Welcome to PHP! This page identifies information unique to your Group Coverage. Please review this
information carefully. The HealthChoice Contract contains binding provisions granting and excluding
benefits and Coverages, defining terminology and specifying limitations and conditions. This declarations
page shall be attached to and is made a part of the Contract.

The Contract is executed between PHP and [Name of Group] (the Group).
Benefit Plan Name: [Benefit Plan Name]

Effective Date of Contract/Coverage: [mm/dd/yyyy]

The Eligibility section of the Contract shall also include the following Spousal Coverage:

Spousal Coverage

If both spouses are Eligible Persons, each may enroll as a Subscriber and r spouse and any
eligible Dependents for Coverage under the Contract. In this situation, i maximum benefits
per Member may not exceed 100% of Eligible Expenses.

Our Customer Service Department is available to answer questi
Customer Service Department at: (260) 432-6690, Extension 11;
0493 (fax); custsvc@phpni.com (email); or www.phpni.c

982-6257, Extension 11; (260) 432-

Authorized PHP Representative

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 - s&
Phone: 260-432-6690 | Toll Free: 1-800-982-6257
phpni.com
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(Certificate)
issued by

An Indiana Not-for-Profit Health Maintenance Organization

1700 Magnavox Way, Suite 201
Fort Wayne, Indiana 46804
(PHP)

Welcome to PHP!

We partnered with your employer (who we reference as “Group” within this Certifi
health insurance benefits. It is important that you read this Certificate careful
your Coverage. It explains your rights and obligations as a Member of
Services available under the Contract, how to get such services, the costs t
benefits of seeking services from the Doctors, Providers and Hospitals that parti
them “Par Providers” or “Participating Providers” in this Certificate,

e) to provide you with certain
document explaining
descrijpes the Health
0 pay and the
etwork. We call

Please note that this Certificate was published in 2026. It wil i nded, through 2029. You
will receive a Summary of Material Modifications if this Ceg an “Amendment”) and you
should keep any Amendments with this document. ede any conflicting Term of
Certificate or prior Amendment.

The Coverage you have is based on the Contr
selected. It is your responsibility to know the ¢
Health Services, especially when you seek servic

® and the Group and the benefit plan the Group
ertificate. Please refer to it before you seek

We know that health insurance is a ¢ at you may still have questions. Our customer
service department is happy to answer concern you may have about your Coverage or the
procedures you must follow. number on the back of your identification card. Our

website (www.phpni.com) is & iti jlable to you.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
Phone: 260-432-6690 | Toll Free: 1-800-982-6257
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Introduction
We certify that you will be Covered as provided by the terms of the Contract as may be amended from time to
time. The Contract and all Amendments are referred to as the Contract.

Possession of this Certificate does not necessarily mean that you are Covered. You are Covered only if you
meet the requirements set out in the Contract.

Coverage is subject to the terms, conditions, exclusions, and limitations of the Contract. This Certificate
describes the provisions of the Contract but is not the entire Contract.

In the event of any conflict between the Contract and this Certificate, the Contr,
examine the Contract at the office of the Group during its regular business hours

shall govern. You may

This Certificate replaces and supersedes any Certificate which we may hav i ued to you. We may
amend this Certificate from time to time and will provide you with a new i ndment to the
Certificate. You should keep this Certificate and all Amendments to it.
How to Use This Certificate
This Certificate, including any Amendments, must be read in its r meaning. Many of its
provisions are interrelated. You may get a false impressio i

Many words used in this Certificate have special meanj
Refer to these definitions for a clear understanding of t

The Contract may be amended from time to time! ppens, we will send you a new Certificate or an
Amendment to this Certificate. Keep this Certi gnendments in a safe place for your future
reference.
Obtaining Health Services through

The Contract provides you wi i Coverage. Point-of-Service Coverage allows you to choose

between receiving Health Se Out-of-Network Benefit levels of Coverage. If you wish to
receive Coverage at the In-N& , you must use Par Providers. The only exceptions are
Emergency Health Services ano rral Health Services. Living outside the Service Area is not an
exception.

If you otherwise i iC@® from non-Par Providers, you will receive Coverage at the Out-of-Network
Benefit level, if i [ arficular Health Service. Refer to the Schedule of Benefits for specific benefit
information.

When you use non-Par ers, you usually pay a greater share of the cost of the Health Services. In addition
to Copays/Coinsurance and Deductibles, if applicable, you are responsible for all charges that exceed the
Reasonable and Customary Charges for the Health Services received from a non-Par Provider, except for
Emergency and approved Referral Health Services. A non-Par Provider may send you a bill seeking to collect
such excess charges directly from you, which can be expensive.

If you wish to receive In-Network Benefits, you are responsible for verifying the participation status of a
Provider before receiving Health Services. If you fail to check a Provider’s participation status as required
and as a result use a non-Par Provider, the Health Services will be covered as Out-of-Network Benefits, if they
are otherwise Covered by the Contract.

The participation status of a Provider may change from time to time. So it is important that you check the status

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
Phone: 260-432-6690 | Toll Free: 1-800-982-6257
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each time before receiving Health Services. We will notify our membership when a Par Provider terminates,
including any Par Provider seen in the previous year.

You can verify a Provider’s participation status by contacting us. We can give you the information you need in
order to locate a Par Provider.

Except for Emergency Health Services, if you wish to receive In-Network Benefits for non-Par Provider’s
services, you are responsible for obtaining a written Referral before receiving such services. A Par Doctor
arranging or suggesting that you use a non-Par Provider is not a Referral. Rather, a Referral to a non-Par
Provider must be initiated in writing by a Par Doctor and approved in writing by us prior to the time of
the service. Your failure to obtain the required Referral will result in the Health Services being Covered
as Out-of-Network Benefits, if they are otherwise Covered by the Contract. Before seeing a provider
based on the advice of another provider, please contact us. We can help ygfdetermine whether that
provider is a Par Provider.

Coverage for some Health Services under In-Network Benefits is subject i ritten approval. Par

Par Providers will also submit claims to us on your behalf.

You are responsible for submitting claims to us for Heal on-Par Providers. You must
give us all of the information we need to process suc ide this information, you or the
Provider may not be paid.

I.D. Card

Information on your I.D. card is needed for the Par ds. You must show your I.D. card every time
you request Health Services. If you d
a Member.

PHP has sole and ex i i 0 determine claims for benefits Covered under the Contract, including:
ions;
isions pursuant to our Grievance procedures; and
C. commu i isi to the affected Members.

We may, from time to time, d
regard to the Contract.
ERISA governs This PI

ate discretionary authority to other persons or entities providing services in
extent the foregoing functions include fiduciary responsibilities under ERISA, if
P shall be the named fiduciary with respect to those functions.

We reserve the right, in our sole discretion, to:
A. change, modify, withdraw, or add benefits; and
B. toterminate the Contract, subject to its termination provisions.

Prior approval by Members of such benefit changes is not required. However, upon timely notification from the
Group, we shall provide Members with notification of such benefit changes before they shall take effect.

The fact that we may have interpreted a provision of the Contract in a way that provides benefits shall not prevent
us from later interpreting the same provision in a way that does not provide benefits, subject to compliance with
ERISA and other applicable law. This paragraph applies only where the interpretation of this policy is governed

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
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by ERISA, 29 U.S.C. 1001 et seq.

If the Contract is provided under an employee welfare benefit plan within the meaning of Section 3(1) of ERISA:
A. PHP and the Group acknowledge that the Group shall be the “Plan Administrator” of its group health
plan within the meaning of ERISA, Section 3(16);
B. the Group shall have the responsibility to:
1) communicate the terms and options of its group health plan to Members;
2) furnish to Members summary plan descriptions, summary annual reports and such other disclosures
as may be required by ERISA,;
3) submit required reports to the Internal Revenue Service and the U.S. Department of Labor; and
4) comply with ERISA and other applicable law, as amended from time to time.

nt they include fiduciary
oup understands that the
satisfy all of the plan
applies, which is the

responsibilities under ERISA. Although PHP shall provide a Certificate, th
Certificate is intended to comply with Indiana state law requirements, and is ng,
document and/or summary plan description requirements of ERISA, to
responsibility of the Group.

The Patient Protection and Affordable Care Act (“ACA”) requires employers a Insurers to timely
distribute a “Summary of Benefits and Coverage” or “SBC” to p 1 es. If the SBC rules
apply to this Contract, PHP will provide the Group with SBCs for it distribute. The Group
agrees that it is solely responsible for the distribution of SBC ers, Enrolled Dependents,
the ACA or other applicable

When there is a material modification of the Con u@rovide the Group with an updated SBC unless:
A. the material modification does not affect a SBC; or
B. the material modification is already reflec ccent SBC.

The Group will properly distribute the quired Parties at least sixty (60) days before a
material change can take place (unless ection with the renewal of the Contract).

We may, in our s ge for other parties to provide administrative services in regard to the
Contract such a pnd utilization review services. You must cooperate with those parties in
the performanc p service providers and the nature of the services provided may change

from time to tim i le discretion. Prior notice to or approval by Members is not required.

The Contract and all Amen ts are filed with the Indiana Department of Insurance. Therefore, you have
certain rights under sta . Refer to the Grievances section of the Contract for more information about these
rights. You may also have certain rights under ERISA, if applicable.

Statement of ERISA Rights

This section applies to those Plans governed by ERISA. If the Contract was purchased by the Group to provide
benefits under a welfare plan governed by ERISA, you are entitled to certain rights and protections under ERISA
as explained below. Please remember that the Group is the Plan Administrator (unless it has delegated another
person). All questions about whether This Plan is governed by ERISA should be directed to the Group.

As a plan participant, ERISA provides that you are entitled to:

Phone: 260-432-6690 | Toll Free: 1-800-982-6257
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Receive Information about your Plan and Benefits

A

Continue Group Health Plan Coverage

Examine, without charge, at the Plan Administrator's office and other specified locations, such as
worksites and union halls, all documents governing the plan, including insurance contracts and, if
applicable, collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series)
filed by the plan with the U.S. Department of Labor and available at the Public Disclosure Room of the
Employee Benefits Security Administration.

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of
the plan, including insurance contracts and collective bargaining agreements, and copies of the latest
annual report (Form 5500 Series) and updated summary plan description. The administrator may make
a reasonable charge for the copies.

Receive a summary of the plan's annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary annual report. There will be no charge for the
report.

A.

Prudent Actions by Plan Fiduciaries

If the Group is required to provide COBRA continuation coverage
yourself or Dependents if there is a loss of coverage under the pla lifying event.
You or your Dependents may have to pay for such coverage. Review lan description
and the documents governing the plan for the rules governing your C Inuation coverage
rights.
You may be provided a certificate of creditable coverage, fr charge, frogn your group health plan or
health insurance issuer when you lose coverage
COBRA continuation coverage, when your COZ
before losing coverage, or if you request it up
health plans and policies from excluding clai

ge ceases, if you request it
coverage. The ACA prohibits
ng condition.

A.

Enforce your Rights

In addition to creating rights for plan pa
responsible for the operation of the emplo
“fiduciaries” of the plan, hav
participants and beneficiaries. your employer, your union, or any other person, may
fire you or otherwise discriminate ' any way to prevent you from obtaining a benefit or
exercising your rights

A
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If your claim for benefits it plan is denied or ignored, in whole or in part, you have a right

obtain copies of documents relating to the decision without charge, and

to Appe i certain time schedules. Please refer to the Grievances section.

Under you can take to enforce the above rights. For instance, if you request a
copy of latest annual report from the plan and do not receive them within 30 days,
you may eral court. In such a case, the court may require the Plan Administrator to

provide the material d pay you up to $110 a day until you receive the materials, unless the materials
were not sent e of reasons beyond the control of the Plan Administrator. If you have a claim for
benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court. In
addition, if you disagree with the plan’s decision or lack thereof concerning the qualified status of a
medical child support order, you may file suit in Federal court. If it should happen that plan fiduciaries
misuse the plan’s money, or if you are discriminated against for asserting your rights, you may seek
assistance from the U.S. Department of Labor. Or, you may file suit in a Federal court. The court will
decide who should pay court costs and legal fees. If you are successful the court may order the person
you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and
fees, for example, if it finds your claim is frivolous.

Group health plans and health insurance issuers, generally may not, under Federal law, restrict benefits
for any hospital length of stay in connection with childbirth for the mother or newborn child to less than
48 hours following a vaginal delivery, or less than 96 hours following a cesarean section. However,

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
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Federal law generally does not prohibit the mother’s or newborn’s attending provider, after consulting
with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and issuers may not, under Federal law, require that a provider obtain
authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96
hours).

Assistance with your Questions
A. If you have any questions about your plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of

Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.
B. You may also obtain certain publications about your rights and responsj
the publications hotline of the Employee Benefits Security Administrafj

es under ERISA by calling

Notice of Benefits under the Women’s Health and Cancer Rights

In accordance with the Women’s Health and Cancer Rights Act of 1998, PHP mus i efits to a Member
for certain services relating to a mastectomy.

reconstruction, PHP will provide Coverage for eligible expgf§® wing services and supplies:
A. all stages of reconstruction of the breast on whj :
B. surgery and reconstruction of the other breas
C. prosthesis; and
D. treatment of physical complications at a mastectomy, including lymphedemas

Coverage:
A. will be provided in a manner d n with the patient and the attending physician;
B. is subject to the Copays, Coins ibles that are applicable to similar benefits under

the Contract; and
C. will be provided regar
mastectomy.

This provision per Protected Health Information in accordance with the requirements of the
Health Insuranc ili ntability Act of 1996 and its implementing regulations.

2) e Issuer” is defined as it is in 45 C.F.R. 160.103, or any successor thereof.

3) “HIPAA” means the Health Insurance Portability and Accountability Act of 1996 and its implementing
regulations.

4) “Protected Health Information” is defined as it is in 45 C.F.R. 164.501, or any successor thereto.

B. Plan Administrator’s Certification Of Compliance
Prior to receiving any Protected Health Information, the Plan Administrator will certify that this provision
has been incorporated into the Plan documents and that the Plan Administrator agrees to abide by the
provisions herein. Neither the Plan, a Health Care Maintenance Organization, nor a Health Insurance
Issuer will disclose Protected Health Information to the Plan Administrator until the Plan Administrator
has provided the certification, as required by HIPAA.

Phone: 260-432-6690 | Toll Free: 1-800-982-6257
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C. Permitted Uses And Disclosures
PHP, and if Section B is satisfied, the Plan Administrator, may use or disclose Protected Health
Information to carry out Plan administration functions consistent with the requirements of HIPAA. Any
disclosure to and use by PHP of Protected Health Information will be subject to and consistent with the
provisions herein. PHP may use and disclose Protected Health Information to the extent necessary to
comply with its obligations under HIPAA.

D. Responsibilities And Undertakings

1) PHP will not use or further disclose Protected Health Information, except as permitted or required
by the Plan documents, as amended, or as required by law.

2) PHP will ensure that any agent, including any subcontractor to whom it provides Protected Health
Information, agree to the same conditions and restrictions that apply to PHP.

3) PHP will not use or disclose Protected Health Information for em ment-related actions or
decisions or in connection with any other benefit or Employee benefj n of the Plan Administrator
or PHP.

4) PHP will report to the Plan any use or disclosure of Protected H on that is inconsistent
with the uses and disclosures allowed under this provision promp i
use or disclosure.

information in accordance with 45 C.F.R. 164.524.
6) PHP will make an individual’s Protected Health Info
incorporate any amendments to the individual’
45 C.F.R. 164.526.
7) PHP will keep track of disclosures it may g nformation so that it can make
available the information required for the § plan to provide an accounting of disclosures
in accordance with 45 C.F.R. 164.5
8) PHP will make its internal practice records, relating to its use and disclosure of
Protected Health Information recei e
Department of Health and Human Ser

for amendment, and will
ation, in accordance with

d Health Information, in any form, received from
the Plan, and PHP will not ret information after the information is no longer needed
for the purpose fo i i re was made. If returning or destroying the information is not
osure of the information to those purposes that make the

10) S ecelves malntalns or transmits any eIectronlc protected health

gree to implement reasonable and appropriate security measures to protect the

ill report to the Plan any security incident of which it becomes aware.

11) PHP will report any reportable breach to the affected individual, HHS and, if applicable, the media.

12) PHP will not use genetic information for underwriting.

13) PHP will not use Protected Health Information for marketing or fundraising, nor will it sell Protected
Health Information.

E. Adequate Separation Between The Plan Sponsor And The Group Health Plan
As the covered entity, PHP, on behalf of the Plan does not provide Protected Health Information to the
Plan Administrator or its agents. PHP, on behalf of the Plan may disclose Protected Health Information
to business associates. PHP will comply with sections 2) through 5) below.
1) The Plan Administrator shall insure that the adequate separation between the group health plan and
the Plan Administrator is established.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
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2) All Employees, classes of Employees, or other workforce members as designated by the terms of
the plan document, who have access to Protected Health Information, have been trained to
appropriately handle Protected Health Information in accordance with the HIPAA privacy rules.

3) The Employees, classes of Employees or other workforce members identified in the plan document
will have access to Protected Health Information only to perform the Plan’s administration functions
that the Plan Sponsor provides for the Plan.

4) The Employees, classes of Employees or other workforce members identified in the plan document
will be subject to disciplinary action and sanctions, including termination of employment or affiliation
with the Plan Administrator for any use or disclosure of Protected Health Information that violates
the provisions herein. The Plan Administrator will promptly report any violation to the Plan, as
required by this provision. The Plan Administrator will also cooperate with the Plan to correct the
violation, to impose appropriate disciplinary action or sanctions on each Employee or other
workforce member causing the violation, and to mitigate any deleteri effect of the violation on
the individual whose privacy rights may have been compromised by violation.

5) The Plan Administrator will ensure that the provisions of this secj orted by reasonable
and appropriate security measures to the extent that the d access to electronic
protected health information.

No Surprises Act

the past, in addltlon to any out-of-network cost sharing yq work Provider or facility could
i ce bill. An unexpected balance

Starting in January 2022, new rules went into ef ou from surprise medical bills. These rules are
sometimes called the “No Surprises” rules. Thes

e Ban surprise medical bills for ven if you get them out-of-network and without
approval beforehand (Prior Auth

e Ban out-of-network cost- sharlng (li rk Coinsurance or copayment) for all Emergency and
some non-Emergenc . 't be charged more than in-network cost-sharing for these

services.

. -of-network Coinsurance or copayment) for all air ambulance
#n’t be charged more than in-network cost-sharing for these services
. and balance bills for supplemental care (like anesthesiology or radiology)

required to sign this ngiie or get care out-of-network.

e Provide that if the criteria of a continuity of care patient and are currently receiving treatment
for Covered He Services from a Provider that has a network status change from in-network to out-
of-network during your treatment and the Provider terminates, you may be eligible to request continued
care from your current Provider under the same provisions that would have applied prior to termination.
This provision would not apply to Provider terminations due to fraud or failure to meet quality standards.

To see if you are eligible for continued care under this provision, please contact us.

Also starting in January 2022, if you think your health plan’s decision to not pay part or all of a claim violates the
new surprise billing protections, you can Appeal that decision. You can use the external review process
described in the plan document and denial notices to request the external review of your plan’s decision to
determine if your claim is subject to the No Surprises Act. If a claim is subject to the No Surprises Act, the
Provider and PHP will follow the federal regulations to resolve any differences over the payment amount. This
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Foreword

policy will be administered in accordance with the No Surprises Act and applicable regulations and, to the extent
any provision of the Policy conflicts, the law will govern.

If you have a question about these new rules or believe the rules are not being followed, contact the “No
Surprises” Health Desk at 1-800-985-3059 or submit a complaint online at
https://www.cms.gov/nosurprises/consumers/complaints-about-medical-billing.

Contact PHP

Your satisfaction as a Member is very important to us. Please call us if you need a copy of the Contract or any
Amendment, or you have a question or concern about your Coverage or procedures you must follow. You can
reach our Customer Service Department during normal business hours as follows: (260) 432-6690, Extension
11; 1-800-982-6257, Extension 11; or custsvc @ phpni.com (e-mail).

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 %,
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Schedule of Benefits
Your Benefits at a Glance

==Y = {1 g T Lo S T=T T o =P 1
Medical Services iN @ DOCIOI'S OffiCE .......uuuuueuieiii s sssse s ssss s snsnsnnnnnnnnnnn 1
Diagnostic Services
e oA =TT AV 3 0= (=
Outpatient Surgical, Medical and Professional SEIVICES ..........ccouiiiiiiiiieiiie e et 2
Inpatient Surgical, Medical and ProfeSSional SEIVICES .......ccouuiiiiiiii et e e e e e s eneee s 2
EMErgency HEAITN SEIVICES .......oouiiiiiiiie ettt et ettt ekt e be e e ket e bt e e bt e e be e et e e e beeebeeenneeeeee 3
L0 1= gL =T =TS T=Y oY SO
F Y a1 oI =T q Yo=Y 4 o = R

Home Health Agency Services
Hospice Care and Services

Inpatient Transitional Care Unit Services (Skilled NUrsing) ..........cooceeievenieeneeencee e 4
Durable Medical Equipment (DME), Prosthetics, Orthotic Appliances and Ostom 105 i 4
Therapy Services (Rehabilitation Services/Habilitation Services) ........ccccccc.... dl........... d.........ccooieiiiieaaiieeane 5
Transplant Procedure SErviCes ... N . M rrrre e e ———— 6
Temporomandibular or Craniomandibular Joint Disorder and Craniomandibular J @S ...................
Matemity SEIVICES.....c.eviiiiiiiie e

Autism Spectrum Disorder (ASD) Services .........cccccvneeeiniieenne
Diabetes Services
Cancer Chemotherapy Treatment
Pediatric Neuropsychiatric Disorders ...........cccccceeeeeiinnnnne.
Approved Clinical TrialS.........cccevriireiiee e
Accidental Dental .........cccccoiviiiiiiiiiiiee e
Pediatric Vision ..........ccccovieeeiniiiccie e
Pediatric Dental Care ..........ccccceeiiiiiiiiiiiieecees
Outpatient Prescription Drugs .........c.cccceeenne... S
Behavioral Health and Mental Health and Subst
Telehealth Services
Gender Dysphoria ........cveveveeeeeieee e
Oral Surgery.....ccccocvevevceecnceeeenne. . S -
Gene Therapy

General EXClUSIONS.......ccceuuuiomuereeemennninnen

Eligibility ... YO - TR oo
General Enroliment Condition ; . e eeeeeeeeeeteseteeeeeeeesteseeeeessesesteseeeeeeteeettaeeeeeeeretntaaaaaeeerrrrraaaaaaaees 24
Newly Eligible PeLS@BaENrOIMEGIAAIT.............c.oe ittt ee et et et e et ee et e e bee s beeebeesnbeeanbeesnbeeenneesnbeesnneeans 24
New DependeglBBTTTONMENT ... K ... o e ettt ettt ettt e ettt e e et e e e s ab e e e e aa b et e e e b te e e e ae et e e aa b bt e e eabbe e e e ab e e e e anbeeeeanbeeeennnees 24
Special ENrGUIFTENT ... et e ettt e e s 25
N[OU{TeNToTaR  (Salgelllpe™ e[Sk RO 26
[SCTOCEBEY. 77 Tl I 26
Service Area RBQUIrEMENtS L ... 27
Obtaining Health Servigaadlll............... ... mn e e 28
Prior Authorization of Certain HEaAIN SEIVICES .........uuueueeeiiii s nnnnnnnnnan 28
IN-NETWORK CONDITIONS ......cooiiiiiiiiiiiieeeeee ettt ettt ettt et et ettt et e e e e e e ee et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeeenennees 29
Health SErviCes DY Par PrOVIAEIS.........coi ittt e e ettt e e e e e s et e e e e e e s essssaeeeeeeseanssaeeaeaeseannnsaeeeas 29
Verification of PartiCipation StAUS ............iiiieiiie et e e s e e e et e e e s e e e ettt e e e anteeeeenneeeeanneeenn 29
R LYo 0= L (o T Lo T A T = T 1V o (=Y ¢ 29
EMergency HEAITN SEIVICES .......couiiiiii ittt ettt bttt eb e s be e eneesabeesneean 29
Inpatient Emergency Health Services by NON-Par ProVIAEIS ...........ouoiiiiiiiiiii ittt 30
Conditions for Coverage of Certain Health SEIVICES ...........oiiiiiiiiiii e 30
ACCESS 10 HBAITN SOIVICES.......coeeeieeeeeeeeeeeeeeeeeee ettt ettt ettt ee et e e et e e e e e e eeeeeeeeeeseasaeseeesesesesesesesesnsnsnnne 30
OUT-OF -NETWORK CONDITIONS .. ..ottt eeeeeeeeeeeeeeeesssesssssesssssssssssssesssssssssesssssssssssssesssssssssssssssssnsesnsnnnes 31
Health Services Obtained from NON-Par PrOVIAEIS..........uuuuuueeiiiiiiiiiiii s sasssssssnsnsssasssnsnsnsnnnnnnn 31
[\ (o) ([T N o) i o (=Yoo 7= Lo Y USRS 32
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2 L= 11T 10T == 1 1= o O 33

L Tl (o) o [T =T VTt SRR 33
NON-Par PrOVIAEr SEIVICES ... .ottt ettt ettt et s et e bt e st e e ean e e st e e eaneesateenneeans 33
Filing a Claim for NON-Par ProVider SEIVICES. ......cccuuiiiiiiee ettt et e e et e e e et e e e aneeeeeeaneeeeeennes 34
Lo oTW g =To I @] o P T (o =R B (= TR PPRRPI 34
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Refer to the Schedule of Benefits for specific benefit information.

Medical Services in a Doctor’s Office

We will Cover Health Services provided in a Doctor’s office. A Doctor must order and provide or direct such
services. A Deductible or an additional Copay or Coinsurance may apply for certain diagnostic, lab or x-ray
services as set forth in the Contract.

Diagnostic Services

When specific symptoms exist, we will Cover routine diagnostic services performed to diagnose a medical
condition, as ordered by a Doctor. A Doctor must perform such services, which include:
A. routine radiology services, such as but not limited to: chest x-ray or MRI; g
B. routine lab services, such as but not limited to: pregnancy test; blood te r urine test.

We will Cover biomarker testing when ordered and performed or direct
diagnosis, treatment, management and monitoring of a Member’s disease or
is supported by medical and scientific evidence, including but not limited to:
labeled indications for a test approved or cleared by the United States Food and Drug Administration;
indicated tests for a drug approved by the United States Food and Drug Administration;

a warning or precaution on the label of a drug approved by the United States Food and Drug
Administration; PV N *

a national coverage determination of the Centers for Medicare and Medicaid Services (CMS);

a local coverage determination of a Medicare administrative contractor; or

nationally recognized clinical practice guidelines or consensus statements.

r for the purposes of
when bi@mnarker testing

mmo oW

Preventive Care

PHP covers a comprehensive range of preventive i cluding the preventive services required by
ave symptoms or a history of the health problem,
Th&e are no cost-sharing (Copay, Coinsurance or
if you visit a Participating Provider. If you visit a non-
Par Provider for preventive cargas ract covers out-of-network services, then you shall pay
the normal cost-sharing as shd e of Benefits. If this Contract does not cover out-of-network
services, then preventive care ¢ i m a non-Par Provider will not be Covered.

which is the subject of the office or
Deductible) requirements associated with

If you have current
visit, you must p
purpose of the
amount shown
Services receive

Etory of a health problem, which is the subject of the office or outpatient
amount shown on your Schedule of Benefits. Similarly, if the primary
is for reasons other than preventive care, you must pay the cost sharing
Benefits even if you received Covered preventive services during the visit.
ice or outpatient setting are not preventive care services.

Covered preventive cay

A. services with an "A” or “B” rating as described in the United States Preventive Services Task Force
(“USPSTF”) recommendations;

B. immunizations as described in the Advisory Committee on Immunization Practices (“ACIP”) of the
Centers for Disease Control and Prevention;

C. services described in certain guidelines for infants, children, adolescents and women supported by the
Health Resource and Services Administration (‘HRSA”); and

D. services described in the Women’s Preventive Services Guidelines of the HRSA.

PHP will Cover, in addition to the Federal requirements above, the following services as preventive care to the
extent required by Indiana law:
A. mammography screenings as follows:
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1) at least one (1) baseline breast cancer screening mammography for a member at least thirty-five
(35) years of age but less than forty (40) years of age;
2) one (1) breast cancer screening mammography performed annually for a member that is less than
forty (40) years of age and is a woman at risk;
3) one (1) breast cancer screening mammography performed annually for a member that is at least
forty (40) years of age;
4) any additional mammography views that are required for proper evaluation; and
5) ultrasound services, if determined medically necessary by the physician for the member.
B. prostate specific antigen tests as follows:
1) atleast one (1) prostate specific antigen test annually for a member at least fifty (50) years of age;
and
2) atleast one (1) prostate specific antigen test annually for a member that is less than fifty (50) years
of age who is at high risk for prostate cancer according to the America ncer Society guidelines.
C. routine colorectal cancer examinations, related laboratory tests, and a folld-up colonoscopy as a result
of a positive colorectal cancer screening test. For those Members u of 45, such services
are Covered as preventive only if they provide us with appropriate tation demonstratlng
they are at high risk for colorectal cancer according to the most r i elines of the
American Cancer Society; and
D. newborn infant screenings including, but not limited to, Adrenoleukodystro

To the extent treatments or services are not determined to be prev e care, the eatments or services may
be Covered under other terms of this Contract. Please ngjg ter these preventive care
benefits consistently with Federal and/or State regulatiog d/or standards must be met

for PHP to consider such services “preventive” with ng equirements by you. Services
that exceed the applicable preventive care thresholds@ag ect to normal cost-sharing. For example, if
you are eligible to receive an annual preventive ¢ ed colorectal cancer screening, but receive two

such screenings in a Calendar Year, the first s j Qe reimbursed as preventive care with no cost-
sharing requirements required by you. You mus
Benefits for the second screening.

If you have questions about benefits t r this Preventive Care section, you may contact
PHP’s Customer Service Department: (26 tension 11; (800) 982-6257, Extension 11; (260) 432-
0493 (fax); custsvc@phpni.cg, il); .phpnl.com. You can also view the Federal Government’s
websites, including: ' askforce.org, www.cdc.gov/vaccines/acip/index.html or

www.hrsa.gov.

Outpatient Surgj i Professional Services

We will Cover o i es provided in a Hospital; Alternate Facility; lab; or x-ray facility. A Doctor
must order and i i

Outpatient services include:

A. treatment of Inj ickness, such as but not limited to: operating room services; diagnostic tests,
including allergy 1esting; therapeutic services, including dialysis and infusion therapy; Health Services
to treat diabetes; Reconstructive Surgery; Health Services to treat complications of Substance Use
Disorder; medications and dressings; and non-disposable medical supplies.

B. medical care, such as but not limited to: well-baby care; physical exams; colonoscopies; voluntary family
planning and Routine Immunizations.

C. radiation therapy services.

Inpatient Surgical, Medical and Professional Services

We will Cover inpatient Health Services for Confinement in a Hospital or other facility we approve. Certain
Health Services received during Confinement are subject to separate benefit restrictions and/or
Copays/Coinsurance such as but not limited to rehab services.
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Inpatient Services include:

A. treatment of an Injury or Sickness, such as but not limited to: diagnostic tests; therapeutic services,
including dialysis and infusion therapy; Health Services to treat diabetes; Reconstructive Surgery; Health
Services to treat complications of Substance Use Disorder; medications; and dressings.

B. Semi-private Room or, if supported by Medical Necessity, an intensive specialty care unit room or a
private room. No more than one room rate per day is Covered.

C. related services and supplies, such as but not limited to operating room charges.

Emergency Health Services

We will Cover Emergency Health Services:
A. provided by a Par or non-Par Provider in a Hospital Emergency room or freeglanding Emergency facility
as In-Network Benefits. The Emergency room Copay is waived if you are itted on an inpatient basis
for the same condition within 24 hours of treatment.
B. totreat an Injury or Sickness provided in an Urgent Care Center.

The Contract does not Cover non-Emergency Health Services received in i ency room or
freestanding Emergency facility. Certain Health Services may be subject to i
elsewhere in the Contract.

Urgent Care Services

Urgent Care is the treatment of an unexpected Sicknes
prompt medical attention. Urgent Care services are
call for the use of a Hospital Emergency room. Urgen ces received in a Hospital Emergency room
are not Covered. Urgent Care services receive in tNEgE@Yice Area must be received at a Par Provider to
be Covered as In-Network Benefits.

Ambulance Service

The Contract Covers ambulance servic licensed ambulance service for:
A. Emergency ambulance transporta est Hospital where Emergency Health Services can be

if such service is:
1) recommended by a
2) Medically Necessa
3) approv

Home Health

Such services, clude p@ate duty nursing services, must be ordered by a Doctor and provided by a
licensed registered nurse in yglf residence. The Contract does not Cover Custodial Care. Covered services
are limited to those whj Id be performed if you were Confined to the home for medical reasons and
physically unable to obtain needed medical services on an outpatient basis.

Hospice Care and Services

We will Cover inpatient and outpatient Hospice Care and Services related to or resulting from a Member’s
terminal Sickness when:

A. a Doctor recommends such services;

B. a Doctor certifies the Member to be terminally ill with twelve months or less to live;

C. you receive such services in a Hospice Facility or in the home by a Hospice Care Agency; and

D. a Provider orders, arranges or provides the services.

There is no Coverage under this Contract for:
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funeral arrangements;

bereavement, pastoral or legal counseling;
homemaker or Care Taker Services; or
Respite Care.

oDOw»

Health Services that would otherwise require Confinement in:

A. aHospital;

B. an Approved Inpatient Transitional Care Unit; or

C. aHome Health Agency;
are subject to separate benefit restrictions and/or Copays/Coinsurance. These are described elsewhere in the
Contract, for example, the number of Home Health Agency days.

Inpatient Transitional Care Unit Services (Skilled Nursing)

We will Cover Confinement in an Approved Inpatient Transitional Care Unit whe
is:
A. limited to care and treatment of an Injury or Sickness in lieu of an a
B. provided for a Semi-private Room, related services and other supplies:

Certain Health Services rendered during Confinement are su restrictions and/or
Copay/Coinsurance described elsewhere in the Contract such as b ervices. This Contract
does not Cover Custodial Care.

Durable Medical Equipment (DME), Prostheticg i and Ostomy Supplies

We will Cover:
A. DME, prosthetics, Orthotic Appliances o giProvided by a Provider for use outside a Hospital

or Approved Inpatient Transitional Care

B. Ostomy Supplies obtained from a Provide

C. a prosthetic arm, hand, leg or f Device that is part of a prosthesis), including the

d provided by a Provider when your physician
re or maintain your ability to perform activities of daily
living or essential job related activi

D. Custom molded foot o obtaineO\@ith a Prescription and placed in shoes to support or help control

Wearable cardioverter d ding ongoing monitoring services and accessories; and

nm

Standard wi 48t standard wig following cancer chemotherapy treatment, not to exceed
one per C consider a “standard wig” to be one that is valued at $250 or less. Wigs
costing are considered to be purchased for cosmetic reasons and are, generally,
not Cov ically Necessary wig that exceeds $250 requires Prior Authorization from

r rental of an item based on Medical Necessity or change in medical condition, as
we determine, and appropriate for your Basic Health Needs;

B. replacement of a prosthetic device while you are a Member only if Medically Necessary;

C. repair or replacement, at our discretion, of an item rather than Cover the purchase of a new item. The
cost to repair an item is limited to the replacement cost of such item; and

D. supplies associated with the initial purchase, repair or replacement of an item (excluding diabetic
supplies, as they are Covered elsewhere in this Contract).

This Contract does not Cover:
A. items/features which merely contribute to your convenience, such as but not limited to: electric
wheelchairs; motor vehicles; scooters; lifts for wheelchairs; and the like;
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thermal or cooling devices, such as but not limited to, Game Ready Accelerated Recovery System,
Cryo/Cuff by Aircast, and AutoChill Accessory Kit by Aircast, except in accordance with our guidelines;
pneumatic compression devices unless otherwise authorized and in accordance with PHP’s medical
policies;

batteries needed to operate any item;

items which are ordered and/or fitted that you did not take possession of while a Covered Member under
the Contract;

F. items ordered and/or fitted before your effective date of Coverage; and

G. the repair of items damaged due to negligence, abuse, excessive wear and tear or misuse.

mo o

If a Member pays an online retailer for medically prescribed Covered Durable Medical Equipment (like Amazon),
the Member may submit evidence of such payment to PHP within 90 days from the date of service, together
with the claim information, including, but not limited to, Member identification, datg#ef service, metric quantity
dispensed, days’ supply, amount paid, and the prescribing Physician. PHP evaluate such claim and
determine, in its sole discretion, if the claim is otherwise reimbursable under the Policy, including
all limitations, exclusions, and cost sharing provisions; provided, however, stance will PHP pay
more than the amount that would have been payable if provided under o i i ider contract.
Shipping and handling charges are excluded from reimbursement.

A. a Doctor orders;

B. a Provider or Facility provides;

C. will result, in the judgment of a Par Doctor an€
a reasonable period of time after the star

D. are Medically Necessary.

actical imBrovement of your condition within
; and

The Contract limits Coverage to the following:

A. Physical therapy given to relieve Y@ nction, and to prevent disability following illness, injury,
i sical means, hydrotherapy, heat, or similar modalities,
-physiological principles and devices. Such therapy is given
ent disability following illness, injury, or loss of a body part.
Dwing: maintenance therapy to delay or minimize muscular
ing from a chronic disease or illness; repetitive exercise to improve
and increase endurance (including assistance with walking for weak or
ption and passive exercises that are not related to restoration of a specific
aintaining a range of motion in paralyzed extremities; general exercise
rasound and heat treatments for pulmonary conditions; diapulse; work

physical agents, bio-
to relieve pain, restore
The Contract does not
deteriorationg tients

hardening.

B. Speech thera e correction of a speech impairment.

C. Occupational therapy for the treatment of a physically disabled person by means of constructive
activities to promote the restoration of the person’s ability to satisfactorily accomplish the ordinary tasks
of daily living and those tasks required by the person’s particular occupational role. Occupational therapy
does not include diversional, recreational, vocational therapies (e.g. hobbies, arts and crafts). Non
Covered Health Services include but are not limited to: supplies (looms, ceramic tiles, leather, utensils);
therapy to improve or restore functions that could be expected to improve as the patient resumes normal
activities again; general exercises to promote overall fithess and flexibility; therapy to improve
motivation; suction therapy for newborns (feeding machines); soft tissue mobilization (visceral
manipulation or visceral soft tissue manipulation), augmented soft tissue mobilization, myofascial;
adaptions to the home such as rampways, door widening, automobile adaptors, kitchen adaptation and
other types of similar equipment.
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D. Manipulation Therapy includes Osteopathic/Chiropractic Manipulation Therapy used for treating
problems associated with bones, joints and the back. The two therapies are similar. Chiropractic therapy
focuses on the joints of the spine and the nervous system. Osteopathic therapy includes equal emphasis
on the joints and surrounding muscles, tendons and ligaments. Manipulations, whether performed and
billed as the only procedure or manipulations performed in conjunction with an exam and billed as an
office visit, will be counted toward any maximum for Manipulation Therapy services as specified in the
Schedule of Benefits. The Contract does not Cover Manipulation Therapy services rendered in the home
as part of Home Care Services. Experimental, Investigational and Unproven Services, such as but not
limited to: VAXD; Lordex; ART; DRS; and posture pump are not Covered.

Other Therapy Services
A. Cardiac rehabilitation to restore an individual’s functional status after a cardiac event. It is a program

meet our guidelines to be Covered.
B. Pulmonary rehabilitation to restore an individual’s functional stat

not elsewhere classified, and other counseling. Pul
rehabilitation setting is not a Covered Service.

The Contract does not Cover therapy services, either a
treating chronic conditions for which there is no reasog

Transplant Procedure Services

We will Cover select inpatient and outpatient ser
cell transplants. Services must be ordered, plan arranged by a Doctor and performed at a
Designated Transplant Center of Exce, lence). Transplant services performed at a non-
Center of Excellence are not Covere splaMs do not need to be performed at a Center of
Excellence, but must meet all other guide . ters of Excellence shall be defined by us. Transplant
coverage may be deferred to agd governed ed third-party transplant manager, specializing in such
transplants.

A.
B. perimental, Investigational, or Unproven by PHP, or our contracted third-

n¥al or animal organs; and
ntracted third-party transplant manager, in advance.

Co

We provide Coverage ital and medical expenses related to an unrelated donor search (donor organ,
donor tissue or prospective donor) limited to a $30,000 benefit limit per transplant procedure, but only if our
guidelines are met.

Hospital and medical expenses for a donor or donor organ are Covered except:
A. no Coverage is provided for the purchase of an organ or donor tissue if the organ or donor tissue is sold
rather than donated; and
B. no Coverage is provided for donor expenses when the recipient is not a Member.

Unless excluded below, Coverage will be provided for expenses for travel to and lodging near a Center of
Excellence for an eligible transplant candidate and companion under the following limitations:
A. The Center of Excellence is more than 50 miles from the Member’s home address;
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Travel will be Covered for the Member and one companion, unless the Member is 18 years old or
younger, in which case two companions’ travel expenses will be covered;

Travel expenses will include: automobile mileage at the current IRS rate, flights (economy or coach
seats only) and hotel rooms;

All travel expenses, taken together, for any one transplant procedure may not exceed $10,000; and
Only those travel expenses associated with the actual transplant procedure will be Covered, but will not
be reimbursed until after the transplant procedure occurs.

mo o

Non-Covered services for transportation and lodging include, but are not limited to the following:

Entertainment, including in-room video and/or movie entert
Travel expenses for donor companion/caregiver; ang
Return visits for the donor for a treatment of a cog

A. Meals;

B. Child care;

C. Mileage within the medical transplant facility city;

D. Rental cars, buses, taxis, or shuttle services, unless authorized in advancedy us;
E. Frequent flyer miles;

F. Coupons, vouchers, or any travel upgrades;

G. Prepayments or deposits;

H. Services for a condition that is not directly related, or a direct result,
I. Telephone calls;

J. Laundry;

K. Postage;

L.

M.

N.

Temporomandibular or Craniomandibula i der and Craniomandibular Jaw Disorder
Services

Benefits are provided for temporomandi the lower jaw to the temporal bone at the side of
isorders. Covered services must be provided
according to our guidelines, reqwre Pri n and are limited to Medically Necessary services,
including certain surgeries, injeghions, mamp [ appliances. Covered Services do not include Cosmetic
Procedures or services, fixed O es that involve movement or repositioning of the teeth, repair
of teeth (fillings), or prosthetics i ). Braces for teeth, experimental services and non-

Medically Necessary services a

We provide benefits for ient stay at a Hospital of at least:
A. 48 hours for th er and newborn following a normal vaginal delivery; or
B. 96 hours for the mother and newborn following a cesarean birth.

An authorization is required for a Hospital stay in excess of 48 hours or 96 hours.

A shorter stay is allowed if the mother and attending Doctor together decide that further inpatient stay is not
necessary for the mother or newborn. When a shorter stay is elected, PHP will Cover one at-home visit for the
mother and newborn that shall be conducted within 48 hours after Hospital discharge. This visit must:
A. be ordered by the Doctor and performed by a licensed registered nurse or a licensed advance practice
nurse;
B. be approved in writing in advance by PHP; and
C. be performed at the mother’s choice, at the mother’s residence or at the Provider’s facility or office.
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Autism Spectrum Disorder (ASD) Services

We Cover ASD services that are prescribed by a Member’s treating Doctor in accordance with a treatment plan.
Any exclusion within the Contract that is inconsistent with the treatment plan does not apply.

Coverage provided for ASD will not be subject to dollar limits, Deductibles or Copays/Coinsurance that are less
favorable than the dollar limits, Deductibles or Copays/Coinsurance that apply to physical iliness generally under
the Contract.

Diabetes Services

We will Cover Health Services and self-management training for diabetes that is:
A. Medically Necessary; and
B. ordered and provided by or under the direction of a Provider.

Cancer Chemotherapy Treatment

We will Cover cancer chemotherapy treatment when ordered by and provide

Pediatric Neuropsychiatric Disorders

syndrome (PANS) including treatment with intravenous i
or under the direction of, a Doctor.

Coverage provided for PANDAS or PANS will not
that are less favorable than the dollar limits, De
Contract.

Approved Clinical Trials

as part of an approved clinical trial if such services are
. The approved clinical trial must be a Phase I, II, 11l or

We will Cover services for routine patien

od to prevent, diagnose or treat a cancer or other life-

1) thereisn non-investigational alternative care method;

2) availa Q@tical data provides a reasonable basis from which to believe that the care
met [ Qe Ch study is at least as effective as any non-investigational alternative care

study have:
1) received trajpi providing the care method;
2) expertise i iding the type of care required for the research study; and
3) experience providing the type of care required for the research study to a sufficient volume of
patients to maintain expertise;
C. be conducted to scientifically determine the best care method to prevent, diagnose, or treat the cancer
or life-threatening disease or condition; and
D. be approved or funded by one of the following:
1) A National Institutes of Health institute;
2) A cooperative group of research facilities that has an established peer review program that is
approved by a National Institutes of Health institute or center;
3) The United States Food and Drug Administration;
4) The United States Department of Veterans Affairs;
5) The United States Department of Defense;
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6) The institutional review board of an institution located in Indiana that has a multiple project
assurance contract approved by the National Institutes of Health Office for Protection from Research
Risks as provided in 45 CFR 46.1083;

7) Aresearch entity that meets eligibility criteria for a support grant from a National Institutes of Health
Center.

“Routine care cost” means the cost of Medically Necessary services related to the care method that is under
evaluation in an approved clinical trial. It does not include and we will not Cover the following:

A. The health care service, item, or investigational drug that is the subject of the clinical trial.

B. Any treatment modality that is not part of the usual and customary standard of care required to
administer or support the health care service, item, or investigational drug that is the subject of the
clinical trial.

C. Any health care service, item, or drug provided solely to satisfy data colle
are not used in the direct clinical management of the patient.

D. Aninvestigational drug or device that has not been approved for mar jted States Food and
Drug Administration.

E. Transportation, lodging, food, or other expenses for the patient or i companion of
the patient that are associated with travel to or from a facility where a

F. A service, item, or drug that is provided by a clinical trial sponsor free of ny patient.

G. Aservice, item or drug that is eligible for reimbursement
policy of accident and sickness insurance, including the s

and analysis needs that

clinical trials. All utilization management rules and co ) id¥s that apply to routine care for members not
in approved clinical trials will also apply to routin

Accidental Dental

We Cover Health Services, Emergen 1 Urgent Care services for dental work and oral
surgery, including such services rende
A. Medically Necessary;
B. for the initial repair of
accident; and
C. not excessive in scop i ity to provide safe, adequate, and appropriate treatment
without adversely affect : ondition.

natural teeth, mouth or face required as a result of an

Injury as a result
dental work to r
of the accident.
obtain initial ser
begin within 3 months of the
as determined by us.

eating is not considered an accidental injury and is not covered. “Initial”
accident means those services performed within 12 months of the date
¥to be Covered under this Accidental Dental benefit, the Member must

dent. These timeframes can be extended if extenuating circumstances exist,

Services provided under this Accidental Dental benefit must meet our guidelines, require Prior Authorization and
require a certified treatment plan by the treating Dentist or oral surgeon. The certified treatment plan must strictly
include only those procedures addressing the health or dental problems caused by the accident. Services
Covered under the Accidental Dental benefit include, but are not limited to:

Emergency Treatment;

Oral examinations;

Diagnostic examinations;

Endodontic (root canal) treatment;

Temporary splinting of teeth;

Simple minimal restorative procedures (fillings);

mmoow>
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Extractions of the affected, injured teeth;

Post-traumatic crowns if such are the clinically-accepted treatment;

Replacement of a lost tooth due to injury by implant, dentures or bridges;

Prosthetic services, unless such services are provided for any temporary prosthesis, including, but not
limited to, partial or full dentures or bridges;

Oral surgery;

Mandibular/maxillary reconstruction; and

. Anesthesia.

C—IQ@
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Treatment for the following will not be covered under the Accidental Dental benefit:
Services that do not meet our guidelines;
Services that are not Prior Authorized;

The manipulative, corrective or cosmetic adjustment of the teeth or orthodonj@ services, unless Covered

mo owp»

elsewhere;
Injuries resulting from activities of daily living (i.e., chewing, biting or
Development problems, malocclusion, mal-aligned teeth, caries, u ingivitis or other non-

accidental injury related conditions; and
F. Repair to bridges and/or crowns.

All expenses associated with this Accidental Dental benefit shall cidental injury.

Pediatric Vision

The benefits provided under this pediatric vision provigg ivi to, but not including, the age
of 19. We do not Cover vision services for individual &ch the age of 19. Refer to the Schedule of
Benefits for specific benefit information and appli
covered items and/or services: one routine eye € Ao ati ery Calendar Year; one pair of standard eyeglass
lenses or contact lenses every Calendar Year; o :
benefit available in lieu of eyeglasses).

We consider a “standard frame” to be
amount are considered to be purchase

t exC€ed the price of $130. Frames in excess of such
easons and are not Covered. However, a Medically

our guidelines.

Members are responsible for
copayments for opti tments. If you go to a non-Par Provider, the non-Par Provider may send
at may exceed what we paid (to the extent we made a payment at all). It
iS your responsi ss amounts, which can be significant. Your out-of-pocket costs are likely
to be less if you
If you travel internationally to ive benefits under this Section, you or your non-Par Provider must submit an
explanation of medical y for such services. It is our discretion to determine whether such services are
Medically Necessary. Non-Medically Necessary services are not Covered at all. You will be responsible for

paying the full amount charged by such non-Par Providers, which can be significant.

Providers located outside the United States and its Territories are non-Par Providers and are under no obligation
to file claims on your behalf. This means that you may have to pay, in full, for the services you receive and then
submit a claim to us. Normal cost sharing applies if such Member “prepayment” is required or not. We will
reimburse only the Medically Necessary expenses, to a limited degree: exam, single vision lenses, bifocal
lenses, trifocal lenses, lenticular lenses, contact lenses, Medically Necessary contact lenses, or frames. We will
not Cover travel, lodging, food, entertainment or any other expenses you have when you travel internationally
to see a non-Par Provider. You most likely will have significant cost savings if you choose a Par Provider located
within our Service Area.
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The exclusions below apply to all benefits under this pediatric vision provision. Although we may list a specific
service as a benefit, we will not Cover it unless we determine that it is necessary for the prevention, diagnosis,
care or treatment of a Covered condition.

We do not Cover the following:

A. Services received by individuals age 19 or older.

B. Any vision service, treatment or materials not specifically listed as a covered service in this Section or

in the Schedule of Benefits.

C. Services and materials not meeting accepted standards of optometric practice.

D. Any services or materials that are strictly cosmetic in nature, including, but not limited to, charges for
“designer” or “collection” materials, i.e., frames or certain types of contact lenses (eye-color changing),
charges for personalization or characterization of prosthetic appliances.
Services or materials provided as a result of intentionally self-inflicted injg§’or self-inflicted iliness.

Services or materials provided to repair or replace materials d indentionally or due to
negligence, abuse, excessive wear and tear or misuse.
Services or materials provided as a result of injuries suffered while ¢ itd ing to commit
a felony, engaging in an illegal occupation or participating in a riot, rebe i
Office infection control charges.

State or territorial taxes on vision services performed.

Visual therapy.

Special lens design or coatings other than as desctj
Replacement of lost or stolen eyewear.
Non-prescription (Plano) lenses.

Two pairs of eyeglasses in lieu of bifocals.
Services not performed by licensed pers
Prosthetic devices and services.
Insurance of contact lenses.

nm

thi tion or Schedule of Benefits.

WIDOUVOZErAE~I O

Travel, lodging, food, entertai ense you may have when traveling to receive
services under this Section.

Pediatric Dental Care

PHP Covers the following Ped
services are necessary for the
generally accepted

to members until they turn age 19 if PHP determines the
gnosis, care, or treatment of a Covered condition and meet

PHP Covers the iatri fits through a network of Par Dentists. Your out-of-pocket costs are likely
to be less if you o has agreed to accept reimbursements from us as full payment. If you
go to a non-Par e responsible for the applicable cost sharing as shown on your Schedule of
Benefits. We will reimburse t on-Par Dentist based on a “Reasonable and Customary Charge,” as defined
elsewhere in this Contr may cover only a portion of the non-Par Dentist’s charges. This means the non-
Par Dentist may send yout a bill and collect on any outstanding charges. It is your responsibility to pay such
outstanding amounts, which do not count toward the applicable Deductible or Out-of-Pocket Limit. A list of Par
Dentists will be provided to you, upon request, or can be viewed on our website at www.phpni.com. If your
Dentist has questions about his or her participation status, he or she can contact us.

Covered Dental Care includes:
A. Basic Dental Care. Limited to:
« Two oral examinations, cleanings, and fluoride treatments per Calendar Year; and
« Two sets of bitewing x-rays per Calendar Year.
B. Other Dental Care. Includes:
o One full mouth or panorex x-ray every five Calendar Years;
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« Tooth extractions and restorative dentistry;
« Periodontics, endodontics, and prosthodontics; and
e Sealants.

C. Medically Necessary Orthodontia. Services, treatments and procedures to correct malposed teeth.
Medically Necessary orthodontia may be Covered if it meets our guidelines. You must submit to us a
treatment plan from a Dentist prior to receiving any orthodontic treatment to make sure it is Covered.

The following Health Services and expenses directly or indirectly related to such services are not Covered.

A. Dental Care listed in A, B and C above provided by a non-Par Dentist, except for Referred services (as

defined in the Contract).

B. Dental Care performed or appliances ordered and fitted prior to Your Effective Date of Coverage; or
appliances ordered while you were Covered but not delivered and installed prior to your termination of
Coverage.

Dental supplies or devices for home care use.

General anesthesia charges when used during simple extractions or n
Administration of nitrous oxide or other inhaled anesthetic or analgegg
Any temporary prosthesis, in anticipation of a more permanent pro
partial or full dentures or bridges.

urgical procedures.
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Charges for dental implants, myofunctional therapy, Jai alysis, or athletic
mouthguards.

Dental Care for Cosmetic purposes.
Replacement of lost, stolen, misplaced, duplicate
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. Cosmetic Orthodontia.

Outpatient Prescription Drugs

We will Cover outpatient Prescriptio
Pharmacy, Specialty Pharmacy or thro Order Drug Provider as set forth in the Schedule of
Benefits. Prescription Drugs must be Me ary and, when required by us, Prior Authorized in

Prescriptions filled at non-Par
except in the event of an

rough non-Par Mail Order Drug Providers are not Covered,
specified in the Contract. Under this exception, your

Prescriber, Par Ph

a claim accompanied by su ing documents to PHP for Coverage consideration.

Member Responsibility

A. any applicable Copay/Coinsurance or Deductible or, if less than any Copay/Coinsurance or Deductible,
the Provider's Reasonable and Customary Charge;

B. Additional Charge (if any);

C. 100% of the cost of a Prescription Drug when Step Therapy is not followed, unless you or your Doctor

have requested, and PHP has granted, a Step Therapy exception (see the section “Step Therapy

Protocol Exception”);

100% of the cost of drugs or supplies not Covered;

100% of the cost of that portion of a Prescription Drug that exceeds the Contract’s dispensing limits; and

100% of the cost of Covered Prescription Drugs when you fail to show your I.D. card.

mmo

Phone: 260-432-6690 | Toll Free: 1-800-982-6257

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 ‘
phpni.com

PHP

PUBLISHED 2026 Page 12



When the Outpatient Prescription Drugs benefit has an applicable Copay, we use a five-tier system that takes
into consideration a number of factors, including the usage, cost and clinical effectiveness of Prescription Drugs.
We recommend that you check the Schedule of Benefits, which will identify the applicable Deductible, Copay
and/or Coinsurance whether or not the tier system applies to your benefit.

Tier 1 (preferred Generic Drugs) — this tier typically has the lowest Copays and/or the lowest Coinsurance. It
includes some Generic Drugs and may include other low cost drugs.

Tier 2 (non-preferred Generic Drugs) — this tier typically has Copays and/or Coinsurance that are higher than
Tier 1, but lower than all other tiers. It includes some Generic Drugs and may include other low-cost drugs.

Tier 3 (preferred Brand Drugs) — this tier typically has Copays and/or Coinsurance higher than those in Tier 1 or
Tier 2. This tier includes some Brand Name Drugs and other high-cost drugs, but,may also include Generic
Drugs.

Tier 4 (non-preferred Brand Drugs) — this tier typically has Deductibles an and/or Coinsurance
higher than all other tiers except for Tier 5. It includes some Brand Name cost drugs, but
may also include Generic Drugs.

Specialty Drugs, high-cost drugs and may also include generic d In this tier are limited
up to a 30-day supply, except when a manufacturer’s packaging fu

Your share of the cost of Prescription Drugs may vary ¢ rescription Drug is in when
your Prescription is filled. The higher the tier, the mg to pay for a Prescription Drug.
Please refer to the Schedule of Benefits for applicab g. The use of Generic Drugs/Prescription

drposes. Such use does not guarantee where
Plan Year, we may change the placement of a
particular Prescription Drug among the tiers. Thi )
such potential tier-status changes, the amount yo pay for a particular Prescription Drug may be
lower or higher than what you may hav. i rticular Prescription Drug. If you have questions
about the tier status of a Prescription D ge you to contact our Customer Service department or
to check our website at www.phpni.com.

\ gs. Depending on the applicable tier, Generic Drugs offer
you more affordability than do B , . Please note that not all strengths and formulations of Generic

Drugs have the same tier status. ption'Wrugs will be dispensed as ordered by your Prescriber. You may
ask for (or the Pres Brand Name Drug. However, if a Generic Drug is available, you will have
to pay the differe, een Brand Name Drug and the Generic Drug, plus the applicable Copay

(see, Schedule
safety, strength
quality.

p Generic Drugs, by law, must meet the same regulatory standards for
ing Generic Drugs generally saves you money, yet provides the same

You must present your rd to the Par Pharmacy when filling a Prescription Drug. The Par Pharmacy will
file your claim with us on your behalf. You may be charged cost-sharing at the point of purchase. If you do not
present your |.D. card, you will have to pay 100% of the cost of Covered Prescription Drugs. Prescription benefits
may be subject to additional cost-sharing as described in this Certificate.

Members are required under this Contract to pay the applicable cost sharing, which includes the Deductible,
Copays or Coinsurance as shown on the Schedule of Benefits. The requirement to pay the applicable cost
sharing (Deductible, Copays or Coinsurance) cannot be waived by a Provider, a Pharmacy or anyone else under
any “fee forgiveness,” “not out-of-pocket,” “discount program,” “coupon program” or similar arrangement. To the
extent a Provider, Pharmacy or third party (other than family) waives, discounts, reduces, or indirectly pays the
required cost sharing (Deductible, Copays, Coinsurance) for a particular claim, the applicable cost sharing met
by the Member on the claim will be reduced to reflect the amount of such waiver, discount, reduction or third-
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party payment. Furthermore, the total amount accumulated toward any overall Deductible and/or maximum Out-
of-Pocket amounts as shown on the Schedule of Benefits will be reduced by the amount of such waiver, discount,
reduction or third-party payment. If Copay assistance is used by a Member, then PHP maintains the right to
receive the Copay assistance amounts from Providers.

If a Prescription includes more than one Covered Prescription Drug, a separate Copay or Coinsurance will apply
to each Prescription Drug.

If a Member pays a Participating Pharmacy for a medically prescribed Covered Prescription Drug using a pricing
application (like GoodRX), the Member may submit evidence of such payment to PHP within 90 days from the
date of service, together with the claim information, including, but not limited to, Member identification, date of
service, metric quantity dispensed, days’ supply, amount paid, and the prescribing Physician. PHP will evaluate
such claim and determine, in its sole discretion, if the claim is otherwise reimbursaple under the terms of the
Policy, including all limitations, exclusions, and cost sharing provisions; piged, however, under no
circumstance will PHP pay more than the amount that would have been payabl rovided under our pharmacy

Step Therapy Protocol Exception

If you or your Doctor want to request an exception for a Prescripj
Step Therapy Protocol, you or your Doctor can contact us by calli
with a copy of the form for requesting a protocol exception.

ed according to the
d we will provide you

Upon receipt of your Step Therapy Protocol Exceptio ; denial of a protocol exception
request, we will make a determination not more than:
A. in an urgent care situation, one (1) businegs da} peiving the request or Appeal; or

B. in a non-urgent care situation, three (3) after receiving the request or Appeal.

We will approve the protocol exception request in

A. your preceding Prescrlpnon Dr 1 r will likely cause an adverse reaction or physical
i Drug is the prescription drug that must first be
ur condition in order for PHP to Cover a subsequent

your use of the prece Prescnptlon Drug is expected to:

1) causeasi arrier to your adherence to or compliance with your plan of care;

2) worsen youleomorbid condition; or

3) decrease your ability to achieve or maintain reasonable functional ability in performing daily

activities.
We may request a copy of relevant documentation from your medical record in support of the protocol exception.
We will notify you and your Doctor if a protocol exception is approved.
If we deny your protocol exception request or your Appeal of a denied protocol exception request, we will notify

you and your Doctor of the denial and include a detailed, written explanation of the reason for the denial, and
the clinical rationale that supports the denial.
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As used in this section:

“Protocol exception” means our determination that, based on a review of a request for the determination and
any supporting documentation: (1) a step therapy protocol is not medically appropriate for treatment of your
particular condition; and (2) we will (A) not require your use of a preceding prescription drug under the step
therapy protocol; and (B) provide immediate coverage for another prescription drug that is prescribed for you.

“Step therapy protocol” means a protocol that specifies, as a condition of coverage under This Plan, the order
in which certain prescription drugs must be used to treat your condition.

“Urgent care situation” means an injury or condition that, if medical care or treatment is not provided earlier that
the time frame generally considered by the medical profession to be reasonable for n-urgent situation, could
seriously jeopardize your life, health, ability to regain maximum function, or could ject to you severe pain that
cannot be adequately managed, based on your Doctor’s judgment.

Drug Formulary Changes

In the event that PHP would remove a Prescription Drug from our drug Formulary e of the Calendar

If the Member request is supported by documentation shall make a determination
concerning the Member’s request:
A. in an Urgent Care situation, not more than oné& By after receiving the request; or
B. in a non-urgent situation, not more than

If the Member request is granted by PHP, we wil ber and the Prescriber of the authorization for
Coverage of the Prescription Drug that was the sub reqO@8t. This extension of Coverage will be through
ay not be repeated unless otherwise provided by
PHP.

Nothing prohibits PHP from rergs mg a Pres i from our drug Formulary or denying Coverage if:
A. the federal Food and WS as issued a statement about the Prescription Drug that calls

2 or potential discontinuance of the Prescription Drug; or
ription Drug has removed the Prescription Drug from the market.

This benefit addresses the s es and the supplies for the diagnosis and treatment of Behavioral Health and
Mental Health and Su Use Disorder that are classified in the ICD or DSM. The services and supplies
set forth herein will be Covered the same as any other medical or surgical condition, subject to the terms and
limitations set forth in the Contract. Refer to the Schedule of Benefits for specific benefit information.

We will Cover outpatient services for the diagnosis and treatment of Behavioral Health and Mental Health and
Substance Use Disorder, including but not limited to: diagnostic, intensive outpatient, and partial hospitalization
when ordered and provided by or under the direction of a Provider. We will Cover Confinement in a Par Hospital
or other facility approved by PHP when ordered and provided by or under the direction of a Provider. Coverage
includes a Semi-private Room and related Eligible Expenses. A private room is only Covered when supported
by Medical Necessity and approved by PHP in advance.
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Telehealth Services

Telehealth Services performed by Providers may be available under your Contract. To be Covered, Telehealth
Services must meet the following:

A. the underlying Health Services must be Covered by the Contract;

B. Telehealth Services must be rendered after the Provider has established a provider-patient relationship
with the Member, as required by applicable law;

C. Providers must comply with our policies and procedures concerning Telehealth Services, which shall be
available to Providers; and

D. the technology used must create and maintain a permanent medical record of the Member.

Telehealth Services will not be denied solely because the services were not provided on a face-to-face basis.

Gender Dysphoria

We may cover transgender surgery procedures for a Member when all of the
A. the Member has persistent, well-documented definitive diagnosis o

B. the Member has received continuous hormone therapy for 12 month

a Doctor, unless the Member has a medical contraindication;

cover the procedures listed below
considered cosmetic for all Members lI-inClusive): body contouring procedures; vocal cord
surgery for voice modification; voice trainin i except as Medically Necessary: and/or reconstructive
and cosmetic surgery.

Oral Surgery
This Plan Covers ce which may include the following:
A. treatmen ge a newborn’s Congenital Defects and Birth Abnormalities known as cleft

B. treatme a¥removal of tumors and biopsies.

You may be balance-billed ford®vered Services provided by non-contracted providers.

Gene Therapy

We will Cover select inpatient and outpatient services associated with certain FDA approved gene therapies
such as but not limited to CAR-T, Zolgensma, Kymriah, or Luxturna. Services for gene therapy must be ordered,
planned, provided or arranged by a Doctor and performed at a Designated Center of Excellence (Center of
Excellence). Services performed at a non-Center of Excellence may not be Covered. Such Centers of Excellence
shall be defined by us.

Coverage for gene therapy services must:
A. be Medically Necessary;
B. be determined not to be Experimental, Investigational, or Unproven by PHP, or our contracted third-
party transplant manager, at the time we make a Coverage determination;
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Benefits and Services

C. approved by PHP or its contracted third-party specialty therapy manager, in advance.

Services are Covered at the specific benefit level as outlined throughout this Contract.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 %
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The following Health Services, including any and all services directly or indirectly related to or connected with
them, regardless of when the injury or iliness occurred, are not Covered.

1.

2.

10.

11.

Health Services which are not Medically Necessary. This includes services related to a condition for which

treatment is not Medically Necessary.

Health Services which may be Medically Necessary but which are:

A. considered not to be reasonable and necessary or any similar finding by: any government agency or
subdivision (such as the FDA and the AHRQ); or by the CMS Medicare Coverage Issues Manual;

B. not Covered under Medicare reimbursement laws, regulations or interpretations, on the basis that
such are not reasonable and necessary or any similar finding; or

C. not commonly and customarily recognized by informed health professionals in the United States as
appropriate for the condition being treated.

Health Services including complications used in connection with a treatment, seggce, or supply not Covered

by the Contract regardless of coverage provided through another carrier. ample would be inpatient

Hospital services used in connection with Cosmetic Procedures.

Health Services rendered while you were not Covered under the Contr

before Coverage was effective and after Coverage ended.

Health Services:

A. for which you have no legal obligation to pay;

B. for which a charge would not ordinarily be made in the

C. furnished under or as a part of a study, grant, or researc

Health Services ordered or rendered by a Provider wi

spouse, brother, sister, parent, or child.

Charges for:

A. failure to keep a scheduled appointment;

B. telephone consultations from one provi

C. completing a claim form or disability p

Charges for services, supplies, and/or treat at or correct a preventable condition or which

arise solely due to a Provider's medical error xpenses (“Never Events”). Neither a finding

of Provider negligence and/or ma ice, nor @ or administrative finding, is required for service(s)

and/or fee(s) to be considered no termine whether a specific procedure, service or

supply is Covered, including, but not her charges are excluded because the cause is due to

a Never Event.

Charges for services, ca

(other than higher educat

setting or other non-conve

clubs, daycare jasilgtions, o

es services provided

er the Contract; or

ce as you or who is your

ovider; or

nics), vocational institution, residential setting, recreational
g@mcluding but not limited to health spas, yoga classes, health
d bound programs, wilderness camp programs, ranch programs, halfway
by a Provider or services for medical or mental nervous conditions are

jc ®ndition for which you have refused to comply or have terminated the
nt against the advice of an attending Doctor.

as stated in the Accidental Dental benefit;
B. dental treatment necessary to manage a newborn’s Congenital Defects and Birth Abnormalities known
as cleft lip and cleft palate;
C. anesthesia and Hospital charges for your dental treatment if:
1) you are a child under the age of 19; or
2) you have a record of, or are regarded as having, a physical or mental impairment that substantially
limits one or more major life activities and your mental or physical condition requires dental
treatment to be rendered in a Hospital or Alternative Facility;
and your Dental Treatment, anesthesia and Par Hospital charges are approved in advance in writing
by us; or
D. Dental Care services recommended by a Doctor and approved in advance in writing by PHP as
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12.

13.
14.

15.

16.

17.
18.

19.

20.

21.
22.

23.

24,
25.
26.

27.

28.

29.

30.

necessary to safeguard your health from a specific non-dental impairment. A non-dental impairment
is a medical condition not caused by dental disease but which may be worsened or its treatment
complicated by the presence of dental disease. An example of such Covered Dental Care services is
the removal of infected, carious teeth prior to an organ transplant.
Jaw surgery, such as but not limited to osteotomies for the correction of malocclusion, except if Covered
elsewhere in the Contract and in accordance with our guidelines. Contact us for information regarding
these guidelines.
Hearing aids and their fitting.
For adults ages 19 or older, the following: routine eye examinations for refractive correction; eye glasses
and contact lenses and their fitting; radial keratotomy and other refractive eye surgery, including LASIK;
orthoptics and other eye exercises; vision training; subnormal vision aids; and all other such services,
supplies, or procedures intended to correct vision. Vision benefits and exclusions specifically for individuals
age 18 or younger are stated elsewhere in this Contract.
Removal of an organ or tissue from a Member for purposes of transplantj
Covered under the Contract.

it into a person who is not

Articles for common household use even if prescribed by a Provi ut not limited to: air
conditioners; humidifiers; dehumidifiers; air purifiers; allergenic pillows 0 ; ter beds.
Cosmetic Procedures.

Personal comfort and convenience items and services or similar services, s equipment, such
as but not limited to: TV; phone; barber or beauty service;

Educational or vocational services primarily providing: tra in the actiyiti€s of daily living; work
hardening; return to work programs; instruction in schgiss i ing or writing; preparation

Long-term and maintenance therapy (treatmen evaluations. Services that are
excluded from Coverage are those given when nONgi ¥ are clear or likely to occur including services
that preserve the present level of functionin ; s of functioning, but which do not result in any
additional improvement. This exclusion do g Habilitation Services as set forth elsewhere in

this Contract.

Special articles of clothing.
Routine foot care such as but not
nails, unless needed in the treatm
Travel or transportation, even thou

Contract.

Personal blood storage; eI lood or blood plasma; and associated services.

Autopsy.

Weight loss programs; app soants; behavioral modification; and services and supplies of a
similar nature; tin a ce with our guidelines. Contact us for information regarding these

guidelines.

Prescribed i Sl he-counter products such as: enteral feedings; supplements; vitamins;

nutritional es. Specific nutritional products required to treat an inherited metabolic

disease are

Non-Routine Immunizatj

services that:

A. are related to judicial or administrative proceedings or orders;

B. are conducted for purposes of medical research;

C. are to obtain or maintain a license or official document of any type; or

D. are to obtain, maintain, or otherwise related to education, travel, employment, insurance, marriage or
Adoption.

Health Services or supplies related to alternative, complementary or integrative medicine or treatments that

are not FDA approved to treat, diagnose, prevent or cure a medical condition such as but not limited to:

acupuncture; biofeedback; hypnotism; megavitamin therapy; nutritional-based therapy for alcoholism or

other Substance Use Disorder; psychosurgery; other forms of alternative treatments as defined by the

Office of Alternative Medicine of the National Institutes of Health; and in accordance with our medical policy.

Cryotherapy; laser treatment; salabrasion; chemosurgery; or other such skin abrasion procedures that are:

, screening tests, vaccinations, exams or treatments, such as but not limited to
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31.
32.

33.
34.

35.

36.
37.
38.

39.
40.
41.

42.

43.
44,

45.

A. associated with the removal of scars or tattoos; and/or
B. which are performed as a treatment for acne.
Growth hormone therapy for any condition that is not Medically Necessary.
Devices used as safety items or used to affect performance in sports-related activities or intended to
improve appearance. All expenses related to physical conditioning, diversion, recreation, and general
motivation, such as but not limited to: athletic training; body building; exercise; fitness; flexibility; home
exercise equipment; health club memberships; personal fitness trainers; massage; seminars; tapes; and
books.
Rating scales that measure behavior and attention span in the classroom and at home.
Orthopedic shoes or Orthotic supplies including, but not limited to: heel lifts; foot pads; and arch supports.
Shoes that are an integral part of a brace may be Covered as DME if approved in advance by PHP.
Health Services that are provided or payable under worker’'s comp, occupational disease, and similar laws,
even if the Member's employer is not properly insured or self-insured under laws. For example, if a
Covered Person also farms for profit and is injured while farming, any exp s related to that injury are
excluded under This Plan whether or not the farming business has or had ensation insurance.
Health Services related to marriage counseling.
Health Services related to learning disorders.
Health services resulting from an iliness or Injury, including any complica
illness or Injury occurred:
A. a contributing cause of which was your participation in:
1) the commission of (or attempt to commit) a crime; or
2) anillegal act or occupation; or
B. in consequence of you being under the illegg
influence of a Prescription Drug or other phg
which you do not have a Prescription.
1) Use of marijuana is considered a cjg
the exclusion of claims incurred u
This exclusion applies regardless of whethe
crime or illegal act or occupation. This exclu
act or occupation was solely the
including domestic violence. Unles
to any service sought, rendered or of
a pre-trial diversion agreeg

S of when such

nt or narcotic or under the
as not prescribed to you or of

federal law, and state statutes do not change
ace of marijuana.

e charged, plead guilty or found guilty of the
not @ply if your involvement in the crime or illegal
dition or where you were the victim of a crime,
ibited by applicable state statute, this exclusion applies
d because of a court order, terms of probation and/or

Basic non-durable or dispd
Devices that aid in commu

Vw services received through a domiciliary care program.
RQ

example, a computerized display screen and/or keyboard/touch screen
sizer. Except that certain devices used by a Member with a laryngectomy
& Covered.

, Off label or Unproven services, treatments, supplies, devices, procedures,
ot approy®d by the FDA for the particular indication, unless:
for treatment of the indication of at least one standard reference compendium;

as well as dr

A. the drug is recogni
or

B. the drugis recommended for that particular type of cancer and found to be safe and effective in formal
clinical studies, the results of which have been published in a peer reviewed professional medical
journal published in the United States or Great Britain.

The fact that the Experimental, Investigational or Unproven services, treatments, supplies, devices,

procedures or drugs are the only option available for a particular condition will not result in Coverage.

Surrogate parenting; home childbirth; and non-Medically Necessary amniocentesis.

Genetic Screening or Testing and genetic counseling. Except PHP Covers certain Health Services that

directly impact treatment or clinical decision making for the Member being screened, tested or counseled.

PHP also Covers certain Health Services consistent with the federal regulations on preventive care (see,

Preventive Care benefit above).

Abortion shall in all instances be excluded, except when performed under the following circumstances in
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46.

47.

48.

49.

50.
51.

52.

53.

accordance with Indiana Senate Enrolled Act 1:

A. Except as prohibited in IC 16-34-4, before the earlier of viability of the fetus or twenty (20) weeks of
postfertilization age of the fetus, if for reasons based upon the professional, medical judgment of the
pregnant woman's physician, if either:

1) the abortion is necessary when reasonable medical judgment dictates that performing the abortion
is necessary to prevent any serious health risk to the pregnant woman or to save the pregnant
woman's life; or

2) the fetus is diagnosed with a lethal fetal anomaly.

B. Except as prohibited by IC 16-34-4, during the first ten (10) weeks of postfertilization age of the fetus, if:
1) the pregnancy is a result of rape or incest.

The abortion must be performed by the physician in a hospital licensed under IC 16-21 or an ambulatory
outpatient surgical center (as defined in IC 16-18-2-14) that has a majority owng#ship by a hospital licensed
under IC 16-21.

Reversal of voluntary sterilization; services associated with the trea

rtility resulting from
ited to: Hospital and
dications and
drugs used in preparation for and/or during a treatment regimen, includin @lant drugs; any
assisted reproductive technology; artificial insemination; donor sperm; an ent protocols and
procedures that are in preparation of and involve handling o erm for the purpose
of assisting in conception.
Any iliness or Injury that occurs as a result of a riot, revg
accident or any act of war, declared or undeclared,
Except as otherwise required by law or regulatio
A. incarcerated in a federal, state or local pena
B. inthe custody of federal, state or local en
C. participating in a work release prograr“
A service, treatment, item or drug that is related to an approved clinical trial in accordance with Indiana
Code § 27-13-7-20.2, except routine care costs incurred in the course of an approved clinical trial are
Covered if Coverage would be provided for the same routine care costs not incurred in an approved clinical
trial.

Health Services not Prior Authorized Mein.
Notwithstanding anything this Certificate or an associated Declaration Page, charges or

grated Orthopedics, Blossom Bariatric Physicians or Warm

ear explosion or a nuclear
forces.
while:

has any com
rules of the

Excluded Providers, applying the attribution and constructive ownership
ode of 1986, and/or any entity that has a contractual relationship with

whether in cash or other
a Plan Member to

e, by or on behalf of a Provider to encourage, direct, market or otherwise steer
h Provider’s services, any claim directly related to such services shall be denied.

Services by a Provider that PHP has determined uses abusive or fraudulent services and/or billing practices
shall be excluded, unless the Provider can demonstrate that the services were Medically Necessary and
billed in accordance with industry standards.

Referral to non-Par Providers for non-Emergency Health Services rendered outside of the United States
and its Territories.

Services, supplies and Prescription Drugs related to male or female sexual or erectile dysfunctions or
inadequacies, regardless of origin or cause, unless such services, supplies and Prescription Drugs are
Prior Authorized and are Medically Necessary to treat male or female sexual or erectile dysfunction or
inadequacies that are caused by a medical condition for which you are receiving Covered Health Services.
This exclusion includes sexual therapy and counseling. This exclusion also includes penile prostheses or

Phone: 260-432-6690 | Toll Free: 1-800-982-6257

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 ‘
phpni.com

PUBLISHED 2026 Page 21




54.
55.
56.

57.

58.
59.
60.

61.
62.
63.
64.

65.
66.

67.
68.
69.
70.
71.

72.

73.

74.
75.

implants and vascular or artificial reconstruction, Prescription Drugs, all other procedures and equipment

developed for or used in the treatment of impotency, and all related diagnostic testing and/or services.

Surgical treatment of gynecomastia, unless it meets our guidelines.

Treatment of hyperhidrosis (excessive sweating), unless it meets our guidelines.

Treatment of hemangiomas and port wine stains, unless located on the head and neck areas for children

ages 18 and under and it meets our guidelines.

The following Home Health Agency Services, including as part of private duty nursing services:

A. food, housing, homemaker services and home-delivered meals;

B. services provided by registered nurses and other health workers who are not acting as employees or
under approved arrangements with a contracting Home Health Agency;

C. services provided by a member of the Member’s immediate family; or

D. services provided by volunteer ambulance associations for which the Member is not obligated to pay,
visiting teachers, vocational guidance and other counselors, and sgfyices related to outside,
occupational and social activities.

A wig constructed, blended and/or made in any manner with human hair

Drugs related to a course of treatment or condition that are excluded

Over-the-counter treatments, devices and drugs that are equivalent

vitamins.

Drugs obtained in excess of the Contract’s dispensing limitations.

Prescription Drugs dispensed more than one year from the

Biological sera; blood; or blood plasma are not Covered unde

Drugs and products used for weight loss or appetite ) scribed for narcolepsy or

hyperkinesia.

Injectable drugs that are not self-administered arg

Drugs and supplies for cosmetic purposes only s8

A. Propecia or topical Minoxidil to promot i

B. anabolic steroids to enhance physical 8 athletic performance; and

C. Tretinoin (Renova) when used to treat

Replacement Prescription Drugs of a filled Pr:

A Prescription Drug Product for

Prescription Drugs and Self-Admin s received from a non-Par Pharmacy.

Extended release tetracyclines such d to: Solodyn, Doryx, Adoxa, or Oracea.

Prescription Drugs acquig sed oltside of the United States and its Territories unless

approved before acquired

i{s entirety or not.
the Contract.
ion, including

dueW0 loss; breakage; theft; or discard.
Therapy has not occurred.

period necess diagnosis, or crisis intervention, as follows:

A. iti he ICD or DSM;

B. pd to Behavioral Health and Mental Health or Substance Use Disorder;
C. yperactivity disorder;

D. non-treatable mental deficiencies;

E. rding to generally accepted professional standards are not usually open to

F. anti-social behavior without evidence of a psychiatric disorder.

Psychiatric or psychological examinations, testing or therapies that are related to judicial or administrative
proceedings or orders.

Vagus Nerve Stimulator unless otherwise authorized and in accordance with PHP’s medical policies.
Bariatric surgery, including but not limited to:

A. gastric bypass surgery;

B. surgical procedures that reduce stomach capacity;

C. gastric banding procedures; and

D. complications as a result of bariatric surgery.
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General Exclusions

76. Surgical and non-surgical treatment of gender dysphoria for minors is not Covered with the exception of
Behavioral Health and Mental Health Services and Doctor’s office visits.
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General Enrollment Conditions

The Group is responsible for determining eligibility for enroliment, Coverage classification changes and
termination of eligibility for Coverage in accordance with terms of the Contract. PHP, however, reserves the
right to investigate and confirm an individual’s initial or ongoing eligibility and terminate coverage if PHP
determines, in its sole discretion, that an individual was or is not eligible.

Eligible Persons may enroll themselves and their eligible Dependents in PHP during an Open Enrollment Period.
We will not deny your enroliment for health reasons. We will not place any limitations on your eligibility or
continued eligibility due to a health factor.

With regard to eligibility, we shall not:
request, require, inquire or purchase the results of your Genetic Screenin
request or require you to submit to Genetic Screening or Testing;
use the results of Genetic Screening or Testing to determine eligj
contribution amounts; or
make an adverse decision against you based on the results of your G

o ow»

Except as set forth in this section, Eligible Persons and/or their Dgbendents may without our written

approval. Subscribers must apply on an Enroliment Form we hav

Newly Eligible Person Enroliment

Employees newly eligible for coverage will have an ng an initial enrolliment period.

e waiting period your Group requires. This

eligibility if:
A. the Eligible Person completes an Enrollm i 1 days after the date of eligibility;
B. the Group forwards the Enroliment Form t ithin 6¥ days after the date of eligibility; and
C. the Group pays any applicabl im.
If you are a newly Eligible Person and yo yourself and your Dependents during the timeframe

pen Enroliment Period or during a Special Enroliment
Period.

New Dependent En

Newborn childre i Covered from the moment of birth up to 31 days. Adopted children or
children placed i
whichever is ea
will end unless:

A. the Subscriber compl@#¥s and provides the Group with a change form to enroll the new Dependent

within 31 days irth, Adoption or placement for Adoption;
B. the Group forwards the change form to PHP within 60 days of the applicable event; and
C. the Group pays any applicable Contract Charge.

birth, Adoption or placement for Adoption, Coverage for these children

Enrolled Dependent Coverage for a child placed for Adoption ends on the date the child is removed from
placement if placement is disrupted prior to legal Adoption.

Enrolled Dependent Coverage for a new Dependent obtained through legal acquisition (guardianship and/or
custody) is effective on the date of the event if:
A. the Subscriber completes and provides the Group with a change form to enroll the new Dependent
within 31 days of the legal acquisition;
B. the Group forwards the change form to PHP within 60 days of the legal acquisition; and
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C. the Group pays any applicable Contract Charge.

Special Enroliment

If a person does not enroll during the initial enroliment opportunity or during Open Enroliment, he/she may be
able to enroll under certain circumstances. This is called special enroliment.

Under federal law an Eligible Person and his/her Dependents have special enroliment rights when:
A. An Eligible Person acquires a new Dependent through marriage, birth, Adoption or placement for
Adoption.

The Eligible Person may enroll:

1) himself/herself;

2) alegally wedded spouse; and/or

3) the newly-acquired eligible Dependents;

on the date the new Dependent is acquired through marriage, birth; A ement for Adoption.

To do so, the Eligible Person must notify the Group within 30 day ge, birth; Adoption or

placement for Adoption. The Group must then forward the applicab HP within 60

days of the applicable event and timely pay any applicable Premium.
B. An Eligible Person and/or his or her Dependents were govered under alth plan or other

Minimum Essential Coverage during an Open Enrollmen j erage. To enroll, the

Eligible Person and/or his or her Dependents must:

1) notify the Group within 30 days of losing su
2) document that such loss was due to:
(a) losing eligibility as a result of:

(1) termination of employment;
a reduction in the number o
a divorce or legal separation;
a dependent that is po longer
the death of an e

N N AN AN AN S N
XIS 2LDN

no longer living or jous plan’s service area;
meeting or exceeding i ymum on all benefits;
Rger being ed to a particular class of individuals;
(b) the exhaustio Yo I ion coverage;
(c) ions toward employee or dependent coverage;
(d) e health plan; or
(e) the Contract is purchased as a cafeteria plan subject to Section 125 of

For Cov ctive, the Group must provide us with a completed Enroliment Form within
coverage and pay the applicable Premium. In such cases, Coverage will,
generally, be effectyg@on the day of loss of coverage. Loss of other coverage does not include
e to the failure to pay premiums, including COBRA premiums prior to the expiration
of COBRA coverage, or circumstances permitting for rescission such as fraud or intentional
misrepresentation of material fact.
C. An Eligible Person and/or his or her Dependents may enroll if:
1) the Eligible Person and/or his or her Dependent’s coverage under Medicaid or CHIP is terminated
as a result of loss of eligibility and the Subscriber notifies the Group and requests Coverage within
60 days after such termination; or
2) the Eligible Person and/or his or her Dependent’s become eligible for a premium assistance subsidy
under Medicaid or CHIP and the Subscriber notifies the Group and requests Coverage within 60
days after the eligibility determination date.

For Coverage to become effective, the Group must timely provide us with a completed Enroliment Form
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and pay the applicable Premium.

D. An Eligible Person who is ordered by a QMCSO to provide health coverage to a child may enroll
himself/herself and such child under the Contract. If the Eligible Person fails to enroll the child, the
following may apply for Coverage for the child:

1) the child’'s custodial parent;
2) the Office of Medicaid Policy and Planning; or
3) aTitle IV-D agency.

We shall not deny enroliment of a Dependent child pursuant to a QMCSO on the basis that the
Dependent child:

1) was born out of wedlock;

2) is not claimed as a Dependent on the Subscriber’s federal income tax return;
3) does not reside with the Subscriber; or

4) does not reside within our Service Area.

Coverage shall be effective on the date the order is determined t
timely provide us with a completed Enrollment Form and pay the ap

eligible due to reaching the limiting age without satisfact
1) the order is no longer in effect; or
2) the child is or will be enrolled in comparable heg
date of disenrollment.
E. An Eligible Person who is required to provide @ child because of a court order
or administrative order may enroll the Depend®
1) the order is signed by the court;
2) the Subscriber is already enrolled;
3) the Subscriber completes a change f
Group up to a maximum of 60 days) der or administrative order is signed by the
court;
4) the Group forwards the cha witffin 60 days after receipt of the order; and
5)

The Group shall notify us in writing within 60 days of the effective date of enrollments and terminations. The
Group shall notify us in writing each month of any Coverage classification changes and qualifying events which
would include, but is not limited to, any qualifying events for purposes of COBRA continuation Coverage.

Effective Date of Coverage

Unless otherwise specified by this section, Coverage for an Eligible Person and his or her Enrolled Dependents,
if any, is effective on the date specified by the Group and PHP.

Enrolliment is subject to PHP receiving a properly completed Enroliment Form. No Coverage shall be effective
until the Contract takes effect. No Dependent shall be Covered until the Eligible Person is Covered.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
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Eligibility

Service Area Requirements
Members must live or work in the Service Area unless we approve other arrangements. If the Member meets
the requirements by working in the Service Area, he or she may reside outside the Service Area, provided
Covered Health Services are received from Participating Providers for In-Network Benefits, except for:

A. Emergency Health Services; or

B. Referral Health Services.

If a Member resides outside of the Service Area, he or she must obtain Health Services from In-Network Par
Providers to be Covered at In-Network Benefits.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
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Prior Authorization of Certain Health Services

To avoid the risk of non-Coverage of the following Health Services, PHP must give its Prior Authorization
before you receive these Health Services. The following list is not the full list of Health Services that
require Prior Authorization to be Covered by PHP. Par Providers have received information from us
regarding the Health Services that require Prior Authorization and typically will request Prior
Authorizations as needed.

Our Customer Service Department can answer questions you may have about whether a particular
Health Service requires Prior Authorization. You may also check our website (www.phpni.com) for the
full list of Health Services requiring Prior Authorization. To obtain Prior Authorization or additional
information, contact our Customer Service Department at: (260) 432-6690, . 11; or (800) 982-6257,
ext. 11.

In addition to meeting other requirements of the Contract, the following He

Authorization for both In-Network and Out-of-Network Benefits Coverage:

A. radiology services, such as but not limited to PET scans, CT scans, M
nuclear medicine and 3D imaging;

B. inpatient Health Services (facility and professional charge

C. Home Health Care, including private duty nursing service

D. Hospice Care;

E. certain Durable Medical Equipment, wigs, vision hg

F. Transplant services (except corneal transplants

G. Outpatient services including sleep studies, o d behavioral health testing;

H. certain surgical and reconstructive procedures

I. select Specialty Drugs — for a complete §§ Efer to our website (www.phpni.com);

J. temporomandibular or craniomandibular d craniomandibular jaw disorder services;

K. select outpatient surgical or medical proc gined by us;

L. services at a residential treatmegt center;

M. services, supplies and Prescri ale or female sexual or erectile dysfunctions or

inadequacies;

N. Genetic Screening or Testing; and

O. Referrals to non-Par RERsers.
For these Health Services to be ust be notified as soon as possible, but no later than 5 working
days before you receive such se need for these Health Services is due to an Emergency, PHP
must be notified wj hese Health Services are initiated or as soon thereafter as is reasonably
possible.
Once PHP recel [ ressed above, we will start the Prior Authorization process by reviewing the

proposed Health Se
the services are authorized
receive any of the abo

Medical Necessity. Following our review, we will inform you in writing whether
overage. If you do not receive this Prior-Authorization letter from us before you
th Services, it means that PHP may not cover such services.

In addition to our initial Prior Authorization, we will conduct an ongoing, concurrent review of these Health
Services. This means that we stay in touch with your Provider throughout the course of your treatment to review
extensions of care for your condition. We will review each extension on a case-by-case basis.

A PHP Prior Authorization does not guarantee Coverage for the Health Service or procedure reviewed.
Benefits of the Contract are determined in accordance with all of the terms; conditions; limitations; and
exclusions.

Phone: 260-432-6690 | Toll Free: 1-800-982-6257

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 ‘
phpni.com

PUBLISHED 2026 Page 28



http://www.phpni.com/
http://www.phpni.com/

IN-NETWORK CONDITIONS

Health Services by Par Providers

Health Services rendered by Par Providers are Covered as In-Network Benefits if:
A. ordered by a Par Doctor (including Health Services performed at Par facilities);
B. provided by or under the direction of a Par Provider;
C. Medically Necessary; and
D. the Contract specifies such services as Covered.

Verification of Participation Status

You must check to see that the Provider is a Par Provider before receiving Health Services.

You must show the Provider your PHP I.D. card before receiving Health Servic
to a Provider, they have no way of knowing that you are a Member and hav

f you do not show your card

If you do not identify yourself to the Provider as a Member within one year fr
incurred:
A. a Provider may bill you for your Health Services; and

Referral to non-Par Providers

The Eligible Expenses of non-Emergency Health d by non-Par Providers will be Covered as In-
Network Benefits if:
A. the Health Services cannot b i ar Providers;

B

C

D. the Health Services a

E. the Health Services aregRnoe i d States and its Territories; and

F. we have approved the ] g before you receive the Health Services.
You must satisfy al
non-Emergency
as In-Network

A. the cost i ill'be Covered as Out-of-Network Benefits, if applicable; or

B. you will be i all costs of such services if such services are not Covered.

ements and PHP must approve the Referral, in advance, before receiving
red or provided by a non-Par Provider if such services are to be Covered

Additional Health Servi authorized in the original Referral require a new Referral.

Emergency Health Services

We will Cover Eligible Expenses for Emergency Health Services as an In-Network Benefit, whether rendered by
Par or non-Par Providers. Such services must be:

provided during the course of an Emergency;

Medically Necessary for evaluating and treating an Emergency condition;

provided by or under the direction of a Provider; and

provided in a Par or non-Par Emergency facility to stabilize an Emergency condition, including outpatient
observation or an inpatient or outpatient stay resulting from, and immediately concurrent to, the initial
Emergency visit.

oW
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In-Network Benefits are paid for Emergency Health Services rendered by non-Par Providers only until your
condition is Stabilized, as determined by PHP. Once Stabilized, any additional Health Services you need must
be provided by Par Providers in order to obtain In-Network Benefits for such services.

If we determine that the situation was not an Emergency, as defined by the Contract, including services provided
outside of the United States and its Territories, such non-Emergency Services are not Covered.

Inpatient Emergency Health Services by non-Par Providers

If you are Hospitalized in a non-Par facility due to an Emergency, you must notify us within 48 hours after
Emergency Health Services are initially provided (or as soon thereafter as is reasonably possible) to be Covered
as an In-Network Benefit. You must make available full details of the Emergency Hgalth Services received, at
our request.

To continue to be Covered as an In-Network Benefit, your continued stay in
is Stabilized and is no longer an Emergency requires:
A. coordination by a Par Doctor; and
B. our prior written authorization.

ty after the condition

We may elect to transfer you to a Par Hospital once it is medically
in the non-Par facility after we have notified you of our integ

you choose to remain
ar facility, further Health

Certain Health Services are Covered only if suc
A. provided by or under the direction of a P
B. approved in writing in advance by PHP.

Other Health Services may be obtaine
A. through a facility or by a Provide
B. in accordance with our guidelines.

This applies even though thers roviders that provide the same or similar services. Such
requirements are imposed for p C avings and efficiency.

determined by PHP in j##sole discretion.
e Services by a @ that PHP has determined uses abusive or fraudulent services and/or billing
practices shall xcluded, unless the Provider can demonstrate that the services were Medically

Necessary and billed in accordance with industry standards.

You must identify yourself as a Member before receiving Health Services so that the Par Provider can follow
required Prior Authorization procedures. If PHP procedures are not followed as a result of your failure to identify
yourself as a Member, benefits may be denied. Prior Authorizations are subject to the terms, limitations and
exclusions set forth in the Contract.

Access to Health Services

Additional information on access to Health Services can be obtained through:
A. our Par Provider Directory;
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B. our Member newsletter; and
C. our Customer Service Department as follows:
- (260) 432-6690, Extension 11;
- (800) 982-6257, Extension 11;
- (260) 432-0493 (fax);
- custsvc @ phpni.com (e-mail); or
- www.phpni.com.

OUT-OF-NETWORK CONDITIONS

Health Services Obtained from non-Par Providers

Non-Emergency and non-Referral Health Services rendered by non-Par Provid are Covered as Out-of-
Network Benefits if:
A. ordered by a non-Par Doctor (including Health Services performed at
B. provided by or under the direction of a non-Par Provider;
C. Medically Necessary; and

D. the Contract specifies such services as Covered.

Refer to the Schedule of Benefits for specific benefit information. nefits, if a portion of
a Provider’s charge exceeds the Reasonable and Customary Char considered an Eligible
asonable and Customary

If You travel internationally and receive Health Servi 40, in almost all cases those services will be
Covered, if they are Covered at all, as Out-of-Nejawork D@8 his means that your out-of-pocket expenses

mentioned below. When you travel mternahonally, -Par Provider must submit an explanation of
medical necessity for those services. j ectermine whether they are Medically Necessary.
Non-Medically Necessary services are esponsible for paying the full amount charged by

may not automatically be Covered. All exclusions in this
Contract apply to services give States and its Territories. Within those lists are exclusions
like:

A. Medically N

ervices, which are: found by any government agency or subdivision or by
Issues Manual to be not reasonable and necessary (or any similar finding);
ibursement laws, regulations or interpretations on the basis that they are
or any similar finding); or not commonly and customarily recognized by
informed als in the United States as appropriate for the condition being treated;
B. Travel or transportati
C. Health Service plies related to alternative, complementary or integrative medicine or treatments
that are not FDA approved;
D. Experimental, Investigational or Unproven services, treatments, supplies, devices, procedures, as well
as drugs not approved by the FDA for the particular indication unless certain conditions exist.

All of the exclusions listed in the Contract apply regardless of where you receive Health Services. Providers
located outside the United States and its Territories are non-Par Providers and are under no obligation to file
claims on your behalf. This means that you may have to pay, in full, for the services you receive and then submit
aclaimto us. Normal cost sharing applies if such Member “prepayment” is required or not. The non-Par Provider
may send you a bill and collect on any amount that may exceed what we paid (to the extent we made a payment
at all). Itis your responsibility to pay these excess amounts, which can be significant. Your out-of-pocket costs
are likely to be less if you go to a Par Provider.
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Obtaining Health Services

A copy of all medical bills should be submitted to PHP.

Notice of Pregnancy

When you obtain Maternity Health Services under Out-of-Network Benefits, you should notify us of your
Pregnancy as soon as possible, but no later than one month before your anticipated due date. This allows us
to:

A. pre-authorize all Health Services for which this section requires such authorization; and

B. provide, as needed, maternity-related assistance to you.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
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If a Provider, facility, or anyone else waives, discounts, reduces, or indirectly pays the required cost sharing
(Deductible, Copays, Coinsurance) for a particular claim, we reserve the right to adjust the amount charged, the
amount eligible under the terms of the policy, your Deductible, and/or your Out-of-Pocket Limit, to accurately
reflect the amount actually charged for that claim.

The Contract does not pay for all Health Services you may receive. Benefits are limited to Covered Health
Services. You must meet any applicable deducible and pay any required Copays and/or Coinsurance for most
Covered Health Services. You must pay the full cost of all Health Services that are not Covered by this Contract.

Par Provider Services

Par Providers are responsible for submitting claims to us on your behalf for Health Services they render. We
shall reimburse the Par Provider directly for Covered Health Services. The amou the reimbursement shall
be the lesser of the Par Provider’s billed charge or the payment amount the Par vider has agreed to accept
as full reimbursement under our contract with the Par Provider. Because Par ve agreed to accept
such reimbursements as payments in full, they should not attempt to bill o
may exceed the lesser of our Payment or the agreed-upon reimbursemen i ve to make a
payment to the extent you have not met the applicable deductible or you
obligation.

You are responsible, as required by the Contract, for the Copays/ ; uctibles; and the cost
of Health Services that are not Covered by this Contract.

You should contact us if you are billed by a Par Provider g . vered Health Services other
than Copays/Coinsurance and/or Deductibles.

Non-Par Provider Services

Processing and payment of eligible claims and d [ nembers cost sharing, including application of
In-Network Benefits and Out-of-Network Benefits, iniS@red in accordance with all applicable Federal
and State laws, including, but not limj ises Bill Act, and applicable guidance issued by
appropriate regulatory agencies.

You are responsible for selecting the prow healthcare professionals who will deliver your care. If
we have not contracted with P e contracted with Par Providers with respect to other products

but not this particular product, §ae i re non-Par Providers The fact that a Par Provider or other

this Contract.

When we reim
Customary Cha

brs, we will reimburse non-Par Providers based on a “Reasonable and
foPa Covered Health Service that is, in our discretion, one of the following:

A. an amoun n-Par Provider Fee Schedule we created in our discretion. We can modify,
from time to ti schedule if we consider it appropriate after considering one or more of the
following: reim ents similar to those we have with like Par Providers, reimbursements paid by the
Centers for Medicare and Medicaid Services (CMS) for the same services and/or supplies, or other
applicable industry cost, reimbursement or utilization data;

B. any negotiated payment amount we have with a non-Par Provider, either through our own contract or
that of a third-party vendor;

C. an amount based on CMS’ reimbursements, by level or method, for the same service or supplies;

D. an amount based on information from a third-party vendor(s), which may take into account one or more
of the following factors: the treatment’s complexity or severity, the skill and experience level necessary
for the treatment, or comparable providers’ costs to deliver similar care; or

E. if less than all of the above, the amount billed by the non-Par Provider.

The amount we pay a non-Par Provider may not satisfy, in full, the charges sought by such provider. It may send
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you a bill and collect on any balance owed, assuming we made a payment at all. It is your responsibility to pay
the balance, which can be significant. Choosing a Par Provider will likely result in cost savings and lower out-
of-pocket costs to you.

Our Customer Service Department is available to help you find a Par Provider and can be reached at any of the
following:

- (260) 432-6690, Extension 11;
- (800) 982-6257, Extension 11;
- (260) 432-0493 (fax);

- custsvc@phpni.com (e-mail); or
- www.phpni.com.

You must submit claims to us for all Health Services rendered by non-Par Providers wjthin 90 days of the service.
You must give us all of the information we need to process such claims. If you d t provide this information,
you may not be paid.

We will accept your request after 90 days if it was not reasonably possible
not make any payment if the request and proof of service is submitted to us m
of service. However, these limits will not apply while you lack legal capacity.

We will pay all Eligible Expenses for Covered Health Services to th iber. Wi ten authorization from
the Subscriber, all or a portion of the Eligible Expenses due

You are responsible for the Copays/Coinsurance and/Q#® the Contract and for the cost
of all Health Services that are not Covered by the Con@ig

Filing a Claim for non-Par Provider Servi

Claims must be submitted in English. When a cla
claim translated in English must be subpitted to PI@R. costassociated with an English translation is your
responsibility. Submit your claim to:
Physicians Health Plan of Northern
Claims Department
PO Box 2359
Fort Wayne, IN 46801-23

Be sure your claim includes the inforMation:
A.
B. nd Member |.D. number (shown on your identification card);
C. jder of services;
D.
E. CPT code, or description of each charge; and
F.

Note: Some claims may require more information before being processed. Benefit payment can only be
determined at the time the claim is submitted and all facts are presented in writing.

Incurred Charge Date

Benefits under the Contract are based upon the benefits in effect on the date a charge is incurred. A charge is
incurred on the date the Health Services are performed.

Coverage through non-Custodial Parent

Whenever a child under the age of 18 is an Enrolled Dependent under the Contract through a non-custodial
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parent, we shall upon the custodial parent’s written request:
A. provide any information to the custodial parent that is necessary for the child to obtain benefits through
the Contract;
B. permit the custodial parent, or the Provider with the custodial parent’s approval, to submit claims for
Covered Health Services without the non-custodial parent’s approval; and
C. pay claims submitted by the custodial parent or the Provider in accordance with B. above, directly to the
custodial parent, Provider, or Office of Medicaid Policy and Planning, as appropriate.

Medicaid

The state Medicaid program is considered to have been assigned your rights to payment for Health Services, if
it has paid for such services. We cannot impose different requirements on a state Medicaid agency that has
been assigned your rights than those we would impose on any other agency or assignee of any other Member.

Payment of Claims

PHP shall notify a Provider of any deficiencies in a submitted claim not mo iy (30) days from receipt
and describe any remedy necessary to establish a Clean Claim. If PHP does i dure, then the
submitted claim will be treated as a Clean Claim.

ning of § 3(1) of ERISA, then
d its interpretive regulations.
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Coordination of Benefits Applicability

This Coordination of Benefits (COB) provision applies when you have health care coverage under more than
one Coverage Plan. We will not pay more for Allowable Expenses as a Secondary Plan than we would pay as
a Primary Plan.

You agree to provide to us all information relating to duplicate coverage for which there may be COB:
A. in atimely manner; but
B. no later than one year after the effective date of the other coverage.

If this COB provision applies, the order of benefit determination rules should be looked at first. Those rules
determine whether the benefits of This Plan are determined before or after those of gnother Coverage Plan.

termination rules, This Plan
duced when, under
in COB Effect

The benefits of This Plan shall not be reduced when, under the order of benefj

those rules, another Coverage Plan determines its benefits first. This reduct
on the Benefits of This Plan.

COB Order of Benefit Determination Rules

except if:
A. the other Coverage Plan has rules coordinating ji

B. both those rules and This Plan's rules requir

the other Coverage Plan.

This Plan's rules are as set forth below. The fir

of benefits.

A. Non-Dependent/Dependent. The benefi grage Plan that covers a Member as a non-
Dependent are determined be e Plan that covers the Member as a Dependent.
A non-Dependent is: an employ Subscriber; or a retiree.
Except Title XVII of i Act and implementing regulations establishes a rule that
Medicare is:
1) secondary to any p =) Member as a Dependent; and
2) primary to any plan ber as other than a Dependent (e.g. a retired employee).

not Separated or Divorced. Except as stated in part C. below, when This
e Plan cover the same child as a Dependent of his or her parents, the birthday

The word birthday refers only to the month and day in a Calendar Year, not to the year in which the
parent was born. If both parents have the same birthday, the Coverage Plan that has covered the parent
longest is the Primary Plan.

Another Coverage Plan may have the gender rule instead of the birthday rule. The gender rule bases
the benefit order upon the gender of the parents and may result in the Coverage Plans not agreeing
upon the order of benefits. In that case, the rule in the other Coverage Plan will determine the order of
benefits.

C. Dependent Child/Parents Separated or Divorced. If two or more Coverage Plans cover a child as a
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Dependent of parents who are divorced or separated (whether or not they ever were married), benefits
for the child are determined in this order:

(1st)  the Coverage Plan of the custodial parent;

(2nd) the Coverage Plan of the spouse of the custodial parent;

(3rd)  the Coverage Plan of the non-custodial parent;

(4th)  the Coverage Plan of the spouse of the non-custodial parent.

However, if the specific terms of a court decree state that one of the parents is responsible for the health
care expenses of the child, that parent's Coverage Plan is the Primary Plan.

If the parent with the court ordered responsibility has no health care coverage for the child’s health care
expenses, but that parent’s spouse does, that parent’s spouse’s Coverage Plan is the Primary Plan.
This does not apply, however, to benefits paid or provided before the entjithat pays or provides the
benefits of that Coverage Plan has actual knowledge of those terms.

However, the rules outlined above in B. under COB Order of Benefi

1) the specific terms of a court decree state that both parents a
expenses of the child;

2) the specific terms of a court decree state that the parents shall share j
one of the parents is responsible for the health care

3) achildis covered under more than one Coverage Plan ivi afe not the parents of the

child.
The order of benefits shall be determined as i indivi nts of the child.

D. Active/lnactive Employee. The benefits of o Plan that covers a Subscriber as an active
employee are determined before those gPlan which covers that Subscriber as a laid off
or retired employee. The same order a olled Dependents of such a person.

Coverage provided an individual as a retir & a Dependent of an actively working spouse
will be determined by the rule iRcd aboV@i

the order of benefits, i isi . Is part D. does not apply if non-Dependent/Dependent
above can determine

per, subscriber, or retiree shall be determined before the benefits under
e same applies to the Enrolled Dependents of such a person. If the other
this rule and as a result the plans do not agree on the order of benefits,

the order
F. Longer/Shorter Le of Coverage. The benefits of the Coverage Plan which covered an employee,
member, subs r retiree for a longer period of time, are determined before those of the Coverage
Plan that covered that person for the shorter period of time.

To determine the length of time a Member has been covered under a plan, apply the rules that follow.
1) Two plans shall be treated as one if the person is eligible under the second plan within 24 hours
after the first plan ended.
2) The start of a new plan does not include:
(a) achange in the amount or scope of a plan's benefits;
(b) achange in the entity that pays, provides or administers the plan's benefits; or
(c) a change from one type of plan to another, such as from a single employer plan to that of a
multiple employer plan.
3) The person's length of time covered under a plan is measured from the person's first date of
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coverage under that plan. If that date is not readily available, the date the person first became a
member of the Group shall be used to determine how long the person's coverage under the present
plan has been in force.

G. Equal Share. If the Coverage Plans cannot agree on the order of benefits within 30 calendar days after
the plans have received all the information needed to pay the claims or if none of the above rules
determines the order of benefits, the Coverage Plans shall immediately pay the claim in equal shares
and determine their relative liabilities following payment, except that no Coverage Plan shall be required
to pay more than it would have paid had it been the Primary Plan.

The order of benefits stated above shall not apply when you are entitled to receive Health Services or benefits:
A. under worker's compensation or similar law; or
B. in a Hospital or facility owned or operated by any government agency.

In such case, the persons or agencies having the obligation to provide the Hea ervices or benefits in A. or

B. here shall be the Primary Plan.

COB Effect on the Benefits of This Plan

This section applies when, in accordance with COB Order of Benefit Determi
Secondary Plan as to one or more other Coverage Plans. In that eyt the benefits 0
under this section.

, This Plan is a
lan may be reduced

In determining the amount to be paid in a Claim Determi
calculate the benefits on the claim in the absence of the ara d apply that calculated amount

to any Allowable Expense under This Plan that is unp$ er Coverage Plans.
This Plan:
A. may reduce its payment by the amount F ombined with the amount paid by the other
Coverage Plans, the total benefits pald or ans for the claim do not exceed 100% of the

total Allowable Expense for th
B. shall credit to its plan Deductib
the other Coverage Plan.

Right to Receive and RelcgSe{jis ation under COB

Certain facts about health care @ ¥ pvices are needed to apply these COB rules. We have the right
to decide which facts ;
person. We need consent of, any person to do this. Each Member claiming benefits under
This Plan must need to apply these COB rules and determine benefits payable. Each
Member must n ge within one year of obtaining or having the other coverage. Other rules
regarding submi . letter of inquiry) may apply and may affect a Member’s ability to have his/her

claims paid, adjusted or deme

PHP may send you le Inquiry about other insurance coverage. You must respond to these letters or
similar correspondence from PHP within six months of the date of the letter or correspondence. Claims may be
denied until sufficient information is received to determine the existence of other coverage and whether this COB
provision applies. If we determine that PHP is the Primary Plan, PHP may adjust claims that were previously
denied within six months prior to our determination. But, if PHP determines it is the Secondary Plan, claims will
be adjusted for consideration consistent with the contract(s) PHP may have with its Provider(s).

If COB causes a delay in the receipt of an explanation of benefits (EOB), letter of denial or similar
correspondence from the primary carrier, the Provider will have six months from the date of the primary carrier’s
EOB, letter or other correspondence to submit the claim to PHP, but not later than two years of the applicable
date of service(s).
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Payments Made under COB

A payment made under another Coverage Plan may include an amount that should have been paid under This
Plan. If it does, we may pay that amount to the organization that made that payment. That amount will then be
treated as though it were a benefit paid under This Plan. We will not have to pay that amount again.

The term payment made includes providing benefits in the form of services. In that case, payment made means
the reasonable cash value of the benefits provided in the form of services.
Right of Recovery under COB

If we paid more than we should have paid under this COB provision, we may recover the excess payments.
Such payments include the reasonable cash value of any benefits provided in the form of services.

Our Rights to Reimbursement, Recovery, and Subrogation

Benefits are not payable for Injury(ies) or Sickness(es) to you or your Dep ich a third party(ies)
may have caused or contributed. However, PHP may elect, in its sole disS{@k payments for
medical expenses incurred for any Injury(ies) or Sickness(es) to you or your
party(ies) may have caused or contributed.
A. If you obtain a Recovery from a Recovery Source for a j r condition for which
you have received Health Services, then we will not Cove Health Segviceés to the extent of such
recovery.
B. However, if we advanced payment for such Hea :
1) you shall reimburse us immediately from g 00% of the Health Services we
Covered without a reduction for:
(a) your attorney fees; and
(b) other costs incurred in obtaining
regardless of whether or not that coll
2) for a Recovery not yet collected, you g irS¥ priority lien against such Recovery for 100%
of the Health Services we d with
(a) your attorney fees; an

that you may have under any car insurance policy or other

You also assign to
i our rights under this section;

source ertoe

3) r rights to seek a Recovery from a Recovery Source under any legal or
ould assert against that Recovery Source. At our option, we may bring
Ré&Covery Source in your name or take, in our sole discretion, such other
riate action to preserve or enforce our rights under this section; and
4) priority lien against any Recovery we obtain under this section, whether or not

(a) 100% of the Covered Health Services; and
(b) our reasonable costs, including attorney’s fees, of pursuing and collecting the Recovery.

All Recoveries will be deemed as compensation for Covered Health Services regardless of how the
Member or the Member’s legal representative defines it.

We shall be responsible only for those legal fees and expenses relative to your Recovery to which we
agree in writing.

If the Sick or Injured Member is a minor, any Recovery shall be subject to this section to the extent
permitted by applicable law, regardless of whether such Member’s parent, trustee, guardian, or other

Phone: 260-432-6690 | Toll Free: 1-800-982-6257

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 ‘
phpni.com

PUBLISHED 2026 Page 39




representative has access to or control of the Recovery.

The Member agrees that acceptance of Covered Health Services is constructive notice of this section
in its entirety and constitutes full consent to it.

Your Full Cooperation Required

In order to protect our rights under this section, you shall:

A. hold any collected Recovery in trust for our benefit;

B. notify us of a claim or suit against a Recovery Source within 30 days of the action and of a proposed
settlement at least 30 days before it is entered. You shall not, without our written approval, accept any
settlement that does not fully compensate or reimburse us. If you fail to notify us in accordance with
this section, we shall not be obligated to cover the Health Services that prgvide a basis for the claim,
suit or settlement;

C. execute and deliver such documents as we may reasonably requ , but not limited to,
documents to protect and perfect our liens, to affect an assignment to release records;

D. provide us, or any party acting on our behalf, any facts we need e the claim in a timely
manner, but not more than one year after our initial request for informa i esponsible for
any incurred claims;

E. provide such other cooperation and information as we m
to, responding to requests for information about an acci
appearances; and

F. not prejudice our rights.

Sickness or InMries and making court
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Who May File

You or your Designated Representative may file:
A. a Grievance;
B. an Appeal; or
C. arequest for an External Appeal.

In each of these review processes, your notice to us is considered to be filed on the date we first receive it orally
or in writing.

Neither you nor your Designated Representative will be subject to retaliation from us for exercising your rights
to any of the review processes described in this section. Also, we may not take any action against a Provider
solely on the basis that the Provider represents you in any of the review processe, scribed in this section.

Grievance Procedure

A Grievance may be directed to us orally or in writing at the address, toll free i ress set forth
below in “Contact Us.” In your Grievance, you should express your concerns in
supporting documents. We must receive your request to initiate the Grievance p in 180 days from
the date we provide you an initial notice of denial. We will acknowl i
three business days of our receipt of it. We will maintain records r ing any Grigvance that we receive and
will document any action taken.

We will conduct a thorough investigation of the facts g ke a decision regarding it. We

may consult with other PHP employees or Providers b8 e a decision
We will make our decision regarding your Grieva  possible, but no later than:
A. 7 business days after the date your Griev. i or a Pre-service Grievance; and

B. the earlier of 20 business days or 30 day Fyour Grievance was filed, for a Post-service

In that case, ou
A. we rece
B. theendo 45-day pgifod, whichever is earlier.
If you are not satisfied
as set forth below.

r decision regarding your Grievance, you have the right to file an Appeal with us

Content of Grievance Decision

Any notice of an adverse determination on your Claim will:
A. state the specific reason or reasons for denial of your Grievance;
B. reference the specific Certificate provision(s) on which the determination is based;
C. describe the Certificate review procedures and applicable time limits (including a statement of your right
to bring a civil action under ERISA, if This Plan is governed by ERISA);
D. disclose any internal rule, guideline, protocol, or other similar criterion that we relied upon when making
the determination of your Grievance (or tell you that the information will be provided free of charge); and
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E. explain, in a manner that applies the terms of the Certificate to your medical circumstances, the scientific
or clinical judgment for any determination that was based on medical necessity or the experimental
nature of a treatment (or tell you that the explanation will be provided free of charge).

Appeal Procedure

If you are not satisfied with our decision regarding your Grievance, you have the right to submit an Appeal to us
within 180 days of our decision regarding your Grievance. The Appeal may be expressed orally or in writing.
We will acknowledge your Appeal, orally or in writing, within three business days of our receipt of it. We will
maintain records reflecting any Appeal that we receive and will document any action taken.

Our Appeal Committee (Committee) will resolve the Appeal. The Committee shall be comprised of qualified
individuals who were not involved in the initial Adverse Benefit Determination or regglution of the Grievance or
involved in the matters giving rise to it. If the Appeal concerns health care proce s, treatments, or services
that have been proposed, refused, or delivered, the Committee shall include o r more,individuals who:
A. have knowledge of the Health Services at issue;
B. are in the same licensed profession as the Provider who propose
Service at issue; and
C. do not have a direct business relationship with you or with the Provider
Service at issue.

r delivgred the Health
ended the Health
You or your Designated Representative may:

A. appear in person before the Committee; or
B. communicate with the Committee through otheg

or additional evidence and/or rationale or generated in connection with the claim. You
will be provided a reasonable period to re nd to such new evidence or rationale. The Committee
shall review all findings and perii i g any aspects of clinical care, whether or not we have
considered them previously. : Iso avoid conflict of interest and ensure that the claim and
Appeal decisions are decided i ependent manner.

The Committee will 1al deference to the original denial of your Grievance. In no event shall
ed under the terms of the Contract and upheld by an Appeals ruling be

ew.

g your Appeal will be made as soon as possible and with regard to the clinical
er than 15 days after the Appeal was filed. We will notify you in writing of the

urgency of the Appeal, but ng
ithi e business days after it is decided.

Committee’s decision

Content of Decision on Appeal

Any notice of an Adverse Benefit Determination on your Appeal will:
A. include the date of service, Provider (if applicable), claim amount, diagnosis code, treatment code and
their meaning, the denial code and their meaning, a description of the standard (if any) that was used in
denying the claim;

B. state the specific reason or reasons for the determination;

C. reference the specific Certificate provisions upon which the determination is based;

D. state that you are entitled to access free of charge to all documents records and other information
relevant to your Appeal;

E. describe your right to bring a civil suit under federal law;
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F. disclose any internal rule, standard, guideline, protocol or similar criterion that was relied upon in making
the adverse determination (or a statement that such information will be provided free of charge);

G. explain the scientific or clinical judgment for a benefit determination that was based upon a medical
necessity or experimental treatment, or other similar exclusion or limit by applying the terms of the
Certificate to your circumstances (or state that this explanation will be provided free of charge);

H. state that you or your Designated Representative may have other voluntary alternative dispute resolution
options, such as mediation. One way to find out what may be available is to contact your local U.S.
Department of Labor Office and your state insurance regulatory agency; and

I. include a discussion of the decision for the notice of Final Internal Adverse Benefit Determination.

Urgent Care Claim Procedure

If your claim was processed as an Urgent Care Claim and the claim is denied, you
expedited review of the determination orally or in writing. All necessary informaj
be transmitted by telephone, facsimile, or other available similarly expeditious
the determination by any of the methods mentioned above as soon as possi
urgency, but no later than 24 hours after your request for review is received, fail to pgovide sufficient
information to determine whether, or to what extent, benefits are Covered or
explain the medical urgency that applies to your request for review.

ay make a request for an
regarding the review may
od. Ypu must be notified of

Concurrent Care Claim Procedure

If we reduce or terminate a concurrent care plan or course g
sufficiently in advance of the
reduction or termination to allow you to file a Grievanq@e ion before it becomes effective.

We will notify you of our decision to extend a par " treatment within 24 hours of our receipt of your

request if:

A. the request is received within at least 24 h ' expiration of the prescribed period of time or
number of treatments; and

B. failure to extend the time peri

C. failure to extend the time period or tment, in the opinion of a physician with knowledge of
your medical conditio j to severe pain that cannot otherwise be adequately managed.

B. a utilizafil@n revie i n;

C. the exp i jgalional nature of a Health Service; or

D. the rescis act;
then you have the right to vo rily request one External Appeal. If your Appeal or Urgent Care Claim did not
involve one of these thr s, you are not entitled to an External Appeal. Also, if you are a Medicare recipient
and have a right to an external review under Medicare (42 U.S.C. 1395 et seq., as amended from time to time),
there is no right to request an External Appeal.

If your situation qualifies, you must file a written request for an External Appeal with us within 120 days after you
receive notice of the Appeal or Urgent Care Claim decision.

You are required to cooperate with the IRO by providing or authorizing the release of any applicable medical
information that we have not already provided. At all times during the External Appeal process, you are permitted
to submit any relevant information to the IRO.

The External Appeal process will be suspended if the information you provide during the External Appeal:
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A. isrelevant; and
B. was not previously reviewed by us during the Grievance, Appeal, or Urgent Care Claim stages.

We will reconsider the new information you presented to us and notify you of our decision within:
A. 15 business days after the new information is provided to us for an Appeal; or
B. 48 hours after the new information is provided to us for an Urgent Care Claim.

If we uphold the Appeal or Urgent Care Claim decision, you may request that the External Appeal resume.

The IRO must make its determination of your External Appeal within 15 business days after your External Appeal
request was filed and must notify you of its determination within 72 hours after making it.

If your External Appeal involves a Sickness, disease, condition, Injury or disability th
your life or health or ability to reach and maintain maximum function, the IRO m
notify you of such determination within 72 hours after the external grievance i

ould seriously jeopardize
ake its determination and

Upon your request, the IRO shall provide you all information reasonably nece
A. the effect of the determination on you; and
B. the manner in which we may be expected to respond to the determination?

The IRO’s decision in an External Appeal is binding on us, but you remedies.

Contact Us

Questions regarding your policy or Coverage sho 2d to:
Physicians Health Pla
1700 Magnavox Way, S
Fort Wayne, IN 46804

ndiana, Inc.

Indiana Department of Ins

If you:
A. need the Dvernmental agency that regulates insurance; or
B. havea [ pen unable to resolve with your insurer;

you may contac Burance by mail, telephone or email:

ndiana Department of Insurance
er Services Division

lana Department of Insurance

311 West Washington Street, Suite 300
Indianapolis IN 46204

Consumer Hotline: (800) 622-4461; (317) 232-2395

Complaints can be filed electronically at www.in.gov/idoi.

Indiana Medical Malpractice Act

The review procedures described in this section do not govern any issue covered in whole or in part by the
Indiana Medical Malpractice Act. All such claims must be brought in accordance with applicable Indiana law.
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Conditions for Termination of All PHP’s Group Coverage

As long as we act uniformly without regard to the claims experience of any Group or any health factor of any
Member or potential Member under a PHP Contract, we may, at our discretion, terminate the Contract if we want
to stop offering:

A. the type of Coverage provided by the Contract to Small Employer groups in this state; or

B. all contracts to Small Employer groups in this state.

If we propose to terminate the Contract because of A., we will give the Group and you at least 90 days written
notice of termination. If we propose to terminate the Contract because of B., we will give the Group and you at
least 180 days written notice of termination.

Conditions for Termination of a Member's Coverage under the Contr

A. The date the whole Contract ends. The Group is responsible fo ifyi of the ending of the

Contract.

B. When the Subscriber is no longer an employee of the Group.

C. The last day for which the Subscriber’s contribution toward the Premium ha d, if the Subscriber
is required to contribute.

D. The date stated in our written notice to a Member that all Co e under thg Contract ended or will end

for that Member because the Member m|sreprese
1) information relating to another person's eligijg
2) information relating to a Subscriber's or

s as a Dependent; or
, or attempts to utilize, Health

Services.
E. The date stated in our written notice to a overage under the Contract ended or will end
for that Member because the Member:
1) permitted the use of his/her I.D. card ized person;

2) used another person's card; or
3) committed any other act

F. The date the Group receives w the Subscriber requesting termination of Coverage or
the date requested by the Subscrl ' jce, if later.

G. The date the Subscrik i , unless retired or pensioned persons are approved by
PHP to be Covered u

H. The date specified by : ot 31 days prior written notice to the Subscriber that all Coverage
under the Contract will € may be issued if a Member fails to

Bdministration of the Coordination of Benefits section of the Contract; or
needed to comply with governmental mandatory reporting requirements.
p notice from the Group on which the Member ceases to be eligible for

e within 60 days of the date specified in the notice; and
een incurred on behalf of the Subscriber or any Enrolled Dependents between

the date s in the notice and the date for which we receive the notice
J. When the Subscriber no longer meets the definition of Actively at Work as set forth later in this
Certificate.

K. The date an individual ceases to be an Eligible Person or a Dependent as determined by PHP (in the
event of a conflict between Group and PHP regarding eligibility, PHP’s determination controls and is
final and binding).

In any event, an Enrolled Dependent’s Coverage shall end on the date the Subscriber’'s Coverage ends.
If any Member misrepresented or knowingly provided PHP with false material information relating to a

Subscriber’s or any Dependent’s health status, PHP reserves the right to retroactively modify, to the appropriate
date, the schedule of rates for Premium to incorporate the proper information as set forth in the Contract.
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Our notice to the Subscriber shall be deemed as:
A. notice to the Subscriber's Enrolled Dependents;
B. sufficient if mailed to the Subscriber's address as it appears in our records; and
C. delivered when deposited in the United States mail with first class postage prepaid.

Health Services rendered after the date of termination are not Covered, even if the medical condition arose
before Coverage ended. The Subscriber shall reimburse PHP for any payment we made for Health Services
provided to the Subscriber or to an Enrolled Dependent when such person was not Covered. Termination of the
Contract shall not prejudice any claims for Health Services that were rendered before the Contract ended.

Under certain circumstances, you may be eligible to continue Coverage or you may be entitled to conversion
Coverage.

Special Rules for Military Service

A Subscriber whose employment ends due to military service may have ce i 0 Covegage. Such will
be entitled to Coverage as required by the Uniformed Services Employment a
1994, as amended from time to time. Contact the Group to determine your rights.

Special Rules under the Family and Medical Leave Act

Special rules apply if the Group is subject to the Family a
Contact the Group to determine your rights.

A Subscriber will be deemed to be Actively at Work if on a leave under the Act. Coverage under
the Contract will not end while Subscriber is o the Act provided all required Premium is paid
during the leave.

A reduction in hours caused by a leave 1 qualltying event that gives rise to a right to choose
COBRA continuation Coverage. This f does not result in a loss of Coverage.

B. the Subscriber returns

Reinstatement

Unless you have

reinstated:
A. ifthe G tahding Premium, including the current Contract Month’s Premium, in full to
us within ation; and

B. if you have not exercj this reinstatement right during the preceding 12 months.
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Extended Coverage for Disabled Children

Coverage for an Enrolled Dependent may continue beyond the limiting age if:
A. at the time of the limiting age, the Enrolled Dependent is incapable of self-sustaining employment due
to intellectual disability, Behavioral Health and Mental Health disabilities or physical disabilities;
B. the Enrolled Dependent is primarily dependent upon the Subscriber for support and maintenance; and
C. proof of such incapacity and dependency is furnished to us by a Par Provider within 120 days of reaching
the limiting age.

This extended Coverage will continue so long as the Enrolled Dependent remains so incapacitated and
dependent, unless Coverage is otherwise ended by the terms of the Contract.

We may require proof from a Par Provider that is satisfactory to us of the Enr,
incapacity and dependency.

d Dependent’s continued

Continued Inpatient Hospital Benefits

We will continue inpatient Hospital benefits if:
A. we terminate the Contract; and
B. you are Confined for a medical or surgical condition on t

te the Contract

A. the date you are discharged from the Hospital.
B. the date you are covered under another covey

benefits.

C. sixty days after the date the Contract en

D. the date specified in writing by the Gro QB shall be at least 15 days after the date written
notice of termination is:
1) placed in the United States mail; or
2) sent by facsimile transmis

E. the last day the required Contra een paid, if the grace period expires and the Group has
not made the required payment.

F. the date we specify, if i ide false information to us.

G. the date we specify, if 3 the Contract's requirements.

H. the last day the required beeh paid, if the grace period expires and the Subscriber has not
made the required paym

I. the date th ates Coverage for the Subscriber and any Enrolled Dependents.

This section do act ends due to the receivership of PHP.

Continuation C

The following is only a of COBRA and how it may apply to you. The Group is responsible for providing
you with complete information about COBRA. COBRA Coverage shall apply only if the Group is subject to
COBRA. Contact the Group’s Plan Administrator to determine if you are entitled to COBRA.

If you have been receiving COBRA Coverage under your Group’s prior plan, your COBRA Coverage may
continue under the Contract until the earlier of:

A. the date it would have ended under the prior plan; or

B. the date it would end in accordance with the events in Termination Events for COBRA.

We are not required to provide you with COBRA Coverage if the Group or its Plan Administrator fails to perform
its responsibilities under federal law. These responsibilities include, but are not limited to:
A. timely notifying you of the right to elect COBRA; and
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B. timely notifying us of your COBRA election.

PHP is not the Group's designated Plan Administrator. We do not assume the Group’s COBRA
responsibilities under federal law.

Qualifying Events for COBRA

You are entitled to COBRA Coverage if your regular Coverage ended due to one of the following:
A. termination of the Subscriber from employment (other than for gross misconduct), or reduction of the
Subscriber’s work hours;
death of the Subscriber;
divorce or legal separation of the Subscriber;
loss of eligibility by a child who is an Enrolled Dependent;
entitlement of the Subscriber to Medicare benefits;
the bankruptcy filing by the Group under Title XI of the United States
1) with respect to a retired Subscriber and his or her Enrolled Dep
2) if there is a substantial elimination of Coverage within one
bankruptcy was filed.

mmoow

The COBRA Coverage period begins to run from the date of the | ven if the qualifying
event occurs some time earlier.

Notification Requirements and Election Period fg

You must notify the Group's Plan Administrator withi
A. adivorce;
B. alegal separation; or
C. the loss of eligibility as an Enrolled Depe

You have 60 days to elect COBRA Cov . iod"ends the later of:

A. 60 days after the qualifying e

B. 60 days after you receive notice dministrator of your right to elect COBRA.
Your failure to timely notify thg nistrator will eliminate the right to elect COBRA Coverage.
You must pay the initial COBF e Plan Administrator within 45 days after electing COBRA.
Coverage will be retr d wheh we receive notice from the Group that payment has been
received.

COBRA Cover
event. You can ge your COBRA Coverage unless similarly situated active employees of the

Termination Events

COBRA Coverage will end on the earliest of the following dates.

A. 18 months from the date of loss of regular Coverage.

B. 36 months from the date of loss of regular Coverage for an Enrolled Dependent whose regular Coverage
ended because of:
1) the death of the Subscriber;
2) divorce or legal separation;
3) the loss of eligibility by an Enrolled Dependent who is a child; or
4) the entitlement of the Subscriber to Medicare benefits.

C. The date you fail to pay the COBRA Premium. COBRA Premium is due:
1) 45 days from the date you elect COBRA Coverage;
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2) the first day of each month thereafter with a 31 day grace period.

D. The date you become covered, after the date you elect COBRA, under any other group health plan. If
the other group health plan contains pre-existing limitations or exclusions, your COBRA Coverage shall
end on the date such limitations or exclusions end. The other group health plan shall be primary for all
Health Services except those that are subject to the pre-existing limitations or exclusions.

E. The date the Member becomes entitled to Medicare after electing COBRA Coverage. This provision
shall not apply if the Member's regular Coverage ended because of bankruptcy filing of the Group.

F. The date the entire Contract ends. If a new group health plan is offered, you may have COBRA rights
under that plan.

G. The date COBRA Coverage would otherwise end under the Contract.

Extended COBRA

COBRA Coverage may be extended as described below.
A. If a second qualifying event occurs less than 18 months after the tegg#fation of the Subscriber from
employment (other than for gross misconduct), or reduction of the i ork hours, COBRA
Coverage may be extended for an Enrolled Dependent up to 36 mo loss of regular
Coverage.

The following events are not considered a second qualifyj
1) entitlement of the Subscriber to Medicare benefits, u used a loss in regular
Coverage, had the first qualifying event not occ :

1) is determined by the Social Security Admif@@irati i rior to or within 60 days from the
qualifying event; and
2) notifies the Group within the first 18 \ RA Coverage and within 60 days from the latest
of:
(a) the date of disability determinatio
(b) the date of the qualifyi
(c) the date COBRA is los
(d)

the date you were inform

You must provide nof{@k ithin 30 days from the date it is determined that you are no

1) 36 months after t
Medicare;

2) 18 months the date of loss of regular Coverage due to the Subscriber's employment being
terminated (other than for gross misconduct), or reduction of work hours.

date of loss of regular Coverage due to the Subscriber becoming entitled to

Conversion Contract

You may be eligible to apply for and receive coverage under a conversion contract from us.
A. You may apply to us for a conversion contract if:
1) the Contract is issued to a Small Employer;
2) you have been continuously Covered under a health insurance plan for at least 90 days prior to the
end of your Coverage;
3) Coverage under the Contract ends because of:
(a) termination of the Subscriber’'s employment;
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Continuation of Coverage

(b) a reduction in the Subscriber’s work hours;
(c) dissolution of marriage; or
(d) attainment of any age specified in the Contract;
4) you are not eligible for continuation coverage under COBRA.
B. If you qualify for a conversion contract, you must, within 30 days after your Coverage under the Contract
ends:
1) apply to us for a conversion contract; and
2) pay the initial premium for the conversion contract.

No evidence of insurability is required.
We will issue a conversion contract in accordance with the terms and conditions in effect at the time of

application. The coverage under the conversion contract may be sub tially different from the
Coverage provided under the Contract.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804 %
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Entire Contract

The Contract, the Certificate, the attachments, the declarations page, and any Amendments or Exhibits, make
up the entire Contract between the Group, you and us.

All statements made by the Group or by a Subscriber shall, in the absence of fraud, be deemed representations
and not warranties. No such statement shall void or reduce Coverage under the Contract or be used in defense
of a legal action unless it is contained in a written application or Enrollment Form.

Limitation of Action

Requests for reimbursement are subject to the provisions of the Contract. Otherwise, no legal proceeding or
action may be brought to recover on the Contract prior to full and complete compli with the procedures set
forth in the Grievances section of the Contract. Also, no such proceeding or on may be brought unless
brought within three years from the date the cause of action first arose.

The Member's damages shall be limited to recovery of actual benefits due un
Member waives any right to recover any additional amounts or damages inclu ited to, punitive
and/or exemplary damages.

Time Limit on Certain Defenses

No misstatement, except a fraudulent misstatement
Subscriber in the Enroliment Form, shall be used to vg
two years.

Amendments and Alterations

No change will be made to the Contract unless m
Amendments to the Contract are effectiyg as speci

No agent has authority to change the C
make oral changes to the Contract.

Relationship between Par

The relationships between PHP rs are solely contractual relationships between a payor (PHP)
). Likewise, PHP is an independent contractor providing Coverage

for Health Servic ntractual basis. Non-Par Providers have no contractual relationship with
Neither the Provi ps are considered agents or employees of PHP. We and our employees are

The relationship between a Provider and any Member is that of Provider and patient. The Provider is solely
responsible for the services provided to any Member. We are not responsible for the health services or other
care of any kind you receive from Providers or any other persons or entities. The Contract does not give you or
any other person any right, claim or cause of action of any kind against us based on the actions or omissions of
any Provider, entity or other person of health care, services or supplies.

The relationship between the Group and any Member is that of employer and employee, Enrolled Dependent,
or other Coverage classification as defined in the Contract.

The Group is solely responsible for:
A. determining enroliment and Coverage classification changes;
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B. termination of Members' Coverage; and
C. paying the Contract Charge to us on time.

Limitations on Selection of Par Providers for In-Network Benefits

If we determine that you are using Health Services of Par Providers, including pharmacy services, in a harmful
or abusive quantity, manner or frequency, we may limit your selection of Par Providers or Par Pharmacies for
In-Network Benefits Coverage. In this case, you may be required to select a single Par Doctor and a single Par
Hospital with which that Par Doctor is affiliated for all future Health Services Covered as In-Network Benefits.
Or, you may be required to select a single Par Pharmacy for the provision and coordination of all future pharmacy
services.

ed to do so, we will make
cy services, following this
y that Par Doctor (or through

If you fail to make the required selection within 31 days of our written notice of the
the selection for you and notify you in writing. All Health Services, including ph
selection or appointment of a single Par Doctor or Par Pharmacy must be provi
his or her written Referral) or that Par Pharmacy for Coverage under In-Net
condition that requires or could benefit from special services, we may requi eceive ealth Services
through a single Par Provider for In-Network Benefits Coverage.

Second Opinion Policy

A second opinion may be required at PHP’s discretiog
will advise you if a proposed Health Service is subject 18
a second Par Doctor prior to scheduling the seny

You must:

A. contact us to obtain a list of Par horiZed to render a second opinion; and

B. arrange a consultation with th . second Doctor will not be affiliated with the first

Doctor.

You must obtain the second @ ithi s of the first opinion or as soon thereafter as is reasonably
possible. Second opinions arra described above are provided at no cost to you.
A second opinion ma e request of a Member, subject to separate benefit restrictions
and/or Copays/Coj

We may impleme
and supplies that would not
discontinued at any ti

erwise be Covered. Such programs are at our sole discretion and may be
ut prior approval from other parties.

Confidentiality of Medical Information

By accepting Coverage, you authorize and direct any Provider that has attended, examined, or treated you to
furnish us any and all related information and records. Such must be provided to us at any reasonable time,
upon our request.

We and our designees have the right to any and all records concerning Health Services as necessary:
A. toimplement and administer the terms of the Contract;
B. for appropriate medical review or other quality assessment; or
C. for purposes of health care research.
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Any information we obtain that pertains to your diagnosis, treatment or health is confidential. We shall not
disclose such information to any person except:

A. to fulfill our obligations as described above; or

B. as required by state or federal law.

Examples of when we may release such information as required by law are as follows:

A. upon your express written consent;

B. when a child under the age of 18 is an Enrolled Dependent through a custodial parent, non-custodial
parent, step-parent or legal guardian, except when the minor child has lawfully obtained Covered Health
Services without the consent or notification of a parent or legal guardian;

C. under a statute or court order for the protection of evidence or the discovery of evidence; or

D. inthe event of litigation between you and PHP in which the information is inent.

We may claim any legal right against disclosure of the information that the Pr pplied it may claim.

Records

The Group shall furnish us with all information and proof that we may reasona
matters pertaining to the Contract.

ith regard to any

The following items shall be open for our inspection at any re
A. all documents furnished to the Group by a Membg
B. the Group's payroll records; and
C. any other records pertinent to Coverage undé

Both PHP and Par Providers may charge you r ¥'to cover costs for completing medical abstracts
or for other forms which you request.
Examination of Members

We may reasonably require that you be
Health Services arises. The exam will be p

estion or dispute about the provision of or payment for
ar Doctor acceptable to us. We will pay for the exam.

Typographical Error or Ad

ts not in accordance with all of the terms, conditions, limitations, and

create any rights t :
exclusions of the . phical or administrative error shall not continue Coverage beyond the date
it is scheduled t i ingmo the terms of the Contract.

If we pay for any reaso ing due to a typographical or administrative error by the Group or us, for Health
Services or benefits that, according to the terms of the Contract, should not have been paid, we reserve the right
to recover such amounts from the Member, the Provider to whom they have been paid, or any other appropriate

party.

Oral Statements

No oral statement of any person shall:

modify or otherwise affect the benefits, limitations or exclusions of the Contract;
convey or void any Coverage;

increase or reduce any benefits of the Contract; or

be used in the prosecution or defense of a claim under the Contract.

oW
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Notice

Our notice to an authorized representative of the Group is deemed notice to all affected Members. Such notice
includes notice of the termination of the Contract. The Group is responsible for giving notice to Members.

Our notice is sufficient if mailed to the Group's address shown in our records at the time of the mailing. Notice
is deemed delivered when deposited in the United States mail with first class postage prepaid, unless otherwise
stated in the Contract.

Your Payment

Your payment for Covered Health Services is limited to any Deductibles and/or Copays/Coinsurance set forth in
the Contract. Par Providers have agreed to accept our payment as payment in full, after your payment of the
Copays/Coinsurance and/or Deductibles.

Contract, except as
es not Covered by the

You are not responsible for paying for Health Services received in accord
stated in the Contract. You are responsible, however, for the cost of any
Contract.

Coverage is subject to:
A. the Subscriber’'s payment of any required Premium; and

B. the Member’s payment of any Copays/Coinsurance and/or ctible requiged by the Contract.

Contract is not Worker’s Comp Insurance

The Coverage provided under the Contract does not r&
which a Member is entitled under worker’'s comp;

ement, or provide a substitute for benefits to
sease; and similar laws.

The Contract does not Cover Health Services or
are provided or payable under worker's comp, occ ®e, and similar laws:
A. even if the Member’s employe, or self-insured under such laws;
B. when a Member refuses to use yer's'designated Doctor;
C. when a Member has not abided r's policy for treatment or reporting of a work-related
illness/injury.

ly or indirectly, related to such services that

The intent of the to the applicable laws and regulations in effect on the Contract's effective
f the jurisdiction in which the Contract is delivered that are in effect on the

Contract’s effective date shall ly.

Any Contract provision w , on the Contract’s effective date, conflicts with those laws and regulations is hereby
amended to conform to the minimum requirements of such.

Non-Discrimination

In compliance with state and federal law, we shall not discriminate on the basis of age; gender; color; race;
national origin; disability; marital status; sexual preference; religious affiliation; or public assistance status.

We shall not discriminate on the basis of whether an advance directive has been executed. Advance directives
are written instructions recognized under state law relating to the provision of health care when a person is
incapacitated. Examples include living wills and durable powers of attorney for health care.
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We shall not, with respect to any person and based upon any health factor or the results of Genetic Screening
or Testing:

A. refuse to issue or renew Coverage;

B. cancel Coverage;

C. limit benefits; or

D. charge a different Premium.

ERISA

If the Contract has been purchased to provide benefits under a welfare plan governed by ERISA, the Group is
the Plan Administrator as that term is used in ERISA. We will not be named as, nor will we be, the Plan
Administrator or a named fiduciary of the Group’s health and welfare benefit plan.

Amendments Affecting Retirees

If retirees are Covered, the Group retains the right to modify or eliminate Coy, es at any time in its
sole discretion.

General Conditions for Benefits

In the event of any major disaster or war, riot, civil insurrection, e
control:
A. we will Cover Health Services as provided in the Cg
then available; and
B. we shall have no liability or obligation for de
facilities or personnel.
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This section defines the terms used throughout the Contract. It is not intended to set forth Covered or non-
Covered Health Services.

Actively at Work. A Subscriber who:
A. actively performs his or her regular job duties for the Group; and
B. meets the required minimum hours worked per week as defined by the Group and approved by PHP.

A Subscriber is considered to be Actively at Work:

A. on aregular non-working day if he or she was Actively at Work on the last preceding scheduled workday;

B. during a regular paid vacation;

C. during an absence due to Family and Medical Leave Act (if applicable);

D. during any leave of absence, including but not limited to short term or long tegg disability or a sabbatical,
that does not exceed the timeframe indicated in Exhibit 1 of the Group’s

E. forthe purpose of initial eligibility only, if the cause of the leave of abs 0 an injury or illness.

A Subscriber who has received a severance package is not Actively at Work:
at Work ceases to be eligible for Coverage, regardless of the Subscriber’s statu dable Care Act
and IRS regulations promulgated under Section 4980H of the Code.

Additional Charge. With respect to the outpatient Prescription Dr nefit, a chagge In addition to the Copay
the Member is required to pay:
A. to a Par Pharmacy; and
B. for a Covered Brand Name Prescription Drug
1) a generic is available; and
2) on the Generic Drug List.

and Name Drug and the Generic Drug.

Adoption. The date of placement for
adoptive parent custody of the child for

or the date of the entry of an order granting the
whichever is earlier.

request for benefits in accordance with the Grievance
procedures described in the G ion of this Contract. An Adverse Benefit Determination also

includes:

A. eligibility i e Grievance and Appeal level only; and
B. Rescissi p Grievance, Appeal and External Appeal level.

AHRQ. Agency
Allowable Expense.

applicable Deductible,
whom the claim is made.

care expense, including Coinsurance or Copays and without reduction for any
S covered at least in part under any of the Coverage Plans covering the person for

When a Coverage Plan provides benefits in the form of services, the reasonable cash value of each service
rendered will be considered both an Allowable Expense and a benefit paid.

The following are not considered an Allowable Expense under This Plan:
A. an expense or a portion of an expense that is not covered by any of the Coverage Plans;
B. any expense that a Provider by law or in accordance with a contractual agreement is prohibited from
charging a Member;
C. items of expense for vision care and Prescription Drugs;
D. the difference between the cost of a private hospital room and a semiprivate room, unless the stay in a
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private room is Medically Necessary;
E. the amount of the reduction when benefits are reduced under a Primary Plan because a person does
not comply with that plan’s provisions related to:
1) second surgical opinions;
2) authorization of admissions or services; and
3) preferred Provider arrangements;
F. if a Member is covered by two or more Coverage Plans that:
1) compute their benefits payments on the basis of:
(a) usual and customary fees;
) relative value schedule reimbursement;
) other similar reimbursement methodology; or
) any amount charged by the provider in excess of the highest reimbursement amount for a
specified benefit.
2) provide benefits or services on the basis of negotiated fees, any am
the negotiated fees.

in excess of the highest of

If a Member is covered by:
1) one Coverage Plan that calculates its benefits or services on the b

(a) usual and customary fees;

(b) relative value schedule reimbursement; or

(c) other similar reimbursement methodology; and
2) another Coverage Plan that provides its benefi

provider has contracted with the Secondar i nefit or service for a specific
negotiated fee or payment amount that is diffSg@a i lan payment arrangement and if

utpatient basis: surgical services; Emergency Health
Services; rehab services; lab serviSga services; or

B. provides on an inpati is: Behavioral Health and Mental Health or Substance Use
Disorder Services.

An Alternate Facility may includ to a Hospital but does not include a Doctor's office.

Amendment. A uently provided document, if any, of revisions or additional provisions to
nly when signed by an executive officer of PHP.

Approved Inpatient T onal Care Unit. A Hospital or nursing home facility that:
A. is licensed and operated in accordance with the law of the jurisdiction in which treatment is received;
B. is approved by Medicare as an Inpatient Transitional Care Unit; and
C. is approved by PHP to provide Health Services to Members.

Autism Spectrum Disorder or ASD. A neurological condition, including but not limited to Asperger’s syndrome
and autism, as defined in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders
of the American Psychiatric Association.

Basic Health Needs. Health Services necessary to maintain or restore fundamental physical or emotional
functions used in sustaining one’s own life. Basic Health Needs does not include Health Services that are
intended to help or affect the functioning of or interaction with another individual.
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Behavioral Health and Mental Health. A physical or behavioral condition having an emotional or psychological
origin or effect. Behavioral Health and Mental Health includes behavioral or emotional disorders, but does not
include Substance Use Disorder.

Behavioral Health and Mental Health Services. Services and supplies for the diagnosis and treatment of
Behavioral Health and Mental Health that are classified in the ICD or the DSM.

Brand Name Drug. A Prescription Drug manufactured and marketed under a trademark or name by a specific
drug manufacturer.

Calendar Year. January 1 through December 31 of any given year.

Care Taker Services. Services not solely related to the care of a Member incl but not limited to:
A. sitter or companion services for the ill Member;
B. transportation; and

C. house cleaning or maintenance.
Certificate. This Certificate of Coverage.
CHIP. Children’s Health Insurance Program, as amended.
Claim Determination Period. A Calendar Year. Howg,

a person has no Coverage under This Plan or any pa
provision takes effect.

y part of a year during which
this COB provision or a similar

Clean Claim. A claim submitted by a Provider
that has no defect, impropriety or particular circu

ealth care services provided under This Plan
special treatment preventing payment.

COBRA. Consolidated Omnibys Budget R ili ct of 1985, as amended.

Coinsurance. A percentage o at you must pay for certain Covered Health Services. (Also

see Copay.)

ditions that:
ncomplicated Pregnancy; but
B. are adv aused by Pregnancy; and

Examples include: ac
abortion; ectopic Preg
comparable severity.

ritis; nephrosis; cardiac decompensation; hyperemesis gravidarum; missed
; non-elective cesarean section; and similar medical and surgical conditions of

Not included are: false labor; occasional spotting; Doctor prescribed rest during the period of Pregnancy;
morning sickness; and pre-eclampsia. Also not included are similar conditions associated with the management
of a difficult Pregnancy but not classified in the ICD as Complications of Pregnancy.

Confinement and Confined. An uninterrupted stay following formal admission to a Hospital; Inpatient
Transitional Care Unit; or Alternate Facility. Confinement and Confined refer to inpatient care.

Congenital Defects and Birth Abnormalities. A defective development or formation of a part of the body:
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A. which occurs during Pregnancy;

B. which is determined by a Doctor to have existed at birth, and usually before birth, even though not
manifested until later; and

C. does not include abnormalities that occur in the development process after birth.

Congenital Defects and Birth Abnormalities do not include misalignment of the teeth or jaw, except as a result
of cleft lip or cleft palate.

Contract. The Contract that includes the following items signed by PHP: the Contract, the Certificate of
Coverage; the attachments, the declarations page; Amendments; Exhibits and agreements. Such items
constitute the entire agreement regarding the benefits, exclusions and other conditions between PHP and the
Group.

Contract Charge. The total Premium for all Subscribers and Enrolled Depende,
Contract Month. Calendar month.
Contract Years. The time from:

A. the effective date of the Contract to the renewal date set fqrth in Exhibit 1
B. each renewal date to each annual renewal anniversary t

p’s Contract; and

Coordination of Benefits or COB. A provision:
A. establishing an order in which plans pay their clag

B. permitting Secondary Plans to reduce their Q ed benefits do not exceed the
total Allowable Expense.

Copays or Copay. A dollar amount that you mus
Such dollar amount is in addition to the Premium gsurance.) Copays do not count toward the
Deductible.

Cosmetic Procedures. Procedures tha al appearance but do not correct or materially improve
a physical function. Cosmetic Procedures re not limited to, drug treatment, plastic surgery, and

Coverage Plan. t provide benefits or services for, or because of, medical or dental care or
treatment:

1) prepaymerft
2) group practice or individual practice coverage;
3) any medical payment section of a homeowner's, tenant's or automobile insurance contract; and
4) coverage other than school accident-type coverage.
B. coverage under a governmental plan or required or provided by law.

A Coverage Plan does not include a state plan under Medicaid.

Each contract or other arrangement for coverage under A. or B. is a separate Coverage Plan. Also, if an
arrangement has two parts and COB rules apply only to one of the two, each of the parts is a separate Coverage
Plan.
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Custodial Care. Custodial Care includes:
A. non-health-related services such as assistance in activities of daily living; or
B. health-related services that:
1) do not seek to cure;
2) are provided when the medical condition of the Member is not changing; and
3) do not require administration by skilled, licensed medical personnel or a non-professionally qualified
person can be trained to perform.

Deductible. The amount a Member must pay in a Calendar Year for Covered Health Services before PHP will
pay. There may be more than one Deductible set forth in the Contract. Copays do not count toward the
Deductible.

Dental Care. All services provided by or under the direction of a Dentist. Such
care and all other care of teeth and the surrounding tissues; correction of a f
surgical procedures that involve the hard or soft tissues of the mouth.

ices include: preventive
meeting of the teeth; and

Dentist. Any Doctor of:
A. dental surgery, D.D.S.; or
B. medical dentistry, D.M.D.;
who is duly licensed and qualified to provide Dental Care under t
received.

w of the jurisdi In which treatment is

Dependent. A person who is:
A. the Subscriber’s legal spouse;
B. a child of the Subscriber who is a son, daugr
guardianship regardless of support levely
C. agrandchild or other blood relative of the
of total support;
D. a child of the Subscriber who | i a (MCSO as having a right to enroll under the

d child, step-child or a child subject to legal

Contract.
You must furnish satisfactory evidence of t our request
A Dependent child is no longe olled Dependent at the end of the Contract Month in which

the child attains age 26.

An Enrolled Depen i tally disabled prior to reaching the age as above may continue Coverage
Disabled Children.

individual you have appointed to assist or represent you with a Grievance,
erson may include, but not be limited to, Doctors, other Providers, attorneys,
must identify your Designated Representative to us in writing, though, in order
ur medical information to unauthorized persons.

Appeal, or External’Appeal. Thj
friends or family members.
to prevent the disclosu

Designated Transplant Center of Excellence. The Hospital or Alternate Facility that will render Health
Services for a Covered transplant. The Designated Transplant Center of Excellence:

A. is at our discretion;

B. may vary, depending on the type of transplant; and

C. may or may not be located within our Service Area.

Doctor. A person performing Health Services within the scope of his or her license as a:
A. doctor of medicine (MD);
B. doctor of osteopathy (DO);
C. Dentist;

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
Phone: 260-432-6690 | Toll Free: 1-800-982-6257

phpni.com

PUBLISHED 2026 Page 60

&
A N




podiatrist;

chiropractor; or

psychologist who has been endorsed as a health service provider in psychology by the Indiana State
Board of Examiners in Psychology.

nmo

DSM. The Diagnostic and Statistical Manual of Mental Disorders.

Durable Medical Equipment or DME. Medical equipment that:

A. can withstand repeated use and is not disposable;
B. is used to serve a medical purpose;
C. is generally not useful to a person in the absence of a Sickness or Injury;
D. is appropriate for use in the home; and
E. is the most cost-effective type of medical apparatus appropriate for the co
Eligible Expenses. Reasonable and Customary Charges for Health Servi hile Coverage is in

effect which do not exceed the Contract’s maximum limit or benefit level.

Eligible Person. The employee or other person of the Group who:
A. meets the Group’s eligibility requirements for Coverage, specified in

attention to result in any of the following:
A. placing the health of the individual or the

the health of the woman or her unborn ch

B. serious impairment to bodily functions;

during any of the following:
A. your discharge from a
to you; or

ment or other care setting where emergency care is provided

SIENCy department or other care setting to another facility; or
C. your tra | Emergency department or other Hospital care setting to the Hospital's

B. needed to evaluate or Stabilize a Member in an Emergency.
Enrolled Dependent. A Dependent who is enrolled for Coverage under the Contract. Except as provided
elsewhere in the Contract, a Dependent child is no longer eligible to be an Enrolled Dependent upon reaching
the limiting age.
Enroliment Form. An application form for Coverage that PHP has approved.

ERISA. The Employee Retirement Income Security Act of 1974, as amended from time to time.

Experimental, Investigational or Unproven. Services, treatments, supplies, drugs, devices, or procedures
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determined by PHP to be any one or more of the following at the time a Coverage determination for any particular
case is made:
A. considered by any government agency or subdivision or the CMS Medicare Coverage Issues Manual to
be: experimental; investigational; not reasonable and necessary; or any similar finding. Government
agencies and subdivisions include, but are not limited to, the FDA and the AHRQ.

B. not covered under Medicare reimbursement laws, regulations or interpretations, on the basis that such
are: experimental; investigational; unproven; not reasonable and necessary; or any similar finding.

C. not approved by the FDA to be lawfully marketed for the proposed use.

D. notidentified as appropriate for the proposed use in: the American Hospital Formulary Service; the U.S.
Pharmacopoeia Dispensing Information; or the American Medical Drug Evaluations.

E. subject to review and approval by any institutional review board for the proposed use.

F. the subject of an ongoing clinical trial that meets the definition of a Phase I, II, lll or IV clinical trial set

forth in the FDA regulations (regardless of whether the trial is actually su
does not meet the definition of cancer or other life-threatening disease g
G. not demonstrated through prevailing peer-reviewed medical literature
or diagnosing the condition for which it is proposed.

t to FDA oversight), but

effective for treating

Determinations regarding whether a particular service, treatment, supply,
considered to be Experimental, Investigational or Unproven are made by PHP’s
with PHP procedural guidelines.

r procedure is
tor in accordance

External Appeal. A voluntary Appeal process in which a i ertain eal decisions PHP made
and determines whether to uphold or reverse them.
FDA. The United States Food and Drug Administratio
Final Internal Adverse Benefit Determinatio

conclusion of the internal Appeals process or an
been deemed exhausted.

ing of an Adverse Benefit Determination at the
Determination internal Appeals process has

Formulary. A list of Prescription Drugs
the list from time to time.

or dispensing to Members. We will review and change

Generic Drugs. Prescription § S as Generic Drugs that will be Covered at a generic product
level. Generic Drugs have the gredients, must meet the same FDA rules for safety, purity and
potency, and must be given in tht ablet, capsule, cream) as the Brand Name Drug.

Grievance. An oral or written plaint submitted in accordance with our formal Grievance procedure by the
Member or on behalf ember regarding an Adverse Benefit Determination or any aspect of our
organization relating to

Group. The employer or other entity with whom PHP has made the Contract.

Habilitation Services. Habilitation Services are those that help you keep, learn or improve skills and functioning
for daily living. Examples include therapy for a child who is not walking or talking at the expected age. These
services may include physical and occupational therapy, speech-language pathology and other services for
people with disabilities in a variety of inpatient and/or outpatient settings.

Health Services. Medical or health care services, whether or not Covered under the Contract, which include
but are not limited to: medical evaluation; diagnosis; treatments; procedures; drugs; therapies; devices; and
supplies.
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Home Health Agency. An agency or organization that:
A. is engaged in providing Home Health Care Services; and
B. is authorized to do so under the law of the jurisdiction in which treatment is received.

Home Health Care Services. Health Services provided by a Home Health Agency.

Hospice Care Agency. An agency or organization that:
A. s certified to render Hospice Care;
B. provides twenty-four hour care, seven days a week;
C. is under the direct supervision of a Par Doctor; and
D. maintains written records of the services provided.

Hospice Care and Services. A program of care that:
A. is provided by a licensed Hospice Care Agency;
B. focuses on palliative rather than curative treatment; and
C. provides supportive measures to a Member with a prognosis of less

Hospice Facility. A facility that:

A. is licensed and operated in accordance with the law of t
and

B. provides twenty-four hour nursing services.

Airisdiction in wh eatment is received;

Hospital. An institution that:

is operated under the law;
is primarily engaged in providing Health
provides for the care and treatment of in
has medical, diagnostic and surgical facili
is operated by or under the supervision of
has 24 hour nursing services;
is licensed as a Hospital in the |

npatient basis;
ividuals;

OMMOOw>

A Hospital is not primarily a p,
Transitional Care Unit, nursin

ial Care, or care of the aged. A Hospital is not an Inpatient
home or similar institution.
Services.

Independent R i IRO. An organization licensed by the Indiana Department of Insurance
to conduct Exte

Infertility. The documentedd
conception.

ility of an otherwise healthy Member (male or female) to conceive or to produce

Injury. Bodily damage, other than Sickness, including all related conditions and recurrent symptoms.

In-Network Benefits. Benefits paid for:
A. Health Services rendered by Par Providers; and
B. Emergency and Referred Health Services rendered by non-Par Providers.

Such benefits are usually higher than the Out-of-Network Benefits paid for most Health Services rendered by
non-Par Providers. Some Health Services are Covered only under In-Network Benefits.

Maternity Services. All Health Services related to Pregnancy including:
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A. prenatal and postnatal care, including newborn hearing test;
B. childbirth; and
C. early termination of Pregnancy.

Medicaid. Title XIX of the United States Social Security Act, Grants to States for Medical Assistance Programs,
as amended from time to time.

Medical Director. A licensed Doctor of medicine or osteopathy employed or contracted by PHP to provide
medical review of Health Services proposed or rendered for Members.

Medically Necessary. Health Services that are determined by PHP to be all of the following:
A. medically appropriate and necessary to meet the Member’'s Basic Health Needs;
B. the most cost-effective method of treatment and rendered in the most cost-g#ective manner and type of
setting appropriate for the delivery of the Health Service;
C. consistent in type, frequency and duration of treatment with releva
D

of national medical,
research and health care coverage organizations and government
accepted by the medical community as consistent with the diagnosis a
and rendered at a frequency and duration considered by the me

appropriate;
E. required for reasons other than the comfort or convenien r her Doctor;
F. of a demonstrated medical value in treating the condition o
G. consistent with patterns of care found in establish j ents for treatment of the

particular health condition.

The definition of Medically Necessary used in the Con
A. relates only to Coverage; and

B. may differ from the way in which a Doc the practice of medicine may define Medically
Necessary.

The fact that a Doctor has perform i th Service does not mean that it is Medically

condition mean that it is Medically Necess the right to make all final determinations as to which
Health Services are Medically, t to the procedures specified in the Grievances section of the
Contract.

A. meets aN @i ents of the Contract; and
B. is enrolle nder the Contract.

The term Member refer er the Subscriber or an Enrolled Dependent but only while the person is Covered
under the Contract. References to “you” and “your” throughout the Contract are references to a Member.

Minimum Essential Coverage. As defined in Section 5000A(f) of the Internal Revenue Code, which includes,
but is not limited to any of the following: Government sponsored programs Medicare, Medicaid, CHIP, TRICARE
for Life, veteran’s health care program; coverage under an eligible employer-sponsored plan; coverage under a
health plan offered in the individual market within a State (i.e., a qualified non-grandfathered health plan);
coverage under a grandfathered health plan; and such other health benefits coverage, such as a State health
benefits risk pool, or as the Secretary of the Health and Human Services recognizes.

Office Administered Specialty Drugs. A list of drugs established by us that have specific characteristics, such
as but not limited to:
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they must be administered or infused in a clinical setting under the guidance of a licensed medical
professional;

they must be Prior Authorized if Out-of-Network;

they are injectable;

they are high in cost; and

they have special handling requirements.

moow

We will review and change the list from time to time.

Open Enroliment Period. A period of time, as determined by PHP and the Group, during which an Eligible
Person may enroll or disenroll himself/herself and eligible Dependents under the Contract, including by passive
enrollment in accordance with procedures established by PHP.

Orthotic Appliance. An appliance or apparatus used to support, align or corre
function of movable parts of the body, such as but not limited to braces or splj

formities or to improve the
Orthotic Device. A Medically Necessary custom fabricated brace or suppo
of a prosthetic arm, hand, leg or foot.

Ostomy Supplies. Supplies used for the care of an artificial sto ing i nary, gastrointestinal
canal and/or the trachea.

Out-of-Network Benefits. Benefits paid for Health @i n-Par Providers, except for
Emergency and Referred Health Services. Such bengi he In-Network Benefits paid for

Covered Health Services Out-of-Network during a . Any and all Covered Health Services paid

Out-of-Network while you are Covere another Contract offered by the Group, shall be
included when calculating the Out-of-Ne il Annual Maximum.

Out-of-Pocket Limit or Total it. The maximum amount of Coinsurance a Member must pay
each Calendar Year for Cove i nce this limit is met, Coinsurance for such services is not

Par Pharmacy. A has entered into an agreement with us to provide Prescription Drug services
to Members.

Participating or Par. Having entered into an agreement with PHP to provide Health Services to Members. We
reserve the right to make changes in our Par Provider network that we believe are appropriate or necessary.
PHP. Physicians Health Plan of Northern Indiana, Inc. References to “we,” the “Plan,” “
the Contract are references to PHP.

us,” and “our” throughout

Post-service Grievance. Any Grievance that involves only the payment or reimbursement of the Eligible
Expenses for Health Services that have already been provided.

Pregnancy. A condition of a female after conception until the birth of the baby.
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Premium. The fee we charge for each Subscriber and Enrolled Dependent and which is based on both
Subscriber and Group contributions. The Premium is paid in consideration for the benefits and services provided
by PHP under the Contract.

Prescriber. A Provider who is duly licensed by the state to prescribe drugs in the ordinary course of his or her
professional practice.

Prescription. The authorization issued by a Prescriber for a Prescription Drug.
Prescription Drug. A drug that:

A. has been approved by the FDA; and
B. under federal or state law can only be dispensed with a Prescription.

These are known as legend drugs. Prescription Drugs also include insulin; di
devices.

c supplies; and inhaler aid
Pre-service Grievance. A Grievance that must be decided before a Me i alth Services
Covered under the Contract.

Primary Plan/Secondary Plan. The order of benefit determina
Primary Plan or Secondary Plan.

Coverage Plan is a

When a Coverage Plan is a Primary Plan:
A. its benefits are determined before those of ang
B. it will not consider the other Coverage Plan's b®

ring the member; and

When a Coverage Plan is a Secondary Plan:
A. its benefits are determined after those of
B. its benefits may be reduced because of th

e Plan covering the member; and
verage Plan's benefits.

When more than two Coverage Plans ¢
A. This Plan may be a Primary Plan & re other Coverage Plans; and

a different Coverage Plan or plans.

Prior Authorization or Prior AR process of obtaining prior approval from us for Health Services,
including for Coverage of certain g i ugs prior to dispensing, using our guidelines.

Prior Carrier D
accumulated w
Calendar Year ifY
A. this Contract is replaci
B. appropriate notificati

r Deductible under this Contract will be credited with any deductible you
rom a participating provider under the Group’s prior contract during this

another contract issued to the Group; and
s received by PHP within 90 days of the effective date of Coverage.

Provider. A Doctor; Hospital; Inpatient Transitional Care Unit; Home Health Care Agency; pharmacy; Mail Order
Drug Provider; or other health care institution or practitioner. The Provider must be licensed, certified or
otherwise authorized pursuant to the law of the jurisdiction in which care or treatment is received.

QMCSO. A qualified medical child support order as defined in 29 U.S.C. § 1169(a)(2)(A) as amended from time
to time. Such an order requires a parent to provide health coverage for a child.

Reconstructive Surgery. Any surgery incidental to:
A. an Injury;
B. a Sickness; or
C. Congenital Defects and Birth Abnormalities.

1700 Magnavox Way, Suite 201 | Fort Wayne, IN 46804
Phone: 260-432-6690 | Toll Free: 1-800-982-6257

phpni.com

PUBLISHED 2026 Page 66

&
A N




Reconstructive Surgery for Congenital Defects and Birth Abnormalities includes but is not limited to orthodontic
and oral surgery involved in the management of cleft lip and cleft palate for a Member.

Reconstructive Surgery includes the following for a Covered mastectomy:

all stages of reconstruction of the breast on which the mastectomy was performed;

surgery and reconstruction of the other breast to produce symmetry;

chest wall reconstruction, including aesthetic flat closure as defined by the National Cancer Institute; or
custom fabricated breast prosthesis including one additional breast prosthesis per breast affected by a
mastectomy;

in the manner determined by the attending Doctor and the Member to be appropriate, subject to the provisions
of the Contract.

ODOow»

Recovery. An amount owed by a Recovery Source pursuant to a settlement, ju ent or otherwise.
Recovery Source. The following persons or entities are referred to as Re
A. any person alleged to have caused a Member to suffer injuries or da

B. the employer of a Member; or
C. any person or entity obligated to provide benefits or payments to a Mem
limited to, uninsured or underinsured motorist protection iability insuran

cludes, but is not

Rehabilitation Services. Health care services cstore skills and functioning for daily living that
you once had, but lost because of illness or inj ices may include physical and occupational
therapy, speech-language pathology or other reha servi€es in a variety of inpatient and/or outpatient
settings.

Rescission of Coverage. A cancellation nce of Coverage that has retroactive effect, except to

Routine Immu ion. i ization administered to the age-appropriate general population and
recommended

B. American
C. American Academ amily Physicians.
Self-Administered Specialty Drugs. A list of drugs established by us that have one or more of the following
characteristics, such as but not limited to:
A. they are obtained from a pharmacy;
they must be Prior Authorized;
they are generally injectable;
they are administered at home or without the supervision of a licensed medical professional;
they are high in cost;
they have special handling requirements; and/or
they require special training in order to use.

OMmMOOw

We will review and change the list from time to time.
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Semi-private Room. A room with two or more beds in a Hospital; an Approved Inpatient Transitional Care Unit;
or an Alternate Facility.

Service Area. The geographic area served by PHP, as approved by the Indiana Department of Insurance. This
area includes: Adams; Allen; Benton; Blackford; Boone; Carroll; Cass; Clinton; DeKalb; Delaware; Elkhart;
Fountain; Fulton; Grant; Hamilton; Hendricks; Howard; Huntington; Jasper; Jay; Kosciusko; LaGrange; Lake;
LaPorte; Madison; Marion; Marshall; Miami; Montgomery; Morgan; Newton; Noble; Porter; Pulaski; Randolph;
St. Joseph; Shelby; Starke; Steuben; Tippecanoe; Tipton; Wabash; Warren; Wells; White; and Whitley counties
in Indiana.

Sickness. A physical illness, disorder, disease, or Pregnancy. Sickness does not include Behavioral Health
and Mental Health conditions.

Small Employer. Any person, firm, corporation, limited liability company, pa
those deemed to be a single employer determined under Section 414 of th
A. actively engaged in business;
B. who employed an average of at least 1 but not more than 50 emp
employer’s business days during the preceding Calendar Year; and
C. who employs at least 1 employee on the first day of the p

ssociation, including

ast 50% of the

Specialty Drugs. A list of Prescription Drugs established §
A. obtained from a Par Pharmacy or a Specialty P
B. Prior Authorized.

We will review and change the list from time to ti
Specialty Drugs have one or more of the following uch as but not limited to:
they are high in cost;

they are generally injectable;

they have special handling requ
they require special training in ord

oowy>

Specialty Pharmacy. A Par
services to Members.

tered into an agreement with us to provide Specialty Drug

Stabilize. To proy s to a Member in an Emergency as may be necessary to assure, within
reasonable medi ili terial deterioration of the Member’s condition is not likely to occur.

the following: discharge; transfgito another health care facility; or transfer to the Hospital’s inpatient setting.
Step Therapy. Means?
A. an alternate but appropriate Prescription Drug identified by the Plan is used first by the Member within

a specified number of days; and
B. certain Prescription Drugs are Covered only if the Member has gone through the Step Therapy process.

The identified Prescription Drugs and the process are subject to periodic review and modification by PHP, in its
discretion.

Subscriber. An Eligible Person who enrolled for Coverage under the Contract. The term Subscriber does not
include Enrolled Dependents.

Substance Use Disorder. Alcoholism and chemical or drug dependency.
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Teleconsultation Services or Remote Patient Monitoring. The Provider-initiated use of digital technologies
to collect medical and other forms of health data from Members in one location and electronically transmit that
information securely to Providers in different locations for assessment and recommendations.

Telehealth Services. Member-initiated Health Services provided during a Provider/Member encounter by using
electronic communications and information technology, including secure videoconferencing and interactive
audio communications. This technology permits the Member and the Provider to be at different locations during
the examination. We will determine whether the technology used is secure and appropriate for the services
delivered so as to fall under the definition of “Telehealth Services.” Health Services that can be delivered through
the use of Telehealth Services may include the following:

A. medical exams and consultations; or

B. behavioral health, including substance abuse evaluations and treatment.

The term “Telehealth Services” does not include:
electronic mail;

an instant messaging conversation;
facsimile communication;

internet questionnaire;

internet consultation; or

mTmoow>

Urgent Care Claim. Request for a i ject to the time limits applicable to Pre-service

Claims:
A. would seriously jeopardize your lif lity to reach and maintain maximum function; or
B. inthe opinion of physi ili ur condition, would subject you to severe pain that cannot be

adequately managed Claim.
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