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INTRODUCTION

This Plan Document explains the benefits available to Members of the Arkansas State and Public School Employee Health
Insurance Plan (known as the Plan or ARBenefits throughout the rest of this document). The Plan provides coverage for
participating Employees, Retirees, and eligible Dependents. The Employee Benefits Division of the State of Arkansas
Department of Transformation and Shared Services (EBD) reserves the right to interpret the elements of this Plan Document
as necessary for the continued administration of the Plan. No oral interpretations can change this Plan.

To obtain additional information, free of charge, about Plan coverage of a specific benefit, particular drug, treatment, test, or
any other aspect of Plan benefits or requirements, individuals can call EBD Member Services at (501) 682-9656 or toll free at
(877) 815-1017, then press one.

To the extent that an item or service is a covered benefit under the Plan, the terms of the Plan shall be applied in a manner that
does not discriminate against a health care Provider who is acting within the scope of the Provider's license or other required
credentials under applicable State law. This provision does not preclude the Plan from setting limits on benefits, including cost
sharing provisions, frequency limits, or restrictions on the methods or settings in which treatments are provided and does not
require the Plan to accept all types of Providers as a Network Provider.

Failure to follow the eligibility or enrollment requirements of this Plan may result in delay of coverage or no coverage at all.
Reimbursement from the Plan can be reduced or denied because of certain provisions in the Plan, such as coordination of
benefits, subrogation, exclusions, timeliness of COBRA elections, utilization review or other cost management requirements,
failure to satisfy Primary Coverage Criteria, lack of timely filing of claims, or lack of coverage. These provisions are explained
in summary fashion in this document; additional information is available from the Plan Administrator at no extra cost.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are payable for expenses
incurred before coverage began or after coverage terminated. An expense for a service or supply is incurred on the date the
service or supply is furnished.

No action at law or in equity shall be brought to recover under any section of this Plan until the appeal rights provided have
been exercised and the Plan benefits requested in such appeals have been denied in whole or in part.

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, Deductibles, maximums, Copayments,
exclusions, limitations, definitions, eligibility, and the like.
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DEFINED TERMS
The following terms have special meanings and when used in this Plan will be capitalized.

Accidental Injury is defined as bodily injury (other than intentionally self-inflicted injury) sustained by a Member while the
coverage is in force, and which is the direct cause of the loss, independent of disease or bodily infirmity. Injury to a tooth or
teeth while eating is not considered an Accidental Injury.

Active Employee is an Employee who is on the regular payroll of the Employer and who has begun to perform the duties of his
or her job with the Employer on a full-time basis.

Advanced Diagnostic Imaging means Computed tomography scanning (“CT SCAN”), Magnetic Resonance Angiography or
Imaging (“MRA/MRI”), Nuclear Cardiology, and positron emission tomography scans (“PET SCAN”).

Allowance or Allowable Charge, when used in connection with Covered Services or supplies delivered in Arkansas, will be
the amount deemed by the Claims Administrator, to be reasonable. The customary allowance is the basic Allowance or
Allowable Charge. However, the Allowance or Allowable Charge may vary, given the facts of the case and the opinion of
Claims Administrator’s medical director.

Allowances or Allowable Charges for services or supplies received out of Arkansas may be determined by the local Blue
Cross and Blue Shield Plan. Please note that all benefits under this Plan are subject to and shall be paid only by
reference to the Allowance or Allowable Charge as determined at the discretion of the Claims Administrator. This
means that regardless of how much a health care Provider may bill for a given service, the benefits under this Plan will
be limited by the established Allowance or Allowable Charge. Participating Providers are obligated to accept the
Claims Administrator’s established rate as payment in full, and should only bill the Covered Person for Deductible,
Coinsurance, and any non-Covered Services; however, if a Covered Person uses a non-participating Provider, they will
be responsible for all amounts billed in excess of the Allowance or Allowable Charge.

The payment to a Provider for their services as described in a Current Procedural Terminology ("CPT") or Healthcare
Common Procedure Coding System ("HCPCS") code and reimbursed in accordance with the Resource-Based Relative Value
System ("RBRVS") used by the Centers for Medicare & Medicaid Services ("CMS") is an all-inclusive, global payment that
covers all elements of the service as described in the particular code billed. This means that whatever staffing, overhead costs,
equipment, drugs, machinery, tools, technology, supplies, or materials of any kind that may be required in order for the billing
Provider to perform the service or treatment described in the CPT or HCPCS code billed, the Claims Administrator’s payment
to the billing Provider of the Allowance or Allowable Charge for that CPT or HCPCS code constitutes the entire payment and
the limit of benefits under this Plan with respect to the CPT or HCPCS code billed. A Provider who bills for a particular CPT
or HCPCS code is deemed to represent that the billing Provider has performed and is responsible for provision of all services
or treatments described in the CPT or HCPCS code, and is entitled to bill for such services or treatments. If the Claims
Administrator pays for a Covered Service by applying the Allowance or Allowable Charge to the bill of a Provider who
represents that the Provider has performed a service or treatment described in a CPT or HCPCS code as submitted, the Claims
Administrator shall have no further obligation, nor is there coverage under this Plan, for bills from or payment to any other
Provider, entity or person, regardless of whether they assisted the billing Provider or furnished any staffing, equipment, drugs,
machinery, tools, technology, supplies, or materials of any kind to or for the benefit of the billing Provider. In other words,
benefits under this Plan are limited to one, global payment for all components of any services falling within the scope of any
CPT or HCPCS code service or treatment description, and the Claims Administrator will make only one payment with respect
to such CPT or HCPCS code, even if multiple parties claim to have contributed a portion of the staffing, equipment,
machinery, tools, technology, supplies, or materials used by the billing Provider in the course of providing the service or
treatment described in the CPT or HCPCS code.

For example, a Physician who performs certain surgical procedures in the Physician’s office might choose to engage an
equipment and supply company to set up the surgical table, furnish an assisting nurse, and also furnish certain surgical
instruments, devices, or supplies used by the Physician. When the Physician bills the Plan for the Physician’s performance of
the surgical procedure described in a specific CPT or HCPCS code, the Claims Administrator will make a single, global
payment to the Physician for Covered Services described in the CPT or HCPCS code, and will not be obligated to pay for any
charges of the equipment and supply company. In such circumstances, any charge or claim of payment due the equipment and
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supply company shall be the exclusive responsibility of the Physician (or other Provider) who engaged the equipment and
supply company, and permitted or facilitated such company’s access to the Physician’s patient. In any event, as noted above,
no benefits are available under this Plan for any services, drugs, materials, or supplies of the equipment and supply company.
It is the Claims Administrator’s policy (and this Plan is specifically intended to adopt the same) that no benefits shall be paid
for "unbundled services" in excess of the Allowance or Allowable Charge for any service as described in the applicable CPT
or HCPCS code. This means, for example, that if a Physician and another category of Provider (such as a Durable Medical
Equipment supplier, a Laboratory, a nurse practitioner, a nurse, a physician assistant, or any other category of Provider) agree
together to divide up, split or "unbundle" the components of any CPT or HCPCS code, and attempt to bill separately for the
various components each allegedly provides for the patient, benefits under this Plan shall nevertheless be limited to one
Allowance per CPT or HCPCS code; in such circumstances, benefits under this Plan will pay only one Allowance or
Allowable Charge for any Covered Service described in any single CPT or HCPCS code, and the various Providers involved
in any such "unbundling" action or agreement must resolve among themselves any division of that single Allowance or
Allowable Charge between or among them. Members can protect themselves from the possibility of billing in excess of the
Allowance or Allowable Charge in these circumstances by always inquiring in advance to be sure that each Provider involved
in their care or treatment is an In-Network Provider.

Please note that the Claims Administrator makes the following exceptions to the preceding general policy of one global
payment (Allowance) per CPT or HCPCS code: (i) where CMS has developed and published an RBRVS policy that
specifically recognizes that the Relative Value Units (RVUs) associated with a specific CPT or HCPCS code should be
divided into both a professional and a technical component; or billing of the services of an assistant surgeon for those CPT or
HCPCS codes that specifically recognize assistant surgery services as applicable; or (iii) billing of radiopharmaceuticals used
in nuclear medicine procedures where such radiopharmaceuticals clearly are not included in the practice expense portion of
the associated RVU as published and defined by CMS; or (iv) billing of a procedure or set of procedures that, per the
applicable CPT or HCPCS code definition, is based solely on time consumed so that it is necessary to submit multiple units of
the procedure in order to accurately report the total time devoted to the patient. In the specific four circumstances outlined in
the preceding sentence, the Claims Administrator will recognize and pay more than one Allowance per CPT or HCPCS code,
provided all other terms and conditions of this Plan are met. With respect to the first such circumstance involving RVUs
divided between a professional and a technical component, payment will be limited to one global payment (Allowance) for the
applicable professional component, and one global payment (Allowance) for the technical component. In other words, even
where CMS policy specifically recognizes division of an RVU into professional and technical components, the Claims
Administrator will not be responsible for paying multiple Providers or multiple billings for the professional component, nor
will the Claims Administrator be responsible for paying multiple Providers or multiple billings for the technical component.
Benefits under this Plan will be limited in such circumstances to one global payment (Allowance) for the professional
component and one global payment (Allowance) for the technical component.

Ambulance Service means ground or air transportation in a regularly equipped ambulance licensed by an appropriate agency
and where the use of any other means of transportation is not medically indicated. All services provided by the ambulance
personnel, including but not limited to, the administration of oxygen, medications, life support, etc. are included in the specific
Plan limitation applied to ambulance benefits.

Ambulatory Surgery Center means a distinct entity that operates exclusively for the purpose of providing surgical services
to patients not requiring hospitalization.

Ancillary Services means services provided by Out-of-Network Providers at an In-Network facility such as: related to
emergency medicine — anesthesiology, pathology, radiology and neonatology; provided by assistant surgeons, hospitalists and
intensivists; diagnostic services, including radiology and laboratory services, unless such items and services are excluded from
the definition of ancillary services as determined by the Secretary of Health and Human Services of the Department of Labor (as
that term is applied in the No Surprises Act); provided by such other specialty practitioners as determined by the Secretary; and
provided by an Out-of-Network Physician when no other In-Network Physician is available.
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Approved Clinical Trial means a phase I, phase 11, phase III, or phase [V clinical trial that is conducted in relation to the
prevention, detection, or treatment of cancer or other Life-Threatening Disease or Condition and is described in any of the
following subparagraphs:

Federally Funded Trials- The study or investigation is approved or funded (which may include funding through in-kind
contributions) by one or more of the following:

aQ The National Institutes of Health;

?2) The Centers for Disease Control and Prevention;
A3) The Agency for Health Care Research and Quality;
“@ The Centers for Medicare & Medicaid Services;

o) Cooperative group or center of any of the entities described in clauses a. through b. or the Department of Defense
or the Department of Veterans Affairs; or

6) A qualified non-governmental research entity identified in the guidelines issued by the National Institutes of
Health for center support grants.

(a) The study or investigation is conducted under an investigational new drug application reviewed by the
Food and Drug Administration; and

(b) The study or investigation is a drug trial that is exempt from having such an investigational new drug
application.

ASE Employer is the State of Arkansas.

Balance billing is an Out-of-Network Provider practice of charging a Covered Person for the difference between the Plan
Allowance and the full, billed charges. Benefits under the Plan will always be limited to the Plan Allowance. The In-Network
Provider contract protects the Covered Person from additional billing beyond the Plan Allowance. However, Out-of-Network
Providers may choose to bill the Covered Person for the balance.

Bariatric Revision Surgery means a Bariatric Surgery that is performed to repair or change a previously performed Bariatric
Surgery that had been previously covered while enrolled under this Plan.

Bariatric Surgery means a surgical procedure performed to induce weight loss and includes gastric bypass surgery, adjustable
gastric banding surgery, sleeve gastrectomy surgery, and duodenal switch biliopancreatic diversion.

Birthing Center means any freestanding health facility, place, professional office, or institution which is net a Hospital or in a
Hospital, where births occur in a home-like atmosphere. This facility must be licensed and operated in accordance with the laws
pertaining to Birthing Centers in the jurisdiction where the facility is located.

The Birthing Center must provide facilities for obstetrical delivery and short-term recovery after delivery; provide care under
the full-time supervision of a Physician and either a registered nurse (R.N.) or a licensed nurse-midwife; and have a written
agreement with a Hospital in the same locality for immediate acceptance of patients who develop complications or require
pre- or post-delivery confinement.

Body Mass Index means a body weight in kilograms divided by height in meters squared.

Calendar Year means January 1st through December 31st of the same year.
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Case Management is a program in which a registered nurse employed by the Claims Administrator, known as a Case
Manager, assists a Member through a collaborative process that assesses, plans, implements, coordinates, monitors, and
evaluates options and health care benefits available to a Member. Case Management is instituted at the discretion of the
Claims Administrator when mutually agreed to by the Member and the Member’s Physician.

Chemotherapy means therapy for the treatment of a malignant neoplastic disease by chemical agents. High dose
Chemotherapy is Chemotherapy several times higher than the standard dose for malignant disease (as determined in
recognized medical compendia) and which would automatically require the addition of drugs and procedures (e.g.,
Granulocyte Colony-Stimulating Factor, Granulocyte- Macrophage Colony-Stimulating Factor, re-infusion of stem cells, re-
infusion of autologous bone marrow transplantation, or allogeneic bone marrow transplantation) in any patient who received
this high dose Chemotherapy, to prevent life-threatening complications of the Chemotherapy on the patient’s own progenitor
blood cells.

COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended.

Coinsurance means the obligation of a Member to pay a portion of an Allowance or Allowable Charge. Coinsurance is
expressed as a percentage in the Schedule of Benefits. The Schedule of Benefits sets forth the Coinsurance for services or
supplies received from an In-Network Provider and the Coinsurance for services and supplies from Out-of-Network Providers.

Coinsurance percentages: Because the contract between Health Advantage and an In-Network Provider may include risk
sharing arrangements that may involve a portion of the In-Network Provider’s compensation or fees being withheld at the time
the claim is paid the actual Coinsurance percentage for which a Member is responsible on any given claim may be higher than
the percentages stated in the Schedule of Benefits. The actual Coinsurance percentage is dependent upon the year-end
settlement or periodic adjustments between the In-Network Provider and the Claims Examiner.

Copayment means the amount required to be paid to an In-Network Provider by or on behalf of a Member in connection with
Covered Services. Copayments are listed in the Schedule of Benefits.

Cosmetic Service means any treatment or corrective surgical procedure performed to reshape structures of the body in order
to alter the individual’s appearance or to alter the manifestation of the aging process. Breast augmentation, mastopexy, breast
reduction for cosmetic reasons, otoplasty, rhinoplasty, collagen injection, and scar reversals are examples of Cosmetic
Services. Cosmetic Services also includes any procedure required to correct complications caused by or arising from prior
Cosmetic Services.

The following procedures are not considered Cosmetic Services and must meet Primary Coverage Criteria including but not
limited to:

aQ Correction of a cleft palate or cleft lip;

?2) Removal of a port-wine stain, or hemangioma on the head, neck, or face;

A3) When treatment is incidental to disease;

“) An artificial body part or implant as part of treatment for an Illness.
Effective August 1, 2023, Prior Approval is required for all surgical services that are considered reconstructive with the
exception of services that are considered an integral part of an approved or previously approved cancer treatment while
covered under this Plan.
Coverage Policy means a statement developed by the Claims Administrator that sets forth the medical criteria for coverage.
Some limitations of benefits related to coverage, of a drug, treatment, service equipment, or supply are also outlined in the

Coverage Policy. A copy of a Coverage Policy is available from the Claims Administrator at no cost, upon request, or a
Coverage Policy can be reviewed on Health Advantage’s website at www.healthadvantage-hmo.com.

Covered Charge(s) means those services or supplies that meet Primary Coverage Criteria and are covered under this Plan.
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Covered Person is an Employee or Dependent who is covered under this Plan.
Covered Services means services for which a Member is entitled to benefits under the terms of this Plan.

Deductible means the amount of out-of-pocket expense a Member must incur for Covered Services each Calendar Year before
any expenses are paid by the Plan. This amount is calculated from Allowance or Allowable Charges, not the billed charges.
Once the Deductible has been met, subject to all other terms, conditions, limitations, and exclusions in the Plan, payment for
Covered Services begins. The Deductible is waived for some services, such as Preventive Care, as identified in the Schedule of
Benefits.

Dental Care means the treatment or repair of the teeth, bones, and tissues of the mouth and defects of the human jaws and
associated structures and shall include surgical procedures involving the mandible and maxilla where such is done for the
purpose of correcting malocclusion of the teeth or for the purpose, at least in part, of preparing such bony structure for
dentures or the attachment of teeth, artificial or natural.

Dependent means any member of an Employee’s or Retiree’s family who meets the Plan’s eligibility requirements.

Diabetes Self-Management Training means instruction, including medical nutrition therapy relating to diet, caloric intake,
and diabetes management (excluding programs the primary purpose of which is weight reduction) which enables diabetic
patients to understand the diabetic management process and daily management of diabetic therapy as a means of avoiding
frequent hospitalizations and complications when the instruction is provided in accordance with a program in compliance with
the National Standards for Diabetes Self-Management Education Program as developed by the American Diabetes
Association.

Durable Medical Equipment (DME) means equipment which:

1)) Can withstand repeated use;

?2) Is primarily and customarily used to serve a medical purpose;
A3 Generally, is not useful to a person in the absence of an Illness or Accidental Injury; and
“) Is appropriate for use in the home.

Emergency Care means health care services required to evaluate and treat medical conditions of a recent onset and severity,
including, but not limited to, severe pain that would lead a prudent layperson, possessing an average knowledge of medicine
and health, to believe that a condition, Sickness, or Accidental Injury is of such a nature that failure to get immediate medical
care could result in:

1)) Placing the patient’s health in serious jeopardy;

?2) Serious impairment to bodily functions; or

A3 Serious dysfunction of any bodily organ or part.

In order to qualify as Emergency Care, health care services must be sought 48 hours of the onset of the Illness or
Accidental Injury.

Employee means a person who is classified by his Employer as an Active, common law employee.

Family Unit is the covered Employee and the family members who are covered as Dependents under the Plan.
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Freestanding Facility means an entity that furnishes health care services and that is neither integrated with, nor a department
of, a Hospital. Physically separate facilities on the campus of a Hospital are considered freestanding unless they are integrated
with, or a department of, the Hospital. Examples of Freestanding Facilities include, but are not limited to, and Free-Standing
Residential Treatment Centers. Ambulatory Surgery Centers performing Covered Services are not considered Freestanding
Facilities. Laboratories are not considered Freestanding Facilities.

Health Insurance Representatives are individuals appointed by a state agency or school district who provide Plan Participants
with enrollment information and assist them with questions regarding the Plan. These individuals often work in the payroll or
personnel sections and have a variety of other duties to perform.

Health Intervention or Intervention means an item, Medication, or service delivered or undertaken primarily to diagnose,
detect, treat, palliate, or alleviate a medical condition or to maintain or restore functional ability of the mind or body.

Home Health Agency means an organization, licensed by the appropriate regulatory authority, which has entered into an
agreement with the Plan to render home health services to Members.

Homeopathic means healing the underlying cause of disease not simply eliminating the symptoms caused by the disease.
Some forms of Homeopathic treatment may include, but are not limited to diet therapy, environment services, minimum doses
of natural medications. Homeopathic treatments are not covered.

Hospice Care means an autonomous, centrally administered, medically directed, coordinated program providing a continuum
of home, outpatient, and home-like inpatient care for the terminally ill patient and family. Hospice Care provides palliative and
supportive care to meet the special needs arising out of the physical, emotional, spiritual, social, and economic stresses which
are experienced during the final stages of Illness and during dying and bereavement.
Hospital means an acute general care Hospital, a Psychiatric Hospital, and a Rehabilitation Hospital licensed as such by the
appropriate state agency. It does not include any of the following, unless required by applicable law or approved by the Board
of Directors of Health Advantage:

1) Hospitals owned or operated by state or federal agencies;

2) Convalescent homes or Hospitals;

3) Homes for the aged;

) Sanitariums;

Q) Long term care facilities;

6) Infirmaries; or

@) Any institution operated mainly for treatment of long-term chronic diseases.

Illness means a bodily disorder, disease, physical sickness, or Mental Disorder. Illness includes Pregnancy, childbirth,
miscarriage, or complications of Pregnancy.

Independent Dispute Resolution is the process that Out-of-Network or non-participating Providers may use following the end
of an unsuccessful open negotiation period to determine the Out-of-Network rate for certain services. More specifically, the
Federal IDR process may be used to determine the Out-of-Network rate for certain emergency services, non-emergency items
and services furnished by non-participating Providers at participating health care facilities, and air ambulance services furnished
by non-participating Providers of air Ambulance Services where an All-Payer Model Agreement or specified state law does not
apply. Additionally, a party may not initiate the Federal IDR process if, with respect to an item or service, the party knows or
reasonably should have known that the Provider or facility provided notice and obtained consent from a participant, beneficiary,
or enrollee to waive surprise billing protections consistent with PHS Act sections 2799B-1(a) and 2799B-2(a) and the
implementing regulations at 45 CFR 149.410(b) and 149.420(c)-(i).
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In-Network Provider means a health care Provider who has entered into a network participation contract with either the
Claims Administrator or, outside the state of Arkansas, with the Blue Cross and Blue Shield plan in the state where services
were provided (“Host Plan”).

Infertility means the inability to conceive.

Initial Enrollee an employee or spouse who requests enrollment to the ARBenefits plan at the first opportunity; i.e., new hire
election, or newly eligible (moving from part time to full time).

Laboratory means an entity furnishing biological, microbiological, serological, chemical, immunohematological,
hematological, biophysical, cytological, pathological, or other examination of materials derived from the human body for the
purpose of providing information for the diagnosis, prevention, or treatment of any disease or impairment of, or the assessment
of the health of, human beings. These examinations also include procedures to determine, measure or otherwise describe the
presence or absence of various substances or organisms in the body. Entities only collecting or preparing specimens (or both)
or only serving as a mailing service and not performing testing are not considered laboratories.

Life-Threatening Disease or Condition means any disease or condition from which the likelihood of death is probable unless
the course of the disease or condition is interrupted.

Long Term Acute Care means the medical and nursing care treatment of medically stable but fragile patients over an
extended period of time, anticipated to be at least 25 days. Long Term Acute Care includes, but is not limited to, treatment of
chronic cardiac disorders, ventilator dependent respiratory disorder, post-operative complications, and total parenteral nutrition
(TPN) issues.

Low Protein Modified Food Products means a food product that is specifically formulated to have less than one gram of
protein per serving and intended to be used under the direction of a Physician for the dietary treatment of a Medical Disorder
Requiring Specialized Nutrients or Formulas.

Medical Care Facility means a Hospital, a facility that treats one or more specific ailments, or any type of Skilled Nursing
Facility.

Medical Disorder Requiring Specialized Nutrients or Formulas means the following inherited metabolic disorders
involving a failure to properly metabolize certain nutrients: nitrogen metabolism disorder; phenylketonuria; maple syrup urine
disease; homocystinuria; citrullinemia; argininosuccinic academia; tyrosinemia, type 1; very-long-chain acyl-CoA
dehydrogenase deficiency long-chain 3 hydroxyacyl-CoA dehydrogenase deficiency; trifunctional protein deficiency; glutaric
academia, type 1; methylcrotonyl CoA carboxylase deficiency, propionic academia; methylmalonic academia due to mutase
deficiency; methlmalonic academia due to cobalamin A,B defect; isovaleric academia; ornithine transcarbamyalse deficiency;
non-ketotic hyperglycinemia; glycogen storage diseases; disorders of creatine metabolism; malonic aciduria; carnitine
palmitoyl transferase deficiency type II; glutaric aciduria type II; and sulfite oxidase deficiency.

Medical Emergency means a medical condition of a recent onset and severity, including, but not limited to, severe pain that
would lead a prudent layperson, possessing an average knowledge of medicine and health, to believe that a condition, Sickness,
or Accidental Injury is of such a nature that failure to get immediate medical care could result in:

a Placing the patient’s health in serious jeopardy;

?2) Serious impairment to bodily functions; or

A3 Serious dysfunction of any bodily organ or part.
Medical Food means a food that is intended for dietary treatment of a Medical Disorder Requiring Specialized Nutrients or

Formulas for which nutritional requirements are established by recognized scientific principles and formulated to be consumed
or administered enterally under the direction of a Physician.
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Medical Supply or Supplies means an item which:

1) Is consumed or diminished with use so that it cannot withstand repeated use; and
?2) Is primarily or customarily used to serve a medical purpose; and
A3 Generally, is not useful to a person in the absence of an Illness or Accidental Injury.

Medicare is a federal system of health insurance for people over 65 years of age and for certain younger people with
disabilities. It is comprised of three sections:

aQ Medicare Part A-Medicare Part A Hospital insurance covers inpatient Hospital care, skilled nursing facility,
hospice, lab tests, surgery, and home health care.

?2) Medicare Part B -Medicare Part B (medical insurance) is part of Original Medicare and covers medical services
and supplies that treat your health condition. This can include outpatient care, preventive services, Ambulance
Services, and Durable Medical Equipment.

A3 Medicare Part D-Medicare Part D is a federal program administered through private insurance companies. These
companies offer retail prescription drug coverage to Medicare beneficiaries.

“) Medicare Part C- also known as Medicare replacement plans. Medicare Advantage health plans pay for managed
health care based on a monthly fee per enrollee, rather than on the basis of billing a fee for each medical service
provided, which is the way Original Medicare Parts A and B work.

Member means an Employee or Retiree or Dependent who is covered under the Plan.

Mental Illness means and includes (whether organic or non-organic, whether of biological, non-biological, chemical or non-
chemical origin, and irrespective of cause, basis or inducement) mental disorders, mental illness, psychiatric illness, mental
conditions, and psychiatric conditions. This includes, but is not limited to schizophrenic spectrum and other psychotic
disorders, bipolar and related disorders, depressive disorders, anxiety disorders, obsessive-compulsive and related disorders,
trauma and stressor-related disorders, dissociative disorders, somatic symptom and related disorders, feeding and eating
disorders, elimination disorders, sleep-wake disorders, sexual dysfunctions, gender dysphoria, disruptive, impulse-control and
conduct disorders, substance-related and addictive disorders, neurocognitive disorders, personality disorders, paraphilic
disorders, and psychological or behavioral abnormalities associated with transient or permanent dysfunction of the brain or
related neurohormonal systems. (This is intended to include only illnesses classified in the current edition of the Diagnostic
and Statistical Manual of Mental Disorders of the American Psychiatric Association, Washington, D.C.)

Morbid Obesity means a weight that is at least two times the ideal weight for frame, age, height, and sex of an individual as
determined by an examining Physician as measured a body mass index:

a Equal to or greater than thirty-five kilograms per meter squared (35 kg/m2) with comorbidity or coexisting
medical conditions such as hypertension, cardiopulmonary conditions, sleep apnea, or diabetes; or

?2) Greater than forty kilograms per meter squared (40kg/m?2).

Neurologic Rehabilitation Facility means an institution licensed as such by the appropriate state agency. A Neurological
Rehabilitation Facility must:

aQ Be operated pursuant to law;
?2) Be accredited by the Joint Commission on Accreditation of Healthcare Organizations and the Commission on

Accreditation of Rehabilitation Facilities;
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3 Be primarily engaged in providing, in addition to room and board accommodations, rehabilitation services for
Severe Traumatic Brain Injury under the supervision of a duly licensed Physician (M.D. or D.O.); and

“) Maintain a daily progress record for each patient.

No-Fault Auto Insurance is the basic reparations provision of a law providing for payments without determining fault in
connection with automobile accidents.

Non-Diseased Tooth means a natural tooth that is whole or properly restored, and is free of decay and/or periodontal
conditions.

Nurse Hotline means a 24/7 hotline available for Members who wish to seek the advice of a nurse. If referred to the emergency
room by the hotline nurse, the emergency room Copayment will be waived for Members on the Premium plan.

Orthotic Device means a support, brace, or splint used to support, align, prevent, or correct the function of movable parts of
the body.

Out-of-Network Provider means a health care Provider who does not have a network participation contract with either the
Claims Administrator or, outside the state of Arkansas, with the Blue Cross and Blue Shield plan in the state where services
were provided (“Host Plan”).

Outpatient Care means all care received including services, supplies, and Medications in a Physician’s office, Outpatient
Surgery Center, x-ray or Laboratory, the Member’s home, or at a Hospital where the Member receives services but is not
admitted to the Hospital.

Outpatient Hospital means a portion of a Hospital which provides diagnostic, therapeutic (both surgical and nonsurgical),
and rehabilitation services by, or under the supervision of, a Physician to patients admitted for a variety of medical conditions.

Outpatient Surgery Center or Radiation Therapy Center means a facility licensed as such by the appropriate state agency.

Partial Hospitalization means continuous treatment for a Member who requires care or support, or both, in a Hospital but
who does not require 24-hour supervision. A Physician must prescribe services for at least four hours, but not more than 16
hours in any 24-hour period.

Pharmacy means a licensed establishment where covered Prescription Drugs are filled and dispensed by a pharmacist licensed
under the laws of the state where he or she practices.

Physician means a Doctor of Medicine (M.D.) or a Doctor of Osteopathy (D.O.) duly licensed and qualified to practice
medicine and perform surgery at the time and place a claimed Intervention is rendered. Physician also means a Doctor of
Podiatry (D.P.M.), a Chiropractor (D.C.), a Psychologist (Ph.D.), an Oral Surgeon (D.D.S.), or an Optometrist (O.D.) duly
licensed and qualified to perform the claimed Health Intervention at the time and place such Intervention is rendered.

Physician Service means such services as are rendered by a licensed Physician within the scope of his license.

Plan means ARBenefits, which is a benefits plan for Arkansas State and Public School Employees, Retirees, and their eligible
Dependents, and is described in this document.

Plan Administrator means Employee Benefits Division for the appropriate department of the State of Arkansas.

Plan Allowance means the maximum amount the Plan will cover or pay for any health care services, drugs, medical devices,
equipment, supplies, or benefits covered by the Plan. This overall limit on the amount of Plan benefits available under the Plan
may also be referred to as the “Allowable Charge or “Allowance” under the Plan.

Plan Participant is any Employee or Dependent who is covered under this Plan.
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Plan Year is the 12-month period beginning on January 1 and ending on the following December 31.
Pregnancy is childbirth and conditions associated with Pregnancy, including complications.

Prescription means an order for Medications by a Physician or health care Provider authorized by applicable law to issue a
Prescription, to a Pharmacy for the benefit of and use by a Member.

Prescription Medication or Medication means any pharmaceutical that has been approved by the FDA and can be obtained
only through a Prescription. The Claims Administrator has classified selected Prescription Medications, primarily Medications
intended for self-administration as “A Medications.” The Claims Administrator has classified Intra-muscular injections,
Intravenous injections, and other pharmaceuticals that are primarily intended for professional administration as “B
Medications.”

Primary Care Physician means an In-Network M.D. or D.O. Physician who provides primary medical care in one of these
medical specialties: General Practice, Pediatrics, Family Practice, Obstetrics/Gynecology, or Internal Medicine. This also
includes advanced practice nurses or physician assistants who provide primary medical care in these medical specialties and
are performed in the Primary Care Physician’s office.

Prior Approval means the process by which the Claims Administrator, acting on the Plan’s behalf, determines in advance of
the Member obtaining a requested medical service, Medication, supply, test, or equipment that such medical service,
Medication, supply, test, or equipment meets Primary Coverage Criteria. Ongoing therapy of a prior authorized medication
may require periodic assessments that could include an efficacy measure intended to demonstrate positive outcomes for
continuation of therapy. NOTE: Prior Approval does not mean that the service, supply or treatment will be covered
regardless of other terms, conditions, or limitations outlined in this document, but means only that the information
furnished to the Claims Administrator in the pre-service claim indicates that the requested medical service,
Medication, supply, test, or equipment meet the Primary Coverage Criteria requirements and the Applications of the
Primary Coverage Criteria and is not subject to a specific Plan Exclusion. All Health Interventions receiving Prior
Approval must still meet all other coverage terms, conditions, and limitations, and coverage for these services may still
be limited or denied if, when the post-service claim for the services is received by the Claims Administrator,
investigation shows that a benefit exclusion or limitation applies because of a difference in the Health Intervention
described in the pre-service claim and the actual Health Intervention, that the Member ceased to be eligible for benefits
on the date the services were provided, that coverage lapsed for non-payment of premium, that Out-of-Network
limitations apply, or any other basis specified in this document.

Professional Services means those Covered Services rendered by Physician and other health care provided in accordance with
this Plan. Except for Emergency Care, all services must be performed, prescribed, directed, or authorized in advance by the
Member’s Primary Care Physician.

Prosthetic Device means an artificial device that replaces a missing body part, which may be lost through trauma, disease,
surgery, or congenital conditions.

Provider means an advance practice nurse; an athletic trainer; an audiologist; a certified orthotist; a chiropractor; a community
mental health center or clinic; a dentist, a Hospital; a licensed Ambulatory Surgery Center; a licensed certified social worker; a
licensed dietician; a licensed Durable Medical Equipment Provider; a licensed professional counselor; a licensed psychological
examiner; a long-term care facility; a non-Hospital based medical facility providing clinical diagnostic services for sleep
disorders; a non-Hospital based medical facility providing magnetic resonance imagining, computed axial tomography, or
other imaging diagnostic testing; an occupational therapist; an optometrist; a pharmacist; a physical therapist; a physician or
surgeon (M.D. and D.O.); a podiatrist; a prosthetist; a psychologist; a respiratory therapist; a rural health clinic; a speech
pathologist and any other type of health care Provider which Health Advantage, in its sole discretion, approves for
reimbursement for services rendered.

Public School Employee (PSE) means an employee of an Arkansas public school district or public charter school recognized
by the Arkansas Department of Education.
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Recognized Amount is the amount which a Covered Person’s cost sharing is based on for the following Covered Services
when provided by Out-of-Network Providers: Out-of-Network Emergency Care; non-Emergency Care received at certain In-
Network facilities by Out-of-Network Providers, when such services are Ancillary Services. For the purpose of this provision,
"certain In-Network facilities" are limited to a hospital (as defined in 1861(e) of the Social Security Act), a hospital outpatient
department, a critical access hospital (as defined in 1861(mm)(1) of the Social Security Act), an ambulatory surgical center
described in section 1833(i)(1)(A) of the Social Security Act, and any other facility specified by the Secretary of Health and
Human Services of the Department of Labor. The Recognized Amount is based on the qualifying payment amount as
determined under applicable law.

Reconstructive Surgery are services to correct facial and body abnormalities caused by birth defects, injury, incidental to
disease, or cancer to improve or restore physiologic function. Cosmetic Services are not covered.

Relevant to the Claim means a document, record or other information that:
aQ Was relied upon in making the benefit determination;

?2) Was submitted, considered, or generated in the course of making the benefit determination, without regard to
whether such document, record, or other information was relied upon in making the benefit determination;

A3 Demonstrates compliance with the administrative processes and safeguards required by 7.2.5.b.; and
“) constitutes a statement of policy or guidance with respect to the Plan concerning the denied treatment option or
benefit for the Member’s diagnosis, without regard to whether such advice or statement was relied upon in

making the benefit determination.

Routine Patient Costs in connection with an Approved Clinical Trial mean the costs for Health Interventions covered by the
Plan except:

1) The investigational item, device, or service itself;

2) Items and services that are provided solely to satisfy data collection and analysis needs and that are not used in
direct clinical management of the individual undergoing the clinical trial; or

A3 A service that is clearly inconsistent with widely accepted and established standards of care for the particular
diagnosis.

Severe Traumatic Brain Injury means a sudden trauma causing damage to the brain as a result of the head suddenly and
violently hitting an object or an object piercing the skull and entering brain tissue with an extended period of unconsciousness
or amnesia after the injury or a Glasgow Coma Scale below 9 within the first 48 hours of Accidental Injury.

Service Area is the state of Arkansas.

Sickness is Illness, disease, or Pregnancy.

Skilled Nursing Facility means an institution licensed as such by the appropriate state agency. A Skilled Nursing Facility

must:
a Be operated pursuant to law;
?2) Be approved for payment of Medicare benefits or be qualified to receive such approval, if so requested;
A3 Be primarily engaged in providing, in addition to room and board accommodations, skilled nursing care under the

supervision of a duly licensed Physician (M.D. or D.O.);
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“) Provide continuous 24 hours a day nursing service by or under the supervision of a registered graduate
professional nurse (R.N.) for at least eight hours per day and a registered graduate professional nurse (R.N.) or
licensed practical nurse (L.P.N.) for the remaining 16 hours; and

o) Maintain a daily medical record of each patient. However, a Skilled Nursing Facility does not include:
(a) Any home, facility, or part thereof used primarily for rest;
(b) A home or facility for the aged or for the care of drug addicts or alcoholics; or
() A home or facility primarily used for the care and treatment of mental diseases, or disorders, or Custodial

Care or educational care.
Specialty Care Provider means a Physician or other health care Provider other than a Primary Care Physician.

Substance Use Disorder means a maladaptive pattern of substance use manifested by recurrent and significant adverse
consequences related to the repeated use of substances.

Substance Use Disorder Residential Treatment Center means a facility that provides treatment for substance (alcohol and
drug) use disorder to live-in residents who do not require acute medical care. Services include individual and group therapy
and counseling, family counseling, Laboratory tests, drug and supplies, psychological testing, and room and board.

Telemedicine means the use of information and communication technology to deliver healthcare services, including without
limitation to the assessment, diagnosis, consultation, treatment, education, care management, and self-management.
Telemedicine includes store-and-forward technology and remote patient monitoring but does not include audio-only
communication, unless it is real-time, interactive and substantially meets the requirements for a covered service that would
otherwise be covered by the Plan, including without limitation interactive audio, a facsimile machine, text messaging, or
electronic mail systems.

Temporomandibular Joint (TMJ) syndrome is the treatment of jaw joint disorders including conditions of structures linking
the jawbone and skull and the complex of muscles, nerves, and other tissues related to the temporomandibular joint.

Total Disability (Totally Disabled) means, in the case of a Dependent, the complete inability as a result of Accidental Injury
or Sickness to perform the normal activities of a person of like age and sex in good health.

Transplant Global Period means a period of time that begins on or prior to the day of the transplant procedure and extends
for a number of days after the transplant procedure. The length of the Transplant Global Period varies, depending upon the
type of transplant involved.

Urgent Care services means care and treatment for an Illness, Accidental Injury, or condition serious enough that a reasonable
person would seek care right away, but not so severe as to require emergency room services.
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HOW COVERAGE UNDER THE PLAN WORKS

The Employer has established and maintains this Plan for Employees, Retirees, and their eligible Dependents. The health
benefit Plan provides a range of coverage for medical services. This is a very valuable benefit, but Members should understand
that the Plan does NOT cover all medical services, drugs, supplies, tests, or equipment (“Health Interventions” or
“Interventions”). A Plan covering all Health Interventions would be prohibitively expensive. For that reason, this Plan is more
limited. This document is a guide to what is and is not eligible for benefits under the Plan. Accordingly, Members should
read this entire document carefully both now and BEFORE obtaining medical or preventive health services to be sure
they understand what is covered and the limitations on coverage.

The Employer wants Members to have coverage for the vast majority of medical needs they may face, including most Hospital
and Physician Services, Emergency Care, preventive and wellness services, medications, supplies, and equipment. However,
in order to keep costs of the Plan within reasonable limits, the Plan has deliberately excluded coverage of a number of specific
Health Interventions, placed coverage limits on some other Interventions, and established an overall standard called the
“Primary Coverage Criteria” that each and every claim for benefits must meet in order to be covered under the Plan.

For any Health Intervention, there are several general coverage criteria that must be met in order for that Intervention to
qualify for coverage under the Plan.

(4] The Primary Coverage Criteria must be met;

?2) At the time of the Intervention, the Member must meet the Plan’s eligibility standards;

A3) The Health Intervention must conform to specific limitations stated in the Plan;

“) The Health Intervention must not be specifically excluded under the terms of the Plan;

o) Members must comply with the Plan’s Provider network and cost sharing arrangements; and
6) The Plan’s procedures for filing claims must be followed.

The following is a brief description of each of these qualifications.

The Primary Coverage Criteria. The Primary Coverage Criteria apply to ALL benefits a Member may claim under the Plan.
It does not matter what types of Health Intervention may be involved or when or where the Intervention is obtained. The
Primary Coverage Criteria are designed to allow Plan benefits for only those Health Interventions that are proven as safe and
effective treatment. The Primary Coverage Criteria also provide benefits only for the least invasive or risky Intervention when
such Intervention would safely and effectively treat the medical condition; or they provide benefits for treatment in an
outpatient, doctor’s office or home care setting when such treatment would be a safe and effective alternative to
hospitalization. Examples of the types of Health Interventions that the Primary Coverage Criteria exclude from coverage
include such things as the cost of hospitalization for a minor cold or some other condition that could be treated outside the
Hospital, or the cost of an investigational drug or treatment such as herbal therapy, or some forms of Chemotherapy not shown
to have any beneficial or curative effect on a particular cancerous condition. Finally, the Primary Coverage Criteria require
that if there are two or more effective alternative Health Interventions, the Plan should limit its payment to the Allowance or
Allowable Charge for the most cost effective Intervention. The specific coverage standards that must be met under the Primary
Coverage Criteria are outlined in the Primary Coverage Criteria Section found later in this document.

Eligibility Standards. Members must be eligible for benefits under the Plan at the time they receive a Health Intervention.
Eligibility standards are set forth in the Eligibility, Funding, Effective Date, and Termination Section of this document. In
order to be an eligible Member of the Plan, Members must meet the Plan’s eligibility standards, which often include limited
enrollment periods. It is important for Members to understand the provisions that outline the circumstances under which
coverage may terminate under the Plan.
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Special situations provided by state and federal law that allow continued coverage under the Plan for a limited time after an
individual is no longer an Employee, Retiree, or Dependent, are described later in the document in the Section entitled
Continuation Coverage Rights Under COBRA.

Specific Limitations. Because of the high cost of some Health Interventions, as well as the difficulty in some cases of
determining whether an Intervention is really needed, the Plan includes coverage for such Health Interventions but place limits
on the extent of coverage by limiting the number of Provider visits or treatments received during a Calendar Year or other
specified time period. Examples of such limitations include a limit on the number of covered visits for chiropractic services.
Other types of limitations include requirements that an Intervention be provided in a particular location or by a Provider
holding a particular type of license, or in accordance with a written treatment plan or other documentation. Common benefits
and limitations are outlined in detail in the Schedule of Benefits and the Medical Benefits Sections of this document. Members
will note that this document refers to Coverage Policies the Claims Administrator has developed that may address limitations
of coverage for a particular service, treatment, or drug. Members may request a copy of Coverage Policy with respect to a
particular service, treatment, or drug, or may review established Coverage Policies on the Claims Administrator’s website at
www.healthadvantage-hmo.com.

Specific Exclusions. There are many possible reasons why the Plan has selected a particular condition, health care Provider,
Health Intervention, or service to be excluded from the Plan. Some exclusions are based on the availability of other coverage
or financing for certain types of injuries. For example, injuries received on the job are generally covered by workers’
compensation. Other exclusions are based on the need to try to keep coverage affordable, covering basic health care service
needs, but not covering every possible desired Intervention. The exclusion for Cosmetic Services is an example of this type of
exclusion. The Plan excludes coverage of some health care Providers because the Provider is not qualified or because the
Provider lacks appropriate training or experience to provide a service, or the service lies outside his or her scope of practice.
For example, the Plan does not cover services rendered by unlicensed Providers or by Hospital residents, interns, students, or
fellows.

Other exclusions are based on the Plan’s judgment that the need for such Health Intervention is questionable in many cases, or
that the services are of unknown or unproven beneficial effect. Examples of these types of exclusions include biofeedback and
cranial electrotherapy stimulation devices, as well as some forms of high dose Chemotherapy and bone marrow
transplantation. Before undergoing treatment or tests, Members should review the specific exclusions listed in the Plan
Exclusions Section of this document. If they have any questions about whether a specific exclusion applies, they should
discuss it with their doctor(s). Assistance is also available from the Claims Administrator or EBD. Members may request
a copy of Coverage Policy with respect to a particular service, treatment, or drug, or may review established Coverage Policies
on the Claims Administrator’s website at www.healthadvantage-hmo.com.

Provider Network and Cost Sharing Procedures. The Plan does not provide coverage for 100% of the costs associated with
covered Health Interventions. Members are expected to pay Copayments, Deductible, and Coinsurance. Members are
encouraged to select, and to maintain a patient-physician relationship with, their Primary Care Physician. Coverage includes a
special limitation in the form of Provider network requirements. These provisions are designed to try to hold down the costs of
coverage by limiting the coverage to those Physicians, Hospitals, or other health care Providers who participate in the Plan’s
Provider networks, and by having the Primary Care Physician consult with the Member in advance on whether the sometimes
more expensive services of a specialist are really needed, or whether the Primary Care Physician can adequately address the
problem. Members and their Physician are always free to make any decision they believe is best for the Member concerning
whether to receive any particular service or treatment, or whether to see any Provider (in or out of the network). However, if a
Member does decide to go “Out-of-Network™ for services or treatment, coverage will be reduced or limited to the Out-of-
Network rate. Member cost-sharing responsibilities are identified in the Schedule of Benefits Section.

Prior Approval. In some cases, the Member also may be required to meet certain Prior Approval of coverage procedures as
outlined in this document. A complete list of services subject to Prior Approval is provided in the Cost Management Section.
There are exceptions to the network for emergencies or, in rare cases upon approval by the Plan, where services or treatment
covered under the Plan are not available for some reason from an In-Network Provider. In- Network Providers are identified in
a published Provider directory, or Members may call the Claims Administrator to ask about a specific Provider, or visit the
claims administrator’s website at www.healthadvantage-hmo.com.
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Claim Filing Procedures. The Plan provides procedures that the Covered Person, their Provider or Authorized Representative
must follow in filing claims. Failure to follow these procedures could result in significant delays in the processing of a claim,
as well as potential denial of benefits. For example, not informing a Provider of the timely filing provision which causes the
claim to not meet timely filing requirements will make a Member fully responsible for charges for services from that Provider.
These procedures are set out in the How to Submit a Claim Section. In addition, the Section explains how a Member can
appeal a benefit determination in the event he or she believes that such benefit determination does not comply with the terms

of the Plan.
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PRIMARY COVERAGE CRITERIA

Purpose and Effect of Primary Coverage Criteria. The Primary Coverage Criteria are designed to allow Plan benefits for
only those Interventions that are proven as safe and effective treatment. Another goal of the Primary Coverage Criteria is to
provide benefits only for the less invasive or least risky Intervention when such Intervention would safely and effectively treat
the medical condition, or to provide benefits for treatment in an outpatient, doctor’s office or home care setting when such
treatment would be a safe and effective alternative to hospitalization. Finally, if there is more than one effective Health
Intervention available, the Primary Coverage Criteria allow the Plan to limit its payment to the Allowance or Allowable
Charge for the most cost-effective Intervention. Regardless of anything else in this Plan, and regardless of any other
communications or materials a Member may receive in connection with the Plan, the Member will not have coverage for any
service, any medication, any treatment, any procedure or any equipment, supplies, or associated costs UNLESS the Primary
Coverage Criteria set forth in this Section are met. At the same time, bear in mind that just because the Primary Coverage
Criteria are met does not necessarily mean the treatment or services will be covered under the Plan. For example, a Health
Intervention that meets the Primary Coverage Criteria will be excluded if the condition being treated is a non-covered
treatment excluded by the Plan. As explained in the preceding Section, the Primary Coverage Criteria represent one category
of six general coverage criteria that must be met for coverage in all cases. The Primary Coverage Criteria are as follows:

Elements of the Primary Coverage Criteria. In order to be covered, medical services, drugs, treatments, procedures, tests,
equipment, or supplies (“Interventions”) must be recommended by the treating Physician and meet all of the following
requirements:

a The Intervention must be an item or service delivered or undertaken primarily to prevent, diagnose, detect, treat,
palliate, or alleviate a medical condition or to maintain or restore functional ability of the mind or body. A
“medical condition” means a disease, Illness, Accidental Injury, Pregnancy, or a biological or psychological
condition that, if untreated, impairs or threatens to impair ability of the body or mind to function in a normal,
healthy manner.

?2) The Intervention must be proven to be effective (as defined below) in preventing, treating, diagnosing, detecting,
or palliating a medical condition.

A3) The Intervention must be the most appropriate supply or level of service, considering potential benefits and harm
to the patient. The following examples illustrate application of this standard (but are not intended to limit the
scope of the standard): (i) An Intervention is not appropriate, for purposes of the Primary Coverage Criteria, if it
would expose the patient to more invasive procedures or greater risks when less invasive procedures or less risky
Interventions would be safe and effective to diagnose, detect, treat, or palliate a medical condition. (ii) An
Intervention is not appropriate, under the Primary Coverage Criteria, if it involves hospitalization or other
intensive treatment settings when the Intervention could be administered safely and effectively in an outpatient or
other less intensive setting, such as the home.

“) The Primary Coverage Criteria allow the Plan to limit its coverage to payment of the Allowance or Allowable
Charge for the most cost-effective Intervention.

“Cost-effective” means a Health Intervention where the benefits and harms relative to the costs represent an
economically efficient use of resources for patients with the medical condition being treated through the Health
Intervention. For example, if the benefits and risks to the patient of two alternative Interventions are comparable,
a Health Intervention costing $1,000 will be more cost-effective than a Health Intervention costing $10,000.
“Cost-effective” shall not necessarily mean the lowest price.

Primary Coverage Criteria Definitions. The following definitions are used in describing the elements of the Primary
Coverage Criteria:
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1) Effective defined:

(C))

(b)

An existing Intervention (one that is commonly recognized as accepted or standard treatment or which
has gained widespread, substantially unchallenged use and acceptance throughout the United States) will
be deemed “effective” for purposes of the Primary Coverage Criteria if the Intervention is found to
achieve its intended purpose and to prevent, cure, alleviate, or enable diagnosis or detection of a medical
condition without exposing the patient to risks that outweigh the potential benefits. This determination
will be based on consideration of the following factors, in descending order of priority and weight:

@) Scientific evidence, as defined below (where available);

(i) If scientific evidence is not available, expert opinion(s) (whether published or furnished by
private letter or report) of an Independent Medical Reviewer(s) with education, training, and
experience in the relevant medical field or subject area; or

(iii) If scientific evidence is not available, and if expert opinion is either unavailable for some reason
or is substantially equally divided, professional standards, as defined and qualified below, may
be consulted.

@iv) If neither scientific evidence, expert opinion nor professional standards show that an existing
Intervention will achieve its intended purpose to prevent, cure, alleviate, or enable diagnosis or
detection of a medical condition, then the Plan in its discretion may find that such existing
Intervention is not effective and, on that basis, fails to meet the Primary Coverage Criteria.

A New Intervention (one that is not commonly recognized as accepted or standard treatment or which
has not gained widespread, substantially unchallenged use and acceptance throughout the United States)
will be deemed “effective” for purposes of the Primary Coverage Criteria if there is scientific evidence
(as defined below) showing that the Intervention will achieve its intended purpose and will cure,
alleviate, or enable diagnosis or detection of a medical condition without exposing the patient to risks
that outweigh the potential benefits. Scientific evidence is deemed to exist to show that a new
Intervention is not effective if the procedure is the subject of an ongoing phase I, 11, or III trial or is
otherwise under study to determine its maximum tolerated dose, its toxicity, its safety, its efficacy, or its
efficacy as compared with a standard means of treatment or diagnosis. If there is a lack of scientific
evidence regarding a new Intervention, or if the available scientific evidence is in conflict or the subject
of continuing debate, the new Intervention shall be deemed “not effective,” and therefore not covered in
accordance with the Primary Coverage Criteria, with one exception — if there is a new Intervention for
which clinical trials have not been conducted because the disease at issue is rare or new or affects only a
remote population, then the Intervention may be deemed “effective” if, but only if, it meets the definition
of “effective” as defined for existing Interventions above.

?2) Scientific Evidence defined. “Scientific Evidence,” for purposes of the Primary Coverage Criteria, shall mean
only one or more of the following listed sources of relevant clinical information and evaluation:

(C))

Results of randomized controlled clinical trials, as published in the authoritative medical and scientific
literature that directly demonstrate a statistically significant positive effect of an Intervention on a
medical condition. For purposes of this Subsection a., “authoritative medical and scientific literature”
shall be such publications as are recognized by the Plan, listed in the Claims Administrator’s Coverage
Policy or otherwise listed as authoritative medical and scientific literature on the Claims Administrator’s
website at www.healthadvantage-hmo.com; or
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€)

(b) Published reports of independent technology or pharmaceutical assessment organizations recognized as
authoritative by the Plan. For purposes of this Subsection b. an independent technology or
pharmaceutical assessment organization shall be considered “authoritative™ if it is recognized as such by
the Plan, listed in the Claims Administrator’s Coverage Policy or otherwise listed as authoritative on the
Claims Administrator’s website at www.healthadvantage-hmo.com.

Professional Standards defined. “Professional standards,” for purposes of applying the “effectiveness” standard
of the Primary Coverage Criteria to an existing Intervention, shall mean only the published clinical standards,
published guidelines or published assessments of professional accreditation or certification organizations or of
such accredited national professional associations as are recognized by the Claims Administrator’s Medical
Director as speaking authoritatively on behalf of the licensed medical professionals participating in or represented
by the associations. The Claims Administrator, acting on the Plan’s behalf, shall have full discretion whether to
accept or reject the statements of any professional association or professional accreditation or certification
organization as “professional standards” for purposes of this Primary Coverage Criteria. No such statements shall
be regarded as eligible to be classified as “professional standards” under the Primary Coverage Criteria unless
such statements specifically address effectiveness of the Intervention, and conclude with substantial supporting
evidence that the Intervention is safe, that its benefits outweigh potential risks to the patient, and that it is more
likely than not to achieve its intended purpose and to prevent, cure, alleviate, or enable diagnosis or detection of a
medical condition.

Application and Appeal of Primary Coverage Criteria. The following rules apply to any application of the Primary
Coverage Criteria. The Claims Administrator, acting on the Plan’s behalf, shall have full discretion in applying the Primary
Coverage Criteria, and in interpreting any of its terms or phrases, or the manner in which it shall apply to a given Intervention.
No Intervention shall be deemed to meet the Primary Coverage Criteria unless the Intervention qualifies under ALL of the
following rules:

)

@

3

(O]

(©))

Illegality. An Intervention does not meet the Primary Coverage Criteria if it is illegal to administer or receive it
under federal laws or regulations or the law or regulations of the state where administered.

FDA Position. An Intervention does not meet the Primary Coverage Criteria if it involves any device or drug that
requires approval of the U.S. Food and Drug Administration (“FDA”), and FDA approval for marketing of the
drug or device for a particular medical condition has not been issued prior to the date of service. In addition, an
Intervention does not meet the Primary Coverage Criteria if the FDA or the U.S. Department of Health and
Human Services or any agency or division thereof, through published reports or statements, or through official
announcements or press releases issued by authorized spokespersons, have concluded that the Intervention or a
means or method of administering it is unsafe, unethical, or contrary to federal laws or regulations. Neither FDA
Pre-Market Approval nor FDA finding of substantial equivalency under 510(k) automatically guarantees
coverage of a drug or device.

Proper License. An Intervention does not meet the Primary Coverage Criteria if the health care professional or
facility administering it does not hold the proper license, permit, accreditation, or other regulatory approval
required under applicable laws or regulations in order to administer the Intervention.

Plan Exclusions, Limitations, or Eligibility Standards. Even if an Intervention otherwise meets the Primary
Coverage Criteria, it is not covered under this Plan if the Intervention is subject to a Plan exclusion or limitation,
or if the Member fails to meet Plan eligibility requirements.

Position Statements of Professional Organizations. Regardless of whether an Intervention meets some of the
other requirements of the Primary Coverage Criteria, the Intervention shall net be covered under the Plan if any
national professional association, any accrediting or certification organization, any widely-used medical
compendium, or published guidelines of any national or international workgroup of scientific or medical experts

have classified such Intervention or its means or method of administration as “experimental” or “investigational”

or as questionable or of unknown benefit. However, an Intervention that fails to meet other requirements of the

Primary Coverage Criteria shall not be covered under the Plan, even if any of the foregoing organizations or
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groups classify the Intervention as not “experimental” or not “investigational,” or conclude that it is beneficial or
no longer subject to question. For purposes of this Subsection 5, “national professional association” or
“accrediting or certifying organization,” or “national or international workgroup of scientific or medical experts”
shall be such organizations or groups recognized by the Plan, listed in the Claims Administrator’s Coverage
Policy or otherwise listed as authoritative on the Claims Administrator’s website at www.healthadvantage-
hmo.com.

6) Coverage Policy. With respect to certain drugs, treatments, services, tests, equipment, or supplies, the Claims
Administrator has developed specific Coverage Policies, which have been put into writing, and are published on
the Claims Administrator’s website at www.healthadvantage-hmo.com. If the Claims Administrator has
developed a specific Coverage Policy that applies to the drug, treatment, service, test, equipment, or supply that a
Member received or seeks to have covered under the Plan, the Coverage Policy shall be deemed to be
determinative in evaluating whether such drug, treatment, service, test, equipment, or supply meets the Primary
Coverage Criteria; however, the absence of a specific Coverage Policy with respect to any particular drug,
treatment, service, test, equipment, or supply shall not be construed to mean that such drug, treatment, service,
test, equipment, or supply meets the Primary Coverage Criteria.

Members may appeal a determination that an Intervention does not meet the Primary Coverage Criteria to the Appeals
Coordinator. Use the procedures for appeals outlined in the How to Submit a Claim Section.

Any appeal available with respect to a Primary Coverage Criteria determination shall be subject to the terms, conditions and
definitions set forth in the Primary Coverage Criteria. An appeal shall also be subject to the terms, conditions and definitions
set forth elsewhere in this Plan. The Appeals Coordinator or an External Review organization shall render its independent
evaluation so as to comply with and achieve the intended purpose of the Primary Coverage Criteria and other provisions of this
Plan.
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FUNDING, ELIGIBILITY, EFFECTIVE DATE,
AND TERMINATION PROVISIONS

FUNDING

The Plan is considered a self-insured plan, which means that all expenses incurred by the Plan are paid by contributions from
the Employer and the Member. The Plan is responsible for the payment of all eligible claims and does not rely on protection
from outside carriers to assume the risk. The Plan maintains a cash balance held in reserve to cover catastrophic claims if they
are incurred. This claims reserve and other monies collected are held in trust and are used to administer the Plan.

Benefits are paid directly from the Plan through the Claims Administrator.

On an annual basis, claims information of the Plan, national inflationary factors, and other information is examined by an
outside actuary/consulting team and rates are presented to the Board for review and approval. The rate that each Member pays is
derived from the base monthly premium for the benefit option elected by the Member, less any Employer contributions and/or
additional subsidies.

Rates are not published in this document but are available on the central website for the Plan
(https://www.transform.ar.gov/employee-benefits/).

ELIGIBILITY

All Active Employees and Retired Employees, who qualify under one of the classes below, are eligible for enrollment in the
Plan.

Eligible Classes of State Employees. All State Employees who qualify under one of the classes below:

@D Regular Full-Time Employees of a participating agency, institution, commission, or constitutional office who are:
in a budgeted position or a position recognized by the General Assembly; and not seasonal or temporary; and
working 1,000 or more hours each year.

2) A member of the General Assembly.

A3) An elected Constitutional Officer.

“) An Appointed or elected member of a Board or Commission on a full-time, salaried basis.

5) An extra help employee who:

(a) Was assured of coverage under the Plan by their agency;
(b) Whose agency has agreed to pay the State match for their coverage;

() Is a non-eligible state employee as defined under the law; and

(d) Is willing to be responsible for all costs for participating in the Plan (unless the agency has chosen to pay
all or part of the cost).

Eligible Class of Public School Employees. All Public School Employees who qualify as a full-time Employee in a position
that requires on average at least 30 hours per week of actual performance of duty during the annual school year.

As of July 23, 2019, Act 563 allows “full-time school bus drivers” to elect coverage through ARBenefits.
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A bus driver employed by a public-school district to drive regular routes during the school year will be considered a “full-time
school bus driver” if one of the following is true:

a The bus driver contracts with the school district to operate a school bus for a minimum of 720 hours during the
school year; or

?2) The bus driver’s primary source of income is obtained by operating a school bus within the school district; or
A3 The bus driver is under contract with the public-school district to operate a school bus and is designated by the
superintendent as a “full-time school bus driver.” The superintendent’s designation must be provided in writing by

the superintendent to the Director of EBD.

Eligible Retired Employees. An Employee who terminates active employment and was enrolled for health coverage may
continue coverage as a Retiree if all of the following conditions are met.

a The Retired Employee has participated in the Plan for at least five (5) cumulative years before retirement as an
active Member of one of the following retirement plans and is eligible to begin drawing their retirement annuity:

(a) Arkansas Public Employees’ Retirement System (APERS), including members of the legislative division
and the contract personnel of the Arkansas National Guard; or

(b) Arkansas Teacher Retirement System (ATRS); or

(©) Arkansas State Highway Employees’ Retirement System; or

(d) Arkansas Judicial Retirement System; or
(e) Alternative Retirement Plan.
?2) Elects to continue insurance coverage within 30 days of the qualifying event
A3 The Retiree makes the appropriate contribution required to continue the coverage from the date that employment

ends or the date enrolled in the Plan.
The Plan Administrator may require documentation that the Retired Employee is drawing on the annuity.

Members of the General Assembly and state elected constitutional officers must have 10 years vested service in one of the listed
retirement systems, and drawing an annuity, to be eligible to enroll in the retiree health insurance Plan. Act 364 of 2015 states
that employees hired after December 31, 2015 who do net elect health coverage within the first three years or more of
employment be subject to the following surcharges:

Surcharge Surcharge Criteria

Additional 5% Retiree enrolled in Plan between 4™ and 13" year of employment.
Additional 10% Retiree enrolled in Plan between 14™ and 23™ year of employment.
Additional 15% Retiree enrolled in Plan after 23™ year of employment.

For more information regarding eligibility rules and requirements for Retired Employees, see the section entitled “Coverage
Continuation — Retirement.”

Are your Dependents eligible for this insurance?

(1) Ifyour dependent is your spouse, he or she may join the Plan as long as they are your current legal
spouse. Former spouses with court orders requiring coverage are NOT ELIGIBLE to join the Plan.
Spouses eligible for coverage through his or her employer are not eligible for coverage.
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(2)  Ifyour dependent is a child, they may join the Plan as long as they can answer yes to the following
questions:

(a) Is he or she your child, adopted child, stepchild?
(b) Is he or she under age 26?

() Is he or she a Qualified Medical Child Support Order (QMCSO) dependent under age 26
and do you have a judgement, decree, or order issued under state law?

(d) Is he or she a qualified disabled dependent and have they been medically certified as
Totally Disabled due to mental or physical incapacity?

Totally Disabled Dependent

Newly hired employees can add unmarried disabled dependents at or over age 26. Currently covered employees cannot add
disabled dependents to their coverage if the dependent was not covered on the ARBenefits plan when the medical certification
for the disability was determined.

Contact EBD to obtain an application for continuation of insurance due to incapacity. This document must be completed by the
member and the dependent’s Physician.

Disabled dependents cannot leave the ARBenefits plan and be re-enrolled at a later date.

These persons are excluded as Dependents: Other individuals living in the covered Employee's home, but who are not
eligible as defined; grandchildren (unless the Employee has finalized an adoption); the legally separated or divorced former
Spouse of the Employee (regardless of a court order requiring coverage); any person who is on active duty in any military
service of any country; or any person who is covered under the Plan as an Employee.

Notice of Dual Enrollment. Employees and/or their Dependents cannot have dual coverage under ARBenefits. For example, a
state Employee married to a school Employee cannot be covered as the primary insured Member on his contract and as a
Dependent on his Spouse’s contract.

Additionally, if two Employees are married, their eligible Dependent children will be covered as the Dependent of one parent or
the other, but not of both.

IMPORTANT NOTE

Certain documents (or certified copies) such as marriage certificates, birth certificates, Medicare enrollment
documentation, divorce decrees, etc. may be requested for enrollment in this Plan or as Employees make
changes to their coverages. Failure to promptly provide requested information within the designated time
periods may result in a loss of certain rights under the Plan.

At any time, the Plan may require proof that a Spouse or a Child qualifies or continues to qualify as a
Dependent as defined by this Plan.

Only eligible Employees, Retirees, and Dependents can participate in the Plan. Falsification of eligibility
is a serious offense and may permanently disqualify an individual from participation in the Plan. Financial
penalties may be imposed as well.
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ENROLLMENT

Enrollment Requirements. An Employee must enroll for coverage by completing an election form and submitting it to their
Health Insurance Representative or the Plan Administrator. The covered Employee is required to complete an election form to
enroll each individual Dependent for coverage, also.

Enrollment Requirements for Newborn Children and Adopted Children. A newborn child of a covered Employee who has
Dependent coverage is not automatically enrolled in this Plan. If the Member fails to submit an election form within 60 days of
birth, the newborn child will not be eligible to enroll until the next open enrollment period or the Dependent experiences
another qualifying event. There will be no payment from the Plan and the parents will be responsible for all costs. For an
adopted child, the Member must submit an election form within 60 days of the adoption being finalized.

INITIAL ENROLLMENT

The enrollment will be considered initial if the election form is submitted to EBD no later than 60 days after the employee’s
initial eligibility for the plan, i.e., new hire. Coverage will become effective on the first day of the month following the date of
hire and the date on the election form submitted to EBD.

OPEN ENROLLMENT

Every fall, during the annual open enrollment period, eligible Employees, and their eligible Dependents will be able to enroll in
the Plan.

Benefit choices made during the open enrollment period will become effective January 1 and remain in effect until the next
January 1 unless there is a Qualifying Event or a change in family status during the year (birth, death, marriage, divorce,
adoption) or loss of coverage due to loss of a Spouse's employment.

Non-Medicare Retiree Members can make changes to their choice of Plan level only (Premium, Classic, or Basic).
Plan Participants will receive detailed information regarding open enrollment from their Employer.
QUALIFYING EVENT RIGHTS

Federal law provides Qualifying Event provisions under some circumstances. If an Employee is declining enrollment for
himself or herself or his or her Dependents (including his or her Spouse) because of other health insurance or group health plan
coverage, there may be a right to enroll in this Plan if there is a loss of eligibility for that other coverage (or if the employer
stops contributing towards the other coverage). However, a request for enrollment must be made within 60 days after the
coverage ends (or after the employer stops contributing towards the other coverage).

In addition, in the case of a birth, marriage, or adoption there may be a right to enroll in this Plan. <00zV=>An Active Employee
has a period of 60 days from the date of the Qualifying Event to enroll his-or herself or his or her Dependents into the Plan.
Retirees and COBRA participants have a period of 30 days from the Qualifying Event to enroll.

The Qualifying Event rules are described in more detail below. To request enrollment or obtain more detailed information of
these portability provisions, contact the Employee Benefits Division.

QUALIFYING EVENTS
The events described below may create a right to enroll in the Plan under a Qualifying Event.
@D Losing other coverage may create a Qualifying Event. An Employee or Dependent who is eligible, but not

enrolled in this Plan, may enroll if the individual loses eligibility for other coverage and loss of eligibility for
coverage meets all of the following conditions:
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(a)

(b)

(©

(d)

The Employee or Dependent was covered under a group health plan or had health insurance coverage at
the time coverage under this Plan was previously offered to the individual.

The Employee stated in writing at the time that coverage was offered that the other health coverage was
the reason for declining enrollment.

Either:
(@) The other coverage was COBRA coverage and the COBRA coverage was exhausted; or
(i) The other coverage was not COBRA coverage, and the coverage was terminated as a result of

loss of eligibility for the coverage or because employer contributions towards the coverage were
terminated. Coverage will begin no later than the first day of the first calendar month following
the date the completed enrollment form is received.

The Employee or Dependent requests enrollment in this Plan net later than 60 days after the date of
exhaustion of COBRA coverage or the termination of non-COBRA coverage due to loss of eligibility or
termination of employer contributions, described above. Coverage will begin no later than the first day of
the first calendar month following the date the completed enrollment form is received.

For purposes of these rules, a loss of eligibility occurs if one of the following occurs:

(C))

(b)

©

(d)

The Employee or Dependent has a loss of eligibility due to the plan no longer offering any benefits to a
class of similarly situated individuals (for example: part-time Employees).

The Employee or Dependent has a loss of eligibility as a result of legal separation, divorce, cessation of
Dependent status (such as attaining the maximum age to be eligible as a Dependent child under the plan),
death, termination of employment, or reduction in the number of hours of employment or contributions
towards the coverage were terminated.

The Employee or Dependent has a loss of eligibility when coverage is offered through an HMO, or other
arrangement, in the individual market that does not provide benefits to individuals who no longer reside,
live, or work in a service area, (whether or not within the choice of the individual).

The Employee or Dependent has a loss of eligibility when coverage is offered through an HMO, or other
arrangement, in the group market that does not provide benefits to individuals who no longer reside, live,
or work in a service area, (Whether or not within the choice of the individual), and no other benefit
package is available to the individual.

NOTE: Medicare Part D Prescription Drug Coverage does not constitute group health coverage as
described above when Medicare Part A and/or Part B are already in effect.

If the Employee or Dependent lost the other coverage as a result of the individual's failure to pay premiums or
required contributions or for cause (such as making a fraudulent claim or an intentional misrepresentation of a
material fact in connection with the plan), that individual has not met the criteria for a Qualifying Event.

Acquiring a newly eligible Dependent may create a Qualifying Event. If:

(@)

(b)

The Employee is a participant under this Plan (or is eligible to be enrolled under this Plan but for a failure
to enroll during a previous enrollment period);

A person becomes a Dependent of the Employee through marriage, birth, adoption; and
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(C))

then the Dependent may be enrolled under this Plan. If the Employee is not enrolled at the time of the event, the
Employee must enroll under a Qualifying Event in order for his eligible Dependents to enroll. Any additional
family members who are not enrolled at the time of the event must wait until the annual Open Enrollment period to
join the Plan.

A Qualifying Event for newly eligible Dependents begins after the date of the marriage, birth, or adoption. To be
eligible for a Qualifying Event, the Dependent and/or Employee must request enrollment within 60 days of the
event (or within 30 days of the event for Retiree and COBRA participants).

The coverage of the Dependent and/or Employee enrolled in a Qualifying Event will be effective on the first of the
month following the date of application. However, in the case of birth, coverage for a Member’s newborn child
shall become effective as of the first of the month the child is born, if the Member submits an election form to EBD
within the appropriate timeframe. In the case of an adoption, coverage will be effective as of the first of the
following month, after the adoption is final. If the Member fails to submit the election form within the 60-day time
period, the Member’s newborn or adopted child will not be eligible to enroll until the next open enrollment period
or the Dependent experiences another qualifying event.

Changes to the Member’s coverage and/or the coverage of any Dependent are based on a qualifying event as
defined under HIPAA (Health Insurance Portability and Accountability Act) and is Dependent upon the
participation or lack of participation in the Employer’s Cafeteria Plan.

Eligibility changes in Medicaid or State Child Health Insurance Programs may create a Qualifying Event
right.

An Employee or Dependent who is eligible, but net enrolled in this Plan, may enroll if:

(a) The Employee or Dependent is covered under a Medicaid plan under Title XIX of the Social Security Act
or a State child health plan (CHIP) under Title XXI of such Act, and coverage of the Employee or
Dependent is terminated due to loss of eligibility for such coverage, and the Employee or Dependent
requests enrollment in this Plan within 60 days after such Medicaid or CHIP coverage is terminated.

(b) The Employee or Dependent becomes eligible for assistance with payment of Employee contributions to
this Plan through a Medicaid or CHIP plan (including any waiver or demonstration project conducted with
respect to such plan), and the Employee or Dependent requests enrollment in this Plan within 60 days after
the date the Employee or Dependent is determined to be eligible for such assistance.

If a Dependent becomes eligible to enroll under this provision and the Employee is not then enrolled, the
Employee must enroll under a Qualifying Event in order for his/her eligible Dependents.

Coverage will become effective as of the first day of the first calendar month following the date the completed
enrollment form is received unless an earlier date is established by the Employer or by regulation.

IMPORTANT NOTE

ASE (State) Only: No changes in coverage are allowed at the time of transfer from one state agency to
another. Steps should be taken to eliminate a lapse of coverage due to a simple transfer.

PSE (School) Only: No transfers are permitted on the PSE side unless approved through summertime
portability process.

ASE& PSE Retirees: Retirees have 30 days to submit changes to EBD for qualified changes in
coverage.
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SUPPORTING DOCUMENTATION

Supporting documentation is required when the Member elects changes to their coverage elections due to a qualifying
event. Following is a table of required documentation that must be submitted to EBD for elected changes to be reviewed
for approval. Employees have 60 days to elect qualifying event changes, Retirees have 30 days.

To add/drop coverage as a qualifying event, the Member must provide documented proof that there has been a gain or
loss of other group coverage. Proof must include the date that coverage started or ended, and list those affected.
Examples of proof can be a Certificate of Credible Coverage from the other health care issuer, a signed letter from an
employer that states when coverage started or ended, military discharge paperwork, letters from government entities such

as Medicaid, etc.

NOTE: Any information received by the Plan from Federal sources will be considered documentary

evidence for enrollment changes.

Qualifying Event Action

Required Documentation

Adding a Spouse:
Due to Marriage

Due to Loss of Other Group Coverage

ARBenefits Change Form
Marriage license
ARBenefits Spousal Affidavit

Same as above as well as proof of loss of other group
coverage. Proof must contain the dates of coverage, and the
affected parties.

Adding a Newborn

ARBenefits Change Form

Copy of birth certificate

o If birth certificate is unavailable, a Hospital
announcement is acceptable if the newborn is under six
months of age.

Adding a Dependent Child

ARBenefits Change Form

Copy of birth certificate or a receipt from appropriate state Vital
Records department

Marriage license if adding a stepchild

If adding Dependent due to loss of other group coverage:

Same as above as well as proof of loss of group coverage. Proof
must contain the dates of coverage, and the affected parties.

Removing Dependent/Spouse

ARBenefits Change Form

Proof of gain of group coverage. Proof must contain the
dates of coverage, and the affected parties.

Removing Spouse Due to Spouse

Gaining Employer Group Coverage

Updated ARBenefits Spousal Affidavit
ARBenefits Change Form

Gain of Other Group Coverage

ARBenefits Change Form

Proof of gain of group coverage. Proof must contain the
dates of coverage, and the affected parties.

Employee Loss of Other
Group Coverage

ARBenefits Enrollment Form

Proof of loss of group coverage. Proof must contain the
dates of coverage, and the affected parties.
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Qualifying Event Action, continued Required Documentation, continued

Divorce: Removing a Spouse e ARBenefits Change Form
e Judge-signed divorce decree
Death of a Covered Person e ARBenefits Change Form

e Death Certificate

EFFECTIVE DATE

Active Employee Requirement. An Employee must be an Active Employee (as defined by this Plan) for this coverage to take
effect.

Effective Date of Dependent Coverage. A Dependent's coverage will take effect on the day that the Eligibility Requirements
are met; the Employee is covered under the Plan; and all Enrollment Requirements are met.

TRANSFERS BETWEEN STATE AGENCIES OR SCHOOL DISTRICTS

Employees/members who transfer between state agencies/school districts with no break in coverage will keep the same plan and
all accumulated out of pocket costs will transfer with the member. No plan changes can be made.

Employees/members who transfer between state agencies/school districts that experience a break in coverage may choose a new
plan (due to the qualifying event (loss of coverage/new hire)). Accumulated out of pocket costs will not transfer.

SUMMER PORTABILITY POLICY FOR PUBLIC SCHOOL EMPLOYEES

School districts have the option to participate in a portability policy during the summer. The policy allows Employees who are
moving between school districts during the summer to continue their health insurance coverage without the need to enroll in
COBRA.

Not every school district participates in the policy. For an Employee to be considered a transfer, both the former and the new
district must participate. If one or neither district participates, the Employee will be treated like a brand new hire with their new
district. This means the Employee may need to establish COBRA for the summer months to keep their coverage active prior to
starting with the new district.

Employees have the option to move as a transfer, or as a new hire, even when moving between participating districts.
Employees must contact their district HIR for more information.

How the Portability Policy Works
0] For Employees Moving as a Transfer Between Two Districts That Participate:
(a) Former district covers the Employee until 8/31, and the new district will begin covering the Employee 9/1.

(b) The Employee must notify their outgoing district that they want to be considered a transfer by the deadline
that district establishes. The Employee can work with their district concerning how to submit their
premiums during the summer.

(©) Transfer Employees should not submit an Enrollment Form to EBD. Your new district will provide a
separate form to EBD letting us know you have moved to their district as a transfer.

(d) Transfer Employees are not allowed to make changes to their health plan. Their current coverages will
continue with their new district. However, employees who are not already enrolled in health plan who
transfer will be allowed to enroll in a new health plan with their new district.
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For Employees Moving Between Districts Where at Least One Does Not Participate:

(a) Your outgoing district will term your coverage according to your contract. You can contact your school
district Health Insurance Representative to get the date your coverage will end.

(b) You will be eligible for coverage with your new district the first of the month following your date of hire.
To bridge any gap in coverage, you can elect to take COBRA coverage.

() The Employee must fill out an ARBenefits Enrollment Form with their new district to enroll in health
coverage. Coverage is effective the first of the month following the date on the election form. New hire
Employees are allowed to make changes to their plan. Deductibles will reset if you elect changes, or if
there is a gap in coverage.

TERMINATION OF COVERAGE

The Employer or Plan has the right to rescind any coverage of the Employee and/or Dependents for cause, making a
fraudulent claim or an intentional material misrepresentation in applying for or obtaining coverage, or obtaining
benefits under the Plan. The Employer or Plan may either void coverage for the Employee and/or covered
Dependents for the period of time coverage was in effect, may terminate coverage as of a date to be determined at
the Plan's discretion, or may immediately terminate coverage. If coverage is to be terminated or voided retroactively
for fraud or misrepresentation, the Plan will provide at least 30 days' advance written notice of such action. The
Employer will refund all contributions paid for any coverage rescinded; however, claims paid will be offset from this
amount. The Employer reserves the right to collect additional monies if claims are paid in excess of the Employee's
and/or Dependent's paid contributions.

When Employee Coverage Terminates. Employee coverage will terminate on the earliest of these dates (except in certain
circumstances, a covered Employee may be eligible for COBRA continuation coverage. For a complete explanation of when
COBRA continuation coverage is available, what conditions apply and how to select it, see the section entitled Continuation
Coverage Rights under COBRA):

(0]
2
(©))

(C))
(©))

(6)

The date the Plan is terminated.
The date the covered Employee's Eligible Class is eliminated.

The last day of the calendar month in which the covered Employee ceases to be in one of the Eligible Classes. This
includes death or termination of Active Employment of the covered Employee. (See the section entitled
Continuation Coverage Rights under COBRA.)

The last day of the calendar month preceding the covered Employee’s enrollment in Medicare.

The end of the period for which the required contribution has been paid if the charge for the next period is not paid
when due. This includes non-payment of premiums while in a Leave Without Pay (LWOP) status or late COBRA
payments. If coverage under LWOP is terminated due to non-payment of premiums, no COBRA coverage will be
offered.

Failure to submit a LWOP Election form to continue coverage while on LWOP may result in coverage being
terminated. Should this occur, the Employee will be eligible for re-enrollment in the Plan. For non-military LWOP,
the Employee must enroll within 30 days following return to active employment and payment in full of any
outstanding debt. The Employee will be reinstated in the Plan effective the first day of the month following the
application date. For reinstatement of Military LWOP, the Employee will be eligible to re-enroll within 120 days
following return to active employment. The Employee must complete the application within that 120-day period
and the new coverage will be effective the first day of the month following the application date. The Employee will
still be responsible for any outstanding premium debt.
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If an Employee commits fraud, makes an intentional misrepresentation of material fact in applying for or obtaining
coverage, or obtaining benefits under the Plan, or fails to notify their Health Insurance Representative or the Plan
Administrator that he or she has become ineligible for coverage, then the Employer or Plan may either void
coverage for the Employee and covered Dependents for the period of time coverage was in effect, may terminate
coverage as of a date to be determined at the Plan's discretion, or may immediately terminate coverage. If coverage
is to be terminated or voided retroactively for fraud or misrepresentation, the Plan will provide at least 30 days'
advance written notice of such action.

Continuation During Periods of Leave Without Pay, Family Medical Leave, or Workers’ Compensation. A person may
remain eligible for a limited time if Active, full-time work ceases due to LWOP, Family Medical Leave, or Workers’

Compensation.
1) School Employees. School districts administer leave without pay policies for their Employees. Employees should
contact their school district for information regarding their options and instructions.
?2) State (NON-AASIS) Employees. Non-AASIS agencies administer leave without pay policies for their Employees.
Employees should contact their HR department for information regarding their options and instructions.
3) State (AASIS) Employees. Once entering leave without pay status, EBD will send the Employee an LWOP

packet. The LWOP packet will provide the Employee with all the essential information to maintain coverage.
Inside the packet, there will be a Leave Without Pay Notification, LWOP Election Form, LWOP Rate Sheet, and a
Table of Important Dates. To continue coverage, the Employee must sign and return the LWOP Election Form by
the election due date and payment to continue coverage while on Leave Without Pay. Employees are required to
remit monthly premium payments directly to EBD according to the Table of Important Dates. Cancellation of
coverage will automatically happen while in LWOP status if an Employee fails to pay the monthly premium by the
due date on the Table of Important Dates.

If an Employee is in an LWOP status, they will be classified as one of the two (2) LWOP classifications:
Unprotected or Protected.

Protected LWOP: Family and Medical Leave Act, Workers” Compensation, or Military Leave. This classification
is responsible for the employee portion of health insurance premiums.

Unprotected LWOP: According to Department of Transformation and Shared Services Policy #55, under the
authority of A.C.A. §21-4-210, Employees in LWOP status may choose to continue insurance, but must pay the
total cost (Employee and Employer contribution) of the coverage.

Employees should contact their HIR for information regarding their LWOP classification.

If the Employee chooses to discontinue coverage, they will be eligible to re-enroll within thirty (30) days following
return to active employment. The application must be completed within that 30-day period and the new coverage
will be effective the first day of the month following the application date. For employees who have a break in
coverage and decide to re-enroll, their deductible and out-of-pocket costs for the year will be lost and totals will be
reset.

Rehiring a Terminated Employee. A terminated Employee who is rehired will be treated as a new hire and be required to
satisfy all Eligibility and Enrollment requirements to the extent permitted by the terms of the Plan and applicable law.

Employees on Military Leave. Employees going into or returning from military service may elect to continue Plan coverage as
mandated by the Uniformed Services Employment and Reemployment Rights Act (USERRA) under the following
circumstances. These rights apply only to Employees and their Dependents covered under the Plan immediately before leaving
for military service. Only the Employee has election rights. Dependents do not have any independent right to elect USERRA
health plan continuation.
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Employees may choose to continue or discontinue their coverage. Whichever option chosen, the Employee must submit a copy
of their military/deployment orders to their Health Insurance Representative:

0y

(0]

Choosing to continue coverage.

(a) School Employees. Once entering leave without pay status, the District should provide the Employee with
all the essential information needed to maintain coverage. Premium payments should be remitted
according to payroll dates provided by the district, in accordance with the District’s pay cycle. The District
will collect premiums and include it with their monthly billing. EBD will not accept Member checks or
money orders.

(b) State (NON-AASIS) Employees. Once entering leave without pay status, the agency should provide the
Employee with all the essential information needed to maintain coverage. Premium payments should be
remitted according to payroll dates provided by the agency, in accordance with the agency’s pay cycle.
The agency will collect premiums and include it with their monthly billing. EBD will not accept Member
checks or money orders.

() State (AASIS) Employees. Once entering leave without pay status, EBD will send the Employee a LWOP
packet. The LWOP packet will provide the Employee with all the essential information needed to maintain
coverage. Inside the packet, there will be a Leave Without Pay Notification, LWOP Election Form, and a
Table of Important Dates Schedule for LWOP. The Employee must sign and return the LWOP Election
Form by the election due date to continue coverage while on Leave Without Pay. Employees are required
to remit premium payments directly to EBD according to the Table of Important Dates schedule for
LWOP.

Choosing to discontinue coverage. If the Employee chooses this option, they must fill out a change form to
cancel coverage. The Employee will be eligible to re-enroll within 120 days following return to active
employment. The application must be completed within that 120-day period and the new coverage will be
effective the first day of the month following the application date. Employees should be aware that if there is a
break in coverage, and then they re-enroll, they will have to start over to meet any Deductible and out of pocket
maximum.

When Dependent Coverage Terminates. A Dependent's coverage will terminate on the earliest of these dates (except in
certain circumstances, a covered Dependent may be eligible for COBRA continuation coverage. For a complete explanation of
when COBRA continuation coverage is available, what conditions apply and how to select it, see the section entitled
Continuation Coverage Rights under COBRA):

(0]
(0]
(©))
(C))

(©))

The date the Plan or Dependent coverage under the Plan is terminated.
The date that the Employee's coverage under the Plan terminates for any reason including death.
The date a covered Spouse loses coverage due to loss of eligibility status.

Coverage will end on the last day of the month in which the Child ceases to meet the applicable eligibility
requirements.

The end of the period for which the required contribution has been paid if the charge for the next period is not paid
when due.
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(6)

If a Dependent commits fraud or makes an intentional misrepresentation of material fact in applying for or
obtaining coverage, or obtaining benefits under the Plan, or fails to notify their Health Insurance Representative or
the Plan Administrator that he or she has become ineligible for coverage, then the Employer or Plan may either
void coverage for the Dependent for the period of time coverage was in effect, may terminate coverage as of a date
to be determined at the Plan's discretion, or may immediately terminate coverage. If coverage is to be terminated or
voided retroactively for fraud or misrepresentation, the Plan will provide at least 30 days' advance written notice of
such action.

Surviving Dependent coverage, following Employee’s death while an Active Employee.
Health coverage is available for Spouses and Dependent child(ren) covered on the Plan at the date of the Employee’s death
per the following guidelines:

(0]

(0]

Spouse with and without Dependents

(a) If the Spouse is eligible to receive a survivor retirement annuity, the Spouse and covered Dependents,
are eligible to continue on the health Plan. If the survivor annuity benefit is available upon death of the
Member (first of the month following death), the surviving Spouse has 30 days from the end of the
month in which the active coverage ended to enroll in the retirement health plan.

(b) If the survivor retirement annuity is not immediately available to the Spouse, but available at a later
date, either the month following the date the Employee would have been eligible to receive benefits
had the Employee survived or the date that an application for a surviving Spouse’s benefit is filed with
the appropriate retirement system, the Spouse has 30 days from the time he or she becomes eligible to
draw the survivor annuity to enroll in the retirement health plan.

(c) If the Spouse is not eligible to receive a survivor annuity, the Spouse and/or Dependents have the
option to enroll on the COBRA health plan for a period of 36 months. A COBRA packet will
automatically be sent to the surviving Spouse with a 60-day enrollment period.

Dependents without Spouse on the Plan

(a) If a Dependent child is eligible to draw a survivor retirement annuity, and the check is paid directly to
the child, the child is eligible to enroll in the retirement health insurance until the retirement annuity
ends, which will be until his or her death or his or her marriage or his or her attainment of age 18.

(b) Coverage will be extended past age 18 as long as the child continues uninterrupted as a full-time
student at an accredited secondary school or college or university, but in no event beyond his or her
attainment of age 23. The Dependent child has 30 days to enroll in the retirement health plan once the
annuity becomes available.

(©) If a Dependent child was covered on the Active Employee’s health plan, without spousal coverage, and
there is no survivor annuity paid to the Dependent, the Dependent child has the option to enroll on the
COBRA health plan for a period of 36 months. A COBRA packet will automatically be sent to
surviving Dependents. There is a 60-day enrollment period for the COBRA health plan.

(d) If there are multiple Dependents (other than the Spouse) on the Employee’s health plan at the time of
death, and COBRA is the only option available, each Dependent must enroll under their own health
plan.

NOTE: If the Spouse and/or Dependents do not enroll in the retirement health plan or COBRA within their
respective enrollment periods, all privileges under the plan are terminated.
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DESCRIPTION OF BENEFIT PLAN OPTIONS

The Plan offers multiple options for active members and Retirees - the ARBenefits Premium, Classic and Basic Plans, and the
ARBenefits Retiree Plan. The options are different in how medical services are covered and how much the Member will pay for
monthly premiums. Members should review each plan carefully to find the best fit for them and their family.

ARBenefits Premium. The Premium Plan is a POS (Point of Service) plan and is considered the “richest” of the plan options,
as it contains the maximum amount of benefits with copays and coinsurance. It also has the highest monthly premium cost to
the member. This plan has a deductible ($500 individual /$1,000 family deductible for ASE, and $750 individual/$1,500 family
for PSE) that must be met before the plan begins to pay for some services. The plan consists of a $3,000 individual and $6,000
family medical In-Network out-of-pocket maximum for ASE, and $3,250 individual/$6,500 family medical In-Network out-of-
pocket maximum for PSE. There is not an out-of-pocket maximum for Out-of-Network services for ASE or PSE. The copays
are $25 for a primary Physician and $50 for a specialist. The emergency room copay is $250. The Premium plan includes a
prescription drug plan, which offers $15, $40, $80 and $100 copays depending on tier. The prescription drug plan also includes
a $3,100 individual/ $6,200 family pharmacy out-of-pocket maximum.

ARBenefits Classic. The Classic Plan is a High-Deductible PPO Plan. This plan has a deductible ($2,500 individual/$5,000
family for ASE, and $1,750 individual/$3,000 family for PSE). The family deductible for both ASE and PSE includes an
embedded individual deductible of $3,000. When an individual on a Classic family plan meets the $3,000 amount, the plan will
begin applying coinsurance for that member. The plan consists of a $6,450 individual/ $12,900 family medical out-of-pocket
maximum for ASE, and $6,450 individual/ $9,675 family medical out-of-pocket maximum for PSE. Eligible Active Employees
are advised to have a Health Savings Account (HSA) with this plan. There are no copays with the Classic Plan (with the
exception of hearing and vision services). Prescriptions, medical services, and any copays apply to the deductible limit, and can
be paid with HSA funds.

ARBenefits Basic — ASE. The Basic Plan is a High-Deductible PPO Plan. It features the lowest monthly premium of any plan.
The plan has a deductible ($6,450 individual/$12,900 family) for ASE. There is no coinsurance for the Basic Plan on the ASE
plan. Once the deductible is met, the plan pays at 100% for allowable services. Eligible Active Employees are advised to have a
Health Savings Account (HSA) with this plan. There are no copays (with the exception of hearing and vision services) with the
Basic Plan. Prescriptions, medical services, and any copays apply to the deductible limit, and can be paid with HSA funds.

ARBenefits Basic — PSE. The Basic Plan is a High-Deductible PPO Plan. It features the lowest monthly premium of any plan.
The plan has a deductible ($4,000 individual/$8,000 family). The PSE Basic Plan does have coinsurance. Once the deductible is
met, the plan pays at 80% for allowable services. The plan consists of a $6,450 individual / $12,900 family medical out-of-
pocket maximum. Eligible Active Employees are recommended to have a Health Savings Account (HSA) with this plan. There
are no copays (with the exception of hearing and vision services) with the Basic Plan. Prescriptions, medical services, and any
copays apply to the deductible limit, and can be paid with HSA funds.

ARBenefits Retiree. A Retiree that is not eligible for Medicare may choose from the ARBenefits Premium, Classic or Basic
Plan until the Retiree or Spouse reaches the age of 65, or becomes eligible for Medicare. There are two plan options for
Medicare-eligible members: the ARBenefits Group Medicare Advantage (PPO) plan (MAPD) or the ARBenefits ASE/PSE
Premium Plan (Medicare Primary Plan). Members are only allowed to be enrolled in one Medicare Advantage Plan or one
Medicare Prescription Drug Plan at a time. As a Medicare-eligible Retiree of the State of Arkansas, enrollment in either of these
two plans is allowed after eligibility is established and enrolled within 30 days prior to their 65% birthday or during an open
enrollment. Members who wait until after the plan change has been made cannot change plan options until open enrollment for
the next January effective date.

The MAPD is a custom plan designed exclusively for Retirees of both Arkansas State Employees and Arkansas Public Schools.
The custom plan includes additional benefits and services that go beyond Original Medicare, and combine medical, dental
benefits and prescription drug coverage into one plan. Covered members can use any Provider as long as they accept Medicare.
Each member is required to maintain Medicare Parts A and B coverage. Public School Retirees that did not select the MAPD
and choose the Medicare Primary Plan will not have pharmacy benefits through EBD.

Medicare Primary Plan members will not have to use the Health Advantage network of Providers. However, anyone on the
Medicare Primary plan who is not eligible for Medicare, will be required to use the Health Advantage network to receive In-

ARBenefits
January 1, 2023

33



Network benefits. Medicare-Primary Retirees and/or Dependents will have the Medicare Primary Plan for insurance coverage
through Health Advantage, with the flexibility to visit any Physician or Hospital as long as they accept Medicare assignment.
The Medicare Primary Plan will coordinate your benefit coverage with Medicare Parts A & B and the Plan will pay secondary

to Medicare. Coverage for all other non-Medicare members on the policy will be on the Health Advantage network at the
Premium level.

The Public-School Medicare-Primary Retirees do not have prescription drug coverage and are encouraged to consider Medicare
Part D for additional coverage.

NOTE: The ARBenefits Medicare Premium Plan for Retirees will coordinate as if Medicare Part A and Part B are both in force

at the time of service. If the member does not have Part B, the Plan will pay as though the member does have Medicare Part B
and the member will have full financial responsibility for incurred claims.
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SCHEDULE OF BENEFITS
ARBenefits ASE/PSE Premium Plan

This Schedule of Benefits applies to all Active Employees and Retired Employees under the age of 65
and their covered Dependents.

All benefits described in this Schedule are subject to the Primary Coverage Criteria, the Allowable Charge,
and the benefit limits and exclusions described more fully herein.

This Plan has entered into an agreement with certain Hospitals, Physicians, and other health care Providers,
which are called In-Network Providers. Because these In-Network Providers have agreed to charge reduced
fees to persons covered under the Plan, the Plan can afford to reimburse a higher percentage of their fees.

Therefore, when a Covered Person uses an In-Network Provider, that Covered Person will receive a higher
payment from the Plan than when an Out-of-Network Provider is used. It is the Covered Person's choice as to
which Provider to use.

A listing of In-Network Providers is available on the Claims Administrator’s website at
www.healthadvantage-hmo.com.

MEDICAL BENEFITS
Calendar Year Deductibles In-Network Deductible Out-of-Network Deductible
Per Person Per Family Unit Per Person Per Family Unit
Arkansas State Employees $500 $1,000 $2,000 $4,000
Public School Employees $750 $1,500 $2,000 $4,000

Deductible Accumulation. The In-Network and Out-of-Network Deductibles are totally separate and do not
contribute toward or offset each other.

This Plan has an embedded individual deductible, meaning that an individual enrolled in family coverage will
never have to pay more than the individual deductible amount before the Plan begins to pay coinsurance for
the individual.

Annual Out-Of-Pocket In-Network Out-of-Network

Limits Out-of-Pocket Limit Out-of-Pocket Limit

Per Person Per Family Unit Per Person Per Family Unit
Arkansas State Employees $3,000 $6,000 Unlimited Unlimited
Public School Employees $3,250 $6,500 Unlimited Unlimited

Out-of-Pocket Accumulation. The In-Network and Out-of-Network Out-of-Pocket amounts are totally
separate and do not contribute toward or offset each other.

This Plan has an embedded individual out-of-pocket limit, meaning that an individual enrolled in family
coverage will never have to pay more than the individual out-of-pocket limit before the Plan begins to pay
Covered Charges at 100% for the individual.
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MEDICAL BENEFITS, continued

Coinsurance Payable By Plan In-Network Out-of-Network
Coinsurance Coinsurance

The charges for the following do not apply to the annual Out-of-Pocket Limit:

e  QOut-of-Network services e Amounts in excess of the Allowable Charge
e Penalties for failure to obtain Prior Approval e Non-Covered Services
Unless stated otherwise in this document, the Plan 80% 60%

will pay the coinsurance percentage shown until the
annual Out-of-Pocket Limit is satisfied, at which
time the Plan will pay 100% of the remainder of In-
Network Covered Charges for the rest of the
Calendar Year.

HOSPITAL BENEFITS
Charges billed by a facility In-Network Out-of-Network
Inpatient Services 80%, after Deductible 60%, after Deductible

Prior Approval. Prior Approval is required for all inpatient admissions as well as specific outpatient medical
services and procedures and some Durable Medical Equipment. See the Cost Management Section for a
detailed list of services which require Prior Approval.

The Prior Approval requirement is waived for a Hospital admission following a Medical Emergency. When
possible, the Covered Person or the treating Provider is encouraged to notify the Plan of an inpatient
admission related to treatment of a Medical Emergency within 48 hours.

¢ Room and Board Allowances. Covered Charges for room and board during an inpatient admission shall
be limited to the lesser of the billed charge or the Allowable Charge established by the Plan.

Outpatient Services 80%, after Deductible 60%, after Deductible
Emergency Room Services

Medical Emergency $250 Copay $250 Copay

e  Premium Plan members can have the 100%, Deductible waived | 100%, Deductible waived

Copayment for an emergency room
admission waived if the patient is referred
to the ER by the Nurse Hotline.

Non-Medical Emergency 80%, after Deductible 60%, after Deductible
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PHYSICIAN BENEFITS

Charges billed by a Physician

In-Network

Out-of-Network

Office visit

Additional services in an office setting

$25 PCP Copay or
$50 Specialist Copay (per
office visit charge)

80%, after Deductible

60%, after Deductible

Inpatient Services

80%, after Deductible

60%, after Deductible

QOutpatient Services

80%, after Deductible

60%, after Deductible

Emergency Room Services
Medical Emergency
Non-Medical Emergency

100%, Deductible waived
80%, after Deductible

100%, Deductible waived
60%, after Deductible

Urgent Care Services

$100 copay (per encounter)
100%, Deductible waived

$100 copay (per encounter)
100%, Deductible waived

SPECIFIC BENEFIT LIMITS AND MAXIMUMS

Covered service

In-Network

Out-of-Network

Advanced Diagnostic Imaging — Prior
Approval is required.

80%, after Deductible

60%, after Deductible

Allergy services

Injections
Serum
Testing

100%, deductible waived
80%, after deductible
80%, after deductible

60%, after Deductible
60%, after Deductible

60%, after Deductible

Ambulance Services
Air ambulance
e Prior Approval is required for non-
emergent transportation services.

Prior to July 1, 2023

Ground ambulance

e Limited to $2,000 per trip.

e Prior Approval is required for non-
emergent transportation services.

Effective July 1, 2023

Ground ambulance

e Limited to 81,500 per trip .

e Prior Approval is required for non-
emergent transportation services.

Water ambulance
International air evacuation

90%, Deductible waived

$50 copay per trip
100%, Deductible waived

$50 copay per trip
100%, Deductible waived

not covered
not covered

90%, Deductible waived

$50 copay per trip
100%, Deductible waived

$50 copay per trip
100%, Deductible waived

not covered
not covered
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SPECIFIC BENEFIT LIMITS AND MAXIMUMS, continued

Covered service

In-Network

Out-of-Network

Autism treatment, including Applied
Behavioral Analysis (ABA) Therapy

o Limited to 350,000 per Calendar
Year- Prior Approval Required.

80%, after Deductible

60%, after Deductible

Bariatric Surgery

e  Limited to one Bariatric Surgery per
lifetime- Prior Approval is required.

e One Revision Surgery in the case of
surgical complications resulting
directly from an approved Bariatric
Surgery while covered under this
Plan- Prior Approval is required.

e Bariatric Surgery must be performed
at Bariatric Surgery Centers which
are accredited through the Metabolic
and Bariatric Surgery Accreditation
and Quality Improvement Program
as determined by the American
College of Surgeons and the
American Society for Metabolic and
Bariatric Surgery.

80%, after Deductible

not covered

Breast Cancer, Diagnostic Exams

100%, Deductible waived

60%, after Deductible

Colorectal Cancer Screening, Follow-up
Colonoscopy

100%, Deductible waived

60%, after Deductible

Diabetes Management Program

Coverage includes Accu-Chek Guide Me
meter, and Accu-Chek Guide test strips. Pen
needles and syringes are provided by
TRUEplus. Other brands are not covered.

100%, Deductible waived

not covered

Electric breast pumps

o Limit of $160 per Calendar Year for
the purchase of one electric breast
pump per