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Amendment Log

Any amendments, changes or updates to this document will be listed here. The amendment log
will include what sections are amended and where the changes can be found.
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Welcome PEBP Participant

Welcome PEBParticipant

2S5f02YS G2 GKS {GF GS Banefits Brahram (PER). (BBP provides LI 2 & S
variety of kenefits such as medicalental, life insurance, lorterm disability, flexible spending
accountsand other voluntary insurance enefits for eligible sta and local government
employeesyetirees and their eligibledependents.

As a PEBparticipant you may access whicheveenefit plan offered in your geographical area
that best meets your needs, subject to specific eligibility &t@hrequirements.These fans
include the Consumebriven Health Plan, Premier Plan, ahé Health Plan of Nevada HMO
Plan.You are also encouraged to reseapehvideraccess and quality of care in y@ervicearea.

All PEBParticipants choosing the Premidfan should examine this document, the PEBPO
DentalPan Master Plan Document (MPQ)Yhe PEBP Health and Welfare Widpn Document
the Section 125 Document, atlie PEBP Enrollment and EligibiMgster Plan Documenthese
documents are available atww.pebp.state.nv.us

TheMaster Plan Documents are a eoprehensive description of theemefits available to you.
Relevant statute and regulations are notdd the Health and Welfare Wrap Pl&ocument for
reference. In addition, helpful material is available from PEBP or any PEBP vendor listed in the
Participant Contact Guidsection

PEBP encourages you to stay informed of the most up to date inf@meggarding your health
careBYSTAO&AD LG A& @2dz2NJ NBalLRyairoAtAlue G2 1y2¢
MasterPan Documents.

Sincerely,

t dzo f A O 9BgrefitsPdgsatha Q
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Introduction

Introduction

This Master PlanDocument describes the Premid?lan, which is an Ebkisive Provider

Organization (EPO)Plan This Plan is available to eligibéeployees retirees and their
dependentsparticipating ini K S t dzo t A @enéfits Pdbgeath,hérdafer referred to as
PEBP.

The Premier Plan is a sélinded plan administered by PEBIRd governed by the State of
Nevada The benefits offered with the Premier Plan includesdically necessgrbehavioral
health, medical, prescription drugvision and dental coverage. Additional benefits includag
term disability insurance and badiie insurance for active employees and basic life insurance for
eligible retirees. The medical and presciapt drug benefits are described in this document. An
independentthird-party Aaims Administrator pays the claims for medicadiental and vision
benefits. An independenPharmacy Benefit Managerpays the claims for prescription drug
benefits.

This document is intended to comply with the Nevada Revised Statutes (NRS) Chapter 287, and
the Nevada Administrative CodBACR87 as amended and certain provisions of NRS 695G and
NRS 689Brhe Plan Spa@or certifies that thisrticle incorporates the provisions set forth in 45

CFR Section 164.504(f)(2)(ii) and the Plan Sponsor agrees to such provisions in accordance with
45 CFR Section 164.504(f)(2)(ii).

The Pan described in this document is effectiviily 1,2020, and unless stated differently,
replaces all other Premier EPO Plan medical and prescription drug benefit plan
documents/summary plan descriptions provided to you

This document will élp you understand and use theebefits provided byPEBP You should
review itand show it to members of your family who are or will be covered byRaa. It will

give you an understanding of the coverage provided, the procedures to follow in submitting
claims and your responsibilities to provide necessary information tétde Be sure to read the
Benefit Limitations andExclusionandKey Terms anDefinitionssections. Remember, not every
expense you incuiof health care is covered by thitaR.

All provisions of this document contain important information. If y@ayve any questions about
your coverage or your obligations under the terms of B, please contact PEBP at the number
listed in theParticipant Contact Guidesection TheParticipant Contact Guideectionprovides
you with contact information for the various componentsREBP.

PEBP intends to maintain thi#an indefinitely, but reserves the right to terminate, suspend,
discortinue, or amend thePlanat any ime and for any reason. As tiR&anis amended from time
to time, you will be sent information explaining the changeshdise later notices describe a
benefit or procedure that is different from what is described herey yhould rely on the later
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information. Be sure to keep this document, along with notices ofRlanychanges, in a safe and

convenient place where you and your family can find and refer to them.

Per NRS 287.0485 no officemployee or etiree of the State has any inherent right to benefits
provided under the PEBP.

Suggestions for Using this Docurnen
This document provides important information about ydwenefits We encourage you to pay
attention to the following:

1 The Table of Contents provides you with an outline of the sections.

1

they provide

1 The Participant Rights and Responsibilitiesection describes your rights and
responsibilities as participantof the Prenier Plan

1 TheKey Terms and Definitiorxplains many technical, medicand legal terms that
appear in the text.

1 The Eligible and Noikligible Medical ExpenseSummary andSchedule of Medical
Benefitsand BenefitLimitations andexclusionsectiors describe your bnefits in more
detail.

1 The Preventive Servicessection provides wellness informatiorthat can help you
proactively manage your health.

1 TheUitilization Managementsectionprovidesinformation onwhat health care services

require precertificationand the proces$o requestprecertification

TheClaims Administratiogection describeBow benefits are paid and how to file a claim

The AppealsProceduresectiondescribeshow to requesta review (appeal) if you are

dissatisfied with a claims decision.

1 TheCoordination oBenefitssectiondescribessituations where you have coverage under
more than onehealth careplan, including Medicare.

= =

Accessing Other Benefit Informatio
You will also want to access the following documents for information related to dental, life,
flexible spending accounts, enrollment and eligibilit¢onsolidated Omnibus Budget
Reconciliation AcKGOBRA third-party liability and subrogatiorealth Inswance Portability and

The Participant Contact Guidéelps you become familiar with PEBP vendors and services

Accountability ActflIPAA and Privacy and Security and mandatory notices. These documents

are available atvww.pebp.state.nv.us
1 State of Nevada PEBP Health and Welfare Wrap Plan
1 Consumer Driven Health Plan (CDHP) Master Rlanrent
1 CDHP Summary of Benefits and Coverage for Individual and Family
1 PEBP PPQCebtal Plan and Summary of Benefits for Life and Loergn Disability Insurance
Master Plan Document
1 Premier Plan Master Plan Document

10
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Participant Rights and Responsibilities

Premier Plan Summary of Benefits and Coverage for Individual and Family

Health Plan of Nevada Evidence of Coverage (EOC) and Summary of Benefits and Coverage
PEBP Enrollment and Eligibility Master Plan Document

Flexible Spending Accounts (FSA) Summary Plan Description

Section 125 Health and Welfare Benefits Plan Document

Medicare Retiree Health Reimbursement Arrangement Summary Plan Description

Participant Rights and Responsibilities

You

l

1
1
1

You

T

= =4 -8 4 A

have the right to:

Participate with your health care professionals gndviders in making decisions about

your health care.

Receive thédenefits for which you have coverage.

Be treated with respect andignity.

Privacy of your personal health information, consistent with State and Federal laws, and
thePlaRa LRt AOAS&a®

Receive information about thelaa 2 NBI Y AT | (A 2Bfaay R/ SIS O S
health care professionals andqviders and your ghts and responsibilities.

Candidly discuss with youhpsicians angbrovidersappropriate ormedicallynecessary

care for your condition, regardless of costbemnefit coverage.

al 1S NBO2YYSyRIGA2Yya NEB 3 pl NNRIAYOR LJG WK Ba Q2 NENR 3
responsibilities policies.

Express respectfully and professionally, any concerns you may have about PEBP or any
benefit or coverage decisions tidan(or thePlamd RS &A3IAYy | SR T RYAYA A
Refuse treatment for any conditionsljness or disease whout jeopardizing future

treatment and be informed by yourhysician(s) of the medical consequences.

have the responsibility to:

Establish a patient relationship with a participating primary catg/sician and a
participatingdental careprovider. (Note: This Plan does not require you to designate a
primary care physician.)

Take personal responsibility for your overall health by adhering to healthy lifestyle
choices. Understand that you are solely responsible for the consequences of thiyheal
lifestyle choices.

If you use tobacco products, seek advice regarding how to quit.

Maintain a healthy weight through diet and exercise.

Take medtations as prescribed by your health care\pder.

Talk to your health carerpvider about preventive madal care.

Understand the wellness/preventivgenefits offered by thé’lan
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Participant Rights and Respduifities

Visit yourhealth care provider(s) as recommended.

Choose imetwork participatingprovider(s) to provide your medical care.

Treat all health care professionals and staff vatturtesy and respect.

Keep sheduled appointments with your health careqviders.

Read all meerials concerning your healthelnefits or ask for assistance if you need it.

Supply information PEBP and/or ydwealth care professionals ne¢d provide care.

Follow your pysiciaf2 eecommended treatmenplan and ask questions if you do not

fully understand your treatmenplan and what is expected of you.

FollowthePlaDd 3 dzA RSt Ay S & Jand jhoBediked. A 2y a > L2t AOASa

Inform PEBP if you experience difg changes such as a name change, change of address

or changes to your coverage status because of marriage, divorogest@ partnership,

birth of a child(ren) or adoption of éhid(ren).

Provide PEBP with accurate and complete informatioedeel to adninister your health

benefit Man, including if you or a coveratependent has other healthdmefit coverage.

wSiFAY O2LIASE 2F (GKS R20dzyYSyda LINRGARSR (2

documentsinclude but are not limited to copies of:

A The Explanation of Benefitso 9 h. 0 FNRY trtP dain® AdmidifratdlR LIt
5dzLX AOFGSa 2F @2dzNJ 9h. Qa Yl & y2d4d 6S | @A
these documents with your other important paperwork.

A Your enrollment formsand/or other eligibility documentsubmitted to PEBP.

A Your medical, vision andehtal bills.

ThePlanis committed to

= =

= =4 A

Recognizing and respecting you gsagicipant.

Encouraging open discussion between you and yoealth care professionals and
providers.

Providing information to help you become an informed health care consumer.
Providing access to healbdenefitsand thePlam @etwork (participating)providers.
Sharing thePlalQ & SELISOG | (i pagtigpant 2 F &2dz I a |
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Summary othe PremieiPlanComponents

The PremierPan is a PEBP administered Exclusgivevider Organization(EPO)Plan which
provides innetwork benefits As a member, you receive coverage fftanymedicallynecessary
services and supplies, subject to any limits or exclusions inPthe However,apart from
exceptionakircumstancessuch as emergemrareand urgent cargthis Planonly covers services
when accessing ERfoviders within the network.

Highlights of thé’lan

1 ThisPlanis only available to participants residing time following fourteen northern

Nevada counties: Carson City, Churchill, Douglas, Elko, Eureka, Humboldt, Lander, Lincoln,

Lyon, Mineral, Pershing, Storeyyashoe and White Pine.

1 ThisPlanprovides open access to most speciali¥¥th open access gpticipantscansee
in-network specialty care physiciamsthin the northern Nevada EPO netwaskthout a
referral. There is no coverage outside therthern NevadaEPO network unless the
services are rendered as part of an emergency room visit, an urgent care visit, or the
serviceshave been previously approgtdoy the utilization management company.

1 Coverseligiblepreventive care services at 10@¥hen usingn-network providers (refer
to the Preventive Servicegctionfor more information); and

1 Health careresourcesand tools to assisyou in makinginformed decisions about you
andyolNJ F I YA f & QservieeSHortmiori infarinatidiiog onto your EPEBP portal
account atwww.pebp.state.nv.us

91 Provides access tm-network medical and prescription drug coverage on a copay and
coinsurance structure without having to meet a deductible.

1 Provides &lan Yearndividual andFamily @t-of-Pocket Maximum for eligible medical
expenses.
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Benefit Category Rzzggcrizﬁ)ri‘ltity

PlanYear Deductibles an@®ut-of-PocketMaximums

Individual(medical &pharmacycombined Deductible $0
Family(medical & pharmacgombined Deductible $0
Copaymen{amount varies based on type of service; refethe Summaryof Medical Benefits)
Individual(medical and pharmaoyombined Out-of-Pocket Maximum $7,150
Family(medical and pharmacy combined) @GftPocket Maximung2 or $14,300

more covered individualk

In no case will a participant pay more for covered services than the (medical & pharr
combined) oubf-pocket maximum. The eatpocket maximum doe®t include premiums,
costsharing for norcovered services, expenses exceeding the refebaseel pricing for
services performed at negxclusive facilities, expenses associated with denied claims, anci
charges and amounts billed by-metwork and at-of-network providers for eligible benefitg
covered under this Plan which exceed th
charge.

Eligible Medical Expenses

You are covered for expenses you incur for most, but not all, medical semnesupplies. The
expenses for which you are covered are calidigible medical &penses.Higible medical
expenses aréimited to the covered benefits specified in tlBaimmary ad Schedule of Medical
Benefitsandare:

1 Determined by thePlan Administratoor its designee to be sdicallynecessary (unless
otherwise stated in thiPlan, but only to the extent that the charges atsual and
customary (U&C)provided innetwork, do not exceed the maximum allowable charge
and limited to thereference based pricdsr services pdormed at exclusive facilitiegas
those terms are defined in thikey Terms and Definitiossctionof this document); and
Are notexcluded from coveragender thisPlan and

The health care benefits, services and suppdies not in excess of thimited overall,
lifetime and/or Planyear maximum enefits

= =

Generally, thePlanwill not reimburse you for a#ligible medicalexpenses. Usually you will have
to pay someportion of costs, known asostshating such as copayments eoinsurance toward
the amounts you incur that areligible medicalexpenses. Howeveyou are only required to pay
copayments and coinsurance for eligible medical expenses up ®ldmgear individual or family
out-of-pocket maximum.
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Utilization Management

The above is not all inclusiveor more information regardingligible medicalexpenses, see the
Summary andchedule of Medical Benefitsey Terms and DefinitiorBenefit Limitations and
Exclusionsectiors.

Non-Eligible Medical Expenses

You are responsible for paying the full tokall expenses that are notigiblemedical epenses,
including expenses that are:

Not determined to bemedicallynecessary (unless otherwise stated in tRlan);
Determined b be in excess of the usual and customdrgrges;

Not covered by thé’lan

In excess of a maximuRlanbenefit; or,

Payablebecause oh penalty for failure to comply with thelarQ @tilization management
requirements.

1 Receivedut-of-network except emergency room visits and urgent care vieitwithout
services being approved advance byhe Plam @tilization management company.

= =4 4 4 -2

For more information regardingon-eligible medical epenses, see theBenefit Limitations and
Exclusionsection.

Utilization Management

The Plan is designed to provide you and your eligible dependents with financial protection from
significant health care expenses. To enable tla@ Bo provide coverage in a cestfective way,

it has adopted a Utilization Management (UM) program designed to help control increasing
health care costs by avoiding unnecessary services, directing participants to moedffeoste
treatments capable D achieving the same or better results and managing new medical
G§SOKy2t238 IYyR LINRPOSRdAINBad LF e2dz F2tft2¢ (KS
avoid some Oubf-Pocket costs. However, if you do not follow these procedures, Plan benefits

are redwced, and you will be responsible for paying more out of pocket.

¢KS tflyQa !a LINRINIY A& FRYAYAAGSNBR o0& |y A
under a contract with the Plan. The name, address and telephone number of UM company
appears in theParticipant Contact Guidsection. The healticare professionals at the UM

company focus their review on the medical necessity of hospital stays and the medical necessity,
appropriatenessand costeffectiveness of proposed medical or surgical services. In carrying out

its responsibilities under the Plan, the UM company has been given discretionary authority by

the Plan Administrator to determine if a course of care or treatment is meginaltessary with
NBaLISOG G2 GKS LI GASydQa O2yRAGAZ2Y YR SAGKAY
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Utilization Management
The UM program is not intended to diagnose or treat medical conditions, validate eligibility for

coverage, or guarantee payment of Plan benefits. Elityilfor and actual payment of benefits

I NE adzwa2S0oid G2 GKS GSNXYa yR O2yRAGA2ya 27F
Enroliment and Eligibility Master Plan Documantl the PEBPlealth and Welfare Wrap Plan

Document For example, benefits waililnot be payable if your eligibility for coverage ended

before the services were rendered, or if the services were not covered, either in whole or in part,

by an exclusion in the Plan.

Regardless of whether your physician recommends surgery, hospiiatizabnfinement in a
skilled nursing or subcute facility, or your physician or other provider proposes or provides any
medical service or supply does not mean the recommended services or supplies will be
considered medically necessary for determiningerage under the Plan.

Benefits payable by the Plan may be affected by the determination of the UM company.
wS3IINRfSaa 2F (KS !a O2YLIyeQad RSOSNXYAYI(GAZ2YZ
your physician or other provider. You should follow whegecourse of treatment you and your

physician, or other provider, believe to be the most appropriate, even if:

1 The UM company does not authorize a proposed surgery or other proposed medical
treatment as medically necessary; or

1 The Plan will not payegular benefits for a hospitalization or confinement in a skilled
nursing or sukacute facility because the UM company does not authorize a proposed
confinement.

PEBP, HealthSCOPE Benefits (the -hartly aims Administrator), and American Health
Holdings Inc. (UM company) are not engaged in the practice of medicine and are not responsible
for the outcomes of health care services actually provided (even if the health care services have
been authorized by the UM company as medically necessaryr tlhé outcomes if the patient
chooses not to receive health care services that have not been authorized by the UM company
as medically necessary.

When reviewing services for appropriateness of care and medical necessity, the UM company
usesguidelines ad criteria published by nationally recognized organizations, along with the
medical judgement of licensed health care professionals.

Delivery of Services

You are entitled to receive medically necessary medical care and services as spetifisd in
PlarQ 8ummary and Schedule of Medical Benefithese include medical, surgical, diagnostic,
therapeutic, and preventive service#. aprecertificationis required and you do not obtain the
required precertification the service may not be covered, even if the servicenelically
necessary.These servicesalthough not all inclusive are thoffeat generally:
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Are provided imnetwork,

Are performed or ordered by a participating provider,
Requireaprecertificationaccording tahe utilization management and quality agsince
protocols, if applicable.

E

PrecertificationRrior AuthorizatiopProcess

Precertification is administered by the UM company to assure health care services meet or
exceed acepted standards of cardn certain cases, as set forth below, for a benefit to be
covered, theUM companymust approveand/or pre-certify the service If a precertificationis
required and you do not obtain the requireprecertification, the service may not be covered,
even if the service is medically necessarfihe UM companyuses nationally recognized
guidelines andcriteria as standard measurement tsolo determine wheher benefits are
approved and/ompre-certified.

Precertificatiomalso include the determination of whethethe admission and length of stay in a
hospital or skilled nursingr sub-acute facility, surgery or other health care services are medically
necessary and if the location of service is high quality and lowest cost.

A precertificationis required for referrals to physicians and providers for certain services. All
benefitslisted in thisPlanmay be subject tqrecertificationrequirements and concurrent or
retrospective review depending upon the circumstances associated with the services. Refer to
the Services RequirirRrecertificatiorsectionbelowfor more information.

Failure to obtainprecertificationmay result in your benefits being reduced or denied (see the
Failure to Follow Required Utilization ManagemBnbcedures in this section).

Services RequiriRrecertification Rrior Authorizatioh

All Inpatient Admissions

Acute; observation; and same day surgeries

LongTerm Acute Care

Rehabilitation

Mental Health / Substance Use Disorder

Transplant including all preeansplant related expenses

Skilled Nursing facility and sw#zute facility

Residetnial Treatment Facility, including outpatient partial hospitalization programs, and

partial residential treatment programs for mental health/Substance Use Disorder/behavioral

health services

1 Hospice (inpatient/outpatient) exceeding 185 days

1 Obstetricg (precertification only required if days exceed 48 hours for vaginal delivery or 96
hours for a &ection)

= =4 4 -4 -8 -9 -9
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Outpatient and PhysiciarSurgery

1 Backsurgeriesand hardware related to surgery
1 Totalhip andkneesurgeries
1 All remaining hip and knesurgeries
1 Biopsies (excluding skinoloroscopy and upper Gl endoscopy biopsy, upper Gl endoscopy
diagnosis)
1 Vascular Access Devices for the Infusion of Chemotherapy (e.g. PICC and Central Lines)
1 Thyroidectomypartial or complete
1 Open Prostatectomy
1 Creaton and Revision of Arteriovenous Fistula (AV Fistula) or Vessel to Vessel Cannula for
Dialysis
1 Oophorectomy, unilateral and bilateral
{1 Hysterectomy (including prophylactic)
1 Autologous chondrocyte implantation, Carticel
f Transplant (excluding cornea)
1 Ballon sinuplasty
1 Gender reassignment surgeries
1 Bariatric/weight loss surgeries and adjustments to lap bands after the first 12 months post
surgery
1 Sleep apnea related surgeries, limited to:
o Radiofrequency ablation (Coblation, Somnoplasty)
o Uvulopalatopharyngplasty (UPPP) (including lasessisted procedures)
1 Mastectomy (including gynecomastia and prophylactic) and reconstruction surgery
1 Orthognathic procedures (e.g. Genioplasty, LeFort osteotomy, Mandibular ORIF, TMJ)
1 Varicose vein surgery/sclerotherapy
1 Anyprocedure deemed to be Experimental and/or Investigational (provider must indicate on

the precertification request that the service/procedure is Experimental and/or
Investigational and/or part of a clinical trial)

Outpatient and PhysicianDiagnostic Services
Computerized tomographyC(l) Scarfor nonorthopedic
Magnetic resonance imaginylR)) for non-orthopedic
Position emission tmography PE} Scan

Capsule endoscopy

Genetic Testing (including BRCA)

Sleep Study

= =4 4 48 -4 9

Outpatient andPhysiciart Continuing Care Services
9 Dialysis

1 Chemotherapy (including oral)

1 Radiation Therapy
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1 Oncology and transplant related injectiomsfusions,and treatments (e.g. CAR endocrine
and immunotherapy), excluding supportive drugs (e.g. antiemeticaatithistamine)
Hyperbaric Oxygen

Home Health Care

Durable Medical Equipment exceeding $1,000

Non-Emergency Medical Transportatiagnscheduled air and ground facility to facility and
interstate

Injectables exceeding $2,00@nd infusions excluding servicessiewed by the PBM

Mental Health and Substance Abuse Intensive Outpatient Program

Vein Therapy

Habilitative and rehabilitative therapy (physical, speech, occupational) exceeding a combined
visit limit of 90 visits per Plan year

= =4 -4 -4

E N

TheUM company should beotified upon confirmation opregnancyso they may better manage
your benefits. You must comply and cooperate with td company. Services are subjectid
the terms of thisPlan

Precertification is not required for medically necessamiergency services when a medical
condition that manifests itself by symptoms of such sufficient severity that a prudent person
would believe that the absence of immediate medical attention could result in:

Serious jeopardy to the health of the particigan
Serious jeopardy to the health of an unborn child;
Serious impairment of a bodily function; or
Serious dysfunction of any bodily organ or part.

= =4 -4

The UM company must be notified of the emergency hospital admission within one budagess

so the UM company can conductancurrentReview Your physician or the hospital should call

the UM company to initiate the concurrent review. Even thougbrecertificationmay not be

required for some services, like those listed above, the hospitdaaility is still required to
O2YL) & 6AGK GKS tflyQa LINRPGZAaAA2ya NB3IFNRAYy3I |

How to Requed®recertificationRrior Authorizatioh

It is your responsibility to ensure thatecertificationoccurs when it is required by than. Any

penaltyor denial of benefitdor failure to obtainprecertificationis your responsibility, not the

LINE A RSNRA D | 2dz 2 N &M danpahyi theitdlepiomeyiumpbetzshdwn @ £ €
the Partidpant Contact Guid¢o request precertificationCalls for elective services should be

made at leastl5 calendar days before the expected date ansce. Failure to request
precertificationmay result in a reduction or denial of benefiBe prepared to providell the

following information:

A EYLX 28 SNDa yIl YST
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Utilization Management
9YLX 28S8SQa yIYST
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Name of hospital or outpatient facility or any other provider thatl be providing services;
Reason for the health care services or supplies; and
Proposed date for performing the services or providing the supplies.

To To To o T Do

TheUM companywill review the information and provide a determination to you, your physician,
the hospital or other provider, antthe third-party daimsAdministratoras to whether or not the
proposed health care servicdgmve been deemednedically necessanAdditiondly, the UM
company may approve medical necessity but not site of care. In these circumstancéByithe
company will provide alternate locations to the calMfile industry and accreditation standards
require aprecertificationdetermination within 15 candar days for a noargent casethe UM
companywill usually respond to your physician or other provider by telephone witjriive
business days of receipt of the requeBhe determination will then be confirmed in writing.

If your hospital admission or medical service is determined not to be medically necessary, you
and your physician will be given recommendations for alternative treatment. You may also
pursue an appedtefer tothe Appealing a Utilization Managemebteterminationsection of this
documen.

Hospital Admissions

You are responsible for notifying thM company of a hospital stay at least fiig business days
before elective admission to a hospital to ensure that it is covered. Your physician or other
provider may notify thdJM company,but it is ultimately your responsibility to make sure they

are notified. ThRaUMO2 YLI y& gAtf NBOGASS (GKS LINRPJARSNIDA
care and place of service. If thiM company denies therecertificationfor hospital admission

as notcovered or they determine that the services do not meet their criteria and protocols, this
PlamQ third-party QaimsAdministrator will not pay hospital or related charges for the care that

is not medically necessary or does not mtet establishectriteria or protocols.

Inpatient and Outpatient Surgery

You are responsible for making suhe UM company isotified at least5 (five) business days
before elective inpatient or outpatient surgery is performed tcsare that it is covered. Your
physician o other provider may notifythe UM company but it is ultimately your responsibility

{ 2

NJ

to make surethey are notified. The UM companywill review thepK @ 8 A OA I yQa NBO2Y

course of treatmentThethird-party aimsAdministratorwill pay benefits only fompatient or
outpatient surgery thahas been precertified. Thethird-party daimsAdministratorwill not pay
for inpatient or outpatient surgery or related charges dleterminesthat such charges are not a
coveredservice,or the servicedoesnot meetthe UM O 2 Y LJI fedi®lanecessityriteria and
protocols.
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Emergency and Urgent Hospital Admissions

Emergencyhospital admission means an admissiontospital confinement thatesults from a
sudden and unexpected onset of a condition that requires medical or surgical care. In the
absence of such care, you could reasonably be expected to suffer seriousibjpaijiyor death.
Examples oémergencyhospital admissions includeut are not limited to, admissions for heart
attacks, severe chest pain, burns, loss of consciousness, serious breathing difficulties, spinal
injuries, and otheacute conditions.

An urgenthospital admission means an admission for a medigadtition resulting from injury
or serious liness that is less severe than amergencyhospital admission but requires care
within a short time, including complications of pregnancy.

For an emergency or urgehospital admission (including for all complications of pregnancy), you

are responsible for making sure th#te UM company isnotified within 24 hours, the next
business day, or as soon as reasonable after admission. If you are incapacitated and you (or a
friend or relative) cannot notiffthe UM companywithin the above stated timesthey must

receive notification as soon as reasonablyblke after the admission or yanay be subject to
reduction or denial obenefits as provided in thiBlan

This service is provided by the UM company and will be initiated upon the first call for a
precertification. Case management services are particularly helpful for a participant or their
covered dependent who is receiving complex medical services for mextinditions such as
gender dysphoria. Your assigned case manager nurse will provide you with assistance addressing
any concerns you may have about issues such as, continuity of care or finding providers or a
provider who specializes in gender dysphoria

Confinement in an owbf-network hospital following an emergency

If you are confined in an owdf-network hospital after you receive emergency services, v
company must be notified within 24 hours, the next business day, or as soon as reasonable after
admission. Th&M company may elect to transfer you to annetwork hospital as soon as it is
medically appropriate to do so. If you choose to stay in theadutetwork hospital after the date

the UM company decides a transfer is medically appropriatg;af-network benefits for the
continued stay will not be covered under tlittan

HealthCare Services and Supplies Review

A participatingprovider, including youprimary care physicigrmay notifythe UM companyon
your behalf to obtairprecertification prior authorization) for the services described Bervices
Requiring Precertification (Prior Authorization).

Nonparticipating providers may not know or attempt to notifthe UM companyto obtain

precertificaion for services. In such a case, you must confirmttratJM companypre-certified
the serviceto assure thait is covered.
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The Planwill pay for covered health care services and supplies only if authorized as outlined
above.The Planwill not pay for any healtleare services omupplies that are not coverecesvices
or do not meetmedically necessargriteria and protocols.

Concurren Review

Concurrent Review (continued stay) is the ongoing assessment of the health care as it is being
provided, especially (but not limited to) inpatient confinement in a hospital or skilled nursing or
sub-acute facility. When you are receiving medsailvices in a hospital or other inpatient facility,

the UM company monitors your stay by contacting your physician or other providers to assure
that continuation of medical services in the facility are medically necessary. The UM company
will also help coddinate your medical care with other healtare benefits available under the

Plan.

ConcurrentReview may include such services as coordinating home health care or durable
medical equipment, assisting with discharge plans, determining the need for codtimedical
services, and or advising your physician or other providers of various options and alternatives for
your medical care available under this Plan.

If at any point, your stay is found not to be medically necessary and care could be safely and
effectively delivered in another environment (such as through home health care or in another
type of health care facility), you and your physician will be notified. This does not mean that you
must leave the hospital, but if you choose to stay, all expensesrgttafter the notification will

be your responsibility. If your hospital stay is determined not to be medically necessary, no
benefits will be paid on any related hospital, medical or surgical expense.

Case Management

Casemanagementis a voluntary process administered by the UM company. Its medical
professionals work withiS LJF G ASy i3> GKS LI GASYydQa ddnmsYAf &3
Administrator, and the Plan Administrator or its designee to coordinate a timely and cost
effective reatment program. Case management services are particularly helpful when the
patient needs complex, costly and/or higgchnology services, or when assistance is needed to

guide the patient through a maze of potential providers.

The case manager will workirectly with your physicianhospital, and/or other provider to
review proposed treatment plans and to assist in coordinating services and obtaining discounts
from providers as needed. From time to time, the case manager may confer with your physician
or other providers and may contact you or your family to assist in making plans for continued
health care services or obtaining information to facilitate those services.

You, your family, or your physician may call the case manager at any time to ask questions, make
suggestions or offeinformation. The case manager can be reached by calling the UM company
at the telephone number shown in tHearticipant Contact Guidsection or on the PEBP website

at www.pebp.state.nv.us
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There are some services for which case management seieerandatory fothose who are
seeking treatment bgender reassignment procedures. The Plan Administrator requires case
management to help the participant, provider and other PEBP vendors to work together for
successful outcomes.

Retrospective Review

Retrospective Review ii¢ review of health care services after they have been provided to
determine if those services were medically necessary. The Plan will pay benefits only for those
days or treatment that would have been authorized under the UM company and case
management: KS LINP OS&da ¢gKSNBoe GKS LI GASyds GKS LI
work together with the Plan Administrator or its designee under the guidance of the UM
company to coordinate a quality, timely and cestective treatment plan.

Inpatient and OutPatient Surgery Performed at Exclusive Hospitals aneP&iant
Surgery Centers

Precertificationis required forcertain elective inpatient and outpatient surgeries. TV
company will provide a Precertification determination based on type ofusgery, covered
benefits, medical necessity, provider quality, cost, and location. If you chookau® your
surgery performed at a neaxclusive provider/facility, you will be responsible for the inpatient
or outpatient copayment amount (as applicabl#jgluding any amount that exceeds thitam a
referencebased picing. Note: Amounts exceeding thiPlam & N -baSadBrciGogSwill not
apply to your annual out of pocket maximum.

Out-PatientinfusionService$erformed at Exclusive Hospitals and Infusion Centers
Precertificationis required for all outpatieninfusion services. ThedM company willreview the
request based o covered benefits, medical necessity, provider quality, cost, and location. If you
choose to receive your infusionat a nonrexclusivehospital or infusion centeryou will be
responsible for theinfusion therapy copayment andny amount that exceeds thiBlam a
referencebased pricingNote: Amounts exceeding thiPlarQ & NI -baSadBming Wil not
apply to your annual out of pocket maximum.

Second Opinions

The utilization company may authorize a second opinion upon your request in accordance with
thisPlan Examples of instances where a second opinion may be appropriate include:

1 Your physician has recommended a procedure and you are unsure whether the procedure
IS necessary or reasonable;

1 You have questions about a diagnosisptan of care for a condition that threatens

substantial impairment or loss of life, limb, or bodily étions;

You are unclear about the clinical indications about your condition;

A diagnosis is in doubt due to conflicting test results;
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1 Your physician is unable to diagnose your condition; atréatment planin progress is

not improving your medical catition within a reasonabl@eriod.

Air AmbulanceServices

ThisPlanprovides coverage for emergency air ambulance and ifgteitity patient air transport

if there is a lifethreatening situation or the service is deemed medically necessary bykhe

company. The participant is responsible for a $200 copayment and if applicable, any amount
exceeding thePlad Yl EAYdzy Iff2¢t06fS OKINBS® ¢KS YI E,;
ambulance services is limited to 250% of the applicable Medialosvable rate. Amounts
SEOSSRAY3 (KS YFEAYdzy ff26l06fS OKINBS akKklhtf
applied to the annual oubf-pocket maximum. See thdtilization Managemensecion for air
ambulanceprecertification requirements.

Air/FlightScheduled InteFacility Transfer

All inter-facility transport services requirgrecertification TheUM company may discuss with
the physician and/or hospital/facility the diagnosis and the need for Hdeility patient
transport versus alternatives. Failure to obtairpeecertificationmay result in a reduction or
denial of benefits for charges arising from or related to fighted inteffacility transfers Non
compliance penalties imposed for failure to obtaimprecertificationwill not be included as part
of the annual outof-pocket maximum.

Inter-facility transportmay occur if theras a lie-threatening situation or the transport is deemed
medicallynecessaryThefollowing conditions apply:

1 Services via any form of air/flight for intéacility transfers must b@recertified before
transport of the participant to another hospital or facilitgndthe participantis in a
hospital or other health car facility under the care or supervision of a licensed health
care prwider;and

1 Inaccessibility to ground ambulance transport or extended length of time required to
transport the patient via ground ambulance transpdrta could endanger the patient

EmegencyAir Ambulance

ThisPlanprovides coverage fa@mergency air ambulance transportation fparticipans whose
medical condition at the time of piekp requires immediate and rapid transport due to the
nature and/or severity of thellnessinjury. Air ambulance transportation must meet the
following criteria:

1 Services via any form of air/flight femergency air ambulance; and
T ¢KS LI dASydiQa RSalkospffalandh 2y A& +y | OdziS O NB
T ¢KS LI GASYGQa O2yRAGAZ2Y A& adzOK GKIG GKS 3
g2dzft R SYRFY3ASNI GKS LI G0ASydQa tfAFS 2N KSI
1 Inaccessibility to ground amlance transport or extended length of time required to
transport the patient via ground ambulance transportation could endanger the patient.
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Emergency Hospitalization

You are not required to obtaimprecertification before you obtain services for a medical
emergency. Further, if a medical emergency occurs, there may be no time to ctimadiv
companybefore you are admitted to the hospital. Howevéhe UM companymust still be
notified of the hospital admission within one business/do conduct a concuent review. You,
your physician, the hospital, a famityember,or friend can calthe UM companyto initiate the
concurrent reviewFailureto follow the required utilization managemeprocess may result in

a reduction or denial of benefitExpenses related to the penalty will not be counted to meet
your outof-pocket maximum.

Even though @recertifiation may not be required for some services, the hospital or facility is
still required to comply with thePlarQ & LINE @A & Audiligadion MEhagerhkRt duyhdas
concurrent review.

Failure to Follow Required Utilization Management Procedures

Precertifi@ation is required before yu obtain certainhealth care service Obtaining requied
precertification protects you from expenses that result from receiving services that are not
covered, not medically necessary or are otherwise excluded from coverage und@&iahigf
precertification is required and you do not obtain the requirpcecertification, the service may
not be covered, even if the service is medically necessim-compliance penalties imposed for
failure to obtainprecertification will not apply to the annual ottf-pocket maximum.

Tranplans (Organ, Bone Marrow andssu¢

Organ, bone marrow and tissue transplardverageare provided only for eligible services
directly related to norexperimentatransplants of human organs or tissue, along with the facility
and professional services, Fapproved drugs, and meditahecessary equipment and supplies.

This Plan will provideowerage for the donor when theecipientis a participant under thiBlan
Coverage is provided for organ or tissue procurement and acquisition fees, inchudiery
storage, and organ or tissue transport costs directly related to a living or nonliving donor
(transport within the U. S. or Canada only). When the donor hascakdoverage, his/hdPlan

will pay first and benefits under thiBlanwill be reduced by te amountpayable under the

R2 Yy PND &

Tranplantation-related services requireprecertification (see the Utilization Managemen
section of this document for details).

See the specifiexclusions related t@xperimentaland investigationalservicesand transplants
in the Benefit Limitations ané&xclusionsection.

This Plan provides for reimbursement of certain costs associated with travel and hotel
accommodations for the patient and one additioparsonwhenthe travels areassociated with
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medical treatmentfor organ and tissuéransplants performed at a Center dExcellence. Please
refer to Transplant Servicesectionfor additional information. Expenses incurred for travel and
hotel accommodations for orgaand/or tissue tranplants not performed at a Center of
Excellence are not covered.

This Plandoes not provide advance payment for travel expenses related to organ or tissue
trangplants.

Use of Centers of Excellerfoe Tranplant and Gastric (Bariatri®rocedures

This Planrequires participants to use an-immetwork Center of Excellence for trapisnt and
bariatricweight/losssurger. An appropriate Center of Excellence facility will be identified by the
t t I YMea@mpany andhird-party aimsAdministrator.

Travel Expenses
ThisPlanallows for the reimbursement of travel and hotel accommodation expenses for the
patient and one additiongbersonwhen the expenses are associated wiltle following services
andhave beerpre-certified by the UM company

1 Organ and tissue tramqdants or bariatric weight lossurgeryperformed at a Center of
Excellencgor
Elective surgeries performed as exclusive hospitals/ambulatory facilities; and
Outpatient infusion servicagthe UM company requires you to travel more than 50 miles
one way fora service subject tprecertification

1
1

Participants are required to use the least expensive method of transportaffanticipants who

use their personal vehicle to travel to a Center of Excellence or toexatiusive
hospital ambulatory sirgical facility or outpatient infusion centerwill be compensated for
YAE SIS FTNRY (KS dlalifrbrd the Leyitér @fRExchlBadi eRciigive S
hospital ambulatory surgicaldcility or outpatient infusion facilitf{based on an objective source
such as Google Maps) at the standard mileage reimbursement rate for which a deduction is
allowed for travel for federal income tax or the genal convenience mileage reimbursement
rate depending on the circumstances and the cost of other methods of travel.

This Plan incorporates the travel expense reimbursement guidelines established in the Nevada
State Administrative Manual (SAM) 0200 withrtain limitations and exclusions as specified in

this document. The SAMa official publication of the State of Nevada Department of
Administration and is issued under authority of the Governor and the Board of Exaniihers.
SAM manual ilbcatedat
http://budget.nv.gov/uploadedFiles/budgetnvgov/content/Governance/SAM.pdf

NOTE ThePlan Administratoor its designee has full authority to approve or deny all or part of
your travel expenses. The denial of travel expenses cannot be appealed.
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In-State Travel (NevadaSAM 0212

Travel expenses incurred may be reimbursed at a rate comparable to theesdtgsgished by the

US General Services Administration (GSA) for the State of Nevada. Maximum per diem
NBAYOdzZNESYSYd NI GS&a F2NJ bS@OIFRIQa f2R3IAYyIS YSI
city/county and vary by season. Receipts are required fooddihg expenses. In addition to the
reimbursable lodging rateparticipants may be reimbursed for lodging taxes and fees. Lodging
taxes are limited to the taxes on reimbursable lodging costs. For example, if the maximum lodging
rate is $50 per night, angbu elect to stay at a hotel that costs $100 per night, you can only claim
the amount of taxes on $50 which is the maximum authorized lodging amount. Meals will be
reimbursed in accordance with the meals and incidental expense (M&IE) allowance. Reeeipts ar
not required for the M&IE allowanceParticipanti & K2dz R NBFSNJ {2

0 K
http:/gsa.govl YR G KS f Ayl Gt SNIS5ASY wl (iSa¢ F2N) GKS

S
v

Outof-StateTravel(Nevada) SAM 0214

Travel expenses incurred may be reimbursed at a rate comparable to the rates established by the
US General Services Administration (GSA) for the primary destination. Maximum per diem
reimbursement rates for lodging, meals and incidental expenses are s$tathlby city/county

and vary by season. Receipts are required for all lodging expenses. In addition to the reimbursable
lodging rates participans may be reimbursed for lodging taxes and fees. Lodging taxes are
limited to the taxes on reimbursable lodgrcosts. For example, if the maximum lodging rate is
$50 per night, and you elect to stay at a hateht costs $100 per night, you can only claim the
amount of taxes on $50 which is the maximum authorized lodging amount. Meals will be
reimbursed in accor@hce with the meals and incidental expense (M&IE) allowance for the
primary destination. Receipts are not required for the M&IE allowaRagicipants should refer

02 GKS D{htfsa.go8loyaR Gi6KS f Ay {1 at SNI 5ASY swl (Sa¢ 1

Additional Requirements

Reimbursement for meals while traveling must meet the following guidelines:
1 Breakfast must departat or before 7:00a.m.
1 Lunch must departat or before 11:00 a.m.Returnat orafter 1:30 p.m.; and
1 Dinner must departat or before 530 p.m; Returnat orafter 7:00 p.m.

¢ NI St SELSyasSa INB O0O20SNBR 6KSy AyOd2NNBR Ay
1 Tranglant or bariatricsurgeryperformed at a Center of Excellen@oes not include pre
surgery evaluationsdnd for one gar aftersurgeryfor follow-up visits as required by the
LI G A Srgebriod
1 Electivesurgeryperformed at arexclusivehospital ambulatorysurgeryfacility approved
by the UM company(including presurgeryevaluations) and for one year aftsurgeryfor
follow-upvA A 0 & | & NBIj dzeugBoRoro @8 G KS LI GASYy(iQa
1 Travel expenses for infusion services performed at an exclusive outpatient facility.

EligibleTravelExpensednclude:
1  Flight expenses for commerti@r €conomyrate);
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Mileage reimbursement for personal vehicle;

Travel meals (for patient and travel companion only);

Hotel accommodations;

Parking or vehicle storage fees for private automobiles and commercial transportation
costs (i.e., taxishuttle, etc.); and/or

Rental car expense.

Receipts are required for reimbursement for all expenses except for meals which are
based on the number of days and time of travel.

Excluded Travel Expenses:
The following are specifically excluded from reimlamegnt under any circumstances (other
expenses not included below may be denied if they are not preapproved):

= =4 4 -8 -9 _9_45_4_°_2._-2

= =4 -4 4 -4

T

Alcoholic beverages;

Car maintenance;

Vehicle insurance;

Flight insurance;

Cards, stationery, stamps;

Clothing;

Dry cleaning;

Entertainment (cable televisions, books, magazines, movie rentals);

Flowers;

Household products;

Household utilities, including cell phone chardesyse cleanerbabysitter, or day care
services;

Kennel fees;

Laundry services;

Security deposits;

Toiletries;

Travel expenses related to a facility provider that is not a certied Center of

Excellenceexclusivenospital ambulatorysurgical &cility, or outpatient infusion facility

and

Travel expenses incurred on or after one year followsnggeryare not eligible for

reimbursement.

Travel expenses are subject to thenual cost sharing requirements.

Note: PEBP will not reimburse travet any other expenséo any participant coveredunder

t 9.

t Qa t NBhe seBftvidad Cohsyime? INiven Health Plan (CDtR)e for any service

or event

PEBP does not provide advance payment for travel expenses.
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PreApproval of your Travel Expenses

Unless there are extenuatingrcumstances, travel expenses must be-ppproved by PEBP or
its designee. Travel expenses not ja@proved by PEBP or its designee will not be eligible for
reimbursement.

If the participantis unable to obtain pr@pproval by PEBP or its designee baeathe organ or
tissue tranplant required immediate travel, thearticipant may submit all associated travel
costs to PEBP or its designee after the tm@ast surgeryfor consideration. Theparticipant
shoulddesignatesomeone to notify PEBP or its dewg regarding themergencytravel and the
circumstances surrounding such travel. Travel claims must be submitted within 12 months of the
date of surgeryto be considered eligibleAll other requests for travel expenses require pre
approval.

Pre-approval will provide an approximation of your travel reimbursement. Final reimbursement
will be based on actual expenses using the actual number of days and travel times and may differ
from the pre-approved approximation.The Pe-approval Travel Expense Request foisn
available atvww.pebp.state.nv.us

Submitting your Travel Expense Receipts

A claim for travel expense reimbursement must be submittedPEBPon a Travel Expense
Reimbursement claim form. All relevant sections of the form must be completed including the
start and end times, destinatigand purpose of trip. The claimant should sign the travel expense
claim form attesting to the accuracy of the claim.

Travel expenseeimbursement claims should be accompanied by original itemized receipts which
include the name(s) of the person(s) incagithe expense. If the travel includes a commercial
airline flight, an itinerary should be attached for meal justification.

Reimbursement of eligible travel expenses, including any eligible travel expenses relating to a

travel companion, will be payable the primaryparticipant(employee orretiree) and not to the
service vendor (credit card company, hotebspital restaurant, etc.).
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Goronavirug(COVIEL9) PandemidBenefits

COVIB19 Plan Benefits

COVIB19 Plan Benefits
Coronavirus Aid, Relief, and Economic Security Act (CARESAKHyY Terms and Definitions

Benefits apply during the CoronavirBandemic

1 COVIBR19 Diagnostic Testingnd Testing Related Visitf your provider agrees that you need COVII
19 testing, the Plan will pay the following when testing is performed at any CDC approved site ©
the national emergency:

o COVIBRL9 diagnostic testing and a COVID19 testing relaisitishall be paid aL00% of the
tflyQa YIEAYdzY | 2 éhadnf thdérich@hS(copajniert, y 2
deductible, or coinsurance) for both-imetwork and outof-network providers. Testing related
GraArda Yl & 2 OO0 dzNeldhgalth(usihgkagdioNidea or gudidonlg) B A O 9
telemedicine (Doctor on Demand) visits, in an urgent care center or in the emergency roo

0
1 cCovim9 Treatment The Plan covers COVID treatment for participants with a confirmed COMID
RAF3Iy2ara G mnm: 2F (KS t fretyddéandolidi-netvddy | f
providers without any cost sharing (copayment, deductible or coinsurance).

1 Formularymedications for the treatment of a confirmed COMI®diagnosis covered at 100% with
no cost sharing; noformulary medications covered without prior authorization in the event of a
supply shortage.
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Summary of Medical Benefits
To determine thebenefit limitations for any healthcare service or supplyeview the Summary

and Schedule of MedicaBenefits listed below To determineprecertification requirements
pleaserefer to the UtilizationManagementsection.

Summary of Medical Benefits Participant
Responsibility

PlanYear Deductibles andDut-of-Pocket Maximums

Individual (medical & pharmacymbined Deductible $0
Family(medical & pharmacyamnbined Deductible $0
Individual(medical & pnarmacycombined)Out-of-Pocket Maximum $7,150
Family(medical & pparmacycombined)Out-of-PocketMaximum $14,300

(two or more covered individuals)

In no case will garticipantpay more forcovered servicethan the (medical & pharmacymbined out-of-pocket
maximum Theout-of-pocket maximurdoes not include premiums, ca$taring for norcovered services, expense
exceeding the referendmsed pricing for services performed at rexclusive facilities, expenses associated w
denied claims, ancillary charges and amousitied byin-network and oubf-network providers for eligible benefits
covered under thiRlanwhich exceed thiBlanb asual and customary enaximumallowedcharge

Summary of Medical Benefits Participant
Responsibility

PhysicianOffice \isits

Primary @re Physician (PCPRffice visits $20

Primary @re ACA wellness visfAll necessary wellness visits arevered for

children less than two years of age. One wellness visit per Plan year is cover $0

participants older than two years or as frequently as mandated by the ACA.)

Obstetrics and gynecology ACA services $0

Prenatal and postnatal office visits $0

Specialist Office Vigjiincluding covered maternity caye $40

No referral is required for these visits. Imagisug,gery,and other services provided in an offietting may have a
higher copayment or coinsurance.

31



tdzof A0 9YLX285SaQ .SySFAdGa tNRIAINIY mier Plan
Plan Year 2021
Summary of Medical Benefits

Summary of Medical Benefits Participant
Responsibility

Preventive Screenings

Mammography screeninglimited to ONEannual 2D or 3D screening pelan $0
Yearfor women age 40 years and older.

Papanicolaou (Pap) test $0
Prostae Specific Antigen (PSA) screening $0
Color,ectabc,reenjng; Iimitgd to O[\lE annualcreenjng per PIane‘xérin §cgordance $0
gAUK UKS ' YSNRAOIY [/ IFYOSN {20ASueQa

Counseling for sexually transmitted infections (STI) HIV counseling and testin $0
*Breastfeeding support, supplies and counseling $0
Screening for interpersonal and domestic violence $0
Contraceptives and in office counseling for FDA approved injectiopkarits, and

contraceptive devices not covered under pharmbheyefits $0
Screening for Gestational Diabetes $0
Highrisk HumanPapillomavirus (HPV) testing $0

For more information regardingreventive care servicesefer to Preventive Services in tlgchedule of Medical
Benefitssection.Note: An office visit copay may apply if servigesvidedduring the visiinclude additional services
that are not preventive services.

* Contact the thireparty daimsAdministrator for the purchase of covered breast pumps. Rental for heavy
electrical (hospital grade) breast pump covered only when medically necessamlyaddring they S ¢ 6 2 |
inpatient hospital stay

Summary of Medical Benefits Participant
Responsibility

Hospital Facility Services

Acute @re Hospital Admission $500per admission

InpatientDelivery,Postpartum Care and Newborn Caenfices $500per admission

Outpatient pservation(generally a hospitalization lasting 4 to 48 hours that dg

not meet inpatient utilization criteria) $500per admission

Skilled NirsingFacility (limited to 100 days pePlanYear) $500per admission

Rehabilitatiorthabilitation Facility (limited to 60 days pePlanYear) $500per admission

All hospitalfacility services requir@recertification Inemergencies in whichmember is admitted to a hospital for
an inpatient stay, to satisfy therecertificationrequirementthe UM companymust be notifiedvithin 24 hours, the
next business day following the admission datat the earliest possible time when it is reasonablda so.
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Summary of Medical Benefits Participant
Responsibility

Hospital Facility Services

Inpatient hospital services include a semiprivate room, physician services, meals, operating room charges,
services and laboratory services. Maternity care is covered exceypeagied under Infertility Services of th
Schedule of Medical Beneafisection.

Summary of Medical Benefits Participant
Responsibility

Urgent Gireand Emergency Services

Urgent Gare Srvice$ (includesout-of-network urgent care center $50
Serviced

Emergency Room ServitgER visitopayment is waived #dmittedand Inpatient

copay appliesout-of-network providers may charge for amounts greater than th $500 per visit

allowedamount)

*When using oubf-network urgent care and emergency room services,are responsible for paying thidam a
applicable copayment amountlus any amounts exceeding usual and customary as determined Byatine
Administratot

Ambulance (ground) $150

Ambulance (air and water) $200

* The participant is responsible for a $200 copayment and if applicable, any amount excee@ilag®® Y I E
allowable charge. The maximum allowable charge for all air ambulance services is limited to 250% of the ap
Medicare rate. Amounts excegdd G KS Yl EAYdzy Fff26F6ftS OKINHS ackl
not be applied to the annual owtf-pocket maximum.

Summary of Medical Benefits Participant
Responsibility

OutpatientSpecialty Imaging and Diagnostic Testing

Computer Tomography (CT) scan $250copayservice
Positron Emission Tomography (PET) scan $350copayservice
Magnetic Resonance Imaging (MRI/MRA) $250copayservice
Nuclear Medicine $250copayservice
Angiograms and Myelograms $250copayservice

Multiple Diagnostic Imaging Proceduredeparate copayment applies feachimaging/diagnostic procedure
furnished on contiguous body parts during the same session.
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Summary of Medical Benefits

Summary of Medical Benefits

Participant
Responsibility

Non-Specialty Imaging and Diagnostic Testing (includiageXand ultrasounds)

Services provided in a primary care physician ofgeeept Specialty Imaging ang

Diagnostic Testing) $20 copay
Services provided in a specialty care physician office $40
(except Specialty Imaging and Diagnostic Tesiglisted above copay
Services provided in a hospital outpatient sett{egcept Specialty Imaging and $75
Diagnostic Testings listed above Copay
Diagnostic Mammography $40 copay
Summary of Medical Benefits Participant

Responsibility

Laboratory Services

General laboratory servicgsee limits below)

$0 copay

Outpatient laboratory services as such but liwiited to cholesterol screening, glucose and PSA. Must be prov
at a contracted freestanding laboratory facility. Outpatient lab services (except forgoimission testing, urgent
care facility or emergency room) performed at an acute care hospitdityawill not be covered. P1admission
testing: laboratory test performed on an outpatient basislags prior to a scheduled hospital admission
outpatient surgery. Testing must be related to the sickness or injury for which admission or surgarneid. pl

Summary of Medical Benefits

Participant
Responsibility

Outpatient ShoATerm Rehabilitation Servic€sitpatient Speech, Occupational and Physical Therapy

Speech therapy{Seeprecertification requirementselow)

$20 copay per visit

Occupational therap{Seeprecertification requirementselow)

$20 copay per visit

Physical therap{Seeprecertification requirementselow)

$20 copay per visit

Precertification requird for outpatient habilitative orrehabilitative therapy(physical, speech, occupationg

therapies)serviceexceeding a combined 90 visits per Plan Year.

Summary of Medical Benefits

Participant
Responsibility

Other Outpatient Therapy and Rehabilitation Services

Cardiac and pulmonary rehabilitatiglimited to medically necessary services; 6(

visits per Plaryear all modalities combined.)

$75copay per visit

34



tdzof A0 9YLX285SaQ .SySFAdGa tNRIAINIY

mier Plan
Plan Year 2021

Summary of Medical Benefits

Summary of Medical Benefits

Participant
Responsibility

Other Outpatient Therapy and Rehabilitation Services

Wound therapy in an outpatient hospital or outpatient facility sett{fgr wound
therapy in an officdbased setting, see the Physician Office Visit section of this
Benefit Summary Table.)

$75copay per visit

Chemotherapy in an outpatient hospital, outpatiehtr OA f A G & 2 NJ LJ

$75copay per visit

wkRAFGAZ2Y GKSNI LR Ay |y 2d2iLd GASYydQ

$75copay per visit

Infusion therapy/administratiorfincludes home and outpatient infusion thergpy,

$50copay per visit

Summary of Medical Benefits

Participant
Responsibility

Surgical Services

t SNF2NXY¥SR AYy LINAYFINE OFNB LKe&aAOALl )

$20 copay per visit

t SNF2NXYSR Ay &aLISOALfde OFNB LKeahaO]

$40 copay per visit

Performed in outpatient facility or hospitéf admitted, see the acute care hospit

admission cost sharing) $350per visit
Performed in samelay-surgery facility or Ambulatory Surgery Center (ASC) $350per visit
SeeUtilization Management Section for surgical services requpiagertification

Summary of Medical Benefits Participant

Responsibility

Medical Supplies, Equipment and Prosthetics

Durable Medical Equipment (DMHE)Limited to one purchase, repair, or
replacement of a specific item of DME every 3 years. Rental of DME to (
Medicare guidelines concerning rental to purchase criteria. The purchase or rt
of DME, including oxygen and oxygen related equipmiengxcess of $1,000
requireprecertification)

$0

Orthopedic and prosthetic devicgkimited to a single purchase of a type
prosthetic device including repair and replacement once every 3 years.
Orthopedic and prosthetic devices in excesklgdOOrequireprecertification)

$25copayper device

Hearing aids: coverage for medically necessary and FDA approved hearing
Maximum benefit $1,500 per device, per each ear every three (3) years.

$25 copay per device

DisposableDstomy supplieflimited to 30 days of therapeutic supplies per montt

$25copay per therapeutic
supply

Special Food Producfsmited to a maximum benefit of four (4) sets of thirty (3
days of therapeutic supplies per Pigar. Precertificatiorrequired.)

$25copay / 30day supply
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Summary of Medical Benefits

Participant
Responsibility

Alcohol and Substangsbuse Treatment

Inpatient treatment(requiresprecertification

$500per admission

Intensive Outpatient Treatment Program (requipgecertification)

$20 copayper visit

Outpatient treatmentg specialisoffice visit

$20copayper visit

Withdrawal treatmentc inpatient

$500per admission

Withdrawal treatmentg outpatient office visit

$20 copay per visit

Inpatient and outpatient programs for alcohol and substance abuse treatment ragpeicertification Alcohol and
substance abuse office visits that are not part of an alcohol or substance abuse program do not

precertification

Summary of Medical Benefits

Participant
Responsibility

Mental Health

Inpatient medically necessary services for mental health disorders

$500per admission

Mental health outpatient office visits

$20 per visit

Applied Behavioral Therapy for the treatment of Auti@mited to a maximum

benefit of the actuariagéquivalent of $72,000 per Plan Year)

$20 copay per visit

All outpatient partial hospitalization programs, partial residential treatment programs, and inpatient service
mental health requirgprecertification Mental health office visits that are not part of a mental health treatme

program do not requir@recertification

Summary of Medical Benefits

Participant
Responsibility

Other Medical Services

Doctor on Demand (Telemedicine)

)l
T
T
1

1

Primary care visit

Psychologist visit (2Binute visit)
Psychologist visit (5finute visit)
Psychiatry visit (4minute initial visit)
Psychiatry visit (Hinute followrup visit)

Note: All other primary and specialty visits provided througheitevork

telemedicine services are subject to traditional office visit copayments.

$10 copay per visi

$20 copay per visit
$35 copay per visit
$35 copay per visit
$20 copay per visit

2nd.MD (second opinion servicEs eligible members

$0 copay
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Summary of Medical Benefits

Participant
Responsibility

Other Medical Services

Chiropractic and spinal manipulation servidiesited to 20 office visits per Plar
Year.

$40 copay per visit

Acupuncture, including acupressure servi@asited to 20 visits per Plarear, 100
visits per lifetime)

$40 copay per visit

Home health caréLimited to60 visits per Plaryear; may provide for private duty
nursing in the homeyrecertificationrequired.)

$20copay per visit

OfficeBased Infertility Servicesmedically necessary services to diagno:
problems of infertility for a covered individu@imited to one diagnostic evaluation
for infertility every Plarvear up tothree @) per lifetime and up to 6 artificial
inseminations per lifetimeExclusions apply and are detailed in tBenefit

Limitations and Exclusionghese limits and exclusions apphputh office based

and nonoffice-based infertility services. For cost sharing for infertility services t
are not performed in the office, see the applicable section in this Summal
Medical Benefits Table)

$40 copay per visit

Summary ofMedical Benefits

Participant
Responsibility

Other Medical Services

Temporomandibular Joint (TMJ) Disorder Serv{d@4J disorder and dysfunctiol

services and supplies including night guards are covered only when the rec

services are not recognized dental procedures. Limited to two (2) surgeries

lifetime.)

A Officebased services (excluding surgical services)

A All other services (including surgical servi¢és)dmitted, see the acute carg
hospital admission cost sharing)

$40

$350per visit

The hospice care program administers palliative and supportive health |

services providing physicapsychological, socialand spiritual care for

terminally ill patients with a life expectancy of 6 months or less as certified

LI ASyidQa YSRAOFE LIKE@aAOAlyo®d

A Precertification required for both inpatient and outpatient hospiservices
exceedingl85 days

A Inpatient hospice

A Parttime intermittent home healttservices totaling fewer than eight (8) hours pq
day and 35 hours or fewer per week.

A Respite care providing nursing care for a maximum of 8 inpatient respite care
per Plan Year and 37 hours perPMear for outpatient respite care service
Inpatient respite care will be provided only when the utilization managem

company determines that home respite care is not appropriate or practical.

$500 copayper Inpatient
Admission
$0 copay

$0 copay
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Summary ofMedical Benefits Participant
Responsibility

Other Medical Services

A Outpatient bereavementcounseling of the member and his ber immediate
family (limited to 6 visits for all family members combined if they are not otherw
eligible for mental health benefits under their specific policy). Counseling mus
provided by a psychiatrist, psychologist, or social worker. Particgpatio are
eligible for mental health benefits under their specific policy should refer to 1
applicable description of such benefits to determine coverage. Medically neces
mental health services may be covered under this policy in addition to
outpatient counseling benefits descridabove.

Summary of Medical Benefits Participant
Responsibility

Retail Pharmacy

Tier 1 (T1Y; Preferred Generic Drugs $10copay / 30day supply
Tier 2 (T2y;, Preferred Brand Drugs $40 copay / 3aday supply
Tier 3 (T3}, NonPreferred Branddrugs
9 Singlesource NorPreferred(no Generic available) $75 copay / 3aay supply
1 Multi-sourceNon-Preferred BrandPreferred Generic available) $75 copay*/30day supply
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Summary of Medical Benefits

Participant
Responsibility

Retail Pharmacy

Tier 4 (T4xSpecialty Pharmaceutical Drugs

Specialty Pharmaceuticals must be obtained through Acdiredd order)and are
limited to a 3@day supply per fill.

Note: All outpatient and home infusion services regpiecertificationfrom the
UM company.

2096

SaveonSRBpecialty medications provide uniqus
Save Sp treatments with for complex, chronic disease!
— — However, the cost of these drugs can be excessi
Prescription drugs, as a category, are considel
one of the 10 Essential Health Benefits under the Affordable Care A&A)(
| 26 SOSNE 2yfe OSNIIFAY YSRAOFGAZ2YaA
2L NI dzyAlGe F2N 0KS 23aKSINWEG All2f  0rkSS Ot
essentialandno$ 4 a Sy d At YSRAOFGAZ2YA | NB A
health, but there are certain ACA rules that apply to medications classified on
essential.

{1 @S2y {t 62NJa Ay O2yedzyOlAizy o6Ai0K
Accredo to leverage manufacturer copay assistance to save money for both
and the Plan. If you are currently taking a medication or will be taking a medicz
that is on he NonEssential BenefiSpecialty Drug Listyou are eligible to
participate in the program.

1 If you participate, select medications on tiNon-Essential Beneffspecialty

Drug Liswill be free of charge ($0).

Your prescriptions must be filled througlekedo Specialty Pharmacy.

Participation is voluntary, if you choose not to participate, you will respons|

for the full cost of your medication.

1 Whether you participate in the program or not, the cost of medications wh
are on the SaveonSRonEssentl BenefitSpecialty Drug Listill not count
towards your Deductible or Outf-Pocket Maximum.

I The medications and associated copays included in this program are su
G2 GKS tKFNXYFO& .SySTAG al yl ISNDi

1 If the medication you are taking ion the SaveonSRonEssential Benefit
Specialty Drug Ligtnd you wish to participate, call SaveonSP -800-683
1074.

= =4

If you participate, select
medications on the
NonEssential  Benefit
Specialty Drug Liswill
be free of charge ($0).

Participation is
voluntary, if you choose
to not participate, and
your medication is on
the NonEssential
Benefit Specialty Drug
List you will be
responsible for thecost
of your medication.
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Summary of Medical Benefits Participant
Responsibility

Retail Pharmacy

Tier 5 (T5)% Preventive Drugg¢prescribed in accordance with the U.S. Prevent
Task Force Recommendations A & B; excludes select brand drug formulation $0
an available generic drug alternative)

*If you fill a prescription for anulti-source nonpreferred brandname medication when a generic equivalent
available, you will pay the difference in cost between the brand and the generic. The difference in cost will n
to your outof-pocket maximum and you will be responsifar this ancillary fee after your cof-pocket maximum
is satisfied.

Summary of Medical Benefits Participant
Responsibility

Additional Details

Diabetic SuppliesCost sharing for diabetic supplies is based on the tier (Generic, Brand, etc.). Includes i
insulin syringes with needles, glucose blgedting stripsjancets,and lancet devices.

Tier 3 (T3)Multi-source noALINBE F SNNB R 6 NI y RS yaé5 A@ALISyE SY § A G NIAGRGYy
clinical medical necessity and administrative copay approval to be eligible for Tier 2 (T2) copayment.

Orally Administered Chemotherapyrhe copayment or coinsurance amount for orally administered chemother
RNHZAa ¢gAff o0S O2yaradSyid 6A0GK GKS RNHZAQaA T2 NY)dz
accordance with NRS 695G.167, the cost will not exceed $100 periptiescr

Female contraceptiveAll FDA approved female contraceptives are covered under this Plan when prescribe
provider of health care. Contraceptives may be filled up to anbath supply. Unless otherwise specified in th
document, generic aatraceptives are available at $0 copay when purchased frenmeiwork retail or mail order
or pharmacies.

90-Day Retail: A copayment for a 9day supply of a prescription drug filled through Brpresd O NJA LJ{ 2
pharmacy is available fohree (3)times the copayment of a 3@ay supply.

Mail Order: A copayment for a 9@ay supply of a prescription drug filled througixpres§d O NX LJ( & Q
pharmacy is available for two (2) times the copayment of @&p supply.

See youlSchedule of Medical Beneffts additional details.

Summary of Medical Benefits Participant
Responsibility

Vision Care Services

Vision Exanlimited to one exam per Plarear, per covered individual)

The maximum benefit this Plan will pay per PYaar, per covered individual is $10
limited to $100.
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Summary of Medical Benefits

Participant
Responsibility

Vision Care Services

Complete pair of prescription eyeglasses (including single vision, bifocal and tri

lensesand prescription contact lensés. $10
Eyeglasses or contact lenses in lieu of eyeglasses limited to $100 every 24 m
Summary of Medical Benefits Participant

Responsibility

Obesity Care Management (OCM) Benefits

Retail PharmacBenefit (shoriterm weightloss medications only)
Tier 1 (T1) Preferred Generic

Tier 2 (T2) Preferred Brand

Tier 3 (T3) Noireferred Brand

$0 / 30day supply
Not covered

Not covered

Office visit with a weight loss provider

$0

Laboratory test

Outpatient laboratory services as determined by your weight loss provider (ar
covered under this Plan). Must be provided at a contracted-diaeding in-
networklaboratory facilitysuch as LabCorp, Quest

$0

Nutritional Counseling Servic#ghen Acively Engaged in the OCM Program

Nutritional counseling services must be provided by a registered dietitian
nutritionist. The frequency of nutritional counseling services will be determined
the third-party Aaims Administrator and will be based on medical necessity a
engagement in the OCM program.

$0

Meal Replacement Therapy

Meal replacement therapy prescribed and dispensed by a weight loss provider. This Plan will reimbur
participant up to 50% of the cost for meal replacement up to a maximum benefit amount of $50 per mont
receive Meal Replacement Therapy benetite participant must meet the criteria as specified under the Obeg

Care Management Program in t&ehedule of Medical Benefésction.

The above OCM benefits are subject to participation requirements and aopglwith the OCM Program a

specified in th&chedule of Medical Benefésction.
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Schedule of Medical Benefits

Except as otherwise provided in th8chedule of Medical Benefit you incur expenses for
covered services, this Plan will pay that expense less the applicabdepayments, and/or
coinsurance. The specifiogayments andoinsurance amounts are shovimthe Summary and
Schedule of Medical BenefitEhisPlanwill pay up to the maximum benefit specified fanvered
services.

Whenthe PlanAdministratordeterminesthat two or more couses of treatment are substantially
equivalent the PlanAdministratorreserves theight to substitute less costly services or benefits
for those thatthis Planwould otherwise cover

Example: If both inpatient care in a skilled nurdawglity and intermittent, paritime nursing
care in the home would be medically appropriate, and if inpatientingirsare would be less
costly, thisPlancould limit coverage to the inpatient card@hisPlancould limit coverage to
inpatient care everf this means extending the inpatient benefit bagydhe quantity provided
in the Summary of Benefits &chedule of Medical Benefits

The fact that aparticipating provider prescribed, ordered, recommended, or approved a
service, treatment, or supply does not necessarily make icavered ®rvice or medically
necessary

The following is a description abvered services. Allcovered srvices must bemedically
necessary and are subject to exclusions and limitations as described hereaertificationis
required for many services. Limitations may apply. In addition, you should havermary or
specialtycare physician who is participatingprovider requestcoveredservices.

The Summary and Schedule of Medical Benestitsuld be read in conjunction witihe Benefit
Limitations andexclusions

Professional Services
The following services amvered servicewhen provided by @rofessional.

Acupuncture and Acupressure Services

Acupuncture and acupressuege covered under thiglanif performed by a licensed MD, DO,
acupuncturist or Oriergtl Medicine Doctor. Acupuncture and acupressure services must be
provided by irnetwork and ardimited to 20 visits pePlanYear and 100 wits per lifetime.

Alcohol and Substance Abuse Services (inpatient and outpatient)

Medically necessaryinpatient and outpatient alcohol and substance abuse services will be
provided under the same terms as medical and surgical benefits, with no additional financial or
treatment limitations. Substance abuse care benefits are for acute medical detoxifieaibior
substance abuse rehabilitation and counseling. The main purpose of medical detoxification is to
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rid the body of toxins, monitor heart rate, blood pressure and other vital signs, manage
withdrawal symptoms and administer medications as needed.

Inpatient and outpatient programs for alcohol and substance abuse treatment require
precertification Alcohol and substance abuse office visits that are not part of an alcohol or
substance abuse program do not requmecertification

Allergy Testing anfireatment

Coverage is provided fonedicallynecessanallergy testing, preparation of serum, serum, and
administration of injectionsFor allergy treatment only, thearticipantwill be responsible for
the lesser of the primary care or specialist offitgit copay or the cost of the serum/injection.

Autism Spectrum Disorders

ThisPlan provides coverage for the screening of, diagnosing of and treatmeatisf spectrum
disorder NRS695G.1649January 1, 2019rovides the language specific smitism spectrum
disordercoverage and is provided below for convenience:

1. A healthcare plan must provide coverage for screening for and diagnosiautém
spectrumdisordersand for treatment ofautism spectrum disordersto persons covered
by the group health plan under the age of 18 years or, if enrolled in high school, until the
person reaches the age of 22 years.

2. Coverage provided under this section is subject to:

a. A maximum benefit of the actuarial equivalent $72,000 per year for applied
behavior analysis treatment; and

b. Copayment, deductible and coinsurance provisions and any other general exclusion
or limitation of a group health insurance to the same extent as other medical services
or prescription drugs ogered by the plan.

3. A health plan that offers or issues a policy of group health insurance which provides
coverage for outpatient care shall not:

c. Require an insured to pay a higher deductible, copayment or coinsurance or require
a longer waiting period focoverage for outpatient care related sutism spectrum
disordersthat is required for other outpatient care covered by the policy; or

d. Refuse to issue a policy of group health insurance or cancel a policy of group health
insurance solely because the persapplying for or covered by the policy uses or may
use in the future any of the services listed in subsection 1.

4. Except as otherwise provided in subsections 1 and 2, an insurer shall not limit the number
of visits an insured may make to any persentity, or group for treatment of autism
spectrum disorders.

5. Treatment of autism spectrum disorders must be identified in a treatment plan and may
include medically necessary habilitative or rehabilitative care, prescription care,
psychiatric care, psychologiaare, behavioratherapy,or therapeutic care that is:

e. Prescribed for a person diagnosed with an autism spectrum disorder by a licensed
physician or licensed psychologist; and
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f. Provided for a person diagnosed with an autism spectrum disorder by a licensed
physician, licensed psychologist, licensed behavior analyst or other provider that is
supervised by the licensed physicigsychologistor behavior analyst. An insurer
may request a copy of and review a treatment plan created pursuant to this
subsection.

6. A policy subject to the provisions of this chapter that is delivered, issued for delivery or
renewed on or after January 1, 2011, has the legal effect of including the coverage required
by subsection 1, and any provision of the policy or the renewal wbaiflicts with
subsection 1 or 2 is void.

7. Nothing in this section shall be construed as requigoyerning body of any county,
school district, public corporation or other local governmental agency of the State of
Nevada that provides health insurance ebgh a plan of selhsurance to provide
reimbursementto a school for services delivered through school services.

As used in this section:

a. a! LILJX ASR O0SKIFE@GA2NI Fylfearaéd YSIya GKS RS
environmental modifications using havioral stimuli and consequences to produce
socially significant improvement in human behavior, including, without limitation, the
use of direct observation, measuremerand functional analysis of the relations
between environment and behavior.

b. & ! dzispedtdmdisorde Kl & GKS YSFyAy3 | AONAOSR (2
spectrum disorder means a condition that meets the diagnostic criteria for autism
spectrum disorder published in the current edition of the Diagnostic and Statistical
Manual of MentaDisorders published by the American Psychiatric Association or the
edition thereof that was in effect at the time the condition was diagnosed or
determined].

c. . SKIF@A2NIf GKSNILRE¢ YSIkya |ye AbgsedSNI Ol A
research, including, without limitation, discrete trial training, early intensive
behavioral intervention, intensive intervention programs, pivotal response training
and verbal behavior provided by a licensed psychologist, licensed behavior analyst,
licensed assista behavior analystregistered behavior techniciaor state certified
behavior interventionist

d. ¢Evidencedb I &SR NBA&ASIF NOKE YSI yaouhFstehatiblddK G KI G
objective procedures to obtain valid knowledge relevant dotism spectrum
disorders

e.d FoATAGIHOADS 2N wSKIOAfAGlIG0AGSE YSIya O2
and treatment programs, including, without limitations, applied behavior analysis,
that are necessary to develop, maintain and restore to the maximum extent
practicable, the functioning of a person.

f. dLicensed Assistant Behavior Anadyseans a person who holds current certification
as a Board Certified Assistant Behavior Analyst issnedhe Behavior Analyst
Certification Board, Inc.or any successor in interest to that organization, who is
licensed as an assistant behavior analyst by the Aging and Disability Services Division
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of the Department of Health and Human Services and whovides behavioral
therapy under the supervision of a licensed behavior analyst or psychologist.

g 4 AOSyaSR . SKIFI@A2NJ !ylteadé YSIya | LISNE:
BoardCertifiedBehavior Analyst issued by the Behavior Analyst CertificationdBoa
Inc., or any successor in interest to that organization and is licensed as a behavior
analyst by the Aging and Disability Services Division of the Department of Health and
Human Services.

h. Prescription Care means medications prescribed by a licensgdigdm and any
health-related services deemed medically necessary to determine the need or
effectiveness of the medication.

i. Psychiatric care means direct or consultative services provided by a psychiatrist
licensed in the state in which the psychiatrisagtices.

J.  Psychological care means direct or consultative services provided by a psychologist
licensed in the state in which the psychologist practices.

k. Registered Behavior Technician has the meaning ascribed to it in NRS 437.050.

. d¢{ ONB Sy Ay ILISFQINIHEzG502882 NRSNRE YSIFya YSRAOL
evaluations or tests to screen and diagnose whether a person hagtism spectrum
disorder.

m. State Certified Behavior Interventionist has the meaning ascribed to it in NRS 437.055.

G¢KSNI LISdziAO OFNBé¢ YSIFya &SNIA OldnguaddNE OA R S

pathologists occupationatherapists,and physicaltherapists.

0. A ¢ NBI YSy {ans laplan/th tre¥tSarautism spectrum disorder that is
prescribed by a licensed physician or licensed psychologist and may be developed
pursuant to a comprehensive evaluation in coordination with a licensed behavior
analyst.

>

Note: Capitalized terms in ith Autism Spectrum Disorders section have the definitions assigned
to them inNRS 689B.033tnd not necessarily the definitions in this MPD.

Blood Services f@urgery
Medicallynecessanpblood and related supplies provided during a surgical or other procedure
that requires blood replacement amovered services

Chemotherapy
Chemotherapy and other drug therapies that anedicallynecessaryo treat cancers and other
diseases and conditions acevered services

Clinical Trials

The routine medical treatment costs, including all items and services that are otherwise generall
available toPlanparticipants received as part of a clinical trial or study, may be covered. A
clinical trial is the process for testing of new types of medical care that are in the final stages of
research to find better ways to prevendiagnose or treat diseases.

Costs incurred are covered if:
45
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A The medical treatment is provided in a Phase I, Phase II, Phase Ill, or Phase IV study or clinical
trial for the treatment of cancer or in a Phase I, Phase lll, or Phase IV study ol teialifa
the treatment of chronic fatigue syndrome;

The clinical trial or study is:

Approved by an agency of the National Institutes of Health as set forth in applicable law;
Approved by a cooperative group, a network of facilities that collabavateesearch projects
and has established a peer review program approved by the National Institutes of Health;
FDAApproved as an application for a new investigational drug;

Approved by the United States Department of Veterans Affairs; or

Approved by tle United States Department of Defense.

To o o To Do

In the case of:

A A Phase I clinical trial or study for the treatment of cancer, the medical treatment is provided
at a facility authorized to conduct Phase | clinical trials or studies for the treatment of cancer;
or

A A Phase Il, Phase lll, or Phase IV study or clinilaldr the treatment of cancer or chronic

fatigue syndrome, the medical treatment is provided bpravider of health care and the

facility and personnel for the clinical trial or study have the experience and training to provide
the treatment in a capalkel manner;

There is no medical treatment available that is considered a more appropriate alternative

medical treatment than the medical treatment provided in the clinical trial or study;

There is a reasonable expectation based on clinical data that tligcalgreatment provided

in the clinical trial or study will be at least as effective as any other medical treatment;

The clinical trial or study is conducted in Neveaatzag

You have signed, before your participation in the clinical trial or study, erstit of consent

indicating that you have been informed of, without limitation:

o The procedure to be undertaken;

o Alternative methods of treatment; and

o The risks associated with participation in the clinical trial or study, including, without
limitation, the general natur and extent of such risks; and

35 SN SR

The medical treatment is limited to:

A Coverage for any drug or device that is FApbroved for sale without regard to whether the
approved drug or device has been approved for use in your raktl@atment;

A The cost of any reasonable necessary health care services that are required as a result of the
medical treatment provided in a Phase Il, Phase lll, or Phase IV clinical trial or study or as a
result of any complication arising out of the meal treatment provided in a Phase Il, Phase
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lll, or Phase IV clinical trial or study, to the extent that such health care services would
otherwise becovered services

The cost of any routine health care services that would otherwisedwvered servicefor

your participation in a Phase | clinical trial;

The initial consultation to determine whether you are eligible to participate in the clinical trial
or study; or

Health care services required for the clinically appropriate monitoring of you during a Phase
II, Phase Ill, or Phase IV clinical trial odgtu

Services for the following clinical trial services are excluded:

o ToTe Do o o Do e

Any portion of the clinical trial or study that is customarily paid for by a government or a
biotechnical, pharmaceutical, or medical industry;

Coverage for a drug or device descdbabove that is paid for by the manufacturer,
distributor, or Provider of the drug or device;

Health care services that are specifically excluded from coverage i8dhexlule of Medical
Benefits regardless of whber such services are provided under the clinical trial or study;
Health care services that are customarily provided by the sponsors of the clinical trial or study
free of charge to participants in the trial or study;

Extraneous expenses related to ymuthe clinical trial or study including but not limited to
travel, housing, and other expenses that you may incur;

Any expenses incurred by a person who accompanies you during the clinical trial or study;
Any item or service that is provided solely ttisfy a need or desire for data collection or
analysis that is not directly related to the clinical management of you; and

Any costs for the management of research relating to the clinical trial or study.

Diabetic Services for Type 1, Type 2, and Gaséh Diabetes

Coverage is provided for thmedically necessarymanagement and treatment of diabetes,
including infusion pumps and related supplies, medication, equipment, supplies, and appliances
for the treatment of diabetes.

Coverage is provided for theedicallynecessargelfmanagement of diabetes for training and
education provided after you are diagnosed with diabetes for the care and management of
diabetes, including, counseling in nutrition and the proper use of equiraed supplies for the
treatment of diabetes.

Family Planning

Coverage is provided for vasectomies and tubal ligatiddeversals of prior sterilization
procedures, including, but not limited to tubal ligation and vasectomy reversals are excluded.
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Baiatric/Weight Loss Surgery
Covered serviceimcludemedicallynecessargurgical interventions to accomplish weight loss
in individuals who are obese or morbidly obegiéh associatedlinesses. These services will not
be covered unless you receipeecertfication.

Bariatric veight loss surgerbenefits, preand postsurgery, are available only when performed

at an innetwork Bariatric Surger@enter of Excellence facilitigy an innetwork surgeon and all

ancillary providersThe thirdparty Aaims Administrator will determine the imetwork Bariatric
{dZNBSNE /SyiGaSNI 2F 9EOSttSyOS TFILOAtAiGed LG Aa
bariatric surgery services providers arenietwork and facility chosen to provide services are in

network.

There is no payment if services are provided at anasutetwork facility or outof-network
surgeon or other ancillary providers are used.

t FNOIAOALI yiGa IINB fAYAGSR (2 2yS 20SaAirdte NBf LG
lifetime while covered under thifPlanor any PEBP sdiiinded Plan For example, a participant

cannot have lap band surgery and subsequently seek benefits for gastric bypass. The first service
related to surgical weight loss will be considered payable undeais any others will not. If

a participant had coverage under a differgaién (any otherplan other than a PEBP sdifinded

Plan previously and subsequently had a bariatric surgery, they are still eligible to have one
bariatric procedure paid for undehe Plan provided that alprecertification criteria are met.

For lap band adjustments, thBlanwill consider any adjustments made in the 12 months
following surgeryif the participant remains compliant with their pesturgical agreement as
verified bythe UM company. Any adjustments to the lap band after the first 12 months-post
surgery will be subject tprecertification.

It is the responsibility of the participant tensure that their providers and facilities chosen to
provide these services are-iretwork for benefits to be paid. Participants can verify the network
status of any provider (including a facility) by calling @Gk&ms Administrator located in the
Participant Contact Guide

Participants must receive treatment irBariatric urgeryCenter of Excellenaghichhas met the
requirements outlined by the American College 8&firgeons National Surgical Quality
Improvement Program (ACS NSQIP) and is accredited by the Metabolic and Bariatric Surgery
Accreditation and Quality Improvement Program (MBSAQIP). The acti@ditd a Bariatric
QurgeryCenter of Excellence helps identify providers with whom a participant should expect to
receive safer and more effective surgical treatment. These MBSAQIP accredited providers adhere
to a multidisciplinary surgical preparatorygienen to include but not limited to the following:

1. Behavior modification program supervised by a qualified professional;
2. Consultation with a dietician or nutritionist;
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3.520dzyYSy A2y Ay (GKS YSRAOFf NBO2NR 2F GKS
with the multidisciplinary surgical preparatory regimen at each visit. A physician's summary
letter, without evidence of concurrent oversight is not sufficient deentation.
Documentation should include medical records of the physician's initial assessment of the
participant, and the physician's assessment of the participant at the completion of the
multidisciplinary surgical preparatory regimen;

4. Exercise regimefunless contraindicated) to improve pulmonary reserve prior to surgery,
supervised by an exerciskeerapist or other qualified professional;

5. Program must have a substantial faceface component (must not be entirely delivered
remotely); and

6. Reduceecalaie diet program supervised by dietician or nutritionist.

If a participant has started any type of program to meet the-puegery criteria outlined below
with an outof-network provider (including a facility), those services will NOT be considered part
of the Plam & Y | ypRekeitifchlibnrequirements.Forthe Planto consider your bariatric
surgerya covered benefit under thiRlan you will have to begin therecertification process
again with the appropriate providers.

All services, preand postsurgery must be at an inetwork facility, with innetwork providers
AND be at a certified Center of Excellence for bariatric weight loss.

PrecertificationPre-Surgery Criteria for Weight Loss Surgery
The participant or their physician must contabe UM company to begin the process toward
surgical intervention for obesity. The initial contact will include:

A Notifying the participant that theorecertification process begins with the initial contact to
UM company;

A Notifying the participant thaprecertificationrequests presented to thelM company before

the clinical criteria listed below has been completed will be denigutesertificationrequest

may bereconsidered upon completion of the clinical criteria;

Informing the participant of the requirement to access and participate in a weight

management and nutrition program;

Documenting participant completion of the associated assessments required to be

considered for the procedure;

Educating the participant on how to access wellness/preventive services and how to proceed

with meeting the clinical indications listed below; and

Advising participants of Centers of Excellence in bariatric surgery provideiig#dographic

area.

Do o Do Do

Clinical Criteria for Weight Loss Surgeries

Treatment indicated by ANY ONE of the following:

A Patient has dasal metabolicidex BMI) exceeding 40 kg/m2; or

A Patient's BMI is greater than 35 kg/m2 and two or more clinically serious conditions exist
(e.g., obesity hypoventilation, sleep apnea, diabetes, hypertension (high blood pressure),
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cardiomyopathy, musculoskeletal dysfunction, joint replacemeatstroesopageal reflux

disease GERID hypertriglyceridemia or hypercholestemia back pain, urinary

incontinence, renal failure, arthritis).
A Surgical intervention indicated because patient has Aetthe following:

o Patient is welinformed and motivated and fsafailed previous nosurgical weight loss
attempts;

o No thyroid disorder (excluding thyroid problems currently being successfully treated)
found by your physician [e.g., an endocrine (hormone) disorder];

o Must have obtained full growth and be over the agfel8 years;

o Documentation of a pr@perative psychological evaluation by a licensed clinical
psychologist or psychiatrist within the last 90 days to determine if the patient has the
emotional stability to follow through with the medical regimen that mastompany the
surgery;

o Physiciarsupervised nutrition and exercise program: participant has complied for at least
six(6) months (without a gap) within the Xonth period prior to the scheduled surgical
intervention in a physiciasupervised nutrition and exercise program (including dietician
consultation, low calorie diet, increased physical activity, and behavioral netteifig,
documented in the medical record at each visit. The physisigrervised nutrition and
exercise program must meetl the following criteria:

o Participation in a physiciasupervised nutrition and exercise program must be
documented in the medicalecord by an attending physician who supervised the
LI NOAOALI yiQa LI NUAOALI GA2Yy® ¢KS ydziNARGAZ2Y
part of the surgical preparative regimen, and participation in the nutrition and exercise
program may be supervised llge surgeon who will perform the surgery or by some
other physician. For participants who participate in a physiaidministered nutrition
and exercise program (e.g., MediFast, OptiFast), program records documenting the
LI- NI A OA LI y (i Qa ogdsiNdiak shbstitiltelfok ghysicianynRdichliégords;

o Nutrition and exercise program must be supervised and monitored by a physician working
in cooperation with dieticians and/or nutritionists, with a substantial fhaodace
component (must not be entirelgemote);

o Nutrition and exercise program(s) must be for a cumulative total of&ixnonths or
longer in duration and occur within the 48onth period prior to the scheduled surgical
intervention; and

o Patient has lost 10% of their initial weight per downtation in the medical record
received from their supervising weight loss physician.

o The participant must sign an agreement to attend monthly support meetings feyeae
post-surgery (provided by metwork providers). The Program will allow an onkvaver
F2N) LI GASYyda NBAARAY3I pn YAESa 2N Y2NB TNZ
the support meetings are held.

Contraindications for Weight Loss Surgery

Requests for weight loss surgery will be denied if any one or more of the folloanatitions are
present:

A Untreated major depression or psychosis;
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Bingeeating disorders;

Current drug or alcohol abuse;

Severe cardiac disease with prohibitive anesthetic risks;

Severe coagulopathy; or

Inability to comply with nutritionatequirements including lifdong vitamin replacement.

To To To o I

Surgical or invasive treatments for obesity or morbid obesity including but not limitedrtatric
weight/lossservices, reversals, and treatments to resolve complications are generally excluded,
unlessmedicallynecessaryand are covered as described above.

Gender Reassignment
ThisPlan considers gender reassignment surgery medically necessary alhéme following
criteria (a through e) are met:

A. Persistent, weldocumented gender dysphoria;

GSYRSNJ REALIKZ2NALF A& | YFENJSR AyO2y3INHzSYyOS o6Si;

assigned gender, of at leastx ) months duration, as manifested by two or more of the
following:

1. YENJ SR AyO2yaNdzSyO0S 06Si6SSy 2ySQa SELISNASy

secondary sex characteristics (or, in young adolescents, the anticipated secondary sex
characteristics)
2.1 A0NRy3 RSAANB (2 0S NAR xehdrackystcObecalseldf Y I NEB
§ YN]SR A
adolescents, a desire to prevent the development of the anticipated secondary sex
characteristics)
A strong desire for the primary and/or secondary sharacteristics of the other gender

Hw

assigned gender)

5. A strong desire to be treated as the other gender (or some alternative gender different from
2y SQa Igended) Iy SR

6. A strong conviction that one has the typical feelings and reactions of the other gender (or

yO2yaNHzSyOS 6AGK 2ySQa SELISNASY

Il a0NRy3 RSAANB (2 0S 2F GUKS 204KSNJ ISYyRSNJ 6

a2YS T OGSNYIFGABS ISYRSNI RAFFSNBY(H FTNRBY 2y SQ:

The condition is associated with clinically significant distress or impairmergocral,
occupational, or other important areas of functioning.

B. Capacity to make a fully informed decision and to consent for treatment;

C. Age of majority (18 years of age or older);

D. If significant medical or mental health concerns are present, they must be reasonably well
controlled;and

E. In the case of:
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1. Mastectomy for femaldo-male patients:
i. A Referralletter from a qualified mental health pofessional (see Requirements af
Referral Letter below).

Note that a trial of hormone therapy is not a prequisite to qualifying for a mastectomy.

2.Gonadectomy (hysterectomy and oophorectomy in ferdalenale and orchiectomy in male
to-female):
I. Two Referral Letters frona qualified mental health professionabne in a purely
evaluative role (seeequirements of aeferralletter below);and
ii. Twelvemonths of continuous hormone therapy as appropriate to the member's gender
goals (unless the member has a medical contraindication or is otherwise unable or
unwilling to take hormones).

3. Genital reconstructive surgery (i.e., vaginectomy, urethroglastetoidioplastyphalloplasty,
scrotoplasty, and placement of a testicular prosthesis and ereptidsthesis in female to
male; penectomy, vaginoplasty, labiaplasty, and clitoroplasty in male to fenzaild)
Augmentation Mammoplasty (breast augmentation)

i. Tworeferralletters fromqualified mental health professionalsone in a purely
evaluative role (seeequirements of a Referral Letter below);

AAD ¢6St @S Y2y(Ka 2F O2ylAydzzdza K2NX2YyS

gender goals (unless the member has medical contraindication or is otherwise
unable or unwilling to take hormones; or

ii. For breast augmentation mammoplastywelve months & continuous
hormone (estrogen)therapy and breast tissue growtlfailed to resultin a
Tanner Stage 5 on the puberty scale, as determined by the provider, or the
recipient has a medical contraindication to hormone therapy. The Plan
Administrator will determine authorization and consent to care based on medical
necessityand

iii. Twelve manths of living in a gender role that is congruent with their gender
identity (real life experience).

Requirements of a Referral Lettérom a qualified mental health professional for gender
reassignment must includal the following:

A,/ tASYGQa 3ISYSNIt ARSYGAFEAy3dI OKEF NI O0SNR
B. wSadzZ 4a 2F GKS Of ASyidQa LJAeOoOK2az20Alft | &
C. ¢KS RdzN} A2y 2F (KS YSyidlf KSFIfGK LINBTS
type of evaluation and therapy or counsg] to date;
1. There is no minimum duration of relationship required with mental health professional.

a
a
a

>

ax (0] ==
N Qx O(

a
A

LG A& GKS LINRPFSaaAzylfQa 2dzRIYSyd la G2 Gl

letter can appropriately be written. A commagoeriod is three(3) months, but there is
significant variation in both directions. When twa) letters are required, the second
referral is intended to be an evaluative consultation, not a representation of an ongoing
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longterm therapeutic relationship, and can be writtery @ medical practitioner of
sufficient experience with gender dysphoria
D. Anexplanationthat the World Professional Association for Transgender He@URATH
criteria for surgery have been met, and a brief description of the clinical rationale for
supporh Y3 G KS LI GASYyGQa NBIdzSad F2N) &dzZNHSNET
A statement about the fact that informed consent has been obtained from the patient;
A statement that the mental health professional is available for coordination of care and
welcomes a phone call to establish thasid
G. A statement indicating that thgualified mental health professional:

nm

1.1 & F YIadSNDa R Shinddehadioxkl sSidndeXidd-giarBed by ah y |
institution accredited by the appropriate national accrediting board and has
documented cedentials from the relevant licensing board or equivalent;

2. Is competent in using the Diagnostic Statistical Manual of Mental Disorders and/or the
International Classification of Disease for diagnostic purposes;

3. Canrecognize and diagnose -e&xisting metal health concerns and to distinguish
these from gender dysphoria;

4. Is knowledgeable about gender nonconforming identities and expressions, and the
assessment and treatment of gender dysphoria; and

5. Has attended continuing education in the assessment tmedtment of gender
dysphoria. This may include attending relevant professional meetings, workshops, or
seminars; obtaining supervision from a mental health professional with relevant
experience; or participating in research related to gender nonconforamty gender
dysphoria.

Evaluation of candidacy for sex reassignment surgery by a mental health professional is covered

dzy RSNJ 0KS YSYOoSND&a YSRAOIET o0SYySTAGX dzyt Saa Gt
necessary to evaluate and treat a mental health problem, in whigde chke mental health
LINEFSaaAz2ylf Qa aSNIBAOSA I NBE O20SNBR dzyRSNJ (1KS

Genderspecific services may be medically necessary for transgender persons appropriate to
their anatomy. Examples include:
1. Breast cancer screening may be medically necessary for female to male trans identified
persons who have not undergone a mastectomy
2. Prostate cancer screening may be medically necessary for male to female trans
identified persons who have retained their prostate.

Gonadotropinreleasing hormone is considered medically necessary to suppress puberty in
transgenderidentified adolescets if they meet WPATH criteria (see CPB 5@Gbnadotropin
Releasing Hormone Analogs and Antagonists).

For a listing (not an aihclusive list) of excluded cosmepoocedures that may be performed as

a component of a gender reassignmesdge Cosmetic Séces in theBenefit Limitations and
Exclusionsection.
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Genetic Counseling/Testing

Qovered servicemcludemedicallynecessargenetic disease testing. Genetic disease testing is
the analysis of human DNAhromosomes, proteins, or other gene products to determine the
presence of diseaseelated genotypes, phenotypes, karyotypes, or mutations for clinical
purposes. Such purposes include those tests meeting criteria for the medically accepted standard
of cawe for the prediction of disease risk, identification of carriers, monitoring, diagnosis, or
prognosis within the confines of the statements in this definition. Coverage is not available for
tests solely for research, or for the benefit of individuals rtered under thePlan

Qovered serviceslso include theexplanationby a genetic counselor of medical and scientific
information about an inherited condition, birth defect, or other genomeated effects to an
individual or family. Genetic counselors are trained to review family histories and medical
records, discuss gefic conditions and how they are inherited, explain inheritance patterns,
assessisk,and review testing options, where available.

Genetic testing may only be done after consultation with an appropriately certified genetic
counselor and/or, in our disetion, as approved by physician that we may designate to review
the utilization, medical necessity, clinical appropriateness, and quality of such genetic testing.

Medically necessarygenetic counseling will be covered in connection with pregnancy
management with respect to the following individuals:

A Expenses for genetic tests, except where otherwise noted in this document, including
obtaining a specimen and laboratory analysis, tetedt or evaluate chromosomal
abnormalities, or genetically transmitted characteristics including:

A Preparental genetic testing intended to determine if a prospective parent or parents have
chromosomal abnormalities that are likely to be transmitted tehdld of that parent or
parents; and

A Prenatal genetic testing intended to determine if a fetus has chromosomal abnormalities that
indicate the presence of a genetic disease or disorder, except that payment is made for fluid
or tissue samples obtained thugh amniocentesis, nemvasive prenatal testing for fetal
aneuploidy, chorionic villus sampling (CVS), fetoscopy and alpha fetoprotein (AFP) analysis in
pregnant women.

At I NOAOALN yia aK:2amskddnihstyaiodtodeterndiné B prapdsédyér@tic
testing is covered or excludezthd the UM company for precertificatioequirements See
also the exclusions related to prophylactic surgery or treatment later in this section.

Genetic Counseling except as related to covered genetic testing as listed in the Genetic Testing
and Counseling and the Prevent@avered servicesiclude genéc testing of heritable disorders
asmedicallynecessaryvhen the following conditions are met:

A The results will directly impact clinical decisimaking and/or clinical outcome for the

individual;
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A The testing method is considered scientifically védididentification of agenetically linked
heritable disease; and
A One of the following conditions is met:
o Theparticipantdemonstrates signs/symptoms ofgenetically linkederitable disease,
or
o Theparticipantor fetus has a direct risk factor (e.gased on family history or pedigree
analysis) for the development ofgenetically linkedheritable disease.

Additional genetic testing wible coveredin accordance witliederal or state mandates.

In the absence of specific information regarding advances in the knowledge of mutation
characteristics for alisorder, the current literature indicates that genetic tests for inherited
disease need only be conducted once per lifetime ofrtienber.

Routne panel screening for preconception genetic diseases, routine chorionic villous sampling,
or amniocentesis panel screening testing, and-jpnplantation embryonic testing will not be
covered unless the testing is endorsed by the American College of @tstidGynecology or
mandated by federal or state law.

Hearing Aids

The Plan covers medically necessary hearing aids for Participants and tlegecdependents
with a50% hearing loss in one ear. Benefits subject to a $25 copay per device, parand
limited to $1,500 per ear every three (Bars.Participants may subra copy of their payment
receiptfrom the hearing aid provider to request reimbursement for the hearing aid benefit, less
the applicable copayment amount shown in tBehedule bMedical Benefitdo receive credit
towards their outof-pocket maximum.

Home Health Care

Medicallynecessarjnome health care is covered if such care is provided by an organization or
professional licensed by the state to render home health services. Such care will not be available

if it is subsantially or primarily for theparticipanQa O2y @Sy A S yeGié&cedNd (G KS  (
caregiver. Home care is covered in the home only on atpag and temporary basis and to the

extent that such care is performed by a licensed or registered nurse or appropriate therapist.

Home health care covered includes skilled nugstare, therapies, and other health related
ASNIAOSa LINPOARSR Ay GKS K2YS SYygANRBYYSyYyid F2N
family, personal assistance, or maintenance of activities of daily living or housekeeping. Covered
home health careeyvices under this part include home health care provided by a professional

as the nature of the iliness dictates.

Excluded from coverage as home health care are:

A Personal care, custodial care, domiciliary care, or homemaker services;
A In-home services provided by certified nurse aides or home health aides;
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A Overthe-counter medical equipment, oveahe-counter supplies, or any prescription drugs,
except to the extent that they are covered elsewhere in ihedule of Medical Benefits

Infertility Services

Medicallynecessargervices to diagnose problems of infertility are covered for one workup per
PlanYear up to three (3) evaluations per lifetime. Up to six (6) cycles of artificial insemination are
covered per lifetime for coveregarticipants For the covered female, services include the
preparation of the sperm and the insemination, provided that thersn has not been purchased

or the donor compensated for his biological material or services, aatthie donor is covered
under thisPlan Costs related to the actual insemination of a rmvered person, are not
covered under the terms of this beneftan. For infertility services that are not covered under
this Plan see theBenefitLimitations and Exclusiosgction.

Mastectomy Reconstructive Surgery

Breast reconstructive surgery and the internal or external prosthetic devices are covered for
members who have undergone mastectomies or other treatments for breast cancer. Treatment
will be provided in a manner determined in consultation with gig/sican and themember.

Subject to all the terms and conditions of tHBchedule of Medical Benefit§ a covered
mastectomy or other breast cancer treatment is performed, we will also provide coverage for:

A All stagef reconstruction of the breast on which the mastectomy has been performed;
A Surgery and reconstruction of the other breast to produce a symmetrical structure;

A Prostheses; and

A Physical complications for all stages of mastectomy, including lymphedemas.

If reconstructive surgery occurs within three years after a mastectomy, the amount of the
benefits for that surgery will equal the amounts provided for in flanat the time ofthe
mastectomy. If the surgery occurs more than three years after the mastectomy, the benefits
provided are subject to all the termspnditions, and exclusions contained in kanat the time

of reconstructive surgery.

Medical Care

Medicallynecessarynedical cag and services, performed by a physician or othefgssional
on an inpatient and outpatient basis, are covered, including:

Office visits and consultations;

Hospitaland skilled nursing facility services;
Ambulatory surgical center services;

Home health care services;

Surgery; and

Other pofessional services.

To To To Do To To
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Note: The PlaAdministrator or its designee will determine if multiple surgical or other medical
procedures will be covered as separate procedures or as a single procedure based on the factors
in the Surgery/Surgeries definition in tikey Terms and Definitiossction.

Assistant surgeon fees will be reimbursed for matlijcnecessary services to a maximum of 20%
of the eligible expenses payable to the primary surgeon. See Certified Surgical Assistant in the
Key Terms and Definitiossction.

Mental Health Services

Medicallynecessarymental health services provided by a doctor, clinical psychologist, clinical
social worker, clinical nursgpecialist,nurse practitioner, physicianassistant, or othe qualified
mental health care pfessional are covered according to the lingtsvided in theSummaryand
Schedule of Medical Benefgisctiors.

All outpatient partial hospitalization programs, partial residential treatment programs, and
inpatient services for mental health requipgecertification Mental health office visitdhat are

not part of an alcohol or substance abuse program do not regpiecertification ThisPlan
provides all mental health and substance abuse benefits in accordance wikhethieal Health Parity
and Addition Equity Act of 2008.

Newborns

Medicallynecessarynaternity services for pregnampiarticipantsare covered, including prenatal

and postpartum care, related delivery room and ancillary services and newborn care. Newborn
care includes care and treatment of medically diagnosed congenital defects, birthnadlitees,

or prematurity, and transportation costs of newborn to and from the nearest facility staffed and
SldzA LILISR (2 GNBIG GKS ySg02NyYyQa O2yRAUAZY D
requirements as defined in thiBchedule of Medical Benefits

Notwithstanding anything in thiSchedule of Medical Benefitsthe contrary,participantdoes

not needprecertificationfrom the UM companyto obtain access to obstetrical gynecological
care from aprofessional irthis PlarQ) @etwork who specializes in obstetrics or gynecology. The
provider, however, may be required to comply with certain procedures, including obtaining
precertification for certain services, following agapproved treatmenplan, or procedures for
making referrals. For a list of participatipgoviderswho specialize in obstetrics or gynecology,
refer to the PremielPlanEPO network alvww.pebp.state.nv.us

Notwithstanding anything in thiSchedule of Medical Benefits the contrary, in the case of a
person who has a child enrolled in coveratigs Plan will permit such person to designate any
pediatrician as @rimary care physicianf such pediatrician is a participatingqvider.

Services that are not covered include:

A Amniocentesis to the extent that it is performed to determine the sex of the child.
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A Nonnewborn circumcisions after eight weeks of age unlesslicallynecessaryand
provided a precertification

ObesityCare ManagemeriRrogram

The Obesity Care Managente(OCM)Program is open to participants who have been
diagnosed as obese or overweight by their physician and who meet the criteria set out in this
section.

Participants who optn to the OCMProgrammay be eligible for enhanced benefits. These

benefits include

A ervicesprovidedby an innetwork provider certified bytte American Board of Bariatric
Medicine (ABBM) and specializes in weight loss sergidéthere is no certified provider

GAGKAY pn YAESA 2F + LI NOIAOALI yi @éwokBEaARSY OS

provider;
A Laboratory tests provided by an-imetwork freestanding outpatient laboratory facility;
A Nutritional counseling servis when provided imetwork, frequency is determined by
the aimsAdministrator and is based on medical necessity

™

only. Morbid obesity means that a person is more th@0 pounds over normal weight or
has a BMI of 40 or higher. This must be confirmed by your weight loss medical provider.

Participant is required to pay for the mealptacements and request reimbursement by
submitting claims to the Claims Administrator.

the three months following the month the expense was incurred.

Excludes Weight Wehers, Lean Cuisine, NuSiystem, Atkins or other similar prepared
meals or meal replacements.

Meal replacement costs do not apply to the @itPocket Maximum.

o To Do Do e

Weight Loss Medications:
A The Plan covers certain only shtetm use obesity/weight losgeneric medications as
ARSY (A TA S RhanacyiefefitsMariaeyQmtact thePharmacyBenefit Manager

2NJ NEBFSN) G2 GKS tflyQa LINBAONRLIIAZ2Y RNHZA

are covered by the enhanced benefibpngterm weight loss medications are excluded.
A Copayments foier 1 (Generic) drugs apply to the @ftPocket Maximum. C@gyment for
a 31:90-day supply is subject to three times the listed @y retail copayment.
A This Plan does not coordinate prescription drug plan benefits.

Medications purchased at ngparticipating pharmacies are not covered under this Plan.

Gym memberships, exercise equipment and bariatric restrictive weight loss surgery is not

included in the OCM benefits. Refer to tBammary of Medical Benefiggction for more
information.
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Meal replacement therapy benefit for individuals who are diagnosed as morbidly obese

Meal replacements must be prescribed and dispensed by the weight loss medical provider.

Reimbursement if the OCM Program patrticipant is considered actively engaged in each of
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For enrollment information, please contact th@aims Administrator as listed in this
document under theParticipant Contact GuidéNhen you enroll in the program, your
effective date will typically be the 1st of the month following your enroliment indieggram.
The effective date will be determined by PEBP.

The information described in this section provides a summary ofPti& 3 NIunctio@s.
For more detailed information, please contact t@aimsAdministrator.

The Obesity and Overweight Care MgamentProgramA & 2 LJGA2y Lt FyR O2Yy &aAR
A yRPiogram To be eligible for the enhanced wellness benefits, participants must meet
certain criteria and adhere to certain participation requirements.

Once you have met your final weight loss goal a@smheined by your weight loss provider at

the onset of your participation in a medically supervised weight loss program, benefits under
the Obesity and Overweight Care Managememgramwill end. ThifPlandoes not provide
benefits for ongoing maintenance care. If you choose to receive ongoing maintenance care,
you will be responsible for the cost of receiving the services.

The Aaims Administrator provides an Obesity Care Managemedpdrticipant Program
navigation guide available through the PEBP Member Portal, se®#hngcipant Contact
Guidefor more information.

1. Services must be provided by:

a. An innetwork provider who specializes in weight loss services;

b. An innetwork provider who is certified by the American Board of Bariatric Medicine
(ABBM);

c. Aninnetwork provider who is in training to become certified by the American Board
of Bariatric Medicine (ABBM); or

d. If no provider as described above is availabld § KAy pn YAt Sa 27F |
residence, any imetwork provider.

2.¢KS LI GASY(dQa . alL Ydzagi with & withdoiBany &Ndrbid Ky o n
conditions present, or greater than 25 kgfrfor waist circumference greater than 35
inches in women, 40 inches in men) if one or more of the followinghoid conditions
are present:

a. Coronary artery disease;

b. Diabetes mellitus type 2;

c. Hypertension (Systolic Blood Pressure greater than or equal@® mm Hg or
Diastolic Blood Pressure greater than or equal to 90 mm Hg on more than one
occasion);

d. Obesityhypoventilation syndrome;
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Obstructive sleep apnea;

Cholesterol and fat levels measured (Dyslipidemia):

HDL cholesterol less than 35 mg/dL;

LDL chkesterol greater than or equal to 160 mg/dL; or
Serum triglyceride levels greater than or equal to 400 mg/dL.

S@ ™o

Forchildren two to 18 years:

1. Services must be provided by annatwork provider who specializes in childhood
obesity; and
2. ChildmustIN3&aSyd | . alL x ypOK LISNOSydAtS F2NJ F3S

Engagement in the Program

LY IFTRRAGAZ2Y G2 YSSGAy3I (GKS NBI dzaA N
Obesity/Overweight Weight LoSenefit€ ¥ & 2dz Ydzad NBYIF AY
supervised weight loss program.

Monitoring Engagement

The Aaims Administrator will assist your weight loss provider with completing monthly
progress reports. The initial report should include your weight and BMI or waist
circumferences, and a description of your treatmefénto include weekly weight loss goals,
final weight loss gal, exercise regimen, diet and nutrition instructions. Subsequent monthly
reports should provide information regarding your weight loss progress and adherence to
the treatmentplan. Submission of these reports will be a requirement for payment under
the enhanced wellness benefits. If your monthly weight loss reports are not receivieby
Jaims Administrator, your benefits under this program will end, and your coverage will
return to the standard Premier Pldmenefits where otherPlanlimitations will agply. The
effective date of the return to the standam@remier Plarbenefits will be the first day of the
month following the norcompliance notification received frothe AaimsAdministrator.

How to Enroll in the Obesity Care Management Program

1. Contactthe Qaims Administrator for a list of irnetwork weight loss providers. This
information is located othe JaimsAR Y A ¥ A & wdbditél % Mdyidg into the-PEBP
Portal;

2. Make an appointment with an inetwork weight loss provideihedaimsAdministrator
can also help you identify which-imetwork provider may best meet your needs, based
on geography or other specialized needs you may have;

3. When you make an appointment tliyour innetwork weight loss provider, before you
go, be sure to take an Obesity and Overweight Care Management Program Enrollment
form with you. This form is located dghe JaimsAR Y A y A & wakditeilddeXigims;

4. Have your imetwork weight loss prader complete the enrollment form and submit (by
mail or fax) the completed form tthe AaimsAdministrator. Their name, address and
fax number are provided on the enrollment form;
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TheQaimsAdministrator will review the information submitted by your pvider and if

the information indicates that you meet the criteria for the weight loss program benefits,
the daims Administrator will enroll you in the programThe Claims Administratawill
notify PEBP anthe Pharmacy Benefit Managef your enroliment.If you do not meet
the criteria for weight loss benefitthe AaimsAdministratorwill notify you of the denial

of benefits;

Engagement in th€rogram

Benefits under the Obesity Care Management Program
The following benefits are included, many at no cost to you, when provided uthaer
programsubiject to the limitan the Summary of Medical Benefggction

To To To Do I

Office Visits;

Laboratory tests;

Nutritional counseling;

Meal replacement therapy; and

Certain medications under the prescription drug component ofRien

Oral Surgery, Dental Services, and Temporomandibular Joint Disorder

Medicallynecessaryral surgery procedures are covered (inpatient or outpatienited to the
following:

A

o

o o o Do

Accidenal injury to the jaw bones osurrounding tissues when thejury occurs,and the
repair takes place while a ember. Services must commence within 90 days after the
accidental InjuryServices that commence after 90 days are not covered
Treatment for tumors and cysts requiring pathological examination of the jaws, cheeks, lips,
tongue, and roof and floor of the mouth;
Nondental surgical procedures and hospitalization required for newly born and children
placed for adoption or newly addgd to treat congenital defects, such as cleft lip and cleft
palate;
Repair and restoration of sound and natural teeth from injuries that arise frorrgustatory
trauma;
Extraction of teeth when related to radiation therapy or in advance of an orgargitant
(other than a corneal trandant);
Medical or surgical procedures occurring within or adjacent to the oral cavity or sinuses
including treatment of fractures;
Under certain circumstances (listed below) the medical Plan will pay for the faedgyahd
anesthesia associated with medically necessary dental services if the utilization review
company determines that hospitalization is medically necessary to safeguard the health of
the patient during performance of dental services:

o Dental general argthesia for a dependent child when services are rendered in a

hospital or outpatient surgical facility, when enrolled dependent child is being
referred because, in the opinion of the dentist, the child:
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VW Is under age 18 and has a physical, mental, or naéigicompromising
condition; or
VW Is under age 18 and has dental needs for which local anesthesia is
ineffective because of an acute infection, an anatomic anomaly, or an
allergy; or
V¥ Patient has a documented mental or physical impairment requiring
general aesthesia for the safety of the patient;
VW Is under age seven (7) and diagnosed with extensive dental decay
substantiated by xays and narrative reporting provided by the dentist.
¥ No payment is extended toward the dentist or the assistant dental provider
under this Plan. Refer to the dental benefits described in the PEBP Self
funded PPO Dental Plan Master Plan Document available at
www.pebp.state.nv.us

Temporomandibular Joint Disorder (TMJ) and dysfunction services and supplies including night
guards are covered only when the required services are not recognized dental procedures. TMJ
surgeries are covered under the medical benefitsdoben medical necessity and are limited to

an annual maximum of one surgery and a lifetime maximutwof(2) surgeries.

Precertificationis required for dental general anesthesia irhaspital or outpatient surgical
facility. Dental anesthesiology services are covered only for duoes performed by a qualified
specialist in pediatric dentistry, a dentist educationally qualified in a recognized dental specialty
for which hospital privileges & granted or who is certified by completion of an accredited
program of posigraduatehospitaltraining to be grantedhospitalprivileges.

Only the services and supplies described above are covered, even if the condition is due to a
genetic, congenitalpr acquired characteristi&€xclusioniclude:

A Except as described above as an inclusion, services involving treatment to the teeth; extraction
of teeth; repair of injured teeth; general dental services; treatment of dental abscesses or
granulomas; tratment of gingival tissues (other than for tumors); dental examinations;
restoration of the mouth, teeth, or jaws becausemries from biting, chewing, or accidents;
artificial implanted devices; braces; periodontal care or surgery; teeth prostheticstaone
grafts regardless of etiology of the disease process; and repairs and restorations except for
appliances that arenedicallynecessaryo stabilize or repair sound @matural teeth after an
injury as set forth above;

A Dental and or medical care incling mandibular or maxillary surgery, orthodontia treatment,
oral surgery, preprosthetic surgery, any procedure involving osteotomy to the jaw, and any
other dental product or service except as set forth above;

A Treatment to the gums and treatment of ipaor infection known or thought to be due to
dental or medical cause antear the teeth or jaw, braces, bridges, dental plates or other
dental orthosis or prosthesis, including the replacement of metal dental fillings; and
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A Other supplies and services nding but not limited to cosmetic restorationseneers,
implants, cosmetic replacements of serviceable restorations, and materials (such as precious
metals).

Orthopedic Devices and Prosthetic Devices

Coverage for orthopedic devices is limitednedicallynecessarypraces for problems requiring
complete immobilization or for support, or if the braces are custom fitted or have rigid bar or flat
steel supports and stays, splints, devices for congeniisbrders, post, and preoperative
devices.

Onemedicallynecessaryrosthetic device, approved by the Centers for Medicare & Medicaid
ServicegCMS), is covered for each missing orfimctioning body part or organ every three
years. Coverage is limited:

Devices that are required to substitute for the missing or4fiamctioning body part or organ;
Devices provided in connection to dimess orinjury that occurredafter your effective date

of coverage,;

Adjustment of initial prosthetic device; and

The first pair of eyeglasses or contact lenses (up to the Medicare allowable) immediately
following cataract surgery.

Repair and replacement of prosthetic devices is not covenecept in limited situations
involving mastectomy reconstructive surgery.

o Do Do Io Do

Orthopedic shoes, foot orthotics or other supportive devices of the feet are excluded, except

when such devices are:

A An integral part of a covered leg brace and its expense is included as part of the cost of the
brace:

A For diabetes mellitus and for foateformity, history of preulcerative calluses, history of
previous ulceration, peripheral neuropathy with evidence of callus formation, poor
circulation or previous amputation of the foot or part of the foot:

A For rehabilitation prescribed as part of pesirgical or postraumatic casting care; or

A Prosthetic shoes for members with a partial foot.

Ostomy Care Supplies

Coverage is provided fonedicallynecessarycare and supplies after colon, ileymor bladder
surgery to assist in carrying on normal activities with a minimum of inconvenience.

PartialHospitalzation Services

Partial hospitalization services are covered for mental illness and substance abuse according to
the benefits listed in thé&Schedule of Medical Benefit§he same services covered for inpatient
services are also covered for partial hospitalization. One inpatient day is defined as an admission
to a facility for more than 12 hours of treatment. One partial treatment day is ddfes no less

than three and no more than 12 hours of therapy per day. Partial day treatment is covered only
when the member receives care through a day treatment program. Every2)vwoartial-day
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treatments count as one full inpatient day and will be bgg against theparticipanQa Y I E A Y dzY
inpatient benefit.

Podiatry Services

Podiatry services are covered for theedicallynecessargreatment of acute conditions of the
foot such as infections, inflammation, imjury and other foot care that is disease related.

The following services aret covered

A Nonsymptomatic foot care such as the removal of warts (exgeattar warts); corns or
calluses; and including but not limited to podiatry treatment of bunions, toenails, flat feet,
fallen arches, andhronic foot strain; andoutine foot care.

Preventive Services

Notwithstanding anything to the contrary in thBummary of Medical Benefjtthe following
preventive services will be covered without apgrticipant costsharing if such services are
provided by gparticipatingprovider:

A Periodic physical examinations and routine immunizations;

A Routine gynecologic examination (one g&anYear), including annual cytologic screening
test (Pap smear) for women 18 years of age or older, pelvic examination, urinalysis, and
breast examination;

A Screening mammogranevery 12 yearsfor women 40 years of age or older;

A Wellbaby care, including imnmizations in accordance with the American Academy of
Pediatrics;

A Colorectal cancer screening starting at d@eyears in accordance with:

o The guidelines published by the American Cancer Sgciety

o Other guidelines or reports concerning such screenirgg tire published by nationally
recognized professional organizations and that include current or prevailing supporting
scientific data.

A Immunizations, including influenza, pneumococdddemophilus influenza B, hepatitis A,
hepatitis B, hepatitis C, rulla, measles, diphtheria, human papillomavirus (HPV), pertussis
(whooping cough), poliovirus, rotavirus, varicella (chickenpox), shingles (herpes zoster) and
tetanus, if such immunizations have in effect a recommendation from the Advisory
Committee on Immaization Practices of the Centers for Disease Control and Prevention with
respect to the individual involved (Notetmmunizations related to foreign travel or
employment are excluded.);

A Hearing and vision screening for children through age 17 to deterthm@eed for hearing
and vision correction;

A Evidenced  aSR AGSYa 2N aSNBAOSA (KL lbythelugited I y a!
States Preventive Services Task Fu®PSTRNd Section 2713(a)(5) of the Public Health
Service Act and Section 9(h)(229) of the 2015 Consolidated Appropriations Act.;
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A With respect to infants, children, and adolescents, evideinéermed preventive care and
screenings provided for in comprehensive guidelines supported by the Health Resources and
Services Administratioof the U.S. Department of Health and Human Services; and

A With respect to women, such additional preventive care and screenings not described under
this section as provided for in comprehensive guidelines supported by the Health Resources
and Services Adimistration of the U.S. Department of Health and Human Services.

22YSyQa [/ 2yGNI OSLIGABSaA

This Plan covers &fDA approved contraceptivaethods, sterilization procedures, and patient
education and counseling for all women with reproductive capacity. FBA& requires the
ASNDAOSa G2 0S GLINSAZONROSR: o0& || LKEeaAaAOAlLYy SO
list of the FDA approved female contraceptive methods:

Electivesterilization for women;

Surgical sterilization implants for women;

Implantable rods;

Copperbased intrauterine devices;

Progesteronebased intrauterine devices;

Injections;

Combined estrogerand progestirbased drugs;

Progestinbased drugs;

Extended or continuousregimen drugs;

10 Estrogen and progestidbased patches;

11.Vagnal contraceptive rings;

12.Diaphragms wittspermicide;

13.Cervical caps with spermicide;

14.Sponges with spermicide;

15.Spermicide;

16.Female condoms;

17.Combined estrogenand progestirbased drugs for emergency contraception or progestin
based drugs for emergency contegption; and

18. Ulipristal acetate for emergency contraception (morning after pill)

©OoNO~whNPE

Colaectal Cancer Screening

Colorectal screening tests are covered at 100% when providadtimork for adults aged 45

years and older who are at average risk of colorectal cancer in accordance with the American

I 1 yOSNI {20ASG28Qa ljdzZh f ATFASR NBO2mbeérSwitRahigh2y aT 2
risk of colorectal cancer. For more information regarding colorectal screening guidelines,
contacti KS / fFAYQa ! RYAYA&GNI G2NJ

Screening Mammograms {R or 3D)

The first 2D or 3D mammogram of the Plan Year is covered at 100% foremomge 40 years
and older, regardless of diagnosis, when performedetwork and in accordance with the U.S.
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Preventive Services Task Force and Section 2713(a)(5) of the Public Health Service Act and
Section 9(h)(v)(229)of the 2015 Consolidated Approptians Act, and the 2002
recommendation available at
https://www.uspreventiveservicestaskforce.org/uspstf/topic_search results?topic_status=P

HealthyDiet/Physical Activity Counseling and Obesity Screening/Counseling

Healthy Diet/Physical Activity Counseling and Obesity Screening/Counseling for adults age 18
years and older are covered under the Wellness/Preventive Care Benefit when the Participant or
covered dependent is referred by a primary care practitioner; for those who have a basal
metabolic index (BMI) of 30 or greater; and have additional cardiovascular disease (CVD) risk
factors. This wellness/preventive benefit is limited ttree (3) Health Diet/Physical Activity
Counseling or Obesity Screening/Counseling sessions per Plan year.

For more information, please visit:

1 Preventive Services for Adults and Famitiegisit the U.S. Preventive Task Force at
https://www.uspreventiveservicestaskforce.org/Page/Name/usgstind-b-
recommendations/

1 Preventive Services for Women, Including Pregnant Wom¥isit Human Resources &
Services AdministratioHRSA) atttps://www.hrsa.gov/iwomensguidelines/index.html

1 Vaccines for infants, children and teen¥fisit the U.S. Department of Health & Human
Services ahttps://www.vaccines.gov/who and when/infants to teens/index.html

9 Vaccines & ImmunizationsVisit the Centers for Bease Control and Prevention at
https://www.cdc.gov/vaccines/index.html

1 Preventive Health Services: Visit HealthCare.gov at
https://www.healthcare.gov/coverage/preventiveare-benefits/

Preventive care servicégentified through the above links are recommended services. It is up to
the participant and their physician or provider of care to determine which services toderovi
The Plan Administrator has the authority to determine which senacesquantity limitswill be
coveredat the 100% wellness benefilinless otherwise mandated by the Affordable Care Act or
mandated in accordance with applicable Nevada Rev#atiites.

This Plan covers preventive care services as recommended bitBd’reventive Services Task
Force (USPSTF) A&B Recommendatams Section 2713(a)(5) of the PlibHealth Service Act
and Section 9(h)(v)(229) of the 20l1€6onsolidated Appropriations Actand the Health
wSa2dz2NOSa FyR {SNBAOSA ! RYAYAAUNIGAZ2Y ol w{! D
may change if the recommendations of the USPSTF or HRSA change.
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Note: This Plan complies with SB2%&ctions 5467 and AB249, Section 25 [2017 Legislative
Session] as related to contraceptive methods, utilization management, step therapy, prior
authorization, categorization of prescription drugs (meaning Preferred Generic, Preferred Brand
and NonPreferred Brands), ancbstsharing. For more information, refer to SB233 or AB249 at
https://www.leg.state.nv.us/Session/79th2017/Reports/

Radiation Therapy
Medicallynecessaryrofessional services related to radiation therapy are covered.

Rehabilitative and Habilitative Therapy

Coverage is provided famedically necessaryphysical, speech, occupationalardiac,and
pulmonary therapy habilitative and rehabilitation serviceattare performed by ghysician or

by a therapyprovider licensed in accordance with state regulations for that therapy discipline.
Coverage for these services aneilable for acute conditions arising from iliness or injury, as well
as chronic or devefamental conditions up to the benefit limits as defined in the benfan

Skin Lesions
Coverage is provided fanedicallynecessaryemoval of skin lesions and related pathological
analysis of such lesions. Coverage is provided for the removal of port wine lesions.

Spinal Manipulation (nesurgical)
Coverage is provided for up to 20 visits pé&anYear formedicallynecessargpinal manipulations
and adjustments.

Spinal manipulation and adjustmemteanthe detection, treatment, and correction of structural
imbalance, subluxation, or misalignment of the vertebral column in the human body,
alleviating pressure on the spinal nes and its associated effects related to such structural
imbalance, misalignment, or distortion, by physical or mechanical means.

Tranplant Services
Medicallynecessaryrgan tlanglants at anapproved Center of Excellence are covered when
you are the organ recipient in the following cases:

Bone marrow;
Cornea,

Heart;

Heart and lung;
Intestinal and liver;
Kidney;

Liver;

Lung;

Pancreas;

To o To To Do Do Do o I
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A Pancreas and kidney; and
A Stem cell.

Centers of Excellence are facilities that meet vigorous credentialing requirements for the specific
type of organ tranglant. A facility that is designated as a Center of Excellence for one type of
organ tranglant may not be designated as a Center of Excellence for another type of organ
transplant. Designation as a Center of Excellence thatUM O 2 Y LJI sglé diséretion.

Organtranplania | NB 2yfté& O20SNBR gKSNBE (KS 2NHIY R2:
(Organ Procurement and Tragslantation Network/United Network for Organ Sharing) donor
evaluation and guideline criteria, when applicable.

Coverage for related trapsant services is limited to:

Tests necessary to identify an organ donor;

The reasonable expense of acquiring the donor organ;

Transportation of the donor organ (but ntte donay), and life support where suctupport
is for the sole purpose of removing the donor organ;

Storage costs of an organ, but only as part of an authorized treatment protocol; and
Followup care.

To Do Do To Io

The following serviceare excluded from coverage:

Sewices provided at a facility that has not been designated msapproved Center of
Excellence;

Services provided to an organ donarless otherwise specified elsewhere in this document
Services provided in connection with purchasing or selling organs

Tranglants utilizing any animal organs

Any transportation of the donor (as opposed to trangjtion of the donor organ only) is
excluded except as otherwise covered under tA@avel Expenseection for tranplant
services

Any expenses associated with an organ tpag where an alternative remedy is availab
are excluded;

Artificial heart inplantation is excluded;

Services for which government funding or other insurance coverage is available are excluded;
Tissue tranglants (whether natural or artificial replacement materials or devices are used)
or oral implants, including the treatment for complications arising from tissue or organ
trangplants or replacement are excluded, except as described above.

To o To Do o

To Do o P>

Hospital Skilled Nursing Care, and Services in an Outpatient Surgical Center
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Inpatient Care

Medicallynecessarynpatienthospitalcare is covered. Services include, but are not limited to:

Services for medical conditions treated inaute carehospitalinpatient environment;

Semiprivate room and board (private room whenedicallynecessary,

General nursing care facilities, services, and supplies on an inpatient basis;

Diagnostic services that are provided in a facility, whether such facilithsspital or a

freestanding facility. For related covered services refeédtber ®rvices ad Supplies in the

Schedule oMedical Benefitsection;

Surgical and obstetrical procedures, including the services of a surggoaalist, assistant,

and anesthetist or anesthesiologist together with preoperative and postoperative care;

A Maternity and newborn care for up to 48 hours of inpatient care for a mother and her
newborn child following a vaginal delivery and up to 96 hadrsipatient care for a mother
andher newborn child following aesarean delivery. The tirqgeriods will commence at the
time of the delivery. Any decision to shorten the length of inpatient stay to less than those
time-periods will be made by the attelingphysician after conferring with the mother;

o Inpatient, shortterm rehabilitative services, limited to treatment of conditions that
are subject to significant clinical improvement over a continuousl@p period from
the date inpatient therapy commaeaes in a distinct rehabilitation unit of lrospital
skilled nursing facility, or other facility approved by us (limited to 60 daysPfzer
Year);

A Inpatient alcohol and substance abuse rehabilitation services ospital residential
treatment facility, or day treatment program; and

A Inpatient mental health services

To T To Do

™

Inpatient services to treat mental illness conditions are subjeanedical neessity. Provider

visits received during a covered admission are also cov@&atkfitsare provided for medically
necessary inpatient care, outpatient capgrtial hospitalzation, and provider office services for

the diagnosis, crisis intervention and treatment of severe mental illness conditions and substance
abuse conditions as noted in tf8chedule of Medical Benefits

Inpatient services must be provided by a licenskedspital psychiatrichospital alcoholism
treatment center, or residential treatment center.

The member should contache UM companyto determine medical necessity, appropriate
treatment levels and appropriateettings. Inpatient services are subject powecertification
notification guidelines to avoid potential penalties related to pwotification of services.

The UM companymust be notified for allemergencyadmissionswithin 24 hours, the next
business daypr as soon as reasonable after admission. If you are incapacitated and you (or a
friend or relative) cannot notify th&JM company within the above stated times, they must
receive notification as soon as reasonably possible after the admissipou may be subject to
reduced benefits as provided in tHdan
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Medicallynecessarare at a skilled nursing facility (limited to 100 days PkanYear) for non
custodialcare is covered. A skilled nursing facility is a facility that is dulydeze by the state
and/or federal government and that provides inpatient skilled nursing care, rehabilitation
services, or other related health services that are not custodial or convenience in nature. Skilled
nursing care includemedicallynecessargervces that are considered by Medicare to be eligible

for Medicare coverage as meeting a skilled need and that can only be performed by, or under
the supervision of, a licensed or registered nurBkisPlandoes not cover skilled nursing care
that is not coered by CMS. Prior care inhaspitalis not required before being eligible for
coverage for care in a skilled nursing facility.

Outpatient Care

Medicallynecessary outpatienhospital or outpatient surgical center care is covered. Services
furnishedinah2 a LA G £ Qa 2NJ 2dzi LI GASy G adzNBAOIFf OSydSI
bed and periodic monitoring bylospitaQ @ Yy dzNE Ay 3 2 Nonedica\Bdddssaiyd FF G K|
SPOlLtdzZ G§S Iy 2dzilI ASyGiQa O2yRAGAZ2Y 2NJ RSGSNY
hospital If ahospitalintends to keep a patient in observation status for more than 48 hours,
observation status will become an inpatient admission for admiaigtn of benefits.

Coverage for théollowing benefits is dependent upon theenefitsdescribed in théSchedule of
Medical Benefitgor this Plan Mental health and substance abusetpatient services include,
but are not limited to:

Services for medical conditions treated inamute carehospital outpatient environment;
Semiprivate room and board (private room whemedically mcessary) if patient is in
observation status;

General nursing care facilities, services, and supplies on an outpatient basis;
Diagnostic services that are provided in a facility, whether such facilithsspital or a
freestanding facility;

Surgicahnd obstetrical procedures, including the services of a surgegpeaialist, assistant,
and anesthetist or anesthesiologist together with preoperative and postoperative care;
Outpatient, shortterm rehabilitative services;

Outpatient alcohol and subst@e abuse rehabilitation services in hmspital, hospital
residential treatment facility, or day treatment program; and

Outpatient mental health services

o Toe Do T Do Io Do

Medicallynecessaryshortterm outpatient habilitative and rehabilitative services are covered

for:

A Shortterm speech, physical, and occupational habilitative and rehabilitative therapy for
acute conditions that are subject to significant clinical improvement ovef-day period
from the date outpatient therapy commences or to maintain function iniadividual
Precertificationrequired for habilitative and rehabilitative therapgxceedinga combined
visit limit of 90 visits per Plan Yeand
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Services for cardiac rehabilitation and pulmonary rehabilitation (limited to 60 visits/sessions
per PlanYear for each type of therapy).

Medically necessary services such as radiation therapy and chemotherapy (including
chemotherapy drugs), are covered to the extent that such services are delivered in the most
appropriate clinical manner and setting as part of a treatmgan.

Services that are not coverashder this benefit include:

A

A
A
A

Any services or supplies furnished in an institution that is primarily a place of rest, a place for
the aged, a custodial facility, or any similar institution;

Private duty nursing and private rooms in an inpatient setting;

Personal, beautification, or comfort items for use while moapitalor skilled nursing facility;

and

Services related to psychosocial rehabilitation or care received as a custodial inpatient.

Emergencynd Urgent Car8ervices

General

Medicallynecessaryhospital services are covered in the case ofeamergency Emergncy
care is available throughapticipatingproviders 24 hours per day, seven days per week. If you
have anemergency

A

A

Get help as soon as possibteall 911 for help or go to the neareshergencyroom, hospital
or other emergency facility. Call an ambulance if necessary.

For hospital admissionsptify the UM companyabout youradmissionwithin 24 hours the
next business daor asor as soon aszasonable after admission.

Emergency medical antibspital services are limited to situations that require immediate and
unexpected treatment. Notwithstanding anything in tfsghedule of Medical Benefiis the
contrary, coverage foemergencyservices will be provided:

A

A

Without the need for anyprecertificationdetermination whether the health carprovider
furnishing suckemergency services isparticipatingprovider with respect to such services;
Without regard to whether thgrovider fumishing theemergency services isparticipating
provider with respect to the services;

If the emergency services are providedt-of-network, you will be responsible for applicable
copayments and any amount that exceeds the usual and customary amodetersnined

by the Plan Administrator. This Plan will not imposeany administrative requirement or
limitation on coverage that is more restrictive than the requirements or limitations that apply
to emergency services received frqmarticipating poviders;

Without regard to any other terms or condition of such coverage (other than exclusion or
coordination of benefits, or an affiliation or waiting period, as permitted by law, or applicable
costsharing).
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Out-of-Network Emergency Inpatient Admissiatification

Out-of-network medically necessaryemergencycare services are covereds stated in the
Schedule of Medical Benefitnly if the UM company isotified no more than 24 hours after
onset of theemergencycare, except a®therwise pecifiedin the Schedule of Medical Benefits

Extended Notification

If you are unable to contact thelM company of an emergeay inpatient hospital admission
within 24 hoursdue to shock, unconsciousness, or otherwise, faua friend or relativeinust,

at the earliest time reasonably possible, contaghe UM company to provide themwith
information about the event, relevant dumstances and to request authorization as specified in
the Utilization Managemensection.

FollowUp CareQutsideof the ®rviceArea/NonContracted Facility)

Continuing or followup treatment for anemergency service outside of tHdarQQ service arear
from anon-preferred provideris limited to care required before you can, without harmful or
injurious consequences, return to thilam service areaand receive care fronparticipating
providers as determined by thé&lan Administrator. Benefits for continuing or followup
treatment(s) are otherwise covered onlytims Plar service aredrom participatingproviders,
subject to all provisions of thRlan

Routine or noremergency followup care at an oubf-networkprovideremergencyoom facility
is not covered.

Followup Care if Temporarily Outside teographic Service Area

Continuing or followup care forurgent careis limited to care required before you can, without
medically harmful or injurious consequences, returnthés PlarQ geographicservice aredo
receive services fromparticipatingproviders as determined biyre PlarQQ &dministrator. Routine
follow-up care is not a coveraatrgent careservice.

Limitations

Urgent careservices obtained at éhospitalemergency facilitg will have a higher copayment.
Please refer to thiPlam2 &chedule of Medical Benefitsurgent care services are received from
an outof-network provider, refer to Balance Billing below.

Balance Billing

Balance billing is a practice in whiam@ut-of-network provider bills you for amounts in excess
of the Plam& Yl EAYdzy |ff26F06ftS FY2dzyid ¢ koand dza dzl f
emergency hospital admissiam urgent care visitstilizing outof-network providers.

In emergencysituations youmay go to a nos#participating provider However, because the
provider is not contractevith thisPlaRa y S 62N] 2 GKFG LINPOGARSNI YI &
ofthisPlalQa Y I EAYdzY | f 24| 06tSachnfauzifaciiy irfad&nergendy, & 2 dz
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some providers at that facility may not be participating providers and may bill you for amounts

exceedinghisPlalQ& Y| EAYdzy Fff2610fS | Y2dzy i o

Other Services and Supplies

Ambulance Services
Ambulance serviceare covered if the services areedicallynecessanand they are:

1 Provided in aremergency; or
1 Provided in a noremergency setting wheprior authorizedby the UM company

Durable Medical Equipment (DME)

Coverage is provided for the purchase, rental, repair, or maintenance of durable medical
equipment prescribed by arovider for amedicallynecessarycondition other than kidney
dialysisDME is limited to one purchasepair,or replacement of a specifitem of DME every

3 years. Rental of DEto cover Medicare guidelines concerning rental to purchase criteria. The
purchase or rental of DMBore than$1,000requiresprecertificationfrom the UM company.
Durable medical equipment is equipment that:

Can withstand repeated use;

Is not disposable;

Is appropriate for use in the home;

Is rot useful in the absence of an iliness jury;

Is prescribed by a physician;

Meets CMS guidelines for coveragegan

Is not primarily for convenience aomfort butserves a medical purpose.

= =4 4 -4 -8 -9 -9

Durable medical equipmemncludes, but is not limited tthe following

1 Oxygen equipment (all oxygen and oxygen related equipment, except for oxygen while
traveling on an aline);

Wheelchairs;

Hospitalbeds;

Glucose monitors; and

Warning or monitoring devices for infants (defined as a chilan®fths old or less)
suffering from recurrent apnea.

= =4 -4

Coverage will be based on an amount equal to the generally accepted cost of durable medical
equipment that provides thenedicallynecessaryevel of care at the lowest cost.

Items not covered under this benefit include, but are not limited to: dressiagg equipment or
supply to condition the air, appliances, ambulatory apparatus, arch supports, support stockings,
corrective footwear, orthotics or other supportive devices for the feet, heating pads, personal

73



tdzof A0 9YLX285SaQ .SySFAdGa tNRIAINIY mier Plan
Plan Year 2021
Schedule of Mdical Benefits

hygiene, comfort, care, convenience or befination items, deluxe equipment, and any other
primarily nonmedical equipment, except as otherwise covered and described within this
Schedule of Medical Benefétad theBenefit Limitations and Exclusiosections.

Also excluded are exercising equipment, vibratory or negative gravity equipment, swimming or
therapy pools, spas, and wipdols (even if recommended by your medical provittetreat a
medical condition).

Enteral Formulas and Special Food Products

Enteral formulas and special food products are covered if theyra@icallynecessary for the
treatment of an inherited metabolic disease. An inherited metabolic disease is a disease caused
by an inherited abnonality of the body chemistry of a person characterized by congenital
defects or defects arising shortly after birth resulting in deficient metabolism, or malabsorption
originating from amino acid, organic acid, carbohydrate, or fat. Inherited metabskasks do

not include obesity.

Special food products are only covered if they medicallynecessary and specially formulated

to have less than one gram of protein per serving and are consumed under the direction of a
physician for themedicallynecessry dietary treatment of an inherited metabolic disease.

Special formulas, food supplements, or special diets including, but not limited to, total parenteral
nutrition, except foracute episodes, are not covere8pecial food products do not include foods
that are naturally low in protein.

Healthare Blue Book

Healthcare Bluebools a resource that enables participants to find and compare-figility,
low-cost providers for various healttare procedures. This service is available to participants of
this Planand may be accessed by logging into th&BEBP Portal and selectitpalthcare
Bluebook.To encourage you to be an informed heattre consumer, this service may offer a
monetary reward when you use reasonably priced headtte facilities for certain procedures.

Healthcare Bluebook Incentive Reward

Participants earning a monetary reward from Healthcare Bluebook will have 180 days from the
date the check is issued to cash the reward check; reward checks that are not cashed within 180
days will be forfeited and th&unds will be returned tdahe Plan.

Hospice Services

The following hospice care services are coveredi@mbers with a life expectancy of six months
or 185 days or less as certified by his or peavider (limited to a lifetime benefit maximum of
185 days):

1 Parttime intermittent home health care services totaling fewer tHanhours per day and
35 or fewer hours per week
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1 Outpatient counseling of thearticipantand his or her immediate family (limited to 6
visits for all family members combined if they ai@ ntherwise eligible for mental health
benefits under their specifiplan). Counseling must be provided by:

0 A psychiatrist;
0 A psychologist; or
0 A social worker.

1 Respite care providing nursing care for a maximur8 wipatient respite care days per
Plan Year and 37 hours pd?lanYearfor outpatient respite care services. Inpatient respite
care will be provided only whetme UM companydetermines that home respite care is
not appropriate or practical.

Lab and Diagnostic Services
Coverage is provideor medicallynecessaryaboratory and diagnostic procedures, services, and
materials, including:

Diagnostic xays;
Fluoroscopy;
Electrocardiograms; and
Laboratory tests.

= =4 -4 -9

Coverage is also provided for other laboratory andgd@sticscreenings as well aspsician
services related to interpreting such tests.

Outpatient laboratory services are covered for fm@mission testing, urgerare,or emergency
room. Preadmission testing must be performed within 7 days of a scheduled tebsmimission

or outpatient surgery The testing must be related to the sickness or injury for which admission
or surgery iplamed.

Routine, wellnessand/or preventivelaboratorytesting covered only when services are received
from a contracted freestanding facility or draw station.

If an outpatient laboratory facility or draw station is not available to you within 50 miles of your
residence, you may use an-network acute care hospital facility to receive your outpatient
laboratory services.

2nd.MD Opinion

2"d MD provides eligible members with direct access to elite specialists across the county for
expert second opinions. Specialists answer questions about disease, cancer, chronic conditions,
surgery or procedure, medications, and treatmeplans. All specialists are board certified,
leaders in research, and pioneers in medicine. To learn moremwisit.2nd.MD/PEBFor call
866-841-2575.
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Telemedicine or Teleheal(®octoron Demand)
Telemedicindvirtual medicine)s available through Doctan Demand. Participants can register
with Doctor on Demand and connect fade-face with a boaretertified doctor or licensed
psychologist on a smartphone, tabjer computer through live video. Some of the mediand
behavioral health conditions that may be treated include cold and flu, bronchitis, sinus issues,
urinary tract infection, anxiety, depression, etc. DoavorDemand providers can also prescribe
medications (except controlled substances). For mofermation, visit www.pebp.state.nv.us
or the Summary of Medical Benefits

Services available include:

1 Primary care visit

1 Psychologist visit

1 Psychiatry visit
You may receive services fronpeovider who is in a different locationsinginformation and
audiovisual communication technology. Telemedicine does not include communication through
telephone, facsimilgor email.

Doctor on Demand physicians do noepcribe DEA controlleslibstances andhay elect not to

treat or prescribe other medications based on what is clinically appropriate. In a true medical
emergency, such as chest pains, shortness of breath or broken bones, dial 911 or seek immediate
medical @ention as appropriate.

Alternatively, telemedicine may be available frornietwork providers. lis your responsibility
to ensure theproviders you use are-network providers. Failure to usi-network providers
will result in adenial of benefits ad higher cost to you.

Continued Coverage Following Termination of a Provider Contract

If a participantis receivinga medically necessary course toéatment from an in-network

provider and that provider leaves the network (except for termination due to medical
incompetence or professional misconduct), and the participant and the provider agree that a
RA&ANHzZLIGAZ2Y G2 GKS LI NI A OA LI iytéreltior ifOahditisof dare O 1 NI

is not possible immediately with another-imetwork provider, thiPlanwill pay that provider at

the same level they were being paid while contracted with ®imQa Yy S g2NJ 2 AT (K
agrees. If the provider ages to these terms, coverage may continue until:

f Such treatment is no longer medically necessary or no later tharl20" day after the
date the contracisterminated; or
1 If the medical condition is pregnancy, the48ay after
o The date ofielivery;or
o If the pregnancy does not end in delivery, the date of the end of the pregnancy.
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Prescription Drugs

Benefits for prescription drugs are provided through the prescription gitag administered by
ExpressScripts. Coverage is provided only for those pharmaceuticals (drugs and medicines)
approved by the U. S. Food and Drug Administration (FDA) as requiring a prescription and FDA
approval for the condition, dose, routduration,and frequency, if prescribeldy a physician or

other practitioner.

Coverage is also provided for (but not limited to):
Prenatal & pediatric prescription vitamins;
Prescription female oral contraceptives;
Insulin, and insulin injecting devices;
Diabetic supplies;

Influenza ad pneumonia vaccines;

HPV vaccine;

Herpes Zoster vaccine; or

TDAP (whooping cough) vaccine.

€
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Someover the counter(OTC) Drugs such as Prevacid and Promethazine HCL are covered when
presented with a prescription from your physician to your pharmacy.

Some OTC female contraception products @eered when presented with a prescription from
your physician to your pharaty. These types of products include the female condspunges,
and spermicides. Refer to tHereventiveServicesection for more information or caltxpress
Scripts, whose contact informatias inthe Participant Contact Guidgection.

Some OTCrdgs and some prescription drugs are eligible to be covered underPlam a
wellness/ preventive benefit, as defined byetffordable Care Act, where tHanwaives the
copaymentand products are paid at 100%. Examples include (this list is not all inclusive):

w Aspirin;

w Folic Acid;

w Smoking cessation products; and/or

w Female oral contraceptives

Visit the PEBP website aivw.pebp.state.nv.usr log on towww.expressscripts.conto see a

list of common preventive drugs under this benefit. Please note that you must have an authorized
prescription and the prescriptiomust be filled at theExpressScripts pharmacy or through an
in-network retail pharmacyor the drug to qualify as preventive underigiPlan

ExpressScripts offers helpful tools that allow participants to manage their prescriptions. Go to
www.expressscripts.comor download the free mobile app and have your identification card
available to register. Th@rice a Medicatiohmenu option is used to determine estimated eut
of-pocket cost, while the My Rx Chascenenu option displays clinically equivalent lower cost
2L0A2ya ft2y3 gAGK yeé LI AOLIOoES O2@SNI 3S
the Participant Contact Guidgection or go to the PEBP websitenatw.pebp.state.nv.us
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Prescription Retail Drugs

30-Day Retail Program

To obtain a 3@ay supply of drugs, present yoummedical ID card to any kmetwork retail

pharmacy. Yo can find the location of metwork retail pharmacies by logging on to
www.expressscripts.con2 NJ 6 KS Y20AfS LW yR aSt SOGAy3a (KS

90-Day Retail Program

Through the 9@lay rtail program, you can receive a -8@y supply of your lonrterm
maintenance prescription drugs at select retail pharmacies. Maintenance drugs include non
emergency, extended use prescription drugs such as those used for high blood pressure, lowering
cholesterol, controlling diabetes or certain female oral contraceptives. To take advantage of this
benefit, ask your physician to write a new prescription for ad@@ supply of any maintenance
medication you are currently taking (plus refills of up to one ydappropriate).

Home Delivery Prescription Drug Program

You may use home delivery through the Expi®sgpts pharmacy to receive up to a-8ay
supply of your maintenance drugs and have them mailed directly to you with free standard
shipping. Not all drugs are available via mail order. Check EaxgpressScrifgs for further
information on the availability of yoyprescriptionmedication.

Home delivery order forms are availablevaivw.ExpressScripts.conor by contactingeExpress
Scripts. Allow up to 14 days teceive your first order. There are four ways to get started with
home delivery:

1 EPrescribe (electronic prescribing): Have your physician send yeday@@resdiption
direct to theExpressScripts Pharmacy for processing;

1 Phone: calExpressScripts andequest that your prescription drugs be moved to home
delivery.ExpressScripts will consult your physician and start the process;

1 Online: registeat www.expressscripts.com and choose to transfer medications to home
delivery with a click of a button fro the home page; or

1 Mail: complete a home delivery order form and submit it, along with a paper prescription
from your physician.

Specialty Drug Program

Certain dugs fall into a category called specialty drugs. Specialty drugs are available only through
the Specialty Pharmacy listed in tfiarticipant Contact Guidsection, and prescriptions are
limited to a 30day supply. Plan participants are encouraged to register with the Specialty
Pharmacy before fillingheir first prescription for a specialtyrdg. ContactExpressScripts to
determine if your prescription is considered specialty.
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Special pharmaceuticals, which include injectables, oral medications, and medications given by
other routes of delivery, maye delivered in any setting. Special pharmaceuticals are
pharmaceuticals that typically have:

Limited access;

Complicated treatment regimens;
Compliance issues;

Special storage requirements; or
Manufacturer reporting requirements.

= =4 -8 48 -4

This PlamQ &armacy Benefit Manager maintains a list of special drugs classified as special
pharmaceuticals. For information regarding special pharmaceuticals, contacPttaemacy
Benefit Manager listed in théarticipant Contact Guide

SaveonSIProgram- Non-Essential Benefit Specialty Drug List

Specialty medications provide unique treatments with for complex, chronic diseases. However, the

cost of these drugs can be excessive. Prescription drugs, as a category, are considerktti® 10

Essential Health Benefits under the Affordable Care Act (ACA). However, only certain medications
Ydzad 0S OflFaaAFASR +ta aSaaSyuaalte SIFI@Ay3a GKS ;
SaaSyuaarlft KSIt K oSy Qifdsdertish snedicafianK areSiapdréagt (aidl f A
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only as essential.

SaveonSBE2NJ] & Ay O2yedzyOlAz2y S6AGK 9ELINBAaa { ONALIAC
leverage manufacturer copay assistance to save money for both you and the Plan. If you are
currently taking a medication or will be taking a medication that is onNbe-Essential Benefit

Specialty Drug Lisyou are eligible to participate in the program.

1 If you participateselect medicationsn the NonEssential Benefbpecialty Drug Listill be

free of charge ($0).

Your prescriptionsnustbe filled throughAccredo Specialty Pharmacy

Participation is voluntary, if you choose not to participate, you will responsible for the cost of

your medication

1 Whether you participate in the program or not, the cost of medications which are on the
SaveonSRonEssentiaBenefitSpecialty Drug Listill not count towards your Oubf-Pocket
Maximum

I The medications and associated copays included in this program are subject to the Pharmacy
. SYySTAG alylF3aSNna Of AyaAOl f NMzZ Sa
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9 If the medication you are taking is on the SaveoNSREssential Beneftbpecialty Drug List
and you wish to participate, call SaveonSP-800683-1074

Out-of-Network Pharmacy Benefit

Prescriptions filled at a domestic (inside the United States)obunetwork pharmacyare not
covered by thidPlan Prescription drugs must be filled at a participatingngtwork pharmacy
location.

Out-of-CountryEmergencyedication Purchases

ThisPlanmay cover emergency prescription deygurchased ifyou reside in the United States
andtravel to a foreign countryYou will need to pay for the drug at the time of purchase and
later submit for reimbursement from theéPharmacy Benefit Manager Prescription drug
purchases made outside of the United States are subjed®lém provisions, limitations and
exclusions, clicalreview,and determination of medical necessity. The review will also include
regulations determined by the FDA. GaftCountry medication purchases are only eligible for
reimbursement while traveling outside of the US.

If your purchase is eligible foeimbursement you must use the Direct Claim Form available from
the prescription drugplan administrator. Direct Claim Forms may be requested from the
prescription drugplan or obtained by logging in taww.expressscripts.com In addition to the
Direct Claim Form you are required to provide:

1 A legitimate copy of the written prescription completed by your physician

1 Proof of payment from you to the provider of sex® (typically your credit card invoice)

91 Prescription and receipt must be translated to English and include the American
equivalent National Drug Code for the prescription purchased

1 Reimbursement request must be converted to United States dollars

The claim will be processed based on the American equivalent National Drug Code and charged
based upon that drug copay tier. If an American equivalent National Drug Code does not exist,
the claim will bedenied

Benefit Limitations and Exclusions

ThisPlandoes not cover certain services. This chapter lists the general medical and pharmacy
benefit exclusions of thi®lan Any amount you pay toward services that are not covered or
otherwise excluded will not count toward your eaf-pocket maximum. Additiodaexclusions

that apply to only aerviceor benefit are listed in the description of that service or benefit in the
Summaryand Schedule of Medical Benefggctions.This list is not alihclusive; if you have
guestions about aerviceor supply, contact th&daims Administrator listed in theParticipant
Contact Guide
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Expenses That Do Not Accumulate Toward ®atiof-Pocket Maximum

ThePlannever paydenefitsequal to all the medical expenses you may incur. You are always
responsible for paying for certain expenses for medical services and supplies yourself. The
following services do not accumulate toward tloait-of-pocket maximum and you will be
responsible for paying these expenses out of your own pocket.

1 All expenses for medical services or supplies that are not covered Bldheto include
but not limited to expenses that exceed tB#O ptwork contract rate, services listed in
the BenefitLimitations andexclusionsection;

1 All charges in excess of thesual and customaryharge detemined by thePlan
Administrator,

1 Any additional amounts yomust pay because you failed to comply with th&lization
management requirementdescribed in thdJtilizationManagementsection;

1 Benefitsexceeding those services or supplies subjeanaximum ndividualor lifetime
limit(s) for certaireligible medicalexpenses as listed in tigchedule of Medical Benefits
and

1 Certain wellness or preventive servicghat are paid by ts Planat 100% do not
accumulate towards theut-of-pocket maximum

This list is not all inclusive and may not include aearservices and supplies thate not listed
above.

Benefit Limitations

In addition to the exclusions listdzelow, refer to theSummaryand Schedule of Medical Benefits
sectiors for the maximumindividualor lifetime imit(s) and anyPlan Year limit applicable to
certain overedexpensesPan Year limits are met by days, hoursjsits,or dollar limits paid
under all components of thBlan

Lifetime Maximum

This Plan imposes a lifetime maximum on some health care services and procedures. For
information on the lifetime maximums, refer to tfeummaryand Schedule of Medical Benefits
sections

Exclusions Unddéhe Medical Plan

The following is a list of services and supplies or expenses not covertiistPlan ThePlan
Administratorand its designees will have discretionary authority to determine the applicability
of theseexclusions and terms of thBlanand determines eligibility and entitlement tBlan
benefits. Any amount you pay toward services that are not covered or otherexstuded will

not count toward your oubf-pocket maximum.

Abortion: Termination of pregnancy is excluded, other than medically indicated abortions that
are medically necessary to save the life of the mother.
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Alternative/Complimentary Health CareExpenses for chelation therapy, except as may be
medically necessary fordatment of acute arsenic, golanercury,or lead poisoning, and for
diseases due to clearly demonstrated excess of copper or iron. Expenses for prayer, religious or
spiritual healingor counseling Expenses forNaprapathic services or treatment/supplies.
Expenses for homeopathic treatments/suigs that are not FDA approved. See tiemmary of
Medical Benefit$or benefit limitations and copayments.

Autopsy: Expenses for an autopsy and any related exesn except as required by thdan
Administratoror its designee.

Bariatric and Overweight Surgery not Performed at a Center of Excellence ProvBggrefits

are excluded for bariatric/weight loss surgery performed at an-atnetwork facility, outof-
network surgeon, or oubf-network ancillary providers are used. PEBP or its designee will
determine the innetwork Center of Excellence facility.

Behavioral(Mental) Health Services

1 Expenses for hypnosis and hypnotherapy.

1 Expenses for éhavioral health care services related to: adoption counseling; court
ordered behavioral health care services (except pursuant to involuntary confinement
dzy RSNJ I adlFrdS8SQa OA@Af O2YYAGYSyd fFsaoT Oc
developmental diabilities; dyslexia, learning disorders; attention deficit disorders (with
or without hyperactivity, except when the services are for diagnosispthscription of
medication as prescribed by physician or otherhealth care pactitioner, or when
accommnied by a treatmentplan as submitted to thePlan or its designee) or the
treatment is related to the ranagement of ADD/ ADHD without prescriptiomgs and is
approved by the Plan or its designee; familplaming counseling;
marriage/couples/and/or sex aunseling; mental retardation; pregnancy counseling;
vocational disabilities, and organic and rorganic therapies including (but not limited
to) crystal healing/EST/primal therapylltyptophan/vitamin therapy, religious/spiritual,
etc.

f Expenses fortedt (2 RSGSNX¥AYS (GKS LINBaSyoS 2F 2NJ
learning disorder, unless thésit meets the criteria fobenefits payable for the diagnosis
or treatment of Autism Spectrum Disorder

Chronic Medication Synchronization(NRS 695G.1663}rovision concerning coverage for
prescription drugs irregularly dispensed for the synchronization.
1. A managed care organization that offers or issues a health care plan which provides
coverage for prescription drugs:

a) Must authorize coverage for and maypmy a copayment and deductible to a
prescription that is dispensed by a pharmacy for less than-da3Osupply if, for
d8YOKNRYAT Ay3d (GKS Ayadi2NBERQa OKNRBYAO YSRAC
1. The prescriber or pharmacist determines that filling or refillingghescription in

that manner is in the best interest of the insured; and
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2. The insured requests less than a-88y supply.
b) May not deny coverage for a prescription described in paragraph (a) which is
otherwise approved for coverage by the managed caganization.
c) Unless otherwise provided by a contract or other agreement, may not prorate any
pharmacy dispensing fees for a prescription described in paragraph (a).
2. An evidence of coverage subject to the provisions of this chapter which provides gevera
for prescription drugs and that is delivered, issued for delivery or renewed on or after
January 1, 2017, has the legal effect of providing that coverage subject to the
requirements of this section, and any provision of the evidence of coverage or atnew
which is in conflict with this section is void.
3. The provisions of this section do not apply to wrfHuse packaging for which
synchronization is not practicable or to a controlled substance.
4. As used in this section:
@a/ KNRYAO Y&k drighratysgprestribed to treat any disease or other
condition which is determined to be permanepersistent,or lasting indefinitely.
Ma{ @8y OKNRYAT FGA2Yyé¢ YSlIya GKS FtA3ayYSyild 27
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of medication.
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in blister packs, compliance packs, codo$¢herapy packs or any other packaging which
is designed and intended to be dispensed directly to the patient without modification by
the dispensing pharmacy, except for the addition of a prescription label.

Complications of a noftovered serviceiExpenses for care, services or treatment required
becuse oftomplications frontreatment or medications ar@ot covered under thi®lan except
complications from an abortion.

Concierge membership fee&xpenses for fees described or defined as membership, retainer or
premiums that are paid to a concierge medical practice to have access to the medical services
provided bythe concierge medical practice.

Contreaception or its herapeuticEquivalent 2017 legislative SessionAB249
1. A managed care organizatitimat offers or issues a healtare plan shall include in the plan
coverage for:
(a) Up to a 12nonth supply, per prescription, of any type of drug for contraception or its
therapeutic equivalent which is lawfully prescribed aordered, and which has been
approved bythe Food and Drug Administration;
(b) Any type of device for contraception or its therapeutic equivalertich is lawfully
prescribed or ordered, and which has been appred by the Food and Drug
Administration;
(c) Insertion or removal of a device for contraception;
(d) Education and counseling relating to contraception;
(e) Management of side effects relating to contraception; and
(f) Voluntary sterilization for men and wween.
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If a covered therapeutic equivalent listed in subsection 1 is not available or a provider of
health care deems a covered therapeutic equivalent to be medically inappropriate, an
alternatetherapeutic equivalent prescribed by a provider of heaéne must be covered by

the managed care organization.

3. A managed care organization that offers or issues a health care plan shall not:

(a) Require an insured to pay a higher deductible, any copayment or coinsurance or
require a longer waiting periodrather condition to obtain any benefit included in the
health care plan pursuant to subsection 1,

(b) Refuse to issue a health care plan or cancel a health care plan solely because the
person applying for or covered by the plan uses or may use any sueffitse

(c) Offer or pay any type of material inducement or financial incentive to an insured to
discourage the insured from obtaini@gy such benefits;

(d) Penalize a provider of health care who provides any such benefits to an insured,
including, withou limitation, reducing the reimbursement of the provider of health care;
(e) Offer or pay any type of material inducemembnus,or other financial incentive to a
provider of health care to deny, reduce, withhold, limit or delay access to any such
benefits to an insured; or

() Impose any other restrictions or delays on the access of an insured to any such benefits,
including, without limitation, a program of step therapy or prior authorization.

4. Coverage pursuant to this section for a covesgbuse or the covered dependent of an

insured must be the same as for the insured.

5. A health care plan subject to the provisions of this chapter that is delivered, ifsuaelivery

or renewed on or after January 2019 has the legal effect ahcluding the coverage
required by subsection 1, and any provision of the plan or the renewal which is in conflict

with this section is void.

Clinical TrialsSeeExperimental and Investigationah the Key Terms and Defirotissection.

Concierge membership fee§&xpenses for fees described or defined as membership, retainer or
premiums that are paid to a concierge medical pract@éave access to the medical services
provided by the concierge medical practice.

Continued Medical TreatmentRequired provision eg@erning coverage for continued medical
treatment. (NRS695G.164)

1. The provisions of this section apply to a health care plan offered or issued by a managed

care organization if an insured covered by the health care plan receives health care
through a deined set of providers of health care who are under contract with the
managed care organization.

Except as otherwise provided in this section, if an insured who is covered by a health care
plan described in subsection 1 is receiving medical treatmentrioedical condition from

a provider of health care whose contract with the managed care organization is
terminated during the medical treatment, the health care plan must provide that:

3. The insured may continue to obtain medical treatment for the medical tmmdfrom the

provider of health care pursuant to this section, if:
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a. The insured is actively undergoing a medically necessary course of treatment; and
b. The provider of health care and the insured agree that the continuity of care is
desirable.

4. The providerof health care is entitled to receive reimbursement from the managed care

organization for the medical treatment the provider of health care provides to the insured

pursuant to this section, if the provider of health care agrees:

a. To provide medicatreatment under the terms of the contract between the
provider of health care and the managed care organization with regard to the
insured, including, without limitation, the rates of payment for providing medical
service, as those terms existed before tteemination of the contract between
the provider of health care and the managed care organization; and

b. Not to seek payment from the insured for any medical service provided by the
provider of health care that the provider of health care could not haveive
from the insured were the provider of health care still under contract with the
managed care organization.

1. The coverage required by subsection 2 must be provided until the later of:

(a) The 120th day after the date the contracté&minated; or
(b) If the medical condition is pregnancy, the 45th day after:
i. The date of delivery; or
ii. If the pregnancy does not end in delivery, the date of the end of the
pregnancy.

The requirements of this section do not apply to a provider of health da

6. The provider of health care was under contract with the managed care organization and
the managed care organization terminated that contract because of the medical
incompetence or professional misconduct of the provider of health care; and
(b) The managed care organization did not enter into another contract with the provider
of health care after the contract was terminated pursuant to paragraph (a).

7. An evidence of coverage for a health care plan subject to the provisions of this chapter
that is delvered, issued for delivery or renewed on or after October 1, 2003, has the legal
effect of including the coverage required by this section, and any provision of the
evidence of coverage or renewal thereof that conflicts with this section is void.

8. The Comnssioner shall adopt regulations to carry out the provisions of this section.

9. (Added to NRS 8003, 3370

o

Controlled Substance or IntoxicatedNRS695G.40% Prohibited from denying coverage solely
because insured was intoxicated or under the influence of controlled substance; exceptions.

1. Except as otherwise provided in subsection 2, a managed care organization shall not:

(a) Deny a claim under a healthregplan solely because the claim involves an injury sustained
by an insured because of being intoxicated or under the influence of a controlled
substance.

(b) Cancel participation under a health care plan solely because an insured has made a claim
involving an injury sustained by the insured because of being intoxicated or under the
influence of a controlled substance.
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(c) Refuse participation under a health care plan to an eligible applicant solely because the
applicant has made a claim invaigian injury sustained by the applicant because of being
intoxicated or under the influence of a controlled substance.

2. The provisions of subsection 1 do not prohibit a managed care organization from enforcing
a provision included in a health cgpan to:

@5S8Sye I OflAY gKAOK Ay@2ft@Sa |y Ayadz2NE i
commission of or attempt to commit a felony;

(b) Cancel participation under a health care plan solely because of such a claim; or

(c) Refu® participation under a health care plan to an eligible applicant solely because of
such a claim.

3. The provisions of this section do not apply to a managed care organization under a health
care plan that provides coverage for letegm care or dishility income.

Costs of Reports, Bills, etExpenses for preparing medical reports, bills or claim forms; mailing,
shipping,or handling expenses; and charges for broken/missed appointments, telephone calls
and/or photocopying fees.

Corrective Appliance, Orthotic Device Expenses, and Appliandey; items that are not
correctiveappliances, orthotic devicesr orthotic braces that straighten or change the shape of

a body part prosthetic appliances, ordurable medical guipment (as each of those terms is
defined in theKey Terms andddinitionsSection), includindyut not limited to, personal comfort
items like air purifiers, humidifiers, electric heating units, swimming pools, spas, saunas,
escalators, lifts, motorized modes of transportation, pillows, orthopedic mattresses, water beds,
and air conditioners are excludeBxenses for cranial helmets are excluded except for cranial
helmets used to facilitate a successful peatgical outcomeExpenses for replacement of lost,
missing, or stolen, duplicate or personalizemtrective gpliances, orthotic devicegrosthetic
appliances, odurable nedicalequipment are not coveredOxygen provided while traveling on

an airline and portable oxygen concentrators that are supplied for purchase or rent specifically
to meet airline requirements are excluded.

CosmeticServicesand Surgery

The Plan excludes expendgescosmeticspr any drugs used for cosmetic purposes or to promote
hair growth even for documented medical conditions, including but not limited to health and
beauty aids.This Plan excludes expensetatedto surgery or medical treatment to improve or
preserve physical appearance, but not physical function, and complications thereof, are not
covered. Cosmetic surgery or treatment includes, but is not limited to removal of tattoos, breast
augmentation, emoval of unwanted or excess skin, for example but not limited to
abdominoplasty (tummy tuckplepharoplasty, body contouring (liposuction of the waist), face
lifting, facial bone reduction, feminization of torso, hair remowal( electrolysis, laser dir
removal), lip enhancement, reduction thyroid chondroplasty, rhinoplasty, skin resurfacing
(dermabrasion, chemical peel), and voice modification surgery (laryngoplasty, cricothyroid
approximation or shortening of vocal cords), which have been usecenmnization, are
considered cosmetic. Similarly, chin implants, lip reduction, masculinization of torso, and nose
implants, which have been used to assist masculinization, are considered cosmetic, brow lift, calf
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implants, cheek/malar implants, collageneations, construction of clitoral hood, drugs for hair
loss growth, facial feminization and masculinization surgery, forehead lift, jaw reduction (jaw
contouring), mastopexy, neck tightening, nipple reconstruction, nose implants, pectoral
implants, pitchraising surgery, rhinoplasty, tracheal shave, voice therapy/voice lessather
medical or surgical treatment intended to restore or improve physical appearance, as
determined by the Plan Administrator or its designee.

This Plan complies withtife2 YSy Q& | St GK FyR /I yOSNI wi3IKGa
reconstructive surgery and the internal or external prosthetic devices are covered for members

who have undergone mastectomies or other treatments for breast cancer. Treatment will be
provided ina manner determined in consultation with the physician and the member. For any
covered individual who is receiving mastectomjated benefits, coverage will be providedfor

A All stages of reconstruction of the breast on which the mastectomy has beéorped;

A Qurgery and reconstruction of the other breast to produce a symmetrical appearande;

A External postheses(breast forms that fit into your bra) that are need before or during
reconstruction; andlreatment of physical complications afl stagesf the mastectomy,
including lymphedeméluid buildup in the arm and chest on the side of the surgery)

Treatment of leaking breast implant is covered when the breast implant surgery was performed
for reconstructive services following a partial or complete mastectomy as mandated by the
22ySyQa I SIHftGK yR /FyOSNI wAdaKia ! Olo

Prophylactic surgery is coveredder certain circumstances:

A Must be prior authorized by the UM company;

A Women diagnosed with breast cancer at 45 years of age or younger; or

A Women who are at increased risk for specific mutation(s) due to ethnic background (e.g.,
Ashkenazi Jewish desceat)d who have one or more relatives with breast cancer or ovarian
cancer at any age; or

A Women who carry or have a firgiegree relative who carries a genetic mutation in the TP53

or PTEN genes {Eraumeni syndrome and Cowden and BannaRdeyRuvalcaba

syndromes); or

Women who possess BRCA 1 or BRCA 2 mutations confirmed by molecular susceptibility

testing for breast and or ovarian cancer; or

Women who received radiation treatment to the chest between ages 10 and 30 years, such

as for Hodgkin disease; or

Women with a firstor seconddegree male relative with breast cancer or with a BRCA 1 or

BRCA 2 mutation; or

Women with multiple primary or bilateral breast cancers in a first or seawgtee blood

relative; or

Women with multiple primary or bilateralrbast cancers; or

Women with one or more cases of ovarian cancer AND one or more first or sdegnee

blood relatives on the same side of the family with breast cancer;

oo Po  Io Do Do
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A Women with three or more affected first or secodégree blood relatives on the samaiele
of the family, irrespective of age at diagnosis.

A Reconstructive surgery if such procedures are intended to improve bodily function or to
correct deformity from disease, infection, trauma, congenital anomaly, or results from a
covered therapeutic proature.

t F NIAOALNI yia apteatificRiorfzacsdurié & Setetmineé ila@rdposed surgery
or service will be considered cosmetic surgery or medically necessary reconstructive services.

This Plan excludesxpenses related toasmetic procedures performed as a component of a
gender reassignment, including, but not limited to the followssgvices

1 Abdominoplasty 1 Construction of a 1 Mastopexy
1 Blepharoplasty clitoral hood 1 Neck tightening
1 Breast 1 Drugs for hair loss or 1 Pectoral inplants

augmentatiort growth 1 Reduction thyroid chondroplasty
1 Brow lift 1 Facelifting 1 Removal of redundant skin
1 Calf inplants 1 Facial bone reduction 1 Rhinoplasty
1 Cheek/malar 1 Forehead lift 1 Skin resurfacing

implants 1 Hair removal 1 Voice modification surgery
1 Chin/nose iplants 1 Hair tranplantation (laryngoplasty or shortening of the
1 Collagen injectins 1 Lip enhancement or vocal cords)

reduction 1 Voice therapy/voice lessons

*Breast augmentatiolaugmentation mammoplastyexcluded, except when the gender
reassignment patient has receivé@ continuous months of hormonal (estrogen) therapy and the
breast tissue growth failed to result Banner Stage 5 on the puberty scale, as determined by the
provider, or the recipient haa medical contraindication to hormone therapy. The Plan Administrator
will determine authorization and consent to care based on medical necessity.

CourtOrdered Treatment:Medical and psychiatric evaluations, examinations, or treatments,
psychologicaltesting, therapy, laboratory and other diagnostic testing and other services
including hospitalizations or partial hospitalizations and residential treatment programs that are
ordered as a condition of processing, parole, probation, or sentencing aredexiclunlesghe

Plan Administrator or its designeéetermines that such services are independently medically
necessary.

Custodial CareExpenses forustodialcare as defined in th&ey Terms anBefinitionssection

of this document, regardless of where they are provided, including, without limitation, adult day
care, child day care, services of a homemaker, or personal care, sitter/companion service, except
when custodialcare is provided as part of a coverbdspice program.

Servies required to be performed by physicians, nurses or other skibettlincare providers are
not considered to be provided for custodialre services and are covered if they are determined
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by the PlanAdministrator or its designee to bmedically rcessary. However, any services that
can be learned to be performed or provided by a family member who is pbysiciannhurse or
other skilledhealth @re provider are not covered, even if they amedicallynecessary.

Dental ServicesExpenses fodental prosthetics or dental services or supplies of any kind, even

if they are necessary because of symptoms, congenital anoiitiaBss,or injury affecting the
mouth or another part of the bodyExcept as described as an inclusion inSbhedule of Medical
Benefits services involving treatment to the teeth; extraction of teeth; repair of injured teeth;
general dental services; treatment of dental abscesses or granulomas; treatment of gingival
tissues (other than for tumors); dental examinations; restoration of theutip teeth, or jaws
because of njuries from biting, chewing, or accidents; artificialpilanted devices; braces;
periodontal care or surgery; teeth prosthetics and bone grafts regardiésiology of the
disease process; and repairs and restoratiexsept for appliances that areadicallynecessary

to stabilize or repair sound and natural teeth afteriajury; dental and or medical care including
mandibular or maxillary surgery, ortontia treatment, oral surgery, prprosthetic surgery, any
procedure involving osteotomy to the jaw, and any other dental product or service except as set
forth in the Schedule of Medical Benefits

Treatment to he gums and treatment of pain or infection known or thought to be due to dental
or medical cause and in close proximity to the teeth or jaw, braces, bridges, dental plates or other
dental orthosis or prosthesis, including the replacement of metal denlialg$; and

Other supplies and services including but not limited to cosmetic restoratiopsaita, cosmetic
replacements of serviceable restorations, and materials (such as precious metals).

Durable Medical Equipment Exclusians
See theexclusions related t&€orrective Appliance, Orthotic Device Expenses, and Appliances

Drugs, MedicinesNutrition or DevicesExclusions

1 Pharmaceuticals requiring a prescription that have not been approved for use by the U.S.

Food and Drug AdministratiofFFDA); have not beeprescribed for a medically necessary

indication or areexperimentaland/or investigational(as defined in theKey Terms and

Definitionssection of this document).

Non-Prescription (nodegend orover the counteydrugs or medicines.

Foods and nutritionddlietary supplements including (but not limited to) home meals,

formulas, foods, diets, vitamingerbs,and minerals (whether they can be purchasmacer

the counte or require a prescriptiongxceptwhen provided during hospitalization; prenatal

vitamins or mirrals requiring a prescription.

Naturopathic,Naprapathic or homeopathic treatments/substances.

Weight control or anorexiants (phentermine, XenjddlICGjncluding the OTC weight loss

productg, except those anorexiants used for treatmentatfildren with attention deficit

hyperactivity disorder (ADHD) or individuals with narcolepsy

1 Compounded prescriptions in which there is not at least one ingredient that is a Legend Drug
requiring a prescription, as defined by federal or state law.

= =

= =
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1 Takehome diugs or medicines provided by agpital,emergencyoom, ambulatory srgical
facility/center, or other health care facility

1 Vaccinations, immunizationsnoculations,or preventive injections that are not covered
under thePreventive Servicsgction.

1 Medical marijuanaand any derivative, including CBD, THC, edibles, aenot a covered
benefit under thisPlan

1 Non-prescription devices and drugs purchased from retail or or@er pharmacies are not
payable under thérescription Drugrogram.

1 Drugs to enhance atétic performance such as anabolic steroi@scluding offlabeled
growth hormone)

1 Coverage for human growth hormone or equivalent is excluded unless specifically covered

and described in th&ummary of Medical Benefits

Non-prescription male contraceptives, e.g. condoms;

Dental products such as topical fluoride preparations and products for periodontal disease;

Hair removal or hair growth productsd., Propecia, Rogaine, Minoxidil, Vaniga);

Vitamin A derivatives (rémoids) for dermatologic use

Vitamin B12 injections (except for pernicious anemia, other specified megaloblastic anemias

not elsewhere classified, anemias due to disorders of glutathione metabolismspagtry

care or other bcomplex deficiencies), ailiemophilic factors including tissue plasminogen

activator (TPA), acne preparations, and laxatives (unless otherwise specifiedSohtbedule

of Medical Benefits

1 Anti-aging treatments (even if FE®pproved for otter clinical indications);

= =4 -8 4 -4

Educational ServicesExpenses for educational/vocational services, supplies or equipment
including (but not limited to) computers, software, printers, books, tutoring, visual aids, auditory
aides, and speech aides, programs $siat with auditory perception or listening/learning skills,
programs/services to remedy or enhance concentration, memory, motivation eeselém, etc.
(even if they are required because of iajury, illness ordisability of acoveredindividual).

EmployerProvided ServicesExpenses for services rendered through a medical department,

clinic or similar facility provided or maintained yayu oryour coveredR S LISY RSy 1a Q S Y LJ 2
for benefits otherwise provided under thiBlanor anyother Planthat PEBP contributes to or

otherwise sponsors (e.g., HMOSs).

Expenses Exceeding Maximum Plan Benefigpenses that exceed aRyanbenefit limitation
or PlanYear maximumbenefit as described in th&ummary and Schedule dfledical Benefits
sectiors.

Expenses Exceeding Usual and Customary Charges, Prevailing Ratekagdntracted Rates:
Any portion of the expenses for covered medical services or mgpiplat are determined by the
PlanAdministrator or its designee to exceed thsual andcustomarycharge, prevailing rates or
Plancontracted rate as defined in th€ey Terms anDefinitionssection
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Expenses for Which a Third Party Is ResponsiBbgpenses for services or supplies for which a
third party actually paidbecause of the negligence or other tmtis or wrongful act of that third
party (seeSiwbrogation and Third Party Recoveasction in this document or the separate Health
and Welfare Benefits Wrap Plan document availablenatv.pebp.state.nv.ug

Expenses Incurred Before or After Coveradexpensesfor services rendered or supplies
provided either before the patient became covered under the medical program or after the date

iKS
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regarding COBRA, refer to the separdigalth and Welfare Benefits Wrap Plan document

Experimental and/or Investigational ServicedJnless mandatedy law, expenses for any
medical services, suppliedrugs,or medicines that are determined by tidanAdministrator or
its designee to bexperimentaland/or investigationakervices afollows:

l

If outcome data from randomized controlled clinicaials, recommendations from
consensus panels, national medical associations, or other technology evaluation bodies
and from authoritative, peereviewed US medical or scientific literature:

Is insufficént to show that the procedure or treatment is safe, effective, or superior to
existing therapy; or

Does not conclusively demonstrate that the service or therapy improves the net health
outcomes for totabnappropriatepopulation for whom the service migbe rendered or
proposed over the current diagnostic or therapeutic interventions, evdhe service,
drug, biological, or treatment may be recognized as a treatment or service for another
condition, screening, otlness;

If the procedure or treatmenhhas not been deemed consistent with accepted medical
practice by the National Institutes of Health, the Food and Drug Administration, or
Medicare;

When the drug, biologic, device, product, equipment, procedure, treatment, service, or
supply cannot be Igally marketed in the United States without the final approval of the
Food and Drug Administration or any other state or federal regulatory agency, and such
final approval has not been granted for thatlication condition, or diease;

When a nationally recognized medical society states in writing that the procedure or
treatment is experimental; or

When the written protocols used by a facility performing the procedure or treatment
state that it is experimental. Clinical trials may i@l covered even if the procedure or
treatment is otherwiseexperimental olinvestigational. Refer to th&chedule of Medical
BenefitsandKey Terms and Definitiossctiors.

Fertility and Infertility ServicesExcept as otherwise specified in t8ehedule of Medical Benefits
section, 38 other costs incurred for reproduction by artificial means or assisted reproductive
technology (suchsinvitro fertilization, or embryo tranglants) except services directly related

to artificial insemination services up to the maximum benefit limit are excluded. This exclusion
includes treatments, testing, services, supplies, devices, or drugs intetalg@toduce a
pregnancy; the promotion of fertility including, but not limited to, fertility testing (except as
otherwise covered and described above); serial ultrasounds; services to reverse voluntary
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surgicallyinduced infertility; reversal of surgicalestlization; any service, supply, or drug used in
conjunction with or for the purpose of an artificially induced pregnancy-tigis¢ fertilization;

the cost of donor sperm or eggs;-witro fertilization and embryo transfer or any artificial
reproductiontechnology or thdéreezing of sperm or eggs or storage costs for frozen sperm, eggs,
or embryos;including, but not limited to, determining, evaluating, or enhancing the physical or
psychological readiness for pregnancy, procedures to improve the pagficipR & | 6 A £ A ( &
pregnant or to carry a pregnancy to terand any payment made by or on behalf of a participant
who is contemplating or has enteradto a contractfor surrogacy to a provider or individual
related to any services potentially includién the scope of surrogacy serviceperm donor for
profit or prescription (infertility) drugs; or GIFT or ZIFT procedures, low tubal transfers, or donor
egg retrieval aralsoexcluded

Foot/Hand Care Exclusions

Expenses fonon-symptomatic foot care such as the removal of warts (exg#pttar warts);

corns or calluses; and including but not limited to podiatry treatment of bunions, toenails, flat
feet, fallen arches, and chronic foot strain; angenses for routine foot car(including but not
limited to: trimming of toenails, removal of corns and callouses, preventive care with assessment
of pulses, skin condition and sensation) or hand care, (including manicure and skin conditioning),
unless thePlanAdministrator or its ésignee determines such care to bedically rcesary.
Routine foot care from aquiatrist for treatment of foot problems such as corns, calluses and
toenailsare payable for individuals with a metabolic disorder such as diabetes, or a neurological
or peripheraktvascular insufficiency affecting the feet.

Genetic Testing and Counseling:
1 Coverage is not available for tests solely for research, or for the benefit of individuals not
covered under thi®lan
1 Expenses for genetic testiragnd counseling are excludednless otherwise specified in
this PlarQ2 &chedule of Medical Benefits

GovernmentProvided ServicesExperses for health care services provided to aoeered
participant that federal, state, or local law (e.g. Tricare/Champus, VA, except the Medicaid
program), expenses for care required by a public entity and care for which there would not
normally be a charge

Hearing CareSpecial education and associated costs in conjunction vgithlanguage education
for a patient or family members.

Home Health Care:
1 Expenses for anjome health careserviceghat are not medically necessamther than
part-time, intermittent skilled nursing services and supplies;
1 Expenses under aome health careprogram for services that are provided by an

g2
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spouse, sibling by birth or marriage, dnild of the patient; or when the patient is ho
under the continuing care of physician;
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1 Expenses for a homemaker, custodiare; childcare, adultcare, or personal care
attendant, except as provided under tidamQ dospice coverage;
1 Expenses for any home health care services that is not prowgtemh organization or
professional licensed by the state to render home health services;
In-home services provided by certified nurse aids or home health aides;
Overthe-counter medical equipmentsupplies or any prescription drugs, except
otherwise provide in theSummary and Schedule of Medical Benefits
T 9ELISy&asSa F2N) yeg aSNBAOSE LINRPODOARSR &adzmadl
convenience or the convenience of a caregiver.

= =

Hospital Employee, Medical Students, Interns or ResiderEgpenses fothe services of an
employee of ahospital, skilled nursingatility or other health care facility, when the facility is
obligated to pay that employee.

Human Papillomavirus Vaccin@NRS695G.17) Required provision concerning coverage for
human papillomavirus vaccine.

1. A health care plan issued by a managed care organization must prowieeage for
benefits payable for expenses incurred for administering the human papillomavirus
vaccine as recommended for vaccination by a competent authority, including, without
limitation, the Centers for Disease Control and Prevention of the UnitedesStat
Department of Health and Human Services, the Food and Drug Administration or the
manufacturer of the vaccine.

2. A health care plan must not require an insured to obtain prior authorization for any
service provided pursuant to subsection 1.

3. An evidence of coverage for a health care plan subject to the provisions of this chapter
which is delivered, issued for delivery or renewed on or after July 1, 2007, has the legal
effect of including the coverage required by subsection 1, and anyigioovof the
evidence of coverage or the renewal thereof whednflicts withsubsection 1 is void.

4. C2NJ 0KS LJzN1lJ2aSa 2F GKA&a aSOGAz2y> aKdzyly LJ
Human Papillomavirus Recombinant Vaccine or its succegsoh is approved by the
Food and Drug Administration for the prevention of human papillomavirus infection and
cervical cancer.

lllegal Act:Expenses incurred by angweredparticipantfor injuries resulting from commission

(or attempted commission by thcovered participant) of an illegal act thBlan Administrator

determines involved violence or the threat of violence to another person, or in which any weapon

or explosive is used by tlwveredparticipant. ThePlanAR YA YA & 0 NI (G 2 NR& RS G S NI A
exclusion applies shall not be affected by any prosecution, or acquittal of (or failure to prosecute)

the covered participantn connection with the acts involved, unless sumgary is the result of a

physical or mental health condition or domesticleiace.

Intensive Outpatient Program:An intensive outpatient program (IOP) is a kindretment
service and support program used primarily to treat eating disorders, depressiohaself and
chemical dependency that does not rely @etoxification. IOP operates on a small scale and does
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not require the intensive residential or partial day services typically offered by the larger, more
comprehensive treatment facilities.

Internet/Virtual Office Visit: Expenses related to an onlime&ernet consultation with an oubf-
network physician or other healtrace practitioner (also called a virtualfice visit/consultation),
physicianpatient web service or fpysicianpatient email service (including receipt of advice,
treatmentplan, presciption drugs or medical supplies obtained) from an onimernet provider
who is not a participating nevider in thePlannetwork. Note: This Plan hasnaexclusiven-
network provider agreement with Doctor on Demand for telemedicine servicethfsrPlan.

Maternity/Family Planning:
Contraception: Expenses related to prescription or 4po@scription male contraceptive drugs
anddevices such as condonildbirth coursesandnondurable supplies.

Medically Necessary Emergency ServicBgquired provision concerning coverage for medically
necessary emergency services; prohibitions.

1 Each managed care organization shall provide coverage for medically necessary
emergencyservices provided at any hospital.

1 A managed care organization shall not requrecertificationfor medically necessary
emergency services.

o!a dzaSR Ay GKAa a4SOGA2YyZI aGaYSRAOILIffe& y
care services that are provided am insured by a provider of health care after the
sudden onset of a medical condition that manifests itself by symptoms of such
sufficient severity that a prudent person would believe that the absence of
immediate medical attention could result in:

(@) Serious jeopardy to the health of an insured;

(b) Serious jeopardy to the health of an unborn child;
(c) Serious impairment of a bodily function; or

(d) Serious dysfunction of any bodily organ or part.

1 A health care plan subject to th@rovisions of this section that is delivered, issued for
delivery or renewed on or after October 1, 1999, has the legal effect of including the
coverage required by this section, and any provisiothefplan or the renewal which
conflicts withthis secton is void(NRS695G.17)

Medically Unnecessary ServiceServiceor supplies determined by thBlanAdministrator or
its designee not to be adicallynecessary, as defined in tikey Terms and Definitiosection.

Modifications of Homes or VehicleExpenses for construction or modification to a home,
residence or vehicle requirdsecause ofininjury, illness ordisability of gparticipant including,
without limitation, any construction or modification (e.g., ramps, elevators, chairdiftsnming
pools, spas, air conditioning, asbestos removal, air filtration, hand emls;gency alert system,
etc.)
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No-Cost Service€Expenses for services rendered or supplies provided without cost, or for which

there would be no charge if the person receivihg treatment were not covered under thidan

No Provider RecommendatiorExpenses for services rendered or supplies provided that are not
recommended or prescribed by &ysician, except for covered services provided bglaavioral
health pactitioner, midwife or rurse midwife, nurse paditioner, physician assistant,
chiropractor, dentist, homeopth, podiatrist or certain wellness/preventive screening services.

Non-Emegency Hospital admissiorCare and treatment billed by flzospital for a noamedical
emergency admissionma Friday or Saturday, unlessgery is performed within 24 hours of the
admission.

Non-Emergency Travel and Related Expendegenses for and l&ted to noremergency travel
or transportation (including lodging, maés and related expenses) of @aith care provider,

participantexcept where otherwisspecified in the utilization management sectitor organ/

tissuetransplants and bariatric weightosssurgeryor certain sirgeries performed in aurgery
center, inpatient hospitabr outpatient setting as determined bthis PlarQQ @M company

hOOdzLJ GA2Yy I LffySaax Lyzadz2NE 2N / AlyeRpgedsds2 ya {
incurred by you or any ofour covereddependents arising out of aturingemployment if the

injury,if f ySaa 2NJ O2yRAGA2Y Aa &dzoaSOi G2 O02@SNI 3
Compensation, or occupational disease (or similar) law.

Opthalmic Products:NRS695G.172 Required provision concerning coverage for early refills
of topical ophthalmic products.

1. A managed care organization which offers or issues a health care plan that provides
coverage for prescription drugs shall not deny coverage for a topical ophthalmic product
which is otherwise approved for coverage by the managed care organization when the
insured,pursuant toNRS 639.239%eceives a refill of the product:

(a) After 21 days or more but before 30 days after receiving anda&80supply of the
product;

(b) After 42 days or more but before 60 days after receiving angd®0 supply of the
product, or

(c) After 63 days or more but before 90 days after receiving and@®0supply of the
product.

2. The provisions of this section do not affect any deductibles, copayments or coinsurance
authorized or required pursuant to the health care plan.

3. An evidence ofoverage subject to the provisions of this chapter which provides coverage
for prescription drugs and that is delivered, issued for delivery or renewed on or after
January 1, 2016, has the legal effect of including the coverage required by this section,
and any provision of the evidence of coverage or renewal which isnflicowith this
sectionisvoid ! & dzaASR Ay (GKAA&A aSOGA2yIT adG2LAOL
prescription drug which is applied directly to the eye from a bottle or by meaagloop.
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Orally Administered Chemotherapyfhis Plan complies witRS 695G.16Required provision
concerning coverage for orally administered chemotherapy.
Amanaged care organization that offers or issues a health care plan which provides coverage for
the treatment of cancer using chemotherapy shall not:

1. Require a copayment, deductible or coinsurance amount for chemotherapy administered
orally by means of a pscription drug in a combined amount that is more than $100 per
prescription. The limitation on the amount of the deductible thagy be required
pursuant to this paragraph does not apply to a health benefit plan, as defin&lRiB
687B.470if the health benefit plan is a high deductible health plan, as defined in 26 U.S.C.
§ 223, and the amount of the annual deductible has not bestrsfied.

a) Make the coverage subject to motaey limits that are less favorable for
chemotherapy administered orally by means of a prescription drug than the monetary
limits applicable to chemotherapy which is administered by injection or intravenously.

b) Decrease the monetary limits applicable to ofeherapy administered orally by
means of a prescription drug or to chemotherapy which is administered by injection
or intravenously to meet the requirements of this section.

2. An evidence of coverage for a health care plan subject to the provisions ahiiger
which provides coverage for the treatment of cancer through the use of chemotherapy
and that is delivered, issued for delivery or renewed on or after January 1, 2015, has the
legal effect of providing that coverage subject to the requirements of slection, and
any provision of the evidence of coverage or renewal which is in conflict with this section
is void.

3. Nothing in this section shall be construed as requiring a managed care organization to
provide coverage for the treatment of cancesing chemotherapy administered by
injection or intravenously or administered orally by means of a prescription drug.

Orthodontia: Expenses for any services relating to orthodontia evaluation and treatment even if
the orthodontia services are provided as the result oaoident or medical condin.

Partial Hospitalization ServicePartial hospitalization servicalso known as PHP, is a type of
program used to treat mental illness and substance abuse in which the patient continues to
reside at home, but commutes to a treatment center up to seven days a week. This service model
focuses on the overall treatment of the individual and is intended to avert or redugmiient
hospitalization Services are typically provided in either a hospital setting or by asha®ding
community mental health center. Treatment during a typical degyrmclude group therapy,
psycheducational groups, skill building, individual therapy, and psychopharmacological
assessments, and chenls. Programs are available for the treatment of alcoholism and
substance abuse, Alzheimer's disease, anorexia anahiaylilepression, bipolar disorder, anxiety
disorders, schizophrenia, and other mental illnesses.

Personal Comfort ItemsExpenses for patient convenience, including (but not limited to) care of
family members while thearticipantis confined to dospital (or other health care facility, or to

bed at home), guest meals, television, VCR/DVD, telephone, barber or beautician services, house
cleaning or maintenance, shopping, birth announcements, photographs of new babies, etc.
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Prophylactic Surgery offreatment: Unless otherwise noted in this document, expenses for
medical or surgical serviseor procedures, including prescriptiorrugs and the use of
prophylacticsurgery(as defined in th&key Terms an@®efinitionssedion), when the services,
procedures, Prescription of Drugs, or Prophylastitgeryis prescribed or performetbr:
1 Avoiding the possibility or risk of anlimess, disease, physical orental disorderor
conditionbased on family history and/@enetic est results, in certain circumstances; or
1 Treating the consequences of chromosomal abnormalities or genetically transmitted
characteristics, when there is an absence of objective medical evidence of the presence
of disease or physical arental dsorder. Participants should use tHdarQQ @M company
to assist in the determination of a proposedrgeryto determine if it is or is not covered
under this Plan.

NOTE:Some prophylactic surgeries may be covered underRlasif certain criteria are rat.
Please refer to theSchedule of Medical Benefisection For additional information, please
contactthis PlarQQ @M companyor daimsAdministrator.

prophylactic drugs are excluded.

Private Room in a Hospital or Health Care Facilifjte use of a private room inkespital or
other health care facility, unless the facility has only private room accommodations, or unless the
use of a private room is certified agdicallynecessary byhe PlanAdministrator or its designee.

Prostate ScreeningRequired provision concerning coverage for prostate cancer screening.

1. A health care plan issued by a managed care organization that provides coverage for the
treatment of prostate cancemust provide coverage for prostate cancer screening in
accordance with:

a) The guidelines concerning prostate cancer screening which are published by the
American Cancer Society; or

b) Other guidelines or reports concerning prostate cancer screening which are
published by nationally recognized professional organizations and which include
current or prevailing supporting scientific data.

2. A health care plan issued by a managed care organization that provides coverage for the
treatment of prostate cancer must naequire an insured to obtain prior authorization
for any service provided pursuant to subsection.

3. Any evidence of coverage for a health care plan issued by a managed care organization
that provides coverage for the treatment of prostate cancer which iwveledd, issued for
delivery or renewed on or after July 1, 2007, has the legal effect of including the coverage
required by subsection 1, and any provision of the evidence of coverage or the renewal
which is in conflict with subsection 1 is void.

Rehabiltation Therapy (Inpatient or Outpatient):

1 Expenses for educational, job training, vocational rehabilitation, and/or special education
for sign language.

1 Expenses for massage therap®lfing, and related services.
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1 Expenses incurred at anpatient rehallitation facility for any inpatient rehabilitation
therapy services provided to an individual who is unconscious, @s®ator in the
judgment of thePlanAdministrator or its designee, is otherwise incapable of conscious
participation in the therapy services and/or unable to learn and/or remember what is
taught, including (but not limited to) coma stimulation programs and services.

1 Expenses fomaintenancerehabilitation, as defined in th&ey Terms an®efinitions
section

1 Expenses for speecthdrapy for functional purposes including (but not limited to)
stuttering, stammering and conditions of psychoneurotic origin; or &hildhood
developmental speech delays and disorders.

1 Expenses for treatment of delays in childhood speech development, unless as a direct
result of aninjury, surgery,or the result of a covered treatment.

1 Expenses for cognitive therapy are excludedess related to shorterm services
necessitated by a catastrophic neurological event to restore functioning for activities of
daily living.

1 Therapies, psychological services, counseling, or tutoring services for developmental
delay or learning disability

1 Treatment of mental retardation, Down syndrome, or autism (unless specified otherwise
within the Summary and Schedule of Medical BensBtgions) that a federal or state law
mandates that coverage be provided ammhid for by a school district or other
governmental agency.

Service AnimalsExpenses for the purchase, trainjmgy maintenance of any type of service
animal, even if designated asedicallynecessary

Smoking Cessation or TobacWdithdrawal: Expenses for neprescription (over the counter)
tobacco/smoking cessation products such as nicotine gum or patches, unless prescribed by a
physician. There are noebhefits payable for theuse of electronic cigarettesP?rescription
smoking/tobaco cessationproducts are payable under the prescriptiorug benefit as
described in theSchedule of Medical Benefésction.

StandBYy Physicians or Health Care Practitiondtgpenses for amyhysician or othehealth are
provider who did not directly provide or supervise medical services to the patient, even if the
physician or kalth care practitioner was available on a staifiy basis.

Telephone CallsExpenses foall telephone calls betwen aphysician or otherhealth are
provider and any patient, other healthace provider, UM company orvendor; or any
representative of this?lanfor any purpose whatsoever.

Telehealth: NRS695G.162 Required provision concerning coverage for services provided
through telehealth

A health care plan issued by a managed care organization for grovgrage must include
coverage for services provided to an insured through telehealth to the same extent as though
provided in person or by other means.
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A managed care organization shall not:

(a) Require an insured to establish a relationship in parwith a provider of health care or
provide any additional consent to or reason for obtaining services through telehealth as
a condition to providing the coverage described in subsection 1;

(b) Require a provider of health care to demonstrate thasinecessary to provide services
to an insured through telehealth or receive any additional type of certification or license
to provide services through telehealth as a condition to providing the coverage described
in subsection 1;

(c) Refuse to povide the coverage described in subsection 1 because of the distant site from
which a provider of health care provides services through telehealth or the originating
site at which an insured receives services through telehealth; or

(d) Require covere services to be provided through telehealth as a condition to providing
coverage for such services.

3. A health care plan of a managed care organization must not require an insured to obtain
prior authorization for any service provided through teéalth that is not required for
the service when provided in person. Such a health care plan may require prior
authorization for a service provided through telehealth if such prior authorization would
be required if the service were provided in person grdther means.

4. The provisions of this section do not require a managed care organization to:

(a) Ensure that covered services are available to an insured through telehealdim at
originating site;

(b) Provide coverage for a serviceathis not a covered service or that is not provided by a
covered provider of health care; or

(c) Enter into a contract with any provider of health care or cover any service if the managed
care organization is not otherwise required by law to do so.

5. Evidence of coverage that is delivered, issued for delivery or renewed on or after July 1,
2015, has the legal effect of including the coverage required by this section, and any
provision of the plan or the renewal whiconflicts with this sectio is void.

6. As used in this section:

@da5AaGlryld aAdSée KIFa WRSSE29853 yAy3a | aONROSR
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Topical Ophthalmic ProductgNRS695G.172 Required provision concerning coverage for
early refills of topical ophthalmic products.
1. A managed care organization which offers or issues a health care plan that proawdeage
for prescription drugs shall not deny coverage for a topical ophthalmic product which is
otherwise approved for coverage by the managed care organization whennsuzed,
pursuant toNRS 639.239%eceives a refill of the product:
(a) After 21 days or more but before 30 days after receiving ang&0supply of the
product;
(b) After 42 days or more but before 60 days after receiving anga@0supply of the
product; or
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(c) After 63 days or more but before 90 days after receiving ang@0supply of the
product.

2. The provisions of this section do not affectyasheductibles, copayments or coinsurance
authorized or required pursuant to the health care plan.

3. Anevidence of coverage subject to the provisions of this chapter which provides coverage
for prescription drugs and that is delivered, issued felivery or renewed on or after
January 1, 2016, has the legal effect of including the coverage required by this section,
and any provision of the evidence of coverage or renewal whafflicts with this
section is void.

4. As used in this sectiomy 4 2 LA OF f 2 LK GKIFf YAO LINRBRdAzOG¢ YSI
which is applied directly to the eye from a bottle or by means of a dropper.

Tranglant (Organ and Tissue):

1 Expenses for human organ and/or tissue transplants that are experimental and/or
Investigational, including (but not limited to) donor screening, acquisition and selection,
organ or tissue removal, transportation, transplants, poperative services and dgs or
medicines, and all complications thereof, except those transplant services as described
under Transplants in thBchedule of Medical Benefits

1 Expenses related to nemuman (Engrafted) organ and/or tissue transplants or implants,
except heart valves.

1 Expenses incurred by the person who donates the organ or tissue, unless the person who
receives the donated organ/tissue is the person coverechisy/lan.

Travel Outside of the United Statefny services received outside the United States are excluded
unless deemed to be urgent or emergency care.

Urgent CareAny urgent care services that are received-ofshetwork are excluded unless the
urgent care service is receivedibof-areaas defined in th&key Terms and Definitions

Vision CareCharges for the fitting and cost of visual aids, vision therapy, eye therapy, orthoptics
with eye exercise therapies, refractive errors including but not limited to eye exams and surgery
done in treating myopia (except for corneal graft); ophthalmologmaivices provided in
connection with the testing of visual acuity for the fitting for eyeglasses or contact lenses,
eyeglasses or contact lenses (except coverage for the first pair of eyeglasses or contact lenses
following cataract surgery); and surgicat@ction of near or far vision inefficiencies such as laser
and radial keratotomy are excluded, except as otherwise specified irPtai€2 Summary and
Schedule of Medical Benefits

War or Similar EventExpensesncurred because ofan injury orillness due to- LJ- NI A OA LI vy
participation in any act of war, either declared or undeclared,-lka act, riot, insurrection,
rebellion, or invasion, except as required by law.

Weight Management and Physical Fitness:
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1 Medical or surgical treatment for weighelated disorders including (but not limited to)
surgical interventions, dietary programs apdescription dugs except those services
specified in theSummary and&chedule of Medical benefitSurgery for weight reduction
must be performed at a Bariatric Center of Excelleliogenses for weight loss surgery
performed without aprecertificationfrom the UM company will be denied.

1 Expenss related toprograms such a@/eight Watchers, Jenny Craig, Nt#gistems, Slim
Fast or the rental or purchase of any form of exercise equipment.

1 Expenses for medical or surgical treatment of severe underweight, including (but not
limited to) high calorie and/or high protein food supplements or other food or nutritional
supplements, except in conjunction witlmedically necessary treatment of anorexi
bulimia,or acute starvation. Severe underweight means a weight more than 25 percent
dzy RSNJ y2NXIf 062R@& ¢ SA 3 Keight,&ngl NddyiifiérSe basedioh Sy (i Q a
weight tables generally used Ippysicians to determine normal body weight.

1 Expenss for memberships in or visits to health clubs, exercise programs, gymnasiums,
and/or any other facility for physical fitness programs, including exercise equipment.

1 One obesity relatedsurgery per ifetime while covered under any PEBP -$etfded
medicd Plan(e.g., PPO, CDHP and Premier Plan).

Other Benefit Exclusions

1 Stress reduction therapy or cognitive behavior therapy for sleep disorders.

1 Sleep therapy (except for central or obstructive apnea when medically necessary and
when aprecertificationhas been received from thdM company), behavioral training or
therapy, milieu therapy, biofeedback, behavior modification, sensitivity training,
hypnosis, electro hypnosis, electsbeep therapy, electrmarcosis, massage therapy, and
gene therapy.

1 Charges that result from appetite control, food addictions, eating disorders (except
documented cases of bulimia or anorexia that meet standard diagnostic criteria as
determined by us and present significant symptomatic medical problems) or any
treatment o obesity, unless otherwise provided in tBe@mmary and Schedule of Medical
Benefits

1 Except as otherwise provided in ttgchedule of Medical Benefitdrugs, medicines,
procedues, services, and supplies to correct or enhance erectile function, enhance
sensitivity or for sexual dysfunction (organic or inorganic), inadequacy, or enhancement,
including penile implants and prosthetics, injections, and durable medical equipment.

1 Plaelet rich plasma and stem cell related musculoskeletal injections;

1 Aroma therapy, massage therapy, reiki therapy, thermograph, orthomoleculaaplye
contact reflex analysis, i@Energetic Sychronization Technique (BEST), colonic
irrigation, magneticninervation therapy and electromagnetic therapy.

1 Natural and herbal remedies that may be purchased without a prescription (over the
counter), through a web site, at a PhysiciarCsrA NP LINaFfi@ joean&Yetail location
are excluded, unless otherwise specified in tBammary and Schedule of Medica
Benefits
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Exclusive Provider Network

This section includes information about hamvnetwork and aut-of-network benefitswork and
how emergency health services are covered.

ThePlanonly providesin-network benefits which generally pay at a higher level thaumt-of-
network benefits (refer to the Summary and Schedule of Medical Beneditsl the Benefit
Limitations and Exclusiosections for more information In-network benefitsare payable for
covered &penses whiclare:

w Provided by afn-network physicianor otherin-network provider, or

w Considered to be an owdf- network benefit exception.

Payment forin-network benefits are based on thén-network provideQ a vy ®draté asl
established by the rtevork.

The Plan Administrator or its designee arranges f@roviders to participate in a etwork. In-
network providers are independent practitioners.

The credentialing process confirms public information aboutpghavideQ&d f A OSy aSa | yF
credentials butdoes not assure the @ity of the services provided®efore obtaining services

you should always verify theetwork status of grovider. AprovidelQa & G Gdza YI & OKI
are responsible for verifying providerQ getwork status prior to receiving services, even when

you are referred by anothen-network provider.

It is possible that you might not be able to obtain services fronmanetwork provider. You also
might find that an in-network provider may not be accepting new patients. Ipeoviderleaves
the network or is otherwise not available to you, you must choose anoitiaetwork provider
to getin-network benefits

Do not assume that aim-networkprovideQ @ | 3 NB S Y S \averdd gpehisdgRSsriim- | f f
network providers agree to provide only certacovered expenses, but not alovered &penses.
Somein-network providers choose to be ann-network provider for only some products. You
may contactthe Qaims Administrator for assistanceni choosing grovider or with questions
about aLINE @ n&vibPaiticipation.

Other Providers

If you have a medical condition thidite AaimsAdministratoror the UM companybelieves needs
special services, they may direct you toraviderchosen by them. If you require certain complex
covered servicefr which expertise is limitedhe daimsAdministratoror the UM companymay
direct you to an oubf-network provider.
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In both caseshenefitswill only be paid if youraveredexpenses for that condition are provided
by theproviderchosen bythe daim@ Administratoror the UM company

Out-of-Network Benefits
Out-of-network benefitsare not provided under tis Planexcept as specified in tHeummary and
Schedule of Medicdltilization Managemenand Benefit Limitations and Exclusicsesctions.

Medical Claims Administration

How MedicaBenefitsare Paid

Plan kenefits are considered for payment on the receipt of written proof of claim, comlgn
called a billGenerally, kalth care providers send their bill tthe daimsAdministratordirectly.
Plan lenefits foreligible services performed by healtare providers wil then be paid directly to
the provider delivering the services. Wheoinsurance ocopayments apply, you are responsible
for paying yur share of these charges.

If services are provided through thef | nét@a@rk, the health care provider may submit the
proof of claim directly tathe aims Administrator;, however, yu will be responsile for the
payment to thehealth @re providerfor any applicableoinsurance ocopayments.

If a health care provider does not submit a claim directly tioe QaimsAdministratorand instead
sends the bill toyou, you should follow the steps outlined ihis section regardinglow to File a
Claim If, at the timeyou submit wur claim,you furnish evidence acceptable to thlan

Administrator or its designeetife daims Administrator) thatyou or your covered ependent

paid some or all of those chargddanbenefits may be paid tgou, but only up to the amount
allowed by thePlanfor those services aftdPlanyear @insuranceor coppyments anounts are

met.

How to File a Medical Claim

All daims must be subitted to the Planwithin 12 months from the date of service. NRlan
benefits will be paid for any claim submitted after this joek Benefitsare based on thé&lam a
provisions in place on the date of service.

Most providers send their bills directly to th@aimsAdministrator, however, forproviders who
do not bill thePlandirectly, you may be sent a bill. In that case, follow these steps:
f Obtain aclaim formfrom the aimsAdministrator2 NJ t 9 . t Q& ¢ Badicipani S 0 & S ¢
Contact Guidsectionin this document for details on address, phone and website).
1 Complete theparticipant part of the claim form in full. Answer every question, even if the
FYA6SNI Ad GYAF SO DNISa bk ! 0 dé
1 The instructions on the claim form will tglbu what documents or medical information
IS necessary to support the claim. Yqinysician health care pactitioner ordentist can
complete the health are providerpart of the claim form, oyou can attach the itemized
bill for professional services if it contaiathe following information:
9 A description of the services or supplies provided includpyopriate procedure codes;
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Details of the charges for those services or supplies;
Appropriate diagnosis code;

Date(s) the services or supplies were provided;
t FGASydiQa yI YST

Providead Yy I YSZ I RRNBa

= =4 8 -4 -8 -4 -9

ProvideQa & A 3yl (dzNB o

Please reviewour bills to be sure they are appropriate and correct. Report any discrepancies in
billing to the Aaims Administrator. This can reduce costs t@u and thePlan Complete a
separate clainform for each person for whoRlanbenefits are beig requested. If anothdPlan

is the primary payer, send a copy of the otlRtarQ) Bxplanatiorof Benefits(EOB) along whtthe

claim you submit to thi®lan

To assure that medicalhprmacy ordental expensesau incur are eligible under thidlan the
Plan has the right to request additional information from armpspital, facility, pysician,
laboratory, radiologist, dentist, [parmacy orany other eligible medical oremtal provider. For
example, thePlanhas the right to denput of pocketmaximum credior payment to gorovider
iftheprovideQd oAff R2Sa y20 AyOftdzRS 2NJ A& YAaaAiy3d
is not an alinclusive list.

1 Itemized bill to include but not be limited taProper billing codes such as CPT, E&P
Revenue Codes, CDT, i€GBnd ICD 10.
Date(s) of service.
Place of service.
ProvideQa ¢+ E LRSYyGEMAOF GA2Y bdzyo SNJ
ProvideQa & A3yl (dz2NB o
Operative report.
Patient ledger.
Emergencyoom notes.
Providerssuch as hospitals and other facilities that bill for items, such as orthopedic
devices/implants or other biomaterial to provide to ti@aimsAdministrator, a copy of
G§KS YI ydzF I Ol dzZNB NI & k 2 -Nda Inybikel tHatlidke2tly Supplied sughd f S
medical devices to the health care provider. This Plan will deny payment for such medical
devices until the hospital or facility provides a copy of the invoice to @mms
Administrator.

= =4 4 48 -8 -8 -5 19

NOTECIlaims ar@rocessed by th€laims Administratorin the order they are receivedf a claim
ishelddNJ a&a2Fi RSy A StRik-paiityQaiins Adfiinkstyator isthsldng the claim to
receive additional information, either from thgarticipant, theprovider or to get clarification on
benefits to be paid. A claim that is held or soft denied will be paid or processed when the
requested additional information is received. Claims filed while anotheam(s)is held or soft
denied may be paid or processed even though they were recdated
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It isyour responsibility to maintain copies of tiexplanationof Benefits (EOB)rovided toyou

by the Aaims Administrator orprescription dug administrator. Gpies of EOBlocuments are

available on thehird-partydaimsAR YA YA AN 62 NR& 6S0aAGS odzi Ol yy

its third-party AaimsAdministrator do notprovide printed copies of EGButside of the original
mailing.

Where to Send the Claim Form

Send the completed claim form, the bytbu received retain a copy for your recorgilsand any
other required information tothe AaimsAdministrator at the address listed in tHearticipant
Contact Guidsectionin this document.

Appeals Procedurddnderthe Plan

What Can Be Appealed?

You have the right to ask PEBP or its designees to reconsi@eivarsebenefit determination
resulting in a denial, reduction, termination, failure to provide or make payments (in whole or in
part) for a service or treatment, agescission of coverage (retroactive cancellation).

Discretionary Authority dhe Plan Administrataandits Designee

In carrying out their respective responsibilities undeistRlan the Plan Administrator andits
designees have discretionary authority to interpret the terms of #lanand to determine
eligibility and entitlement toPlan benefits in accordace with the terms of thePlan Any
interpretation or determination made under that discretionary authority would be given full
force and effect, unless it can be shown that the interpretation or determination was arbitrary
and capricious. Services thakatovered, as well as specifitanexclusions are described in this
document.

Medical and Dental ClaiAppeals

Written Notice of Adverse Benefit Determination

ThePlanor its designeethe third-party ClaimsAdministrator, will notify you inwriting of an
adversebenefit determination resulting in a denial, reduction, termination, or failure to provide

or make payments (in whole or in part) of a benéfite notice wilexplain the reasons why, with
reference to thePlanprovisions as to thedsis for the adverse determinatiand it will explain

what steps to take to submit a Level 1 Claim App@#ien applicable, theotice will explain

what additional information is required fromgou andwhy it is neededA participantor their
designee cannot circumvent the claims and appeals procedures by initiating a cause of action
against the PEBP (or State of Nevada) in a court proceeding.

The appeal process works as follows:

Level 1ClaimAppealNAC 287.670
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Appeals Procedures Under the Plan
If your claim is deied, or if you disagree with the amount paid on a claim, you may request a
Level 1 Claim Appeal from the thipdirty Claims Aministrator within 180 days of the date you
received the Explanation of Benefits (EOB) which provides the claim determinatitume Fa
request a Level 1 Claim Appeal in a timely manner will be deemed to be a waiver of any further
right of review of appeal under the Plan, unless good c@agemonstrated. The written request
for appeal must include:

1 The name and Social Secufitymber, or identification number of the participant;
1 A copy of the EOB related to the claim being appealed; and
1 A detailed written explanation why the claim is being appealed.

You have the right to review documents applicable to the denial and to submit your own
comments in writing. The thirgarty Claims Aministrator will review your claim (by a person at

a higher level of management than the one who originally denied thengldf any additional
information is needed to process your request for appeal, it will be requested promptly.

The thirdparty administrator will issue a decision of your Level 1 Claim Appeal in writing within
20 days after receipt of your request forgal. If the decision upholds the denial of benefits in
whole or in part, the notification to you will explain the reasons for the decision, with reference
to the applicable provisions of the Plan upon which the denial is based. The notification will
explan the steps necessary if you wish to proceed to a Level 2 Appeal if you are not satisfied with
the Levell decison.

Level ZClaimAppealNAC 287.680

If you are unsatisfied with the Level 1 Claim Appeal decision made by thepturind
administrator, you may file a Level 2 Claim Appeal to the PEBP Executive Officer or designee by
completing a Claim Appeal Request for@laim Appeal Request fosmare avdable at
www.pebp.state.nv.uor by request by contacting PEBP Customer Service ab3#3000 or
800-326:5496. A Level 2 Appeal must be submitted to PEBP within 35 days after you receive the
Level 1 Appeal detmination. Your Level 2 Appeal must include a copy of:

1 Any document submitted with your Level 1 Appeal request;
1 A copy of the Level 1 Appeal decision; and
1 Any documentation to suppostour request.

The Executive Officer or designee will use all resauiasilable to assure a thorough review is
completed in accordance with provisions of the Plan.

A Level 2 Appeal decision will be given to you in writing by certified mail within 30 days after the
Level 2 Appeal request is received by the Executive Officer or designee. A Level 2 Appeal
determination will explain and reference the reasons for the siedi, including the applicable
provisions of the Plan upon which the determination is based.
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Standard Request for External Claim ReMa&® 287.690

ly 9EGSNYyLt /fFAY wSOASS Yl & 6S NBIdSaiSR oé
physician air exhausting the Level 1 and Level 2 Claim Appeals process. This means that you
YIe KFE@S | NAIKG (2 KIFI@S GKS tflyQa 2N Ada RS
care professionals if the adverse benefit determination involved making a judgaseto the

medical necessity, appropriateness, health care setting, level of care or effectiveness of the
health care setting or treatment you requested.

An External Claim Review request must be submitted in writing to the Office for Consumer Health
Assstance (OCHA) within four (4) months after the date of receipt of a notice of the Level 2 Claim
Appeal decision. ArExternal Review Request Fois available on the PEBP website at
www.pebp.state.nv.usThe OCHA will assign an independent external review organization within
five () days after receiving the request. The external review organization will issue a
determination within 15 days #&dr it receives the complete information. For standard Request
for External Claim Review, a decision will be made within 45 days of receiving the request.

A Request for External Claim Review must include:
1 completed and signed External Review Requeshfo
1 a copy of the EOB(s) related to the claim(s) being reviewed;
1 a detailed written explanation why the external review is being requested; and
1 any additional supporting documentation.

The Request for External Claim Review must be submitted to:
Office fa Consumer Health Assistance

555 East Washington #4800

Las VegadNV 89101

Phone: (702) 488587,

(888) 3331597

Fax 702486-3586

Web:www.govcha.nv.gov

Appealing a Utilization Managemddetermination

The UM company is staffed with licensed health care professionals, who utilize nationally
recognized health care screening criteria along with the medical judgment of their licensed health
care professional, operating under a contract witletRlan to administer utilization review
services. The review includes a process to determine the medical necessity, appropriateness,
location,and cost effectiveness of health care servid@spending on the service,raview may

occur before, during, or feer the services are rendered, including, but not limited to
precertification/pre-authorization; concurrent and/or continued stay review; discharge planning;
retrospective review; and case management.
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Pursuant to applicable NRS 695G, you have the following appeal processes for any adverse
benefit determination made during the precertification, concurrent review, retrospective review,

or case management. An appeal may be initiated by the participardtitig provider, parent,

legal guardian, or person authorized to make health care decisions by a power of attorney.

The UM company will utilize a physician (other than the physician who rendered the original
decision) to review the appeal. This physiasuBoard Certified in the area under review and is

in active practice. Refer to th@articipant Contact Guidd 2 NJ 6§ KS !a O2YLJI yeéc
information.

Internal UM Appeals Review
Expedited Internal UM gpeal Review

You may request an expedited appealiesv of a denied precertification of a hospital admission,
availability of care, continued stay or health care service for which you received emergency
services but have not been discharged from the facility providing the care; or if the physician
certifiesthat failure to proceed in an expedited manner may jeopardize your life or health or the
life or health of your covered dependent or the ability for you or your covered dependent to
regain maximum function.

Requests for an expedited internal UM appealiew may be made by telephone or any other
reasonable means to the UM company that will ensure the timely receipt of the information
required to complete the appeal process. If your physician requests a consultation with the
reviewing physician, this witiccur within one business day. The UM company will decide on an
expedited appeal within 72 hours of receipt of the information needed to complete the appeal.
The results of the determination of an expedited appeal will be provided immediately to the
managng physician by phone and in writing to the patient, managing physif@atity, and the
third-party administrator.

If the appeal review request is denied, the UM company will provide the member with an adverse
benefit determination letter includinghe clinical rationale for the noeuertification decision and

the member may pursue an external appeal as described in NRS 695GIR&1695G.275.

Standard Internal UM Appeal Review

If you have a denied precertification request (or a denialkventification at any other level of

UM review such as concurrent review, retrospective review, or case management issue) and you
do not qualify for an expedited appeal, you may request a standard appeal review. Requests for
standard appeal review may be made bytimg to the UM company.
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Requests for standard appeal review must be made within 180 days of the date of the denial/non
certification. Actual medical records are encouraged to be provided to assist the reviewer.
Standard appeals for preervice denials Wibe reviewed by a physician within 15 days of the UM
O2YLIl yeQa NBOSALINI 27 Seivbe tiddnedzid e completdd@Bithina T2 N
20 days of the receipt of the request. The results of the determination of a standard appeal will

be providced in writing to the patient, managing physicidacility,and third-party administrator.

A participant or their designee can choose to bypass the internal appeals process from adverse
benefit determinations resulting from the UM company and request \dew by an external
review organization.

ExternalUM AppeaReviews

Anexternalreview may be requested byparticipantand/or theparticipanQ & (i N&/siciai y 3
after you have exhausted the interndM appeal review process. This means that you may have
arightto haveth@lanAR Y A y A & (i NI { 2 NXdacis@riNévievied by Rd&epehd@nfiiit Q &
care professionals if thedaersebenefit determination involved making a judgment as to the
medical necessity, appropriateness, health care setting, level of care or effectiveness of the
health care setting or treatment you requested.

For requests involvingdversebenefit determinations resulting from the utilization management
program only, aarticipantor their desigee can choose to bypass thiv O 2 Y LJI e¥pedied
appealprocess andtandardappealprocess and request a review by externalreview board.

Expedited Request for External RevieveServicdJM Appea)

For adverse benefitleterminations resulting from the UM company, a participant or their
designee can choose to bypass the internal UM appeal process and request a review by an
external review organization.

Expedited external review is available only if tequest is filedvithin four months after the date

of receipt of a notice of an adverse benefit determination andtide G A Sy 4§ Qa G NBIF GA Yy
certifies that adherence to the time frame for the standard external review would seriously
jeopardize the life or health of # covered individual or would jeopardize the covered
AYRAGARIZ £ Qa FtoAfAGe (2 NBILAY YFIEAYdzY TFdzy Ol
Consumer Health Assistance (OCHA) will approve or deny a request for an external review of an
adverse determinatin not later than 72 hours after receipt from the provider. If OCHA
determines the request qualifies for expedited review, a final of the external review will made by

the external review organization within 72 hours of receipt and the provider and paitipill

be notified within 24 hours.

A participant may file a request for an expedited external review with the Office for Consumer
Health Assistance (OCHA) if the request is filed within(umonths after the date of receipt of
a notice of an advese benefit determination or final internal adverse benefit determination. An
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expedited external review request form, which includes a certification of treating provider for
expedited consideration can be found on the PEBP websitevat.pebp.state.nv.us

The request must be submitted to:
Office for Consumer Health Assistance
555 East Washington #4800

Las VegadNV 89101

Phone: (702) 488587,

(888) 3331597

Fax 702486-3586
Web:www.govcha.nv.gov

Standard Request for External UM Review

A standard request for external UM review may be filed with the Office for Consumer Health
Assistance (OCHA) if the request is filed within {dumonths after the date of receipt of a notice

of an adverse benefit determination or final internal advebsmefit determination. A standard
external review request form can be found on the PEBP websiievat.pebp.state.nv.us

I a0 yRFNR SEGSNYIE NBOASS RSOAAAZY mduést 0S5 YI

As with the expedited external review, a standard external review must be submitted to the
Office for Consumer Health Assistance at the contact information listed above.

Experimental and/or Investigation&laim/UMExternal Rview

If you receved a denial for a service, durable medical equipmenbcedure,or other therapy
because the thireparty administrator or the UM company determined it to be experimental
and/or investigational, you may request an external review. To proceed with the experimental
and/or investigational external review, you must obtaigertification from the treating physician
indicating that the treatment would be significantly less effective if not received.

Il Gt KEaAOALY [/ SNIAFTAOIGAZ2Y 2F 9ELISNARYSyGlFftkLYy
the PEBP website at www.pelsgate.nv.us.

After this form is completed by the treating physician, it should be attached tofeguest for
OEGSNYIt wSOASEE F2NXY YR &dodYAGGSR (G2 GKS h¥

Office for Consumer Health Assistance
555 East Washingto#4800

Las VegadNV 89101

Phone: (702) 488587,
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(888) 3331597
Fax 702486-3586

Web: www.govcha.nv.gov

Prescription Drug Review and Appeals

A participanthas the right to request that a medication be covered or be covered at a higher
benefit (e.g., lower copay, higher quantity, etc.). The firsuesy for coverage is called an initial
coverage eview. The Pharmacy Benefit Manager reviews both clinical anddministrative
coverage review requests.

Clinical Coverage Review

The initial clinical coverageview is a request for coverage or medication that is based on clinical
conditionsof coverage that are set by thRlan for example, medications that require faior
authorization To make an initial determination for a clinical coverageview request, the
prescribingohysicianmust submit specific information for review.

How to Request a Clinical Coverage Review

The preérred method to equest an initial clinicalewview is for the prescribinghysicianto

submit the prior authorizationrequest electronically. Alternately, thearticipanQd LINB & ONXR 6 2
physicianor pharmacist may call ExpreSgripts atl-855-889-7708 or the prescriber may submit

a completed Initial Coverage Review form obtained online at www.express
scripts.om/services/physicians/. (Homeetivery coverage review requests aagitomatically

initiated by the home delivery pharmacy as pafffilling the gescription.)

Administrative Coverage Review
The initialadministrativecoveragereview is a request for coverage of a medication that is based
onthePlaRa o60SYySTAG RSaA3dyod

How to Request an Administrative Coverage Review

To request annitial administrativecoveragereview, theparticipantmust submit the request in
writing to ExpressScripts to the attention of the Benefit Coverage Review Department (see
Participant Contact Guidsection.

For anadministrativecoveragereview request, theparticipantmust submit information to the
pharmacybenefits manageto support the request.

LT GKS LI GASYG Q& &aAi GulgeniundeytheYa®w Suiingent tefe® m&y D& A y A G A
requested and conducted as soon as possible, but no later than 72 hours from receipt of request.

In general, amrgent situation is one which, in the opinion of the attendprgviderz §( KS LI G A Sy
health may be in serious jeopardy or the gati may experience pain that cannot be adequately
controlled while the patient waits for a decision on the review. If the patiergroviderbelieves

0KS LI GA Sy u@ent, thehetipdzlited XeXigv miust be requested by calling Express

Scripts at 1800-753-2851.
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If the necessary information is provided to Expr8ssipts so that a determination can be made,
the initial determnation and notification for a clinicabeerage omadministrativecoverage review
will be made within the timeframéelow:

w Standard PreéService: 15 days for retail pharmacy and five days for home delivery;
and
w Standard PosService30 days.

Levell Appeal or Urgent Appeal

When an initial administrative or clinical coveraggiew request has been denied, a request for
appeal of the denial may be submitted by tparticipantwithin 180 days from receipt of notice
of the initialadversebenefitdetermination. To initiate an appeal, the following information must
be submitted bymail or fax to Express ONA LJG 4 Q . SYySFA G / 20SNI IS wSgd.
Name of patient;

ParticipantID number;

Phone number;

The Drug name for which benefit coverage has been denied;

Brief description of why the claimant disagrees wilte tinitial adversebenefit
determination; and

Any additional information that may be relevant to the appeal, including
physiciafprescriber statements/lettersbills,or any other documents.

geeee

e

An ugent appeal may be submitted if in the opinion of the attendangvider, the application of

the time periods for making neargent care determinations could seriously jeopardize the life

2N KSIFfGK 2F GKS LI GASyYy(d 2 NXuidckoS or hduld subettth@ad I o A
patient to sever pain that cannot be adequately managed without the care or treatment that is

the subject of the claim.

Urgent appeals must be submitted by phone aBd0-7532851 or fax 1877-852-4070 to
ExpressScripts. Apeals submitted by mail will not be consideratgent processing unless a
subsequent phone callrdax identifies the appeal aggent.

ExpressScripts completes appeals per business policies that are aligned with state and federal
regulations. Dependingn the type of appeal, appeal decisions are by Expfe€sNA LJi & Q
pharmacist, physician panel of clinicians, trainegrior authorization staff member,or an
independent thirdparty UM company.

Level 1 Appeal Decisions and Notifications

ExpressScripts wilrender Level 1 Appeal determinations within the following timeframes:
w Standard preservice: 15 day
w Standard posservice: 20 days; and
w Urgent*: 72 hours.
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*If new information is received and considered or relied upon in the review of the appeal, such
information will be provided to the patient and prescriber together with an opportunity to
respondprior to issuance of any finatlgerse benefit determination.

Level 2 Appeal

When a Level 1 Appeal has been denied, a request for a Level 2 Appeal may be submitted by the
participantwithin 35 days from receipt of notice of the Level 1 Appeal denial. To initiate a Level

2 Appeal, you must request by mail or fax to the appropriate Clinical Coverage or Administrative
Coverage Reésw Request department.

An urgent Level 2 Appeal may be submittddn the opinion of the attendingprovider, the
application of he time periods for making neargent care determinations could seriously
2S2LI NRATS GKS tATFTS 2N KSIfGK 2F GKS LI GASY
would subject thepatient to severe pain that cannot be adequately managed without the care

or treatment that is the subject of the claim.

Urgent appeals must be submitted by phone or fax to the appropri@iaical Coverage or
Administrative Coverage Review Request deparit (see the Participant Contact Guide
section). Claims and appeals submitted by imaill not be considered for ngent processing
unless a subsequent phone callfax identifies the appeal aggent.

Level 2 Appeal Decisions and Notifications
ExpressScripts will render Level 2 Appeal determinations within the following timeframes:

w Standard preservice: 15 day

w Standard posservice:30 days; and

w Urgent*: 72 hours.
*If new information is received andonsidered or relied upon in the review of the appeal, such
information will be provided to the patient and prescriber together with an opportunity to
respond prior to issuance of any final adverse determination. Standard-Jevgice:NAC
287.680.

External Reviews

The right to request an independent external review may be available for an adverse benefit
determination involving medical judgement, rescission, or a decision based on medical
information, including determinations involving treatment that is considerggegimental and
investigation. Generally, all internal appeal rights must be exhausted prior to requesting an
external review. The external review will be conducted by an independent review organization
with medical experts that were not involved in theqrdetermination of the claim.

To submit an external review, the request must be mailed or faxed to the independent review
organization (seéarticipant Contact Guidewithin four (4) months of the date oftie Level 2
Appeal denial. (If the date that fsur (4) months from that date is a Saturday, Sunday, or a
holiday, the deadline will be the next business day).
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Standard External ReviewThe Pharmacy Benefit Managerwill review the external review
request within five () business days to determine if it is eligible to be forwarded to an
Independent Review @anization (IRO) and the patient will be notified witloime () business
day of the decision.

If the request is eligible to be forwarddo an IRO, the request will randomly be assigned to an
IRO and the Appeal information will be compiled and sent to the IRO Mitkeiib) business days

of assigning the IRO. The IRO will notify the claimant in writing that it has received the request
for anexternalreview and if the IRO has determined that the claim involves medical judgement
2NJ NBaOAadaaAzys GKS tSGGSNI gAff RSAONROGS GKS
ten (10) business days for consideration to the IRO. Any aultht information the claimant
submits to the IRO will also be sent back to BarmacyBenefit Managerfor reconsideration.

The IRO will review the claim within 45 calendar days from receipt of the request and will send
the claimant, thePlanand the PharmacyBenefit Managerwritten notice of its decision. If the

IRO has determined that the claim does notdlve medical judgement or rescission, the IRO will
notify the claimant in writing that thelaim is ineligible for a full externadview.

Urgent External Review

Once an urgent)@ernalreview request is submitted, the claim will immediately be reviewed
determine if it is eligible for an urgent externawiew. An urgent situation is one wherne the
opinion of the attending povider, the application of the time periods for making Rorent care
determinations could seriously jeopardize the life aralth or the ability for the patient to
regarding maximum function or would subject the patient to severe pain that cannot be
adequately managed without the care or treatment that is the subject of the claim.

If the claim is eligible for urgent processitige claim will immediately be reviewed to determine

if the request is eligible to be forwarded to an IRO, and the claimant will be notified of the
decision. If the request is eligible to be forwarded to an IRO, the request will randomly be
assigned to atRO and the Appeal information will be compiled and sent to the IRO. The IRO will
review the claim within 72 hours from receipt of the request and will send the claimant written
notice of its decision.

Coordination of Benefits

Which Benefits are Subject €oordination?

Whenyou or your covered ebendents also have medical, dental or vision coverage from some
other source benefits are determined usingoordination ofbenefits (COB). In many of those
cases, on@lanserves as the primamlan or program and pays benefits or provides services first.
In these cases, the oth@tan serves as the secondapjan or program and pays some all the
difference between the total cost of those services and payment by thegpyiRlanor program.
Benefits paid from twd?2) different plans can occur ifou or a coveredlependent is covered by
this Planand is also covered by:

1 Any primary payer besides tHdan
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1 Any other group health carélanor individual policy;

Any othercoverage or policy covering thparticipant or covered ependent;

1 Any first party insurance through medical payment coverage, personal injury protection,
no-fault coverage, uninsured or underinsured motorist coverage;

1 Any policy of insurance from anysurance company;

1 Medicare;

1 Other government programs, such as: Medicaid, Tricare/CHAMPUS, a program of the U.S.
Department of Veterans Affairs, or any coverage provided by a fedstedg, or local
government or agency; or

T 22N]ISNEQ /2YLISyaldiizyo

=

NOTE Thist f b précription dug benefit does not coordinate benefits for prescription
medications, or any coveredver the counter(OTC) medications, obtained through retail or
home delivery pharmacy programs. Meaning, there will be no coveragpréscriptiondrugs

under thisPlanif you have additional prescription drug coverage that is primary.
ThisPlanoperates under rules that prevent it from paying benefits which, together with the
benefits from another source (as described above), would ajiowto recover more than 100%

of allowable expenses you incur. In some instances, you may recover less than 100% of those
allowable expenses from the duplicate sources of coverage. It is possible that you will incur out
of pocket expenses, even with two yraent sources.

When and How Coordination of Benefits (COB) Applies

Many individuals have family members who are covered by more than one medical or plantal
or policy. If this is the case with your family, you must letP@nAdministrator,or its designee
know about all your coverages when you submit a claim.

Coordination oBenefits (or COB, as it is usually called) operates so that one pldhe (cdled

the primaryplan) will pay its benefits first. The oth@tan or policy, (called the secondapjan)

may then pay additional benefits. In no event will the combined benefits of the primary and
secondarnyplans exceed 100% of the medical or dental aldwe expenses incurred. Sometimes
the combined benefits that are paid will be less than the total expenses.

If the Premier Plans secondary coverage, the participant will be required to pay their
copayments anfbr coinsurance as applicable.

For the purses of thisoordinationof Benefitsd S O A 2 ¥ TpladéK SNEGF2NNE a2 | y @
individual medical or dental policy, contract ptan, whether insured or selhsured, that

provides benefits payable for medical or dental services incurred by the covered individual either

on an individual basis or as part of a group of employees, retirees or other individuals.

"Allowableexpense” meansa health care service or expense, including deductilsl@issurance,
or copayments, that is covered in full or in part by any of pkes covering the person, except
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as described below, or where a statute requires a different definition. This meanartleedpense
or service or a portion of an expense or service that is not covered by any platheis not an
allowable expense.

Examples of wiaan allowable expense does NOT include:

1 The difference between the cost of a seprivate room in the hosp#l and a private
room;

1 When both plans use usual and customary (U&C) fees, any amount in excess of the
highest of the U&C fee for a specific benefit;

1 When bothplans use negotiated fees, any amountexcess othe highest negotiated fee
is not an allowhle expensedxcept forMedicare negotiated fees, which will always take
precedence); and

1 When oneplan uses U&C fees and anothplan uses negotiated fees, the secondary
plan's payment arrangement is not the allowable expense.

Which Plan Pays Fir€rder of Benefit Determination Rules

The Overriding Rules

Plans determine the sequence in which they pay benefits, or whlampays first, by applying a
uniform order of benefit determination rules in a specific sequence. PEBP uses the order of
benefit determination rules established by the National Association of Insurance Commissioners
(NAIC), and which are commonly used byiied and selnsuredplans. Anyplanthat does not

use these same rules always pays its benefits first.

When two(2) plans cover the same person, the following order of benefit determination rules
establish whiclplanis the primaryplan(pays first) ad which is the secondapfan(pays second).

If the first of the following rules does not establish a sequence or order of benefits, the next rule
is applied, and so on, until an order of benefits is established.

These rules are:
Rule 1:Non-DependentDependent

Theplanthat covers a person other than as a dependent, for example as an employee, retiree,
member, or subscriber, is primary and thglan that covers the person as a dependent is
secondary. There is one exception to this rule. If the peisaiso a Medicare beneficiary, and
because othe provisions of Title XVIII of the Social Security Act and implementing regulations
(the Medicare rules), Medicare is:
1 Secondary to theplancovering the person as a dependent;
1 Primary to theplan coveringthe person as other than a dependent (that is, thian
covering the person as a retired employee);
1 Then the order of benefits is reversed, so that tpé&an covering the person aa
dependent will payirst; and theplancovering the person other than as a dependent (that
is, as a retired employee) pays second.
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This rule applies when both spouses are employed and cover each other as dependents under
their respectiveplans. Theplan covering the person as an employee pdyrst, and theplan
covering the same person as a dependentgiagnefits second.

Rule 2: Dependent Child Covered Under More Than One Plan
Theplanthat covers the parent whose birthday falls earlier in the calendar year pays first; the
planthat coves the parent whose birthday falls later in the calendar year pays second, if:
1 The parents are married,
1 The parents are not separatea/fietherthey ever have been married); or
1 A court decree awards joint custody without specifying that one parent has the
responsibility to provide health care coverage for the child.
1 If both parents have the same birthday, thanthat has covered one of the parents for
a longerperiod pays first, and thelanthat has covered the other parent for trshorter
period payssecond.
T ¢KS 62NR GO0ANIKRIF&¢ NBFTSNAR 2yfte (2 GKS Y2y
which the person was born.

If the parents are not married, or are separateghgther they ever were married), or are

divorced, and there is no court decree allocating responsibility focttie s heRit@ care services

or expenses, the order of benefit determination among piens of the parents and their spouses
(if any) is:

Theplanof the custodial parent pays first; and

Theplanof the spouse of the custodial parent pays second; and
Theplanof the noncustodial parent pays third; and

Theplanof the spouse of the nowgustodial parent pays last.

= =4 -4 -4

If the specific terms of aourt decree state that one parent is responsible for D& % heRlR
care expenses or health care coverage, andgia@ of that parent has actual knowledge of the
terms of that court decree, thagtlanpays first. If the parent with financial responiitty has no
coverage for thehild® health care services or expenses, but thit NB glrieft spouse does,
the plan of the spouse of the parent with financial responsibility pays first. However, this
provision does not apply during apyanyear duringwhich any benefits wergaid or provided
before theplanhad actual knowledge of the specific terms of that court decree.

Rule 3: Active/LaieDff or Retired Employee

Theplanthat covers a person, as an active employee (that is, an employee who ismigiith
off nor retired) or as an active Y LJ 2 éeépehdent pays first; thplanthat covers the same
person as a laidff/retired employee or as a laidff/retired S Y LJ % dePehdnt pays second.
If the otherplandoes not have this rule, and if, agesult, theplans do not agree on the order
of benefits, this rule is ignored.
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If a person is covered as a latf or retired employee under onplanand as a dependent of an
active employee under anothgrlan, the order of benefits is determined by RU rather than
by this rule.

Rule 4: Continuation Coverage

If a person whose coverage is provided under a right of continuation under federal or state law
is also covered under anoth@lan, the plan that covers the person as an employee, retiree,
member or subscriber (or as thatJS NE& Pgpendent) pays first, and thglan providing
continuation coverage to that same person pays second. If the glaedoes not have this rule,

and if, as a result, thplans do not agree on the order of benefits, this rule is ignored.

If a person is covered other than as a dependent (that is, as an employee, former employee,
retiree, member or subscriber) under a right of continuation coverage under federal or state law
under oneplan and as a dependent of an active employee under anothlan, the order of
benefits is determined by Rule 1 rather than by this rule.

Rule 5: Longer/Shorter Length of Coverage

If none of the four previous rules determines the order of beisefihe planthat covered the
person for the longeperiod pays first; and theplan that covered the person for the shorter
period pays second. The length of time a person is covered ungéareis measured from the
date the person was first covered undéat plan.

Administration of COB
To administeiCoordination of BenefitsJOB, the Panreserves the right to:

Exchange information with otheplans involved in paying claims;

Require that you or your health care provider furnish any necessary information;
Reimburse anyplanthat made payments thiBlan should have made; or

Recover any overpayment from your hospital, physician, dentist, other health care
provider, other insurane company, you or your dependent.

= =4 -4

If this Planshould have paid benefits that were paid by any otp&n, this Planmay pay the
party that made the other payments in the amount tifdan Administrator or its designee
determines to be proper under thisrgvision. Any amounts so paid wik consideredenefits
under thisPlan and thisPlanwill be fully discharged from any liability it may have to the extent
of such payment.

To obtain all the benefits available to you, you should file a claim undermacthat covers the

person for the expenses that were incurred. However, any persanchdims benefits under this
Planmust provide all the information thBlanneeds to apply COB.
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This Plan follows the customaryCoordination of Benefits rule that the medical program
coordinates with only other medicplans or programs (and not with amentalplanor program),
and the dental program coordinates only with other deréns or programs (and not with any
other medicalplan or program). Therefore, when thBlanis secondaryit will pay secondary
medical enefits only when the coordinatgqprimaryplan provides medical benefits, and it will
pay secondary dental benefits only when the primplan provides dental benefits.

If this Planis primary, and if the coordinating secondatanis an HMO, EPO or othplanthat
provides benefitsn the form of services, thBlanwill consider the reasonable cash value of each
service to be both the allowable expense and the benefits paid by the priplary The
reasonable cash value of such a service may be determined based on the prevaibrigrateh
services in the community in which the services were provided.

If thisPlanis secondary, and if the coordinating primgtgndoes not cover health care secess
because they were obtainedub-of-network, benefits for services covered by tH8anwill be
payable by thilansubject to the rules applicable to COB, but only to the extent theula
have been payable if thRlanwere the primaryplan.

If this Planis secondary, and if the coordinatiptanis also secondary because it provides by its
terms that it is always secondary or excess to any other coverage, or because it does not use the
same order of benefit determination rules as tRian thisPlanwill not relinquish its secondary
position. Hovever, if thisPlanadvances an amount equal to the benefits it would have paid had

it been the primaryplan, thisPlanwill be subrogated to all rights the participant may have against

the otherplan, and the participant must execute any documents requioedequested by this

Planto pursue any claims against the oth@anfor reimbursement of the amount advanced by

this Plan

Coordination with Medicare

Coordination with Medicare is not applicabte this Planfor retirees and their covered
dependentswho are entitled to Medicare Parts A and B and have completed the required
transition to the Medicare Exchange. Refer to tinrollment and EligibilityyPD for more
information regarding enrollment in the Medicare Exchange.

Entitlement to Medicare Coverage (Retirees and their Covered Dependents)

Whenretirees and/or their covered dependent become entitled to premitnee Medicare Part

A due to age or a qualified SSA disability, the Plan will require the retiree and/oheiscanvered
dependent to enroll in premiurfree Medicare Part A and purchase Medicare Part B coverage.
For more information, see theEBP Enrollment and Eligibility M&Dvww.pebp.state.nv.us

Retireedneligble for Premiurd-ree Medicare Part A

The Plan willallow retirees and their covered dependents to retain coverage under this Plan
when they are ineligible for premiwinee Medicare Part A. The Plan will generplly as primary

for services that would have been covered by Pattiéweverwhen eligiblethe retiree and/or
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his or her covered dependent must enroll in Medicare Part B coveFageetireesand/or his or

her covered dependents who are eligible for Medicare PathB Plan will always be secondary

to Medicare Part B (except as specified betegarding Medicare and ESRD) whether or not you
have enrolled. This Plan will assume that Medicare will pay 80% of Medicare Part B eligible
expenses. This Plan will only consider the remaining 20% of Medicare Part B expenses.

Coverage under Medicare andiF Rlan when You Have Esihge Renal Disease (ESRD)

If while you are actively employed, you or any of your covered dependents become entitled to
Medicare because of erstage renal disease (ESRD), this Plan will remain as the primary payor
forthefirst3n Y2y dKa 2F @2dz2NJ 2NJ 22dzNJ RSLISYRSyGQa Sy
Plan is currently paying benefits as secondary to Medicare for you or your dependent, this Plan

will remain secondartio Medicareincluding forESRD

If youretired andare under age 65 years and receiving Mede&SRBenefits, you will not be

NBIljdzA NBR (2 GNIy&aAGA2Yy (2 Howkvet veh yarBaRmagde8E 9 EO
yvearspdz 6Aff 065 GUNIyarAdGAz2ySR (2 GKS aSRAOIFNB 9l
requirements as stated in thEligibility and Eligibility MPD

How Much This Plan Pays When It Is Secondary to Medicare

Whenyou areretired andcovered byMedicare Rrts A and Bthis Planis secondary to Medicare
ThisPlanpays as secondaryith the Medicare negotiated allowable fee taking precedence. If a
service is not covered under Medicare but is covered undeiPlais thisPlanwill pay as primary
with the Plan’s allowable fee for the service taking precedence.

Whena retiree or aNB (1 A NB S Gapendeatiggehidliedin Medicare Part B, ti$anwill pay
assecondary to Part B.

If aPart B eligiblaetiree or the dependent of a retireés not enrolledin Part Bcoverage the
retiree and/or dependent will be responsible for any applicable copaymentsti@adPlanwill
estimate the Part B benefit, assuming Part B pays 80% of the eligible expens@sarihils only
pay the remaining 20% ofhe Medicare allowabldPart B expensesThe Participant will be

AN v A A

NBaLR2yaAroftS F2NI Iyeé |Y2dzy inént. SEOSSRAY3I GKAA tf

Note: A Medicare participant has the right to enter into a Medicare private contract with certain
health care practitioners. Under Medicare private contracts, the participant agrees that no claim
will be submitted to or paid by Medicare for healthre services rad or supplies furnished by
that practitioner. If a PEBP Medicare participant enters into such a contrac®ldasvill NOT

pay any benefits for any health care services angdupplies the Medicare participant receives
pursuant to the priate contract.
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Coordination with Other Government Programs

Medicaid
If you are covered blgoth thisPlanand Medicaid, thi®lanis primary angays first and Medicaid
is secondary

Tricare

If a participant is covered by both this Plan and Tricare (the program that provides health care
services to active or retired armed services personnel and their eligible dependents), this Plan
paysfirst, and Tricare pays second. For an employee calledtive duty for more than 30 days,
Tricare igrimary,and this Plan is secondary.

Veterans Affairs Facility Services

If a participant receives services in a U.S. Department of Veterans Affairs Hospital or facility
because ofn military servicaelatedillness or injury, Benefits are not payable bystRan. If a
participant receives services in a U.S. Department of Veterans Affairs hospital or lbecitityse

of any other condition that is not a military servicelated illness or injury, benefisre payable

by this Pan at the innetwork benefit level at the usual and customary charge, only to the extent
those services are medically necessary and are not exdlbg this Ran.

Worker€XCompensation

ThisPt 'y R2S8S& y2i LNRPOARS o0SyS¥Aaida AF (GKS SELSYyY
200dzLd GA2y L+t RA&SFAS flgd LT I LINIGAOALI YO O2
for the illness or injuryor which expenses are incurred, thiaR will pay benefits, subject to its

right to recover those payments it is determined that they are covered underve2 NJ S NA Q
compensationor occupational disease law. However, before such payment will be made, yo

and/or your covered dependent must execute a subrogation and reimbursementragraghat

is acceptable to thelBn Administrator or its designee.

Disability

If you are under age 65, have current employment status witkraployer with fewer than 100
employees, and become disabled and entitled to benefits under Medicare due ta=adhlity,

then Medicare will be primary for you and tiidanwill be the secadary form of coverage.

If you are under age 65, have current employment status witleployerwith at least 100
employees, and you become disabled and entitled to benefits under Medicare due to such
disability (other than ESRD, as discusaieave this policy will be primary for you and Medicare

will be the secondary form of coverage.

Prescription Drug Plan
This Plan does not coordinate prescription drug plan benefits.
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Subrogation and Thir@arty Recovery

Subrogation applies to situations where tRarticipant is injured, and another person or entity

is or may be responsible, liable, or contractually obligated, for whatever reason, for the payment

2T OSNIFAY REYIF3AS&a 2NJ OflFAYa NARaAY3I FNRY 2NJ
G L y&euzaE dam&yasDr claims arising from the Injury, irrespective of the manner in which

they are categorized, may include, without limitation, medical expenses, pain and suffering, loss

of consortium, and/or wrongful death. The Plan has a right of sultimgarespective of whether

GKS RFEYF3ISa 2N Of FAY&a INB LIAR 2NJ LI &lotS Gz
t F NODAOALI yiQa &adz2NBPAG2NBI 2NJ 6KS tFNIAOALI yiQa
which it claims a right of subrogah are referred to as Subrogated Payments.

The subrogation provisioprovides thePlanwith a right of recovery for certain payments made
by the Planirrespective ofault, or negligencenrongdoing Any and 8 payments made by the
Plan relating irany way to the Injury may be recovered directly from the other person or from
any judgmentverdictor settlement obtained by the participant in relation to the injury. Refer to
the separateHealth and Welfare Benefits Wrap Pldocument for more informatn regarding
third party liability and subrogation.

The Participant must cooperate fully, at all times, and provide all information needed or
requested by the Plan to recover payments, execute any papers necessary for such recovery, and

do whatever is necgsary or requested in order to secure and protect the Subrogation rights of

GKS tflFyd ¢KS tIFNIAOALI yiQa NBIljdzANBR 022 LISNI (
actions, which must be performed immediately, upon request by the Plan:

(1) Execuing an acknowledgment form or other document acknowledging and agreeing to
LINPGSOG GKS tflFyQa NAIKG 2F {dzoNRIIFGAZ2YT

2 /22LISNIFGAY3T YR LINIAOALIGAY3I Ay GKS tflyQ
participating in litigation commenced or mued by the Plan or its Board; and

3) Filing a claim or demand with another insurance company, including but not limited to
GKS tFNIOAOALIYGQa 26y FANRG LI NGE& Ayadz2NI yo:
policy.

Refer to the separate Health and Welfare Benefits Wrap Plan document available at
www.pebp.state.nv.ugor more information regarding third party liability and subrogation.
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Participant Contact Guide

ParticipantContact Guide

tdzof AO 9YLX 285SaQ . Sy PanAdministrator

901 S. Stewart Street, Suite 1001
Carson City, NV 89701
Customer Service:

(775) 6847000 or (800) 326496
Fax: (775) 682028
wWww.pebp.state.nv.us
HealthSCOPE Benefits Claims Adminigtator/Third Party
Administrator/Obesity CareManagement

Enrolliment and eligibility
COBRA information and premium payment
Level 2 claim appeals

1
1
1
1 External review coordination

Claims Submission o
P O Bo®1603 Administrator

Lubbock, TX 79491603 1 Claim submissidolaim status inquiries
Appeal of Claims 1 Level 1 claim appeals
P O Box 2860 1 Verification of eligibility
Little Rock, AR 72203 1 Plan Benefit Information
1 Premier EPO Pla Dental only ID Cards
Group Number: NVPEB {1 Healthcare Bluebook
Customer Service: (888) 76232 1 Obesity Carand Diabetes Carfglanagement
www.healthscopebenefits.com Prograns .
1 HSA, HRA and F8dministrator
American Health Holdings, Inc. 1 PrecertificationPrior authorization
Utilization Management CompanyCDHP and  Ultilization/ CaseManagement

Premier Plan

7400 West Campus Road5E0
New Albany, OH 43054
Customer Servicg888) 3231461
Fax:(833)3363986

Hometown HealthNorthern Nevada EPO/PPO Northern Nevada EPO/PPRetwork

Network 1 Network Providers

Customer Service: (800) 3823 1 ProviderDirectory

Contact HealthSCOPE Benefits: 91 Additions/Deletionsof Providers
(888) 7638232

www.pebp.state.nv.us
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ParticipantContact Guide

Aetna SignatureNetwork

Contact HealthSCOPE Benefits:
(888) 7638232

Pharmacy Benefit Manager
ExpressScripts Accredo

Customer Service and Prior Authorization
(855) 8897708

www.EXxpressScripts.com

Express Scriptslome DeliveryAccredo
Specialty Drug Services

PO Box 66566

St. Louis, MO 63166566

Customer Service855) 8897708

ExpressScripts Benefit CoveragReview
Department

PO Box 66587, St. Louis, MO 636687
Phone: 806046-3979

Administrative Coverage Reviemd Appeals

SavonSP
1-800-683-1074

National PPNetwork (outside of Nevada)

1 Network Providers

1 ProviderDirectory

9 Additions/Deletionsof Providers
Pharmacy Benefit Manager for the CDIdRd
EPO Plans

Retail network parmacies

Prior authorization

Prescription dug information

Customer service

Formulary, forms, online ordering
Price a Medication tool

Homedelivery service and Mail Ordesrins
Preferred Mail Order fodiabeticsupplies

=2 =2 4 4 4 2 2 2

ExpressScripts Clinical Appeals Department
PO Box 66588 St. Louis, MO 636688
Phone: 800753-2851

Fax: 877852-4070

1 Clinical Reviews

MCMC LL@ttn: ExpressScripts Appeal
Program

300 Crown Colony Dr. Suite 203
Quincy, MA 02169929

Phone: 617-375-7700 ext. 28253

Fax: 6173757683

External Review Requests
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Diversified Dental Services

PO Box 36100

Las Vegas, NV 8918300
Customer Service:

Northern Nevada: (866) 278326
Southern Nevada: (80@¢49-3538
www.ddsppo.com

The Standardnsurance Company

900 SW Fifth Avenue
Portland, OR 97204
(888)288-1270
www.standard.com/mybenefits

Core Stream Voluntary Products/Services
Customer Care Center: (855) 90100
Office for Consumer Health Assistance

555 E. Washington Avenue, Suite 4800
Las Vegas, Ng9101

Customer Service:

(702) 4863587 or (888) 333597
http://dhhs.nv.gov

Nevada Secretary of State Office

The Living Will Lockbox

c/o Nevada Secretary of State
101 North Carson St., Ste. 3
Carson CityNV 89701

Phone: (775) 6854708

Fax: (775) 684177
www.livingwilllockbox.com

PPO Dental Network

= =4 =4 8 -8 9

Statewide PPO Dental Providers
National PPO Dental Providers
Dental ProvideDirectory

Basic Life Insurance

Voluntary (Supplemental) Life Insurance
LongTerm Disability
VoluntaryShortTerm Disability
GeneraliTravel Assistance
BeneficiaryDesignations

Various Voluntary Products and Services

Consumer Health Assistance

1
T
T

Concerns and problems related to coverage
Provider billing issues
External reviewnformation

Living Will Information

T

T
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Declaration governing the withholding or
withdrawal of lifesustaining treatment
Durable power of attorney for health care
decisions

Do notresuscitate order
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Key Terms and Definitions

The following terms or phrases are used throughout the MPD. These terms or phrases have the
following meanings. These definitions do not, and should not be interpreted to, extend coverage
under thePlan

Accident:A sudden and unforeseen event that is not woekated, resulting from an external or
extrinsic source.

Active Rehabilitation Refers to therapy in which a patient, whaan learn and remember,
actively participates in the rehabilitation thatiistended to provide significant and measurable
improvement of an individual who is restricted and cannot perform normal bodily function.

Actively Engagedvleans

1. Participation in regular office visits with your provider. The frequency of the office visits
will be determined by your provider who will in turn report this informatiortie Of | A Y Q&
administratorfor monitoring;

2. Consistently demonstrating a commitmetat weight loss by adhering to the weight loss
treatment plan developed by your weight loss provider includifmit not limited to
routine exercise, proper nutrition and diet and pharmacotheraply prescribed.
Commitment to your weight loss treatment wilé measured byhe daimsAdministrator
who will review monthly progress reports submitted by the provider; and

3. Losing weight at a rate determined by the weight loss provider.

Activities of Daily Livingt OG A @A G A Sa LIS NF 2 NI S R utihed suclag\gitting ¥ | L
in and out of bed, bathing, dressing, feeding eating, use of the toilet, ambulating and taking
drugs or medicines that can be saliministered.

Acupuncture:A technique for treating disorders of the body by passing long thin needles through
the skin. This technique is based on the belief thaggital illness and disorders are caused by
imbalances in the life force, called Qi, which flows through the body along meridians or channels,
and that the needles stimulate the natural healing energy flow.

When benefits for the services of an acupundtiare payable by thiBlan the acupuncturist

must be properly licensed by the state in which he or she is practicing and must be performing
services within the scope of that license, or, where licensing is not required, be certified by the
National Cerfication Commission for Acupuncturists (NCCA).

Adverse Benefit Determinationdy a! ROSNRAS S5SUSNNAYIFGA2YE YSI y:
Plan orUM company that an admission, availability of care, continued stay or other health care
service that is a covedebenefit has been reviewed and, based upon the information provided,
R2Sa y20 YSSG (GKAa KSFfOGK tflyQa NBIljdzZANBYSy:
care setting, level of care or effectiveness, and the requested service or payment forvieese

126



tdzof A0 9YLX285SaQ .SySFAdGa tNRIAINIY mier Plan
Plan Year 2021
Key Terms and Definitions
is therefore denied, reduced or terminatedddverse Benefit Determination includes a rescission

of coverage determination.

Allogenic:Refers totransplants of organs, tissuer cells from one person to another person.
Hearttransplants are alwaysallogenic

Allowable ExpensesThe maximum allowable charge for any medically necessary, eligible item

of expense, at least a portion of which is covered undeiRla®m When some other noiMedicare

plan pays first in accordance with the apgtion to benefit determinations provision in the
Coordination of Benefiection, thiPlam a | ft f 26 6t S SELISyasSa aklftf A
non-MedicareplanQd | ftf 26l 06t S SELSyaSao

When some other noiMedicareplan provides benefits in the form of services rather than cash
payments, thePlan Administratoshall assess the value of each service rendered, by determining
the amount that would be payable in accordance with the termshefRlan shall be deemed to

be the benefit. Benefits payable under any other Adedicareplan include the benefits that
would have been payable had claim been duly made therefore, whether or not it is actually made.

Ambulance:A vehicle, helicopter, gitane, or boat that is licensed or certified f@mergency
patient transportation by the jurisdiction in which it operates.

Ambulatory Surgical Facility/CenterA specialized facility that is established, equipped,
operated,and staffed primarilyor performing surgical procedures and which fully meets @k)e
of the following two(2) tests:
91 It is licensed as an ambulatory surgical facility/center by thagulatory authority
responsible for the licensing under the laws of the jurisdiction in which it is located; or
1 Where licensing is not required, it meeilthe following requirements:

w It is operated under the supervision of a licensed physician whevstohgfull-time
to supervision and permits a surgical procedure to be performed only by a duly
gualified physician who, at the time the procedure is performed, is privileged to
perform the procedure in at least or{&) hospital in the area;

w It requiresn all cases, except those requiring only local infiltration anesthetics, that a
licensed anesthesiologist administer the anesthetic or supervise an anesthetist who is
administering the anesthetic, and that the anesthesiologist or anesthetist remain
presentthroughout the surgical procedure;

w It provides at least ond€l) operating room and at least ongl) postanesthesia
recovery room;

w It is equipped to perform diagnosticray and laboratory examinations or has an

arrangement to obtain these services;

It has trained personnel and necessary equipment to haediergencysituations;

It has immediate access to a blood bank or blood supplies;

It provides the fultime services of one or more registered graduate Nurses (RNs) for
patient care in the operating rous and in the posanesthesia recovery room; and

gee
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w It maintains an adequate medical record for each patient, which contains an admitting
diagnosis (including, for all patients except those undergoing a procedure under local
anesthesia a preoperative examinn report, medical historyand laboratory tests
and/or xrays), an operative report and a discharge summary.

An ambulatory surgical facility/center that is part of a hospital, as defined in this section, will be
considered an ambulatory surgical fagiicenter for the purposes of thiBlan

Ancillary Services/Charge€harges for services provided by a hospital or other facility other
than room and board, includindput not limited to, use of the operating room, recovery room,
intensive care unit, et¢ and laboratory and-ray services, drugs and medicines, and medical
supplies provided during confinement.

Anesthesia:The condition produced by the administration of specific agents (anesthetics) to
render the patient unconscious and without conscious pain response (e.g., ganesthesia),

or to achieve the loss of conscious pain response and/or sensation in a sjoeefion or area

of the body (e.g., regional or local anesthesia). Anesthetics are commonly administered by
injection or inhalation.

Annual/Annually: For the purposes of thi®lan annual and annually refers to the -b@onth
period starting July 1 througbune 30.

Appliance (Dental)A device to provide or restore function or provide a therapeutic (healing)
effect.

Appropriate: See the definition of medically necessary for the definition of appropriate as it
applies to medical services that are medicalygessary.

Approved Clinical TrialA phase |, II, 1ll, or IV trial conducted for the prevention, detection, or
treatment of cancer or another disease or condition likely to lead to death unless the course of
the diseae or condition is interruptedAnapprovedclinicaltNJA Istbd@raust e (1) approved or

funded by one or more of: (a) the National Institutes of Health (NIH), (b) the Centers for Disease
Control and Prevention (CDC), (c) the Agency for Health Care Research and Quality (AHCRQ), (d)
the Centers for Medicare and Medicaid Seegi¢CMS), (e) a cooperative group or center of the

NIH, CDC, AHCRQ, CMS, the Department of Defense (DOD), or the Department of Veterans Affairs
(VA), (f) a qualified negovernmental research entity identified by NIH guidelines for grants; or

(g) the VA, DD, or Department of Energy (DOE) if the study has been reviewed and approved
through a system of peer review that the Secretary of HHS determines is comparable to the
system used by NIH and assures unbiased review of the highest scientific standara@difizdqu
individuals who have no interest in the outcome of the review; (2) a study or trial conducted
under an investigational new drug application reviewed by the Food and Drug Administration
(FDA); or (3) a drug trial that is exempt from investigatioral drug application requirements.
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AssistantSurgeon A medically qualified doctor who assists the surgeon of record perform a

particular procedure.

Autism Spectrum DisorderA condition that meets the diagnostic criteria for autism spectrum
disorder published in the current edition of the Diagnostic and Statistical Manual of Mental
Disorders by the American Psychiatric Association or the edition of the manual that was in effect
at the time the condition was diagnosed or determined.

Autologous: Refers to tranglants of organstissues,or cells from one part of the body to
another. Bone marrow and skin trgplants are often autologous.

Average Wholesale Price (AWP)he average price at which drugs are purchased at the
wholesale level.

Bariatric Surgery Center of Excellenc&@his provider has met the requirements outlined by the
American College of Surgeons National Surgical Quality Improvement Program (ACS NSQIP) and
is accredited by the Metabolic and Bariatric Surgery Accreditation@uality Improvement
Program (MBSAQIP). The accreditation of a Bariatric Surgery Center of Excellence helps identify
providers with whom a participant should expect to receive safer and more effective surgical
treatment. These MBSAQIP accredited providedheae to a multidisciplinary surgical
preparatory regimen to include but not limited to the following:

1. Behavior modification program supervised by a qualified professional;

Consultation with a dietician or nutritionist;

3. Documentationinthe medicalrebbR 2 F (G KS LI NIAOA LI yiQa | OGA DS
with the multidisciplinary surgical preparatory regimen at each visit. A physician's summary
letter, without evidence of concurrent oversight is not sufficient documentation.
Documentation shouldnclude medical records of the physician's initial assessment of the
participant, and the physician's assessment of the participant at the completion of the
multidisciplinary surgical preparatory regimen;

4. Exercise regimen (unless contraindicated) to inwergpulmonary reserve prior to surgery,
supervised by an exerciskeerapistor other qualified professional;

5. Program must have a substantial faweface component (must not be entirely delivered
remotely); and

6. Reduceecalorie diet program supervised byetician or nutritionist.

Behavioral Health DisordeAny iliness that is defined within the Mental Disorders section of the

current edition of the International Classification of Diseases (ICD) manual or is identified in the

current edition of the Diagnostic and Statistical Manual of Mental Disorders (i&Miding a

psychological and/or physiological dependence on or addiction to alcohol or psychiatric drugs or

medications regardless of any underlying physical or organic cause.

Behavioralhealth disorders covered under thi®lan may include, but are notimited to

depression, schizophrenia, andubstance abuseand treatment that primarily uses

psychotherapy or other psychotherapist methods and is provided bbfavioral health

no
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practitioners as defined in this section. Certdiehavioral health disordersoonditions and
diseases are specifically excluded from coverage as noted inBémefit Limitations and
Exclusionsection.

Behavioral Health PractitionerA Psychiatrist,Psychologist, or a mental health @ubstance
abusecounselor or social worker who has a Masf&lsgree and who is legally licensed and/or
legally authorized to practice or provide service, care or treatmebebfvioral health disorders
under the laws ofhe state or jurisdiction where the services are rendered; and acts within the
scope of his or her license.

Behavioral Health TreatmentAll inpatient services, including room and board, given by a
Behavioral Health Treatment facility or area of a htdpihat provides behavioral or mental
health orsubstance abusegeatment for amental disordetidentified in the current edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM). If there are multiple diagnoses, only
the treatment for he illness that is identified under the DSM code is considerbdhavioral
healthtreatment for the purposes of thiBlan

Behavioral Health Treatment~acility: A specialized facility that is established, equipped,
operated, and staffed primarilyto provide a program for diagnosisgvaluation,and effective
treatment ofbehavioral health disorderand which fully meets one of the following two tests:
1 Iltis licersed as a behavioral health treatment facility by the regulatory authority having
responsibility for the licensing under the laws of the jurisdiction in which it is located; or
1 Where licensing is not required, it meets all the following requirements: héesaat one
physician on staff or on call and provides skilled nursing care by licensses under the
direction of a fulitime Registered Nurse (RN) and prepares and maintains a wptéen
of treatment for each patient based on the medical, psychaalgand social needs of the
patient.
A behavioral health treatment facility that qualifies as a hospital is covered bytamsas a
hospital and not a behavioral health treatment facility. A transitional facility, group home,
halfway house or temporarghelter is not a behavioral health treatment facility under tRlan
unless it meets the requirements above in the definition of behavioral health treatr@eiity.

Benefit, Benefit Payment, Plan Benefithe amount of money payable for a claim, basadhe
usual and customary charge, after calculation of all deductilg@ssuranceand copayments,
and after determination of thlarQ & S E Jifnitiions Aaydanaximums.

Birth (or Birthing) CenterA specialized facility that is primarily a place for deliverghitiren
following a normal uncomplicated pregnancy and which fully meets @ef the two (2)
following tests:
1 Itis licensed by the regulatory authority having responsibility for thenBong under the
laws of the jurisdiction in which it is located; or
1 Where licensing is not required, it meed thefollowing requirements:
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1 It is operated and equipped in accordance with any applicable statddawroviding
prenatal care, deliveryymmediate postpartum care, and care of ehild born at the
center.

1 Itis equipped to perform routine diagnostic and laboratory examinations, including (but
not limited) to hematocrit and urinalysis for glucose, protein, bacteria and specific gravity,
anddiagnostic xays, or has an arrangement to obtain those services.

1 It has available to handle foreseeable emergencies, trajp@gonnel,and necessary

equipment, including (but not limited to) oxygen, positive pressure mask, suction,

intravenous equipmet, equipment for maintaining infant temperature and ventilation,
and blood expanders.

It provides at least tw@2) beds or two(2) birthing rooms.

It is operated under the fulime supervision of a licensed physiciaggisterednurse (RN)

or certified nurse mdwife.

1 It has a written agreement with at least or(@) hospital in the area for immediate

acceptance of patients who develop complications.

It has trained personnel and necessary equipment to haediergencysituations.

It has immediate access to a blood bank or blood supplies.

It has the capacity to administer local anesthetic and to perform minor surgery.

It maintains an adequate medical record for each patient that contains prenatal history,

prenatal examination, anlaboratory or diagnostic tests and a pgstrtum summary.

1 Itis expected to discharge or transfer patients within 48 hours following delivery.

= =

= =4 -4

Abirth (or birthing) center that is part of a hospital, as defined in this section, witidnsidered
a birth (or birthing) center for the purposes of thRlan

Business DayRefers to all weekdays, except Saturday or Sunday, or a state or federal holiday.

Case Management:A process administered by th&M company in which its medical
professionals work with the patient, family, caregivers, providétaims Administratcand PEBP

to coordinate a timely and cosffective treatment program. Case Management services are
particularly helpful when the patienmteeds complex, costly, and/or higechnology services, and
when assistance is needed to guide patients through a maze of potential providers.

Cardiac RehabilitationCardiaaehabilitation refers to a formal program of controlled exercise
training and ardiac education under the supervision of qualified medical personnel capable of
treating cardiac emergencies, as provided in a hospital outpatient department or other
outpatient setting. The goal is to advance the patient to a functional level of adivityexercise
without cardiovascular complications to limit further cardiac damage and reduce the risk of
death. Patients are to continue at home the exercise and educational techniques they learn in
this program. Cardiaehabilitation services are payabior patients who have had a heart attack
(myocardial infarction) or opeheart surgery.
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Certified Surgical AssistanfA person who does not hold a valid heattire license as an RN,
Nurse Practitioner (NP), Physician Assistant (PA), Podiatrist, D&mbsbr DO, who assists the
primary surgeon with a surgical procedure in the operating room and who bills, commonly as an
assistant surgeon. Such individuals are payable byPihis including designation as a Certified
SurgicaAssigant (CSA)Certified Surgical Technologist (CST), Surgical Technologist (ST), Certified
Technical Assistant (CTA), or Certified Operating Room Technician (CORT).

Chemical Dependencyrhis is another term fasubstanceabuse. (See also the definitions of
Behaviorl Health Disordersand Substance Abuse).

Child(ren):See the definition of Dependent Child(ren).

Chiropractor:A person who holds the degree of Doctor of Chiropractic (DC) and is legally licensed
and authorized to practice the detection and correction, by mechanical means, of the

interference with nerve transmissions and expressions resulting from distortion,igmsant

or dislocation of the spinal column (vertebrae); and who acts within the scope of his or her

license.

Claims AdministratorThe person or company retained by tR&anto administer claim payment
responsibilities and other administration or accaung services as specified by tRén

CoinsuranceThat portion of eligible medical expenses for which the covered person has financial
responsibility. In most instances, the covered individual is responsible for paying a percentage of
covered medical expenses in excess of @ & RS R dzO{ A dahcs varieg defenddg A v 4 dz
on whether innetwork or outof-network providers are used.

Complications of PregnancyAny condition that requires hospital confinement for medical
treatment, and if the pregnancy is not terminated, is caused by an injury or sickness not directly
related to the pregnancy or by acute nephritis, nephrosis, cardiac decompensation, missed
abortion or similar medically diagnosed conditions; or if the pregnancy is terminated, results in
non-elective cesarean section, ectopic pregnancy or spontaneous termination.

Compound DrugsAny drug that has more than or{g)ingredient and at least ongl) of them is
a Federal Legend Drug or a drug that requires a prescription under state law.

Concierge MedicineArelationship between a patient and a primary care physician or dentist in
which the patient usually pays an annual or monthly fee or retaingeteive easier access to a
primary care provider or dentist. Conciergeedicine usually means that the patient will
experience quicker scheduling of appointments, limited or no waiting times, longer and more
thorough examinations and coordination of all dieal or dental care. Other terms in use include
boutigue medicine, retainebased medicine, and innovative medical practice design. The
practice is also referred to as membership medicine, concierge health care, cash only practice,
direct care, direct prhary care and direct practice medicine. Most concierge medicine practices
do not bill insurance.
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Concurrent ReviewA managed care program designed to assure that hospitalization and health
care facility admissions and length of stay, surgery and othaltiheare services are medically
necessary by having théM company conduct ongoing assessment of the health care as it is
being provided, especially (but not limited to) inpatient confinement in a hospital or health care
facility.

Contraception ornts Therapeutic Equivalen017 Legislative Session (AB 249)

1. A managed care organization that offers or issues a health care plan shall include in the plan
coverage for:

a) Up to a 12nonth supply, per prescription, of any type of drug for contraceptioits
therapeutic equivalentwhich is lawfully prescribed oordered, and which has been
approved by the Food and Drug Administration;

(b) Any type of device for contraception or its therapeutic equivalerich is lawfully
prescribed or ordered, and whch has been approved by the Food and Drug
Administration;

(c) Insertion or removal of a device for contraception;

(d) Education and counseling relating to contraception;

(e) Management of side effects relating to contraception; and

(f) Voluntary sterilizabn for men and women.

2. If a covered therapeutic equivalent listed in subsection 1 is not available or a provider of health
care deems a covered therapeutic equivalent to be medically inappropriate, an alternate
therapeutic equivalentprescribed by a provider of health care must be covered by the
managed care organization.

3. A managed care organization that offers or issues a health care plan shall not:

(a) Require an insured to pay a higher deductible, any copayment or coinsurance o
require a longer waiting period or other condition to obtain any benefit included in the
health care plan pursuant to subsection 1,

(b) Refuse to issue a health care plan or cancel a health care plan solely because the
person applying for or covered blgd plan uses or may use any such benefits;

(c) Offer or pay any type of material inducement or financial incentive to an insured to
discourage the insured from obtainimgy such benefits;

(d) Penalize a provider of health care who provides any such i&nefan insured,
including, without limitation, reducing the reimbursement of the provider of health care;
(e) Offer or pay any type of material inducemembnus,or other financial incentive to a
provider of health care to deny, reduce, withhold, linoit delay access to any such
benefits to an insured; or

(f) Impose any other restrictions or delays on the access of an insured to any such benefits,
including, without limitation, a program of step therapy or prior authorization.
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4. Coverage pursuant tthis section for a covered spouse or the covered dependent of an

insured must be the same as for the insured.

5. A health care plan subject to the provisions of this chapter that is delivered, issued for
delivery or renewed on or after January 2020, has the legal effect of including the
coverage required by subsection 1, and any provision of the plan or tteava which is
in conflict with this section is void.

Contraceptives; 2017 Session SB233

1. Pursuant to a valid prescription or order for a drug to be used for contraception or its
therapeutic equivalent whichasbeen approved by the FDA a pharmacist shall:

(a) The first time dispensing the drug or therapeutic equivalent to the patient, dispense
upto a 3month supply of the drug or therapeutic equivalent.

(b) The second time dispensing the drug or therapeutic equivalenthe patient,
dispense up to a-tnonth supply of the drug or therapeutic equivalent, or any amount
which covers the remainder of ¢éhplan year if the patient is covered by a health care
plan, whichever is less.

(c) For a refill in a plan year followine initial dispensing of a drug or therapeutic
equivalent pursuant to paragphs (a) and (h)Xispense up to a Xthonth supply of
the drug or therapeutic equivalent or any amount which covers the remainder of the
plan year if the patient is covered by a health care plan, whichever is less.

2. The provisions of paragraphs (b) and (c) of subsectiamylapply if:

(a) The drug for contraception or the therapeutic equivalent of such drug is the same
drug or therapeutic equivalent which was previously prescribed or ordered pursuant
to paragraph (a) of subsection 1; and

(b) The patient is covered by the same lbacare plan.

3. If a prescription or order for a drug for contraception or its therapeutic equivalent limits the
dispensing of the drug or therapeutic equivalent to a quantity which is less than the amount
otherwise authorized to be dispenses pursuant tdbsection 1, the pharmacist must
dispense the drug or therapeutic equivalent in accordance with the quantity specified in the
prescription or order.

4. Therapeutic equivalent means a drug which:

(a) Contains and identical amount of the same ingredients in the sdosage and
method of administration as another drug;

(b) Is expected to have the same clinical effect when administered to a patient pursuant
to a prescription or order as another drug; and

(c) Meets any other criteria required by the FDA for classification dsesapeutic
equivalent.

5. A pharmacist may, in his or her professional judgment and pursuant to a valid prescription
that specifies an initial amount of less than a®y supply or a drug (other than a controlled
substance) followed by periodic refills thie initial amount of the drug, dispense not more
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than a 90day supply of the drug if: (a) The patient has used an initial&80supply of the
drug or the drug has previously been prescribed to the patient in-de&80supply; (b) The
total number of dosag units that are dispensed does not exceed the total number of dosage

units, including refills, that are authorized on the prescription by the prescriber.
Convalescent Care Facilitgee the definition of Skilled Nursing Facility.

Coordination of Benefis (COB)The rules and procedures applicable to the determination of
how plan benefits are payable when a person is covered by (@)mr more health carelans.
(See also th€oordination of Benefitsection).

Copayment, CopayThe fixed dollar amount you are responsible for paying when you incur an
eligible medical expense for certain services, generally those provided by network health care
practitioners, hospitals (or emergency rooms of hospitals) or health care facilitisscarhbe in
addition to coinsurance amounts due on the same incurred charges. Copayments are limited to
certain benefits under this program.

Coronavirus Aid, Relief, and Economic Security Act (CARES Act); Families First Coronavirus
wSalLkzyasS ! 0 olw cHam0O 6a/ ! wo9{ ! OGé¢vod

This Plan shall comply with the CARES Act to the extent it applies. The Plan shall covd9COVID
testing and certain COVID testing related items and services without cost sharing

(deductibles, coinsurance, copayments), prior authorization or other medical management
requirements. This coverage includes the COMIDest and COVHDI testingrelated visit to
orderoradministtd) 0 KS (0Sadoe ! (GSadAay3a NBEFGSR @GAarAdG Yl
telehealth, in an urgent care center or emergency rooranktwork and outof-network

costing sharing will not apply. To the extent it applies, this Plan will cover qualifying} item

services, or immunizations intended to prevent or mitigate C@w@gualifying coronavirus

preventive services) without imposing cost sharing. In order to be covered, the services must be
either () anevidenced  a SR AGSY 2N) ASHNIA ORBY) likyd Ky adkS aod
recommendations from the United States Preventive Services Task Force, or (ii) an

immunization with a recommendation from the Advisory Committee on Immunization Practices

of the Centers for Disease Control and Prevention. Expamdiblealth Savings Accounts

(HSASs), Flexible Spending Accounts (FSAs), and Health Reimbursement Arrangements (HRAS):
Effective January 1, 2020, individuals may use HSAs, FSAs, and HRAS to purcitiase over

counter medicines without a prescription, andparchase menstrual care products. To the

extent it applies, this Plan shall allow early prescription refills to ensure members have
AdZFFAOASY G adzZllx e 2F YSRAOIFIGAZ2Y 2y KIFEIYR® ¢KS
supply previously filled by thmember as allowed by the Plan (e.g;8090R | @ 8 Q & dzLJLJ & 0 d
the extent it applies, the Plan shall allow HSA members to continue to contribute to their 2019

HSAs to July 15, 2020 in accordance with IRS N&t@2058) This Act is effective March 18,

2020 to apply retroactively.
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Corrective Appliancesthe general term for appliances or devices that support a weakened body
part (orthotic) or replace a missing body part (prosthetic). To determine the category of an item,
see also the definitions of Durable Medical Equipment, Nondurable Supplies, Ortpptiarke
(or device) and Prosthetic Appliance (or device).

Cosmetic Surgery or TreatmenBurgery or medical treatment to improve or preserve physical
appearance, but not physical function. Cosmetic surgery or treatment includes (but is not limited
to) removal of tattoos, breast augmentation, or other mediadd¢ntal, or surgical treatment
intended to restore or improve physical appearance, as determined bipldr@Administrator or

its designee.

CostEfficient: See the definition of medically necessary for the definition of -eftient as it
applies to medical services that are medically necessary.

Covered IndividualAny employee or retiree (as those terms are defined in &), and that
LIS NE 2 v @ &pousé dr Aependent child who has completed all required formalities for
enrollment for coverage under thelanand is covered by thplan.

Covered Medical ExpenseSee the definition of Eligible Medical Expenses.

Custodial CareCare and servicesvgin mainly for personal hygiene or to perform the activities

of daily living. Some examples of custodial care are helping patients get in and out of bed, bathe,
dress, eat, use the toilet, walk (ambulate), or take drugs or medicines that can be self
adminstered. These services are custodial care regardless of where the care is given or who
recommends, provides, or directs the care. Custodial care can be given safely and adequately (in
terms of generally accepted medical standards) by people who are nitettaor licensed
medical or nursing personnel. Custodial care may be payable byPtaisunder certain
circumstances, such as when custodial care is provided during a covered hospitalization or during
a covered period of hospice care.

Customary ChargeSee the definition of Usual and Customary Charge.

Deductible: The amount of eligible medical, prescription drug and dental expenses you are
responsible for paying before th@lan begins to pay benefits. The deductiblee discussed in

the Medical Expense Coveraggection of this document. The dental deductibles are discussed in
the separateDental Master Plan Document

Dental: As used in this document, dental refers to any services performed by (or under the
supervision of) a dentist, or supplies (including dental prosthetidsghtal services include
treatment to alter, correct, fix, improve, remove, replace, repiosi, restore or treat teeth; the

gums and tissues around the teeth; the parts of the upper or lower jaws that contain the teeth
(the alveolar processes and ridges); the jaw, any jawlam, or the joint of the jaw (the
Temporomandibular Joint); bite ahighent, or the meeting of upper or lower teeth, or the
chewing muscles; and/or teeth, gums, jaw or chewing muscles because of pain, injury, decay,
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malformation, disease or infection. Dental services and supplies are covered under the dental
expense coveragplan and are not covered under the medical expense coverage oplhe
unless the medicgllanspecifically indicates otherwise in tt8ehedule of Medical Benefits

Dependent:Any of the following individuals: Depdent child(ren), spouse or domestic partner
as those terms are defined in this document.

Dependent Child(ren)For the purposes of thiBlan a dependent child is any of your children
under the age of 26 years, including:

1 natural child,

9 child(ren) of a domestic partner,

1 stepchild,

1 legally adopted child or child placed in anticipation for adoption (the term placed for
adoption means the assumption and retention by the employee of a legal obligation for
total or partial sgpport of the child in anticipation of adoption of the child and the child
must be available for adoption and the legal adoption process must have commenced),
child who qualifies for benefits under a QMCSO/NMSN
child under age 19 years for whom you hadegal guardianship under a court order
Over age of 26 years if the adult child is deemed permanently disabled, has maintained
continuous medical coverage, is incapable of-safftaining employment and depends
chiefly on the participant or the partidipy 4 Qa &LJ22dzaS 2NJ R2YSadA 0 LI
YEAYGSYlFyOSs yR OfFAYSR 2y (GKS LI NIGAOALI yi
(NAC 287.312)
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Disability: A determination by thePlan Administratoror its designee (after evaluation by a
physiciankhat a person has a permanent or continuing physical or mental impairment causing
the person to be unable to be sdifficient as the result of having the physical or mental
impairment such as mental retardation, cerebral palsy, epilepsy, neurologisatdér or
psychosis.

Domestic PartnerAs defined by NRS 122A.030.

Drug: See the definition for Prescription Drug.

Durable Medical EquipmentEquipment that can withstand repeated use; and is primarily and
customarily used for a medical purpose andas generally useful in the absence of an injury or

illness; and is not disposable orn@dzNJ 6 f S YR Aa I LILINRBLINRIF GS F2N
Medical Equipment includes (but is not limited to) apnea monitors, blood sugar monitors,
commodes, electribiospital beds with safety rails, electric and manual wheelchairs, nebulizers,
oximeters, oxygen and supplies, and ventilators.

Elective Hospital Admission, Service or Procedufgly noremergency hospital admission,
service or procedure that can be séhdzf SR 2 NJ LISNF2NXYSR |0 GKS L
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function.

Eligible Medical Expensekxpenses for medical services or supplies, but only to the extent that
they are medically necessary; and the charges for themuateal andcustomary; and coverage

for the services or supplies is not excluded (as provided iB#reefit Limitations and Exclusions
section); and thePlanyear maximum benefits for those services or supplies has not been
reached.

EmergencySee Medical Emergency.

Emergency Cardvledical and health services provided for a medical condition that manifests
itself by acute symptoms odufficient severity (including severe pain) such that a prudent
layperson, who possesses an average knowledge of health and medicine, could reasonably
expect the absence of immediate medical attention to result in:

1 Placing the health or survival of tivdividual (or, with respect to a pregnant woman, the

health of the woman or her unborn child) in serious jeopardy; or
91 Serious impairment to bodily functions; or
1 Serious dysfunction of any bodily organ or part.

Emergency SurgeryA surgical procedure penfmed within 24 hours of the sudden and
unexpected severe symptom of an illness, or within 24 hours of an accidental injury causing a
life-threatening situation.

Employee:Unless specifically indicated otherwise when used in this document, employee refers
to a person employed by an agency or entity that participates in the PEBP program, and who is
eligible to enroll for coverage under tHidan

Employer:Unless specifically indicated otherwise when used in this document, employer refers
to an agency oentity that participates in the PEBP program, including (but not limited to) most
State agencies, as well as some county and city agencies and organizations.

Exclusions:Specific conditions, circumstances, and limitations, as set forth inBéeefit
Limitations and Exclusiosgction for which thelandoes not provideplanbenefits.

Exclusive Provider Organization (EPQ®Yith an EPO you must use-network providersg
doctors,hospitalsand other health care providersthat participate in the Plan. You do not need

to select a primary care physician (PCP), nor do you need to contact your PCP for referrals to
specialistsHowever, because you are responsible for choosing specialists and hospitals, it is
important to check with the Plan to confin provider is innetwork.

An EPO network includes individual medical care providers, or groups of medical care providers,
who have entered into written agreements with the network to provide healthcare sew
FOO2NRAY3 (G2 (GKS (GSN¥Ya 2FTtBDNIAQPHIWY NG QS y NP
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plan must use imetwork providers exclusively, except for urgent and or emecgecare or as

determined by the Plan Administrator to receive benefits under the Plan.

Experimental and/or Investigational ServicedlRS 695G.17Required povision concerning

coverage for treatment received as part of clinical trial or study.

Unless mandated by law, tHéan Administratoor its designee has the discretion and authority

to determine if a service or supply is, or should be, classifiecexgeerimental and/or

investigational A service or supply will be deemed to éagerimentaland/or investigationalif,

in the opinion of thePlan Administratoor its designee, based on the information and resources

available at the time the service was performed or the supply was provided, or the service or

supply was considered forior authorzation under thePlar dtilization management program,

any of the following conditions were present with respect to one or more essential provisions of

the service or supply:

1 The service or supply is described as an alternative to more conventionapiéeia the
protocols (theplan for the course of medical treatment that is under investigation) or
consent document (the consent form signed by or on behalf of the patient) of the health
care provider that performs the service or prescribes the supply;

1 The prescribed service or supply may be given only with the approval of an Institutional
Review Board as defined by federal law;

1 In the opinion of thePlan Administratoior its designee, there is either an absence of
authoritative medical, dental or scientific literature on the subject, or a preponderance of
such literature published in the United States, and written by experts in the field, that
shows that recognized mézhl, dental or scientific experts: classify the service or supply
asexperimentaland/or investigational or indicate that more research is required before
the service or supply could be classified as equally or more effective than conventional
therapies.

1 With respect to services or supplies regulated by the Food and Drug Administration (FDA),
FDA approval is required for the service and supply to be lawfully marketed; and it has
not been granted at the time the service or supply is prescribed or proyimea current
investigationahew drug or new device application has been submitted and filed with the
FDA. However, a drug will not be considered experimental and/or investigational if it is:
ALILINE GSR o0& invesSigatbhahewlddig foryfeatdSy G dza S€¢ T 2 NJ
(Qassified by the National Cancer Institute as a Group C cancer drug when used for
GNBFGYSyd 2F | GftAFS GKNBIFIIOSYyAy3d RAaSlIasSze¢
1 Approved by the FDA for the treatment of cancer and has been plestrfor the

treatment of a type of cancer for which the drug was not approved for general use, and

the FDA has not determined that such drug should not be prescribed for a given type of
cancer.

1 The prescribed service or supply is available to the coveredon only through
participation in Phase | or Phase Il clinical triatsPhase llexperimentalor research
clinical trials or corresponding trials sponsored by the FDA, the National Gastitite,
or the National Institutes of Health.

= =
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In determning if a service or supply is or should be classifiedexserimental and/or
investigational the Plan Administratoror its designee will rely only on the following specific
information and resources that are available at the time the service or supply was performed,
provided or considered for Prior authorization under tPlarQ @tilizationmanagement program:
1 Medicalrecords of the covered person;
1 The consent document signed, or required to be signed, to receive the prescribed service
or supply;
1 Protocols of the health care provider that renders the prescribed service or prescribes or
dispenses the supply;
1 Authoritative peerreviewed medical or scientific writings that are published in the United
States regarding the prescribed service or supply for the treatment of the covered
LISNB2YyQa RAFIy2aAaT AyOfdzRAY3a 6o6dzi y2i

Dispensil LY FT2NXIFGA2YyET YR ! YSNRAOILY | 2aLA0L €
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Program, etc.; or specialtprganizations recognized by the AMA; or the National
Institutes of Health (NIH); or the Center for Disease Control (CDC); or the Office of
Technology Assessment; or the American Dental Association (ADA), with respect to dental
services or supplies;
1 Federadlaws or final regulations that are issued by or applied to the FDA or Department
of Health and Human Services regarding the prescribed service or supply;
1
1 Nevada Statutes mandate the followirgteria be met in cases of Cancer and Chronic
Fatigue Syndrome:
1. A policy of health insurance must provide coverage for medical treatment in a clinical study or
trial if:
a. Treatment is for either Phase I, Il, I, IV cancer or Phase Il, lll,dNicCRatigue Syndrome;
b. Sudy is approved by:
i. Agency of National Institute of Health;
ii. Acooperative group (see bill for exact definition);
iii. FDA for new investigational drug
iv. US Dept. of Veteran Affairs;
v. US Dept. of Defense;
c. Health care provider and facility have authority to provide the care for Phase | cancer;
d. Health care provider and facility have experience to provide the care for Phase II, I, IV
cancer @ Chronic Fatigue Syndrome;
e. No other treatment considered a more appropriate alternative;
f. Reasonable expectation based on clinical data that treatment will be at least as effective as
other treatments;
g.Sudy is conducted in Nevada;
h. Participant signs a statement of consent that he has been informed of:
i. The procedure to be undertaken;
ii. Alternative methods of treatment;
iii. Associated risks of treatment.
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2. Coverage for medical treatment is limited to:
a.Adrug or device approved for sale by the FDA;
b. Reasonable necessary required services provided in treatment or as a result of
complications to the extent that they would have otherwise been coveoedPhase I, I,
IV cancer or Chronic Fatigue Syndrome,;
c. The cost of any routine health care services that otherwise would have been covered for
an insured for Phase | cancer;
d. Initial consultation; and
e. dinically appropriate monitoring.
3. Tratmentisnot required to be covered if provided free by sponsor.
4. Coverage does not include:
a. Portions customarily paid by other government or industry entities;
b. Adrug or device paid for by manufacturer or distributor;
c. Excluded health carservices;
d. Srvices customarily provided free in study;
e. Extraneous expenses related to study;
f. Expenses for persons accompanying participant in study;
g.Any item or service provided for data collection not directly related to study;
h. Expenses for research management of study.

NOTETo determine how to obtain precertification prior authorizatior) of any procedure that
might be deemed to besxperimentaland/or investigational see thePrecertification (Prior
Authorization) Processection of theUtilization Managementsection.

Explanationof Benefits (EOB)When a claim is processed by t@aimsAdministratoryou will

be sent a form called aBxplanatiorof Benefits, or EOB. The EOB describes how the claim was
processed, such as allowed amounts, amounts applied to your deductible, if your out of pocket
maxinum has been reached, if certain services were denied and why, amounts you need to pay
to the provider, etc.

Extended Care Facility3ee the definition of Skilled Nursing Facility.

Expedited Appeal:If a participant appeals a decision regarding a denied request for
precertification (pre-service claim) for anurgentcarect A YZ GKS LI NG AOA LI y i
authorizedrepresentative can request axpeditedappeal, either orally or in writing. Deass

regarding arexpedited appeare generally made within 72 hours from tRéarQa NS OS A LJG 2 7
request.

External ReviewAn independent review of aadversebenefit determination conducted by an
externalrevieworganization.

External Review OrganizatiorAn organization that 1) conducts axternal review of a final
Adverse Benefit Determination; and 2) is certified in accordance with regulations adopted by the
Nevada Commissioner of Insurance.
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Federal Legend Drug#ny medcinal substance that the Federal Food, Drug and Cosmetic Act
NEIljdzZANB& (2 08 CISIRENI SR @/ HLNBPKAY AGA RAALISYaAy

Food and Drug Administration (FDA)The U.S. government agency responsible for
administration of the Bod, Drug and Cosmetic Act and whose approval is required for certain
prescription drugs and other medical services and supplies to be lawfully marketed.

Formulary:A list of generic and brand name drug products available for use by participants.

GenderDysphoria/Gender Identity Disorder/Transsexualism/Gender Nonconformi&@gender
Dysphoria is a condition in which the person has the desire to live as a member of the opposite
sex and progressively take steps to live in the opposite sex rotenfig!

Generic; Generic Drudt prescription drug that has the equivalency of the brand name drug with
the same use and metabolic disintegration. TRianwill consider as a generic drug any FDA
approved generic pharmaceutical dispensed according to the profegisitandards of a licensed
Pharmacist and clearly designated by #iermacistas being generic.

Genetic CounselingZounseling services provided before or in the absence of Genetic Testing to
educate the patient about issues related to chromosomal abmalities or genetically
transmitted characteristics and/or the possible impacts of the results of Genetic Testing; and
provided after Genetic Testing to explain to the patient and his or her family the significance of
any detected chromosomal abnormadii or genetically transmitted characteristics that indicate
either the presence of or predisposition to a disease or disorder of the individual tested, or the
presence of or predisposition to a disease or disorder in a fetus of a pregnant woman.

Genetic Information: Information regarding the presence or absence of chromosomal
abnormalities or genetically transmitted characteristics in a person that is obtained from genetic
G6SadAy3as 2N GKFG YFre 6S AYFSNNBR FTNRBY | LISNE?2

GeneticTesting:¢ Sa i a GKIFIG Aygd2t @S GKS SEGNI OlAz2y 2F 5
of that DNA to detect the presence or absence of chromosomal abnormalities or genetically
transmitted characteristics that indicate the presence of a disease orRISONE (1 KS Ay RA @
predisposition to a disease or disorder, or the probability that the chromosomal abnormality or

OKIF NI OGSNRAGAO gAff 0S NryaYAGGSR G2 GKFG LIS
disorder, a predisposition to develofnat disease or disorder, or become a carrier of that
abnormality or characteristic with the ability to transmit it to future generations. Tests that assist

the health care practitioner in determining the appropriate course of action or treatment for a
medical condition.

Gestational carrier:Gestational carrier means an adult woman who is not an intended parent
and who enters into a gestational agreement to bear a child conceived using the gametes of other
persons and not her own. NRS 126.580
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Health Care PractitioneiA physicianpehaviorahealthpractitioner,chiropractor, dentistpurse,
nursepractitioner, physicianassistantpodiatrist, or occupational, physical, respiratory or speech

tKSNIF LJAad 2N aLISSOK LI (diohdist daptometrist, opticidnfob Weldd  LINES L
planbenefits, oriental medicine doctor facupuncture or Christian Scienpeactitioner, who is

legally licensed and/or legally authorized to practice or provide certain health care services under

the laws of he state or jurisdiction where the services are rendered: and acts within the scope

of his or her license and/or scope of practice.

Health Care ProviderA health care practitioner as defined above, or a hospital, ambulatory
surgical facility, behaviorddealth treatment facility, birthing center, home health care agency,
hospice, skilled nursing facility, or sabute care facility (as those terms are defined in Key
Terms and Definitionsection).

HIPAA Special Eollment: Enroliment rights under HIPAA for certain employeesdemendents
who experience a loss of other coverage and when there is an adoption, placement for adoption,
birth, or marriage.

Home Health Cardntermittent skilled nursing care services provided by a licefsade health
careagency(as those terms are defined in this section).

Home Health Care Agencyn agency or organization that provides a progranhahe health
careand meets one of the fowing three tests:
1 Itis approved by Medicare; or
1 It is licensed as @ome health careagency by the regulatory authority having
responsibility for the licensing under the laws of the jurisdiction in which it is located; or
1 If licensing is not requick it meets all the following requirements:

1 It has the primary purpose of providinghame health caralelivery system bringing
supportive skilled nursing and other therapeutic services under the supervision of a
physician oregisterednurse (RN) to thé@ome.

It has a fultime administrator.

It is run according to rules established by a group of professional health care providers
including physicians amggisterednurses (RNS).

It maintains written clinical records of services provided to all pasient

Its staff includes at least on@) registerednurse (RN) or it has nursing care by a
registerednurse (RN) available.

Its employees are bonded.

It maintains malpractice insurance coverage.

= =

= =
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Homeopathy: A school of medicine based on the theory that when large doses of drugs or
substances produce symptoms of an illness in healthy people, administration of very small doses

of those drugs or substances will cure the same symptoms. Homeopathy principlessayeet

G2 SYKFyOS (GKS o02ReéeQa Yyl ddz2N¥f LINPGSOGAGS YSOK
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GGNBIFIYSyld o0& aBendlifLimkatohs aod{ESchisicsettianof thisfd&cument
regardinghomeopathic treatment and services.) When the services of homeopaths are payable
by this Plan (e.g., anoffice visit), the homeopath must be properly licensed to practice
Homeopathy in the state in which he or she is practicing and must be performingesewithin

the scope of that license or, where licensing is not required, have successfully graduated with a
diploma of Doctor of Medicine ihomeopathy from an institution which is approved by the
American Institute of Homeopathy and completed at leasth@@irs of formal posgraduate
courses or training in a program approved by the American Institute of Homeopathy.

Hospice:An agency or organization that administers a program of palliative and supportive
health care services providing physical, psychologscalial,and spiritual care for terminally ill
persons assessed to have a life expectangiof) months or lessHospice care is intended to

let the terminally ill spend their last days with their families at home (home hospice services) or
in a homelike setting (inpatient hospice), with emphasis on keeping the patient as comfortable
and free from pain as possible apdoviding emotional support to the patient and his or her
family. The agency must meet one of the following tests:

It is approved by Medicare; or is licensed as a hospice by the regulatory authority having
responsibility for the licensing under the lawkthe jurisdiction in which it is located; or

If licensing is not required, it meetdl the following requirements:

l
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It provides 24 houe-day, 7 daya-week service.

It is under the direct supervision of a duly qualifigdysician.

It has a fultime administrator.

It has anurse coordinator who is eegisterednurse (RN) with fou(4) years of ful
time clinical experience. Tw(®2) of these years must involve carifigr terminally ill
patients.

The main purpose of the agency is to provide hospice services.

It maintains written records of services provided to the patient.

It maintains malpractice insurance coverage.

A hospice that is part of a hospital will be safered a hospice for the purposes of
this Plan

Hospital:A public or private facility or institution, other than one owned by the. G&/ernment,
licensed and operating according to law, that:

Is legally operated in the jurisdiction where it is loahte

Is engaged mainly in providing Inpatient medical care and treatment for injury and illness
in return for compensation;

Has organized facilities for diagnosis and major surgery on its premises;

Is supervised by a staff of at least two physicians;

Has 24hour-a-day nursing service bggisterednurses; and

Is not a facility specializing in dentistry; or an institution which is mainly a rest home; a
home for the aged; a place for drug addicts; a place for alcoholics; a convalescent home;
a nursing home; aaxtended care or skilled nursing facility or similar institution; or a Long
Term Acute Care Facility (LTAC).

il
1
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A hospital may include facilities for behavioral health treatment that are licensed and operated
according to law. Any portion of a hospital used as an ambulatory surgical facility, birth (or
birthing) center, hospice, skilled nursing facility, sadute are facility, or other place for rest,
custodial care, or the aged shall not be regarded as a hospital for any purpose relatediarhis

lliness:Any bodily sickness or disease, including any congenital abnormality of a neetidrn

as diagnosed by physician} YR a O2YLJ} NBR (2 GKS LISNBR2YQa
a covered employee or coveredouse will be considered an illness ofdy coverage under this

Plan However, infertility is not an iliness for the purpose of coverage undePthis

Inherited Metabolic Disorder A genetically acquired disorder of metabolism involving the
inability to properly metabolize amino acidsgrbdhydrates,or fats, as diagnosed by a Physician
using standard blood, urine, spinal fluigsue,or enzyme analysis. Inherited Metabolic Disorders
are also referred to as inborn errors of metabolism and include Phenylketonuria (PKU), Maple
Syrup Urine De&ase, Homocystinuria and Galactosemia. Lactose intolerance without a diagnosis
of Galactosemia is not an Inherited Metabolic Disorder under Bien See Special Food
Products.

Injury: Any damage to a body part resulting from trauma from an externalcour

Injury to Sound and Natural Teeth (ISNBn injury to the teeth caused by trauma from an
external source. This does not include an injury to the teeth caused by any intrinsic force, such
as the force of biting or chewing. Benefits for injury to Soand Natural Teeth are payable
under the medicaplan (see also the definition of Sound and Natural Teeth).

In-Network Provider: Means an imetwork provider that the network or one of its rental
networks have contracted with or made arrangements with to provide health services to covered
individuals. An imetwork provider has agreed to charge participants a discounted rate. To
determine if a provider is an inetwork provider log onto www.healthscopebenefits.com and

Oft A0l (GKS AGCAYR I tNROARSNE Glod | 2dz Y& I f
customer service representative can locate amatwork provider for pu.

In-Network ServicesServices provided by a health care provider that is a member dP i€ a
Exclusive Provider Organizati@@O), as distinguished from eaf-network services that are
provided by a health care provider that is not a memberafEP Onetwork.

In-Network Contracted RateThe negotiated amount determined by tl#?Cnetwork to be the
maximum amount charged by thePOprovider for a covered service. In some cases, the in
network contracted amount may be applied to eof-network provider charges.

Inpatient ServicesServices provided in a hospital or other health care facility during the period
when charges are made for room and board.
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Intensive Care UnitA sectionward, or wing within the hospital which:
1 Is separated from otér hospital facilities;
1 Is operated exclusivelfor providing professional care and treatment for critically ill
patients;
1 Has special supplies and equipment necessary for such care and treatment available on a
standby basis for immediate use;
Provides rom and board; and
Provides constant observation and care riegisterednurses or other specially trained
hospital personnel.

T
)l

Intensive Outpatient Program:An intensive outpatient program (IOP) is a kindrehtment

service and support program used primarily to treat eating disorders, depressichaself and
chemical dependency that does not rely on detoxification. IOP operates on a small scale and does
not require the intensive residential or partial day services typically offered by the larger, more
comprehensive treatment facilities.

Maintenance Care:Services and supplies provided primarily to maintain, support and/or
preserve a level of physical orental function rather than to improve such function.

Maintenance Rehabilitation Refersto therapy in which a patient actively participates, that is

provided after a patient has met the functional goalsactive rehabilitation so that no continued

significant and measurable improvement is reasonably and medically anticipated, but where
additional therapy of a less intense nature and decreased frequency may reasonably be
LINBAONROSR (2 YIFAY(dFAyIZ &adzllLl2 NI X | yiferadded LINS & ¢
rehabilitation is not covered by thelan

Managed CareProcedures designed to help control health care costs by avoiding unnecessary
services or services that acestlierthan others that can achieve the same result.

Maximum Amount; Maximum Allowable Chargdhe benefit payable for a specific coverage
item or benefit under thePlan Maximum allowable charge(s) shall be calculated by PEBP
consideringand after having anahed:

1 The reasonable and appropriate amount;
The terms of theéPlan
Plannegotiated and contractual rates with provider(s);
The actual billed charges for the covered services; and
Unusual circumstances or complications requiring additional tskill,andexperience in
connection with aserviceor supply, industry standards and practices as they relate to
similar scenarios, and the cause of injury or illness necessitating the service(s) and/or
charge(s).

il
1
T
T

ThePlanwill reimburse the actual charge(s) ifet are less than the reasonable and appropriate
amount(s). ThePlanhas the discretionary authority to decide if a charge is reasonable and
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appropriate, as well as medically necessary. The maximum allowable charge will not include any
identifiable billingmistakes including, but not limited to, egnding, duplicate charges, and
charges for services not performed.

Medical EmergencyThe sudden onset of a medical condition with symptoms severe enough to
cause a prudent person to believe that lack of imméealraedical attention could result in serious
jeopardy to his/her health, jeopardy to the health of an unbamld, impairment of a bodily
function or dysfunction of any bodily organ or part.

Medically Necessaryt  YSRAOFf 2NJ RSy dlFf &aSNIAOS 2NJ &dzLJLX
y SOSaal NXad AdmidistréitdoSts designee if it:
1 Is provided by or under the direction of a Physician or other duly liceieadth care
practitioner who is authorized tprovide or prescribe it (or dentist if a dental service or supply
is involved); and
1 Is determined by thé’lan Administratoor its designee to be necessary in teraigenerally
accepted American kical and Dental standards; and
1 Is determined by thePln Administrator or its designee to meet all the following
requirements:
o Itis consistent with the symptoms or diagnosis and treatment of the illness or injury;
and
o Itis not provided solely for the convenience of the patient, physician, dentist, hospital,
health care provider or health care facility; and
o ltisanappropriatéa SNIOA OS 2 NJ adzlJL) @ 3IAPSYy (GKS LI GAS
and
o lItis a coskfficient supply or level of service that can be safely provided to the patient;
and
o Itis safe and effective for the illness or injury for which it is used. A medic&rmal
service or supplis appropriate if:
o Itis a diagnostic procedure that is called for by the health status of the patient and is:
as likely to result in information that could affect the course of treatment as; and no
more likely to produce a negige outcome than any alternative service or supply,
020K @¢gAGK NBaLISOO G2 GKS AfftySaa 2N Ayed
condition.
o lItis care or treatment that is likely to produce a significant positive outcome; and no
more likely to poduce a negative outcome than any alternative service or supply,
020K @¢gAGK NBaLI SOl G2 GKS AffySaa 2N Ayed
condition.

A medical or dental service or supply Wil costefficient if it is nd costlierthan any dternative

appropriate service or supply when considered in relation to all health care expenses incurred in
connection with the service or supply. The fact that yplysician or dentist may provide, order,
recommend or approve a service or supply does mean that the service or supply wile

medically necessary for the medical or dental coverage provided byldmeA hospitalization or
O2yFAYSYSyild G2 F KSFtftdK OFNB FTILrOAfAGE gAft y2
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illness or injury could safely and appropriately be diagnosed or treated while not confined. A
medical or dental service or supplyti@t- y al FSt & FyR F LIINRBLINRF (St &
2N) RSyidAraidoa 2FFTAOS 2 NbezdndderédinddiSailyinec€sgagyifit s F I OA
furnished in a hospital or health care facility or otlo@stlierfacility.
1 The nonravailabiity of a bed in another health care facility, or the nawailability of a
health care practitioner to provide medical services will not result in a determination that
continued confinement in a hospital or other health care facility is medically necessary
1 A medical or dental service or supply will not be considered to be medically necessary if
it does not require the technical skills of a dental or health care practitioner or if it is
furnished mainly for the personal comfort or convenience of the patieh G KS LJ G A S
family, any person who cares for the patient, any dental or health care practitioner,
hospital or health care facility.

Medically Necessary for External RevieMeans healticare services or products that a prudent
physician would proviel to a patient to prevent, diagnose or treat an iliness, injury or disease or
any symptoms thereof that are necessary and provided in accordance with generally accepted
standards of medical practice, is clinically appropriate with regard to type, frequexosnt,
location and duration, is not primarily provided for the convenience of the patient, physician or
other provider of healthcare, is required to improve a specific health condition of a member or
to preserve his existing state of health and the t@gically appropriate level of healthcare that
may be safely provided to the participant.

Medicare: The Health Insurance for the Aged and Disabled provisions in Title XVIII of the U.S.
Social Security Act as it is now amended and as it may be amantiesifuture.

Medicare Part AHospital insurance provided by the Federal Government that helps cover
inpatient care in hospitals, skilled nursing facility, hospice, and home health care.

Medicare Part BMedical insurance provided by the Federal &uownent that helps pay for
medically necessary services like doctors' services, outpatient care, durable medical equipment,
home health services, and other medical services.

Medicare Part DPrescription drug coverage subsidized by the Federal Goverrvoerg offered
only by private companies contracted with Medicare such as HMO&EBRQHPPOs.

Medi-Span: A national drug pricing information database for drug pricing analysis and
comparison.

Mental Disorder; Mental and Nervous DisordeiSee the definition of Behavioral Health
Disorder.

Midwife, Nurse Midwife:A person legally licensed as a Midwife or ifexdl as a Certified Nurse
Midwife in the area of managing the care of mothers and babies throughout the maternity cycle,
as well as providing general gynecological care, including history taking, performing physical
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examinations, ordering laboratory tesésid xray procedures, managing labor, delivery and the
post-delivery period, administer intravenous fluids and certain medications, preaergency
measures while awaiting aid, perform newborn evaluation, sign birth certificates, and bill and be
paid in his or her own name, and who acts within the scope of his or her license. A Midwife may
not independently manage moderate or higisk mothers, admito a hospital, or prescribe all
types of medications. See also the definition of Nurse.

Naturopathy: A therapeutic system based on principles of treating diseases with natural forces
such as water, heat, diet, sunshine, stress reduction, physical matigpulmassageor herbal

tea. Note: Naturopathy providers and treatment/services or substances are not a payable benefit
under thisPlan

Nondurable SuppliesGoods or supplies that cannot withstand repeated use and/or that are
considered disposable aridhited to either use by a single person or etir@e use, including (but
not limited to) bandages, hypodermic syringes, diapsogp,or cleansing solutions, etc. See also
the definitions of Corrective Appliances, Durable Medical Equipment, Orthoticafyppli(or
Device) and Prosthetic Appliance @avice). Only those Nondurable Supplies identified in the
Schedule of Medical Benefise coveed by thisPlan All others are not.

Non-Network: See Oubf-Network.

Non-Participating ProviderA health care provider who does not participate in flar a
Exclusive Provider Organizati(P Q.

Nurse: A person legally licensed as a Registered Nurse (RN), Certified Registered Nurse
Anesthetist (RNA), Certified Nurse Midwife or licensed Midwife, Nurse Practitioner (NP),
Licensed Practical Nurse (LPN), Licensed Vocational Nurse (LVN), Psychiatric Mental Health
Nurse, or any equivalent designation, under the laws of the state or jurisdiction wihere t
services are rendered, who acts within the scope of his or her license.

Nurse AnesthetistA person legally licensed as a Certified Registered Nurse Anesthetist (CRNA),
Registered Nurse Anesthetist (RNA) or Nurse Anesthetist @Néauthorized to admmister
anesthesia in collaboration with a Physician, and bill and be paid in his or her own name, or any
equivalent designation, under the laws of the state or jurisdiction where the services are
rendered, who acts within the scope of his or her license.

Nurse Practitioner:A person legally licensed as a Nurse Practitioner (NP), or Registered Nurse
Practitioner (RNP) who acts within the scope of his or her license and who in collaboration with
a Physician, examines patients, establishes medical diagnmskess, performs and interprets
laboratory, radiographic and other diagnostic tests, identifies, develops, implements and
evaluates glanof patient care, prescribes and dispenses medication, refers to and consults with
appropriate health care practitioners under the laws of the state or jurisdiction where the
services are rendered.
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Occupational TherapistA person legally licensed as a professional Occupational Therapist who
acts within the scope of their license and acts under the direction of a Physician to assess the
LINEaSyOS 2F RSTSO0Ga Ay I arehsKillR andrhiviietnf dalybving 0 A £ A G
and who formulates and carriesoutpdan2 ¥ | OG A2y G2 NBad2NB 2N &dzLl
to perform such skills to regain independence.

Office Visit:A direct personal contact between a Physician or otieslth care practitioner and

a patient in thehealthcarepNJ OG A GA 2y SNRa 2FFAOS F2NJ RAFIAYy2aA
use of the appropriateffice visit code in the Current Procedural Terminology (CPT) manual of

the American Medical Association and with documentatiost meets the requirement of such

CPT coding. Neither a telephone discussion with a Physician orhathlkt care practitioner nor

avisit to ahealthcarepN> OGA G A2y SNRA 2FFAOS a2t Ste F2NJ adzC
specimen, or receiving routine injectionis an office visit for the purposes of thiBlan

Open Enrolliment PeriodThe period during which participants in tRéanmay select among the
alternate health benefit programs that are offered by tAknor eligible individuals not currently
enrolled in thePlanmay enroll for coverage.

Oral SurgeryThe specialty of dentistry concerned with surgical procedures in and about the
mouth and jaw.

Orthognathic ServicesServices dealing with the cause and treatment of malposition of the
bones of the jaw, such as prognathisratrognathism or TMJ syndrom8&ee the definitions of
Prognathism, Retrognathism and TMJ.

Orthotic (Appliance or Device)A type of correctiveapplianceor device, either customized or

I OF Af | othe®2dF @SNEE¢ RSaAIYSR G2 &adzllLR2 NI | 4SS
limited to) crutches, specially designed corsets, leg braces, extremity splints, and walkers. For the
purposes of the medicagblan, this definition does not include dental orthotics. See also the
definitions of CorrectiveAppliance Durable Medical Equipment, Nomcble Supplies and
Prosthetic Appliance (atevice).

Other Prescription Drug®Drugs that require a prescription under state law but not under federal
law.

Out-of-Network Services (NoiNetwork): Services provided by a health care provider that is not
a member of thePlam Bxclusive Provider Organizati(EP(Q, as distinguished from inetwork
services that are provided by a health care provider that is a member &RiG@Greater expense
could be incurred by the participant when using @ifitnetwork providers.

Out-of-Pocket Maximum:The maximum amount ofoinsurance each covered person or family
is responsible for paying duringPdanyear before the coinsurance required by tRéanceases
to apply. When the oubf-pocket maximum is reached, tidanwill pay 100% of eligible covered
expenses for the remadter of thePlanyear. See the section on cof-pocket maximum in the

150



tdzof A0 9YLX285SaQ .SySFAdGa tNRIAINIY mier Plan
Plan Year 2021
Key Terms and Definitions
Medical Expense Coveraggction for details about what expenses do not count toward the out
of-pocket maximum.

Outpatient ServicesServices praded either outside of a hospital or health care facility setting
or at a hospital or health care facility when room and board charges are not incurred.

Partial Hospitalization Servicédlso known as PHP, a typepsbgram used to treat mental illness

and substance abuse in which the patient continues to reside at home, but commutes to a
treatment center up to sever{(7) days a week. This service model focuses on the overall
treatment of the individual and is intended avert or reduce irpatient hospitalizationServices

are typically provided in either a hospital setting or by a fséending community mental health
center. Treatment during a typical day may include group therapy, psgtabational groups, skill
building, individual therapy, and psychopharmacological assessments, andinke&kograms

are available for the treatment of alcoholism and substance abuse, Alzheimer's disease, anorexia
and bulimia, depression, bipolar disorder, anxiety disorders, schieoga, and other mental
illnesses.

Participant: The employeeretiree, enrolled spouse or domestic partnetependent child(ren)
or a surviving spouse or dependent of a retiree. NAC 287.095

Participating ProviderA health care provider who participaten thePlarQ Bxclusive Provider
OrganizationEPQ.

Passive RehabilitatiorRefersto therapy in which a patient does not actively participate because
the patient does not have the ability to learn and/or remember (that is, has a cognitive deficit),
or is comatose or otherwise physically or mentally incapable of active participatiosiv@®as
Rehabilitation may be covered by tfan but only during a course of hospitalization for acute
care. Techniques for Passive Rehabilitation are commonly taught to the family/caregivers to
employ on an outpatient basis with the patient when and utitg patient canachieveactive
rehabilitation. Continued hospitalization for the sole purpose of provigiagsiverehabilitation

will not be considered medically necessary for the purposes ofthais

PharmacyA licensed establishment where coveregkgcription drugs are filled and dispensed
by a Pharmacist licensed under the laws of the state where he or she practices.

Pharmacist:A person legally licensed under the laws of the state or jurisdiction where the
services are rendered, to prepare, cooynd and dispense drugs and medicines, and who acts
within the scope of his or her license.

Physical TherapyRehabilitation directed at restoring function following disease, injury, surgery

or loss of body part using therapeutic properties such as active and passive exercise, cold, heat,
electricity, traction, diathermy, and/or ultrasound to improve circulatistrengthen muscles,
return motion, and/or train/retrain an individual to performctivities of daily living such as
walking and getting in and out of bed.
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PhysicianA person legally licensed as a Medical Doctor (MD) or Doctor of Osteopathy (DO) and
authorized to practice medicine, to perforsurgery and to administer drugs, under the laws of

the state or jurisdiction where the services are rendered who acts within the scope of his or her
license.

Physician Assistant (PAX person legally licensed asaysician Assistant, who acts within the
scope of his or her license and acts under the supervision of a Physician to examine patients,
establish medical diagnoses; order, perform and interpret laboratory, radiographic and other
diagnostic tests; identifydevelop, implement and evaluatePdanof patient care; prescribe and
dispense medication within the limits of his or her license; refer to and consult with the
supervising Physician; under the laws of the state or jurisdiction where the services desaen

Plan, The Plan, This Plaim: most cases, the programs, benefasd provisions described this
Planand & LINRPPARSR o0& (KS tdzoftAO 9YLIE28SSaQ . SyS-

Plan Administrator:The person or legal entity designated by fRkanas the party who has the
fiduciary responsibility for the overall administration of tR&an

Plan YearTypicallythe 12-month period from July 1 through June 30. PEBP has the authority to
revise thePlanyear if necessary. PEBP has the authority to revise the benefits and rates if
necessaryeachPlanyear. For medical, dental, vision and pharmacy benefits, all cidales,out-
of-pocketmaximums and Planyear maximum benefits are determined based on Rianyear.

Plan Year DeductibteThe amount you must pay eaEtanyear before thePlanpays benefits.

Plan Year Maximum Benefitsthe maximum amount of benefifgayable eacHlanyear for
certain medical expenses incurred by any covdrthparticipant (or covered family member of
the Planparticipant).

Podiatrist: A person legally licensed as a Doctor of Podiatric Medicine (DPM) who acts within the
scope of s or her license and who is authorized to provide care and treatment of the human
foot (and in some states, the ankle and leg up to the knee) under the laws of the state or
jurisdiction where the services are rendered.

Positive Annual Open Enrollment Hed: This process requires that each eligible employee or
eligible retiree affirmatively make his or her benefit elections during the PEBP annual enrollment
period. Even if you do not want to make any coverage changes, you must affirmatively make your
election,or you will be defaulted to sefoverage only under the PEBP batn.

PreAdmission Testing:Laboratory tests and -says and other medically necessary tests

performed on an outpatient basiseven {) days prior to a scheduled hospital adnmiss or
outpatient surgery The testing must be related to the sickness or injury.
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Prescribed for a Medically Necessary Indicatidre term medically accepted indication means
any use of a covered outpatient drug which is approved under the Federal Bood,and
Cosmetic Act, or the use of which is supported by one or more citations included or approved for
inclusion in any of the following compendia: American Hospital Formulary Service Drug
Information, United States Pharmacopddaug Information, the RUGDEX Information System

or American Medical Association Drug Evaluations.

Prescription DrugsFor the purposes of thiglan prescription drugs include:

1. Federal Legend Drugs: Any medicinal substance that the Federal Food, Drug, and
/| 2aYSGAO ! OO0 NI dzA NdSFaderal ;aw préhibifs tispeh$ing Rithoutr / I dzi
LINBAONRLIGA2YET

2. Other Prescription Drugs: drugs that require a prescription under statdidg not under
federal law; or

3. Compound Drugs: Any drug that has more than one ingredient and at least one of them
is a Federal Legend Drug or a drug that requires a prescription under state law.

Prior Authorization: (pre-certification) is a review procedure performed by thdV company
before services are rendered, to assure that health care services meet or exceed accepted
standards of care and that the service, admission and/or length of stay in a health care ifacility
appropriate and medically necessary.

Prognathism:The malposition of the bones of the jaw resulting in projection of the lower jaw
beyond the upper part of the face.

Progran¥ aSlyada (GKS tdzofA0O 9YLX 28SSaQ .SywNRaia tN
287.0402 to 287.049, inclusive.

Prophylactic SurgeryA surgical procedure performed for the purpose of (1) avoiding the
possibility or risk of an illness, disease, physical or mental disorder or condition based on genetic
information or genetic tsting, or (2) treating the consequences of chromosomal abnormalities
or genetically transmitted characteristics, when there is an absence of objective medical
evidence of the presence of disease or physical or mental disorder, even at its earliestAtages.
example of prophylactic surgery is a mastectomy performed on a woman who has been
diagnosed as having a genetic predisposition to breast cancer and/or has a history of breast
cancer among her family members when, at the time the surgery is to be pexthrinere is no
objective medical evidence of the presence of the disease, even if there is medical evidence of a
chromosomal abnormality or genetically transmitted characteristic indicating a significant risk of
breast cancer coupled with a history of st cancer among family members of the woman.

Prophylaxis:The removal of tartar and stains from the teeth. The cleaning and scaling of the
teeth are performed by a dentist or dental hygienist.

Prosthetic Appliance (or Devicek type of correctivappliance or device designed to replace all
or part of a missing body part, including (but not limited to) artificial limbs, heart pacemakers, or
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