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Introduction

This booklet is your Summary Plan Description (SPD) and describes
the provisions of your State Health Benefit Plan (SHBP), which is
also referred to in this booklet as the “Plan.” Use this SPD as a
reference tool to help you understand the Plan and maximize your
coverage.

The SHBP is a self insured Plan, which is governed by the
regulations of the Department of Community Health (DCH) Boatd,
Chapter 111-4-1 Health Benefit Plan. If there are discrepancies
between the information in this SPD and DCH Board regulations or
the laws of the state of Georgia, those regulations and laws will
govern at all times.

This booklet is notice to all members of the SHBP’s eligibility
requirements and benefits payable for services provided on or after
July 1, 2011, unless otherwise noted. Any and all statements to
Members or to Providers about eligibility, payment or levels of
payment that were made before July 1, 2011 are canceled if they
conflict in any way with the provisions described in this booklet.

The SHBP reserves the right to act as sole interpreter of all the
terms and conditions of the Plan, including this booklet and the
separate medical policy guidelines that serve as supplement to this
booklet to more fully define eligible charges.

The SHBP also reserves the right to modify its benefits, level of
benefit coverage and eligibility/patticipation requitements at any
time, subject only to reasonable notification to Members. When
such a change is made, it will apply as of the modification’s effective

date to any and all charges incurred by Members on that day and
after, unless otherwise specified by the DCH.

The Summary Plan Description published by UnitedHealthcare for
members enrolled in the SHBP does not constitute a contract. The
provisions of the program are subject to annual review and
modification. Costs may vary each year.

How to Use this Document

We encourage you to read your SPD and any attached Riders and/or
Amendments carefully.

We especially encourage you to review the Benefit limitations of this
SPD by reading Section 1: What's Covered--Benefits and Section 2:
What's Not Covered--Exclusions. You should also catefully read
Section 10: General Legal Provisions to better understand how this
SPD and your Benefits work. You should call UnitedHealthcare if
you have questions about the limits of the coverage available to you.

Many of the sections of the SPD are related to other sections of the
document. You may not have all of the information you need by
reading just one section. We also encourage you to keep your SPD
and any attachments in a safe place for your future reference.

Please be aware that your Physician does not have a copy of your
SPD and is not responsible for knowing or communicating your
Benefits.

Information about Defined Terms

Because this SPD is a legal document, we want to give you
information about the document that will help you understand it.
Certain capitalized words have special meanings. We have defined
these words in Section 11: Glossary of Defined Terms. You can
refer to Section 11 as you read this document to have a clearer
understanding of your SPD.
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When we use the words "we", "us", and "our" in this document, we

are referring to SHBP. When we use the words "you" and "your" we
are referring to people who are Covered Persons as the term is
defined in Section 11: Glossary of Defined Terms.

Fraud and Abuse

Please notify the Plan of any fraudulent activity regarding Plan
members, providers, payment of benefits, etc. Call 1-866-242-7727.

Your Contribution to the Benefit Costs

The Plan may require the Member to contribute to the cost of
coverage. Contact your benefits representative for information about
any part of this cost you may be responsible for paying.

Customer Service and Claims Submittal

Please make note of the following information that contains
UnitedHealthcare department names and telephone numbers.

Customer Service Representative (i.e. questions regarding
Coverage or procedures): 1-800-396-6515.

Monday - Friday 8:00 a.m. — 8:00 p.m.

Prior Notification/ Care Coordination: As shown on your ID
card, 1-800-955-7976.

For detailed explanation on Prior Notification please see page 7.

Mental Health/Substance Use Disorder Services:
1-800-396-6515

Pharmacy Questions: 1-800-396-6515
Plan’s Eligibility Unit: 1-404-656-6322, Atlanta
1-800-610-1863, toll-free outside Atlanta
Monday - Friday, 8:30 a.m. to 4:30 p.m.
Membership Correspondence for non-claim/eligibility issues:
State Health Benefit Plan
Membership Correspondence Unit
P.O. Box 1990, Atlanta, Georgia 30301-1990

Note: For forms and procedures related to these appeals go to
www.dch.geotgia.gov/shbp.
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Claims Submittal Address:

United HealthCare Setvices, Inc.
Attn: Claims
PO Box 740806
Atlanta, GA 30374-0806

Requests for Review of Denied Claims/ Appeals and Notice of
Complaints:

United HealthCare Setvices, Inc.
PO Box 30994
Salt Lake City, Utah 84130-0994

Note: SHBP reserves the right to request medical records and
any other supporting documentation for medical and
pharmacy claims submitted.

Written appeals and inquiries related to the Prescription Drug
Program should be directed to:

State of Georgia - State Health Benefit Plan Members
6220 Old Dobbin Lane, FL. 2
Columbia, MD 21045
Attn: GDCH-SHBP
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Section 1;
What's Covered--Benefits

This section provides you with information about:

e Accessing Benefits. Refer to Section 1 “What’s
Covered—DBenefits and Section 2 “What’s Not
Covered--Exclusions

e  Your Health Reimbursement Account
e Coinsurance and Eligible Expenses.

e Annual Deductible, Out-of-Pocket Maximum
and Maximum Plan Benefit.

e Covered Health Services. We pay Benetfits for the
Covered Health Services described in this section
unless they are listed as not covered in Section 2:
What's Not Covered--Exclusions.

e Covered Health Services that require you notify
UnitedHealthcare is your responsibility. You are
required to obtain the necessary prior
notification or prior approval for all Non-
Network inpatient admissions and certain
covered services under the Plan. You should
contact Member Services regarding notification
requirements and verification of covered
services.

Accessing Benefits

You can choose to receive either Network Benefits or Non-Network
Benefits. To obtain Network Benefits you must see a Network
Physician or other Network provider.

You must show your identification card (ID card) every time you
request health care services from a Network provider. If you do not
show your ID card, Network providers have no way of knowing that
you are enrolled under the Plan. For details about when Network
benefits apply, see Section 3: Description of Network and Non-
Network Benefits.

Benefits are available only if all of the following are true:

e (Covered Health Services are received while the Plan is in effect.

e Covered Health Services are received prior to the date that any
of the individual termination conditions listed in Section 4:
When Coverage Begins/Ends occurs.

e The person who receives Covered Health Services is a Covered
Person and meets all eligibility requirements specified in the
Plan.

Depending on the geographic area and the setrvice you receive, you
may have access through UnitedHealthcare's Shared Savings
Program to non-Network providers who have agreed to discount
their charges for Covered Health Services. If you receive Covered
Health Services from these providers, your Coinsurance is expressed
as a percentage of Eligible Expenses for Non-Network Benefits, that
percentage will remain the same as it is when you receive Covered
Health Services from non-Network providers who have not agreed
to discount their charges; however, the total that you owe may be
less when you receive Covered Health Services from Shared Savings
Program providers than from other non-Network providers,
because the Eligible Expenses may be a lesser amount.
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Coinsurance

Coinsurance is the amount you pay each time you receive certain
Covered Health Services. For a complete definition of Coinsurance,
see Section 11: Glossary of Defined Terms. Coinsurance amounts
are listed on the following pages next to the description for each
Covered Health Service. Please note that Coinsurance is calculated
as a percentage (rather than as a set dollar amount) and the
percentage is based on Eligible Expenses.

HRA Plan Highlights

Your HRA gives you choice and control over your health care
decisions and expenditures by combining your high deductible
medical plan design with an ancillary Health Reimbursement
Account (HRA).

The HRA is made up of three components:

1. An HRA funded by the SHBP and maintained by
UnitedHealthcare;

2. A high deductible medical plan; and

3. Health information, tools and support

About Your Health Reimbursement Account

The amount placed in your HRA will depend upon the level of

coverage you enroll for.

e If you elect tier coverage for Employee only, an annual amount
of $500 will be placed in your HRA.

e If you elect tier coverage for You + Child(ren) or You + Spouse,
an annual amount of $1,000 will be placed in your HRA

e If you elect coverage tier for You + Family, an annual amount of
$1,500 will be placed in your HRA.

e If you are a new hire or newly enrolled in the HRA option
within the Plan year, the funds in your HRA will be pro-rated
monthly based on elected tier coverage.

The funds in your HRA are funded by the SHBP to help you pay a
portion of your out-of-pocket costs under the medical plan,
including annual deductibles and coinsurance.

Employees and spouses may each earn up to $125 HRA credit for a
total possible credit of $250 per family. To qualify eligible*
members must (1) complete the UnitedHealthcare health assessment
and (2) get an annual wellness exam anytime during the calendar
year. Credits for the annual wellness exam will not be awarded until
the health assessment is completed.

*Employees and spouses enrolled in the HRA plan

If you do not use all of the funds in your HRA during the Plan year
and you re-enroll in Definity or another HRA option offered by the
SHBP for the following year, the balance remaining in your HRA
will rollover. However, if you choose not to re-enroll in Definity or
another HRA option offered by the SHBP, you forfeit any balance
remaining in your HRA, even if you re-enroll in a HRA option
offered by the SHBP in a subsequent Plan year.

If your employment terminates for any reason the funds in your
HRA will revert back to the SHBP, unless you elect COBRA
coverage as described in this SPD. The HRA funds will remain
available to assist you in paying your out-of-pocket costs under the
medical plan while COBRA coverage is in effect.
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If you experience a change in status during the Plan year, and you
are allowed to change your coverage level, any current balance in
your HRA will remain unchanged; however, the amount placed in
your HRA will change as shown below:

e If you decrease your coverage (i.e., from You + Child(ren) or
You + Family to You only), the amount placed in your HRA for
that Plan year will not change.

e If you increase coverage, the additional amount placed in your
HRA will increase. The increase will be pro-rated.

How the HRA Works

Your health plan requires you to meet an annual deductible before
you are eligible for benefits under the Plan. This means that when
you visit a provider, you are responsible for the costs associated with
the visit until you meet your annual deductible. The money in your
HRA can be used to help you satisfy some of the deductible. If there
are HRA funds available after your deductible has been met, those
funds can be used to reimburse you for coinsurance for covered
health services.

If you receive services from a network provider, the provider will
submit the bill to UnitedHealthcare for payment. Funds from your
HRA can be used to pay for covered health services until the funds
in the HRA are exhausted. If you choose, you may receive services
from a non-network provider; however, you will be responsible for
submitting a claim to UnitedHealthcare and requesting payment
from the funds that remain available in your HRA.

If you deplete your HRA, you are responsible for payment of any
costs incurred until you reach your annual deductible.

Once your annual deductible has been met for the year, covered
health services are payable at a certain percentage of eligible
expenses, as shown in the benefit information portion of this SPD.

Requesting Reimbursement From Your
HRA

You must submit a request for reimbursement of any medical
expenses no later than March 31 following the end of the Plan year
in which you atre covered under this Plan. If you don't provide this
information to us within this timeframe, your claim will not be
eligible for reimbursement, even if there are funds available in your
HRA. This time limit does not apply if you are legally incapacitated.

If You Receive Covered Health Services from a Network
Provider

When you receive covered health services from a network provider,
the funds in your HRA may be used to help you meet your annual
deductible under your medical plan. Once the annual deductible is
met, you are responsible for the difference between the amount of
eligible expenses the medical plan pays and the total eligible
expenses, including any coinsurance amounts. Any funds left in your
HRA may be used to assist you in paying this difference.

Filing a Claim for Non-Network Benefits

If you have funds in your HRA and you receive health services from
a non-network provider, you are responsible for filing a request for
reimbursement. The request for claim reimbursement from your
HRA funds may be made for claims incurred while you are
considered a covered person under your medical plan.

If there are funds available in your HRA, they will be used to help
meet your annual deductible under your medical plan. You are
responsible for the difference between the amount charged by the
non-network provider and the amount paid by your medical plan.
Any funds left in your HRA may be used to assist you in paying this
difference.
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Required Information for Filing a Non-Network Claim

When you request reimbursement from your HRA, you must
complete the Health Reimbursement Account (HRA) claim form
and attach itemized documentation as described on that form. The
HRA claim form is available on myuhc.com or by calling the
Customer Service telephone number on your ID card.

Eligible Expenses

Eligible Expenses for Covered Health Services, incurred while the
Plan is in effect, are determined by us or by our designee. In almost
all cases our designee is UnitedHealthcare. For a complete definition
of Eligible Expenses that describes how payment is determined, see
Section 11: Glossary of Defined Terms.

We have delegated to UnitedHealthcare the discretion and authority
to determine on our behalf whether a treatment or supply is a
Covered Health Service and how the Eligible Expense will be
determined and otherwise covered under the Plan.

When you receive Covered Health Services from Network
providers, you are not responsible for any difference between the
Eligible Expenses and the amount the provider bills. When you
receive Covered Health Services from non-Network providers, you
are responsible for paying, directly to the non-Network provider,
any difference between the amount the provider bills you and the
amount we will pay for Eligible Expenses.

The SHBP does not have the legal authority to intervene when non-
Contracted providers balance bill you. As a result, the SHBP cannot
reduce or eliminate amounts balance billed. The SHBP cannot make
additional payments above the allowed amounts when you are
balance billed by non-Contracted providers.

Notification Requirements

Prior notification is required before you receive certain Covered
Health Services. In general, Network providers are responsible for
notifying UnitedHealthcare before they provide these services to
you. There are some Network Benefits, however, for which you are
responsible for notifying UnitedHealthcare.

When you choose to receive certain Covered Health
Services from non-Network providers, you are
responsible for notifying UnitedHealthcare before
you receive these Covered Health Services.

Services for which you must provide prior notification appear in this
section under the Must You Notify UnitedHealthcare? column in the
table labeled Benefit Information.

To notify Care Coordination call 1-800-396-6515 or call the
telephone number on your ID card.

When you choose to receive services from non-Network providers,
we urge you to confirm with UnitedHealthcare that the services you
plan to receive are Covered Health Services, even if not indicated in
the Must You Notify UnitedHealthcare? column. That's because in some
instances, certain procedures may not meet the definition of a
Covered Health Service and therefore are excluded. In other
instances, the same procedure may meet the definition of Covered
Health Services.
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By calling before you receive treatment, you can check to see if the
service is subject to limitations or exclusions such as:

e The Cosmetic Procedures exclusion. Examples of procedures
that may or may not be considered Cosmetic include: breast
reduction and reconstruction (except for after cancer surgery
when it is always considered a Covered Health Service); vein
stripping, ligation and sclerotherapy, and upper lid
blepharoplasty.

e The Experimental, Investigational or Unproven Services
exclusion.

e Any other limitation or exclusion of the Plan.

Special Note Regarding Medicare

Prior Notification is required for transplant services, Skilled
Nursing admissions and home intravenous medication
therapy, even if Medicare is primary, and for expenses that
Medicare does not cover. You should call Mental
Health/Substance Use Disorder Designee whenever you need
mental health and substance abuse care, even if you have
primary coverage through Medicare or a health plan other than
SHBP.

Definity Plan for the State Health Benefit Plan - 07/01/11
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Call Care Coordination at 1-800-955-7976
for Prior Notification on the following
services:

e Bariatric Services

e Dental Services/ Oral Care Surgery

e Durable Medical Equipment over $1,000

e Home Health Care

e Hospice

e Hospital — Inpatient Stay

e Maternity Care more than time frame allowed

e Mental Health Substance Use Disorder treatment

e Non-Network Services **

e Physical Therapy exceeding 40 visits for children up to age 19
with Congenital Anomalies

e Prosthetic Devices
e Reconstructive Procedures

e Transplantation Services

**Any Covered Non-Network Services on the above list requires
Prior Notification by the Member

A Non-Notification penalty of 50% of Eligible Expenses will
apply to Covered Non-Network Services listed above and is the
Member’s Responsibility. For example, if billed charges are
$150 and eligible expenses are $130, the 50% penalty will apply
to the $130. The amount reimbursed at the 60% will be $65.
The balance billed amount of $20, penalty of $65, and 40% ($26)
which is member’s co-insurance amount will be the Member’s
Responsibility. A Non-Notification penalty does not apply to
the Out-of-Pocket maximum.

DISCLAIMER: The listing above requites that Care
Coordination be notified. Members must notify Care
Coordination for Non-Network services. This list may not be
all inclusive. Read your SPD carefully regarding Covered
Services. If you are in doubt about whether a service is covered
and requires Notification, please call Customer Service at 1-800-
396-6515. It is your responsibility to notify UHC of certain
services. Non-Notification could result in reduction in
payment or non-payment. Notification does not guarantee
eligibility or payment.
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Payment Information

Payment Term

Description

Amounts

Annual
Deductible

The amount you pay for Covered
Health Services before you are eligible
to receive Benefits. For a complete
definition of Annual Deductible, see
Section 11: Glossary of Defined
Terms. The Annual Deductible applies
to all Covered Health Services under
the Plan, including Covered Health
Services provided under the
Outpatient Prescription Drug Rider.
The actual amount that is applied to
the Annual Deductible is calculated on
the basis of Eligible Expenses. The
Annual Deductible does not include
any amount that exceeds Eligible
Expenses.

Note: The maximum amount an
individual can apply to the You, You +
Spouse, You + Child(ren) or You +
Family deductible is the You
deductible amount. The deductible
may be satisfied cumulatively.

Network and Non-Network (Before HRA Credit)

You Deductible-$1,300
You + Spouse Deductible -$2,250
You + Child(ren) Deductible -$2,250
You Family Deductible-$3,250

*HRA Credit will reduce the Annual Deductible amounts
*Pro-ration does not apply to the Annual Deductible

*The deductible amount any one person can satisfy is not be more than the
You deductible. Once met, claims are reimbursed according to plan guidelines

for that individual.
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Payment Term Description Amounts
- ______________________________________________________________________________________________________________________________|

Out-of- The maximum you pay for Covered
Health Services, out of your pocket, in Network and Non-Network
POCket a Plan year for Coinsurance. For a You Out-of-Pocket -$3,000
Maximum complete definition of Out-of-Pocket You + Spouse Out-of-Pocket -$5,000
Maximum, see Section 11: Glossary of You + Child(ren) Out-of-Pocket - $5,000
Defined Terms. The Out-of-Pocket You + Family Out-of-Pocket -$7,000

Maximum applies to all Covered

Health Services under the Plan,

including Covered Health Services *HRA Credit will reduce the Out-of-Pocket amounts
provided under the Outpatient *Pro-ration does not apply to the Out-of-Pocket
Prescription Drug Rider. The Out-of-

Pocket maximum does include the

Annual Deductible. o )
*The out-of-pocket amount an individual can meet is not be more than the

You out-of-pocket amount. Once met, claims are reimbursed at 100% of
eligible expenses for that individual. The out-of-pocket can be met

Note: The maximum amount an cumulatively

individual can apply to the You, You +
Spouse, You + Child(ren) or You +
Family out-of-pocket amount is the
You amount.
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Payment Term Description Amounts
- ______________________________________________________________________________________________________________________________|

HRA Credit Theamount funded by the SHBP to
help you pay a portion of your first
dollar Out-of-Pocket costs for
Covered Health Services under the
medical plan.

Network and Non-Network (After HRA Credit)
You HRA Credit-$500
You + Spouse HRA Credit-$1,000
You + Child(ren) HRA Credit-$1,000
Employees and spouses may each earn You + Family HRA Credit-$1,500
up to §$125 HRA credit for a total
possible credit of $250 per family. To

qualify eligible* members must (1) *HRA credits may be subject to Pro-ration

complete the UnitedHealthcare health

assessment and (2) get an annual * HRA credit dollars are available on a first come first service basis. One
wellness exam anytime during the individual can exhaust all HRA credit dollars.

calendar year. Credits for the annual
wellness exam will not be awarded
until the health assessment is
completed.

*Employees and spouses enrolled in
the HRA plan
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Payment Term Description Amounts
- ______________________________________________________________________________________________________________________________|

Lifetime *Generally the following are Unlimited
Maximum* considered to be essential benefits

under the Patient Protection and
There is no dollar A ffordable Care Act: Ambulatory

limit to the amount patient services; emergency services,
the Plan will pay for  hogpitalization; maternity and newborn

essefntlal Beneﬁts care, mental health and substance use
during the entire disorder services (including behavioral
petiod you are health treatment); prescription drugs;

enrolled in this Plan  rehabilitative and habilitative services
and devices; laboratory services;
preventive and wellness services and
chronic disease management; and
pediatric services, including oral and
vision care.
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Benefit Information

Description of
Covered Health Service

Notification Your Does Do You Need
Required? Coinsurance Coinsurance to Meet Annual
Amount Help Meet Deductible?
% Coinsurance Out-of-Pocket
amounts are based on Maximum?

a percent of Eligible

Exﬁcnscs

1. Ambulance Services - Emergency only
Emergency ambulance transportation by a licensed ambulance
service to the nearest Hospital where Emergency Health Services
can be performed.

Non-emergency transportation ground or air transportation of
covered member to or from a medical facility, Physician's office, or
patient's home is excluded, unless approved by Care Coordination.

Non-Network

Note: Emergency, life threatening, medically necessary ambulance
transportation is available to the CLOSEST facility able to treat the
condition, even if you are out of the country. If you are traveling
outside the U.S. and wish to be transported back into the U.S. for
treatment, you may want to consider purchasing travel insurance. If
the destination is not the closest facility able to treat the condition,
the SHBP will not assume financial responsibility for the additional
transportation charges.

Network Ground Yes Yes
N/A Transportation:
15%
Air Transportation:
15%

Same As Network
N/A
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Description of
Covered Health Service

Notification
Required?

Your Does Do You Need
Coinsurance Coinsurance to Meet Annual
Amount Help Meet Deductible?

% Coinsurance Out-of-Pocket

amounts are based on
a percent of Eligible

Maximum?

Exﬁcnses

2. Bariatric Surgery

Notification Required
Please notify UnitedHealthcare by contacting Care
Coordination at 1-800-955-7976, to enroll for Bariatric surgery
through the Bariatric Resource Services (BRS) Program and to
obtain a list of participating Designated Bariatric Centers for
Excellence prior to receiving any services. If you do not notify
the BRS program and obtain prior approval, no Benefits will be
paid. Services not approved through BRS program and not
performed at a Designated Bariatric Centers of Excellence will
not be covered.

Note: Coverage of Bariatric Surgery is available for eligible State
Health Benefit Plan members with Primary SHBP coverage under
the HRA and HDHP plan options only and is limited to ONE
bariatric surgical procedure and course of treatment per lifetime.
This lifetime limit also applies to any member who has undergone
bariatric surgery in the past while covered under a previously offered
SHBP option.

Transportation and Lodging arrangements are not covered.

UnitedHealthcare

Non-Network

Network
Yes

Notify

by contacting
Care
Coordination

N/A

15% Yes Yes

There are No Non-Network Benefits Available
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Description of Notification Your
Covered Health Service Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need

Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

3. Dental Services and Oral Care Surgery:
Notification Required

Please notify UnitedHealthcare by contacting Care
Coordination for Dental and Oral Care Services. For Non-
Network benefits you must notify United Healthcare for
Dental and Oral Care as soon as possible, but at least five
business days before follow-up (post-Emergency) treatment
begins or benefits will be reduced by 50% and you will be
responsible for the difference; however the reduction in
Benefits will not exceed Eligible Expenses for the Covered
Health . This 50% reduction will not apply to your Out-of-
Pocket Maximum. (You do not have to provide notification
before the initial Emergency treatment.)

A. Accident only Network
Dental services when all of the following are true: Yes 15%
e Treatment is necessary because of accidental damage. Non-Network

e Dental services are received from a Doctor of Dental Surgery, Yes 40%

"D.D.S." or Doctor of Medical Dentistry, "D.M.D.".

The dental damage is severe enough that initial contact with a
Physician or dentist occurred within 72 hours of the accident.

(Benefit information continued on the next page)

Yes Yes

Yes Yes
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Description of
Covered Health Service

Notification
Required?

Your
Coinsurance
Amount
% Coinsurance

amounts are based on
a percent of Eligible

Does Do You Need
Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

Benefits are available only for treatment of a sound, natural tooth.
The Physician or dentist must certify that the injured tooth was:

e A sound and natural or unrestored tooth, or

e A tooth that has no decay, no filling on more than two surfaces,
no gum disease associated with bone loss, no root canal therapy,
is not a dental implant and functions normally in chewing and
speech.

Dental services for final treatment to repair the damage must be
both of the following:

e Started within three months of the accident.
e Completed within 36 months of the accident.

Note: Dental damage that occurs as a result of normal activities of
daily living or extraordinary use of the teeth is not considered an
"accident". Benefits are not available for repairs to teeth that are
injured as a result of such activities.

(Benefit information continued on the next page)
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Description of
Covered Health Service

Notification Your
Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need
Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁenses
B. Oral Care

The Plan will consider coverage only for:

Reconstructive surgical procedures (including dental implants)
for the prompt repair of sound, natural teeth or tissue that were
damaged as a result of chemotherapy or radiation treatment and
other cancer related treatments with prior approved by Care
Coordination,

Surgery to treat lesions of the mouth, lip or tongue, if the lesion
requires a pathological examination,

Surgery (frenulectomy) for treatment of a child's speech
impairment, when medically indicated,

Surgery of accessory sinuses, salivary glands or ducts, surgery to
repair cleft palates,

Orthognathic surgery to correct obstructive sleep apnea and for
dependents age 19 and under born with specific craniofacial
syndromes, and as determined by Care Coordination policies,

Institutional and anesthesia charges associated with a non-
covered dental care normally performed in a dental office, but
due to the patient's medical condition, care in a Hospital setting
is warranted, as required under State Law.

Repairs that are not performed promptly (as defined) will be denied
unless a compelling medical reason exists. X-Rays and other
documentation may be required to determine benefit coverage.

(Benefit information continued on the next page)

Network
Yes 15%

Non-Network
Yes 40%

Yes Yes

Yes Yes

Definity Plan for the State Health Benefit Plan - 07/01/11

18

(Section 1: What's Covered--Benefits)



Description of Notification Your
Covered Health Service Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need

Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

C. Temporomandibular Joint Dysfunction (TM])

Covered Health Services for diagnostic and surgical treatment of Network

conditions affecting the temporomandibular joint when provided by Yes 15%
or under the direction of a Physician. Benefits include necessary

diagnostic or surgical treatment required as a result of accident, Non-Network

trauma, congenital defect, developmental defect, or pathology. Yes 40%

Benefits are not available for charges or services that are dental in
nature.

Diagnostic testing or non-surgical therapy for TMJ dysfunction,
subject to a lifetime benefit limit of $1,100 (x-rays not subject to
maximum limit). Occlusal orthotic (splints) appliances to treat TM]
dysfunction, subject to a lifetime benefit limit of $500.

Yes Yes

Yes Yes
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Description of
Covered Health Service

Notification Your Does Do You Need
Required? Coinsurance Coinsurance to Meet Annual
Amount Help Meet Deductible?
% Coinsurance Out-of-Pocket
amounts are based on Maximum?

a percent of Eligible

Exﬁcnses

4. Durable Medical Equipment

Notification Required
Please remember to notify UnitedHealthcare by contacting
Care Coordination before obtaining any single item of Durable
Medical Equipment that costs more than $1,000 (either
purchase price or cumulative rental of a single item).

For Non-Network Benefits, if you don’t notify Care
Coordination, Benefits will be reduced by 50% and you will be
responsible for the difference; however the reduction in
Benefits will not exceed Eligible Expenses for the Covered
Health Service. This 50% reduction will not apply to your Out-
of-Pocket Maximum.

Durable Medical Equipment (DME) that meets each of the
following criteria:

e Ordered or provided by a Physician for outpatient use.
e Manufactured and used for medical purposes.

e Not consumable or disposable, except urinary catheters and
ostomy supplies.

e Disposable items that are considered an integral part of covered
DME

(Benefit information continued on the next page)

Network
Yes 15% Yes

Non-Network
Yes, for items
more than

$1,000.

40% Yes

Notify
UnitedHealthcare
by contacting
Care
Coordination for
items more than

$1,000

Yes

Yes
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Description of Notification Your Does Do You Need

Covered Health Service Required? Coinsurance Coinsurance to Meet Annual
Amount Help Meet Deductible?
% Coinsurance Out-of-Pocket
amounts are based on Maximum?
a percent of Eligible

Exﬁcnses

e Not of use to a person in the absence of a disease or disability.
e Compression stockings (limit two per Plan year).
If more than one piece of Durable Medical Equipment can meet

your functional needs, Benefits are available only for the most cost
effective piece of equipment.

Benefits are provided for the replacement of a type of Durable
Medical Equipment once every three calendar years.

Examples of Durable Medical Equipment include:

e Equipment to assist mobility, such as a wheelchair or scooter
e A standard Hospital type bed.

e Oxygen and the rental of equipment to administer oxygen
(including tubing, connectors and masks).

e Delivery pumps for tube feedings (including tubing and

connectors).

(Benefit information continued on the next page)

Definity Plan for the State Health Benefit Plan - 07/01/11
21 (Section 1: What's Covered--Benefits)



Description of Notification Your
Covered Health Service Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need

Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁenses

e Braces, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an injured body part
and braces to treat curvature of the spine are considered Durable
Medical Equipment and are a Covered Health Service. Braces
that straighten or change the shape of a body part are orthotic
devices, and are excluded from coverage. Dental braces are also
excluded from coverage.

e  Mechanical equipment necessary for the treatment of chronic or
acute respiratory failure (except that air conditioners,
humidifiers, dehumidifiers, air purifiers and filters, and personal
comfort items are excluded from coverage).

UnitedHealthcare will decide if the equipment should be purchased
or rented. For maximum benefit, you may purchase or rent Durable
Medical Equipment from a UnitedHealthcare vendor.

5. Emergency Health Services Nerwork

Services that are required to stabilize or initiate treatment in an No 15%
Emergency and are received on an outpatient basis at a Hospital or

Alternate Facility. If admitted, refer to Hospital — Inpatient Stay Non-Network Same as
benefits. No Network

You will find more information about Benefits for Emergency
Health Services in Section 3: Description of Network and Non-
Network Benefits.

Yes Yes
Same as Same as
Network Network
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Description of Notification Your
Covered Health Service Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need

Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

6. Eye Examinations

A. Medical: Network

Eye examinations received from a health care provider, for diagnosis No 15%
and treatment of eye condition.

Note: We will cover eyeglasses or contact lenses (first pair only) Non-Network

within 12 months of cataract surgery. Refer to DME benefits for No 40%

eye hardware coverage.

B. Routine: Network 0%
Network routine eye exam benefits received from a health care No
provider.

Network benefits include one routine vision exam, including Non-Network

refraction, to detect vision impairment by a Contracted provider,
limited to one every 24 months. Routine eye exams are not subject
to the deductible.

Vision Discount program available through United Health Wellness
1-800-860-8773.

Yes Yes
Yes Yes
No No

Non-Network routine eye exams are not covered.
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Description of
Covered Health Service

Notification Your
Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need
Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

7. Hearing Services
Hearing examinations, tests and fittings received from a health care
provider.

Hearing aid coverage is limited to $1,500 every 5 years. Amount
exceeding $1,500 is member responsibility and does not apply to the
out-of-pocket maximum.

Network Hearing Exams,
No tests & fittings:
15%
Hearing Aids:
0%

Non-Network  {yeating Exams,

No tests & fittings:

15%

Hearing Aids:
0%

Yes Yes
No No

Yes Yes
No No
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Description of Notification Your

Covered Health Service Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need
Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

8. Home Health Care Nerwork

Notification Required Yes 15%
Please remember to notify UnitedHealthcare by contacting
Care Coordination for Home Health Care Services.

For Non-Network Benefits you must notify Care Coordination a7, Nerwork

five business days before receiving services. If you don't notify Yes 40%
Care Coordination, Benefits will be reduced by 50% and you
will be responsible for the difference; however the reduction in Notify
Benefits will not exceed Eligible Expenses for the Covered UnitedHealthcare
Health Service. This 50% reduction will not apply to your Out- by contacting
of-Pocket Maximum. Care
Coordination

Services received from a Home Health Agency that are both of the
following:

e Ordered by a Physician.

e Provided by or supervised by a registered nurse in your home.

Benefits are available only when the Home Health Agency services
are provided on a part-time, intermittent schedule and when skilled
care is required.

(Benefit information continued on the next page)

Yes Yes

Yes Yes
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Description of
Covered Health Service

Notification
Required?

Your
Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need

Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

Skilled care is skilled nursing, skilled teaching, and skilled
rehabilitation services when all of the following are true:

It must be delivered or supervised by licensed technical or
professional medical personnel in order to obtain the specified
medical outcome, and provide for the safety of the patient.

It is ordered by a Physician.

It is not delivered for the purpose of assisting with activities of
daily living, including but not limited to dressing, feeding,
bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and
effectively.

It is not Custodial Care.

UnitedHealthcare will decide if skilled care is required by reviewing
both the skilled nature of the service and the need for Physician
directed medical management. A service will not be determined to
be "skilled" simply because there is not an available caregiver. One
visit equals four consecutive hours in a 24 hour period.
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Description of
Covered Health Service

Notification
Required?

Your
Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need

Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

9. Hospice Care

Notification Required
Please notify UnitedHealthcare by contacting Care
Coordination for Hospice Care.

For Non-Network Benefits you must notify Care Coordination
within one business day or on the same day of admission if
reasonably possible. If you don't notify Care Coordination,
Benefits will be reduced by 50% and you will be responsible for
the difference; however the reduction in Benefits will not
exceed Eligible Expenses for the Covered Health Service. This
50% reduction will not apply to your Out-of-Pocket Maximum.

Hospice care that is recommended by a Physician. Hospice care is an
integrated program that provides comfort and support services for
the terminally ill. Hospice care includes physical, psychological,
social and spiritual care for the terminally ill person, and short term
grief counseling for immediate family members. Benefits are
available when hospice care is received from a licensed hospice
agency.

Please contact UnitedHealthcare for more information regarding
guidelines for hospice care. You can contact UnitedHealthcare at the
telephone number on your ID card.

Non-Network

UnitedHealthcare

Network
Yes

Yes

Notify

by contacting
Care
Coordination

15%

40%

Yes Yes

Yes Yes
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Description of
Covered Health Service

Notification
Required?

Your
Coinsurance

Amount

% Coinsurance

amounts are based on
a percent of Eligible

Does Do You Need
Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

10. Hospital - Inpatient Stay

Notification Required

Please notify UnitedHealthcare by contacting Care
Coordination for Inpatient Hospital Stay.

For Non-Network Benefits you must notify Care Coordination

as follows:

e For elective admissions: five business days before
admission.

¢ For non-elective admissions: within one business day or
the same day of admission.

¢ For Emergency admissions: within one business day or the
same day of admission, or as soon as is reasonably
possible.

If you don’t notify Care Coordination for Non-Network
notification requirements above, Benefits will be reduced by
50% and you will be responsible for the difference; however the
reduction in Benefits will not exceed Eligible Expenses for the
Covered Health Service. This 50% reduction will not apply to
your Out-of-Pocket Maximum.

(Benefit information continued on the next page)

Non-Network

Network
Yes

UnitedHealthcare

Yes
Notify
by contacting

Care
Coordination

15%

Wellness
Newborn Care
Facility:
15%

40%

Wellness
Newborn Care
Facility
40%

Yes Yes
Yes Yes
Yes Yes
Yes Yes
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Description of Notification Your Does Do You Need

Covered Health Service Required? Coinsurance Coinsurance to Meet Annual
Amount Help Meet Deductible?
% Coinsurance Out-of-Pocket

amounts are based on
a percent of Eligible

Exﬁenses

Inpatient Stay in a Hospital. Benefits are available for:

Maximum?

e Supplies and non-Physician services received during the
Inpatient Stay.

e Room and board in a Semi-private Room (a room with two or

more beds).

Benefits for Physician services are described under Professional Fees for
Surgical and Medical Services.

11. Infertility Services Network
We will cover diagnostic testing to rule out a diagnosis, but once No 15% Yes Yes
diagnosed treatment of infertility is not covered. Non-Network
Please also refer to Section 2: What’s Not Covered—Exclusions No 40% Yes Yes
under item L. Reproduction.
12. Injections Network
Benefits are available for injections received in a Physician's office No 15% per Yes Yes
when no other health service is received, for example allergy injection
immunotherapy.
Non-Network
No 40% per Yes Yes
injection
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Description of Notification Your

Covered Health Service Required? Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need
Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

13. Inpatient Rehabilitation Facility

Network
Services Yes 15%
Notification Required
Please notify UnitedHealthcare by contacting Care Non-Network
Coordination for Inpatient Rehabilitation Facility Services. For Yes 40%

Non-Network Benefits you must notify Care Coordination as
follows: For elective admissions: five business days before
admission.

For non-elective admissions: within one business day or the
same day of admission. For Emergency admissions: within
one business day or the same day of admission, or as soon as is
reasonably possible.

If you don't notify Care Coordination for Non-Network
Services, Benefits will be reduced to 50% of Eligible Expenses
and you will be responsible for the difference; however the
reduction in Benefits will not exceed Eligible Expenses for the
Covered Health Service. This 50% reduction will not apply to
your Out-of-Pocket Maximum.

(Benefit information continued on the next page)

Yes Yes

Yes Yes
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Description of
Covered Health Service

Notification
Required?

Your Does Do You Need

Coinsurance Coinsurance to Meet Annual
Amount Help Meet Deductible?
% Coinsurance Out-of-Pocket

amounts are based on
a percent of Eligible

Maximum?

Exﬁcnses

Services for an Inpatient Stay in an Inpatient Rehabilitation Facility.
Benefits are available for:

e Services and supplies received during the Inpatient Stay.

e Room and board in a Semi-private Room (a room with two or
more beds).

Please note that Benefits are available only for the care and
treatment of an Injury or Sickness that would have otherwise
required an Inpatient Stay in a Hospital.

14. Maternity (Physician Services for

prenatal, delivery and postpartum)
Notification Required
Please notify UnitedHealthcare by contacting Care
Coordination for Maternity. For Non-Network Benefits you
must notify Care Coordination as soon as reasonably possible
if the Inpatient Stay for the mother and/or the newborn will be
more than the time frames described. If you don't notify
United HealthCare that the Inpatient Stay will be extended,
your Benefits for the extended stay will be reduced by 50% and
you will be responsible for the difference; however the
reduction in Benefits will not exceed Eligible Expenses for the
Covered Health Service. This 50% reduction will not apply to
your Out-of-Pocket Maximum.

(Benefit information continued on the next page)

Non-Network

Network
Yes

*Yes, if
Inpatient Stay
exceeds time

frames.

Same as Physician's Office Services, Professional Fees,
Hospital-Inpatient Stay, and Outpatient Diagnostic
and Therapeutic Services.

Same as Physician's Office Services, Professional Fees,
Hospital-Inpatient Stay, Outpatient Diagnostic and
Therapeutic Services.
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Description of
Covered Health Service

Notification
Required?

Your
Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need
Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁenses

Benefits for Pregnancy will be paid at the same level as Benefits for
any other condition, Sickness or Injury. This includes all maternity
related medical services for prenatal care, postnatal care, delivery,
and any related complications.

There are special prenatal programs to help during Pregnancy. They
are completely voluntary and there is no extra cost for participating
in the program. To sign up, you should Notify UnitedHealthcare
during the first trimester, but no later than one month prior to the
anticipated delivery date.

Benefits for an Inpatient Stay :

e According to Federally Mandated Guidelines we will pay 48
hours for the mother and newborn child following
a normal vaginal delivery.

e * According to Federally Mandated Guidelines we will pay
96 hours for the mother and newborn child following
a cesarean section delivery.

If the mother agrees, the attending provider may discharge the
mother and/or the newborn child earlier than these minimum time
frames.

Note: The listed Benefits for newborn child apply only if the
newborn child is added to the Plan within 90 days of birth and
premiums are paid from the month of birth.
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Description of
Covered Health Service

Notification
Required?

Your
Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does
Coinsurance
Help Meet
Out-of-Pocket
Maximum?

Do You Need
to Meet Annual
Deductible?

Exﬁcnses

15. Mental Health Services

Network Hospital-
Authorization Required / Notification Requited Yes Inpatient Stay
0
Please temember that you must call the Mental Health / You must call the | 15%p eSr Yes Yes
Substance Use Disorder Designee at UnitedHealthcare and l\sle‘gtil Healéh / npatient Stay
. . . . upstance Use
get authorization to receive these Benefits in adV?lnce of any Disorder Designee
treatment. The Mental Health/Substance Use Disorder at Physician’s
Designee phone number that appears on your ID card is 1-877- UnitedHealthcare  Offfice Services
702-6342. Without authorization, you will be responsible for to receive the 150 v v
paying all charges and no Benefits will be paid. Benefits. 0 €S s
Mental Health Services include those received on an inpatient or Nom-N. L Hospital
Intermediate Care basis in a Hospital or Alternate Facility, and those 011-Y—etwor I osp! taS-
received on an outpatient basis in a provider’s office or at an cs npatient Stay
Alternate Facility. You must call the 40% per Yes Yes
L Mental Health / Inpatient Stay
Benefits for Mental Health Services include: Substance Use
Disorder Designee
e Mental health evaluations and assessment. at Physician’s
e Diagnosis. UmtedH?althcare Office Services
to receive the
e Treatment planning_ Benefits. 40% Yes Yes
e Referral services.
e Medication management.
(Benefit information continued on next page)
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Description of
Covered Health Service

Notification
Required?

Your
Coinsurance
Amount

% Coinsurance
amounts are based on
a percent of Eligible

Does Do You Need

Coinsurance to Meet Annual
Help Meet Deductible?
Out-of-Pocket
Maximum?

Exﬁcnses

Inpatient services.

Part