include a description ofany additional material or information necessary foryouto perfect theclaimand an explanation of
why such material or information is necessary.

The denialnotice willalso disclose any internal rule, guideline, protocol or other similar criterion that was relied upon in
making the adverse benefitdetermination. A copyofsuch 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 denialnotice will include an explanation ofthe scientific or clinical judgment for the determination applying
the terms ofthe Policy to yourmedical circumstances. Alternatively, the denialnotice will include a statementthat 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 ofall documents, records, and other informationrelevantto your claim
for benefits.

12. INTERNAL GRIEVANCE AND APPEALS PROCEDURES

A. General Grievance Information

Situations might occasionally arise when you question or are unhappy with our claims decision or some aspectofservice
that youreceived fromus. We can resolvemost of your concerns withoutyouhavingto file a grievance. Therefore, before
filing a grievance, we urge youto speak with our Customer Service Departmentto try to resolveany problem, question, or
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concern that youhave by calling thetelephone number on youridentification card. A customerservicerepresentative will
record your information and your proposedresolution 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 writing by sending youa letter or an Explanation of Benefits that explains
the actions we havetaken toresolve the matter. Ifthe matter cannot be informally resolved, youhave the right to file a
grievancein writing with our Grievance/Appeal Committee in accordance with the procedure described below.

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

B. Grievance Procedures

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

WPS Health Plan
Attention: Grievance Coordinator
P.O. Box 11625
Green Bay, Wisconsin 54307-1625
Fax: 608-327-6320

Your grievancemust be in writing as we cannotaccepttelephone requests fora grievance. Pleasedeliver, fax, or mail your
grievanceto us at the address shownabove.

Forexample, if we denied benefits for your claim because we determined thata sealth care service provided to you was not
medically necessary and/or experimental/investigative/unproven, pleasesend us all additional medical information
(including copies of your sealth care provider’s medical records) that shows why the health care servicewas medically
necessaryand/ornotexperimental/investigative/unprovenunder the Policy.

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

We will acknowledge ourreceipt of your grievance by delivering, faxing, ormailing you an acknowledgment letter within
five business days ofourreceipt ofthegrievance. If you do 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
information you provided and consider your proposed resolution in the context ofany information we have available about
the applicable terms, conditions, and provisions ofthe Policy. Ifwe agree with your proposed resolution, we will notify
you by sending a letter explaining our subsequentclaims processing action oradministrative action that resolves the matter
to yoursatisfaction. Ifour Grievance/Appeal Department upholds the original claims processing or administrative decision
that you challenged, the grievance will be automatically forwarded to our Grievance/Appeal Committee (the “Committee’)
for its review and decision in accordance with the grievance procedure explained further below.

You have the right to submit written questions/comments, documents, records, evidence, testimony, and other information
relating to the claimfor benefits that is the subjectof 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 teleconference before the Committee to present information to
the Committee and to submit written questions to the Committee. The Committee will respond to any submitted written
questionin its notice to you of'its final benefitdetermination. We willnotify you in writing ofthe time and place ofthe
meeting at least seven calendar days before the meeting. Please rememberthatthis meetingis not a trial where there are
rules ofevidence are followed. Also,cross-examinationofthe Committee’s members, its advisors, or WPS employees is
notallowed. No transcript ofthe meetingis prepared, and sworn testimony is nottaken by the Committee. However, your
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presentationto the Committee will be recorded. Ifyou attend 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 experiencein the field of medicine involved in the medical judgment. Such health care
professional will not be the same individual who was consulted regarding the initial adverse benefit determinationora
subordinateofsuchindividual. You have the right torequest, free of charge, the identity ofthe health care professional
whose advice we obtained in connection with the adverse benefit determination, regardless of whether such advice was
relied upon in making a decision.

In addition, you havethe rightto request, free of charge, access to and copies ofall documents, records, and other
information relevant to your grievance. Furthermore, as part of providing an opportunity fora fulland fair review, we will
provide youwith any new or additional evidence considered, relied upon, or generated by us in connection with the claim.
Such evidence willbe provided as soonas possible and sufficiently in advance ofthe date on which thenotice ofa final
adverse benefitdetermination is required to be provided to you for purposes of providing you a reasonable opportunity to
respond priorto that date.

Before a final adverse benefit determinationis made based on a new oradditional rationale, we will provide you, free of
charge, with the rationale. Such rationale will be providedas soon as possible and sufficiently in advanceofthe dateon
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 you in time for
you to haveareasonable opportunity to respond, then the deadline for providing a notice of final adverse benefit
determinationis tolled untilsuch time is reasonable for providing you an opportunity to respond. Afteryou respond, or
have had a reasonable opportunity torespond butfailto do so, we will notify you of our finaldecisionas soonas we
reasonably can, takinginto account any medical exigencies.

Fora grievance thatis not also an adverse 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. Wewill notify you ofthe extension priorto theend ofthe initial 30-day period, the circumstances requiring the
extension, and the date by which we expect to make a decision.

Fora grievance thatis also an adverse benefitdetermination, we will notify you ofour final decision as soonas possible,
butnot laterthanas follows:

1. Pre-Service Claims. We will notify you ofour final decision as soonas possible, but not later than 30 days after
ourreceipt ofyour grievance fora pre-service claim.

2. Post-Service Claims. Wewill notify you ofour finaldecisionas soonas possible, butnotlaterthan 60 days after
ourreceipt of your grievance forapost-service claim.

3. ConcurrentCare. We will notify you ofour final decisionto reduce or terminate aninitially approved course of
treatment before the proposed reduction or termination takes place. We shalldecide the appeal ofa denied request
to extend any concurrent care decision in the appeal time frame for a pre-service claim,urgent claim,orapost-
service claim, as appropriate to therequest.

4. Expedited Grievances. We will notify you ofour finaldecisionas soon as possible, but not later than 72 hours
afterreceipt ofthe expedited grievance. An expedited grievance includes an appeal ofan urgentclaim.

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:
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WPS Health Plan
Attention: Grievance Coordinator
P.O. Box 11625
Green Bay, Wisconsin 54307-1625
Phone: 920-490-6987 or
1-877-897-4123 (toll-free)
Fax: 608-327-6322

Forexample, if we denied benefits because we determined that a realth 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/or not 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 to cover and pay benefits forthatprescription legend drug, durable medical equipment or medical device that
is not coveredunderthePolicy.

As soon as reasonably possible following ourreceiptofthe expedited grievance, our Grievance/Appeal Department will
review the expedited grievance. If we agree with the proposedresolution ofthis matter, we will contact you by phone or
fax to explain ourdecisionand then follow up with eithera letter oran Explanation of Benefits formexplaining how we
resolvedyour expedited grievance. If our Grievance/ Appeal Department upholds our original claims processing decision or
administrative decisionthatyoudisputed, the expedited grievance willbe automatically forwarded to our Grievance/Appeal
Committee (the “Committee”) forits review and decision in accordance with the procedure explained below. Underno
circumstances will the time frame exceed the time period discussed below.

You have the right to submit written questions/comments, documents, records, evidence, testimony, and other information
relating to the claimfor benefits that is the subjectofyour 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 will respond to any submitted written
questionin its notice to you of'its final benefitdetermination. We willnotify you ofthe time and place ofthe meetingas
soon asreasonably possible. Please remember that this meetingis not a trial where there are rules ofevidenceare followed.
Also, cross-examination ofthe Committee’s members, its advisors, or WPS employees is not allowed. No transcriptofthe
meeting is prepared, and sworn testimony is not taken by the Committee. However, your presentation to the Committee
will berecorded. Ifyou attend the meetingto presentreason(s) for the expedited grievance, we expect and require each
personwho attends the meetingto follow and abideby 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 medicine involved in the medical judgment. Such health care
professional will not be the same individual who was consulted regarding theinitial adverse benefit determinationora
subordinateofsuchindividual. You have the right torequest, free of charge, the identity ofthe health care professional
whose advice we obtained in connection with the adverse benefit determination, regardless of whether such advice was
relied upon in making a decision.

In addition, you havethe rightto request, free of charge, access to and copies ofall documents, records, and other
information relevant 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 ofa final adverse benefit determination is required tobe provided to you for purposes of providing youa reasonable
opportunity to respond prior to thatdate.

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

In the eventthe new oradditional evidence is received so late that it would be impossible to provide it to you in time for
you to havea reasonable opportunity to respond, then the deadline for providing a notice of final adverse benefit
determinationis tolled untilsuchtime is reasonable for providing you an opportunity to respond. Afteryou respondor
have had a reasonable opportunity torespond butfailto do so, we will notify you of our finaldecisionas soonas we
reasonably can, taking into account all medical exigencies.

As expeditiously as your health conditionrequires, but not later than 72 hours after our receipt ofthe expedited grievance,
the Grievance/Appeal Department will contactyouby phone or faxto explain the Committee’s rationale and decision. Not
laterthan 3 days following, the Committee will then mail a detailed decision letter containing all information required by
law. The letter will be mailed to the personwho filed the expedited grievance using the United States Postal Service.

A notice ofa final adverse benefitdetermination will state the specific reason orreasons for the final adverse benefit
determination, the specific Policy provisions on whichthe determination is based, and a description ofthe external review
procedures and associated timelines, includinga statement of your right to bringa civilaction under ERISA § 502(a), if
applicable. The notice will include a description ofany additional material or information necessary foryou toperfectthe
claim and an explanation of why such material or information is necessary.

The denialnotice willalso disclose any internal rule, guideline, protocol or other similar criterion that was relied upon in
making the final adverse benefitdetermination. A copyofsuch internalrule, guideline, protocol, or other similar criterion
will be providedto you, free of charge, upon request.

Ifthe 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 ofthe scientific or
clinical judgment for the determination applying the terms ofthe 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 ofall documents, records, and other informationrelevantto your claim
for benefits.

We will retain ourrecords ofthe expedited grievance for at least sixyears after we send younotice of our final decision.

You have the right torequest, free of charge, copies ofall documents, records, and other information relevantto your
expedited grievanceby sending a written requestto the address listed above.

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

D. Final Claim Decisions

A notice ofa final adverse benefitdetermination will state the specific reasonorreasons for the final adverse benefit
determination, the specific Policy provisions on which the determination is based, and a description ofthe external review
procedures and associated timelines, including a statement of yourright to bringa civil action under ERISA § 502(a), if
applicable. The notice will include a description ofany additional material or information necessary for you to perfectthe
claim and an explanation of why such material or information is necessary.

The denialnotice willalso disclose any internal rule, guideline, protocol or other similar criterion that was relied upon in
making the final adverse benefitdetermination. A copy ofsuch internalrule, guideline, protocol, or other similar criterion
will be providedto you, free of charge, upon request.

If the final adverse benefit determinationis based on the definition of medicalnecessary or
experimental/investigational/unproven, then the denialnotice will provide you with either an explanation ofthe scientific or
clinical judgment for the determination applying the terms ofthe Policy to your medical circumstances ora statement that
such explanation will be provided, free of charge, upon yourrequest.
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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 ofall documents, records, and other informationrelevantto your claim
for benefits.

We will retain ourrecords ofthe grievance or expedited grievance for at leastsixyears after we send younotice of our final
decision.

You have the right torequest, free of charge, copies ofall documents, records, and other information relevantto your
grievanceor expedited grievanceby sending a written requestto the address listed above.

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

13. INDEPENDENT EXTERNAL REVIEW

You may be entitled to an independent external review by an Independent Review Organization (IRO) if you have received
an experimentaltreatment determination, adverse determination or a rescission of coverage determination.

In general, youmust complete all grievance/appeal options described above before requesting an independent external
review. This includes waiting for our determination on your grievance/appeal. However, if we agree with you thatthe
matter should proceed directly to independent review, orif you need immediate medical treatment and believe that the time
period forresolving an internal grievance will causea delay thatcould jeopardize your life or health, youmay ask to bypass
ourinternal grievanceprocess. In these situations, yourrequestwill be processed on an expedited basis.

If you oryourauthorizedrepresentative wish to file arequestforan independentexternal review, your requestmust be
submitted in writing to the address listed below and received within four months ofthe decision date of your grievance.

WPS Health Plan
Attention: IRO Coordinator
P.O. Box 11625
Green Bay, Wisconsin 54307-1625
Fax: 920-490-6955

Your request for an independent external review must include:
1. Yourname,address andtelephone number;
An explanation of why youbelieve that the treatment should be covered,;

Any additional information or documentation that supports your position;

i

If someone else is filing on your behalf, a statement signed by you authorizing that person to beyour
representative; and

5. Any otherinformation we request.

Within five days of ourreceipt of your request, an accredited IRO will be assigned to your case through an unbiased
randomselection process. The assigned IROwill send you anotice ofacceptance within one business day ofreceipt,
advisingyouofyourright to submit additional information within ten business days of yourreceipt ofthe notice fromthe
IRO. The assigned IROwill also deliveranotice ofthe final external review decision in writing to youand WPS within 45
calendardays oftheirreceipt ofthe request. Some ofthe information youprovideto the IRO may be shared with
appropriate regulatory authorities.

The IRO’s medical director or other medical professional will review yourrequestand decide if an immediate review is
needed. Ifso, it will review yourdispute onan expedited basis and make a decision within 72 hours. Ifthe IRO decides
that yourillness or injurydoes not require its immediate review of your dispute, it will notify you thatyoumust first
complete our internal grievanceand appeals process.

Unless your case involves the rescission of the Policy, the IRO’s decisionis binding for bothyou and WPS. You are not
responsible for costs associated with the independent external review.
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14. DEFINITIONS

In this Certificate, allitalicized terms have the meanings set forth below, regardless of whether they appear as singular or
plural.

Activities of Daily Living (ADL): the following, whether performed with or withoutassistance:
1. Bathing which is the cleansing ofthe body in eithera tub or shower orby spongebath;

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

Toileting which is to get to and fromthe toilet, get on and offthe toilet, and performassociated personal hygiene;
Mobility, which is to move fromone place to another, with or without assistance ofequipment;

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

AN S

Continence, which is voluntarily maintaining controlofbowel and/or bladder function; in the eventof
incontinence, maintaining a reasonable level of personal hygiene.

Adverse Benefit Determination: any ofthe following: a denial, reduction, or termination of, or a failure to provide or
make payment (in whole orin part) for, a benefit, includingany such denial, reduction, termination, or failure to provide or
make payment thatis 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 or in part) for, a benefit resulting fromthe application
of any utilization management, as well as a failure to coveran itemorservice for which benefits are otherwise provided
because it is determined to be experimental/investigational/unproven ornot 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 benefitat thattime.

Adverse Determination: a determinationby WPS to whichall ofthe following apply:

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

2. Based on the information provided, the treatment does not meet our requirements for medical necessity,
appropriateness, health care setting, level of care, or effectiveness;

3. Based on the information provided, we reduced, denied or terminated the ¢treatment or payment ofthe treatment.

An adversedetermination also includes the denial ofa prior authorization request for health care services fromanon-
participating provider. The right to an independentexternal review applies only when you feel the non-participating
provider’s clinical expertise is medically necessary andthe expertise is notavailable froma participating provider.

Ambulance Services: ground andairtransportation: (1) provided bya licensed ambulanceservice usingits 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 designatedto file a claim for benefits ora grievance on your behalfand/orto act for
you in pursuing a claimfor benefits underthe Policy.

Behavioral Health Services: healthcare services forthe treatment of substance use disorders andnervous or mental
disorders.

Benefit: yourright to paymentforcovered health careservices that are available underthePolicy. Yourright to benefits
is subject to theterms, conditions, limitations and exclusions ofthe Policy, including this Certificate, the Schedule of
Benefits and any attached endorsements.

Biosimilar(s): aprescriptionlegend drugofbiological origin developed suchthatthereare no clinically meaningful
differences between the biological productandits FDA -approved reference product in terms ofsafety, purity, and potency,
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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 systemfor treatmentofhearingloss that works through
direct bone conduction.

Brand-Name Drug(s): aprescription legend drugsold by the pharmaceutical company or other legal entity holding the
original United States patent forthatprescription legend drug. Forpurposes ofthe Policy, we may classify a brand-name
drug as ageneric drugifwe determine that its price is comparable to the price ofthe equivalentgeneric drug. The term
brand-namedrugmay also include over-the-counter drugs that we determine to be covered drugs.

Calendar Year: theperiod oftime that starts with your applicable effective date of coverage shown in ourrecords, as
determined by us, and ends on December 31st of suchyear. Each following calendar year will start on January 1st ofthat
yearand end on December 31st ofthatsame year.

Category B Devices: as determined by the FDA, nonexperimental/investigational devices where theincrementalrisk is the
primary risk in question (i.e., underlying questions of safety and effectiveness ofthat devicetype have beenresolved), orit
is known that the device type can be safe and effective because, for example, other manufacturers have obtained FDA
approval forthat device type.

In orderto be coveredas a category Bdevice, the devicemust meet all of the following criteria:

1. Used within the context ofan FDA approved clinical trial;
2. Usedaccordingto theclinical trial’s approved protocols;

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

4. Medically necessary forthe covered person, and the amount, duration and frequency ofuseorapplicationofthe
service is medically appropriate; and
5. Fumishedin a settingappropriate to the coveredperson’s medicalneeds and condition.

Charge: an amount billed by a health care provider fora health careservice. Charges are incurredon thedateyou
receive the health careservice.

Child/Children: any ofthe following:
1. Abiologicalchild ofa subscriber.
2. A step-child ofasubscriber.
3. Alegally adoptedchild ora child placedfor adoption with the subscriber.
4. A child solely underthesubscriber’s (orhis/her spouse’s) court-ordered legal guardianship as determined by us.
5

A child who is considered an alternate recipient under a qualified medical child support order. See Section2.F. 6.
(Eligibility, Enrollment, and Effective Date / Special Enrollment Periods / Child Support Order) for additional
information about child support orders.

6. Thechild ofa subscriber’s domestic partmer provided that:
a. Thedomestic partneris enrolled as a coveredpersonunder the Policy; and

b. The domestic partneris the biological parent or has a court-appointed legal relationship with the child (i.e.
throughadoption).

Cochlear Implant: an implantable instrument or device that is designed to enhance hearing.
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Coinsurance: yourshare ofthe costs ofacovered health care service, calculated as a percent ofthechargefora covered
expense.

Collateral: a member of your immediate family.

Concurrent Care Decision: a decisionby usto reduceorterminate benefits otherwise payable fora course of treatment
that has beenapproved by us ora decision with respect to arequestby youto extend a course of treatmentbeyond the
period oftime ornumber of treatments that has been approved by us.

Confinement/Confined: the period starting with your admission on aninpatientbasis to a zospital or other licensed health
care facility for treatmentofan illness or injury. Confinement ends with your discharge fromthe same hospital or other
facility.

Convenient Care Clinic: amedicalclinic that: (1) is located in 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 oftheir respective licenses.

Copayment: a specific dollaramount that you are required to pay to the health care provider towards the charge for
certain covered expenses. Please notethatforcovered health careservices,you are responsible for payingthelesser ofthe
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 actualitemized bill
for each health careservice;and (3) all other information that we need to determine our liability to pay benefits under the
Policy, including but not limited to, medical records andreports.

Cosmetic Treatment: any healthcare serviceusedsolely to: (1) change orimprove your physical appearance or self-
esteem, or (2) treatment ofa condition that causes no functional impairment or threat to your health.

CostSharing: Yourshare of costs for health careservices covered under the Policy thatyoumust pay out of your own
pocket limited to copayments, deductibles, and coinsurance. Other costs, including your premiums, amounts you pay for
non-covered health careservices,andamounts youpay thatexceed the maximum allowable fee are not considered cost
sharing.

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

Covered Expenses: any charge, orany portionthereof, that is eligible for full or partial payment under the Policy.
Covered Person: asubscriber and/or his/her covered dependent(s).

Covered Transplant Drugs: immunosuppressantdrugs prescribed by a physician whendispensed by a healthcare
provider while you are notconfined in a hospital. These drugs donotincludehigh dose chemotherapy, except forhigh
dose chemotherapy provided fora covered bone marrow transplant. This includes refills of immunosuppressant drugs.

Custodial Care: services that are any ofthe following:
1. Non-health-related services, suchas assistance in activities ofdaily living.

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

3. 24-hoursupervision for potentially unsafe behavior.
4. Supervision of medication which usually canbe self-administered.

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

Services may stillbe considered custodial care by us evenif:

1. You areunderthe care ofa health care practitioner;
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2. Thehealthcarepractitionerprescribes health care services to supportand maintain your physical and/or mental
condition;

3. Services are being providedby a nurse; or
4. Such careinvolves 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 partofa day and a
schedulednumber ofdays per week; alsoknownas partial hospitalization.

Deductible: the specified amountyouare requiredto pay for covered expenses in a calendar year before benefits are
payable underthe Policy. You may have a separate deductible for prescription legend drugs and supplies purchased froma
pharmacy. Your deductible amounts are shown in the Schedule of Benefits.

Delegate: a vendor we contract with to performservices onourbehalf. This includes any vendors the contracted vendor
uses in providing services tous.

Designated Transplant Facility: a facility thatis (i) approved by us tobe the mostappropriate facility for yourapproved
transplant services; (i) contracted to provide approved transplant services to coveredpersons pursuantto an agreement
with one of our transplant provider networks.

Developmental Delay: any diseaseorconditionthat interrupts or delays the sequence andrate ofnormal growth and
development in any functional area and is expected to continue foran extended period oftime or for a lifetime. Functional
areas include, but are notlimited to, cognitive development, physical development, communication (including speechand
hearing), social/emotional development, and adaptive skills. Developmental delays can occurevenin the absenceofa
documentedidentifiable precipitating cause or established diagnosis. Developmental delays may ormay not be congenital
(presentfrombirth).

Domestic Partner: (This definition only applies if shownin the policyholder s currentapplication for coverage as being
applicable.)a person who occupies the same dwelling unit with a subscriber ifall of the following conditions are met:

1. Thepersonis in acommitted relationship (relationship of mutual support, caring and commitment and intend to
remain in such arelationship in the immediate future) with the subscriber;

2. Eachpartneris 18 years ofage orolder;

3. Neitherpartneris married or legally separated in marriage, orhas beena party toan action or proceeding for
divorce orannulment within sixmonths ofregistration, or, if one has been married, at least sixmonths havelapsed
since the date ofthe judgmentterminating the marriage;

4. Each partneris competentto contract;

5. Neitherpartneris currently registered in another domestic partnership, and if either party has beenin sucha
registeredrelationship, at least sixmonths havelapsed since theeffectivedateoftermination ofthat registered
relationship;

6. Thereareno blood ties between the subscriber and his/her partner closer than that permitted for marriage or for
domestic partner registration;

7. Therelationship ofthe subscriber and his/her partner is not merely temporary, social, political, commercial or
economic in nature (i.e., there must be mutual financial interdependency); and

8. Thesubscriberhasregistered his/her partner as a domestic partner with the policyholder and WPS by providing
proofthat, forat least thesix-month period immediately preceding the date ofregistration, the subscriber either
had obtained a domestic partnership certificate fromthe city, county or state ofresidence or fromany othercity,
county orstate offering the ability to register a domestic partnership or has any three ofthe following with respect
to the partner:

a. Jointlease, mortgage ordeed;
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b. Jointownership ofa vehicle;

c. Joint ownership ofcheckingaccount(demand deposit) or credit account;

d. Designation ofthepartneras a beneficiary ofthesubscriber’s will;

e. Designation ofthepartneras a beneficiary forthe subscriber’s life insurance or retirement benefits;
f. Designation ofthepartneras holding power ofattorney forhealth care; or

g. Shared household expenses.

Durable Medical Equipment: an item that we determine meets all of the following requirements: (1) it can withstand
repeateduse; (2)itis primarily used toserve a medical purpose with respect to an illness orinjury; (3) it is generally not
usefulto aperson in the absence ofan illness 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 notlimited to:
wheelchairs; oxygen equipment (including oxygen); and hospital-type beds.

Eligible Dependent: an individualwho falls into one or more ofthe categories below and who is not on active military
duty forlongerthan 30 days:

1. A subscriber’slegalspouse.
2. Asubscriber’s child,undertheage of26.
3. A full-time student returning from military duty.
4. Asubscriber’s childoverage 26if all of the following criteria are met:
a. Thechildis incapable of self-sustaining employmentbecause ofintellectual disability or physical handicap;
b. The childis chiefly dependentupon the subscriber for support and maintenance;
c. Thechild’sincapacity existed before he/she reached age 26; and
d. Thesubscriber’s family coverage remains in force underthe Policy.
5. Anaturalchildofasubscriber’s childifthe subscriber’s child is under 18 years old.

6. Ifshowninthe policyholder’s currentapplication for coverage as beingapplicable, a subscriber’s domestic
partner.

7. A child,undertheage 026, for whomthe subscriber (orhis/her spouse) was the legal guardian prior to the child
turning 18 years ofage.

Eligible Employee: a personwho is either (1) employed by thepolicyholder ona permanent, full-time basis forthe
required number ofhours per week as shownin the policyholder’s currentapplication for coverage; or (2) identified by the
policyholder as apersonthat mustbe covered pursuant to the Patient Protection and A ffordable Care Act.

Emergency Medical Care: health careservices totreat your medical emergency.

Emergency Room Visit: ameeting between you anda health carepractitionerthat: (1) occurs at theemergency room;
and (2) includes only the charges forthe emergency roomfee billed by the facility foruse ofthe emergency room.

Expanded Preventive Drug: any drug on our Expanded Preventive Drug List, as determined by us. Expanded preventive
drugs may include those prescription legend drugs the IRS has indicated are takento prevent exacerbation ofa chronic
condition orthe development ofa secondary condition.
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Expedited grievance: a grievance to which any ofthe following conditions apply:

1. The durationofthe standard resolution process will result in serious jeopardy to your life or health or your ability
to regain maximum function.

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

3. A health care practitioner with knowledge of your medical condition determines thatthe grievancewill be treated
as an expedited grievance.

Experimental/Investigational/Unproven: as determined by our Corporate Medical Director, any health careservice or
facility that meets at least one ofthe following criteria:

1. It is notcurrently recognized as accepted medical practice;
2. It was notrecognized as accepted medical practice at the time the charges were incurred,

3. It hasnotbeenapprovedby the United States Foodand Drug A dministration (FDA ) uponcompletion of Phase I1I
clinical investigation;

4. Itisbeingusedinaway thatis not approved by the FDA orlisted in the FDA -approved labeling (i.e. off-label
use), except for off-labeluses thatare accepted medical practice;

5. It has not successfully completed allphases of clinical trials, unless required by law;
6. Itisbased uponorsimilarto a treatment protocolusedin on-going clinical trials;

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

8. Thereis not enough scientific evidenceto demonstrate or make a convincing argument that (a) it can measure or
alter the sought-after changes to youri//ness or injury or (b) suchmeasurementor alteration will affect your health
outcome; or support conclusions concerning the effect ofthe drug, device, procedure, service or treatment on
health outcomes;or

9. It isassociated with a Category Il CPT code developed by the American Medical Association.
The above list is notall-inclusive.

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

We have full discretionary authority to determine whether a health care service is experimental/investigational/unproven.
In any dispute arising as a result of our determination, such determination willbe upheld ifit is based on any credible
evidence. Ifourdecision is reversed, your only remedy willbe our provision of benefits in accordance with the Policy.
You will not be entitled to receive any compensatory damages, punitive damages, or attorney's fees, or any other costs in
connectiontherewithoras a consequence thereof.

Experimental Treatment Determination: a determinationby WPS to whichall of the following apply:
1. Wehavereviewedthe proposed treatment;
2. Based on the information provided, we have determined the treatment is experimental/ investigational/ unproven;,
3. Based on the information provided, we denied the treatment or payment for the treatment.

Family Coverage: coverage that appliesto a subscriber andhis/her covered dependents. Whenreferred to in this
Certificate, family coverage alsoincludes limited family coverage.

Formulary: alist ofdrugs thatare coveredunder the pharmacy benefit, which is available at
[wpshealth.com/resources/files/32053_2021-preferred-drug-guide.pdf. The formulary contains generic drugs, brand-name
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drugs,specialty drugs and biosimilars which may be classified as either specialty drugs, preferred drugs or non-preferred
drugs.

Full-Time Student: achild in regular full-time attendanceat an accredited secondary school, accredited vocational school,
accreditedtechnical school, accredited adult education school, accredited college or accredited university. Such school
must provide a schedule of'scholastic courses and its principal activity must beto provide an academic education. An
apprenticeship programis not considered an accredited 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. Proofofenrollment,
course loadand attendance is required upon ourrequest. Full-time student status includes anyregularschool vacation
period (summer, semester break, etc.).

Full-Time Student Returning from Military Duty: a child ofasubscriber who meets all ofthe following criteria:

1. Thechild was called to federal active duty in the national guard orin areserve componentofthe U.S. armed
forces while the childwas attending, on a full-time basis, an institution of higher education;

2. Thechild wasundertheage of 27 when called to federal active duty;and

3. Within 12 months after returning fromfederal active duty, the child returned to an institution ofhigher education
on a full-time basis, regardless ofage.

Additionally, the childmust: (1) attend an accredited school for the number of credits, hours, or courses required by the
schoolto be considered a fil/-time student; (2) attend two or more accredited schools for credits toward a degree, which,
when combined equals full-time status at oneofthe schools; or (3) participate in either an internship or student teaching
during the last semester of school prior to graduation, if the internship or student teaching is required for his/her degree.
The child continues to bea full-time student during periods of vacation or between termperiods established by theschool.

Functional Impairment: asignificant and documented loss ofuse ofanybody structure or body function that results in a
person’s inability to regularly performone ormore activity ofdaily living orto use transportation, shop, or handle finances.

Generic Drug(s): aprescription legend drug, whetheridentified by its chemical, proprietary, or non-proprietary name,
that is therapeutically equivalent and interchangeable with drugs having an identical amountofthe same active
ingredient(s) andapproved by the FDA. Forpurposes ofthe Policy, we may classify a genericdrugas a brand-namedrug
if we determine that the generic drug’s price is comparable to theprice ofits brand-name drugequivalent. The term
generic drugmay also include over-the-counter drugs that we determine to be covered drugs.

Genetic Testing: testing thatinvolves analysis ofhuman chromosomes, DNA,RNA, genes and/or gene products (e.g.,
enzymes, othertypes 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),
and assessrisks to future children. Genetic testingmay also be applied to genemutations that occurin cells during a
person’s lifetime.

Genetic testingincludes, 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) molecular pathology; (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 orouradministration of yourhealth benefit planthatyouexpress to us in writing.
Forexample, you might file a grievanceaboutour provision ofservices, our determination to reformorrescind a policy,
ourdetermination ofa diagnosis orlevel of service required for evidence-based treatment ofautismspectrumdisorders, or
ourclaims practices.

Habilitative Services: health care services thathelp a personkeep, learn, orimprove skills and functioning for activities
of daily living. Examples include, but are not limited to, therapy fora child who isn’twalking ortalking at the expected
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age. These health careservices may include physical and occupational therapy, speech-language pathology and other
services for people with disabilities in a variety of inpatient and/or outpatient settings.

Health Care Practitioner: one ofthe following licensed practitioners who performservices payable under this Policy: a
DoctorofMedicine (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, marriage and family therapist or
professional counselor; a physical therapist; an occupational therapist; a speech-language pathologist; an audiologist; or any
other licensed practitioner thatis acting within the scope oftheir license and performing a service that would be payable
underthe Policy.

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

Health Care Services: diagnosis, freatment, hospital services, surgical services as defined in Section 5. PP. (Covered
Expenses / Surgical Services), materity services, medical services, procedures, drugs, medicines, devices, supplies, orany
otherservicedirectly providedto youby a health care provider

Hearing Aid: any externally wearable instrument or device designed or offered forthe purposeofaiding or compensating
for impaired human hearing and any parts, attachments, or accessories of such an instrument or device, except its batteries
and cords.

High-Technology Imaging: including, butnotlimited 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: healthcare services provided directly to you in your home under a written plan that meets the following
criteria: (1) the plan is developed by your attending health care practitioner; (2) the plan is approved by your attending
health care practitioner in writing; (3) the plan is reviewed by yourattending realth carepractitioner every two months (or
less frequently ifyour health care practitioner believes and we agree that less frequent reviews are enough); and (4) home
care is provided or coordinated by a home health agency or certified rehabilitation agency thatis licensed by the Wisconsin
Department of Health Services or certified by Medicare.

Home Delivery Pharmacy: aparticipating pharmacy that dispenses extended supplies of maintenance medications
(typically greaterthana 30-34 day supply).

Home Health Aide Services: services performed by a home healthaide which: (1) are not required to be performed by a
registerednurse or licensed practical nurse; and (2) primarily aid the patientin performing normal activities ofdaily living,
which may include 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 on an intermittent basis with on-call health care
services available on a 24-hourbasis;and (c) provided by a licensed hospice care provider approved by us. Hospice care
includes services intended primarily to provide pain relief, symptommanagement, and medical support services. Hospice
care may be provided at hospice facilities orin yourplace ofresidence.

Hospital: afacility providing 24-hour continuous service to a confined coveredperson. Its chief functionmustbe to
provide facilities forthe diagnosis and treatment ofillness orinjury. A professional staffoflicensed healthcare
practitioners and surgeons must provide or supervise its services. It must provide general hospitaland majorsurgical
facilities and services. A hospitalalso includes a specialty hospital approved by us and licensed and accepted by the
appropriate state orregulatory agency toprovide diagnosis and short-term treatment for patients who have specified
illnesses orinjuries. A hospitaldoesnotinclude,as determined byus: (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) afacility operated mainly for care ofthe aged; (6) sub-acutecare center; or (7) a health resort, spa or sanitarium.

Nlness: aphysical illness,asubstanceuse disorder,oranervous or mental disorder.
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Implantable Hearing Device: any implantable instrument or devicethatis designedto enhance hearing, including
cochlearimplants and bone anchored hearing aids.

Incidental/Inclusive: a procedure orservice is incidental/inclusiveifit is integral to the performanceofanother sealth
care service orifit can be performed at the same time as another health careservice withoutadding significanttime or
effort to the other health care service.

Incomplete Claim: a correctly filed claim that requires additional information including, butnotlimited 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, ifany, benefits
are payable undertheterms and conditions ofthe Policy. Examples include, butare not limited to, claims missing
procedure codes, diagnosis or dates of service.

Infertility: the inability or diminished ability to produce offspring including, but not limited to, a couple’s failure to
achieve pregnancy afterat least 12 consecutivemonths ofunprotected sexual intercourse ora woman’s repeated failures to
carry apregnancy to fetal viability. Repeated failures to carry a pregnancy to fetal viability means three 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 service that is intended to: (1) promote or preserve fertility; or (2) achieve
and maintain a condition of pregnancy. For purposes ofthis definition, infertility or fertility treatmentincludes, butis not
limited to:

1. Fertility tests and drugs;

2. Tests and exams done to prepare for or follow through with induced conception;
3. Surgicalreversal ofa sterilized state that was aresult ofa previous surgery;

4. Spermenhancement procedures;and
5

Direct attempts to cause or maintain pregnancy by any means including, but not limited to: hormone therapy or
drugs;artificial insemination; in vitro fertilization; GIFT or ZIFT; embryo transfer; and freezing or storage of
embryo, eggs, orsemen.

Injury: bodily damage causedby an accident. Thebodily damage must result fromthe accidentdirectly and
independently ofall other causes.

Life-Threatening Condition: any disease or condition fromwhich the likelihood of death is probable unless the course of
the disease or condition s interrupted.

Limited Family Coverage: coveragethatapplies to:(1)a subscriber and his/her eligible spouse or domestic partner who
is a covered dependent; or (2) a subscriber and his/her children who are covered dependents.

Maintenance Care: health care services providedto you afterthe acute phaseofan i/lness orinjuryhas passedand
maximum therapeutic benefit has occurred. Such care promotes optimal functionin the absence of significantsymptoms.

Maximum Allowable Fee: the maximum amount ofreimbursement allowed fora covered health careservice. Fora
covered health careservice provided by a participating provider, the maximum allowable fee is the rate negotiated
between us andthe parficipating provider. Fora covered health care serviceprovided by a non-participating provider, the
maximum allowable fee is the maximum out-of-network allowable fee.

If you submit a written or oral request for our maximum allowable fee for a health careservice and provideus with the
appropriate billing code thatidentifies the health care service (for example, CPT codes, ICD 10 codes or hospital revenue
codes)and thehealth care provider’s estimated fee for that health care service, we will provide youwith any ofthe
following:

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

a. Thesourceofthe dataused, suchas ourclaims experience, an expert panelofhealth care providers, or other
sources;
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b. The frequency ofupdating such data;

c. The geographic area used,;

d. Ifapplicable, the percentile 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 fee determined by us under our guidelines forthe specific health careservice you
identified. This may be in the form ofa range ofpayments or maximum payment.

Maximum Out-of-Network Allowable Fee: the benefitlimit established by us fora covered health careservice provided
by anon-participating provider. The benefit limit for a particular health care service 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
health care service. Whenthere is no CMS rate available forthe same or similar health careservice, the benefitlimit is
based onan appropriate commercial market fee forthe covered health care service, as determined by us.

Medical Emergency: a medical condition involving acuteand abnormalsymptoms of such severity (including severe
pain)that a prudent and sensible person who possesses an average knowledge ofhealth and medicine would reasonably
concludethata lack of immediate medical attention will likely result in any ofthe following:

1. Serious jeopardyto a person's health or, with respect to a pregnant woman, serious jeopardy tothe healthofthe
woman or her unbornchild,

2. Serious impairment to a person's bodily functions; or
3. Serious dysfunction ofoneormore ofa person's body organs or parts.
Medically Necessary: ahealth care service that we determine to be:
1. Consistent with and appropriate for the diagnosis or treatment of your illness or injury;

2. Commonly and customarily recognized and generally accepted by themedical professionin the United States as
appropriate and standard of care forthe condition beingevaluated ortreated;

3. Substantiated by theclinical documentation;

4. The most appropriate and cost-effective care thatcan safely be provided to you. Appropriate and cost effective
does notnecessarily mean the leastexpensive;

5. Proven to be useful orlikely to be successful, yield additional information, or improve clinical outcome; and
6. Notprimarily forthe convenienceorpreference ofthe coveredperson, his/her family, orany health care provider.

A health care servicemay not be considered medically necessary evenifthe health care provider has performed,
prescribed, recommended, ordered, orapproved theservice, orifthe service is the only available procedure or treatment for
your condition.

Medical Services: health care services recognized by a health carepractitionerto treatyourillness or injury.

Medical Supplies: items that we determine to be: (1) used primarily to treat an illness or injury;(2) generally not useful to
a personin the absence ofan il/ness orinjury; (3) the most appropriate itemthat can 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

Mis cellaneous Hos pital Expenses: regular hospital costs (including take-home drug expenses) that we coverunderthe
Policy for treatment ofan illness or injury requiring either: (1) inpatienthospitalization; or (2) outpatient health care
services at a hospital. Foroutpatientiealth care services, miscellaneous hospital expenses include charges for: (1) use of
the hospital's emergency room; and (2) emergency medical careprovided to you at the hospital. Miscellaneous hospital
expenses do not include roomand board, nursing services, and ambulance services.

Nervous or Mental Disorders: clinically significant psychological syndromes that: (1) are associated with distress,
dysfunctionor physicalillness;, and (2) represent a dysfunctional response toa situation or event that exposes youto an
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increasedrisk of pain, suffering, conflict, physical illness or death. Behavior problems, learning disabilities, autismor
developmental delays are not nervous or mental disorders.

Non-Participating Provider: a /ealthcare providerthat hasnot entered into a written agreement with the health care
network selected by thepolicyholder or coveredperson as ofthe date upon whichthe services are provided.

Obesity: a body massindex(BMI)of 30 or greater. BMI s calculated by dividing your weight in kilograms by the square
of yourheight in meters.

Observation Care: Clinically appropriate outpatient zospital services, which include ongoing short termzreatment,
assessment, and reassessment prior to your sealth carepractitioner determining if you will require further treatment as a
hospitalinpatientor if they can discharge you fromthe Ahospital.

Office Visit: eitherofthe following:

1. Forhealth careservices otherthan behavioral health services,ameeting betweenyouanda healthcare
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, other than an emergency room, orin your home; or occurs via interactive audio-video
telecommunication and; (b) includes youreceiving medical evaluationand healthmanagementservices (as defined
in the latest edition of Physician's Current Procedural Terminology or as determined by us).

2. Forbehavioral healthservices,ameeting betweenyouand a health care practitioner licensed to provide
nonresidential services for the treatment of nervous or mental disorders and/or substance use disorders that:
(a) occurs in the health care practitioner’s office, a medical clinic, a free-standingurgent care center, skilled
nursing facility, outpatient treatment facility, the outpatient departmentofa hospital other thanan emergency
room, orin your home; or occurs via interactive audio-video telecommunication and; (b) involves youreceiving
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 ofhuman organ andtissue that is
transplanted to you. This includes related medical expenses ofa living donor.

Out-of-Pocket Limit: the maximum amount that you are required to pay each calendar year for covered expenses. This
limit is shown in the Schedule of Benefits. In determining whether you’ve reached your out-of-pocket limit, amounts such
as these: (1) amounts youpay fornon-covered sealth care services; (2) amounts youpay that exceed the maximum
allowablefee; and (3) amounts you pay for the difference between the brand-name drug and the lower costequivalent drug
(generic drug or biosimilar),; willnot counttowards your out-of-pocket limit.

Palliative Care: care that optimizes quality oflife for people with serious il/lness by anticipating, preventing, and treating
theirsuffering. Palliative care may be provided throughout the continuumofi//ness. It generally involves addressing
physical, emotional, and social needs and facilitating patient autonomy, access to information, and choice.

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

Participating Provider: a healthcareproviderthathas enteredinto a written agreement with the network shown onyour
WPS Health Plan identification card as ofthedateupon which the services are provided. Pleasereferto ouron-line
directory orcontact us fora listing of participating providers. A health care provider’s participating status may change
from time to time so you should checkit frequently. You may be required to pay a larger portion ofthe cost ofa covered
health care service ifyou see a non-participating provider.

Physical Illness: adisturbancein a function, structure orsystemofthe human body thatcauses one ormore physical signs
and/orsymptoms and which, ifleft untreated, willresult in deterioration ofhealth status or of the function, structure or
systemofthe human body. Physicalillness includes pregnancy and complications of pregnancy. Physicalillness does not
include substanceuse disorders or nervous or mental disorders.
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Physician: apersonwho:

1. Received one ofthe following degrees in medicine froman accredited 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.);
DoctorofPodiatric Medicine (D.P.M.); Doctor of Optometry (O.D.); or Doctor of Chiropractic (D.C.);

2. Isamedical doctororsurgeon holdinga license or certificate of registration fromthe medical examining board in
the statein which he/she is located; and

3. Practices medicine within the lawful scopeofhis/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 foradoption and enters into
an agreement under § 48.63(3)(b)4. or § 48.833(1) or(2) with the subscriber;

2. The Wisconsin Department of Children and Families, a county department under Wis. Stat. § 48.57 (1)(e) or (hm),
or a child welfare agencyunder § 48.837(1r) places, ora court under § 48.837(4)(d) or (6)(b) orders, a child placed
in a subscriber’s home foradoption;

3. Asendingagency,as definedin Wis. Stat. § 48.988(2)(d), places achildin asubscriber’shome under § 48.988
for adoption, ora public child placing agency, as defined in § 48.99(2)(r), ora private child placing agency, as
defined in § 48.99(2)(p), of a sending state, as defined in § 48.99(2)(w), places a child in the subscriber’s home
under § 48.99 as a preliminary step to a possible adoption, and thesubscriber takes physical custody ofthe child at
any location within the United States;

4. Thepersonbringingthe childinto this state has complied with Wis. Stat. § 48.98, and the subscribertakes
physical custody ofthe child at anylocation within the United States; or

5. A courtofa foreign jurisdiction appoints a subscriber as guardianofa child who is a citizen ofthat jurisdiction,

and the child arrives in the subscriber’s home for the purpose ofadoption by the subscriberunder Wis. Stat. §
48.839.

Policyholder: the employerorother organization thatpurchased the Group Master Policy pursuant to which this
Certificate was issued.

Post-Service Claim: any claimfor a benefit underthe Policy that is nota pre-service claim.

Pre-Service Claim: any claimfor a benefit with respectto which theterms ofthe Policy condition receipt ofa benefit, in
whole orin part, on receiving prior authorization before obtaining medical care.

Preferred Brand-Name Drug(s): any brand-name drugnamed on our formulary for which member cost sharingis lower
than foranon-preferred brand-name drug. For purposes ofthe Policy, we may classify a brand-name drugas a generic
drug if we determine that its price is comparable to the price ofthe equivalent generic drug. The drugs designated as
preferred brand-name drugs on our formulary may change fromtime to time.

Preferred Generic Drug(s): any generic drugnamed on our formulary for which member cost sharingis lower than fora
non-preferred generic drug. For purposes ofthe Policy, we may classify a generic drugas a brand-name drugifwe
determine that the generic drug s price is comparable to the price ofthe brand-name drugequivalent. The drugs designated
as preferred genericdrugs on our formulary may change fromtime to time.

Prescription Legend Drug: any medicine whose labelis required to contain the following or similar wording: “Caution:
Federal Law prohibits dispensing without prescription.” Prescription legenddrugalsoincludes 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: awritten, electronic, or other lawfulrequest for the preparationand administration ofa prescription
legenddrugmade by a health carepractitioner with the authority to prescribe a drug foryou.

Preventive Care Services: health careservices that are notforthe diagnosis or treatmentofan illness or injuryandthat
are designedto: (1) evaluate orassess health and well-being, (2) screen for possible detection ofunrevealed il/ness,
(3) improve health, or (4) extend life expectancy.
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Preventive Drug(s): drugsthatwe are currently required by law to define as preventive drugs include: (1) aspirin for the
prevention of cardiovascular disease (age 50-59) and after 12 weeks of gestationin women who are at high risk for
preeclampsia; (2) fluoride supplements if you are older than sixmonths but youngerthan 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 cessationifyou are age 18 and over; (6) risk reducing medications for women
who are at increasedrisk for breast cancer and at low risk for adverse medication effects; (7) immunizations; and

(8) low/moderate dose statins forages 40-75 with at least one cardiovascular disease risk factorand a 10-year calculated
risk ofat least 10%; (9) bowel preparations related to a preventive colonoscopy and (10) preexposure prophylaxis (PrEP)
antiretroviral therapy for covered persons at highrisk of HIV acquisition. The USPSTF may changethe definition of
preventive drugs during the course ofthe year. Please see
https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/.

Primary Care Practitioner: aparticipating provider who is a health carepractitioner who directly provides or
coordinates arangeofhealth care services forapatient. A primary care practitioner’s primary practice must be Family
Practice, Internal Medicine, General Practice, Obstetrics/Gynecology and Pediatrics.

Prior Authorization: written approval thatyoumust receive fromus beforeyouvisit certain sealth care providers or
receive certain health care services. Each priorauthorization will state thetype and extent ofthe treatment or other health
care services that we have authorized.

Qualifying Clinical Trial: with respectto cancerorother /ife-threatening conditions, a qualifying clinicaltrialis a Phase
I, Phase II, Phase III, or Phase IV clinical trial that is conducted in relation to the prevention, detection or treatment of
cancer or other life-threatening condition and which meets any ofthe criteria in the bulleted list below.

1. Federally fundedtrials. The study orinvestigation is 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¢. AgencyforHealthcare Research and Quality (AHRQ).

d. Centers forMedicare and Medicaid Services (CMS).

e. A cooperative group orcenter ofany 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 A ffairs, the Department of Defense or the Department of Energy as longas the
study orinvestigation has beenreviewed and approved through a systemofpeerreview that is determined by
the Secretary of Health and Human Services to meet both ofthe following criteria:

i. Comparable to the systemofpeerreview ofstudies andinvestigations used by the National Institutes of
Health; and

ii. Ensures unbiasedreview ofthe highest scientific standards by qualified individuals whohave no interest
in the outcome ofthe review.

2. Thestudy orinvestigationis conducted under an investigational new drug application reviewed by the U.S. Food
and Drug Administration.

3. Thestudy orinvestigationis a drug trial that is exempt from having such an investigational new drug application.

In orderto be a qualifying clinical trial, the clinical trial must also havea written protocolthatdescribes a
scientifically sound study and have been approved by all relevant institutional review boards (IRBs ) before
participants are enrolled in the trial. We may, at any time, request documentationaboutthe trial. Additionally, the
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subject or purpose ofthe trialmust be the evaluation ofan itemorservice that would be covered under the Policy
if it were not experimental/investigational/unproven.

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 thathelp a personkeep, getback orimprove skills and functioning for
activities ofdailyliving that havebeen lostor impaired because a personhad an illness, injury, or was disabled. These
services may include physical and occupational therapy, speech-language pathology and psychiatric rehabilitation services
in a variety of inpatient and/or outpatient settings.

Rescission of Coverage Determination: a determination by WPS to withdraw coverage under the Policy back to your
initial date of coverage, modify the terms ofthe Policy oradjustthe premiumrate by more than 25% fromthe premium in
effect during the period of contestability.

Respite care: services providedto givea primary caregiver temporary relief from caring foran ill individual.
Routine Patient Care Costs:

1. Include costsassociated with any ofthe following:

a. Health careservices that are typically covered under the Policy absent a clinical trial;

b. Covered health careservices required solely forthe provision ofthe trial health care service and clinically
appropriate monitoring ofthe effects ofthe health care servicetrial;

c. Reasonable andnecessary health careservicesused to diagnose and treat complications arising fromyour
participationin a qualifying clinicaltrial;or

d. Covered health careservices needed for reasonable and necessary care arising fromthe provision ofa 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; and
3) Otherhealthcareservices that meet specified criteria in accordance with our medical policy guidelines;

3. Health careservices providedsolely to satisfy data collectionand analysis needs and that are not used in the direct
clinical management ofthe patient;

4. Health careservices provided by theresearch sponsors at no charge to any person enrolled in the trial; or

5. 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.

SkilledNursing Care: healthcare services that: (1) are furnished pursuant to a health carepractitioner's orders;

(2) require the skills of professional personnel such as a registered nurseora licensed practical nurse; and (3) are provided
either directly by orunderthe direct supervision ofsuch professional personnel. Patients receiving skilled nursing careare
usually quiteill and often have beenrecently confined in a hospital. In the majority of cases, skilled nursing care is only
necessary fora limited time period. Afterthat, mostpatients have recuperated enoughto be cared forby “nonskilled”
persons such as spouses, children, or other family or relatives. 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 ofurinary catheters, assistance with performing activities ofdaily living, and supervision for
potentially unsafe behavior.
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SkilledNursing Facility: an institution ora designated part ofone, including butnotlimited 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. Provides services seven days a week, 24 hours a day, including skilled nursing care and therapies for the recovery
of health orphysical strength;

Is not aplace primarily for custodial care ormaintenance care;

Requires compensation fromits patients;

4
5

6. Admits patients only upona health care practitioner’s orders;

7. Has an agreement to havea health care practitioner’s services available whenneeded;
8

Maintains adequate records forall patients;and
9. Has awritten transfer agreement with at least one hospital.

Specialty Care Practitioner: aprovider 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 Drug(s): prescriptionlegend 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 (¢) generally
high cost. To determine ifa drug is a specialty drug andifthat specialty drugrequires our prior authorization, visit our
website at wpshealth.com/healthplan or call the telephonenumber shown on your identification card.

Specialty Pharmacy: a participating pharmacy designated by us todispense specialtydrugs. To locate a specialty
pharmacy,contactus by calling the telephone number shown on youridentification card or visit the website ofthe
pharmacy benefit manager listed on your identification card.

Subscriber: an eligibleemployee whohas properly enrolled and been approved by us for coverage under the Policy.

Substance Use Disorder: adisorderthatis listed in the current “Diagnostic and Statistical Manual ofthe 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: medical supplies, durable medical equipment or other materials provided directly toyouby a healthcare
provider,as determined by us.

Supportive Care: healthcare services provided toa covered person whose recovery has slowed or ceased entirely so that
only minimal rehabilitative gains canbe demonstrated with continuation of such zealth care services.

Surgical Services: (1)an operative procedure performed by a health carepractitioner that we recognize as treatment of an
illness orinjury; or (2)those services we identify as surgical services, including male sterilization procedures and
preoperative and postoperative care.

Telemedicine: the delivery of clinical health care services via telecommunications technologies, including butnot limited
to, telephone, interactive audio and video conferencing,

Therapy Visit: ameeting betweenyouanda health care practitioner, excluding a massage therapist, that: (1) occurs in
the health care practitioner’s office, a medical clinic, convenient careclinic, a free-standing urgent care center, skilled
nursingfacility, orthe outpatientdepartment ofa hospital, otherthana hospital ’s emergency room; and (2) involves you
receiving physical, speech, or occupational therapy.

Totally Disabled or Total Disability: being unable due to i/lness orinjuryto performthe essential functions ofanyjob or,
for eligible dependents and retirees, to carry onmost ofthe normalactivities ofa personofthe same age andsex, as
determined by us. You are not totally disabledif you are working on eithera full-time or part-time basis for wage or profit
for anyone, including working for yourself. To qualify as a totally disabled person, youmust be under the regular care ofa
health care practitioner. W e have theright to examine any covered person who claims that he/she is totally disabled as
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often as reasonably required forus to determine whether ornot thatperson meets this definition. Such examinations may
include, having health care providers or vocational experts examine that person.

Transitional Treatment: services forthe treatment ofnervous or mental disorders and substanceuse disorders thatare
directly provided to you in a less restrictive manner thaninpatient hospital services but in a more intensive manner than
outpatientservices, ifboth the programand the facility are approved by the Department of Health Services as defined in the
Wis. Admin. Code INS 3.37. Transitionaltreatmentincludes any ofthe following Aealth care services ifprovided by a
health care provider certified by the Department of Health Services:

1. Mentalhealthservices forcoveredadults in a day treatment program;
2. Mentalhealthservices forcovered 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. Residential treatment programs for the therapeutic 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 ofnervous or mental disorders;and

7. Coordinated emergency mental health services which are provided by a licensed mental health professional for
covered persons who are experiencing a mental health crisis or who are in a situation likely to turn into a mental
health crisis if support is notprovided.

Transitional zreatment also includes out-of-state services and programs thatare substantially similar to 1) through 7).
above ifthe health care provideris in compliance with similar requirements ofthe state in which the health care
provideris located.

Transplant Services: approved health careservices forwhich a prior authorizationhas been received and approved for
transplants when ordered by a physician. Suchservices include, but are notlimited to, hospital charges, health care
practitioner’s charges,organ andtissue acquisition, tissue typing, and ancillary services.

Treatment: management and care directly providedto youby a health care practitioner for purposes of diagnosing,
healing, curing, and/or combating an i/lness or injury, as determined by us.

Urgent Care: carereceived foran i/lness orinjury with symptoms of sudden or recentonset that require medical care the
same day.

Urgent Claim: any pre-service claim formedical care or treatment with respect to which the application ofthe time
periods formaking decisions describedin Section 11. C. 3. (Claim Filing and Processing Procedures/ Claim Processing
Procedure / Pre-Service Claims):

1. Could seriously jeopardize the life or health ofthe claimant or the ability ofthe claimant to regain maximum
function;or

2. In theopinionofa health care practitioner with actualknowledge ofthe claimant’s medical condition, would
subject the claimant to severe pain thatcannot be adequately managed without the care or treatment thatis the
subject oftheclaim.

Waiting Period: a period oftime that must pass before an individualis eligible to be covered for benefits under the
provisions ofthe Policy.
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15. WISCONSIN DEPARTMENT OF INSURANCE CONTACT
INFORMATION

You may resolve your problemby taking the steps outlined in Sections 11. (Claim Filing and Processing Procedures), 12.
(Internal Grievance and Appeal Procedures), and 13. (Independent External Review).

You may also contact the OFFICE OF THE COMMISSIONER OF INSURANCE, astate agency which enforces
Wisconsin's insurance laws, and file a complaint.

You can file a complaint electronically with the OFFICE OF THE COMMISSIONER OF INSURANCE at its website
at http://oci.wi.gov/, or by writing to:

Office of the Commissioner of Insurance
Complaints Department
P. O. Box 7873
Madison, W1 53707-7873

Or you can call 1-800-236-8517 outsideofMadison or 608-266-0103 in Madisonandrequesta complaint form.
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