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In-Network Benefits. This Contract only covers in-network benefits. To receive in-
network benefits You must receive care exclusively from Participating Propiders in
Our HMO Compass Network. Care Covered under this Contract (includi
Hospitalization) must be provided, arranged or authorized in advanc

by Non-Participating Providers.

READ THIS ENTIRE CONTRACT CAREFULLY. IT
UNDERSTAND THE TERMS AND CONDI

This Contract is governed by the laws o

UnitedHealthcare of New York, Inc.

O

Daniel Benardette, President
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Section | - Definitions
Defined terms will appear capitalized throughout this Contract.

Acute: The onset of disease or injury, or a change in the Member's condition
require prompt medical attention.

Allowed Amount: The maximum amount on which Our payment is ba
Services. See the Cost-Sharing Expenses and Allowed Amount secti
a description of how the Allowed Amount is calculated.

Ambulatory Surgical Center: A Facility currently licensed by the appropri
regulatory agency for the provision of surgical and related medical services o
outpatient basis.

Appeal: A request for Us to review a Utilization Review
Balance Billing: When a Non-Participating Provid

Child, Children: The Subscriber's Childré
children, unmarried disabled Children

Coinsurance: Your share of the co ad Service, calculated as a percent of the
Allowed Amount for the service that [ gay to a Provider. The amount can
vary by the type of Covered Service.

Contract: This Contr [ of New York, Inc., including the
Schedule of Benefits

Copayment: A fixed am i to a Provider for a Covered Service when
by the type of Covered Service.

tain level and You choose a silver level plan. If You are a member of
ed tribe, You can qualify for Cost-Sharing Reductions on certain

individual coverage purchased through the NYSOH at any metal level
or additional Cost-Sharing Reductions depending upon Your income.

or Covered Services: The Medically Necessary services paid for,
orized for You by Us under the terms and conditions of this Contract.

e amount You owe before We begin to pay for Covered Services. The
applies before any Copayments or Coinsurance are applied. The Deductible
may not apply to all Covered Services. You may also have a Deductible that applies to a
specific Covered Service (e.g., a Prescription Drug Deductible) that You owe before We
begin to pay for a particular Covered Service.

Dependents: The Subscriber's Spouse and Children.
Durable Medical Equipment ("DME"): Equipment which is:
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e Designed and intended for repeated use;

¢ Primarily and customarily used to serve a medical purpose;
e Generally not useful to a person in the absence of disease or injury; an
e Appropriate for use in the home.

Emergency Condition: A medical or behavioral condition that manifestsd
symptoms of sufficient severity, including severe pain, such that a pru
possessing an average knowledge of medicine and health, could rea
absence of immediate medical attention to result in:

by Acute

e Placing the health of the person afflicted with such condition or, with

in the case of a behavioral condition, placing the
serious jeopardy;

e Serious impairment to such person's bodily

e Serious dysfunction of any bodily organ g

e Serious disfigurement of such perso

Emergency Department Care: Emerge

department.

on which is within the capability of
illary services routinely available to

Emergency Services: A medical
the emergency department of a Ho
the emergency department to evalu
capabilities of the staff and facilities a
examination and treatment as are req
provide such medical
that, within reasonabl

patlent "To stabilize" is to
dition as may be necessary to assure
1al deterioration of the condition is likely
e patient from a Facility, or to deliver a

Ambulatory Surgical Center; birthing center; dialysis center;
; Skilled Nursing Facility; hospice; Home Health Agency or home care
ied or licensed under New York Public Health Law Article 36; a

Facility defined in New York Mental Hygiene Law Section 1.03, certified by
ate Office of Addiction Services and Supports, or certified under New York

ne which is accredited by the Joint Commission to provide a substance use
disorder treatment program.

Grievance: A complaint that You communicate to Us that does not involve a Utilization
Review determination.

POL26.H.IEX.NY 5



Habilitation Services: Health care services that help a person keep, learn or improve skills
and functioning for daily living. Habilitation Services include the management of limitations
and disabilities, including services or programs that help maintain or prevent deterioration

occupational therapy and speech therapy.
Health Care Professional: An appropriately licensed, registered or cetrti

Care Professional under Title 8 of the New York Education Law (or other co
law, if applicable) that the New York Insurance Law requires to be recognized
and bills patients for Covered Services. The Health Car
rendered within the lawful scope of practice for that type
under this Contract.

Home Health Agency: An organization currentlyf ce i e of New
York or the state in which it operates and reg i

pursuant to New York Public Healt icleldB.0runder a similar certification process
required by the state in which the is located.

gontinuous supervision of

e |s primarily engaged in providin
i d therapeutic services for diagnosis,

Physicians, to , diagnost
treatment and

is, @ place for the aged, a place for drug addicts, alcoholics, or a place for
ent, custodial, educational, or rehabilitory care.

lon: Care in a Hospital that requires admission as an inpatient and usually
an overnight stay.

Hospital Outpatient Care: Care in a Hospital that usually doesn't require an overnight
stay.

Medically Necessary: See the How Your Coverage Works section of this Contract for the
definition.
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Medicare: Title XVIII of the Social Security Act, as amended.

Member: The Subscriber or a covered Dependent for whom required Premiums have been
paid. Whenever a Member is required to provide a notice pursuant to a Grieva

New York State of Health ("NYSOH"): The New York State of Heal
Plan Marketplace. The NYSOH is a marketplace for health insurance

coverage. The NYSOH also helps eligible consumers e
Medicaid, Child Health Plus, and the Essential Plan.

Non-Participating Provider: A Provider who doesat

Out-of-Pocket Limit: The most You pay

begin to pay 100% of the Allowed Amount T€ rvices. This limit never includes
Your Premium, Balance Billing cha gf ealth care services We do not
Cover.

Participating Provider: A Provider actwith Us to provide health care
services to You. A list of Participating : cations is available on Our
website at www.myuhc.com/exchange r request to Us. The list will be revised

from time to time by

re services a licensed medical Physician
eopathic Medicine) provides or coordinates.

Physician or Physicia
(M.D. - Medical Doctor or

Drug that the Covered Service, procedure, treatment
8 Medically Necessary. We indicate which Covered
in the Schedule of Benefits section of this Contract.

plan, device 0
vices requi

: Financial help that lowers Your taxes to help You and Your family
surance. You can get this help if You get health insurance through
Your income is below a certain level. Advance payments of the tax credit
t away to lower Your monthly Premium.

ministration ("FDA") and that can, under federal or state law, be dispensed
only pursuant to a prescription order or refill. A Prescription Drug includes a medication
that, due to its characteristics, is appropriate for self-administration or administration by a
non-skilled caregiver.
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Primary Care Physician ("PCP"): A participating Physician who typically is an internal
medicine, family practice or pediatric Physician and who directly provides or coordinates a
range of health care services for You.

Provider: A Physician, Health Care Professional, or Facility licensed, regist
or accredited as required by state law. A Provider also includes a vendor
diabetic equipment and supplies, durable medical equipment, medical
other equipment or supplies that are Covered under this Contract th
registered, certified or accredited as required by state law.

, certified
penser of

completing a paper Referral form. Except as provided in
Transitional Care section of this Contract a Referral will no
Provider.

Rehabilitation Services: Health care services

Schedule of Benefits: The sectio
Deductibles, Coinsurance, Out-of-

at describes the Copayments,
horization requirements, Referral

>killed Nursing Facility under Medicare; or as otherwise
dards of any of these authorities.

ian who focuses on a specific area of medicine or a group of patients
e, prevent or treat certain types of symptoms and conditions.

also includes a domestic partner.
person to whom this Contract is issued.

area based on what Providers in the area usually charge for the same or similar
medical service.

Urgent Care: Medical care for an illness, injury or condition serious enough that a
reasonable person would seek care right away, but not so severe as to require Emergency
Department Care. Urgent Care may be rendered in a participating Physician's office or
Urgent Care Center.
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Urgent Care Center: A licensed Facility (other than a Hospital) that provides Urgent Care.

Us, We, Our: UnitedHealthcare of New York, Inc. and anyone to whom We legally delegate
performance, on Our behalf, under this Contract.

Utilization Review: The review to determine whether services are or were
Necessary or experimental or investigational (i.e., treatment for a rare di
trial).

You, Your: The Member.

cally
or a clinical
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Section Il - How Your Coverage Works

Your Coverage Under this Contract. You have purchased a HMO Contract from Us.
We will provide the benefits described in this Contract to You and Your ¢
Dependents. You should keep this Contract with Your other important
it is available for Your future reference.

Covered Services. You will receive Covered Services under th
of this Contract only when the Covered Service is:

. Medically Necessary;
. Provided by a Participating Provider;
. Listed as a Covered Service;

. Not in excess of any benefit limitations describe
section of this Contract; and

. Received while Your Contract is i

When You are outside Our Service A
Pre-Hospital Emergency Medical Se
Emergency Condition.

ency Services,
to treat Your

Participating Providers. T ifaF der is a Participating Provider:
. Check Our Provider dire ' I request;

. Call the number on Your |

The Provider dire g information about Our Participating
Providers:

e Participating Provider is accepting new patients.

ponsible for any Cost-Sharing that would apply to the Covered
eceive Covered Services from a Provider who is not a Participating
ollowing situations:

rovider is listed as a Participating Provider in Our online Provider directory;

paper Provider directory listing the Provider as a Participating Provider is
correct as of the date of publication;

. We give You written notice that the Provider is a Participating Provider in
response to Your telephone request for network status information about the
Provider; or

. We do not provide You with a written notice within one (1) business day of Your
telephone request for network status information.
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In these situations, if a Provider bills You for more than Your Cost-Sharing and You
pay the bill, You are entitled to a refund from the Provider, plus interest.

D. The Role of Primary Care Physicians. This Contract has a gatekeepe

receiving Specialist care.

You may select any participating PCP who is available from th
HMO Compass Network. Each Member may select a different P

E. Services Not Requiring a 9CP. Your PCP is responsible for
determining the most approp our health care needs. You do not
need a Referral from Your PC ici rovider for the following services:

. Primary and preventive ob )
inati i nual examinations, treatment of Acute
ted to a pregnancy from a qualified

2e to follow Our policies and procedures including any procedures
2rrals or Preauthorization for services other than obstetric and

ction of this Contract for the services that require a Referral.
Providers and Changing Providers. Sometimes Providers in Our
ould call the PCP to make sure he or she is a Patrticipating Provider and is
cepting new patients.

To see a Provider, call his or her office and tell the Provider that You are a
UnitedHealthcare of New York, Inc. Compass Network Member, and explain the
reason for Your visit. Have Your ID card available. The Provider's office may ask You
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for Your Member ID number. When You go to the Provider's office, bring Your ID card
with You.

To contact Your Provider after normal business hours, call the Provider's
will be directed to Your Provider, an answering machine with directions
obtain services, or another Provider. If You have an Emergency Co
immediate care at the nearest Hospital emergency department or

You may change Your PCP by selecting a new Provider from O
contacting Us at the Member Services number on Your ID card or
website at www.myuhc.com/exchange. This can be done at any time
will be effective immediately.

You may change Your Specialist by asking Your P,
Specialist of Your choice. This can be done at any t
upon Your PCP issuing a new referral.

If We do not have a Participating Provide

meets the time and distance st
Participating Provider. Cover
will be paid as if they were pr
responsible only for any applic

ed by the Non-Patrticipating Provider
ating Provider. You will be

orization is required before You
receive certain Cover . [ nsible for requesting Preauthorization

H. Medical Managem
to pre-service, concu

ilable to You under this Contract are subject
ive reviews to determine when services

procedure, treatment, test, device, Prescription Drug or supply
") is Medically Necessary. The fact that a Provider has furnished,
ecommended, or approved the service does not make it Medically

se Our decision on a review of:
medical records;
r medical policies and clinical guidelines;

. Medical opinions of a professional society, peer review committee or other
groups of Physicians;

. Reports in peer-reviewed medical literature;
. Reports and guidelines published by nationally recognized health care
organizations that include supporting scientific data;
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Services will be deemed Medically Necessary only if:

Professional standards of safety and effectiveness, which are generally
recognized in the United States for diagnosis, care, or treatment;

The opinion of Health Care Professionals in the generally recognize
specialty involved;

The opinion of the attending Providers, which have credence
contrary opinions.

practice;
They are not primarily for the
They are not more costly

provided to You in a lower ' il e Medically Necessary if they
are performed in a higher c ple, We will not provide

i i i rgery if the surgery could have been
usion or injection of a specialty drug
ent of a Hospital if the drug could be provided

Bills. A surprise bill is a bill You receive for Covered Services in the
circumstances:

ervices performed by a non-participating Provider at a participating
tal or Ambulatory Surgical Center, when:

A patrticipating Provider is unavailable at the time the health care
services are performed;

A non-participating Provider performs services without Your
knowledge; or

8 Unforeseen medical issues or services arise at the time the health
care services are performed.

POL26.H.IEX.NY 13



A surprise bill does not include a bill for health care services when a
participating Provider is available and You elected to receive services from
a non-participating Provider.

. You were referred by a participating Physician to a Non-Parti
Provider without Your explicit written consent acknowledgi
referral is to a Non-Participating Provider and it may re
covered by Us. For a surprise bill, a referral to a No
means:

e Covered Services are performed by a Non-Participa

participating Physician's office to a
pathologist; or

» For any other Covered Sg
eferrals are

You will be held harmless for any iélpating Provider charges for the
' he Non-Participating Provider may
only bill You for Your C an sign a form to notify Us and the

Non-Participating Provid

website at . . r a copy of the form. You need to mail a
copy of th our ID card and to Your Provider.

2. Independen Process. Either We or a Provider may
e bill to an independent dispute resolution

e delivered using telehealth. Covered Services delivered using

be subject to utilization review and quality assurance requirements
and conditions of the Contract that are at least as favorable as those
the same service when not delivered using telehealth. "Telehealth”
use’of electronic information and communication technologies, including

r video using smart phones or other devices, by a Participating Provider to
ered Services to You while Your location is different than Your Provider's

. Telehealth does not include virtual visits services provided by a designated
Network Provider.

L. Care Management. Care management helps coordinate services for Members with
health care needs due to serious, complex, and/or chronic health conditions. Our
programs coordinate benefits and educate Members who agree to take part in the
care management program to help meet their health-related needs.
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http://www.dfs.ny.gov/

Our care management programs are confidential and voluntary. These programs are
given at no extra cost to You and do not change Covered Services. If You meet
program criteria and agree to take part, We will help You meet Your identified health

to meet Your needs, which may include giving You information
agencies and community-based programs and services.

to provide the same benefits again to
right, at any time, to alter or stop prg

urprise bill certification forms to this address.)
EMERGENCIES AND URGENT CARE
ber on Your ID card

ings, Weekends and Holidays
MBER SERVICES
Call the number on Your ID card

(Member Services Representatives are available Monday - Friday 8:00 a.m. -
6:00 p.m.)

. BEHAVIORAL HEALTH SERVICES
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Call the number on Your ID card
. OUR WEBSITE

www.myuhc.com/exchange %
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Section Il - Access to Care and Transitional Care
Referral to a Non-Participating Provider. If We determine that We do not have a

Your PCP must request prior approval of the Referral to a specific
Provider. Approvals of Referrals to Non-Participating Providers wi

the specific Non-Participating Provider You requested. If We appr
services performed by the Non-Participating Provider are subject to

if they were provided by a Participating Provider.
applicable In-Network Cost-Sharing. In the event a
services rendered by a Non-Participating Proyige

on or disease
at a Specialist

Your PCP and decide whethe : uld be Your PCP. Any Referral will

[ in consultation with Your PCP, the
Specialist and You. We will no
determine that We do not have
a non-participating Specialist, C dered by the non-participating
lan will be paid as if they were

ly be responsible for any applicable

ave a standing Referral. Any Referral will be pursuant to
2 Us in consultation with Your PCP, the Specialist and
ent plan may limit the number of visits, or the period during which the
porized and may require the Specialist to provide Your PCP with regular
pecialty care provided as well as all necessary medical information.
pve a standing Referral to a non-participating Specialist unless We

e do not have an appropriate Provider in Our Network. If We
tanding Referral to a non-participating Specialist, Covered Services

y the non-participating Specialist pursuant to the approved treatment plan
aid as if they were provided by a Participating Provider. You will be

nsible only for any applicable In-Network Cost-Sharing.

Specialty Care Center. If You have a life-threatening condition or disease or a
degenerative and disabling condition or disease that requires specialty care over a
long period of time, You may request a Referral to a specialty care center with
expertise in treating Your condition or disease. A specialty care center is a center that
has an accreditation or designation from a state agency, the federal government or a
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national health organization as having special expertise to treat Your disease or
condition. We will consult with Your PCP, Your Specialist, and the specialty care
center to decide whether to approve such a Referral. Any Referral will be pursuant to
a treatment plan developed by the specialty care center, and approved
consultation with Your PCP or Specialist and You. We will not approv
non-participating specialty care center unless We determine that
appropriate specialty care center in Our network. If We approve
participating specialty care center, Covered Services rendered
participating specialty care center pursuant to the approved treatm
paid as if they were provided by a participating specialty care center.
responsible only for any applicable In-Network Cost-Sharing.

When Your Provider Leaves the Network. If Yo
treatment when Your Provider leaves Our network,

to You terminates. If You are pregnant,
Participating Provider through deliver,

policies and procedures, includ uring quality of care and obtaining
Preauthorization, Referrals and pproved by Us. You will receive the
Covered Service i ed by a Participating Provider. You will

inent harm to patients or final disciplinary
pairs the Provider's ability to practice,
not available.

Sease or condition or a degeneratlve and disabling condition or disease.
ontinue care with a Non-Participating Provider if You are in the second

cy, the Non-Participating Provider must agree to accept as payment Our fees
ch services. The Provider must also agree to provide Us necessary medical
information related to Your care and to adhere to Our policies and procedures
including those for assuring quality of care and obtaining Preauthorization, Referrals,
and a treatment plan approved by Us. If the Provider agrees to these conditions, You
will receive the Covered Services as if they were being provided by a Participating
Provider. You will be responsible only for any applicable In-Network Cost-Sharing.
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Section IV - Cost-Sharing Expenses and Allowed
Amount

A. Deductible. Except where stated otherwise, You must pay the amountdiithe Schedule

no further Deductible will be required for any person c
Plan Year.

The Deductible runs from January 1 to Decg

as described above, You must pay the i in the Schedule
of Benefits section of this Contract for ices. However, when the Allowed

amount.

C. Coinsurance. Except where stat i ou have satisfied the Deductible
as described above, You must pa lae»Allowed Amount for Covered
Services. We will pay the remainin of the Allowed Amount as Your benefit
as shown in the [ [ is Contract.

D. Out-of-Pocket Limi t Your Out-of-Pocket Limit in payment of
Cost-Sharing for a Pla i le of Benefits section of this Contract, We
will provide coverage for ed Amount for Covered Services for the

remain at Plan Year. u have other than individual coverage, once a person
within a{an ut-of-Pocket Limit in the Schedule of Benefits
section o ill provide coverage for 100% of the Allowed Amount for
the rest o at person. If other than individual coverage applies, when

e family covered under this Contract have collectively met the family
it in payment of Cost-Sharing for a Plan Year in the Schedule of

of this Contract, We will provide coverage for 100% of the Allowed

t of that Plan Year for the entire family.

out-of-network services, except for Emergency Services, out-of-

ces approved by Us as an in-network exception and out-of-network

not apply toward Your Out-of-Pocket Limit. The Out-of-Pocket Limit runs
ry 1 to December 31 of each calendar year.

network s
dialysis

-0f-Network Out-of-Pocket Limit. This Contract does not have an Out-of-Network
Out-of-Pocket Limit.

F. Allowed Amount. "Allowed Amount" means the maximum amount We will pay for the
services or supplies Covered under this Contract, before any applicable Copayment,
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Deductible and Coinsurance amounts are subtracted. We determine Our Allowed
Amount as follows:

The Allowed Amount for Participating Providers will be the amount We havegegotiated
with the Participating Provider.

Our payments to Participating Providers may include financial incenti
improve the quality of care and promote the delivery of Covered S
efficient manner. Payments under this financial incentive program
payment for a specific Covered Service provided to You. Your Cost-
change based on any payments made to or received from Participatin
part of the financial incentive program.

See the Emergency Services and Urgent Care secti
Amount for Emergency Services rendered by Non-Pa
Ambulance and Pre-Hospital Emergency Medical Servic
the Allowed Amount for Pre-Hospital Emerg ical
Participating Providers.

POL26.H.IEX.NY 20



Section V - Who is Covered

Who is Covered Under this Contract. You, the Subscriber to whom this Contract is
issued, are covered under this Contract. You must live or reside in Our Sgfuice Area
to be covered under this Contract. If You are enrolled in Medicare, Yo not eligible
to purchase this Contract. Members of Your family may also be cov depending on
the type of coverage You selected.

Types of Coverage. We offer the following types of coverage:
1. Individual. If You selected individual coverage, then You are

2. Individual and Spouse. If You selected individual and Spouse co
You and Your Spouse are covered.

legally adopted Chlldren ste
adoptive parent without rega
status or employment. A prop S
basis as a natural Child during i pr to the finalization of the Child's
adoption. Coverage Iasts until th hich the Child turns 26 years of
You are a legal guardian if the
Chlldren are chi pport and You have been appointed
ildren for whom You are granted legal
custody by court orde natural Children, legally adopted Children,
dren, and Chil r whom You are the proposed adoptive parent, if the

dren for whom You are the proposed
dence reS|dency with You, student

al Hygiene Law), or physical disability and who became so incapable
nent of the age at which the Child's coverage would otherwise terminate

ou'have 31 days from the date of Your Child's attainment of the
age to submit an application to request that the Child be included in Your

alifies and continues to qualify under this section.

e have the right to request and be furnished with such proof as may be needed to
determine eligibility status of a prospective or covered Subscriber and all other
prospective or covered Members in relation to eligibility for coverage under this
Contract at any time.
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D. Special Enrollment Periods. Outside of the annual open enrollment period, You, the
Subscriber, Your Spouse, or Child can enroll for coverage within 60 days prior to or
after the occurrence of one (1) of the following events:

1. You, Your Spouse or Child involuntarily loses minimum essential
including COBRA or state continuation coverage; including if Y
a non-calendar year group health plan or individual health i
even if You have the option to renew the coverage;

age,
e enrolled in

4.  You, Your Spouse or Child bec@
because of a permanent
essential coverage for
or

Spouse or Child had minimum
during the 60 days before the move;

You, the Subscriber, Your Spouse, or
r the occurrence of one (1) of the

1. You, Your Spo ent or non-enrollment in another qualified
: ertent or erroneous and was the result of the

tity providing enroliment assistance or conducting
luated and determined by the NYSOH,;

ild adequately demonstrate to the NYSOH that another
ealth plan in which You were enrolled substantially violated a material
of its contract;

Dependent or become a Dependent through birth, adoption or

or adoption or foster care, or through a child support order or other
order, however, foster Children and Children for whom You are a legal
ian are not covered under this Contract;

gain a Dependent or become a Dependent through marriage and You or
our Spouse had minimum essential coverage for one (1) or more days during
the 60 days before the marriage;

5. You lose a Dependent or are no longer considered a Dependent through
divorce, legal separation, or upon the death of You or Your Dependents;

POL26.H.IEX.NY 22



6. If You are an Indian, as defined in 25 U.S.C. 450b(d), You and Your Dependents
may enroll in a qualified health plan or change from one (1) qualified health plan
to another one (1) time per month;

7. You, Your Spouse or Child demonstrate to the NYSOH that You
exceptional circumstances as the NYSOH may provide;

8.  You, Your Spouse or Child were not previously a citizen, n
present individual and You gain such status;

9.  You, Your Spouse or Child are determined newly eligible or n
advance payments of the Premium Tax Credit or have a change
Cost-Sharing Reductions;

10. You are a victim of domestic abuse or spous

11.

12. You, Your Spouse or Chi
material error related to pl [ ea, or premium influenced Your
decision to purchase a qual lan th ough the NYSOH.

The NYSOH m um payment within 60 days of one (1)

of these events.

for one
foreign 2 ed States territory for one (1) or more days during the 60

aring Reductions and Silver Level Plans. If You, Your Spouse or
become newly eligible for Cost-Sharing Reductions and are not enrolled in
er level qualified health plan, You, Your Spouse or Child can only change
silver level qualified health plan.

Gain a Dependent. If You gain a Dependent, You must add the Dependent to
Your current qualified health plan, or, if the current qualified health plan's rules
do not allow the Dependent to enroll, You and Your Dependents may change to
another qualified health plan within the same level of coverage (or to one (1)
metal level higher or lower if no qualified health plan is available at Your current
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metal level). Your Dependent may also enroll in any separate qualified health
plan.

3. Metal Level Plan Selection Limitations for Special Enrollment P
addition to the plan selection limitations described above, if You
special enrollment period, You may only make enrollment cha

metal level of coverage (or to one (1) metal level higher or.
health plan is available at Your current metal level) for any
triggering event listed above except the following:

1. You, Your Spouse or Child's enrollment or non-enrollment in

the result of the error, misrepresentatio
employee, or agent of the NYSOH, or a n
enrollment assistance or conductia iviti ated and
determined by the NYSOH;

You are an Indian, as defi

You, Your Spouse or Chil@ at You meet
other exceptional cir, YSOH may provide;

4. You are avictimo
Dependent or unm i i household, are enrolled in
minimum essential ¢
in coverage separate petrator of the abuse or abandonment; or

benefits, service area, or premium influenced
ualified health plan through the NYSOH.

lifies for any of these same special
ust add the Dependent to Your current qualified health

5 of Coverage for Special Enrollment Periods. If You, Your Spouse
2cause You are losing minimum essential coverage within the next 60
re determined newly eligible for advance payments of the Premium Tax
use the coverage You are enrolled in will no longer be employer-
minimum essential coverage, or You gain access to new qualified health
cause You are moving, and Your selection is made on or before the

ring event, then Your coverage will begin on the first day of the month following
Your loss of coverage.

If You, Your Spouse or Child enroll because You got married, Your coverage will
begin on the first day of the month following Your selection of coverage. If You, Your
Spouse or Child enroll because You gain a Dependent through adoption or placement
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for adoption, Your coverage will begin on the date of the adoption or placement for
adoption.

If You, Your Spouse or Child enroll because of a court order, Your cover
on the date the court order is effective.

will begin

If You have a newborn or adopted newborn Child and the NYSOH
such birth within 60 days thereafter, coverage for Your newborn
of birth; otherwise coverage begins on the date on which the N
Your adopted newborn Child will be covered from the moment of
physical custody of the infant as soon as the infant is released from t
birth and You file a petition pursuant to Section 115-c of the New York
Relations Law within 60 days of the infant's birth; a
of revocation to the adoption has been filed pursu
York Domestic Relations Law, and consent to the ad
However, We will not provide Hospital benefi

family coverage and pay any additions
adoption in order for coverage

If You, Your Spouse or Child en
Your coverage will begin on the

2ath of You or Your Dependents,
following Your selection.

Advance paym i nd Cost-Sharing Reductions are not
effective until the g month, unless the birth, adoption, or
placement for adopt t day of the month.

our coverage will depend on when the
. If Your selection is received between the first and
verage will begin on the first day of the foIIowing

You must provide Us with the certification from Your Health Care

| that You are pregnant. Coverage will be effective on the first day of the
hich You received the certification from Your Health Care Professional that
pregnant unless You elect for coverage to be effective on the first day of the
following certification. You must pay all Premiums due from the first day of the
month in which You received the certification that You are pregnant for Your coverage
to begin. However, if You elect for coverage to be effective on the first day of the
month following certification, You must pay all Premiums due from the first day of the
month in which Your coverage is effective.
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If You are eligible, advance payments of any Premium Tax Credit and Cost-Sharing
Reductions will apply on the first day of the month following Your enrollment with
NYSOH.

H. Domestic Partner Coverage. This Contract covers domestic partners bscribers
as Spouses. If You selected family coverage, Children covered und Contract
also include the Children of Your domestic partner. Proof of the d
and financial interdependence must be submitted in the form of:

1. Registration as a domestic partnership indicating that neithe
registered as a member of another domestic partnership within
months, where such registry exists; or

2. For partners residing where registration doe

a. An alternative affidavit of domestic partne
notarized and must contain the follewwis

Joint obligation on a loan;

Status as an authorized signatory on the partner's bank account,
credit card or charge card;

Joint ownership of holdings or investments;
Joint ownership of residence;
Joint ownership of real estate other than residence;

Listing of both partners as tenants on the lease of the shared
residence;

» Shared rental payments of residence (need not be shared 50/50);

S Listing of both partners as tenants on a lease, or shared rental
payments, for property other than residence;
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e A common household and shared household expenses, e.g., grocery
bills, utility bills, telephone bills, etc. (need not be shared 50/50);

e Shared household budget for purposes of receiving gove
benefits;

e Status of one (1) as representative payee for the o
benefits;

government

» Joint ownership of major items of personal prop
furniture);

» Joint ownership of a motor vehicle;

» Joint responsibility for child care (
guardianship);

» Shared child-care expenses,e:@ ol bills

(need not be shared 50/50
8 Execution of wills nami er a r beneficiary;

account;
Mutual grant
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Section VI - Preventive Care

Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing
requirements, day or visit limits, and any Preauthorization or Referral re
that apply to these benefits.

Preventive Care. We Cover the following services for the purpose

Participating Provider and provided in accordance with the compre
supported by the Health Resources and Services Administration ("H

not the primary purpose of the visit, the
apply to the office visit will still apply.

You may contact Us at the number G
www.myuhc.com/exchange for ehensive guidelines supported by
HRSA, items or services wit from USPSTF, and immunizations

recommended by ACIP.

A. Well-Baby and Well-Child Ca
consists of routine physical exa
screenings, deve

and well-child care which

ion screenings and hearing
ipatory guidance, and laboratory tests
by the American Academy of
Pediatrics. We als [ re and screenings as provided for in the
HRSA and items or services with an "A" or
of well-child visits referenced above permits
dar year, We will not deny a well-child visit if 365 days
s well-child visit. Immunizations and boosters as

f items or services with an "A" or "B" rating from USPSTF include, but are
to, blood pressure screening for adults, lung cancer screening, colorectal
reening, alcohol misuse screening, depression screening, and diabetes

g. A complete list of the Covered preventive Services is available on Our
site at www.myuhc.com/exchange or will be mailed to You upon request.

You are eligible for a physical examination once every Plan Year, regardless of
whether or not 365 days have passed since the previous physical examination visit.
Vision screenings do not include refractions.
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This benefit is not subject to Cost-Sharing when provided in accordance with the
comprehensive guidelines supported by HRSA and items or services with an "A" or
"B" rating from USPSTF.

Adult Immunizations. We Cover adult immunizations as recommend
This benefit is not subject to Cost-Sharing when provided in accord
recommendations of ACIP.

Well-Woman Examinations. We Cover well-woman examinati

screenings as provided for in the comprehensive gui
items or services with an "A" or "B" rating from US
Covered preventive Services is available on Our web
www.myuhc.com/exchange or will be maileddt
subject to Cost-Sharing when provided i
guidelines supported by HRSA and iteg

provided by breast tomosynthesis

(i.e., 3D mammograms), for t 2ast cancer as follows:

. One (1) baseline screeni lembers age 35 through 39; and

history of breast
Provider. However,
Year be Covered.

mograms as recommended by the Member's
than one (1) preventive screening per Plan

and Reproductive Health Services. We Cover family planning
onsist of: FDA-approved, -cleared, or -granted contraceptive methods
by a Provider not otherwise Covered under the Prescription Drug

ection of this Contract; patient education and counseling on use of

s, including management of side effects, counseling for continued adherence,
device insertion and removal; and sterilization procedures for women. Such
services are not subject to Cost-Sharing.

We also Cover vasectomies subject to Cost-Sharing.
We do not Cover services related to the reversal of elective sterilizations.
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Bone Mineral Density Measurements or Testing. We Cover bone mineral density
measurements or tests, and Prescription Drugs and devices approved by the FDA or
generic equivalents as approved substitutes. Coverage of Prescription Drugs is
subject to the Prescription Drug Coverage section of this Contract. Bon
density measurements or tests, drugs or devices shall include those
the federal Medicare program or those in accordance with the criteg
Institutes of Health. You will qualify for Coverage if You meet th
federal Medicare program or the criteria of the National Institute
meet any of the following:

. Previously diagnosed as having osteoporosis or having a family
osteoporosis;

. With symptoms or conditions indicative of th
osteoporosis;

. On a prescribed drug regimen posing
. With lifestyle factors to a degree a

. With such age, gender, and/or
significant risk for osteoporosis.

ded for in the comprehensive
ices with an "A" or "B" rating from

We also Cover osteoporosis
guidelines supported by HRS
USPSTF.

This benefit is not subject to Cos avided in accordance with the
comprehenswe and items or services with an "A" or
"B" rating from all of the above services such as

ale cancer.

ot subject to Cost-Sharing.

ding all colon cancer examinations or laboratory tests in accordance
PSTF for average risk individuals. This benefit includes an initial
y or other medical test for colon cancer screening and a follow-up

tive screening test.

This benefit is not subject to Cost-Sharing when provided in accordance with the
recommendations of the USPSTF.
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Section VII - Ambulance and Pre-Hospital Emergency

Medical Services

Please refer to the Schedule of Benefits section of this Contract for Cos
requirements, day or visit limits, and any Preauthorization or Referra
that apply to these benefits. Pre-Hospital Emergency Medical Servi
ambulance services for the treatment of an Emergency Conditi
Preauthorization.

A. Emergency Ambulance Transportation.
1. Pre-Hospital Emergency Medical Services. We Cover Pre-Hosp

transportation to a Hospital pro
prudent layperson, possessi

could reasonably expe h transportation to result in:

. Placing the health 2d with such condition or, with

respect to a pregna

person.

sed under New York Public Health Law Article 30
may not charge or seek reimbursement from You
ency Medical Services except for the collection of any

customary charge for Pre-Hospital Emergency Medical Services,

not be excessive or unreasonable. The usual and customary charge
pital Emergency Medical Services is the lesser of the FAIR Health

t the 80th percentile calculated using the place of pickup or the Provider's
charges.

ergency Ambulance Transportation. In addition to Pre-Hospital
mergency Medical Services, We also Cover emergency ambulance
transportation worldwide by a licensed ambulance service (either ground or
water ambulance) to the nearest Hospital where Emergency Services can be
performed. This coverage includes emergency ambulance transportation to a
Hospital when the originating Facility does not have the ability to treat Your
Emergency Condition.
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In the absence of negotiated rates, We will pay a Non-Patrticipating Provider
licensed under New York Public Health Law Article 30 the usual and customary
charge for emergency ambulance transportation, which shall not be excessive or
unreasonable. The usual and customary charge for emergency a
transportation is the lesser of the FAIR Health rate at the 80th p

reasonable will not exceed the Non-Participati
B. Non-Emergency Ground Ambulance Trans

. To a Hospital that provid
original Hospital;

. To a more cost-effective
0 From an Acute care Facilit
C. Air Ambulance

e Cover emergency air ambulance
sed ambulance service to the nearest
can be performed. This coverage includes

lance Services. We Cover non-emergency air
»n by a licensed ambulance service between Facilities
ny of the following:

ansport is

a non-participating Hospital to a participating Hospital;

Hospital that provides a higher level of care that was not available at
iginal Hospital;

0 a more cost-effective Acute care Facility; or
From an Acute care Facility to a sub-Acute setting.

ayments for Air Ambulance Services. We will pay a Participating Provider
the amount We have negotiated with the Participating Provider for the air
ambulance service.

We will pay a Non-Participating Provider the amount We have negotiated with
the Non-Participating Provider for the air ambulance service or an amount We
have determined is reasonable for the air ambulance service or the Non-
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D. Limitations/Terms of Coverage.

Participating Provider’s charge for the air ambulance service. However, the
negotiated amount or the amount We determine is reasonable will not exceed
the Non-Participating Provider's charge.

If a dispute involving a payment for air ambulance services is sub
independent dispute resolution entity (IDRE), We will pay the
determined by the IDRE for the air ambulance services.

You are responsible for any Cost-Sharing for air ambulan
Participating Provider may only bill You for Your Cost-Sharin
bill from a Non-Participating Provider that is more than Your Co
should contact Us.

prescribed by a Physician.

We do not Cover non-ambulance
cab.

Coverage for air ambulan
ambulance related to n
medical condition is suc
appropriate; and Your m
ambulance transportation
(1) of the following is met:

Sportation is provided when Your
N by land ambulance is not
ices immediate and rapid
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Section VIII - Emergency Services and Urgent Care

Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing
requirements, day or visit limits, and any Preauthorization or Referral re
that apply to these benefits.

Emergency Services. We Cover Emergency Services for the tre
Emergency Condition in a Hospital.

that manifests itself by Acute symptoms of sufficient severity, includi
such that a prudent layperson, possessing an average knowledge of

. Serious disfigurement o

For example, an Emergency C
conditions:

. Severe che
g Severe or
. Severe shortne

den change in | status (e.qg., disorientation)

dless of whether the Provider is a Participating Provider. We will also
rgency Services to treat Your Emergency Condition worldwide. However,
ver only those Emergency Services and supplies that are Medically

ry and are performed to treat or stabilize Your Emergency Condition in a

Please follow the instructions listed below regardless of whether or not You are in Our
Service Area at the time Your Emergency Condition occurs:

1. Hospital Emergency Department Visits. In the event that You require
treatment for an Emergency Condition, seek immediate care at the nearest
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Hospital emergency department or call 911. If you are experiencing a mental

health crisis, You may also call 988 for assistance. Emergency Department Care
does not require Preauthorization. However, only Emergency Services for the
treatment of an Emergency Condition are Covered in an emer

treatment. Our Medical Management Coordinators are avai
7 days a week. Your Coordinator will direct You to the em
a Hospital or other appropriate Facility.

appropriate follow-up care.

2. Emergency Hospital Admissions. In the even
Hospital, You or someone on Your be
Your ID card within 48 hours of Yo
possible.

We Cover inpatient Hospital sé

3. Payments Relating to E We will pay a Participating
Provider the amount We h i e Participating Provider for the

d by the IDRE for the services.
esponsible for any Cost-Sharing. You will be held harmless for any

m a Non-Participating Provider that is more than Your Cost-Sharing, You
d contact Us.

are. Urgent Care is medical care for an illness, injury or condition serious
h that a reasonable person would seek care right away, but not so severe as to
require Emergency Department Care. Urgent Care is Covered in Our Service Area.

1. In-Network. We Cover Urgent Care from a participating Physician or a
participating Urgent Care Center. You do not need to contact Us prior to or after
Your visit.
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2. Out-of-Network. We do not Cover Urgent Care from non-participating Urgent
Care Centers or Physicians.

If Urgent Care results in an emergency admission, please follow the
instructions for emergency Hospital admissions described above
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Section IX - Outpatient and Professional Services

Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing
requirements, day or visit limits, and any Preauthorization or Referral re
that apply to these benefits.

Advanced Imaging Services. We Cover PET scans, MRI, nucle
CAT scans.

Allergy Testing and Treatment. We Cover testing and evaluatio
injections, and scratch and prick tests to determine the existence of
also Cover allergy treatment, including desensitization treatments, rou
injections and serums.

the day the surgery is performed.
Chemotherapy and Immunotherapy. \

Contract.

Chiropractic Services. We i are when performed by a Doctor of
Chiropractic ("chiropractor”) in i etection or correction by manual
or mechanical means of structur on or subluxation in the human
body for the purp rence and the effects thereof, where
such interferen ortion, misalignment or subluxation
of the vertebral co . ssessment, manipulation and any modalities.
Any laboratory tests ccordance with the terms and conditions of

this Contract.

ening disease or condition; and
by a Participating Provider who has concluded that Your participation

nical trials, including when You do not have cancer or other life-threatening
condition, may be subject to the Utilization Review and External Appeal

not Cover: the costs of the investigational drugs or devices; the costs of non-
alth services required for You to receive the treatment; the costs of managing the
research; or costs that would not be covered under this Contract for non-
investigational treatments provided in the clinical trial.

An "approved clinical trial" means a phase |, Il, lll or IV clinical trial that is:
. A federally funded or approved trial;
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Dialysis. We Cover dialysis treatments of an Acute or chronic kidn
also Cover dialysis treatments provided by a Non-Participating P
the following conditions:

Conducted under an investigational drug application reviewed by the federal
Food and Drug Administration; or

A drug trial that is exempt from having to make an investigational new drug
application.

The Non-Participating Provider is duly licensed to practice an
provide such treatment.

We will provide benefits f dialysis treatments by a Non-
Participating Provider per

Benefits for [ [ ing Provider are Covered when all the

Participating Provider. However, You are also
e between the amount We would have paid
Participating Provider and the Non-

Your Physician's written treatment plan and must be in lieu of
tion or confinement in a Skilled Nursing Facility. Home care includes:

-time or intermittent nursing care by or under the supervision of a registered
rofessional nurse;

Part-time or intermittent services of a home health aide;

Physical, occupational or speech therapy provided by the Home Health Agency;
and
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. Medical supplies, Prescription Drugs and medications prescribed by a Physician,
and laboratory services by or on behalf of the Home Health Agency to the extent
such items would have been Covered during a Hospitalization or confinement in
a Skilled Nursing Facility.

Home Health Care is limited to 40 visits per Plan Year. Each visit by
Home Health Agency is considered one (1) visit. Each visit of up
home health aide is considered one (1) visit. Any Rehabilitation
Habilitation Services received under this benefit will not reduce t

incapacity to impregnate another person or to con
establish a clinical pregnancy after 12 months of reg
intercourse or therapeutic donor inseminatios 2

years of age or older. Earlier evaluatiopf@anc 6 based on a

ervices will be provided to a Member
treatment. In order to determine
the American College of

Society for Reproductive

1. Basic Infertility Servic
who is an appropriate ¢
eligibility, We will use gui
Obstetricians and Gynecol
Medicine, a

Basic infe

function;

fometrial biopsy;
jc ultrasound:

Testis biopsy;
Blood tests; and
’ Medically appropriate treatment of ovulatory dysfunction.

Additional tests may be Covered if the tests are determined to be Medically
Necessary.

2. Comprehensive Infertility Services. If the basic infertility services do not result
in increased fertility, We Cover comprehensive infertility services.
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Comprehensive infertility services include:
. Ovulation induction and monitoring;
. Pelvic ultrasound,

. Artificial insemination;
. Hysteroscopy;

. Laparoscopy; and

. Laparotomy.

3.  Fertility Preservation Services. We Cover standard fertility pres
services when a medical treatment may directlgor indirectly cause ia

zygote intrafallopian tube transfers;

. Costs associated
medical expenseS'

m donor, including the donor's

d ova except when performed as

rvices must be provided by Providers who are qualified to provide such
es in accordance with the guidelines established and adopted by the
rican Society for Reproductive Medicine. We will not discriminate based on
ur expected length of life, present or predicted disability, degree of medical
dependency, perceived quality of life, other health conditions, or based on
personal characteristics including age, sex, sexual orientation, marital status or
gender identity, when determining coverage under this benefit.

K. Infusion Therapy. We Cover infusion therapy which is the administration of drugs
using specialized delivery systems. Drugs or nutrients administered directly into the
veins are considered infusion therapy. Drugs taken by mouth or self-injected are not
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considered infusion therapy. The services must be ordered by a Physician or other
authorized Health Care Professional and provided in an office or by an agency
licensed or certified to provide infusion therapy. Any visits for home infusion therapy
count toward Your home health care visit limit.

Interruption of Pregnancy. We Cover abortion services. Coverage
services includes any Prescription Drug prescribed for an abortio
Generic Drugs and Brand-Name Drugs, even if those Prescripti
been approved by the FDA for abortions, if the Prescription Drug
medication for abortions in one of these reference compendia:

. The WHO Model Lists of Essential Medicines;
. The WHO Abortion Care Guidelines; or

. The National Academies of Science, Engineeri
Study Report.

Medicine Consens

Abortion services are not subject to Cos
Provider.

diagnostic x-rays, x-ray ther
electroencephalograms, labo

trocardiograms,
2rapeutic radiology services.

We Cover biomarker precision [ ding both single-analyte tests and
multiplex panel tests, performed
waived by the FD sis, treatment, appropriate

edicaid Services ("CMS") national coverage
are administrative contractor local coverage

ements for scientific manuscripts and that submit most of their published
s for review by experts who are not part of the editorial staff.

and Newborn Care. We Cover services for maternity care provided by a
lan or midwife, nurse practitioner, Hospital or birthing center. We Cover
prenatal care (including one (1) visit for genetic testing), postnatal care, delivery, and
complications of pregnancy. In order for services of a midwife to be Covered, the
midwife must be licensed pursuant to Article 140 of the New York Education Law,
practicing consistent with Section 6951 of the New York Education Law and affiliated
or practicing in conjunction with a Facility licensed pursuant to Article 28 of the New
York Public Health Law. We will not pay for duplicative routine services provided by
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both a midwife and a Physician. See the Inpatient Services section of this Contract for
Coverage of inpatient maternity care.

We Cover breastfeeding support, counseling and supplies, including the t of

renting one (1) breast pump per pregnancy for the duration of breast fe

We also Cover the outpatient use of pasteurized donor human mil
include fortifiers, for which a Health Care Professional has issue
infant who is medically or physically unable to receive maternal
participate in breast feeding, or whose mother is medically or phys
produce maternal breast milk at all or in sufficient quantities or partici
feeding despite optimal lactation support. Such infant must have a doc
weight of less than one thousand five hundred gra or a congenital or a
condition that places the infant at a high risk for de ment of necrotizing
enterocolitis.

Office Visits. We Cover office visits for the

described in the Inpatient Services sé
You while being treated in an o i
[ pulmonary rehabilitation, infusion
therapy and cardiac rehabilita e receiving preadmission testing,
Hospitals are not Participating

tests.
Preadmission TgSting. ion testing ordered by Your Physician

t is physically present at the Hospital for the tests.

ugs for Use in the Office and Outpatient Facilities. We Cover

gs (excluding self-injectable drugs) used by Your Provider in the

2 and Outpatient Facility for preventive and therapeutic purposes. This
lies when Your Provider orders the Prescription Drug and administers it to
Prescription Drugs are Covered under this benefit, they will not be

abilitation Services. We Cover Rehabilitation Services consisting of physical
therapy, speech therapy and occupational therapy in the outpatient department of a
Facility or in a Health Care Professional's office for up to 60 visits per condition per
Plan Year. The visit limit applies to all therapies combined. For the purpose of this
benefit, "per condition” means the disease or injury causing the need for the therapy.

We Cover speech and physical therapy only when:

POL26.H.IEX.NY 42



. Such therapy is related to the treatment or diagnosis of Your illness or injury (in
the case of a covered Child, this includes a medically diagnosed congenital
defect);

. The therapy is ordered by a Physician; and

. You have been hospitalized or have undergone surgery for s
Covered Rehabilitation Services must begin within six (6) mont
. The date of the injury or iliness that caused the need for the

. The date You are discharged from a Hospital where surgical tre
rendered; or

. The date outpatient surgical care is rendere

Second Opinions.

1. Second Cancer Opinion. We Cg
appropriate Specialist, including bu
specialty care center, in the eve
or a recurrence of cancer, on of a course of treatment for
cancer. You may obtai rom a Non-Participating Provider on
an in-network basis whe ing Physician provides a written Referral to
a non-participating Speci

. We may require a second opinion before
re. There is no cost to You when We request

on. If the first and second opinions do not agree, We will designate another
vider to render a third opinion. After completion of the second opinion
process, We will preauthorize Covered Services supported by a majority of the
Providers reviewing Your case.

Surgical Services. We Cover Physicians' services for surgical procedures, including
operating and cutting procedures for the treatment of a sickness or injury, and closed
reduction of fractures and dislocations of bones, endoscopies, incisions, or punctures
of the skin on an inpatient and outpatient basis, including the services of the surgeon
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or Specialist, assistant (including a Physician's assistant or a nurse practitioner), and
anesthetist or anesthesiologist, together with preoperative and post-operative care.
Benefits are not available for anesthesia services provided as part of a surgical
procedure when rendered by the surgeon or the surgeon's assistant.

Sometimes two (2) or more surgical procedures can be performed d
operation.

Through the Same Incision. If Covered multiple surgical proc
through the same incision, We will pay for the procedure with the
Amount.

. Oral surgic
condition

astectomy or partial mastectomy. Coverage includes all stages of
of the breast or chest wall on which the mastectomy or partial

s been performed; surgery and reconstruction of the other breast or
duce a symmetrical appearance; and physical complications of the
partial mastectomy, including lymphedemas, in a manner determined
Your attending Physician to be appropriate. Chest wall reconstruction
ludes aesthetic flat closure as defined by the National Cancer Institute.
chest wall reconstruction surgery includes the tattooing of the nipple-areolar
x if such tattooing is performed by a Health Care Professional. We also Cover
Implanted breast prostheses following a mastectomy or partial mastectomy.

Other Reconstructive and Corrective Surgery. We Cover reconstructive and
corrective surgery other than reconstructive breast surgery only when it is:

. Performed to correct a congenital birth defect of a covered Child which has
resulted in a functional defect;
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. Incidental to surgery or follows surgery that was necessitated by trauma,
infection or disease of the involved part; or

. Otherwise Medically Necessary.

Telemedicine Program (Virtual Visits). In addition to providing Cov
telehealth, We Cover online internet consultations between You an
participate in Our telemedicine program for medical conditions t
Emergency Condition. Not all Participating Providers participate
program. You can check Our Provider directory or contact Us for
Providers that participate in Our telemedicine program.

Benefits are available only when services i ed Virtual
Network Provider. You can find a Desigfated Vi i contacting

ust be prescribed by Your Specialist(s). Additionally, all
st be performed at Hospitals that We have specifically approved
2d to perform these procedures. See the Utilization Review and

an donor only if the recipient is a Member. We do not Cover the medical
expenses of a non-Member acting as a donor for You if the non-Member's expenses
will be Covered under another health plan or program.

We do not Cover: travel expenses, lodging, meals, or other accommodations for
donors or guests; donor fees in connection with organ transplant surgery; or routine
harvesting and storage of stem cells from newborn cord blood.
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Section X - Additional Benefits, Equipment and Devices

Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing
requirements, day or visit limits, and any Preauthorization or Referral re
that apply to these benefits.

A. Diabetic Equipment, Supplies and Self-Management Educatio
diabetic equipment, supplies, and self-management education i
prescribed by a Physician or other licensed Health Care Profess
authorized to prescribe under Title 8 of the New York Education La
below:

1. Equipment and Supplies. We Cover the following equipment and
supplies for the treatment of diabetes when
other Provider legally authorized to prescribe:

+  Acetone reagent strips

. Acetone reagent tablets
. Alcohol or peroxide by th
. Alcohol wipes

. All insulin prepara

lucose test or reagent strips
Injection aides
Injector (Busher) Automatic

. Insulin

. Insulin cartridge delivery
. Insulin infusion devices
. Insulin pump
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. Lancets
. Oral agents such as glucose tablets and gels
. Oral anti-diabetic agents used to reduce blood sugar levels

. Syringe with needle; sterile 1 cc box
. Urine testing products for glucose and ketones

We Cover education on self-management and
diagnosed; a Physician diagnoses a signifiea

. By a Physician, other hea

. Upon the Referral i pr other health care Provider
authorized to presc C
following non-Physic

Primarily and customarily used to serve a medical purpose;
Generally not useful to a person in the absence of disease or injury; and
Appropriate for use in the home.

Coverage is for standard equipment only. We Cover the cost of repair or
replacement when made necessary by normal wear and tear. We do not Cover
the cost of repair or replacement that is the result of misuse or abuse by You.
We will determine whether to rent or purchase such equipment. We do not
Cover over-the-counter durable medical equipment.
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We do not Cover equipment designed for Your comfort or convenience (e.g.,
pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise
equipment), as it does not meet the definition of durable medical equipment.

ernally
ody part

2. Braces. We Cover braces, including orthotic braces, that are wor
and that temporarily or permanently assist all or part of an exte
function that has been lost or damaged because of an injury
Coverage is for standard equipment only. We Cover repla
or a change in Your medical condition make replacement n
Cover the cost of repair or replacement that is the result of mi
You.

C. Hearing Aids.
1. External Hearing Aids. We Cover hearing ai

Covered Services are availabl
a written recommendatio
charges for associated
repair and/or replaceme
three (3) years.

d include the hearing aid and the
Ve Cover a single purchase (including
or one (1) or both ears once every

@’hearing aids (i.e., cochlear
ary to correct a hearing impairment.
aids are Medically Necessary include

e Care is available if Your primary attending Physician has certified

X (6) months or less to live. We Cover inpatient Hospice Care in a
hospice and home care and outpatient services provided by the hospice,
rugs and medical supplies. Coverage is provided for 210 days of Hospice
also Cover five (5) visits for supportive care and guidance for the purpose of
You and Your immediate family cope with the emotional and social issues

ed to Your death, either before or after Your death.

We Cover Hospice Care only when provided as part of a Hospice Care program
certified pursuant to Article 40 of the New York Public Health Law. If care is provided
outside New York State, the hospice must be certified under a similar certification
process required by the state in which the hospice is located. We do not Cover:
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funeral arrangements; pastoral, financial, or legal counseling; or homemaker,
caretaker, or respite care.

Medical Supplies. We Cover medical supplies that are required for the tregatment of a
disease or injury which is Covered under this Contract. We also Cover
supplies (e.g., ostomy supplies) for conditions Covered under this C
supplies must be in the appropriate amount for the treatment or
in progress. We do not Cover over-the-counter medical supplie
Equipment, Supplies, and Self-Management Education section a
description of diabetic supply Coverage.

Prosthetics.
1. External Prosthetic Devices. We Cover pro

Eyeglasses and contact le
Contract and are only Cov e Pediatric Vision Care section of this

or replacement is the result of misuse or abuse by You.
2rosthetic Devices. We Cover surgically implanted prosthetic devices

has been removed or damaged due to disease or injury. This
es implanted breast prostheses following a mastectomy or partial

Coverage also includes repair and replacement due to normal growth or normal
wear and tear.

Coverage is for standard equipment only.
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Section Xl - Inpatient Services

Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing
requirements, day or visit limits, and any Preauthorization or Referral re
that apply to these benefits.

Hospital Services. We Cover inpatient Hospital services for Acut or treatment
given or ordered by a Health Care Professional for an illness, inj
severity that must be treated on an inpatient basis, including:

. Semiprivate room and board;
. General, special and critical nursing care;
. Meals and special diets;

. The use of operatlng recovery and cystoscoplc s and equipment;

. Supplies and the use of equi i ion with oxygen, anesthesia,
phy5|othera|0y, chemother

ed patient and which are billed by the Hospital.
ing requirements in the Schedule of Benefits section of this Contract

n to the Hospital occur within a period of not more than 90 days for the
ated causes.

s are Hospital outpatient services provided to help a Physician decide whether
0 admit or discharge You. These services include use of a bed and periodic
monitoring by nursing or other licensed staff.

Inpatient Medical Services. We Cover medical visits by a Health Care Professional
on any day of inpatient care Covered under this Contract.
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Inpatient Stay for Maternity Care. We Cover inpatient maternity care in a Hospital
for the mother, and inpatient newborn care in a Hospital for the infant, for at least 48
hours following a normal delivery and at least 96 hours following a caesarean section

care visit before the end of the 48-hour or 96-hour minimum Cover
Cover a home care visit. The home care visit will be provided within

ented birth weight of less than one
acquired condition that places the

mastectomy, incl r a period of time determined to be medically
appropriate by You i i

ervices. We Cover inpatient Habilitation Services consisting of physical
h therapy and occupational therapy for 60 days per Plan Year. The visit
all therapies combined.

ervices. We Cover inpatient Rehabilitation Services consisting of
rapy, speech therapy and occupational therapy for 60 days per Plan Year.
it applies to all therapies combined.

er speech and physical therapy only when:

Such therapy is related to the treatment or diagnosis of Your illness or injury (in
the case of a covered Child, this includes a medically diagnosed congenital
defect);

The therapy is ordered by a Physician; and
You have been hospitalized or have undergone surgery for such illness or injury.
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Covered Rehabilitation Services must begin within six (6) months of the later to occur:
1. The date of the injury or iliness that caused the need for the therapy;

2. The date You are discharged from a Hospital where surgical treat
rendered; or

3.  The date outpatient surgical care is rendered.

Skilled Nursing Facility. We Cover services provided in a Skil
including care and treatment in a semi-private room, as describe
Services" above. Custodial, convalescent or domiciliary care is not

acility for Your care, subject to any
xternal Appeal Agent renders a

Appeal Agent. We will Cover
applicable limitations in this
decision in Our favor.

hen You are receiving inpatient care in a Facility, We will not Cover additional
charges for special duty nurses, charges for private rooms (unless a private

room is Medically Necessary), or medications and supplies You take home from
the Facility. If You occupy a private room, and the private room is not Medically
Necessary, Our Coverage will be based on the Facility's maximum semi-private
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room charge. You will have to pay the difference between that charge and the
private room charge.

2. We do not Cover radio, telephone or television expenses, or beauty @r barber

services.

3.  We do not Cover any charges incurred after the day We advi
longer Medically Necessary for You to receive inpatient car
is overturned by an External Appeal Agent.
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Section Xll - Mental Health Care and Substance Use

Services
Please refer to the Schedule of Benefits section of this Contract for Cos

Diagnostic and Statistical Manual of Mental Disor
another generally recognized independent standard
as the International Classification of Disease

the diagnosis and treatment of
similar Hospital, medical and

defined in New York Me i : sction 1.03(10), such as:
. A psychiatric cent i ity under the jurisdiction of the New

t mental health care services under
New York State Commissioner of

ental health care that has been issued an operating
York State Commissioner of Mental Health;

ent of mental health conditions received at Facilities that provide
al treatment, including room and board charges. Coverage for
treatment services is limited to Facilities defined in New York Mental

rehénsive care center for eating disorders identified pursuant to New York
| Hygiene Law Article 30; and, in other states, to Facilities that are
sed or certified to provide the same level of treatment.

utpatient Services. We Cover outpatient mental health care services,
including but not limited to partial hospitalization program services and intensive
outpatient program services, relating to the diagnosis and treatment of mental
health conditions. Coverage for outpatient services for mental health care
includes Facilities that have been issued an operating certificate pursuant to
New York Mental Hygiene Law Article 31 or are operated by the New York State
Office of Mental Health, and crisis stabilization centers licensed pursuant to New
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York Mental Hygiene Law section 36.01 and, in other states, to similarly licensed
or certified Facilities; and services provided by a licensed psychiatrist or
psychologist; a licensed clinical social worker; a licensed nurse practitioner; a

Accreditation of Health Care Organizations or a national a
organization recognized by Us. We Cover, upon the referral
comprehensive neuropsychological examinations for dyslexia
by a Health Care Professional. Outpatient services also include n
counseling to treat a mental health condition.

. However, the negotiated amount or
the amount paid under t will not exceed the Non-
Participating Provider's c ased mental health clinic shall not
seek reimbursement from i ices provided at a school-
based mental health clinic [

services are by a licensed Physician or a licensed

Us to be Medically Necessary for the

f autism spectrum disorder. For purposes of
rum disorder" means any pervasive developmental
recent edition of the Diagnostic and Statistical

at the time services are rendered.

ermine whether someone has autism spectrum disorder.

istive Communication Devices. We Cover a formal evaluation by a
h-language pathologist to determine the need for an assistive
unication device. Based on the formal evaluation, We Cover the
ental or purchase of assistive communication devices when ordered or
prescribed by a licensed Physician or a licensed psychologist if You are
unable to communicate through normal means (i.e., speech or writing)
when the evaluation indicates that an assistive communication device is
likely to provide You with improved communication. Examples of assistive
communication devices include communication boards and speech-
generating devices. Coverage is limited to dedicated devices. We will only
Cover devices that generally are not useful to a person in the absence of a
communication impairment. We do not Cover items, such as, but not
limited to, laptop, desktop or tablet computers. We Cover software and/or
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applications that enable a laptop, desktop or tablet computer to function as
a speech-generating device. Installation of the program and/or technical
support is not separately reimbursable. We will determine whether the
device should be purchased or rented.

We Cover repair, replacement fitting and adjustments of
when made necessary by normal wear and tear or signi
Your physical condition. We do not Cover the cost o
made necessary because of loss or damage caused b
mistreatment, or theft; however, We Cover one (1) repai
per device type that is necessary due to behavioral issues.

iii. Behavioral Health Treatment. We Cover
programs that are necessary to de
maximum extent practicable,
provide such Coverage whe

modifications, usi 1l and consequences, to produce
socially significant nan behavior, including the use of
direct observation, d functional analysis of the
relationship between i i

sychologist or a licensed clinical
nce required by the New York Insurance
hich they are practicing.

ervices are provided by licensed or certified speech
ational therapists, physical therapists and social workers

Viders are otherwise Covered under this Contract. Except as otherwise
ibited by law, services provided under this paragraph shall be included
visit maximums applicable to services of such therapists or social

rs under this Contract.

Pharmacy Care. We Cover Prescription Drugs to treat autism spectrum
disorder that are prescribed by a Provider legally authorized to prescribe
under Title 8 of the New York Education Law. Coverage of such
Prescription Drugs is subject to all the terms, provisions, and limitations
that apply to Prescription Drug benefits under this Contract.

vii. Limitations. We do not Cover any services or treatment set forth above
when such services or treatment are provided pursuant to an individualized
education plan under the New York Education Law. The provision of
services pursuant to an individualized family service plan under New York
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and Statistical Manual of Me
1.

Public Health Law Section 2545, an individualized education plan under
New York Education Law Article 89, or an individualized service plan
pursuant to regulations of the New York State Office for People With

Coinsurance provisions under this Contract for similar se
example, any Copayment, Deductible or Coinsurance that

Coinsurance for Prescription Drugs will g
Drugs Covered under this benefit.

Inpatient Services. We i ance use services relating to the

pstance use disorders. Inpatient
ilities in New York State which are
licensed, c [ i by the Office of Addiction Services
ther states, to those Facilities that are
orized by a similar state agency and
ommission or a national accreditation organization
olism, substance abuse or chemical dependence

licensed, certifie
edited by the

substance use services relating to the diagnosis and
substance use disorders received at Facilities that provide
treatment, including room and board charges. Coverage for

al treatment services is limited to Facilities that are licensed, certified or
authorized by OASAS; and, in other states, to those Facilities that are
ertified or otherwise authorized by a similar state agency and

by the Joint Commission or a national accreditation organization
nized by Us as alcoholism, substance abuse or chemical dependence
ment programs to provide the same level of treatment.

utpatient Services. We Cover outpatient substance use services relating to
the diagnosis and treatment of substance use disorders, including but not limited
to partial hospitalization program services, intensive outpatient program
services, opioid treatment programs including peer support services, counseling,
and medication-assisted treatment. Such Coverage is limited to Facilities in New
York State that are licensed, certified or otherwise authorized by OASAS to
provide outpatient substance use disorder services and crisis stabilization
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centers licensed pursuant to New York Mental Hygiene Law section 36.01 and,
in other states, to those that are licensed, certified or otherwise authorized by a
similar state agency and accredited by the Joint Commission or a national

covered, for the purpose of this prg
identifies himself or herself as ad
substance use disorder; and
covers the person receivi
disorder. Our payment f
amount, regardless of t
therapy session.

herapy session will be the same
members who attend the family

C. Network Access for Mental Heal ce Use Services.

1. Definitions.
Terms used in this
the Definitions section
e Access

t an appointment for outpatient mental health care or outpatient
vices, a Participating Provider must offer You an appointment within

0) business days for an initial appointment; and
(7) calendar days for an appointment following a discharge from a
ital or an emergency room Vvisit.

above timeframes can be satisfied through a telehealth visit with a Participating
Provider, unless You specifically request an in-person visit.

We have designated staff to assist You in finding a Participating Provider who can treat
Your mental health condition or substance use disorder. You may contact Our
designated staff by calling 800-888-2998.
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If there is not a Participating Provider available within the Appointment Wait Time who
can treat Your mental health condition or substance use disorder, You or Your designee

requirements, We will:

¢ Notify You by telephone, if Your request was made

You may obtain a Referral to a Non-Particig

Sharing; and

e Approve a Referral to a Non-Particip
o Can treat Your mental heal

o0 Is able to meet the Appointme

o0 Is located within a re
appointment; and

o Charges rates that ar ive@runreasonable.

om You if You request an in-person

ndition or substance use disorder;
Wait Time;

rnal Appeal and external Appeal of Our determination that a service is not
edically Necessary and the Grievance section of this Contract for any other
determination.
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Section XIII - Prescription Drug Coverage

Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing
requirements, day or visit limits, and any Preauthorization or Referral re
that apply to these benefits.

Covered Prescription Drugs. We Cover Medically Necessary Pr
that, except as specifically provided otherwise, can be dispense
prescription and are:

. Required by law to bear the legend "Caution - Federal Law pro
without a prescription”;

. FDA approved;

. Ordered by a Provider authorized to prescribe
practice;

. Prescribed within the approved FD
. On Our Formulary; and

. Dispensed by a licensed phar
Covered Prescription Drugs i

. Self-injectable/administ
injector devices for the e
reactions.

gs, including epinephrine auto-
f life-threatening allergic

e treatment of phenylketonuria, branched-chain
and homocystinuria.

ed orally or via tube feeding, for which a Physician or other licensed
8s issued a written order. The written order must state that the enteral
edically Necessary and has been proven effective as a disease-

ic treatment regimen. Specific diseases and disorders include but are not
d to: inherited diseases of amino acid or organic acid metabolism; Crohn's
ase; gastroesophageal reflux; gastroesophageal motility such as chronic
testinal pseudo-obstruction; and multiple severe food allergies. Multiple food
allergies include but are not limited to: immunoglobulin E and
nonimmunoglobulin E-mediated allergies to multiple food proteins; severe food
protein induced enterocolitis syndrome; eosinophilic disorders and impaired
absorption of nutrients caused by disorders affecting the absorptive surface,
function, length, and motility of the gastrointestinal tract.
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. Modified solid food products that are low in protein, contain modified protein, or
are amino acid based to treat certain inherited diseases of amino acid and
organic acid metabolism and severe protein allergic conditions.

Covered
es in the

. Prescription Drugs prescribed in conjunction with treatment or ser,
under the infertility treatment benefit and fertility preservation s
Outpatient and Professional Services section of this Contrac

(1) of the following reference compendia: the American Hospita
Service-Drug Information; National Comprehensive Cancer Netw
Biologics Compendium; Thomson Micromede
Standard's Clinical Pharmacology; or other a
by the Federal Secretary of Health and Human
Medicare and Medicaid Services; or reg

cancerous cells.

. Smoking cessation drugs,4 i ounter drugs for which there is a
written order and Presc Ibed by a Provider.

. Preventive Prescription
is a written order, provide
supported by the Health R es Administration ("HRSA") or

ited States Preventive Services Task

prophylaxis (PrEP) and post-exposure
fection.

ethadone, and long-acting injectable naltrexone, and
&l medication, including when dispensed over-the-

2ptive drugs, devices and other products, including over-the-counter
ive drugs, devices and other products, approved, cleared, or granted

er-the-counter contraceptive products" means those products provided
comprehensive guidelines supported by HRSA. Coverage also includes
gency contraception when provided pursuant to a prescription or order or
en lawfully provided over-the-counter. You may request coverage for an
alternative version of a contraceptive drug, device and other product if the
Covered contraceptive drug, device and other product is not available or is
deemed medically inadvisable, as determined by Your attending Health Care
Professional. You may request an exception by having Your attending Health
Care Professional complete the Contraception Exception Form and sending it to
Us. Visit Our website at www.myuhc.com/exchange or call the number on Your

POL26.H.IEX.NY 61



ID card to get a copy of the form or to find out more about this exception
process.

You may request a copy of Our Formulary. Our Formulary is also availabl

Refills. We Cover Refills of Prescription Drugs only when dispe
mail order pharmacy as ordered by an authorized Provider. Be

early Refill will be limited to the amount remaining
dispensed. Your Cost-Sharing for the limited Refill is
prescription or Refill as set forth in the Sched

Benefit and Payment Information.

1. Cost-Sharing Expenses. You
the Schedule of Benefits sectio
Drugs are obtained from

You have a three (3) tie
expenses will generally
Prescription Drugs on tier

means that Your out-of-pocket
jption Drugs on tier 1 and highest for

Benefits. A lled al “ancillary charge,” may apply to some
Prescription D tion Drug on a higher tier is dispensed at
Our formulary includes a chemically

e, You, Your designee or Your Provider may request that We approve
 at the higher tier Cost-Sharing. If approved, You will pay the higher tier
ing only. If We do not approve coverage at the higher tier Cost-

ppeal sections of this Contract. The request for an approval should
e a statement from Your Provider that the Prescription Drug at the lower
not clinically appropriate (e.qg., it will be or has been ineffective or would
e adverse effects.) We may also request clinical documentation to support
this statement. If We do not approve coverage for the Prescription Drug on the
higher tier, the ancillary charge will apply toward Your Out-of-Pocket Limit.

You are responsible for paying the full cost (the amount the pharmacy charges
You) for any non-Covered Prescription Drug, and Our contracted rates (Our
Prescription Drug Cost) will not be available to You.
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Coupons and Other Financial Assistance. We will apply any third-party
payments, financial assistance, discounts, or other coupons that help You pay
Your Cost-Sharing towards Your Out-of-Pocket Limit.

This provision only applies to: 1) a Brand-Name Drug without an
generic equivalent, as determined by the FDA; 2) a Brand-Na
AB-rated generic equivalent, as determined by the FDA, an
accessed the Brand-Name Drug through Preauthorization
including step-therapy protocol; and 3) all Generic Drugs.

2. Participating Pharmacies. For Prescription Drugs purchased
order Participating Pharmacy, You are responsible for paying the

. The applicable Cost-Sharing; or

Prescription Drug.)
In the event that Our Participatig

de the Prescription Drug. We will pay
proved Prescription Drug less Your

3t of a complete Prescription Drug
P card or visit Our website at

required In-Network Cost
claim form. Contact Us at

90-day supply, with Refills when appropriate (not a 30-day supply
ree (3) Refills). You will be charged the mail order Cost-Sharing for any
ription Orders or Refills sent to the mail order pharmacy regardless of the
ber of days' supply written on the Prescription Order or Refill.

rescription Drugs purchased through mail order will be delivered directly to
Your home or office.

You or Your Provider may obtain a copy of the list of Prescription Drugs
available through mail order by visiting Our website at
www.myuhc.com/exchange or by calling the number on Your ID card.
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5.  Formulary Changes. Our Formulary is subject to Our periodic review and
modification. However, a Prescription Drug will not be removed from Our
Formulary during the Plan Year, except when the FDA determines that such

We will not add utilization management restrictions (e.g., st
Preauthorization requirements) to a Prescription Drug on Our

Sharing during the Plan Year, except a Bran
tier with higher Cost-Sharing if an AB-rated gen
interchangeable blologlcal product for th

on or prior to the start of the Plan
Year which is treated by g or for which the Prescription

Drug is or would be par

90 days' notice prior to the
on Our website at www.my YIf a Prescription Drug is moved to
a different {i of reasons described above, We will
provide at change is effective. You will pay the
Cost-Sharing ' to which the Prescription Drug is assigned.

e tier status on Our website at

prescribing Health Care Professional may request a
a clinically-appropriate Prescription Drug in writing,
onically. The request should include a statement from
scribing Health Care Professional that all Formulary drugs will be or
ineffective, would not be as effective as the non-Formulary drug, or

e adverse effects. If coverage is denied under Our standard or
ormulary exception process, You are entitled to an external appeal
tlined in the External Appeal section of this Contract. Visit Our website at
myuhc.com/exchange or call the number on Your ID card to find out more
t this process.

tandard Review of a Formulary Exception. We will make a decision and
notify You or Your designee and the prescribing Health Care Professional by
telephone no later than 72 hours after Our receipt of Your request. We will notify
You in writing within three (3) business days of receipt of Your request. If We
approve the request, We will Cover the Prescription Drug while You are taking
the Prescription Drug, including any refills.

POL26.H.IEX.NY 64



Expedited Review of a Formulary Exception. If You are suffering from a
health condition that may seriously jeopardize Your health, life or ability to regain
maximum function or if You are undergoing a current course of treatment using
a non-Formulary Prescription Drug, You may request an expedite iew of a
Formulary exception. The request should include a statement fr

the requested drug is not provided within the timeframes f
Formulary exception process. We will make a decision an
designee and the prescribing Health Care Professional by te
than 24 hours after Our receipt of Your request. We will notify

request, We will Cover the Prescription Drug
condition that may seriously jeopardize Your

acy. You are responsible for two

and a half (2.5) Cost-Sh a 90-day supply at a retail pharmacy.

You may have the entire onths) of the contraceptive drug,
device, or product dispens [ ontraceptive drugs, devices, or

iption Drugs dispensed by a mail order

supply up to a maximum of two and a half
s for a 90-day supply.

may be limited to a 30-day supply when obtained at
armacy. You may access Our website at

the amount dispensed per Prescription Order or Refill and/or the

nt dispensed per month's supply. You can determine whether a

ription Drug has been assigned a maximum quantity level for dispensing
ccessing Our website at www.myuhc.com/exchange or by calling the

umber on Your ID card. If We deny a request to Cover an amount that exceeds
Our quantity level, You are entitled to an Appeal pursuant to the Utilization
Review and External Appeal sections of this Contract.

9. Initial Limited Supply of Prescription Opioid Drugs. If You receive an initial
limited prescription for a seven (7) day supply or less of any schedule I, 1ll, or IV
opioid prescribed for Acute pain, and You have a Copayment, Your Copayment
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will be prorated. If You receive an additional supply of the Prescription Drug
within the 30-day period in which You received the seven (7) day supply, Your
Copayment for the remainder of the 30-day supply will also be prorated. In no
event will the prorated Copayment(s) total more than Your Copay for a 30-

day supply.

10. Emergency Refill During a State Disaster Emergency. If
emergency is declared, You, Your designee, or Your Heal
Your behalf, may immediately get a 30-day Refill of a Presc ou are
currently taking. You will pay the Cost-Sharing that applies to

controlled substances.

11. Cost-Sharing for Orally-Administered Anti-C
for orally-administered anti-cancer drugsi

decide if the Prescription Drug
1. Preauthorization. Preaut ded for certain Prescription

ider will be responsible for obtaining
. Should You choose to purchase the
Preauthorization, You must pay for the cost
ubmit a claim to Us for reimbursement.

reviewed and updated from time to time. We also reserve the right to
2authorization for any new Prescription Drug on the market. However,
add Preauthorization requirements to a Prescription Drug on Our
lary during a Plan Year unless the requirements are added pursuant to
safety concerns. Your Provider may check with Us to find out which
cription Drugs are Covered.

Step Therapy. Step therapy is a process in which You may need to try and fail
on up to two (2) Prescription Drugs to treat Your medical condition or disease
before We will Cover another as Medically Necessary. A "step therapy protocol”
means Our policy, protocol or program that establishes the sequence in which
We approve Prescription Drugs for Your medical condition. When establishing a
step therapy protocol, We will use recognized evidence-based and peer
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reviewed clinical review criteria that also takes into account the needs of atypical
patient populations and diagnoses. We check certain Prescription Drugs to
make sure that proper prescribing guidelines are followed. These guidelines help
You get high quality and cost-effective Prescription Drugs. We will equire

We have documentation that We have Covered the requeste
for You in the last 365 days. The step-therapy protocol will not
than thirty days, or the duration of treatment supported by current
based treatment guidelines for Your medical
under this Contract and You completed a ste

Your Provider submits information to
therapy protocol, Our step therapy p

step therapy protocol is applicab J
Drug, You, Your designe ‘ althfCare Professional can request a step
therapy override deter
this Contract. If We Cov
determination, then a For
will not require You to com
determinati i

apy protocol until Your override

a specifically identified and current
peutic alternative Prescription Drug
y requirements to a Prescription Drug on Our
s the requirements are added pursuant to

exists. We

quantities, day supply, early Refill access and/or
ertain medications based on Medical Necessity including
ndards and/or FDA recommended guidelines.

Participating Pharmacy that will provide and coordinate all future

acy services. Benefits will be paid only if You use the selected single
ipating Pharmacy. If You do not make a selection within 31 days of the
, We notify You, We will select a single Participating Pharmacy for You.

Compounded Prescription Drugs will be Covered only when they contain at least
one (1) ingredient that is a Covered legend Prescription Drug, they are not
essentially the same as a Prescription Drug from a manufacturer and are
obtained from a pharmacy that is approved for compounding. All compounded
Prescription Drugs over $50 require Your Provider to obtain Preauthorization.
Compounded Prescription Drugs are on tier 3.
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10.

Various specific and/or generalized "use management" protocols will be used

from time to time in order to ensure appropriate utilization of Prescription Drugs.
Such protocols will be consistent with standard medical/drug treatment
guidelines. The primary goal of the protocols is to provide Our Me
quality-focused Prescription Drug benefit. In the event a use m
protocol is implemented, and You are taking the drug(s) affec
You will be notified in advance.

Injectable drugs (other than self-administered injectable dru
under this section but are Covered under other sections of thi

Contract if the Cost-Sharing is more favorabl
Contract than the Additional Benefits, Equipm
Contract.

We do not Cover charges for the adg
Drug. Prescription Drugs given o
Covered under the Outpatient
Contract.

We do not Cover drugs
smoking cessation drug

2quire a prescription, except for
a written order, over-the-counter

preventive drugs or devi ' i dance with the comprehensive
guidelines supported by H i / "B" rating from USPSTF for
which there is a written ord iseprovided in this Contract. We do

not Cover tion Drug er-the-counter non-prescription

cts such*as therapeutic kits or convenience packs that
iption Drug unless the Prescription Drug is only

over Prescription Drugs dispensed to You while in a Hospital,

g home, other institution, Facility, or if You are a home care patient, except
se cases where the basis of payment by or on behalf of You to the

pital, nursing home, Home Health Agency or home care services agency, or
her institution, does not include services for drugs.

We reserve the right to deny benefits as not Medically Necessary or
experimental or investigational for any drug prescribed or dispensed in a manner
contrary to standard medical practice. If coverage is denied, You are entitled to
an Appeal as described in the Utilization Review and External Appeal sections of
this Contract.
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11. A pharmacy need not dispense a Prescription Order that, in the pharmacist's
professional judgment, should not be filled.

F. General Conditions.

1. You must show Your ID card to a retail pharmacy at the time Yo

identification number on the forms provided by the mail or
which You make a purchase.

effective drugs. Through these efforts, You be
Prescription Drugs in a cost-effective manner. T

manufacturers, Prescription Dr0
upon utilization of Prescripti all of Our business and not solely

Us may or may not be a i part, to reduce premiums either
through an adjustment to Clai S an adjustment to the administrative
expenses component of O [ premiums. Any such rebates may
be retained by Us, in whole
utilization '

ysician may not be classified as a Brand-Name Drug by Us.

: The list that identifies those Prescription Drugs for which coverage
ailable under this Contract. To determine which tier a particular

myuhc.com/exchange or call the number on Your ID card.

ric Drug: A Prescription Drug that: 1) is chemically equivalent to a Brand-
e Drug; or 2) We identify as a Generic Prescription Drug based on available
ata resources. All Prescription Drugs identified as "generic" by the
manufacturer, pharmacy or Your Physician may not be classified as a Generic
Drug by Us.

4. Maintenance Drug: A Prescription Drug used to treat a condition that is
considered chronic or long-term and which usually requires daily use of
Prescription Drugs.
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5.  Non-Participating Pharmacy: A pharmacy that has not entered into an
agreement with Us to provide Prescription Drugs to Members. We will not make
any payment for prescriptions or Refills filled at a Non-Participating Pharmacy
other than as described above.

6. Participating Pharmacy: A pharmacy that has:

. Entered into an agreement with Us or Our designee t
Drugs to Members;

. Agreed to accept specified reimbursement rates for disp
Drugs; and

. Been designated by Us as a Participating,Pharmacy.

by a non-skilled caregiver.

8.  Prescription Drug Cost;
tax, as contracted betw ar pharmacy benefit manager for a
Covered Prescription Dr articipating Pharmacy. If Your
Contract includes covera ici
Drug Cost for a Prescriptio
calculated using the Prescri

al’a Non-Participating Pharmacy is
st that applies for that particular

9. directive to dispense a Prescription Drug
re Professional who is acting within the
10. rge: The usual fee that a pharmacy charges

Drug without reference to reimbursement to the
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Section XIV - Pediatric Vision Care
Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing

that apply to these benefits.

Pediatric Vision Care. We Cover emergency, preventive and routi
Members through the end of the month in which the Member tur,
For in-network coverage, You must use a Participating Provider
UnitedHealthcare Vision Network. To find a Participating Provider,
Your ID card or visit Our website at www.myuhcvision.com.

determining the need for corrective lenses, and if
corrective lenses. We Cover a vision examination or

. Determination of refract
. Binocular distance;
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Section XV - Pediatric Dental Care

Please refer to the Schedule of Benefits section of this Contract for Cost-Sharing
requirements, day or visit limits, and any Preauthorization or Referral re
that apply to these benefits.

We Cover the following dental care services for Members through
month in which the Member turns 19 years of age:

A. Emergency Dental Care. We Cover emergency dental care, whi
emergency dental treatment required to alleviate pain and suffering

B. Preventive Dental Care. We Cover preventive de
which help to prevent oral disease from occurring,

supply is not fluoridated;
. Sealants on unrestored permsa
. Unilateral or bilateral spa acement in a restored deciduous

and/or mixed dentition t or normally developing permanent
teeth.
C. Routine Dental Care. We Cov provided in the office of a dentist,
including:

. isi ns once within a six (6) month

WWe Cover routine endodontic services, including procedures for
f diseased pulp chambers and pulp canals, where Hospitalization is not

ntics. We Cover limited periodontic services. We Cover non-surgical

dontic services. We Cover periodontic surgical services necessary for treatment
related to hormonal disturbances, drug therapy, or congenital defects. We also Cover
periodontic services in anticipation of, or leading to orthodontics that are otherwise
Covered under this Contract.

F. Prosthodontics. We Cover prosthodontic services as follows:
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We do not Cover implants or implant related services.
Fixed bridges are not Covered unless they are required:

Oral Surgery. We Cover non-routing
extractions, tooth re-implantatio
unerupted tooth, mobilizatio
placement of device to facilita

Removable complete or partial dentures for Members 15 years of age and
above, including six (6) months follow-up care;

Additional services including insertion of identification slips, repairs, felines and

rebases and treatment of cleft palate; and

Interim prosthesis for Members five (5) to 15 years of age.

For replacement of a single upper anterior (central/lateral inciso
patient with an otherwise full complement of natural, functional an
teeth;

For cleft palate stabilization; or

Due to the presence of any neurologi
preclude the placement of a removg
documentation.

ositioned tooth to aid eruption, and
npacted tooth. We also Cover oral

surgery in anticipation of, or le that are otherwise Covered under

this Contract.
Orthodontics. W

help restore oral structures to health
tons such as: cleft palate and cleft lip;

Ve orthodontic treatment;
ensive orthodontic treatment (during which orthodontic appliances are

vable appliance therapy; and
dontic retention (removal of appliances, construction and placement of
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Section XVI - Exclusions and Limitations
No coverage is available under this Contract for the following:

Aviation. We do not Cover services arising out of aviation, other than
paying passenger on a scheduled or charter flight operated by a sch

dressing, bathing, toileting and other such related activities. Cust
include Covered Services determined to be Medically Necessary.

|nclud|ng sexual orlentatlon -n .
conduct or unsafe sexual pral ide at the counseling or therapy does not

Cosmetic Services. We do not ic Services, Prescription Drugs, or

i ifi etic surgery shall not include
idental to or follows surgery resulting
from trauma, inf e involved part, and reconstructive surgery
because of congen i ly of a covered Child which has resulted in a
functlonal defect. We in connection with reconstructive surgery

sections of this Contract unless medical information is submitted.

ide of the United States, Canada or Mexico. We do not Cover care
vided outside of the United States, its possessions, Canada or Mexico

services to treat Your Emergency Condition.
vices. We do not Cover dental services except for: care or treatment due

I treatment necessary due to congenital disease or anomaly; or dental care or
treatment specifically stated in the Outpatient and Professional Services and Pediatric
Dental Care sections of this Contract.

Experimental or Investigational Treatment. We do not Cover any health care
service, procedure, treatment, device or Prescription Drug that is experimental or
investigational. However, We will Cover experimental or investigational treatments,
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including treatment for Your rare disease or patient costs for Your participation in a
clinical trial as described in the Outpatient and Professional Services section of this
Contract, when Our denial of services is overturned by an External Appeal Agent

investigational drugs or devices, non-health services required for Yo
treatment, the costs of managing the research, or costs that would
under this Contract for non-investigational treatments. See the
External Appeal sections of this Contract for a further explanatio
rights.

to Coverage for services involving injuries suffere
violence or for services as a result of Your medical
and mental health conditions).

Foot Care. We do not Cover routine foot g
feet, fallen arches, weak feet, chronic fg i ints of the

feet. However, We will Cover foot cg ~ i ical condition or
disease resulting in circulatory deficit reased sensation in Your legs or
feet.

Government Facility. We d reatment provided in a Hospital that
is owned or operated by any f governmental entity, except as
otherwise required by law unles 0 the Hospital because it is close to
the place where You were injure i mergency Services are provided
to treat Your E

Medically Neces will not"Cover any health care service,

procedure, treatme scription Drug that We determine is not
Medically Necessary.
denia ever, We will

the service, procedure, treatment, test, device or
age has been denied, to the extent that such

2s will not be reduced if We are required by federal law to pay first or if
t enrolled in premium-free Medicare.

n the Armed Forces or auxiliary units.

-Fault Automobile Insurance. We do not Cover any benefits to the extent
provided for any loss or portion thereof for which mandatory automobile no-fault
benefits are recovered or recoverable. This exclusion applies even if You do not make
a proper or timely claim for the benefits available to You under a mandatory no-fault

policy.
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Services Not Listed. We do not Cover services that are not listed in this Contract as
being Covered.

Services Provided by a Family Member. We do not Cover services per
covered person's immediate family member. "Immediate family memb
child, stepchild, spouse, parent, stepparent, sibling, stepsibling, par
law, sibling-in-law, grandparent, grandparent's spouse, grandchil
spouse.

Services Separately Billed by Hospital Employees. We do not
rendered and separately billed by employees of Hospitals, laboratori
institutions.

Services with No Charge. We do not Cover servi
made.

Vision Services. We do not Cover the exami
lenses, except as specifically stated in the
Contract.

War. We do not Cover an illness, tre iti to war, declared
or undeclared.

vices if benefits for such services are
pensation, employers' liability or

Workers' Compensation.
provided under any state or f
occupational disease law.
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Section XVII - Claim Determinations

Claims. A claim is a request that benefits or services be provided or paid according to
the terms of this Contract. When You receive services from a Participati [
You will not need to submit a claim form. However, if You receive servij

the Non-Participating Provider is not willing to file the claim form,
it with Us.

must be submitted to Us for
ices for which payment is being

Timeframe for Filing Claims
payment within 120 days after
requested. If it is not reasonabl
You must submit it as soon as re

Claims for Pro
demand or reques ical laboratory services, pharmacy services,
py services or x-ray or imaging services

You disagree with Our claim determination, You may submit a
uant to the Grievance Procedures section of this Contract.

of the Utilization Review procedures and Appeal process for medical
erimental or investigational determinations, see the Utilization Review

e-Service Claim Determinations.

re-service claim is a request that a service or treatment be approved before it
has been received. If We have all the information necessary to make a
determination regarding a pre-service claim (e.g., a covered benefit
determination or Referral), We will make a determination and provide notice to
You (or Your designee) within 15 days from receipt of the claim.

If We need additional information, We will request it within 15 days from receipt
of the claim. You will have 45 calendar days to submit the information. If We
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receive the information within 45 days, We will make a determination and

provide notice to You (or Your designee) in writing, within 15 days of Our receipt
of the information. If all necessary information is not received within 45 days, We
will make a determination within 15 calendar days of the end of th
period.

2. Urgent Pre-Service Reviews. With respect to urgent pre-s

72 hours of receipt of the request. Written notice will follow wit
calendar days of the decision. If We need additional information,
it within 24 hours. You will then have 48 hours to submit the inform

days of the decision.

G. Post-Service Claim Determinations.
or treatment that You have already

We deny the claim in whole
request it within 30 calendar
information. We will make a de

ay a claim is reasonably clear, We will
f the claim (when submitted through the

of the claim (when submitted through other
. If We reéquest additional information, We will pay the
rmination that payment is due but no later than 30
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Section XVIII - Grievance Procedures

Grievances. Our Grievance procedure applies to any issue not relating to a Medical
Necessity or experimental or investigational determination by Us. For ex i
applies to contractual benefit denials or issues or concerns You have
administrative policies or access to Providers.

Filing a Grievance. You can contact Us by phone at the numb

denial of a Referral or a covered benefit determination. We may re
a written acknowledgement of Your oral Grievance, prepared by Us.

action because of Your issue. We ha
Grievances, depending on the

You may ask that We send Y ic Ne ation of a Grievance or Grievance

Appeal determination instead i iti by telephone. You must tell Us in
advance if You want to receive
notifications, call the number on

www.myuhc.co : electronic notifications at any time.
Grievance Deter ifi rsonnel will review Your Grievance, or if it is a
clinical matter, a lice istered Health Care Professional will look

notify You within the following timeframes:

By phone, within the earlier of
48 hours of receipt of all
necessary information or 72
hours of receipt of Your
Grievance. Written notice will
be provided within 72 hours of
receipt of Your Grievance.

Grievances: In writing, within 15 calendar

(A Feguest for a service or treatment dGa_ys of receipt of Your
t as not yet been provided.) rievance.
ost-Service Grievances: In writing, within 30 calendar
(A claim for a service or treatment days of receipt of Your
Grievance.

that has already been provided.)
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All Other Grievances: In writing, within 30 calendar
days of receipt of Your
Grievance.

(That are not in relation to a claim or
request for a service or treatment.)

Assistance. If You remain dissatisfied with Our Grievance determin
other time You are dissatisfied, You may:

Call the New York State Department of Health at 1-800-206-
at:

New York State Department of Health

Office of Health Insurance Programs

Bureau of Consumer Services - Complaint Unit
Corning Tower - OCP Room 1609
Albany, NY 12237

E-mail: managedcarecomplaint@hea

Website: www.health.ny.gov

If You need assistance filing also contact the state

independent Consumer Assi
Community Health Advocates
633 Third Avenue, 10th Floor
New York, NY 1
Or call toll free: 1-

e-mail cha@cssny.or
Websi .communit hadvocates.org
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Section XIX - Utilization Review

Utilization Review. We review health services to determine whether the services are
or were Medically Necessary or experimental or investigational ("Medica

review activities, whether they take place prior to the service being
(Preauthorization); when the service is being performed (concurr

Professionals who are in the same profession and
Provider who typically manages Your medical conditi

delivery of mental health or substa

determinations that services are not sary will be made by: 1) licensed
Physicians who are board certi igible in the same or similar specialty as
the Provider who typically m al condition or disease or provides the
health care service under revi [ ertified, registered or credentialed

Health Care Professionals who [ 2ssion and same or similar
speC|aIty as the Provider who ty

vide financial incentives to Our employees or
ervices are not Medically Necessary.

se by OMH for mental health treatment. Specific guidelines and
available for Your review upon request. For more information, call the

on instead of notice in writing or by telephone. You must tell Us in advance
to receive electronic notifications. To opt into electronic notifications, call
er on Your ID card or visit Our website at www.myuhc.com/exchange. You
out of electronic notifications at any time.

Preauthorization Reviews.

1. Non-Urgent Preauthorization Reviews. If We have all the information
necessary to make a determination regarding a Preauthorization review, We will
make a determination and provide notice to You (or Your designee) and Your
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Provider, by telephone and in writing, within three (3) business days of receipt of
the request.

If We need additional information, We will request it within three (3)
days. You or Your Provider will then have 45 calendar days to su
information. If We receive the requested information within 45
make a determination and provide notice to You (or Your de

days, We will make a determination within 15 calendar days o
receipt of part of the requested information or the end of the 45

2. Urgent Preauthorization Reviews. With res
requests, if We have all information necessa
make a determination and provide notice to Yo
Provider, by telephone, within 72 hour i

substance use disorder se
designee) certify, in a form
Services, t will be ap

by the"Superintendent of Financial
ve appeared, before a court of

services, We
designee) and

phone within 72 hours of receipt of the
provided within three (3) business days of
Where feasible, the telephonic and written notification

d, in other states, those which are accredited by the joint commission
plism or chemical dependence substance use treatment programs and

ent provided by crisis stabilization centers retrospectively to determine
er it was Medically Necessary and We will use clinical review tools

nated by OASAS or approved by OMH. If any treatment by a participating
sis stabilization center is denied as not Medically Necessary, You are only
responsible for the In-Network Cost-Sharing that would otherwise apply to Your
treatment.

5. Preauthorization for Rabies Treatment. Post-exposure rabies treatment
authorized by a county health authority is sufficient to be considered
Preauthorized by Us.
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C. Concurrent Reviews.

1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services
during the course of care (concurrent reviews) will be made, and notige provided

one (1) business day of receipt of all necessary information. If
additional information, We will request it within one (1) busin
Your Provider will then have 45 calendar days to submit t
make a determination and provide notice to You (or Your d
Provider, by telephone and in writing, within one (1) business

phone within
24 hours of receipt of the requg i ' i within one (1)

ast 24 hours prior to the expiration of
aave all the information necessary to
nination and provide written notice
ithin the earlier of 72 hours or

a previously approved t
make a determination,
to You (or Your designee)

to submit t ion. make'@ determination and provide written

nd Your Provider within the earlier of one (1)
eipt of the information or, if We do not
ours of the end of the 48-hour period.

s. After receiving a request for coverage of home
patient Hospital admission, We will make a

ANC ide notice to You (or Your designee) and Your Provider,
2 and in Writing, within one (1) business day of receipt of the
information. If the day following the request falls on a weekend or
e will make a determination and provide notice to You (or Your
and Your Provider within 72 hours of receipt of the necessary
. When We receive a request for home care services and all
information prior to Your discharge from an inpatient hospital
sion, We will not deny coverage for home care services while Our decision
e request is pending.

patient Substance Use Disorder Treatment Reviews. If a request for
inpatient substance use disorder treatment is submitted to Us at least 24 hours
prior to discharge from an inpatient substance use disorder treatment admission,
We will make a determination within 24 hours of receipt of the request and We
will provide coverage for the inpatient substance use disorder treatment while
Our determination is pending.
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5. Inpatient Mental Health Treatment at Participating Hospitals or
Participating Crisis Residence Facilities Licensed or Operated by the
Office of Mental Health (OMH). Inpatient mental health treatment at a

approved evidence-based and peer reviewe
Us and appropriate to Your age.

If You are 18 years of age or older, cove
during the first 30 days of the admiss i ili ies Us of

approved evidence-base i d clinical review criteria utilized by
Us and appropriate to e may perform concurrent review
during the first 30 days i ¢ i
You are admitted to a Ho ility whileh has been designated by OMH
for concurrent review.

the stay is denied as not Medically
le for the In-Network Cost-Sharing that would

participating Facility that is licensed, certified or
OASAS is not subject to Preauthorization. Coverage will
rrent review for the first 28 days of the inpatient

if the Facility notifies Us of both the admission and the initial

t plan within two (2) business days of the admission. After the first 28
inpatient admission, We may review the entire stay to determine

s Medically Necessary, and We will use clinical review tools

ated by OASAS. If any portion of the stay is denied as not Medically

sary, You are only responsible for the In-Network Cost-Sharing that would
rwise apply to Your inpatient admission.

utpatient Substance Use Disorder Treatment at Participating Facilities
Licensed, Certified or Otherwise Authorized by OASAS. Outpatient,
intensive outpatient, outpatient rehabilitation and opioid treatment at a
participating Facility that is licensed, certified or otherwise authorized by OASAS
is not subject to Preauthorization. Coverage will not be subject to concurrent
review for the first four (4) weeks of continuous treatment, not to exceed 28
visits, if the Facility notifies Us of both the start of treatment and the initial
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treatment plan within two (2) business days. After the first four (4) weeks of
continuous treatment, not to exceed 28 visits, We may review the entire

outpatient treatment to determine whether it is Medically Necessary,
use clinical review tools designated by OASAS. If any portion of th

In-Network Cost-Sharing that would otherwise apply to Your
treatment.

We need additional information, We will request it within 30 calendar day
Your Provider will then have 45 calendar days to ide the information.
make a determination and provide notice to You an in 15
calendar days of the earlier of Our receipt of a
the end of the 45-day period.

Once We have all the information to isi e a Utilization
Review determination within the app e will be

E. Retrospective Review of Pr i es. We may only reverse a
preauthorized treatment, ser retrospective review when:

. The relevant medical info Us upon retrospective review is
materially different from th ' ;
review;

information, the treatment, service or procedure
ot have been authorized. The determination is made

request a step therapy protocol override determination for Coverage
Drug selected by Your Health Care Professional. When conducting
eview for a step therapy protocol override determination, We will use
evidence-based and peer reviewed clinical review criteria that is

ate for You and Your medical condition.

Supporting Rationale and Documentation. A step therapy protocol override
determination request must include supporting rationale and documentation from
a Health Care Professional, demonstrating that:

. The required Prescription Drug(s) is contraindicated or will likely cause an
adverse reaction or physical or mental harm to You,;

POL26.H.IEX.NY 85



. The required Prescription Drug(s) is expected to be ineffective based on
Your known clinical history, condition, and Prescription Drug regimen;

. You have tried the required Prescription Drug(s) while covered

Drug in the same pharmacologic class or with the same
action, and that Prescription Drug(s) was discontinued
efficacy or effectiveness, diminished effect, or an ad
accept any written or electronic attestation submitted
Professional, who prescribed the Prescription Drug, stati
Prescription Drug has failed, as evidence that the required
Drug has failed;

. You are stable on a Prescription Drug(s
Professional for Your medical condition, p
from requiring You to try an AB-rg

performing daily a

2. Standard Review. We
and provide notification t
Health Care Professional,

serious jeopa
Professional,

ription Drug prescribed by Your Health Care
erapy protocol override determination and
designee) and Your Health Care

authonzatlon and retrospective rewews the lesser of 72 hours or one
ay for concurrent reviews, and 24 hours for expedited reviews. You or
e Professional will have 45 calendar days to submit the information
ion, concurrent and retrospective reviews, and 48 hours for expedited

f Our receipt of the information or 15 calendar days of the end of the 45-day
1od if the information is not received.

For concurrent reviews, We will make a determination and provide notification to You
(or Your designee) and Your Health Care Professional within the earlier of 72 hours or
one (1) business day of Our receipt of the information or 15 calendar days of the end
of the 45-day period if the information is not received.
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For retrospective reviews, We will make a determination and provide notification to
You (or Your designee) and Your Health Care Professional within the earlier of 72

hours of Our receipt of the information or 15 calendar days of the end of the 45-day
period if the information is not received.

For expedited reviews, We will make a determination and provide n
(or Your designee) and Your Health Care Professional within the
Our receipt of the information or 48 hours of the end of the 48-
information is not received.

immediate coverage for the Prescriptio , Health Care
Professional. A step therapy override Srminati i Il the lesser of

ination is eligible for an Appeal.
t with Your Provider who

the adverse deter [ inical peer reviewer if the original clinical
peer reviewer i ' [
reconsideration e (1) business day of the request for
tion is upheld, a notice of adverse

ur Provider, by telephone and in writing.

eals. You, Your designee, and, in retrospective
request an internal Appeal of an adverse

0 file an Appeal. We will acknowledge Your request for an internal

5 calendar days of receipt. This acknowledgment will include the

and phone number of the person handling Your Appeal and, if

n You of any additional information needed before a decision can be
Appeal will be decided by a clinical peer reviewer who is not subordinate
al peer reviewer who made the initial adverse determination and who is 1)
n or 2) a Health Care Professional in the same or similar specialty as the
who typically manages the disease or condition at issue.

Out-of-Network Service Denial. You also have the right to Appeal the denial of
a Preauthorization request for an out-of-network health service when We
determine that the out-of-network health service is not materially different from
an available in-network health service. A denial of an out-of-network health
service is a service provided by a Non-Participating Provider, but only when the
service is not available from a Participating Provider. For a Utilization Review
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Appeal of denial of an out-of-network health service, You or Your designee must
submit:

. A written statement from Your attending Physician, who must
licensed, board-certified or board-eligible Physician qualifie
the specialty area of practice appropriate to treat Your co
requested out-of-network health service is materially di
alternate health service available from a Participatin
approved to treat Your condition; and

. Two (2) documents from the available medical and scienti
the out-of-network service: 1) is likely to be more clinically b
than the alternate in-network service; an
out-of-network service would likely not
in-network health service.

We have a Patrticipating Provides [ experience to
meet Your particular health ca I8 e requested

health care service. For a Utiliza ppeal of an out-of-network
Referral denial, You or € submit a written statement from
Your attending Physicia icensed, board-certified or board-

pecialty area of practice

particular health care needs who is able to
d health care service.

l. Standa

de the Appeal within 30 calendar days of receipt of the Appeal
ritten notice of the determination will be provided to You (or Your
, and where appropriate, Your Provider, within two (2) business days

spective Appeal. If Your Appeal relates to a retrospective claim, We will
e the Appeal within the earlier of 30 calendar days of receipt of the

rmation necessary to conduct the Appeal or 60 days of receipt of the Appeal.
ritten notice of the determination will be provided to You (or Your designee),
and where appropriate, Your Provider, within two (2) business days after the
determination is made, but no later than 60 calendar days after receipt of the
Appeal request.

3. Expedited Appeal. An Appeal of a review of continued or extended health care
services, additional services rendered in the course of continued treatment,
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home health care services following discharge from an inpatient Hospital
admission, services in which a Provider requests an immediate review, mental
health and/or substance use disorder services that may be subject to a court
order, or any other urgent matter will be handled on an expedited
expedited Appeal is not available for retrospective reviews. For
Appeal, Your Provider will have reasonable access to the clinj
assigned to the Appeal within one (1) business day of recei
an Appeal. Your Provider and a clinical peer reviewer may
by telephone or fax. An expedited Appeal will be determined
72 hours of receipt of the Appeal or two (2) business days of re
information necessary to conduct the Appeal. Written notice of the
will be provided to You (or Your designee) within 24 hours after the
determination is made, but no later than 72 h
request.

Our failure to render a determination &

disorder treatment that
an inpatient admission, gvider file an expedited internal
Appeal of Our adverse de ' decide the Appeal within 24 hours
of receipt of the Appeal re . urProvider file the expedited
internal App | appeal within 24 hours of receipt of

J. Full an [ [ . We will provide You, free of charge, with any
idered, relied upon, or generated by Us or any new or

ortunity to respond prior to that date.
ance. If You need Assistance filing an Appeal, You may contact the

venue, 10th Floor
NY 10017

oll free: 1-888-614-5400, or
e-mail cha@cssny.org
Website: www.communityhealthadvocates.org
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Section XX - External Appeal

Your Right to an External Appeal. In some cases, You have a right to an external
appeal of a denial of coverage. If We have denied coverage on the basis
service is not Medically Necessary (including appropriateness, health
level of care or effectiveness of a Covered benefit); or is an experi
investigational treatment (including clinical trials and treatments f
is an out-of-network treatment; or is an emergency service or a
whether the correct Cost-Sharing was applied), You or Your repre
appeal that decision to an External Appeal Agent, an independent th
by the State to conduct these appeals.

In order for You to be eligible for an external appe
(2) requirements:

. The service, procedure, or treatment m
under this Contract; and

. In general, You must have recei

process if:

’ We agree in writin
agree to Your requ

claim processing requirements
that is not likely to cause prejudice or harm to
t the violation was for good cause or due to

nation that a Service is Not Medically Necessary.
on the basis that the service is not Medlcally Necessary,

in paragraph "A" above.
Appeal a Determination that a Service is Experimental or

nvestigational treatment (including clinical trials and treatments for
es), You must satisfy the two (2) requirements for an external appeal in
"A" above and Your attending Physician must certify that Your condition or
one for which:

Standard health services are ineffective or medically inappropriate; or

2. There does not exist a more beneficial standard service or procedure Covered
by Us; or

3.  There exists a clinical trial or rare disease treatment (as defined by law).
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In addition, Your attending Physician must have recommended one (1) of the
following:

1. A service, procedure or treatment that two (2) documents from avalil

2. Aclinical trial for which You are eligible (only certain clinical
considered); or

a rare disease that is currently or
the National Institutes of Health &
it affects fewer than 200,000

For purposes of this section, Y \
certified or board eligible Ph ifI€ practice in the area appropriate to treat
Your condition or disease. In 3 isease treatment, the attending

Physician may not be Your tre ici

attending ician must certify that the out-of-network service is

pbeneficialthan the alternate in-network treatment and that the
e requested health service would likely not be substantially
the alternate in-network health service.

t to Appeal an Out-of-Network Referral Denial to a Non-Participating
. If We have denied coverage of a request for a Referral to a Non-

Ipating Provider because We determine We have a Participating Provider with
the appropriate training and experience to meet Your particular health care needs
who is able to provide the requested health care service, You may appeal to an
External Appeal Agent if You meet the two (2) requirements for an external appeal in
paragraph "A" above.
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In addition, Your attending Physician must: 1) certify that the Participating Provider

recommended by Us does not have the appropriate training and experience to meet
Your particular health care needs; and 2) recommend a Non-Participating
with the appropriate training and experience to meet Your particular he are needs
who is able to provide the requested health care service.

For purposes of this section, Your attending Physician must be a li
certified or board eligible Physician qualified to practice in the s
appropriate to treat You for the health service.

may appeal the formulary exception denial to an
Prescription Drug Coverage section of this Contract
formulary exception process.

The External Appeal Process. You ha

the final adverse determination
yritten waiver of an internal

We will provide an external a
issued through Our internal Ap

Appeal. You may also request a Iicatlon from the New York State
Department of Fi

application to t i es at the address indicated on the
application. If Yo iteri n external appeal, the State will forward the

request to a certifie

n with Your external appeal request. If the
ines that the information You submit represents a

information, it will have five (5) additional business days to make its
. The External Appeal Agent must notify You in writing of its decision within

If Your attending Physician certifies that a delay in providing the service that has been
denied poses an imminent or serious threat to Your health; or if Your attending
Physician certifies that the standard external appeal time frame would seriously
jeopardize Your life, health or ability to regain maximum function; or if You received
Emergency Services and have not been discharged from a Facility and the denial
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concerns an admission, availability of care or continued stay, You may request an
expedited external appeal. In that case, the External Appeal Agent must make a
decision within 72 hours of receipt of Your completed application. Immediately after

of its decision.
If Your internal formulary exception request received a standar

Care Professional by telephone within 72 hours of receipt of Your com
application. The External Appeal Agent will notify You or Your designee
prescribing Health Care Professional in writing wit
a determination. If the External Appeal Agent overtu
Prescrlptlon Drug while You are taklng the Pre

formulary exception process, the Exterg cision on
i ing Health
Care Professional by telephone withi
application. The External App
prescribing Health Care Prof
completed application. If the
Cover the Prescription Drug w
seriously jeopardize Your health
duration of Your ing the non-formulary Prescription
Drug.

within 72 hours of receipt of Your
t overturns Our denial, We will

If the External App ur decision that a service is not Medically
perimental or investigational treatment or an

nt's decision is admissible in any court proceeding.

rge You a fee of $25 for each external appeal, not to exceed $75 in a

n Year. The external appeal application will explain how to submit the fee.
waive the fee if We determine that paying the fee would be a hardship to You.
e External Appeal Agent overturns the denial of coverage, the fee will be refunded
to You.

Your Responsibilities. It is Your responsibility to start the external appeal
process. You may start the external appeal process by filing a completed application
with the New York State Department of Financial Services. You may appoint a
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representative to assist You with Your application; however, the Department of
Financial Services may contact You and request that You confirm in writing that You
have appointed the representative.

Under New York State law, Your completed request for external a
filed within four (4) months of either the date upon which You r
adverse determination, or the date upon which You receive a
any internal Appeal, or Our failure to adhere to claim proce
We have no authority to extend this deadline.

must be
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Section XXI - Termination of Coverage
This Contract may be terminated as follows:

A. Automatic Termination of this Contract. This Contract shall automati terminate
upon the death of the Subscriber, unless the Subscriber has covera
Dependents. If the Subscriber has coverage for Dependents, this
terminate as of the last day of the month for which the Premium

B. Automatic Termination of Your Coverage. Coverage under thi
automatically terminate:

1. For Spouses in cases of divorce, the date of the divorce.
2. For Children, the end of the year in which th '

3.  For all other Dependents, the end of the month
to be eligible, except that We shall not inate

C. Termination by You. The Subscribe
giving the NYSOH at least 14 '

(unless longer notice is provid

1. Non-payment of Premium paid by the Subscriber to Us by
each Premiu . mium'is due by the due date, there is a

OH and fails to pay the required Premium
e period, this Contract will terminate retroactively back
s were paid. The Subscriber will be responsible for

Subscriber receives advanced payments of the Premium Tax Credit
has paid at least one (1) full month's Premium, this Contract will

inate one (1) month after the last day Premiums were paid. That is,
ctive termination will not exceed 61 days. We may pend claims
incrred during the 61-day grace period. The Subscriber will be responsible
or paying any claims incurred during the 61-day grace period if this
Contract terminates.

aud or Intentional Misrepresentation of Material Fact. If the Subscriber or the
Subscriber's Dependent has performed an act that constitutes fraud or the
Subscriber has made an intentional misrepresentation of material fact in writing
on his or her enroliment application, or in order to obtain coverage for a service,
this Contract will terminate immediately upon written notice to the Subscriber
and/or the Subscriber's Dependent, as applicable, from the NYSOH. If
termination is a result of the Subscriber's action, coverage will terminate for the
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Subscriber and any Dependents. If termination is a result of the Dependent's
action, coverage will terminate for the Dependent.

3. Rescission. If the Subscriber makes an intentional misrepresentatio
fact in writing on his or her enroliment application, We will rescin
after 30 days' prior written notice, if the facts misrepresented w.
to refuse to issue this Contract and the application is attach
Rescission means that the termination of Your coverage wi
effect of up to the issuance of this Contract.

contracts to which this Contract belongs, wit
health related status of this Contract. We will
90 days' prior written notice.

6. The date the Contract is terminated k

such termination.

See the Conversion Right to
for Your right to conversion to
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Section XXII - Extension of Benefits
When Your coverage under this Contract ends, benefits stop. But, if You are totally

For purposes of this section, "total disability” means You are prev
injury or disease from engaging in any work or other gainful acti
a minor means that the minor is prevented because of injury or
engaging in substantially all of the normal activities of a person of li
who is in good health.

When You May Continue Benefits. If You are total
coverage under this Contract terminates, We will
this Contract during an uninterrupted period of total
following:

disabled on the da
inue to pay for Your c

. The date You are no longer totally di

Contract ends; or

. Beyond the extent to whi id benefits under this Contract if
coverage had not ended.
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Section XXIII - Temporary Suspension Rights for Armed

Forces' Members
If You, the Subscriber, are a member of a reserve component of the ar

to order units of the reserve to active duty, provided that such
duty is at the request and for the convenience of the federal go

2. You serve no more than five (5) years of acti

such suspension.

Upon completion of active duty, Your
1. Make written application to
2.  Remit the Premium withi S ination of active duty.

The right of resumption exte »
was suspended while on activ € be retroactive to the date on which
active duty terminated.
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Section XXIV - Conversion Right to a New Contract after

Termination

A. Circumstances Giving Rise to Right to Conversion. The Subscriber' use and
Children have the right to convert to a new Contract if their coverage
Contract terminates under the circumstances described below.

1. Termination of Your Marriage. If a Spouse's coverage t
Termination of Coverage section of this Contract because th
divorced from the Subscriber or the marriage is annulled, that
entitled to purchase a new Contract as a direct payment member.

2. Termination of Coverage of a Child. If a Chi
Termination of Coverage section of this Cont

coverage terminat
cause the Child no

payment member.

3.  On the Death of the Subscriber,
of Coverage section of this Co
Subscriber's Dependents are €
payment members.

Termination
ubscriber, the

B. When to Apply for the New
as described above, You mus
termination of Your coverage u
Premium of the new Contract at

C. The New Contr
level of coverag
required by state a
offered by Us.

are entitled to purchase a new Contract
ew Contract within 60 days after
QU must also pay the first

Or coverage.

ual direct payment Contract at each
tinum) that Covers all benefits
ay choose among any of the four Contracts
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Section XXV - General Provisions
Agreements Between Us and Participating Providers. Any agreement between Us

request for plan documents. N
appoint a designee or repres

Changes in this Contract.
We give You 60 days' prior writ
enrollment period.

You or Us, with respect to this Contract, or
connection with this Contract, or in keeping

edederal law that imposes additional requirements from what
New York State law will be amended to conform with the minimum

ny additional benefits if Your coverage status should change during the
xample, if Your coverage status changes from covered family member to
pplied toward Your new status as a Subscriber.

ntire Agreement. This Contract, including any endorsements, riders and the
attached applications, if any, constitutes the entire Contract.

Fraud and Abusive Billing. We have processes to review claims before and after
payment to detect fraud and abusive billing. Members seeking services from Non-
Participating Providers could be balance billed by the Non-Participating Provider for
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10.

11.

12.

13.

14.

15.

16.

those services that are determined to be not payable as a result of a reasonable belief
of fraud or other intentional misconduct or abusive billing.

time to perform Our obligations under this Contract. You must provi
information over the telephone for reasons such as the following:
determine the level of care You need; so that We may certify ¢
Physician; or to make decisions regarding the Medical Necessity

our

Identification Cards. Identification ("ID") cards are issued by Us for
purposes only. Possession of any ID card confers no right to services o
under this Contract. To be entitled to such services beneflts Your Pre

employee of any Participating
account of damages arising
alleged to be suffered by You,

ner connected with, any injuries
se or Children while receiving care

lan. You can request additional information
Contract. Upon Your request, We will provide the

iness addresses and official positions of Our board of
embers; and Our most recent annual certified financial
hich includes a balance sheet and a summary of the receipts and
ents.

ation that We provide the State regarding Our consumer complaints.
y ofOur procedures for maintaining confidentiality of Member information.

y of Our drug formulary. You may also inquire if a specific drug is Covered
r this Contract.

written description of Our quality assurance program.

. A copy of Our medical policy regarding an experimental or investigational drug,
medical device or treatment in clinical trials.

. Provider affiliations with participating Hospitals.
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. A copy of Our clinical review criteria (e.g., Medical Necessity criteria), and where
appropriate, other clinical information We may consider regarding a specific
disease, course of treatment or Utilization Review guidelines, including clinical
review criteria relating to a step therapy protocol override determin

. Written application procedures and minimum qualification requi
Providers.

. Documents that contain the processes, strategies, eviden
other factors used to apply a treatment limitation with respec
benefits and mental health or substance use disorder benefits
Contract.

17. Notice. Any notice that We give You under this C

18. Premium Payment. The first month

herein. Subsequent Premiu
thereafter. We will not accept
We will accept Premium paym . hite HIV/AIDS Program; an Indian

19. . nd of Premiums, if due, to the Subscriber.
20. . n, a payment may be made to You when

ill explain the problem to You and You must return
Us within 60 days after receiving notification from

payment Was made unless We have a reasonable belief of fraud or
al misconduct.

The renewal date for this Contract is January 1 of each year. This
omatically renew each year on the renewal date, unless otherwise
or You as permitted by this Contract.

ent after Default. If the Subscriber defaults in making any payment under
ct, the subsequent acceptance of payment by Us or by one of Our
d agents or brokers shall reinstate the Contract.

t to Develop Guidelines and Administrative Rules. We may develop or adopt
standards that describe in more detail when We will or will not make payments under
this Contract. Examples of the use of the standards are to determine whether:
Hospital inpatient care was Medically Necessary; surgery was Medically Necessary to
treat Your illness or injury; or certain services are skilled care. Those standards will
not be contrary to the descriptions in this Contract. If You have a question about the
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24,

25.

26.

27.

standards that apply to a particular benefit, You may contact Us and We will explain
the standards or send You a copy of the standards. We may also develop
administrative rules pertaining to enrollment and other administrative matters. We
shall have all the powers necessary or appropriate to enable Us to carry, Our
duties in connection with the administration of this Contract.

We review and evaluate new technology according to technology
developed by Our medical directors and reviewed by a designa
consists of Health Care Professionals from various medical speci
of the committee are incorporated into Our medical policies to estab
protocols for determining whether a service is Medically Necessary, e
investigational, or included as a Covered benefit.

Right to Offset. If We make a claim payment to Y

not affect the validity and enforceab

Significant Change in Circu unable to arrange for Covered
Services as provided under t esult of events outside of Our
control, We will make a good : lternative arrangements. These
events would include a major [ e complete or partial destruction of
facilities, riot, civil insurrection, i
personnel, or simi sonable attempts to arrange for
Covered Servic viders will not be liable for delay, or
failure to provide d Services if such failure or delay is caused by
such an event.

ese paragraphs apply when another party
be found to be, responsible for Your injury, illness or
ided benefits related to that injury, illness or

eans that We have the right, independently of You, to proceed directly
er party to recover the benefits that We have provided.

bursement if You or anyone on Your behalf receives payment from any
party (including Your own insurance carrier) from any settlement, verdict
ce proceeds, in connection with an injury, illness, or condition for which We
benefits. Under New York General Obligations Law Section 5-335, Our right
overy does not apply when a settlement is reached between a plaintiff and
defendant, unless a statutory right of reimbursement exists. The law also provides
that, when entering into a settlement, it shall be deemed that You did not take any
action against Our rights or violate any contract between You and Us. The law
conclusively presumes that the settlement between You and the responsible party
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28.

29.

30.

31.

34.

does not include any compensation for the cost of health care services for which We
provided benefits.

We request that You notify Us within 30 days of the date when any notice4
any party, including an insurance company or attorney, of Your intentio
investigate a claim to recover damages or obtain compensation due
or condition sustained by You for which We have provided benefi
all information requested by Us or Our representatives includin
completing and submitting any applications or other forms or stat
reasonably request.

Third Party Beneficiaries. No third party beneficiaries are intended to
this Contract and nothing in this Contract shall conf
than You or Us any right, benefit, or remedy of an
reason of this Contract. No other party can enforce t

any remedy arising out of either Our or You any
portion of this Contract or to bring an actig terms of
this Contract.

Time to Sue. No action at law or in i t Us prior to the
expiration of 60 days after written sub i

required in this Contract. You SUit against Us under this Contract
within two (2) years from the equired to be filed.

Translation Services. Transla i ilable free of charge under this
Contract for non-English speaki . ontact Us at the number on
Your ID card to a

Venue for Leg er this Contract, it must be resolved in

. You agree not to start a lawsuit against Us in

to New York State courts having personal
*Wwhen the proper procedures for starting a

n followed, the courts can order You to defend any

a court anywhere els
jurisdiction over You. T

arty of any breach of any provision of this Contract will
of any subsequent breach of the same or any other

ignated by the CEO. No employee, agent, or other person is authorized to
mend, modify, or otherwise change this Contract in a manner that expands
e scope of coverage, or the conditions of eligibility, enrollment, or

ation, unless in writing and signed by the CEO or person designated by the

Who Receives Payment under this Contract. Payments under this Contract for
services provided by a Participating Provider will be made directly by Us to the
Provider. If You receive services from a Non-Participating Provider, We reserve the
right to pay either You or the Provider. However, We will directly pay a Provider
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35.

36.

instead of You for Emergency Services, including inpatient services following
Emergency Department Care, air ambulance services, and surprise bills. For pre-
hospital emergency medical services, emergency ground and water ambulance
transportation, and non-emergency ambulance transportation, if You assi@ibenefits
to a Non-Participating Provider licensed under New York Public Heal Article 30,
We will pay the Non-Participating Provider directly. If You do not a benefits to a
Non-Participating Provider licensed under New York Public Hea
will pay You and the Non-Participating Provider jointly.

Workers' Compensation Not Affected. The coverage provided un
is not in lieu of and does not affect any requirements for coverage by
compensation insurance or law.

Your Medical Records and Reports. In order to
Contract, it may be necessary for Us to obtain Your
from Providers who treated You. Our action

this Contract, except as prohibited b
or Our designee permission to i

law, You automatically give Us
medical records for those

. Disclose all facts pertaini

atment, and physical condition to Us
or to a medical, dental, or i

onal that We may engage to
connection with a complaint or

. Render rep care, treatment, and physical condition to Us,
i ealth professional that We may engage to

owever, to the extent permitted under state or federal

e’Us permission to share Your information with the New
dartment of Health, quality oversight organizations, and third parties
contract to assist Us in administering this Contract, so long as they
intain the information in accordance with state and federal
guirements.

s and Responsibilities. As a Member, You have rights and
ities when receiving health care. As Your health care partner, We want to

ave the right to obtain complete and current information concerning a diagnosis,
treatment and prognosis from a Physician or other Provider in terms You can
reasonably understand. When it is not advisable to give such information to You, the
information shall be made available to an appropriate person acting on Your behalf.
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You have the right to receive information from Your Physician or other Provider that
You need in order to give Your informed consent prior to the start of any procedure or
treatment.

You have the right to refuse treatment to the extent permitted by law a
informed of the medical consequences of that action.

You have the right to formulate advance directives regarding Yo
You have the right to access Our Participating Providers.

As a Member, You should also take an active role in Your care. We
to:

. Understand Your health problems as well as can and work with

Providers to make a treatment plan that You

. Follow the treatment plan that You have
Providers;

. Give Us, Your doctors and other £

. Inform Us if You have a
covered under Your Con
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Section XXVII - Cost-Sharing Reimbursement for Certain
Covered Services

UnitedHealthcare of New York, Inc.

This rider amends the benefits of Your Contract. Due to federal w,
will not be responsible for Your Cost-Sharing for certain covere
maternity care, while the funding is available. For the Covered Se
the waiver funding will apply towards Your Deductible and Out-of-P

A. Diabetic Services

If You are diagnosed with diabetes, You will not b
the following Covered Services.

. Primary care office visits for the diagngsi
diabetes. However, Cost-Sharing
the same visit as the diabetic ser
during an office visit when the g
visit, the Cost-Sharing amount

still apply;
. One office visit to perfo d retinal examination, including when

ucation is designed to educate persons with
management and treatment of their diabetic

L4

significant change in Your symptoms or condition
a change in Your self-management education; or when
is necessary. It must be provided in accordance with the

By a Physician, other health care Provider authorized to prescribe
under Title 8 of the New York Education Law, or their staff during an
office visit;

Upon the Referral of Your Physician or other health care Provider
authorized to prescribe under Title 8 of the New York Education Law
to the following non-Physician, medical educators: certified diabetes
nurse educators; certified nutritionists; certified dietitians; and
registered dietitians in a group setting when practicable; and

» Education will also be provided in Your home when Medically
Necessary.

. Laboratory procedures and tests for the diagnosis and management of diabetes.
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. The following equipment and related supplies for the treatment of diabetes when
prescribed by Your Physician or other Provider legally authorized to prescribe:

+  Acetone reagent strips

. Acetone reagent tablets

. Alcohol or peroxide by the pint
. Alcohol wipes

. All insulin preparations

. Automatic blood lance kit

. Cartridges for the visually impaired

. Diabetes data management systems
. Disposable insulin and pen cartrid

N Glucose kit

. Glucose monitor with

control solutions, and e gluCose monitor

agents such as glucose tablets and gels

ral anti-diabetic agents used to reduce blood sugar levels
Syringe with needle; sterile 1 cc box

Urine testing products for glucose and ketones

. Additional supplies, as the New York State Commissioner of Health shall
designate by regulation as appropriate for the treatment of diabetes;

. This rider does not apply to diabetic insulin as it is not subject to cost-sharing
under other sections of this Contract.

POL26.H.IEX.NY 108



. Prescription Drugs for the treatment of diabetes that are on Our Formulary when
prescribed by Your Physician or other Provider legally authorized to prescribe.

Maternity Care

Cost-Sharing. You will not be responsible for Your Cost-Sharing for t
Covered Services, including items or Prescription Drugs, You obtai
or within 12 months of delivery: Urgent Care Services; outpatien
services and outpatient substance use services including partia
program services; all services listed in the Preventive Care sectio
services and items listed in the Additional Benefits, Equipment and

You will be responsible for the applicable Cost-Sh
practitioner, and midwife services for delivery and inp
center services for delivery. You will continug

this Contract; all services listed in the
and all services listed in the Pediatri : ection of this Contract.

Controlling Contract.

All of the terms, conditions, limitati s of Your Contract to which this
rider is attached shall also appl ere specifically changed by this
rider.
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Section XIlII.

Rider for Individual Comprehensive Health Insurance
Policy Changes for 2026

UnitedHealthcare of New York, Inc.

I. General.
This rider amends Your Policy as described below.

II. Prescription Drug Coverage. The Covered Prescription Drugs item is re
following:

A. Covered Prescription Drugs.
We Cover Medically Necessary Prescription Drugs that, exce
can be dispensed only pursuant to a prescription and ate
¢ Required by law to bear the legend “Cautio 20 ibits di ng without a
prescription”;

e FDA approved;

e Ordered by a Provider authorized to p 's scope of practice;
e Prescribed within the approved F and dosing guidelines;

¢ On Our Formulary; and

e Dispensed by a licensed pharm

nd single entity vitamins.
he FDA, or generic equivalents as approved substitutes,
consistent with the criteria of the federal Medicare

gClive as a disease-specific treatment regimen. Specific diseases and

ude but are not limited to: inherited diseases of amino acid or organic acid

Crohn’s disease; gastroesophageal reflux; gastroesophageal motility such as

stinal pseudo-obstruction; and multiple severe food allergies. Multiple food

include but are not limited to: immunoglobulin E and nonimmunoglobulin E-
mediated allergies to multiple food proteins; severe food protein induced enterocolitis
syndrome; eosinophilic disorders and impaired absorption of nutrients caused by disorders
affecting the absorptive surface, function, length, and motility of the gastrointestinal tract.

¢ Modified solid food products that are low in protein, contain modified protein, or are amino
acid based to treat certain inherited diseases of amino acid and organic acid metabolism
and severe protein allergic conditions.

26AMD.H.IEX.NY 1



e Prescription Drugs prescribed in conjunction with treatment or services Covered under the
infertility treatment benefit and fertility preservation services in the Outpatient and
Professional Services section of this Policy.

o Off-label cancer drugs, so long as the Prescription Drug is recognized for the treatment of

Micromedex DrugDex; Elsevier Gold Standard’s Clinical Pharmac
authoritative compendia as identified by the Federal Secretary of

article or editorial comment in a major peer reviewed professional jour
¢ Orally administered anticancer medication used to kill or slow the growth
cells.
e Smoking cessation drugs, including over-the-counte

order, provided in accordance with the co
Resources and Services Administration

(PEP) to prevent HIV infection.
e Prescription Drugs for the treat alth and substance use disorders,

e Contraceptive dru
drugs, devices an red, or granted by the FDA and as
prescribed or other State or Federal law. “Over-the-counter

des emergency contraception when provided

or when lawfully provided over-the-counter. You may
request ersion of a contraceptive drug, device and other
product if 6 aceptive drug, device and other product is not available or is
deemed i : as determined by Your attending Health Care Professional.

exchange or call the number on Your ID card to get a copy of the form or
pout this exception process.

opy of Our Formulary. Our Formulary is also available on Our website at
change. You may inquire if a specific drug is Covered under this Policy by
e number on Your ID card.

26AMD.H.IEX.NY 2



lll. Schedule of Benefits. The Cost-Sharing limitation on epinephrine devices found in the
Prescription Drugs portion of Your Schedule of Benefits is replaced with the following:

Cost-Sharing for epinephrine devices shall not exceed $100 per Plan Year.
UnitedHealthcare of New York, Inc.
Daniel Benardette, President

S
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Nondiscrimination Notice and Notice of Availability of
Language Assistance Services and Alternate Formats

orientation, and gender identity). We do not exclude people or treat t
because of race, color, national origin, age, disability, or sex.

Mail:

00 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

EXEX26IF0346598_000 6/25 © 2025 United HealthCare Services, Inc. All Rights Reserved
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mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
tel:1-800-368-1019
tel:1-800-537-7697

language-assistance-notices.

ATTENTION: If you speak English, free language assistance services and free com
formats, such as large print, are available to you. Call the toll-free number on your memE
card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencid
otros formatos como letra grande, sin cargo, a su disposicién. Llame
en su tarjeta de identificacion de miembro.

KUJDES: Nése flisni Shqip (Albanian) shérbime falas pér ndih Ne " i € formate
té tjera, si p.sh. printime me shkronja t€ médha, jané té dispo ér j i
tuaj t€ identifikimit t€ anétarit.

TAA(LEL:- ATICT (Amharic) 291574 hwPiE 19 07k 2
PCOPT ARCAL L15 0 NANATT oDk &

Ay ) ARl Chaa ¢S 13): Aadla
all 5 Aailaall & galll sacbiall Cilaad &l 8 g5 ¢()Arabic
ials goaal) Cay et dilay e sadll

NFGUALOFE-B3NFG. Gph nny
lEquut wewlgnipjub dw

, wyw atiq hwuwbtjh o wGup
LpynLhltin wy) aliwswithtipny,
nyybwuiugdwd pupwh Yypu

0 o __¢ N IS c I3

D0MND3 (Burmese) (T? G@'D“i(\llc 399(09 000000000038 O?G@'DC?({P???
°C)€) °@6 3’33?9 G@')&%&)CTSQDLL%@SZT' ogé(ﬂ&) Cll 3\363%6%0’.)080 329

°Lﬂ°e . [ o OOR32: §§1% > T 8

oG/

SUNWMENEISI (Cambodian-Mon-Khmer)

AN SHAMISSIASSHSSASINORSHRININIS)S SoMMNUHAPS
SIuNUMIUSSSASIBISTITUWNNE) s SmIun s

ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane sew me sew format,
tapil lane fateofat, bwe bwale tepangiyom. Kol yegili nampa la ye toore paliuwal woal kard la laumw.

EXEX261F0346598_000 6/25 © 2025 United HealthCare Services, Inc. All Rights Reserved
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https://www.uhc.com/legal/nondiscrimination-and-language-assistance-notices
https://www.uhc.com/legal/nondiscrimination-and-language-assistance-notices

ATENSION: Yanggen fifino’ hao Chamoru (Chamorro) guaha setbisio siha para hagu ni’ mandibatdi, i setbision
fino’ pat lengguahi yan fina’uma’espiha gi otro na manera siha taiguihi i para mana’dangkolo i inemprenta.
Agang i dibatdi na numiru gi kattd-mu aidentifikasion membro.

oOYSVTS: VJGY dhYCGood CWY (Cherokee), dhYCGood C°NPMeod ©0» ©f TEZA0OJ LhAcd
TS450°Nd, D4o60d 96V TGRY dEGGJ dhYCGo0JodY. VT TETGo0UT J0°Godd B060J dhY
D4cod OvVT.

BEE . IREIHAIT (Chinese - Simplified), FHITDIAGTIR SR B IBSHEIRS U
RRBE - IHHHTCMS A SN R EMRATHIESE,

©0v dh/ilMeod

Qiuk =E= 0=

R . iR BERPIC (Chinese - Traditional), ERILIES R EEE HBRFII R FESH
MELMEE S R LEMNRMFEEBIERE,

AHVLLA: Hvsh asha Chahta anumpa (Choctaw), hochefo anumpa anmpa kay
achuffa holisso kanahpesa holhtina kiyo, ilvmmito yvt chipisachi. Chi
illakmvt.

Asinei ngeni meinisin: Tka pwe ka fos Chuuk (Chuukese)

PID: Naye guel € Thuonjén (Dinka), akuoony ke ¢ m abac to"dhd ki yic, ciméné kédci gd dit nyiin, atd
téloy yin. Yu)p rakdmai € majan t3 kndun akut k.

Ladi s it 3 0 Sl e « 5 : L OB lexd i€ oo Cuna YFarsi( u—ﬂ)‘ﬁ Ol R aas
A.U.S.\u.ubuuu }AQGJLJLuauJLSL;)JC)AMU&\)aJWLjM

“assistance linguistique et des communications dans
t mis a votre disposition gratuitement. Appelez le numéro gratuit

ATANSYON: Si w pale Kreyol Ayisyen (Haitian Creole), gen sévis lang gratis ak kominikasyon nan 1ot foma lo
disponib, tankou sa ki enprime ak gwo lét. Rele nimewo gratis ki sou kat idantifikasyon manm ou an.

EXEX261F0346598_000 6/25 © 2025 United HealthCare Services, Inc. All Rights Reserved
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MALIU MALI! Ina ‘dlelo ‘oe i ka ‘6lelo Hawai‘i (Hawaiian), loa‘a manuahi ke kokua unuhi a me palapala i
ho‘onohonoho ‘ia e like me i pa‘i ‘ia me na huapalapala niinui no ke kokua ‘ana aku ia ‘oe. ‘Olu‘olu e kahea aku i ka
helu kelepona kaki ‘ole ma kou kaleka lala.

g 3: A o it (Hindi) ser ¥, @ s e qoa wmon semrr famd i orr yredt & o dam, 9 , 3T

AU FeHT YA 9 W U 7T SrA-3h1 G 0 hicd |

LUS TSEEM CEEB: Yog tias koj hais lus Hmoob (Hmong), cov kev pab cuam lus pub dawb
hauv lwm hom ntawv, xws li luam ntawv loj, muaj rau koj. Thov hu rau
tus xov tooj hu dawb ntawm koj daim npav ID.

GEE NTI: O buruy na i na-asu asusu Igbo (Igbo), oru enyemaka nkowa asusu bu n’efu yana inye n.
diiri gi n’efu, dika e ji nha mkpuruedemede buru ibu dee ya. Kpoo akara ekwenti nke a na-anaghi akwy
njirimara onye otu gi.

PANANGIKASO: No agsasaoka iti Ilocano (Ilocano), magun-odmo dagiti

a komunikasion iti dadduma a pormat, kas iti dadakkel a letra. Tawagan ti awa
pakabigbigam kas miembro.

PERHATIAN: Jika Anda berbicara bahasa Indonesia (Indonesi
dalam format lain, seperti cetakan besar, tersedia untuk Anda.
identifikasi keanggotaan Anda.

munikasi gratis
pada kartu

ATTENZIONE: Se parla italiano (Italian), puo usufruire'e
gratuite in altri formati, come ad esempio la stamp
identificativo.

BXEY—EXD, IEXXFEL EM
[NIZHEBEELCZELY,

FEEEIR . BARE (Japanese) ZEES
DEAXTHOENIZI2A=r—2a3 %k

di), serevise y’ugufasha mu ndimi utariha n’itumanako mu bundi
o umuronko utariha ku bijanye n'ikarata yawe karanga

an)S ALESHAl = 39 F& 20 Xl MH| AU 2AHA S CHE
M E O|8otd &= ASLICE 2| & ID 7LE0] Liot A= 72 HolH=

4 ool (5 )3 5K 3 0 s «atSod 4l (Kurdish Sorani) 5w g20sS Al 4 5 a8 1 iU
3 o e A (o sy icsand)d Cannd A Al el A s s o A8 (e (Sop ¢ i Sl 38 4 (%0 sy
450 QA Sesalitd (SIS A (548 sl Aacsy

VVIBVCLIONEW: TH UN DD MNWITIDID (Lao), WoNcSIBNIVVINIVFOBHDHVWITNSBCIE NIVTFIMWS VS,
LeCLLBLY BRCNUHD, C: NIVRWV2EMVIO LS.
oI NWEEHOOUzM GO TTLIIN209UND.
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@er AT SR R gt (Marathi) sier sracam, a€ Jithd W SER SaT SATM07 Sa¥ HIEHE Hithd W3y, ST§ i A fife,
THATHIE IUCTeY HATRA. TH=AT UeEd SNSEUATHI et W1 ShHIHTE shict .

Nan: Ne kwdj kenono Kajin Majol (Marshallese), jibaii ko kom maron im ejellok wonneir einw im bok melele

ilo waween ko jet, einw0t jeje ko relab, Kall ae nomba eo ejellok wonnen ebed itulikin kaat eo

BAA'AKONINIZIN: Diné (Navajo) saad bee yanittigo, t'44 jiik'eh saa
aka'anida’'wo’i dé6 naana tahgo at'éego bee hadadilyaa bee ahit han
ak’eda’ashchinigii, nahélo. Bee atah nil’ini ninaaltsoos nitt'izi bee néého
bee hane’i namboo bee hodiilnih.

g fager: afe qurse Jureft (Nepali) Sieggs W, fi3ress Wi s
TUTSHT TATHT ST T, ATHT T Ul HISHT Teehl Iet ST FFaCHT el

ditt.

XIYYEEFFANNOO: Yoo Afaan Oromoo (Oromo) dub
dubbiin bilisaa kan akka maxxansa gurguddaa afaan keessa
miseensummaa keessan irra jiru irratti bilbilaa.

GEB ACHT: Wann du Deitsch (Pennsy etzscht, Schprooch Helfe mitaus Koscht un
Communications in annere Formats wie g ' glich. Ruf die koschdelos Nummer uff dei
Member Identification Kaart.

PAKAIR: Mah ke ese lokaian P i i i as en lokaia oh mehn kapehse ni soangen
mwohmw teikan kin sohte ise inti ohng kowe. Eker nempe ni sohte isepe me mih

bezptatne ustugi pomocy jezykowej i bezptatne
zadzwoni¢ pod bezptatny numer podany na karcie

Punjabi) 98 J, 31 3973 B He3 I HITE3T A<t »13 Id eanet, fa
T I MU HEd USTE 9198 '3 O8-& &9 3 I8 F9

romana (Romanian), va sunt disponibile servicii gratuite de asistenta lingvistica si
e Tn alte formate, cum ar fi cu litere marite. Apelati la numarul gratuit de pe legitimatia

ble MaTepuaibl B Ipyrux Gopmarax, HanpuMep, HalleyaTaHHbIe KPYIHBIM MIPH(TOM. 3BOHHUTE 110
TeneoHa, yKa3aHHOMY Ha Balleld HISHTU(UKAIIMOHHONW KapTe Y4acTHHKA.

FA‘AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o lo‘o avanoa mo oe ‘au‘aunaga fesoasoani tau gagana e leai se
totogi ma feso‘ota‘iga e leai se totogi i isi faiga, e pei o lomiga e lapopo‘a mata‘itusi. Valaau i le numera e leai se totogi i lau
kata faailo o le sui auai (ID).

EXEX261F0346598_000 6/25 © 2025 United HealthCare Services, Inc. All Rights Reserved
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PAZNJA: Ako govorite srpski (Serbian), dostupne su vam besplatne usluge jezitke asistencije i besplatni na¢ini
komunikacije u drugim formatima, kao $to je veliki format Stampe. Pozovite besplatni broj koji se nalazi na vasoj ¢lanskoj
identifikacionoj kartici.

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda bilaash
bilaash ah oo qaabab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Ka wac lambarka wicitaanka bil
agoonsiga xubinta.

0 isgaarsiino
ah kaarkaaga

ZINGATIA: Ikiwa unazungumza Kiswahili (Swahili), huduma za usaidizi wa lugha za bila
malipo katika miundo mingine, kama vile maandishi makubwa, zinapatikana kwako. Piga na
kwenye kadi yako ya kitambulisho cha mwanachama.

=Fahr - n'.‘.i'..'rmn’.rﬁ.t_' nJl._‘zl:anmré nJ'l.ur-r." rt" r:‘:ml

) Siah~ - n:i‘.nwt'rdr_l nJu:uucrm <a aJ'l.u.—t“ S r:"rmnS‘li'l iacls hiicer rt:'Jl:nJ.u
N roi i L odnuk rpoi)| hahids rhadaal i it

-

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may ma
libreng komunikasyon sa ibang mga format, tulad ng malalakig . agan €ro na nasa
iyong ID card ng miyembro.

L $S: S Senid (Telugu) SrerBorB e, a0 s
5063 AHS oL O’ ErQTAS e &
DA0E3DTAS A 'S ToB8

Tusansu winaauwe ve (Thai) 18 Aauanu
ASANW G 18618 Awsvuiaiia) nsludwinnuia

<

FAKATOKANGA: Kapau ‘oku’
e ngaahi founga kehe fakafet
ta‘etotongi ‘oku ha ho kaati me

‘i ‘al ‘a e ngaahi tokoni ta‘etotongi ‘i he lea'ni pea mo
aaki, ‘oku ‘ataa” ma‘au. Fetu‘utaki ki he telefoni

0E3KOIITOBHI OB WKJIal, KpynmHUM 1pudrom. 3arenedonyiite 3a
anrnii ineHTudikamiiHiin Kaprii.

iéng Viét (Vietnamese), quy vi s& dugc cung cap cac dich vu hd tro ngoén ngir mién phi va cac
ien phi ¢ cac dinh dang khac, chang han nhu ban in chit 16n. Goi dén so dién thoai mién phi
¢6 trén thé nhan dang thanh vién cta quy vi.

?Néu quy vi nd
huong tién trao doi lién 13

imong sinultihan kay Visayan (Visayan), libre nga mga serbisyo sa tabang sa pinulongan ug libre
ng mga pormat, sama sa dagkong print, available kanimo. Tawage ang toll-free nga numero sa
a kard sa miyembro.

PRRP YVOWAIR PR DYOMIYD A9 INBW YuoaIR,)Yiddish( 29708 BTY0 TR 29N (A0OR
TP2RYR WOR DR W PIMD RV T VDI LR IRD DIVDIWNR IIVT DMK YOI M, JURRIND
. DuUIRp

AKIYESI: Tioban fi 5o Yoruba (Yoruba), awon ise atileyin edé ofe ati awon ibanisoro nina awon
ighinrégé, bi awon atejade nl4, wa fun o. Pe ngmba ti ko nild owo 16ri kaadi idanimo omo egbe re.
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