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SECTION 1. WELCOME

Moda Healthis pleased to have been chosen by the Group geéferred providerorganization
(PPO) plan. This handbook is designed to provide members with important information about
UKS t | y imitatian§andprokeiiuies.

Members may direct questions to one of thembers listedn section 2.1 or access tools and
resources ona 2 R | Spefsandized member website, Member Dashboard at
www.modahealth.comThe Member Dashboart available24 hours a day, 7 days a week
Ffft26Ay3a YSYOSNR (G2 | OOSaacon\Le}ﬁlelnt;/Ifahyﬁtéraramafhsu AZ2Y
necessaryCustomeiService will coordinate the services of an interpreter over the phone.

Moda Healthreserves the right to monitotelephone conversations and email communications
between its employees and itmembersfor legitimate business purposes as determined by
Moda Health

This handbook may be changed or replaced at any time, by the Gradpaa Health without

the consent oany member. The most current handbook is availabléhenMember Dashboard

accessed through th&loda Healthg S6 aA iS® !t LYy LINRPGAAAZ2ZYA |
policy withModa Health This handbook may not contain every plan provision.

Welcome 1
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SECTION 2. MEMBERRESOURCES

2.1 (GCONTACTNFORMATION

Moda Health Websitglog in tothe Member Dashboarjl

www.modahealth.com

Includesmany helpful features, such as:
Find Care (use to fina Tier 1 and Tier grovider)
Prescription pice che&tool and formulary (medication cost estimates and benefit tiers)
Prior authorization lists (services and supplies that may require authorization
www.modahealthcom/medical/referra)

Medical Customer Service Department
TolHree 8888731395
En Espaid@88-786-7461

Behavioral Health Customer Service Department
TolHree 888217-2373

Dental Customer Service Department
TolHree 888374-8906

DiseaseManagement and Health Coaching
TolHree 877277-7281

Hearing Services Customer Service
TruHearing
TolHree 866202-2178

Pharmacy Customer Service Department
Tollree 8442358017

Vision Care Services Customer Service Department
TolHree 800-877-7195

Telecommunications Relay Servita the hearing impaired
711

Moda Health
P.O. Box 40384
Portland, Oregon 97240

2.2 MEMBERSHIBARD

After enrolling, members will receivl® (dentification) cards that will include the group and
identification numbers. Members will need to present the card each time they receive services.
Members may gao the Member Dashboardr contactCustomer Service for replacement of a
lostIDcard.

Member Resources 2
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2.3 NETWORKANDTIER2 PROVIDERS

See Network InformationSection % for detail about how networks work.

Medical networks
Tier 1: Pioneer
Tier 2: First Choice in Alaska

Dental network
Tier 1: Delta Dental Premier
Tier 2: Delta Dental Premier

Pharmacy network
Navitus

Travel network
First Health

Vision network
VSP

2.4 CARECOORDINATION

2.4.1  Care Coordination

The Plan provides individualized coordination of complex or catastrophic cases. Care
Coordinators and Case Managers who are nursesebavioral health clinicians work directly
with members, their families, and their professional providers to coordinate healthcare needs.

The Plan will coordinate access to a wide range of services spanning all levels of care depending
2y U0KS Y SdanslndiRgamedical$ravel support tm Oregompreferred provider (see
7.7.4.Having a nurse or behavioral health clinician availabotvdinate these services ensures
improved delivery of healthcare services to members and their professional providers.

2.4.2 Disease Management

The Plan provides education and support to help members manage a chronic disease or medical
condition. Health Coaclsehelp members to identify their healthcare goals, -setfnage their
disease and prevent the development or progression of complications.

Working with a Health Coach can help members follow the medical care plan prescribed by a
professional provider andriprove their health status, quality of life and productivity.

Contact Disease Management and Health Coaching for more information

2.4.3 Behavioral Health

Moda Behavioral Health provides specialty services for managing mental health and chemical
dependency beefits to help members access effective care in the right place and contain costs.
Behavioral Health Customer Service can help members |ddatel and Tier providers and
understand the mental health and chemical dependency benefits.

Member Resources 3
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2.5 OTHEARRESOURCES

Additional member resources providing general information about the Plan can be found in
Section 12and Section 14

Member Resources 4
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SECTION 3. SCHEDULEF BENEFITS

This sections a quick referenceummarimngthe RHanQ Benefits.

It is important to also check the Benefit Descriptio(Bection 7 for more details about any
limitations or requirements. Link directly there from the Details column.

The details of the actual benefits and the conditions, limitations and exclusions are contained in
the sections that followPrior authorization may beequired for some services (see sectt).
An explanation of important terms is found $ection 16

Cost sharing is the amount members p&ee Section 4for more information, including
explanation of deductible and owdf-pocket maximumEor services provideat Tier 3 members

are also responsible for any amount in excess of the maximumagtiiamance.

1 ff ablyydzZ-fé& 2NJ GLISNI @SEFENE o0SySTAdGa | OONHZS
Tier 1 Tier 2 Tier 3
Benefits Benefits Benefits
Subscriber Only Coverage:
Annual deductible $2,50Q Tier 2 | $2,50Q Tier 1
deductible deductible $5,000
applies applies
Annual outof-pocket maximum $6,00Q Tier 2 | $6,00Q Tier 1
out-of-pocket | out-of-pocket
maximum maximum $12,000
applies applies
FamilyCoverage:
Family deductible can be met by one
or more members
Annualdeductible per family $5,00Q Tier 2 | $5,00Q Tier 1
deductible deductible $10,000
applies applies
Annual outof-pocket maximum per | $6,00Q Tier 2 | $6,00Q Tier 1
member out-of-pocket | out-of-pocket
maximum maximum $12,000
applies applies
Maximum annual outof-pocket per | $12,00Q Tier 2| $12,00Q Tier 1
family out-of-pocket | out-of-pocket
maximum maximum $24,000
applies applies

Schedule of Benefits
ModaAKS(hk 1-1-2021
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Services Cost Sharing Section in Handbook
(Deductible applies unless noted differently| & Details
Tier1 | Tier2 | Tier 3
Urgent & Emergency Care
Ambulance 25% Section7.2.1
Transportation Tier 1 deductible and ouf-pocket maximum
apply
Commercial Section7.2.2
Transportation Oneway for sudden,
life-endangering
25% 25% 25% medical condition.
(Tier 1 deductible
and outof-pocket
maximum apply)
Emergency Room 25% Section7.2and7.2.4
Facility (includes Tier 1 deductible and owuf-pocket maximum
ancillary services) apply
ER professional g 25%
ancillary services| Tier 1 dedictible and outof-pocket maximum
billed separately apply
\liirgtesnt Care Office 2504 40% 50% Section/.2.5
Medical Section7.2.3
Transportation 25% 25% 25% 2 roundtrip tickets
per year
Preventive Services
Services as required Section7.3
under the Affordable See section for
Care Act, including th frequency and age
following: limitations
Colonoscopy No cost No cost Section7.3.1
. - 50% One per 10 years,
sharing sharing age 50+
Hearing Screenin| Section7.3.4
Initial screening
No cost No cost 50% within 30 days of
sharing sharing birth
Additional tests up
to age 24 months
Immunizations No cost No cost 50% Section7.3.3
sharing sharing
Mammogram Section7.3.8
No cost No cost 50% One age 3540
sharing sharing One per year, age
40+
Preventive Health Section7.3.5
Exams Eﬁa$%5t [;Ir?a(?i?ft 50% 3 exams age 24
9 9 One per year, age 5j

Schedule of Benefits
ModaAKS(hk 1-1-2021
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Services Cost Sharing Section in Handbook
(Deductible applies unless noted differently] & Details
Tier 1 Tier 2 Tier 3
WellBaby Exams Section7.3.7
No cost No cost .
sharing sharing 50% :i:;ést 24 months of
22YSyQa No cost No cost 50% Section7.3.8
Pap Test sharing sharing One per year
Vision Screening No cost No cost 50% Section7.3.4
sharing sharing Age 35
Other Preventive
Servic;es inclgding:
Diagnostic Xay 25% 40% 50%
Prostate Rectal o 0 o Section7.3.6
Exam 25% 40% 0% One per year, age
Prostate Specific 40+
Antigen (PSA) 25% 40% 50%
Test
Outpatient Services
Acupuncture ¢ 5 o Section7.4.1
25% 409 50% 24 visits per year
Anticancer Section7.4.2
Medication 25% 40% 50%
Applied Behavior o ) o Section7.4.3
Analysis 25% 40% 50%
Biofeedback Section7.4.4
25% 40% 50% 10 visit lifetime
maximum
Chemical Dependenc] o 0 o Section7.4.5
Services 25% 40% 50%
Dental Care Section7.4.8
Under age 19
Frequency limits
apply to some
services
Diagnostic &
Preventive 0% 0% 50%
Minor restorative o 0 o
sorlEEs 25% 25% 50%
Other dental
services 25% 25% 50%
Orthodontia When medically
50% 50% 50% necessary
Dental Injury 25% 40% 50% Section7.4.9
Diabetes Services Section7.4.11
2504 40% 50% Supplies covered

under DME and
Pharmacy benefits

Schedule of Benefits
ModaAKS(hk 1-1-2021
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Services Cost Sharing Section in Handbook
(Deductible applies unless noted differently| & Details
Tier1 Tier 2 Tier 3
Diagnostic Section7.4.12
Procedures, including 25% 40% 50%
x-ray & lab
Infusion Therapy o 0 o Section7.4.15
(Home or Outpatient) 25% 40% 50%
Kidney Dialysis 25% 40% 50% Section7.4.16
Massage Therapy o o 3 Section7.4.17
25% 40% 50% 24 visits per year
Mental Health Section7.4.19
Services 25% 40% 50%
Nutritional Therapy 25% 40% 50% Section7.4.20
Office & Home Visits Section7.4.21
PCP Visits See also Virtual Car
(including 25% 40% 50% Visits under Other
naturopath visits) Services
Specialist Visits 25% 40% 50% Section7.4.21
Psychological or Section7.4.24
Neuropsychological 25% 40% 50% 12 hours per year
Testing
Rehabilitation & Section7.4.25
Habilitation 45 sessions per yeal
Limits apply
0 0, 0
25% g 50% separately to
rehabilitation and
habilitation services
Spinal Manipulation 0 0 o Section7.4.26
" 40% 0% 24 visits per year
Surgery & Invasive Section7.4.27
Diagnostic Procedure 25% NG 50%
Therapeutic Injections 25% 40% 50% Section7.4.28
Therapeutic Radiolog) 25% 40% 50% Section7.4.29
Inpatient & Residential Care
Chemical Dependenc Section7.5.1
Detoxification G 40% 50%
Diagnostic Section7.4.12
Procedures, including 25% 40% 50%
x-ray and lab _
\H/ic;istgltal Physician 2504 40% 50% Section7.5.4
Inpatie_n_t Care 25% 40% 50% Sect@on7.5.3
Rehabilitation 2504 40% 50% Section7.5.7

30 days per year

Schedule of Benefits
ModaAKS(hk 1-1-2021
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Services Cost Sharing Section in Handbook
(Deductible applies unless noted differently] & Details
Tier 1 Tier 2 Tier 3
Residential Mental Section7.5.8
Health & Chemical
Dependency 25% 40% 50%
Treatment Programs
Skilled Nursing Facilit o o o Section7.5.9
Care 25% 40% 50% 60 days per year
Surgery 25% 40% 50% Section7.5.10
Transplants Section7.5.13
Includes donor costs
Center of
Excellence 25% N/A N/A
facilities

Other facilities

Not covered

Not covered

Not covered

Travel, Lodging & 0 n 3 $7,500 per
Meals 25% o A transplant
Maternity Services
Breastfeeding Section7.6.1
Support & No cost 50%
Counseling No cost sharing
Supplies sharing No cost No cost
sharing sharing
Maternity 25% 40% 50% Section7.6
Other Services
Durable Medical Section7.7.1
Equipment, Supplies Limits apply to some
and Appliances g% % 50% DME, supplies,
appliances
Home Healthcare Section7.7.2
25°% 40% 50% 130 visits per year
Hospice Care Section7.7.3
Home Care 25% 40% 50%
Inpatient Care 25% 40% 50% 10 days
Respite Care 25% 40% 50% 240 hours
Virtual Care Visits 25% 40% 50% Section?.7.6
Log on via
Through No cost
. . N/A N/A modahealth.com/
CirrusMD sharing cirrusmd
Other providers 25% 40% 50%

Shedule of Benefits
ModaAKS(hk 1-1-2021
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Services Cost Sharing Section in Handbook
(Deductible applies unless noted differently| & Details
Tierd | Tier2 Tier 3
Pharmacy
Prescription Section7.8
Medications Up to 3Gday supply

Using a manufacturer discount may disqualif]
member from the tax advantages under a
health savings account (HSA) arrangemern

A member who uses asut-of-network
pharmacy must pay any amounts charged

above the MPA

per prescriptionfor
mostspecialty
pharmacy

90-day for retail or
mail order

Must use Moda
designated mail
order and specialty

pharmacies
Retail Pharmacy
Value Tier : No cost
No cost sharing sharing
Select Tier 25% 25%
Preferred Tier 25% 25%
Nonpreferred Tier 50% 50%
Mail Order Pharmacy
Value Tier No cost sharing Must use a
Select Tier 25% Moda-
Preferred Tier 25% des_ilgnactited
Nonpreferred Tie mail oraer
i W 50% pharmacy
Specialty Pharmacy Up to 3Gday supply
per prescriptionfor
most medications
Must use a Moda
designated specialty
pharmacy
Preferred
Specialty 25% 25% N/A
Nonpreferred
Sp e alty 50% 50% N/A
Anticancer Section7.4.2
Medication Pharmacy tier
deductible applies
25% 25% 25% Must use Moda
designated mail
order and specialty
pharmacies

Schedule of Benefits
ModaAKS(hk 1-1-2021
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Services Cost Sharing Section in Handbook
(Deductible applies unless noted differently] & Details
Tierd | Tier2 | Tier3
Vision Care
Pediatric Vision Care Section7.9.1
Under age 19
Exam . 50% no One per year
No copay or coinsurance deductible
Lenses & frames One pair per year
or contacts 50%. no Frames from the
No copay or coinsurance deductible Otis & Piper
Eyewear collection
only
Optional Lenses . 50%, no
and Treatments No copay or coinsurance deductible
Low vision . 50%, no One every year
evaluation No copay or coinsdiggge deductible
Low vision . 50%, no | 4 visits every 5 years
services No copay ogggtirance deductible | for follow up care
Low vision aids One low vision aid
: 50% no per year and one
No cafg or colnsggance deductible | pair of high power
spectacles per year
Hearing Coverage
Hearing exam 20% 20% Section7.10
Hearing testing & Ear examination
hardware once per 2 years.
Other services,
including hearing
20% 20% exams, once in a-3

year period. Hearing
aids subject to a
$3,000maximum
every 3 years

Schedule of Benefits
ModaAKS(hk 1-1-2021
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SECTION 4. PAYMENT & COST SHARING

4.1 DEDUCTIBLES

No benefits will be paid until the annual deductible is met, unless the Plan specifically states
otherwise. The deductible amounts are shownSaction 3 and are the amount of covered
expenses that are paid by members before benefits are payable by the Plan. That means the
member pays the full cost of services that are subject to the deductible until he or she has spent
the deductible amount. Therhe Plan begins sharing costs with the member. Subscribers with
seltonly coverage must meet the per subscriber deductiller coverage with 2 or more
members, the entire family deductible must be met before benefits are payabkeper member
deductible applies only until the total family deductible is reachdd:network and outof-
network expenses are subject to separate deductibles. The deductible is lower when paid as an
in-network benefit

Disallowed chargeasnd manufacturer discountsna/or copay assistance prograrde not apply
to the annualdeductible.

If the Plan replaces a policy of the Group, any deductible amount satisfied under the prior policy
during the year will be credited.

Deductibles are accumulated on a calendar year badise IPlan renews on a date other than
January 1, members mayave to satisfadditional deductible after renewal through December
31,

4.2 ANNUALMAXIMUMOUT-OFPOCKET

After the annual ouof-pocket maximum is met, the Plan will pay 100% of covered services for
the restof the year. If coverage is for more than one member, the per member maximum applies
only until the total family oubf-pocket maximum is reache&ervies accumulated toward the
Tier 1 outof-pocket maximum can be used to satisfy the Tier 2afypocket maximum. Services
accumulated toward the Tier 2 owlf-pocket maximum can be used to satisfy the Tier kafut
pocket maximum. The Tier 3 maximum accushes separately.

Out-of-pocket costs are accumulated on a calendar year basis. If the Plan renews on a date other
than January %, members mayave to payadditional outof-pocket costs after renewal through
December 31.

Payments made by manufactureliscounts and/or copay assistance programs do cmint
toward the outof-pocket maximum.

Members are responsible for the following costs (they do caint toward the outof-pocket
maximum and members must pay for them even after the-olupocket maximm is met):

a. Cost containment penalties

b. Disallowed charges

c. Tier 3vision benefits for members under age 19
d. Hearing coverage benefits

Payment & Cost Sharing 12
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4.3 PAYMENT

Expenses allowed by Moda Health are based upon the maximum plan allo@4Rég which is
a contracted fee for Tier 1 and Tier 2 providers. For Tier 3 providerdihis an amount
established, reviewed, and updated by a national datalfaseSection 1§ Depending upon the
Plan provisions, cost sharing may apply.

Except for cost sharing and plan benefit limitations, Tier 1 and Tier 2 providers agree to look solely
to Moda Health, if it is the paying insurer, for compensation of coveredics\provided to
members.

4.4 EXTRACONTRACTUABERVICES

Extracontractual services are services or supplies that are not othereosered but which

Moda Health believes to be medically necessary, cost effective and beneficial for quality of care.
Moda Helth works with members and their professional providers to consider effective
FEfTOSNYFGA@®Sa (2 K2aLAaFEATFGA2Y yYyR 20KSNJ OF N

After case management evaluation and analysis by Moda Hesdtrg-contractual serviceswill
be covered wheragreed upon by a member and his or her professional provider and Moda
Health. Any party can provide notification in writing and terminate such services.

The fact that the Plan has paid benefits #tra-contractualservices for a member shall not
obligate it to pay such benefits for any other member, nor shall it obligate the Plan to pay benefits
for continued or additiona¢xtra-contractualservices fothe same member. All amounts paid for
extra-contractual services under this provision shall be included in computing any benefits,
limitations or cost sharing under the Plan.

Payment & Cost Sharing 13
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SECTION 5. NETWORKNFORMATION

Tier 1 benefits apply to services delivered by Tier 1 provideiunicipality of Anchorage,

Fairbanks North StaKenai Peninsul&Ketchikan Gatewagnd MatanuskaSusitnaborouglsand

Prince of Wale$lyde censusarea; Tier 2 benefits apply teervices delivered by Tier 2 providers

in Alaska; Tier 3 benefits apply to services delivered by Tier 3 providers. By using a Tier 1 provider,
members will receive quality healthcare and will have the highest level of benefits. Services a
member receivesnia Tier 1 or Tier 2 facility may be provided by physicians, anesthesiologists,
radiologists or other professionals who are Tier 3 providers. When a member receives services
TNRY UKSAaS LINPYJYARSNRZEZ lye |Y2dzyua OKIsibiEySR | 02
Services received outside the state of Alaska are cowartte Tier 1 benefit levdbr emergency

services.

Remember to ask providers to send any lab work -oays to a Tier 1 facility for the highest
benefits. Members may choose a Tier 1yader in Pioneer network by using Find Caretlos
Member Dashboaradr a Tier2 provider in First Choice Health network in Alaska by searching at
www.fchn.com Members can contact Customer Service for assistance. Metibeards will
identify the applicable network.

5.1 GENERANETWORHNFORMATION

5.1.1  Primary Network; Primary Service Area

Members have access to a primary netwd?kigneer which provides services Municipality of
Anchorage Fairbanks North Stakenai PeninsulaKetchikan Gatewagind MatanuskeSusitna
boroughs and Prince of Waleblyde censusarea, also known as their primary service area.
Subscriberand dependentsvho move outside ofthe primary service area will logdigibility on
the Plan.

Networks
For all members:

a. Medical network iPioneer networkin Municipality ofAnchoragefFairbanks North Star
Kenai PeninsulaKetchikan Gatewagnd Matanusk&eSusitnaboroughs and Prince of
WalesHyde census area. The Plan also provides supplemental network coverage
throughFirst Choice networin Alaska:

1. Pioneer network(Tier J: Tier 1preferred medical providerand facilitiesand

select specialists frorirst Choice network

2. First Choice networkTier 2):First Choicgroviders in Alaska
Pharmacy network iSlavitus
Vision network i18/SP
Dental network

1. Tier 1:Delta Dental Premier

2. Tier 2:Delta Dental Premier

coo

When there is no reasonable access within 50 nflegd2 ¥ (1 KS Y SYobaNIizél NB a AR
provider,a member carreceiveservices froma Tier 2 prowiler in Municipality of Anchorage,

Fairbanks North StaKenai Peninsul&etchikan Gatewagnd MatanuskeSusitnaboroughs and

Prince of Waleslyde censusareaat the Tier 1 levelf there is a Tier 1 provider available within

50 milesthe servicewill be paid at the Tier 2 benefit level

Network Information 14
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5.1.2  Travel Network

Members traveling outside of Alaska may receive benefits at the Tier 1 level by using a travel
network provider for urgent oremergency services. Thiger 1benefit level only applies to a
travel network provider if members are outside the state of Alaska and the travel is not for the
purpose of receiving treatment or benefits. The travel network is not availeo members who

are temporarily residing outside the primary service area.

Travel Network
First Health

aSYOSNE YIe FAYR | GNI @St vy Dtiheadmber DasRhdaR S NJ o &
by searching viattp://www.myfirsthealth.comor by contacting Customer Service for assistance.

5.1.3  Out-of-Network (Tier 3) Care

In Alaska, when members choose healthcare providers that are not in Tier 1 or Tier 2, the benefit
from the Plan is lower, at the Tier 3 benefitéévn most cases the member must pay the provider

all charges at the time of treatment, and then file a claim to be reimbursed theboetwork
0SYSTFAGUD® LT {KS muiNBagithe msxiddm plad &lbwaiits the rheMBer may

be responsible fopaying those excess charges.

2 KSYy GKSNB Aad y2 NBFazylofS | 00Saa sAGKAY pn
Tier 2 provider, a member can receive services from a Tier 3 provider in Alaska at the Tier 1
benefit level. If there is a Tierdr Tier 2 provider available within 50 miles, the services will be

paid at the Tier 3 benefit level.

The Plan does not cover services provided outside of Alaska except for the following:

Emergency services

Coverage through the travel network

Coverage thwugh medical travel support (see section 7.7.4)

Coverage through oubf-state contracted providers

Medically necessary neemergency services that are prior authorized by Moda Health

®oooTp

These services are covered at the Tier 1 level. Membeneap®nsble for any amount over the
maximum plan allowance.

5.1.4  Care After Normal Office Hours

In-network professional providers have an-oall system to provide 2hour service. Members
who need to contact their professional provider after normal office fsoshould call his or her
regular office number.

5.2 USINGANDCARE

To search for Tier 1 providers, members can log ithtar Member Dashboardaccountat
modahealth.com and click on Find Care near the top right of the gager the network name
as Pioneer when a network name is required.

Search for a specific provider by name, specialty or type of service, or look in a nearby area using
ZIP code ority.

Network Information 15
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5.2.1  Primary Care Providers
To find a PCP:

a./ K22aS | Gt NAYINE /FNB t NPOARSNE 2LIiA2Yy dzy
b. Enter ZIP code and Search
The search will bring up a list of PCPs.

5.2.2 DME Providers
Find a DME provider:

A

a. /| K22aS (K®BSRHBOINT 0FISdzA LIYSY (1é 2LIJGA2Y dzy RSNJ (0
b. Enter ZIP code and Search

The search will bring up a list ®ier IDME providers.

To search for Tier 2 providers, members go to the First Choice website at
https://www.fchn.com/providersearch/modakand search providers in state of Alaska.

Network Information 16
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SECTION 6. PRIOR AUTHORIZATION

Prior authaizationis used toensure member safetyencourage appropriatese of services and
medications, and support cost effective treatment options for membé&sda Health may
encourage members to use a preferred treatment center or provi@ervices requiring prior
authorization are evaluatedsingevidence based criteria that align with medical literature, best
practice clinical guidelines and guidance frone thDA. Moda Health will authorize medically
necessary services, supplies or medications based upo¥f he' 6 Snediral condition

When a professional provider suggests a type of service requiring authorization (see section
6.1.1), the member should ask the provider to contact Moda Health for prior authorization.
Authorization for emergency hospital admissions must be obtained by calling Moda Weéhlth

48 hours of the hospital admission (or as soon as reasonably possible). The hospital, professional
provider and member are notified of the outcome of the authorization process by letter.

6.1 PRIORAUTHORIZATIOREQUIREMENTS

If a member fails tmbtain prior authorization for inpatient or residential stays, urgent care, or
for outpatient or ambulatory services when authorization is required, a penalty of 50% up to a
maximum deduction of $2,500 per occurrence will be applied to covered charge® vetpular

plan benefits are computed. The member will be responsible for any charges not covered
because of noncompliance with authorization requirements.

¢KS LINA2NJ [ dzi K2NRAT I GA2y LISyl fde R2Salpogke( I LILIK
maximum. The penalty will not apply in the case of an emergency admission.

A prior authorization for a covered service or supply on the basis of medical necessity will not be
retroactively denied unless the prior authorization is based on materiallpmplete or
inaccurate information provided by or on behalf of the provider.

6.1.1  Services Requiring Prior Authorization
Many services within the following categories may require prior authorization.

Inpatient services and residential programs

Outpatient sevices

Rehabilitation including occupational therapy, physical therapy and speech therapy
Chiropractic or acupuncture servicesmassage therapy

Imaging services

Infusion therapy

Medications

Medically necessary neemergency services outside of the stateAlaska

S@rooooTy

A full list of services and supplies requiring prior authorizatsoon the Moda Health website.

This list is updated periodically, and members should ask their provider to check to see if a service
or supply requires authorizatio® member m& obtain authorization information by contacting
Customer Service. For mental health or chemical dependency services, delt@stioral Health
Customer Service

Prior Authorization 17
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6.1.2  Prior Authorization Limitations

Prior authorization may limit the services that will bevered. Some limits that may apply
include:

An authorization is valid for a set period of time. Authorized services received outside of
that time may not be covered

The treatment, services or supplies/medications that will be covered may be limited

The rumber, amount or frequency of a service or supply may be limited

The authorization may be specific to a certain provider. Bome treatments, travel
expenses may be covered.

coo p

Any limits or requirements that apply to authorized services will be descnibin iauthorization
letter that is sent to the provider and member. Members who are working with a Care
Coordinator or Case Manager (see secttof) can also get help understanding how to access
their authorized treatment from their Care Coordinator or Case Manager.

6.1.3 Second Opinion

Moda Health may recommend an independent consultation to confirm that-@roergency
treatment is medically necessarjhePlan pays the full cost of the second opinion subject to the
deductible

Prior Authorization 18
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SECTION 7. BENEFIT DESCRIPTION

The Plan covers services and supplies listed when medically necessary for diagnosis and/or
treatment of a medical conditionas well as certain preventive servicdhe details of the
different types of benefits and the conditions, limitations and exclusiores d@scribed in the
sections that follow. An explanation of important terms is foun&ection 16

Payment of covered expenses is always limited to the maximum plan allow&onoge benefits
have day or dollar limitsvhich are notedn the Details column in th8cheduleof Benefits(see
Section 3.

Many services requirprior authorizatian. Acomplete listis availableonthe Member Dashboard

or by contacting Customer Service. Failure to obtain requingdbr authorizationwill result in
denial ofbenefits ora penalty Services outside of any limitations in the authorization may also
be denied(Seesection6.1for prior authorization informatior).

7.1 WHENBENEFITBREAVAILABLE

ThePlan only pays claims for covered services obtained whérSay 6 SoN@age is in effect.
Coverage is in effect when tmeember.

a. Is eligible to be covered according to the eligibility provisiont@Plan
b. Has applied for coverage and has been accepted
c. The Group has paidis or her premiuraon time for the current month

Benefits areonly payable after the service or supply has been provitfeah exclusion or limit
applies, benefits may not be paid.

If a memberis a hospital inpatient on the day the policy with the Group is terminated, the Plan
will continue to pay claims for coveteservices for that hospitalization until the member is
dischargedrom the hospital or until inpatient care is no longer medically necessary, whichever
comes firstln order for inpatient benefits the extendedthe policy with the Grougamot end

due to fraud or an intentional misrepresentation of material fact and the member rhase
beenenrolled on the Plan for more than 31 days and hatveother health coverage that would
have provided benefits if coverage undbe Plan did not exist

7.2 URGEN® BMERGENCYARE

Care received outside of the United States is only coveredrfarrgent or emergencsnedical
condition. Emergency services will be reimbursed at the Tier 1 benefit Ief@imation on how
members can submit a claim when theovider does not submit a claim form on their behalf is
found in sectiornl1.1

7.2.1  Ambulance Transportation

Licensed surface (ground or water) and air ambulance are covered for medically necessary
transport to the nearest facility that has the capability to provide the necessary treatment.
Medically necessary services and supplies provided by the ambulancdsarecwered. This

Benefit Description 19
ModaAKS(hk 1-1-2021 Silver 2500 HDHP 10/1



benefit only covers thenember that requires transportatiorier 3providers may bill members
for charges in excess of the maximum plan allowance.

Services provided by a stretcher car, wheelchair car or other similar methods are eredsid
custodial and are not covered benefits under the Plan.

7.2.2  CommercialTransportationto Obtain Care

Coverage at the Tier 1 level and limited to emay air or surface transportation services in the
state of Alaska provided by a licenssnmercial carrier for a member only, when transportation

is for a sudden, litendangering medical condition that results in a hospital admission. The trip
must begin at one location in Alaska where the member became ill or injured and end at the
locationof the nearest hospital equipped to provide treatment not available in a local facility.

7.2.3  Medical Transportation

Limited to medically necessary routrip air transportation services provided by a licensed
commercial carrier for a member only. Transpoitatfor a registered nurse or doctor may also

be covered if medically necessary. A parent or legal guardian may accompany a member under
the age of 18 who requires medically necessary air travel.

Travel is covered only to the nearest facility equippegtovide treatment not available in a
local facility.This benefit is limited to a maximum of 2 routrg tickets per member per year.

This benefit covers travel for:

one initial visit and one followp visit for therapeutic treatment
one visit for pe- or postnatal care and one visit for actual delivery
one pre or post surgical visit and one visit for the actual surgery
one visit for each allergic condition

coow

Prior authorization is required. Written certification from the attendip@ysician must be
submitted and travel must be approved in advance of the trip. Reimbursement is limited to the
cost of commercial air fare based on the lowest fare available at the time of the reservation.
Flight reservations should be made as far in aeaas possible. Expenses or fees beyond the
cost of the airline ticket are not covered.

7.2.4 Emergencyroom Care

Members are covered for treatment of emergency medical conditi@ssdefined irSection 1%
worldwide. A member who believes he or she has a medical emergency should call 911 or seek
care from the nearest appropriate provider

Medically necessary emergency room care is covered.ebfhergency room benefit applies to
services billed by the facilityThis may include supplies, labsyays and other charges.
Professional fees (e.g., emergency room physicianyeading anx-ray/lab resulf) billed
separately are paid undenpatient oroutpatient benefits.

Allclaims foremergency servicgss defined irBection 19will be paidat the Tier 1benefit level.

Tier 3providersmay bill members for charges in excess of the maximum plan allowdsoega

Tier 1 or Tier 2mergency room does not guarantee that all providers working in the emergency
room and/or hospital are alsbier 1 or Tier providers.
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Prior authorization is not required for emergency medical screening exams or treatment to
stabilize an emergency mal conditionwhetherTier 1, Tier &r Tier 3

LT I YSYOSNRa O2yRAUGAZ2Y NBIldZANBAa K2aLAGFE AT FQ
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determine when the transfer to a Tier 1 facility can be made. The Plan does not provide the Tier

1 benefit level for care beyond the date it is determined the member can be safely transferred.

The Tier 1 benefit level is not available if a member goesTer 3 hospital or hospital outside
of Alaska for care other than emergency medical care. The following>xamples of services
that arenot emergency medical conditions antembers should not go to an emergency room
for such services

Urgent care \gits

Care of chronic conditions, including diagnostic services
Preventive services

Elective surgery and/or hospitalization

Outpatient mental health services

PoooTp

7.2.5 Urgent Care

Immediate, shorterm medical care provided by an urgent or immediate da@lity for minor

but urgent medical conditions that do not pose a significant threat to life or health at the time
the services are rendered is covered. The member must be actually examined by a professional
provider.

7.3 PREVENTIVEERVICES

Asrequired under the Affordable Care Act (ACA), certain services will be covered at no cost to
the member when performed by &ier 1 provider. Tier 2 preventive services are also covered at
no cost sharing (se&ection 3for benefits paid at the Tier 3 level). Moda Health may use
reasonable medical management techniques to determine the most medically appropriate cost
effective option that is covered ato cost, as permitted by the ACA. This means that some
services listed in sectioh3belowmay be subject to member cost sharing:

a. Evidencebased services rated A or B by the United States Preventive Services Taskforce

b. Immunizations recommended by the Advisory Committee on Immunization Practittes of
Center for Disease Control and Prevention (ACIP)

c. Preventive care and screenings oetmended by the Health Resources and Services
Administration (HRSA) for infants, children and adolescents (www.aap.org/en
us/Documents/periodicity _schedule.pdfind womenwww.hrsa.gov/iwomensguidelines/)

If one of these organizations adopts a new or sedi recommendationlloda Healthhas up to
one year before coverage of the related services must be available and effective.

Preventive services that meet the frequency and age limits in the ACA guidelines are covered.

Members may call Customer Service to verify if a preventive service is covered at no cost sharing
or visit the Moda Health website for a list of preventive services covered at no cost sharing as
required by the ACA. Other preventive services are subjettte@pplicable cost sharing when

not prohibited by federal law.
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Some frequently used preventive healthcare services covered by the Plan are:

7.3.1 Colorectal Cancercgeening
The following services, including related charges, for members age 50 and over:

One colonoscopy, including polyp removal, and-puggical exam or consultation
every 10 years

One fecal DNA test every 3 years

One flexible sigmoidoscopy and psargical exam or consultation every 5 years
One double contrast barium enenexery 5 years

One CT colonography (virtual colonoscopy) every 5 years

One takehome package for fecal occult blood test or fecal immunochemical test
every year

~PopT W

Anesthesia that is determined to be medically necessary by the attending provider to perform
the above preventive services is covered under the preventive benefit. If the anesthesia is
determined not medically necessary by the attending provides,not covered.

Colorectal cancer screening is covered at the medical benef vt is not performed for
preventive purposes (e.g., screening is for diagnostic reasons or to check symptoms). For
members who are at high risk for colorectal cancer wittaraily medical history of colorectal
cancer, a prior occurrence of cancer or precursor neoplastlc polyps, a prior occurrence of a
OKNRYAO RAISAGADBS RAASI ozyR)\u)\zy adzOK I &
ulcerative colitis, or other predsing factors, colorectal cancer screening exams and laboratory
tests are covered as recommended by the treating professional provider and are paid at the
medical benefit level if outside the preventive screening age and frequency limits.

7.3.2  Contraception

All FDA approved contraceptive methods and counsellng, including related office visits, are
O2@OSNBR ¢gKSY LINBAONAROSR o6& | LINPFSaaA2ylf LINE¢
a Tier 1 or Tier provider andusingthe most medically appropriate cosffective option (e.g.,

generic instead abrand name), will be covered with no cost shari8grgery to reverse elective
sterilization(vasectomy or tubal ligation$ not covered.

7.3.3 Immunizations

The Plan covers routinenmunizations for members @ll ages, limited to those recommended

by the ACIP. Immunizations for the sole purpose of travel or to prevent iliness that may be caused
by a work environment are not covergexcept as required under the Affordable Care. Act

7.3.4  Pediatric Screenings
At thefrequency and age recommended by HRB8ASPSTIer required bythe state including

a. An initial newborn or infant hearlng screening performed by a professmnal provider
GAUKAY on RFeéa FFTOSNI GKS OKAf RQA cluldnali K L ¥
have a hearing impairment, additional diagnostic hearing tests up to age 24 months are
covered.

b. Routine vision screening to detect amblyopia, strabismus and defects in sismrahess
in children age 3 to 5.

c. Developmental and behavioral health screenings.
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7.3.5 Preventive Health Exams
Covered according to the following schedule:

i.  Newborn: Onéhospital visit
ii. Age 2to4:3exams
iii. Age 5 and above: One exam evgear

A preventive exam is a scheduled medical evaluation of a member that focuses on
preventive care, and is not problem focused. It includes appropriate history, physical
examination, reiew of risk factors with plans to reduce them, and ordering of

appropriate immunizations, screening laboratory tests and other diagnostic procedures.

Routine diagnostic-rkay and lab work related to a preventive health exam that is not
required by the A& is subject to the standard cost sharing.

7.3.6  Prostate Rectal Exam & Prostate Specific Antigen (PSA) Test

PSAtests are subject to the standard cagiaring.Formen age 40 and over, the Plan covers one
rectal examination and one PSA test every year. The Plan also covers one rectal examination and
one PSA test every year for men between the ages of 35 and 40 who are Afneaican or

have a family history of pstate cancer.

7.3.7 Well-Baby Exams \ 5 ]

t SNA2RAO KSIfUK SEIFYa RdzZNAyYy 3 | -bady éexanésanustbeNR U H
performed by a professional provider including a physician, a health aide, a nurse or a physician
assistant. A welbaby exam inlcdes a physical exam and consultation between the professional
provider and a parent.

Routine diagnostic-ray and lab work related to a wdllaby exam are also covered and are
subject to the standard cost sharing.

738 22YSyQa | SIfGKOINBE ] A A 5
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test. Mammograms are limited to one between the ages of 35 and 39, and one per year age 40

and older.

Pap tests and breast exams, and mammograms for the purposereéning ordiagnosis in

symptomatic or designated high risk women, are also covered when deemed necessary by a
professional provider. These services are covered under the office wiai,or lab test benefit =~
level if not performeds A U KAy 0 KS t f | ylinitsfor phe8entivesdreeringlt Ij dzSy O

7.4 OUTPATIENE&ERVICES

Many outpatient services require prior authorization (see sectohl). All services must be
medically necessary.

7.4.1  Acupuncture

Covered up to an annual visit limit, Services such as office visits or diagnostic services are not
covered under this benefit. TheWNd& adzo2SOu 02 0UKS tflyQa adoul yRI
Acupunctureservices musbe prior authorizechs medically necessary
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7.4.2  Anticancer Medication

Prescribed anticancer medications, including oral, intravenous (IV) or injected medications, are
covered. Most anticancer medications may require prior authorization and be subject to specific
benefit limitations. Specialtyanticancer medications requireetivery by aModa-designated
specialty pharmacy (see sectigh8.5. For some anticancer medications, members may be
required to enroll in program# ensure proper medication use and/or reduce the cost of the
medication. More information is availabte the Member Dashboardr by contacting Customer
Service.

7.4.3  Applied Behavior AnalysiGABA)

ABAF 2 NJ I dziAdyY &LISOUONHzY RA&A2NRSNI YR G4KS YIFyl 3s
a licensed health care facility or other setting as approved by Moda Health is coBeneites

must be medically necessary and prior authorizeshd the provider must submi an
individualized treatment plan.

Coverage for applied behavior analysis does not include:

a. Services provided by a family or household member

b. Custodial or respite care, equine assisted therapy, creative arts therapy, wilderness or
adventure campsanusic therapy, neurofeedback, chelation or hyperbaric chamber

c. Services provided under an individual education gl&#®) to complwith the Individuals
with Disabilities Education Act

d. Services provided by the Departmentt¢alth andSocialServices, otéar than employee
benefit plans offered by thdepartment

7.4.4  Biofeedback
Covered expenses are limited to treatment of tension or migraine headaches. Covered visits are
subject to a lifetime limit.

7.4.5 Chemical Dependency Services
Services forassessment and treatment of chemical dependency in an outpatient treatment
program that meets the definition in the Plan (s8ection 1§ are covered.

7.4.6  Clinical Trials

Usual carecosts for the care of a member who is enrolled in an approved clinical trial as defined
in federal or state laws related to cancer or otherdif@eatening condition, including leukemia,
lymphoma, and bone marrow stem cell disorders are covered. Such costs will be subject to the
samecost sharinghat would applyif provided in the absence of a clinical trial.

Clinical trials are covered only if théeS Yo SNa GNBFGAyYy 3 LIKE@AaAOAIY R
clear superior noninvestigational treatment alternative, and available clinical or preclinical data
provide a reasonable expectation that the treatment provided in the clinical trial will be at least

as effective as any noninvestigational alternative.

The following costs are covered:

a. Prevention, diagnosis, treatment and palliative care of a qualified medical condition

b. Medical care for an approved clinical trial that would otherwise be coversder the
Plan if the medical care were not in connection with an approved clinical trial

c. Items or services necessary to provide an investigational item or service

d. The diagnosis or treatment of complications
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e. A drug or device approved by the Urdté&tates Food and Drug Administration (FDA)

without regard to whether the FDA approved the drug or device for use in treating a

YSYOSNIR&a LI NUAOdzt  NJ O2YyRAUAZ2YZ o0dzu 2yt é 02

for by the manufacturer, distributor provider of the drug or device

Services necessary to administer a drug or device under evaluation in the clinical trial

g. Transportation for the member and one caregiver that is primarily for and essential to the
medical care

—h

The Plan does not core

a. A drug or device associated with the clinical trial that has not been approved by the FDA
b. Housing, companion expenses, or other nonclinical expenses associated with the clinical
trial
c. An item or service provided solely to satisfy data coltecaand analysis and not used in
the clinical management of the member
d. Anitem or service excluded from coveragé&ection 8
e. An item orservice paid for or customarily paid for through grants or other funding

Participation in a clinical trial must be prior authorized by Moda Health.

7.4.7  Cochlear Implants
Cochlear implants are covered when medically necessary and prior authorized.

7.4.8 Pediatric Dental Care
Dental care is covered for members through the end of the month in which they reach age 19,
including:

a. Diagnostic

i. Diagnostic exam@ncluding problem focused comprehensive examinatiam)e in
any 6 month period

ii. Limited exammations or reevaluationgwice in any benefit year

iii. Full series or panoramicrdys once in any-gear period

iv. Periapical Xays not included in the full series for diagnosis

v. Supplementary bitewing-Kays once in any 6 month period

vi. Anocclusal intraoral Xay once in any 2 year period

vii. Cephalometric films

viii. Diagnostic casts other than those under the orthodontic benefits

ix. Oral and facial photographic images on a ebgease basis

X. Interpretation of a diagnostic image bydentist not associated with the capture of
the image

Other diagnostic services not mentioned in this section are not covered such as TMJ films,
cone beam CT, viral culture, caries test, stains, immunofluorescence, nutritional or
tobacco cessation counseing, oral hygiene instruction removal of fixed space
maintainess and duplicabn and interpretation ofecords

b. Preventive
i. Prophylaxis once in any 6 month period (may be eligible for additional cleanings if
pregnant or diabetic) Adult prophylaxis formembers age 12 and over, child
prophylaxis for members under age 12
il. Topical fluoride treatment once in any 6 month period
iii. Interim caries arresting medicament application twice per tooth per year

Benefit Description 25
ModaAKS(hk 1-1-2021 Silver 2500 HDHP 10/1



iv. Sealant once in any-yar period onunrestored occlusal surfaces of permanent
molars
V. Space maintainers, including-cementation

c. Minor Restorative Services
I. Amalgam ad compositefillings for the treatment of decay
ii. Recementation of inlays or crowns
iii. Prefabricated stainlessteel crowns for under age 15 one per tooth in anyear
period
iv. Protective restoration and pin retention per tooth
v. Prefabricated porcelain/ceramic crown for a primary tooth once in aggdr period

d. Endodontic

i. Therapeutic pulpotomyAseparate charge for pulp removal done with a root canal or
root repair is not covered.

ii. Partial pulpotomy for apexogenesis on permanent teé&thseparate charge for pulp
removal done with a root canal or root repair is not covered.

iii. Pulpal therapyrésorbable filling) for primary incisor teeth up to age 6 and for primary
molars and cuspids up to age 11 once per tooth per lifetime

iv. Root canal therapy

v. Retreatment of previous root canal therapy (at least 2 years after original root canal
therapy)

vi. Apexification or recalcification

vii. Pulpal regeneration

viii. Apicoectomy and periradicular surgery

ix. Root amputation

X. Hemisection

Other endodontic services not mentioned in this section are not covered such as
endodontic implant, intentional nglantation, canal preparationa separate charge for
pulp cappingand the subsequent retrograde filling by the same dentist within-gear
period of an initial retrograde filling

e. Periodontic

i. Periodontal scaling and root planing once peladrant in any 2/ear period

ii. Periodontal maintenance limited to 4 in any 12 month period combined with
prophylaxis

iii. Bone replacement grafts are covered once per quadrant in aysaB period.

iv. Full mouth debridement limited to once in anyy2a period

v. Gingivectomy or gingivoplasty

vi. Gingival flap procedure

vii. Clinical crown lengthening

viii. Osseous surgery

ix. Pedicle soft tissue graft

X. Free soft tissue graft procedure (including donor site surgery)

xi. Subepitheliatonnective tissue graft procedures (including donor site surgery)

xil. Collection and application of autologous blood concentrate product once in any 3
year period when dentally necessary

Other periodontic services not mentioned in this section are nateced such as TMJ
appliance and therapy, anatomical crown exposure axigla coronakplinting.
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f. Oral Surgery
i. Extractions (including surgical)
ii. Coronectomy intentional partial tooth removal
iii. Tooth reimplantation and/or stabilization of accidefly evulsed or displaced tooth
iv. Alveoloplasty
v. Removal of exostosis
vi. Incision and drainage of abscess
vii. Suture of recent small wounds up to 5 cm
viii. Excision of pericoronal gingiva
ix. Treatment of postsurgical complications

Other oral surgery services not mentioned in this section are not covered such as
treatment of closed fractures anseparate chargefor postoperative care done within

30 days following an oral surgery (with the exception of treatment of pmstgical
conmplications listed above)Postoperative care is included in the clygfor the original
surgery.

g. Major Restorative Services
i. Inlays are limited to the benefit for a filling
ii. Onlays and crowns once per tooth in anyéar period
iii. Crown buildyp once per tooth in any-year period
iv. Core buildup, including pins, on permanent teeth in conjunction with a crown
v. Prefabricated post and core once per tooth in aryear period
vi. Crown repair on a case by case basis

Other restorative servicesoh mentioned in this section are not covered such as gold foil,
provisional crown, post removahd temporary crown.

h. Prosthodontic

i. Complete or partial dentures once per tooth site in aryear period

ii. Dental implants when determinedentally necessary, at least 5 years after last cast
restoration. If dental implants are not covered, the implant crown, bridge, denture or
partial denture are covered subject to the Major Restorative or Prosthodontic benefit
limits

iii. Adjustment, repaifrecementation or replacement of broken tooth for the denture

iv. Re-cement or rebond of an implant or abutment supported crown ordik partial
dentureonce in ay 12-month period

v. Rebase and reline once in anyy@&ar period (at least 6 monthafter the initial
installation)

vi. Tissue conditioning

vii. Surgical stent in conjunction with a covered surgical procedure

Other prosthodontic services not mentioned in this section are not covered such as
complete or partial interim dentures, precisiattachment, provisional or interim pontic,
stress breakerconnector barand coping

I. Orthodontia
Orthodontia is covered only when medically necessary. The diagnosis and treatment for
repair of disabling malocclusion or cleft palate and severe cranidfdefacts impacting
function of speech, swallowing and chewing are covered. Other orthodontic services not
mentioned in this section are not covered.
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At the initial placement, the Plan pays 25% of the covered expense for the appliance and

the balance willbe paid in equal monthly payments over the estimated length of .
UNBlFIUOYSYyuoe ¢KS tflyQa 2o0ftA3IFLuAZ2Yy 02 YIS
treatment stops for any reason prior to completion, or upon termination of eligibility.

Repair of damaged orthoadhtic appliances, replacement of lost or missing appliance and
services to alter vertical dimension and to restore or maintain the occlusion (e.g.,
equilibration, periodontal splinting, full mouth rehabilitation and restoration for
misalignment of teeth) a not covered.

j. Other Services
i. Palliative treatment of dental pain
ii. General anesthesia and analgesia
iii. Therapeutic drug injection

Other services not mentioned in this section are not covered such as behavior
management, teledentistry (included in the fees for overall patient management and is
not covered as a separate benefithanslation or sign language service (included in the
fees fa overall patient management and is not covered as a separate berzefd)
maxillofaciaprosthetics(with the exception of surgical stententioned above irsection

7.4.8h)(vi).

7.4.9 Dental Injury

Dental services for members age 19 and up arecovered, except for treatment of accidental
injury to natural teeth. Natural teeth are teeth that grew in the mouth. All of the following are
required to qualify for coverage:

a. The accidental injury must have been caused by a foreign object or was cauaedtb
trauma (e.g., a broken tooth resulting from biting or chewfogd is not an accidental
injury)

b. Diagnosis is made within 6 months of the date of injury

c. Treatmentmust beginwithin 12 months of the date of injury

d. Treatment is medically necessary aisdprovided by a physician or dentist while the
member is enrolled in the Plan

e. Treatment is limited to that which will restore teeth to a functional state

Implants and implant related services are not covered.

7.4.10 Dental Procedures, Facility Charges

General anesthesia services and related facility charges are covered for a dental procedure
performed in a hospital or ambulatorfputpatient) surgical center if medically necessary for
members who are:

a. Under age 7

b. Physically or developmentally disabled

c. With a medical condition that would place the member at undue risk if the dental
procedure were performed in a dental office

Services must be prior authorized.
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7.4.11 Diabetes Services

Insulin and diabetic supplies including insubgringes, needles and lancettgst strips,
glucometers anatontinuous glucose monitoi@e covered under the pharmacy benefit (Section
7.8), when purchased from a pharmaayith a valid prescriptionand using a preferred
manufacturer (see thereferred drug list orthe Member DashboandPumpsand other supplies
may also be covered under ti@gMEbenefit (Sectiorn/.7.1) when billed by a doctotMembers
may have more cost savings when using the Pharmacy lb&nefi

Covered medical services for diabetes screening and management include

a. HbAlc lab test

b. Checking for kidney disease

c. Annual dilated eye exam or retinal imaging, including one performed by an optometrist
or ophthalmologist

d. Outpatient selfimanagement training or education

e. Medical nutrition therapy when prescribed by a professional provider for the treatment

of diabetes

7.4.12 Diagnostic Procedures
The Plan covers diagnostierays and laboratory tests related to treatment of a medical
condition.Some of these procedures may need to be prior authorized.

The Plan covers all standard imaging procedures related to treatment of a medical condition.

Most advanced imaging services require prior authorization (see sediarl), including
radiology (such as MR procedures (including MRI and MRA), CandPiiiclear medicine) and
cardiac imaging.

A full list of diagnostiprocedures that must berior authorized is available on the Moda Health
website or by contacting Customer Service.

7.4.13 Electronic Visits

An electronic visit (eisit) is a structured, secure online consultation between the professio
prowder and the member. The Plan coverggts when thanember has prewously been treated
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necessary for a covered condition.

7.4.14 Health Education Serges

Outpatient health education services that manage a covered medical condition (e.g., tobacco
cessation programs, diabetes health education, asthma education, pain management, and
childbirth and newborn parenting training) are covered at no cost sharing.

7.4.15 Infusion Therapy

Infusion therapy services and suppliese coveredwhen prior authorized and ordered by a
professional provider as a part of an infusion therapy regilembersmayhave the option to
choose a preferred medication supplier for some noations. Preferred medication suppliers
have agreed to the lower contracted rates and may help members save neeegectiorn’.8.6
for selfadministered infusion therapy.
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Infusion therapy benefitsrcludethe following:

aerosolized pentamidine

intravenous drug therapy

total parenteral nutrition

hydrationtherapy

intravenous/subcutaneous pain management
terbutaline infusion therapy

SynchroMed pump management
intravenous bolus/push medications

blood product administration

TS@mP oo T

In addition, covered expenses include the following medically necessary servicespptidss
Some services and supplies are not covered if they are billed separately. They are considered
included in the cost of other billed charges.

solutions, medications, and pharmaceutical additives
pharmacy compounding and dispensing services
durable medical equipmen©ME)for the infusion therapy
ancillary medical supplies
nursing services associated with

i. patient and/or alternative care giver training

ii.  visits necessary to monitor intravenous therapy regimen

iii. emergency services

iv. administration oftherapy
f. collection, analysis, and reporting of the results of laboratory testing services required to
monitor response to therapy

Pooop

7.4.16 Kidney Dialysis
Covered expenses include:

a. Treatment planning
b. Professional services for administration asupervision
c. Treatments, including therapist, facility and equipment charges

Members with endstage renal disease (ESRD) must be enrolled in Medicare Part B in order to
receive the best benefit.

7.4.17 MassageTherapy

Covered up to an annual visit limit. Massaiperapy does not include other services such as
YIydzrf UKSNILIlE® ¢KSe |Nb adzesSou uz2 uKS ttlry
therapy must be prior authorized.

7.4.18 Medication Administered by Provider, Infusion CenteHome Infusionor Treatmernt
Center

A medication thatnustbegivenA y I LINB TS & a A 2 tfdatnentLINEHuGQIdnReDtNN &4 2 F F
or home infusion is covered at the same benefit level as supplies and applianc&esen 3.

Membersmayhave the option tachoose a preferred medication supplier for some medications.
Preferred medication suppliers have agreed to the best contracted rates and may help members
save money. Find a preferred provider by contacting Pharmacy Customer Service.
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For some medicationanembers are encouraged to use preferred treatment center. The
treatment program may include office visits, testing, a stay at the treatment center and the
medication. Sometimes travel expenses may be included. Treatment must be prior authorized
(see sectiorb.1).

See section7.4.15 for more information about infusion therapy and prior authorization
requirements. Seladministered medications are not covered under this bengfege section
7.8.6). See sectioi.8for pharmacy benefits.

7.4.19 Mental Health
ThePlan covers théollowing medically necessaiservices by a mental health provider:

Office or home visits, including psychotherapy

Intensiveoutpatient programs

Case management, skills training, wia@und servicesrad crisis intervention
Transcraniamagneticstimulation (TMS) anélectroconvulsiveherapy

coop

Intensive outpatient treatmentand TMSrequire prior authorization. Seé&ection 16for
definitions.

7.4.20 Nutritional Therapy

Outpatient nutritional therapy to manage a covered medical condition is covered. Preventive
nutritional therapy that may be required under the AffordelCare Act is covered under the
preventivecare benefit.

7.4.21 Office or Home Visits

A visit means the member is actually examined by a professional provider. Covered expenses
include naturopath office visits, consultations with written reports, and second opinion surgery
consultations.

7.4.22 Phenylketonuria
The Plan covers the formulas necaystr the treatment of phenylketonuria.

7.4.23 Podiatry Services
Covered for the diagnosis and treatment of a specific current problem. Routine podiatry services
are not covered.

7.4.24 Psychological or Neuropsychological Testing and Evaluation
Coveredservices include interpretation and report preparation that are necessary to prescribe
an appropriate treatment plan.

7.4.25 Rehabilitation and Habilitation& Chronic Pain Care

Rehabilitative and habilitative services provided by a licensed physical, occupatiosizeech
therapist, physician, chiropractomassage therapisir other professional provider licensed to
provide such services, including physical, speech and occupational therapy and cardiac and
pulmonary rehabilitation, are subject to annual visit ligeixcept for care for autism spectrum
disorders provided for mmbers under age 21. Each session or type of therapy by a different
professional provider is counted as one visit except multiple therapy sessions by the same
provider in one day are counted as one visit. Limits apply separately to rehabilitative and
habiltative services.
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Services to treat intractable or chronic pain are subject to the annual limit. Benefits are not
provided for both chronic pain care and neurodevelopmental therapy for the same condition.

For members under age 7, or under age 21 withssmtspectrum disorders, neurodevelopmental
therapy to restore and improve function and maintenance therapy to prevent significant
RSUSNAZ2NI A2y Ay (GKS YSYOSNNRA O2yRAGAZ2Y 2N ¥Fdz

Rehabilitativeservices are those necessary for restoratadrbodily or cognitive functions lost
due to a medical condition. Therapgrformed to maintain a current level of functioning without
documentation of significant improvement is considered maintenance therapy and is not a
rehabilitative service.

Habilitaive services are those necessary for development of bodily or cognitive functions to
perform activities of daily living that never developed or did not develop appropriately based on A
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activities of daily living and prevent regressiona@revious level of function is a habilitative

service. Habilitative services do not include respite care, day habilitation services designed to
provide training, structured activitieand specialized assistance for adults, chore services to

assist with basic needs, educational, vocational, recreational or custodial services.

Rehabilitative and habilitative devices may be limited to those that have FDA approval and are
prescribed by @rofessional provider.

7.4.26 Spinal& Other Manipulations

Covered up to an annual visit limit for treatment of a medical condition. Services such as office
visits, lab anabllagnostlc xays and phyS|caI therapy services are not covered under this benefit.
¢tKS& | NB &adznaSOou (2 uKS sdarvicésyQnitopractic beyvieds Milst beé Sy S F
prior authorizedas medically necessary

7.4.27 Surgery
Operatingrooms and recovery rooms, surgical supplies and other services ordinarily provided by
a hospital or surgical centare covered

Certain surgical procedures are covered only when performed as outpatient surgery. Members
should ask their professional provider if this applies to a proposed surgery, or contact Customer
Service. See sectiodsb.11and 7.5.12for more information about cosmetic and reconstructive
surgery.

7.4.28 Therapeutic Injections

Administrative services for therapeutic injections, such as allergy shots, are covered when given
in aprofessional provider's office. When comparable results can be obtained safely with self
administered medications at home, the administrative services for therapeutic injections by the
provider are not covered. Vitamin and mineral injections are not cavaralessthey are
medically necessany treat a specific medical conditioMore information is in sectior7.4.18
and7.8.6
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7.4.29 Therapeutic Radiology
Covered expenses include:

a. Treatment planning and simulation
b. Professional services for administration and swon
c. Treatments, including therapist, facility and equipment charges

7.5 INPATIEN® RESIDENTIARACILITYCARE
Facility carewill only be covered when it imedically necessary.

A hospital is a facility that is licensea provide inpatientand outpatientsurgica) medicaland
psychiatriccare to memberswho are acutely illServices must be under the supervision of
licensed physicians and inclusi24-hour-a-day nursing service dicensedregistered nurses.

Hospitalization must be directed by a physician and must be medically neceAlanpatient
and residential stays require prior authorization (sstion6.1.1). Failure to obtain required
prior authorization will result in denial of benefits or a penalty.

Facilities operated by agencies of the federal government are not considered hospitals. However,
the Plan will cover expenses incurred in facilities operated by the federal government where
benefit payment isequiredby law.

7.5.1 Chemical Dependency Detoxiéiton Program
Roomand treatment services by state-licensedreatment programare covered

7.5.2  Diagnostic Procedures

The Plan covers diagnostic services, includirays and laboratory teststandard and advanced
imaging procedurespsychological and neuropsychological testing, and other diagnostic
procedures related to treatment of a medical or mental health condition

7.5.3 Hospital Benefits
Covered expensdsr hospital careare:

a. Hospital room The actual daily charge

b. Isolation care When it is medicallynecessarybased on generally recognizeakedical
standards,to protect a member from contracting the illness of another person or to
protect other patients from contracting the illness afmember

c. Intensive care unitWhether a unit in a particular hospital qualifies as an intensae

unit isdeterminedusinggenerally reognized standarsl

Facility chargesFor surgery performed in a hospital outpatient department

e. Other hospital services and suppliesVhen medically necessary for treatment and
ordinarily furnished by a hospital

f. Takehome prescription drugsLimited to a3-day supply at the same benefit level as for
hospitalization

o

7.5.4  Hospital Visits
A visit means the member is actually examined by a professional provider. Covered expenses
include consultations with written reportsndsecond opinion consultations.
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7.5.5 Medication Administered at a Preferred Treatment Center

For some medicationanembers are encouraged to use preferred treatment center. The
treatment program may include office visits, testing, a stay at the treatmenteceand the
medication. Sometimes travel expenses may be included. Treatment must be prior authorized
(see sectiorb.1).

7.5.6  Pre-admission Testing
Medically necessary preadmission testing is covered when ordered by the physician.

7.5.7 Rehabilitative& Chronic PairCare

To be a covered expense, rehabilitative services must begin within 24 months of the onset of the
condition from whch the need for services arises and must be a medically necessary part of a
physician's formal written program to improve and restore lost function as a result of a medical
condition.

Coveredrehabilitative careexpenses for inpatient servicegelivered n a hospital or other
inpatient facilitythat specializsin such careare subject to an annual limigxceptfor treatment
of autism spectrum disorders in members under age 21

Services to treat intractable or chronic pain are subject to the annual. IBahefits are not
provided for both chronic pain care and neurodevelopmental therapy for the same condition.

For members under agg or under ag@1 with autism spectrum disordenseurodevelopmental
therapy to restore and improve function anchaintenance therapy to prevent significant
RSGUSNAZ2NI GA2Yy Ay (GKS YSYOSNRA O2yRAGAZ2Y 2N Fdz

7.5.8 Residential Mental Healtt& Chemical Dependency Treatment Programs
Room and treatment services, including partial hospitalization, by a treatment program that
meets the definition in the PlafseeSection 1§are covered.

7.5.9  Skilled Nursing Facility Care

A skilled nursingfacility is licensed under applicable laws to providpatient care under the
supervision of a medical staff or a medical director. It must provédhabilitative services and
24-hour-a-day nursing servicdsy registered nurses.

Coveredskilled nursing facility dayse subject toan annualimit as shown irSection 3Covered
expenses are limited to the daily service rate, but no more than the amount that would be
charged if thememberwere ina semiprivate hospital room.

Exclusions
The Planwill not paycharges related to an admission to a skilled nursing facility before the
memberwasenrolled inthe Plan or for a stay where care is provided principally for:

a. Senile deterioration

b. Alzheimer's disease

c. Mental deficiency omtellectual disability
d. Mental health condition

Expenses for routine nursing care, Amedical sehhelp or training, personal hygiene or
custodial care are not covered.
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7.5.10 Surgery
Surgery (operative and cutting procedures), including treatment of fractutisycations and
burns, is covered. The surgery cost sharing applies to the following services:

Primary surgeon

Assistant surgeon

Anesthesiologist or certified anesthetist

Surgical supplies such as sutures and sterileupstwhen surgery is performed the
physician's office

coop
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7.5.11 Surgery, Cosmeti& Reconstructive

Cosmetic surgery is surgery that improves or changes appearance without restoring impaired
body function. Reconstructive surgery is surgery performed on abnormal structures of the body,
caused bycongenital defects, developmental abnormalities, trauma, infection, tumors, or
disease. It is usually performed to improve function, but may also be performed to approximate
a normal appearance.

Cosmetic surgery is not covered. All reconstructive procesiumcluding surgical repair of
congenital deformities, must be medically necessary and prior authorized or benefits will not be
paid. Reconstructive procedures that are partially cosmetic in nature may be covered if the
procedureis determined to be medallynecessary.

Treatment for complications related to a surgery performed to correct a functional disorder is
covered when medically necessary. Treatment for complications related to a surgery that does
not correct a functional disorder reot covered

Surgery for breast augmentation, achieving breast symmetry, and replacing breast implants
(prosthetics) to accomplish an alteration in breast contour or size are not covered except as
provided in sectiory.5.12

7.5.12 Surgery, Reconstructive Following a Mastectomy L )
The Plan covers reconstructive surgery followingedically necessary I a 0 SOuG2Ye 02 2 Y S
Health and CancedRights Act of 1998):

a. All stages of reconstruction of the breast on which the mastectomy has been performed,
including nipple reconstruction, skin grafts and stippling of the nipple and areola
Surgery and reconstruction of the other breast to produce araginical appearance
Prostheses

Treatment of physical complications of the mastectomy, including lymphedemas
Inpatient care related to the mastectomy and pesaistectomy services

cooo
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7.5.13 Transplants
The Plan covers medically necessary transplant procedures that conform to accepted medical
practice and are not exg@srimental or investigational.

Definitions
Center of Excellences a facility and/or team of professional providers with which Moda
Health has contracted or arranged to provide facility transplant services. Centers of
Excellencefollow best practices, and have exceptional skills and expertise in managing
patients with a pecific condition.

Donor costsmeans the covered expense of removing the tissue from the donor's body and
preserving or transporting it to the site where the transplant is performédhcludesany
other necessary charges directly related to locating praturing the organ.

Transplantmeans a procedure or series of procedures by which:

I.  tissue (e.g., solid organ, marrow, stem cells) is removed from the body of one person
(donor) and implanted in the body of another person (recipient)

ii. tissue igemoved from one's body and later reintroduced back into the body of the
same person

Corneal transplants and the collection of and/or transfusion of blood or blood products are
not considered transplants for the purposes of thls section and are not dutgethis
aSOotA2yQa NBIdZANBYSyYyla

Prior Authorization. Prior authorization should be obtained as soon as possible after a
member has been identified as a possible transplant candidate. To be valid, prior
authorization approval must be in writing from Moétealth.

Covered BenefitsBenefits for transplants are limited as follows:

i. ~ Transplant procedures must be performed at a Center of ExcelldheeCenter of
Excellence cannot provide the necessary type of transplant, Moda Health will prior
authorize sevices at an alternative transplant facility

ii. Donor costs are covered as follows:

A. If the recipient or selflonor is enrolled in the Plan, donor costs related to a
covered transplant are covered

B. If the donor is enrolled in the Plan and the recipienhdd, the Plan will not pay
any benefits toward donor costs

C. If the donor is not enrolled in the Plan, expensleat result from complications
and unforeseen effects of the donation are not covered

D. Donor costs paid under any other health coverage are noé@l/by the Plan.

iii.  Travel and housing expenses for the recipient and one caregiver, or 2 caregivers if the
recipient is a minor, are covered up to a maximum per transplant when the recipient
resides more than 50 miles from ti@enter of Excellenagnless tle medical condition
requires treatment at a closer transplant facility.

iv. ~ Professional provider transplant services are paid accordinghéo kenefits for
professional providers

v. Immunosuppressive drugs provided during a hospital stay are paid as a medical
supply. Outpatient oral and seihjectable prescription medications for transplant
related services are paid under the Pharmacy Prescription benefit (set8pn

vi.  The Plan will not pay for chemotherapy with autologous or homogenic/allogenic bone
marrow transplant for treatment of any type of cancer not approved for coverage
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7.6 MATERNITCARE

Pregnancy care, childbirth and related conditions are coverken rendered by a professional
provider.

Maternity services are billed as a global charge. This is a lump sum charge for maternity care that
includes prenatal care, labor and delivery, and paslivery care.

Some diagnostic services, suchamsniocentesis and fetal stress test, are not part of global
maternity services and are reimbursed separately.

If a member changes providers during pregnancy, maternity services are generally no longer
billed asa global charge.

Home birth expenses are hoovered other than medically necessary supplies and fees billed by
a professional provider. Additional information regarding home birth exclusionsSedtion 8
Supportive services, such as physical, emotional and information support to the mother before,
during and after birth and during the postpartum period, are not covered expenses.

7.6.1 Abortion
Elective abortions are covered.

7.6.2 Breastfeeding Support

Comprehensive lactation support and counseling is covered during pregnancy and/or the
breastfeeding period. The Plan covers the purchase or rental charge (not to exceed the purchase
price) for a breast pump and equipment. Chargesst@plies such as milk storage bags and extra

ice packs, bottles or coolers are not covered. Hospital grade pumps are covered when medically
necessary.

7.6.3  Circumcision

Circumcision for a newborn is covered when performed within 3 months of birth and may be
performed without prior authorization. A circumcision beyond age 3 months must be medically
necessary and requires prior authorization.

7.6.4  Diagnostic Procedures
The Plan covers diagnostic services, including laboratory tests and ultrasounds, related to
maternity care.

A full list of diagnostic services requiring prior authorization is available on the Moda Health
website or by contacting Customer Service.

7.6.5 Office, Homeor HospitalVisits
A visit means the member is actually examined by a professional provide

7.6.6  Hospital Benefits
Covered hospital maternity care expenses consist of the following:

a. Hospital room.The actual daily charge

b. Facility chargeswhen provided at a covered facility, including a birthing center

c. Other hospital services andgupplies When medically necessary for treatment and
ordinarily furnished by a hospital
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d. Nursery care. While the mother is confined in the hospital and receiving maternity
benefits.

e. Nursery visitsOnein-nursery welnewborn infantpreventive health exans covered at
no cost sharing when performeldy a Tier 1 or Tier 2 provideAdditional visits are
covered at the hospital visit benefit level

f. Takehome prescription drugsLimited to a &aysupply at the same benefit level as for
hospitalization.

{LISOAIT wAIK(OG 'LRY [/ KAftROANIK oO0bSgo2N¥an | YR
hospital length of stay in connection with childbirth will not be restricted to less than 48 hours
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discharge the mother or her newborn earlier. Prior authorization is aquired for a length of

stay up to these limits.

7.7 OTHERZERVICES
All services must be medically necessary in order to be covered.

7.7.1 Durable Medical Equipment (DME), Suppli&sAppliances
Equipment and related suppliesncluding sales taxhat help members manage a medical
condition.DME is typically for home usadis designed to withstand repeated use.

Some examplesf DME supplies and appliances are:

a. CPAP for sleep apnea

b. Glasses or contact lenses for the diagnosis of aphakiaratdeonus

c. Medical vision hardware for treatment of corneal ulcer, bullous keratopathy, recurrent
SNRaA2y 2F O2NYySIEzI GSENI FAE{Y AyadzZFFAOASyOe
corneal abrasion and keratoconus.

d. Insulin pumpsglucose monitorand other diabetic supplies (see SectibBfor coverage

under Pharmacy benefit)

Hospital beds and accessories

Intraocular lenswithin 90 daysof cataract surgery _

Light boxes or light wands only when treatment is not available at @pr&R SN a 2 FFA O

Orthotics, orthopedic braces, orthopedic shoes to restore or maintain the ability to

complete activities of daily living or essential jadated activities. If needed correction

or support is accomplished by modifying a mpssduced shoethen the covered

expense is limited to the cost of the modificatiddrthotics or orthopedic shoes for the

treatment of diabetes are covered when medically necess@ne pair of orthotics or

orthopedic shoes are covered per year if not relatedréating diabetes.

i. Oxygen and oxygen supplies

j.  Prosthetics

k. Wheelchair or scooter (including maintenance expenses)

Qo

The Plan covers the rental charge for DM&. most DME, the rental charge is covered up to the
purchase priceMembers can work with theiproviders to order their prescribed DME.

Members may contact Customer Service for help findiiger LDME provider.
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ModaHealthencourages the use ofder 1DME provider. UsingBier 1LDME provider may help
members save money. FindTéer 1provider using Find Care the MemberDashboard(see
section5.2.2. A member can change a recurring prescription or automated billingnemeDME
provider by contacting his or her current provider and thew DME provider to request the
change.

All supplies, appliances and DME must be medically necessary. Some pepriauthorization

(see sectior6.1.1). A full list of medical equipment requiring prior authorization is available on
the Moda Health website oby contacting Customer ServicReplacement or repaiis only
covered if the appliance, prosthetic, equipment or DME was not abused, was not used beyond
its specifications and not used in a manner to void applicable warranties. Upon request, members
must authorize any supplier furnishing DME to provide information related to the equipment
order and any other records Moda Health requires to approve a claim payment.

Exclusions
In addition to the exclusions listed Bection §the Plan will not cover the following appliances
and equipment, even if they relate to a condition that is otherwise covered by the Plan

Those used primarily for comfort, convenience, or cosmetic purposes

Wigs and toupees

Those used for education or environmental control (examples of Supportive
Environmental materials can be foundSection §

Dental appliances and braces

Therapeutic devices, except for transcutaneous nerve stimulators

Incontinence supplies

Supporting devices such as corsets, compression or therapeutic stockicgst evhen
such stockings are medically necessary

Testicular prostheses

Hearing aidseye glasses and contact lenses except as otherwise covered under the Plan

oTw
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Moda Health is not liable for any claim for damages connected with medical conditions arising
out of the use of any DME or due to recalled surgically implanted devices or to complications of
such devices covered by manufacturer warranty.

7.7.2 Home Healthcare

Home healthcare services and supplies are covered when provided by a home he g
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general inability to leave home. If the member does leave home, the absences must be
infrequent, of short duration, and mainly for receiving medical treatment. Aé&dealthcare

agency is a licensed public or private agency that specializes in providing skilled nursing and other
OKSNI LISdziAO &aSNIAOSas> adzOK a LIKeaAolFft GKSNI LI

The home healthcare benefit consists of medically necessary intembitiome healthcare visits.
Home healthcare services must be ordered by a physician and be provided by and require the
training and skills of one of the following professional providers:

a. Registered or licensed practical nurse
b. Physical, occupational, spdemr respiratory therapist
c. Licensed social worker

Home health aides do not qualify as a home health service provider.
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This benefit does not include home healthcare, home care services, and supplies provided as part
of a hospice treatment plan. These arevered under sectiong.7.1and section/.7.3

Home health visits are subject to an annual limit for the services of a registered or licensed
practical nurse. All other types of home healthcare providers are limited to one visit per day.

7.7.3 Hospice Care
Definitions

Hospicemeans a private or public hospice agency or organization approved by Medicare or
licensed or certified by the state it operates in.

Home health aidemeans an employee of a hospice who provides intermittent custodial care
under the supervision of a registered nurse, physical therapist, occupational therapist or
speech therapist.

Hospice treatment plaimeans a written plan of care established and péically reviewed by _
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terminally ill and the plan must describe the services and supplies for medically necessary or
palliative care to be provided by the hospice.

ThePlancoversthe services and supplies listed below when included in a hospice treatment plan.
Services must béor intermittent medically necessary or palliative cagvided by a hospice
agency to a member who is terminally ill and not seeking furtheatove treatment.

Hospice Home Care
Coveredcharges fohospice home care include services by any of the following:

i. Registered or licensed practical nurse
ii.  Physical, occupational or speech therapist
iii.  Certified respiratory therapist
iv. Home health aide
v. Licensed social worker

Hospice Inpatient Care
The Plarcovers short-term hospice inpatient services and suppliesddimited number oflays.

RespiteCare

The Plancovess respite care(as defined inSection 1§ provided to amemberwho requires
continuous assistance when arranged by the attendpgfessional providerand prior
authorized. Benefits ardimited to an hourly maximum for services promed in the most
appropriate settingTheservices and charges of a nprofessional provider may be covered for
respite care iModa Healthapprovesn advance

Exclusions
In addition to exclusions listed Bection 8the following are not covered:

i. Hospice services provided to other than the terminally niember, including
bereavement counseling fdamily members
ii.  Services and supplies not included in the hospice treatment plan or not specifically
listedas a hospice benefit
ili.  Services and supplies in excess of the stated limitations
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7.7.4  Medical Travel Support

The Plan covers some surgical procedures at the Tier 1 level when they are provided at an Oregon
preferred facility. Members who have upcoming medical procedures caMoala Health at
800-592-8283to start the process. A Care Coordinator will review pheposed procedures and
determine if it iseligibleto get care in an Oregon preferred facility. Once eligibility is established,
members can select a preferred provider and facility. The Care Coordinator will then coordinate
gAUK YSY0SNE QskdaNRQelydr $ Ndt upihy trehtiednt plan.

The Plan also covers airfare, ground transportation and lodging necdssahe member and

one companiorior traveling outside of Alaska to get care. Members eligible for care in an Oregon
preferred facilitycan contact the Care Coordinator to arrange for transportation and lodging. If
members follow the travel arrangement made by the Plan, the Plan covers the travel expenses
and there is no cost sharing on the membeviedical travel support coverage doestnoclude

any additional expenses such as food or toiletry.

If medical travel support was approved, scheduled and paid by the Plan but members decided
not to proceed with the medical procedure for reasons other than medical necessity, members
are respondile for the entire cost of the unused airfare, ground transportation and lodging
expenses

7.7.5 Nonprescription Enteral Formula for Home Use

The Plan covers nonprescription elemental enteral formula for home use. The formula must be
medically necessary and arked by a physician for the treatment of severe intestinal
malabsorption and must comprise the sole source, or an essential source, of nutrition.

7.7.6  Virtual CareVisits(Telehealth Service$

Virtual care also known as telehealtls a live, interactive aud, visualor data communication

visit (such as telephone or email) withprovider It generally includes diagnosis and treatment

of chronic or minor medical conditions. Medical information is communicated in real time
between theYSYOSNJ U4 2yS f20FuA2y 06adzOK | a | R2O0U:
another location.

Covered services, when generally accepted healthcare practices and standards determine they
can be safely and effectively provided usirgual care are covered when provided by a provider
licensed in Alaska using suctethodsas long as the applicaticend technology used meet all

state and federal standards for privacy and security of protected health informatidass the
requirement is exempt during a state emergency

Virtual care visits throug@irrusMDat modahealth.com/cirrusmére covered at no cost sharing.

7.8 PHARMACYRESCRIPTIABENEFIT

Prescription medications provided when a member is admitted to the hospital are covered by
the medical plan as an inpatient expense; the prescription medications ietexfcribed here
does not apply.

7.8.1  Definitions
BrandMedicationsare medicatiors sold under a trademark and protected name.
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Brand Substitutionis a policy on how presgtion medications are filled at the pharmadyoth
generic and brandnedicationsare covered. If a member requests, or the treating professional
provider prescribes, a brandedicationwhen a generic equivalent is available, the meminery

be responsible for thaonpreferredcost sharing plus the dédrence in cost between the generic
and brandmedication

Formularyis a listing of all prescriptiomedicationsand their coverage under thpharmacy
prescription benefit. Aorescription price checlool is availablenthe Member Dashboardnder

the pharmacy tab. This online formulary tool provides coverage information, treatment options
and priceestimates

GenericMedicationsare medicationghat have beerfoundbythe Food and Drug Administration
(FDA)to be therapeutically equivalent to the brand alternative and aften the most cost
effective option. Generimedicationsmust contain the same active ingredients as their brand
counterpart and be identical in strength, dosage form and route of admatien.

Nonpreferred Tier Medications means Iand medications, including specialty brand
medicationsthat have been reviewed by Moda Health and do not have significant therapeutic
advantage over their preferred alternative. These products generally bafee and effective
options available under the Value, Select and/or Preferred tiers.

Over the Counter (OTC)\/Iedlcatlons are medicatiors that may be purchased without a
LINEFSAaarz2yl LIN2ModaR-He:Altféllows Jé tederdh dedlighafiofi df OTC
medicationgto decide |fan OTC medication is covered by the Plan

Prescription Medication List meansthe Moda HealthPrescriptionMedication List The listis
available onmodahealth.com It provides information about the coverage of commonly
prescribedmedications It is not an alinclusive list of covered productsledications that are
new to the marketare subject toreview and mayhave additional coverage limétions
established by Moda Health

The prescription medication list and the tiering ofmedications may change and will be
periodically updatedA prescription price check tool is available tve Member Dashboard
under the pharmacy tabMembers with any questions regarding coverage should contact
Customer Service.

Moda Healthis not responsiblefor any prescribing or dispensing decisions. Thesgsibns are

to be made by the professional provider and pharmacist using their professional judgment.
Members shouldalk with their professional providers about whethemaedicationfrom the list

is appropriate for them. This listis not meanttoreplace LINR FS&da A2yl f LINR GA RSN
making prescribing decisions.

Preferred Tier Medicationsneans those medications, including specialty preferred medication,
that have been reviewed by Moda Health and found to be safe and clinically effective at a
favorable cost when compared to other medications in the same therapeutic class and/or
category. @neric medications may be included in this tier when they have not been shown to be
safer or more effective than other more cost effective generic medications.

Prescription Medicationsare those that include the noticéCaution- Federal law prohibits
disllSyaAy3d gA0K2dzi LINBAONRLIIAZ2Y ¢ ®
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Select TierMedications include thosegeneric medicationsthat are safe and effective, and
represent the most cost effective option within their therapeutic categag well agertain
brand medications thaare both cliniallyfavorable and cost effective.

Self Administered Medicationarelabeled by the FDA for self administratidineycan be safely .
FRYAYAAGSNBR 08 GKS YSYOSNI 2NJ GKS YSYoSNRa OF
(such as ghysiciaf affice, infusion centeror hospita). Thege medicationsdo not usually

require a licensed medical providir administer them

Specialty Medications Certain prescription medications are defined as specialty products.
Specialtymedicationsare often used to treat complex chronic health conditions. Specialty
medicationsoften require special handling techniques, careful administration and a unique
ordering processMost specialtynedicatiors require prior authorization.

Value TierMedications are medicationsthat include commonly prescribed products used to
treat chronic medical conditionsnd that are considered safe, effective and ce$fective to
alternative medicationsA list of value tiemedicationds availableon modahealth.com

7.8.2 Covered Expenses
A covered expense is a charge that meets all of the following criteria:

a. Itis for a covereanedicationsupply that is prescribed for a member
b. Itis incurred while the member is eligible under the Plan
c. The prescribeanedicationis not excluded

A covered expense must be medically necessary, defined as delivery of a service by a qualified
healthcare provider, exercising prudent clinical judgememat tmeets all of the following:

a. Is for the purpose of preventing, evaluating, diagnosing or treating a medical condition or
its symptoms

b. Meetsgenerally accepted standards of medical practice

c. Is proven toproduceintended effects on health outcomes (e.g., morbidity, mortality,

jdz- £t AGe 2F fAFST aevyLiz2y 023/u NRtS>X Fdzy Ol Az

condition or its symptoms

Has beneficial effects on health outcomes that outweigh the potential harmfultsffec

Is clinicdly appropriate in terms of type, frequency, extent, site and duration

Is not primarily for the convenience of the patient or healthcare provider

Is at least as likely to produce equivalent therapeutic or diagnostic results for the

diagnosis o treatment of i KS Y S Yhed®&a&lJaandition or its symptoms as an

alternative servicer therapy, including no intervention, ang not more costly than an

alternative service or sequence of services

e@~oo
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reliable scientific evidence published in pgerviewed medical literature generally recognized by

the relevant medical community, physician specialty societgmenendations, and the views of
physicians practicing in relevant clinical areas, and other relevant factors. For new treatments,
effectiveness is determined by reliable scientific evidence that is published inr@éewed

medical literature. For existingreatments, effectiveness is determined first by scientific
evidence, then by professional standards, then by expert opinion. The factnddications are
FDAapproved andwere furnished, prescribed or approved by a physician or other qualified
providerdoes not in itself mean thahey are medically necessary.
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7.8.3  CoveredMedication Supply
Includes the following:

a. Aprescriptionmedicationthat is medically necessary for treatment of a medical condition

b. Compoundedmedicationscontaining at least one coveremhedication as the main
ingredient

c. Insulin and diabetic supplies including insulin syringes, needles and latesststrips,
glucometes andcontinuous glucose monitor$lust havea valid prescriptiorand use a
preferred manufacturer

d. Medicationsfor treating tobacco dependence, including OTC nicotine patches, gum or
lozengeswith a valid prescription anftom an innetwork retail pharnacy, are covered
with no cost sharings required under the #ordable Care Act

e. Certainprescribed preventivenedicationsrequired under the Affordable Care Act

f. Prescriptioncontraceptivemedicationsand devices for birth contrdlection7.3.2 and
medical conditions covered under the Plan.

g. Certainimmunizations(section 7.3.3 and related administration fees are coveraath
no cost sharingtin.network retail pharmacies (e.g. flu, pneumonia and shingles vaccines)

h. Inhalation spacer devices and peak flow meters

i. Ore earlyrefill for a covered topical eye medication to treat a chronic condition during
the approved dosage period if the refill does not exceed the number of refills prescribed
and if the request is not made earlier than 23 days after-@a&@supply is dispensed, 45
days after a 6@lay supply is dispensed or 68 days after al@9 supply is dispensed.

Certain prescription medications and/or quantities of prescription medications may require prior
authorization (seesection 6.1.1). Specialty tier and some other tier medications must be
dispensed through Moda-designatedspecialty pharmacy providelFor assistance coordinating
prescription refills, contact Customer Service.

7.8.4  Mail Order Pharmacy

Memberscan choose to filprescriptions for coverednedicationsthrough aModa-designated
mail order pharmacyA mail order pharmacy form can be obtained from the Grouptfon
Member Dashboaradr by contacting Customer Service.

7.8.5 Specialty Service& Pharmacy A )
Specialty medications are often used to treat complex chronic health condifitre S Y 0 S N2 a
pharmacist and other professional providers wélll a member if a prescriptio requires prior
authorization ormust be obtained from a Moddesignatedspecialty pharmacy. Information
about the clinical services and a list obvered specialty medications is available on
modahealth.conor by contacting Customer Service.

Most specialtymedicationsmust be prior authorizedf a member does not purchaspecialty
medications at theVloda-designatedspecialty pharmacy, the expense will not be covetathe
event a specialty medicatiaa not available when neededhd a delg in receiving the medication
would threaten the efficacy of treatment or the life of the member, Moldaalth will prior
authorize the medication to be filled locallyorrassistance, conta€ustomer Service.

Some specialty prescriptions may have shoday supply coverage limitSome medications
may be eligible for a 98ay supplyFor some specialtsnedications members may be required
to enroll in programs to ensure proparedicationuse and/or reduce the cost of theedication
More information is availdle on the Member Dashboardr by contacting Customer Service.
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7.8.6  SelfAdministeredMedication

All selfadministered medications are subject to the prescription medication requirements of
section7.8. Selfadministered specialty medications are subject to the same requirements as
other specialty medications (sectigh8.5).

Selfadministered injectable medications are not covered wiseppliedA Yy I LINE A RSN A
clinic or facility.

7.8.7  Step Therapy

When a medication is part of the steéperapyprogram,membersmusttry certainmedications

(Step 1)peforethe prescribed Step 2 medication will be covered. When a prescrlptlon for a step
UKSNI LI YSRAOIFUGA2Y A& adzooYAGUSR a2dzi 2F 2 NRSNJ
1 medication before submitting a prescripti for a Step 2 medation, the prescription will not

be covered. When this happens, the provider will need to prescribe the Step 1 medidation
assistance with step thapy exceptions, contacustomer Service.

7.8.8  Limitations
To ensure appropriate accessmedications the following limitations apply:

a. New FDA approvenhedicationsare subject to review and madyaveadditional coverage
requirements or limitsset by the Plan A member or prescriber can request a medical
necessity evaluation if a newapproved medication is initially denied during the review
period.

b. If a brandmedicationisfilled by the pharmacyhen a generic equivalent is available, the
member mayhave to paythe difference in cost between the generic and brand
medication Expensesicurred due to brand substitution do nobunttowardthe out-of-
pocket maximum

c. Certainbrand medicatios may beprior authorized for apecificamountof time or until
a generic medication becomes available, whichever comes first. When a generic
medication becomes available durine authorized period, thebrand is no longer
covered. Theamember can get the generic medication without a new prescription or
authorization.

d. Starting treatment with a medicatigrwhether by the use of free samples or otherwise,
does notbypassi KS t f I yQa NBIdZANBYSyida o6Soadr aidSL
Plan benefits are available

e. Somespecialtymedicationsthat have beerfoundto have a high discontinuation rate or
short duration of use may be limited to a-tiay supply -

f. Medications with dosing intervatgreater thanii KS ~ t f | y Qdaysupplyiwil haezY
an increased copaymemd matchthe day supply

g. Medicationspurchased outside of the United States and its territoeesonly covered in
emergency and urgent care situations

h. Early refill oimedicationsfor travel outside of the United Statesill be reviewed. When
allowed,early refillis limited to onceevery 6months Earlyrefill camot be usedto cover
a medication supply beyond the end of thanyear.

7.8.9  Exclusions
In addition to the exclusions listed #ection 8 the following medicatiors andsupplies arenot
covered

a. DeviceslIncluding, but not limited to therapeutic devices and appliances. Information for
contraceptive devices is in secti@r.2and forother devices in section.8.3
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7.9

7.9.1

ForeignMedication Claims.Medicationspurchasel from nonU.S. mail order or online
pharmacies or U.S. mail or ordipharmacies acting as agents of AJrS. pharmacies.

Hair GrowthMedications.

Immunization Agents for TraveExcept as required under the Affordable Care Act.
Institutional Medications To be taken by or administered to a member while or she

is a patient in a hospital, rest home, skilled nursing facility, extended care facility, nursing
home, or similar institution.

Medication Administration. A charge for administration or injection af medication,
except forcertainimmunizations at imetwork retail pharmacies

Medications Covered Under Another BenefiSuch as medications covered under
hospice, home health, medical, etc.

Medications Not Approved by FDAProducts not recognized or designated as FDA
approved medications. This includes medications that are found to be less than effective
0e UKS C5! Qa 5NH-¥zd 9FFAOI Oe {udzRé LYLIX SYSyl
Non-Covered Condition.A medication prescribed foreasons other than to treat a
covered medical condition

Nutritional Supplements and Medical Foods.

Off-label Use.Medicationsprescribed for or used for neRDA approved indications
unless confirmed by other research studies, reference, compendiumherfaderal
government

Over the Counter (OTQYledications and certain prescription medicationsfor which

there is an OTC equivalent or alternatifgee the preferred drug list on the Member
Dashboard)except for those treating tobacco dependence

. Repackaged Medications.

ReplacemenMedicationsand/or Supplies
Vitamins and MineralsExcept as required by law.
Weight Loss Medications

VISIONCAREBENEFIT

Pediatric Vision Services

The Plan coverthe following servicegsvery year fomembers through the end of the month in
which they reach age 19

a.
b.

C.

one complete wellvision exam
one pair of eyeglasses and frames, or contact lenses instead of eyeglasses
i. eyeglass lenses may be
A. polycarbonate, plastic or glass
B. single vision, lined bifocdlned trifocal or lenticular
ii. Contact lenses require a minimurm3onth supply
A. standard (one pair per year)
B. monthly (6month supply)
C. bi-weekly (3month supply)
D. daily (3month supply)
Optional lenses and treatments limited to:
I.  ultraviolet protective coatinganti-reflective (AR) coating, polarized lenses,
ii. blended segment lenses, intermediate vision lenses, progressive lenses
iii.  photochromic glass lenses, plastic photosensitive lenses
iv.  hi-index lenses

Benefit Description 46
ModaAKS(hk 1-1-2021 Silver 2500 HDHP 10/1



Members can visitvww.vsp.comor call800-877-7195to choose aTier 1or Tier 2 vision care
provider and arrange for vision servic&mme vision services may require prior authorization.

For members who are eligible for vision plan benefits, VSP will provide benefit authorization
directly to theTier 1 or Tier 2loctor. When contacting Tier 1 or Tier doctor directly, members
must identify themselves as VSP members so the doctor waliolbenefit authorization from
VSP. Should members receive services feorfier 1 or Tier 2octor without such benefit
authorization or obtain services from a provider who is not a Tier 1 or Tier 2 doctor, they are
responsible for payment in full to therovider and will need to submit a request for
reimbursement by completing the member reimbursement claim form, which is available by
visitingwww.vsp.comor calling800-877-7195 Payment in these instances is limited to those for

a Tier 3 provider.

In addition to the exclusions listed iBection 8 the following services and supplies are not
covered:

Plano lenses with refractiveorrection of less than + 50 diopter

Two pairs of glasses instead of bifocals

Insurance policies or services agreements for contact lens coverage
Artistically painted or nofprescription contact lenses

Additional office visits for contact lens pathology

Cmtact lens modification, polishing or cleaning

~PoOoTw

7.10 HEARINGERVICEBENEFIT

The Plancoversear andhearing examinations, testing and hearing hardwatearing aidsre
limited to a dollar maximum in a 3/ear period beginning with the date of the otologicédar)
examination Members must be examined by a licensed physician before obtaining a hearing aid.
To qualify for this benefit, members must purchase a hearing aid deWiee Plan covers one
otological (ear) exm by a phyisian or surgeon every 2 yeaighe following expenses are covered
once in a 3year period:

a. One audiological (hearing) exam and evaluation by a certified or licensed audiologist
hearing aid specialisincluding a followup consultation

Heaing aid (monaural or binaural) prescribed as a result of the examination

Ear molds

Hearing aid instruments

Initial batteries, cords and other necessary supplementary equipment

Warranty

Followup consultation witln 30 days following delivery of the heagmid

Repairs, servicing or alteration of the hearing aid equipment

S@~p 0T

To get the highest benefit level for a hearing aid, memberscadir866-202-2178to choosea
Tier 1 audiologist and arrange for a hearing exam. The audiologist will assist memtiers
choices of hearing aids throughTier 1 hearing instrument providérhe heariig servicesrendor
hasa selection of hearing aids available to Plan members.
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In addition to the exclusions listed Bection 8the following services and supplies are not
covered:

a. Replacement of a hearing aid, for any reason, more than once{year3period

b. Batteries or othersupplementary equipment other than those obtained upon purchase
of the hearing aid

c. A hearing aid exceeding the specifications prescribed for correction of hearing loss
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SECTION 8. GENERAL EXCLUSIONS

In addition to the limitations and exclusions described elsewhiaréhe Plan, the following
servicessupplies (including medicationg)rocedures and conditions are not covered, even if
otherwise medically necessary, if they relate to a condition that is otherwise covered by the Plan,
or if recommended, referred, or provided byrovider.Any direct complication or consequence
that arises from these exclusions will not be covered.

Benefits Not Stated
Services and supplies not specifically described imtmslbook as covered expenses

Careoutsidethe United States
Scheduled care or care that is not dueato urgent or emergency mediocabndition

Chargeoverthe Maximum Plan Allowance

Comfort and FirstAid Supplies

Includng but not limited to footbaths, vaporizers, electric back massagers, footpads, heel cups,
shoe inserts, banaids, cotton balls, cotton swabs, and-tiie-shelf wrist, ankle or knee braces
Related exclusion is under SupportizevironmentaMaterials

Cosnetic Procedures

Any procedureor medicationrequested for the purpose of improving or changing appearance
without restoring impaired body functign including rhinoplasty, breast augmentation,
lipectomy, liposuction, and hair removal (includimdectrolysis and laser)Exceptions are
provided for reconstructive surgerny medically necessary and not specifically exclufed.,
mastectomy, sectiof.5.12

Court Ordered Services
Including services related to deferred prosecution, deferred or suspended sentencing or to
driving rights, except when medically necessary

Custodial Care

Routine care and hospitalizatiainat helps a membewith activities of daily livingsuch as
bathing, dressig, getting in and out of bedpreparation of special diets, and supervision of
medication that usually can be se@fiministered Custodial carés care that can be provided by
people without medical or paramedical skills.

Dental Examinations and Treatmen®©rthodontia
Except as specifically provided forsectiors 7.4.8and 7.4.9

Educational Supplies
Including books, tapes, pamphlets, subscriptionde®s and computer programs (software)

Enrichment Programs

Psychological or lifestyle enrichment programs insigdselthelp programs, educational
programs, assertiveness training, marathon group therapy, and sensitivity traiexegpt as
covered undesection7.4.14
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Experimental or Investigational Procedur@sd Medications
Includingexpenses incidental to or incurred as a direct consequencguoh proceduresor
medicationg(see definition of experimental/investigational 8ection 1%

FaithHealing
Financial Counseling Services

Food Services
Meals on Wheels and similar programs

Guest Meals in a Hospital or Skilled Nursing Facility

Hearing Aids
Including implantable hearing aids and the surgical procedure to implant them

Hippotherapy

Home Birth or Delivery
Chargesother than the medically necessary supplies and professional services billed by
professional provideiincluding travel, portable hot tubs, and transportation of equipment

Homemaker or Housekeeping Services
Homeopathic Treatment and Supplies

lllegal Acts

Services and supplies for treatment of an injury or condition caused by or arising directly froma
YSY0OSNNa AfttS3Irt Foud ¢KAA AyOfdzRSa lFyeée SELISY
riot, declared or undeclared war, including civil war, martial law, insurrection, revolution,
invasion, bombardment or any use of military force or usurped power by any government,
military or other authority.

Infertility
All services and supplies foffice visits, diagnosis and treatment of infertility, as well as the cause
of infertility. Includes surgery to reverse elective sterilization (vasectomy or tubal liyatio

Inmates
Services and supplie member receives while in the custody of any stabe federal law
enforcement authorities or while in jail or prison

Intellectual Disability/Learning Disorders
Treatment related to intellectual disability and learning disorders, and services or supplies
provided by an institution for the intellectuallys#bled

Legal Counseling

Mental Examination and Psychological Testing and Evaluations

For the purpose of adjudication of legal rights, administrative awards or benefits, corrections or
social service placement, employment, or any use except as a diagnostic tool for the treatment
of amentalhealth condition
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Missed Appointments

Naturopathic Substances
Including herbal, naturopathic or homeopathic medicines, substances or devices and any other
nonprescription supplements

Necessities of Living
Includng but not limited to food, clothing, and household suppli®elated exclusion is under
Supportive Environmental Materials

Never Events

Services and supplies related to never eveiitseseare events that should never happen while
receiving services inteospital or facility including the wrong surgery, surgery on the wrong body
part, or surgery on the wrong patient. These also apply to any hospital acquired condition, as that
term is defined in the Centers for Medicare and Medicaid Services (CMS) gesdatid which
includes serious preventable events

Nutritional Therapy
Except as provided for in secti@m.20

Obesity or Weight Reduction
Even if morbid obesity is present. Services and supplies including:

a. Gastric restrictive procedures with or without gastric bypass, or the revisiosudt
procedures

b. Weight management services such as weight loss programs, exercise programs,
counseling, hypnosis, biofeedback, neurolinguistic programming, guided imagery,
relaxation training and subliminal suggestion used to modify eating behaviors

c. Anymedicationor formula related to or resulting from the treatment of weight loss or
obesity even if prescribed by a physician

The Plan covarservices and supplies that are necessary for the treatment of established medical
conditions that may be caused by or made weoby obesity, but services and supplies that do so
by treating the obesity directly are not covered excaptrequired under the Affordable Care Act

Orthopedic Shoes
Except as providedh section7.7.1

Orthognathic Surgery
Includng associatedservices and supplies

Pastoral and Spiritual Counseling

Personality Disorders

Physical Examinations

Physical examinations fadministrative purposes, such amployment, licensingparticipating
in sports or other activitiesr insurance coverage

Physical Exercise Programs

Private Nursing Services
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Professional AthleticEvents

Diagnosis, treatment and rehabilitation services for injuries sustained while practicing for or
participatingin a professional (full time, for payment or under sponsorship) or genfessional
(part time, for payment or under sponsorship) athletic contasevent

Reports and Records
Includingcharges for the completion of claim forros treatment plans

Routine Foot Care R o R R s o
Includingthe following servicesizy t Saa 2U0KSNBAaS NBIdzANBR o0ée uUKS
(e.g., diabetes)

a. Trimmingor cutting ofovergrown or thickenedesion (e.g., corn or callus)
b. Trimming of nailsregardless of condition
c. Removing dead tissue or foreign matter fravails

SelfAdministeredMedications 5 R o R y )
LyOf dzZRAYy3a 2NIf IyR aStF Aya2SOiloftSs gKSy LINRO
instead of through thgharmacyprescription medicatioror anticancemenefits (sectiors 7.8.6

and7.4.2

ServiceRelated Conditions _ B _ .

CNBlLFUYSYyu 2F |ye OZ2YRAUAZ2Y OFdzaSR o0e 2NJ I NAaAA
of any country or as a mllltary contractor or from an insurrection or,watess not covered by

0KS YSYo SNIZES (\ShlveyageaNE 2 NJ

Services Not Provided

Services Otherwise Available
Includngthose services or supplies

a. for which payment could be obtained in whole or in paraimemberhad applied for
payment under any city, county, state, or federal law, except for Medicaid cozerag

b. for whichamembercannot be held liable because of an agreement between the provider
and another third party payehat has paid or is obligated to pay for such service or supply

c. for which no charge is madéncluding reducing a charge due to a coupon or
manufacturer discount)or for which no charge is normally made in the absence of
insurance

d. provided under separate contracts that are used to provide coordinated coverage for
covered persons in a group aade considered parts of the same plan

e. amembercould have received in a hospital or program operated bgrveegment agency
or authority. This exclusion does not applyhe member isa veteran of the armed forces, |
in which case covered services and sippla FdzZNYy A &AKSR o6& (KS +£S{SNH
the United Stateshat are not serviceaelated are eligible for payment according to the
terms ofthe Plan

Services Providedr Orderedby a Relative

Other than services by a dental provid&elatives, for the purpose of this exclusiomlude a
member or aspouseor domestic partner child,sibling or parent ofa memberor his or her
spouseor domestic partner

Services Providebly Volunteer Workers

General Exclusions 52
ModaAKS(hk 1-1-2021 Silver 2500 HDHB 10/1



SexualDysfunctionand Paraphilic Disorders
Services or supplies fdreatment of sexual dysfunctioror paraphilia. In addition, coudrdered
sex offender treatment is not covered.

Support Education
Includng:

a. Level 0.5 educaticonly programs

b. Educatioronly, courtmandatedangermanagement classes

c. Voluntary mutual support groups, such as Alcoholics Anmaus

d. Family education or support groupsceptas required under the Affordable Care Act

Supportive Environmental Materials

Includng hand rails, ramps, bath benches, humidifiers, air filters, air conditioners, heat lamps,
tanning lights, whirlpools, hotubs, and telephones, and other items that are not for the
treatment of a medical condition even if they relate to a condition otherwise covered by the Plan.
Related exclusion is unddlecessities of Living

Taxes
Except saletax related to durable medical equipmemtppliancesand supplies

Telehealth

Includng Telemedicinetelephone visits or consultations and telephone psychotheragxgept
for electronic visitgoveredin section7.4.13andvirtual carevisits(telehealth) covered insection
7.7.6

Telephones and Televisions in a Hospital or Skilled Nursing Facility

Temporomandibular Joint Syndrome (TMJ)
Services and supplies related to the treatment of TMJ

Third PartyLiability Claims

Services and supplies for treatmentaimedical conditiorfor which a third party is or may be
responsible to the extent of any recovery received from or on behalf of the third p&sge
section11.4.2

Transportation

Except medically necessary ambulance transparbmmercial transportation travel for
transplant treatment,covered transportation for clinical triasnd travel under medical travel
support

Treatment in the Absence of lliness

Includng individual or family counseling or treatment for marital, behavioral, financial, family,
occupational or religious problems, treatment for at risk persons in the absence of itiness
diagnosed mental health or chemical dependence conditorireatmenrt of normal transitional
response to stress

TreatmentAfter CoverageEnds

The only exception is if a member is hospitalized at the tineePlanends(see sectiory.1), or
for covered hearing aid# the prescription is written and the hearing aidosdered duringthe
30 days before coveragmdsand received within 30 days tife end date
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Treatment Before Coverage Begins

Treatment NotMedically Necessary
Including servicesuppliesor medicationghat are:

a. Not medically necessary for the treatment or diagnosis of a condition otherwise covered
underthe Planor are prescribed for purposes other than treating disease

Inappropriate or inconsistent with the symptoms or diagnosik of Y' S Y cofdititna

Not estabished as the standard treatment by the medical community in the service area
in which they are received

Primarily rendered for the convenience afmemberor provider

Not the least costly of the alternative supplies or levels of serthed can be safely
provided toa member

eo

®© o

The fact that a professional provider may prescribe, order, recommend, or approve a service or
supply does not, of itself, make the charge a covered expense

Vision Care

Including eye exams, the fitting, provision,replacement of eyeglasses or contact lenses, and
any charges for orthopticer vision training and any associated supplemental testuigamin
therapy, low vision therapy, eye exercises, or fundus photography, except as otherwise provided
under the PlanSee sectior.4.11for coverage of annual dilated eye exam for management of
diabetes

Vision Surgery
Any procedureto cure or reduce myopiahyperopia, or astigmatism, including reversal or
revisions of any such procedures and any complications of these procedures

Vitamins and Minerals

Exceptas required by law. Otherwise, not covered unlesslicallynecessary for treatment of a
specificmedical conditiorand onlyunder the medical benefit andl they require a prescription

and a dosage form of equal or greater strength of the medication is not available without a
prescription under federal lawhisapplieswhether the vitamin or mineral is oral, injectable, or
transdermal Naturopathicsubstancesre not covered

Wigs, Toupees, Hair Transplants

Work Related Conditions

Treatment of a medical conditionarising out of or in the course (Ifmployment or seH
employment for wages or profitwhether or not the expense is paid undery @ ¢ 2 NJ S N& ¢
compensatlon provisionThis exclusion does not apply to owners, parter executive officers

AT (KSé& INB SESYLINi TNRY (BRINJ SNEWLI OR23S vyaz i A 12N
compensation coverage to them
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SECTION 9. ELIGIBILITY

The datea persorbecomes eligible may be different than the datoveragebegins(see section
10.5.

9.1 SUBSCRIBER
Aperson isligibleto enroll inthe Plan ithe orshe:

a. is a permanent documented employee. An eligible employee includes sole proprietors,
partners of a partnership, or an independent contractor if the sole proprietor, partner, or
contractor is included as an employee under the Plan

b. works on a regularly schated basis the specified hours per week as required by the
Group

c. is not a leasedseasonal, substituteor temporary employee, or an agent or consultant

d. is paid on a regular basis through the payroll system, has federal taxes deducted from
such pay, ands reported to Social Security (a sole proprietor, business partner, or
independent contractor may be considered an eligible employee if he or she has federal
GFES&a RSRdzOGSR FTNRY lyeée AyO02YS NBfIGSR (2

e. satisfies any cumulative hours sérvice requirement and orientation and/or eligibility
waiting period

f. resideswithin the Municipality of Anchorage, Fairbanks North Star, Kenai Peninsula,
Ketchikan Gatewagnd MatanuskaSusitnaborough and Prince of Wald$ydercensus
area service area.

Coverage is available to all eligible employaed their dependents to the ebent the Group
chooses tgrovidecoverage.

Subscribersre eligible to remain enrolled they are on an approved leave of absence under
state or federafamily andmedicalleavelaws

9.2 DEPENDENTS

I adzo a Iégxlﬂ’spm&%edi:ﬁ)e‘iigible fooverageHowever, ithe subscribeandthe spouse are
legally separatedhe spouse is not eligible unlebke or shemeets the requirements to enroll as

an employeeAsdzo a O NdwilarSrNake &ligible until the6™ birthday. Children eligible due to

a court or administrative order are subjecttogtff I y Qa OKAf R 3S fAYAOO®

For purposes of determining eligibility, the following are considered "children™:

a. Thebiologicalor adopted childof asubscriber or & dzo & O NliildleSpoda
b. Children placed for adoption with subscriberAdoption paperworkmust be provided
c. A newborn child of aenrolleddependent
d. Children related t@a subscribeby blood ormarriage for whonthe subscriber ighe legal
guardian.A court order showing legal guardianshpust be provided
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A subscribef ahild who has sustained a disabilityaking him or her physically or mentally
incapable of selsupportat even a sedentary levetay be eligible focoverageeven though he

or she is oveR6years old. To be eligible, the child must be unmarried and principally dependent
on the subscribeffor supportand have had continuous medical coveragae incapacitynust
havestarted, and the information below must be receivdmkfore the child'26" birthday.Social
Security Disability status does not guarantee coverage under this provision. Moda Health will
determine eligibility based on commonly accepted guidedinTo avoid a break in coverage, it is
recommended that the following information be submitted to Moda Health at least 45 days
0ST2NE U RSiIrth@elg:A f RQa Hc

Recent medical or psychiatric progress notes and evaluations, referrals or consult notes
Relerant test results (e.g., lab, imaging, neyosychiatric testing, etc.)

Relevant ecent hospitalization records (e.g., history and physical, discharge summary)
Disability information from prior carrier

coop

Moda Health will make an eligibilitgetermination based ord2 OdzY Sy G+ G A2y 27
medical condition. Periodic review oda Healthwill also be required on an ongoing basis
except in cases where the disability is certified to be permanent

9.3 QUALIFIEDMEDICAKHILDSUPPORORDERQMC®)

ThePlan will covea child of an eligible employee who has a right to enroliment dwedaalified
medical child support order (QMCSQhe Group has detailed procedures for determining
whether an order qualifies as a QMCSO. A copy of such proceduaesilable from the Group
without charge.

TheOKAf RQa 02 @S NI 3 Seffetaywdns ofidhdififstSlaytofithe gionth folfolingdh&
datethat the Groupdetermines that applicable order qualifies as a QMCSO and that the child is
eligible forenrollment in the Plan

9.4 NEWDEPENDENTS

A new dependent may cause a premium increase. Premiums will be adateddingly and will
apply fromthe date coverage is effective.

If a subscribemarries, the spouse and his or her children are eligible to enroll as of the date of
the marriage.

I Y S Y aebvbdnzhilds eligible fronbirth. Aa dzo & O Ndbpie8 &hif)&r cHild placedor
adoption, will beeligible onthe date of placementTo enroll a nevehild, an application must be
submitted. When a premium increase is requirethe application and paymentmust be
submittedwithin 31 days. lfpaymentis required but not receiveaoverage fothe child willend

31 days following birttor adoption Proof of legal guardianship will be required for coverage of
a grandchild beyond the first 31 days from biithis or her parent is notraenrolleddependent
under the Plan
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9.5 H.IGIBILITAUDIT

Moda Healthreserves the rightteondudi | dzZRA G & (2 OSNATE | YSYoSNDa
documentation including but not limited to employee timecards, member birth certificates,
adoption paperwork, marriage certificates, and any otletidencenecessary to document

eligibility an the Plan.
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SECTION 10. ENROLLMENT

10.1 BNROLLINELIGIBLEEMPLOYEES

A complete and signed application ftre eligible employe@and any dependent® be enrolled
must be filedwith the Groupwithin 31 days obecomingeligible to apply focoverage Higible
employeescanapply on the dee of hire or the end of any required waiting period

The subscribemust notifythe GroupandModa Healthof anychangeof address.

10.2 BNROLLIN®NEWDEPENDENTS

To enroll a new dependent, a complete and sigapglication and, when applicabla,marriage
certificate, or adoption or placement for adoption paperwork must be submitted within 31 days
of their eligibility. The subscribemust notify Moda Healthif family members are added or
dropped from coverage, ew if it does not affect premiusa

10.3 OPENENROLLMENT

If an eligible employe@and/or any eligible dependentsre not enrolledwithin 31 days of first
becoming eligiblethey must wait for the nexbpen enroliment period to enrolunless:

a. The person qualifies for special enrollment as described in set@igh

b. A court has ordered that coverage be provided for a spouse or minor child under a R
4dz0 aONAOSNRE&E KSFfUOUK o0SYST¥AU LIXIY IyR NBI dzS
the court orderis issued W q o

c. CKS LISNA2Z2Y Qa Medicais Médiddse, Tryare Abld Health Service or a
publicly sponsored or subsidized health plan has been involuntarily terminated within 90
days prior to applying for coverage in a group health benefit.plan

Open enrollment occurs once a year at renewal

10.4 SPECIAENROLLMENRGH®S
The special enroliment rights described in sectib@st.1and 10.4.2apply:

a. To an eligible employee who loses other coveragderomes eligible for a premium
assistance subsidy _ . o R L

b. ¢2 | adz0aONAOSNIRNA RSLISYRSYyu ¢gK2z2 f2asa 20KS|
assistance subsidy

c. To both the eligible employee and his or her dependent if neither is enrolled under the
Plan and eher loses other coverage or becomes eligible for a premium assistance subsidy

To enroll, an eligible employee must submit a complete and signed appliaithisupporting
documentationwithin the required timeframe.
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