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Welcome

Understandng your health carebenefitsis important. Whether you neegreventive careto help you

maintain good health or you are facing a serious health challenge, knowing how your health benefits work
can make life easiefThishandbooktells youabout the COVA HealthAwarelan, an option undethe
Commonwealth oV¥irginiaHealth Benefits Prograrfior eligible employees ancktiree group participants
andtheir eligible family members

Thishandbookexplainshe COVA HealthAwarelanprovisions, including
1 Health reimbursement arrangement (HRA)
1 Medicalbenefits which also include
— Behavioral healtlbenefits
—  Prescriptiondrug benefits
— Basic dental benefits (diagnostic and preventive)
— Routine vision and hearing exams
1 EmployeeAssistance Program
1 Optionalexpandeddental benefits
1 Optionalexpandedvisionbenefits
ThRSaS o6SySTFAGA NB O2ff SO0 AtEeSHeath BT S NMBRI SBRbkd KRAWEE KI
Plané! vyt Sda y20SR 20KSNBAAS |4 GKS o0S3IAyyiy3a 2F | OKI LI
employee of the Commonwealth of Virgir(the State) 0mO2 OSNBER FlF YAt & YSYoSN® ¢t KS
includes covered retirees, survivors and lgagn disability participants.
Your claims under the Plan are administered by Aetna Life Insurance Company (Aetma)is referred to
I & @IEnSadministratod Ay G(KA& KIyRo0o2271®

Your Health Plan does not covarerything. There are specifiexclusions for which th@lanwill never pay.
Even more important, payment for services is almost always conditidredt is, payment may be reduced
or even denied for a serviceyibureceive the service without observing all the conditions and limits under
which the service is coveredrinally,except forpreventive care unless you have funds available from your
heakh reimbursementarrangementor you reach your annualut-of-pocket maximum you almost always
have to pay for part of the cost of treatment.

Your health benefits are contractual in natur€he rules that govern the Plan are described in this
handbook including

1 Theservices eligible fareimbursement

1 The conditions under which the services are covered

I The limits of coverageand

1 Thebenefitsthat may be payable under the specified conditions.

This means, in part, thatyou or yourproviderthinksa service should be covered, that does not make it a
covered serviceThe same is true even when the issue is life or death: a service is not covered simply
becauseyou oryour physicianbelievesyouneed the service or because the service is the onlyaiaing
treatmentthat might (or might not) save your life
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Youare responsible for knowing what is covered and the limits and conditions of coverdgarthermore,
the terms and conditions of yowoverage can be changed without your consent if proper notice is given to
you.

Know Your Plan

This handbook describes tiservices and suppligbat the HealthPlan is designed to cover and

the rules that apply to that coverage. Use the handbook as kttoleelp you and youphysician

make informed decisions about the course of treatment that is appropriate for you. You and your
physicianare ultimately responsible for deciding on the course of treatment to be followed in any
situation, regardless of wdther it appears the Plan will pay for that care.

Your Health Plan payts part of the cost ofmedically necessariiealth services needed to diagnose and
treat illnesses and injuriesServiceshat are notmedically necessarfor the diagnosis and treatemt of
illnesses or injuries are not eligible fia@imbursement For example, exvices designed primarily to improve
your personal appearance are not eligible fermbursement.

There are rulethat apply to all benefits.SeeBenefit Basicto learn about important features of the Plan
In addition there are some services for which the Plan will never zach benefispecific chapter
includes a description of what is not coverdeinally refer to the Definitionschapterfor an explanation of
many of the terms used in this booklétVords and phrasesxplained irDefinitionswill appear inbold
type. The information inlese sectionssimportant becauset describes how th€laim administrator
determines exactly whatyour Health Plan covers.

Health Care Reform

The COVA HealthAware Plan is a-gaandfathered health plan as defined by the Patient
Protection and Affordable Care Act (PPACH)s means that the Plan must comply with the
applicablerules of PPACA.

Please ead thishandbookcarefully and refer to it when you need to understand how ydgalth Plan
works. If you have questions or need help

1 Refer to ResourcesToolsand Programsor
I Callthe Aetna Health Concierge 8554141901
Thishandbookmay be printed at any time from the followingebsite: www.dhrm.virginia.gov.

Your ID Card

You will receive an ID card when you enroll in the COVA HealthAwarelPfan. enroll your spouse, you

will receive two ID cards. You may request additional cards for other covered family members byhealling
Health Concierge at 1-855-414-1901. L ¥ @ 2dz St SO0 G KS 2 LJi Avioyisidn ID@drel A 2 Y
You are encouraged to carry your ID card(s) with you at all times. Present your card to providers before
receiving services, and to network pharmacies wfiing aprescription.

If you lose your card, calle Health Concierge at 1-855-414-1901 or log on to Aetna Navigator at
www.covahealthaware.conto request a replacement.

2 Welcome
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Your Plan at a Glance

Thischapterprovides a overview of the health reimbursement arrangement (HRA) that is part of your
Health Plan You will also find summary of cost sharing and covered services for the mezhwarage
under your Health Plan, g an overview of the optionaxpandeddental and vision benefits that are
available to youAdditional and rare detailed information about covered services can be found in the
benefitspecific chapters that follow this overview.

There are two levels of@/A HealthAware benefitsBasic and Optional:
9 Basic benefits:

— Health reimbursement arrangement

— Medical, including behavioral health caprescriptiondrug coveragediagnostic and
preventive dental services and routine annual vision and hearing exams

— Employee Assistance Program
1 Optional benefits are availahlper plan provisiondpr an additional monthly contribution:

— Expanded dntal, covering primary dental services such as fillings geribdontalcare major
dental services such antures, crowns and inlays andorthodontic treatment

—  Expanded visionoverage dr lenses, frames and contdensesd SELJ Y RSR @GArairzy OF y Qi
elected without expanded dental)

Your Basic Benefits: Summary of Benefits

Health Reimbursement Arrangement (HRA)

The HRA Fund: Contributions at the start of the Plan year
Employee*-Only $600

Employee* and Spouse $1,200

F a9YLX 28SS¢ AyOftdzRSE NBGANBS INRAzZLI LI NGAOALI yGa& 6 NB
Enrollment after the start of th@lan yearwill result in prorating the HRA contribution. Sgew Hires and
Qualifying MidYear Eventfor more information.

. 2dz OLYy SIENY FRRAGAZ2YFf O2y{NROded AKX dFEdré Rddithh&S | w! o6& O
I w! /2y {iNROGddziA 2 yiA B Roiindoe WfadinaionA y 3 & 5 2
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Medical Cost Sharing

Refer toBenefit Basicfor more information about inand outof-network cost sharing.

Plan Feature ‘ In-Network Out-of-Network

Annual Deductible

Individual $1,500 per plan year $3,000 per plan year

Two Person or Family $3,000 per plan year $6,000 per plan year

Annual Out-of-pocket maximum
(includes deductible)

Individual $3,000 per plan year $6,000 per plan year

Two Person or Family $6,000 per plan year $12,000 per plan year

Lifetime Maximum Benefit

Individual or Family Unlimited
Keep in Mind
Yourdeductibleand coinsurancecosts for coverederviceswill be paid by available funds in
your HRA.

The medicatleductible and out-of-pocket maximumdo notapply to the preventive dental coverage that is
part of your basic benefits. S@asic Dental Cost Sharifty more information.

Covered Medical Services

Covered Services In-Network Out-of-Network

(based on negotiated charge) (based on recognized
charge*")

Preventive care ™

Routine Physical Exam*? The Plan pays 100%** You pay 40% after the
1 exam per plan year No deductible deductible; Plan pays 60%
Well-Child Visit*® The Plan pays 100%** You pay 40% after the
1 1st 12 months: 7 exams No deductible deductible; Plan pays 60%

1 13-24 months: 3 exams
M 25-36 months: 3 exams
1 age 3-26 years: 1 exam per plan year

*1¢ KS t f -bfyiedwiork Bedsdit is based on thecognized charge You pay theleductibleand coinsurance
shown, plus any costs that are over ttezognized charge

*2 You can learn more abopteventive careO2 @S NI IS 2y | Bvimaet@Zomérdpcalingitbe I G
Aetna Health Concierge &t855414-1901

*3 The Plan pays 100%, deductible, for the firstin-network exam oiprocedure pemplan year(whetherroutine or
diagnosti¢. No coverage for routine exams/procedures for the remainder ofgifed year Any additionain-
network diagnosticexam orprocedures in that year will be covered at 80% afterdieeuctible.

4 Includes imnetwork immunizations, lab angray services completed within 5 calendar days before or after the
annual exam.
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Covered Services

In-Network

(based on negotiated charge)

Out-of-Network
(based on recognized

Screening and Counseling

1 obesity
b up to age 22: unl
b age 22 and over:

12-month period (healthy diet
counseling limited to 10 visits)

1 use of tobacco products: up to 8
counseling sessions per 12-month
period

1 misuse of alcohol or drugs (screening
services not provided by a behavioral
health provider ): up to 5 visits per 12-
month period

T womenos
counseling

heal th scr €

The Plan pays 100%
No deductible

charge*")

You pay 40% after the
deductible; Plan pays 60%

Preventive Immunizations
1 Perrecommended protocol

The Plan pays 100%
No deductible

You pay 40% after the
deductible; Plan pays 60%

Routine Prostate Screening*®

1 1 prostate-specific antigen (PSA) test
and digital rectal exam (DRE) per plan
year for men

The Plan paxs 100%, no
deductible*

You pay 40% after the
deductible; Plan pays 60%

Routine Colorectal Cancer Screening*®
1 1 screening per plan year

The Plan pays 100%
No deductible*

You pay 40% after the
deductible; Plan pays 60%

Routine Annual Ob/Gyn Exam*?
(includes one Pap smear and related lab
fees)

1 1 exam per plan year

The Plan pays 100%
No deductible*

You pay 40% after the
deductible; Plan pays 60%

Routine Mammogram**
1 1 mammogram per plan year

The Plan pays 100%
No deductible*

You pay 40% after the
deductible; Plan pays 60%

Routine Vision Exam
1 1 exam per plan year

The Plan pays 100%
No deductible

The Plan pays 100%
No deductible

Routine Hearing Exam
1 1 exam per plan year

The Plan pays 100%
No deductible

The Plan pays 100%
No deductible

Outpatient Care

Office Visit - Primary Care Physician

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Office Visit - Specialist

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

*3 The Plan pays 100%, deductible, for the firstin-network exam oprocedure pemplan year(whetherroutine or
diagnosti¢. No coverage for routine exams/procedures for the remainder ofpfaa year Any additionain-
network diagnosticexam orprocedures in that year will be covered at 80% afterdieeuctible.
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Covered Services

In-Network

(based on negotiated charge)

Out-of-Network
(based on recognized
charge)

OutpatientCare( cont ' d)

Walk-in clinic

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Emergency Room
1 emergency care

1 non-emergency care

You pay 20% after the
deductible; Plan pays 80%

You pay 20% after the
deductible; Plan pays 80%

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Urgent Care

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Hospital Outpatient Care

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Outpatient Surgery
(facility or outpatient hospital)

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Second Surgical Opinion

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Behavioral Health Treatment
1 outpatient

1 partial hospitalization

You pay 20% after the
deductible; Plan pays 80%

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

You pay 40% after the
deductible; Plan pays 60%

Substance Abuse Treatment
1 outpatient

1 partial hospitalization

You pay 20% after the
deductible; Plan pays 80%

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

You pay 40% after the
deductible; Plan pays 60%

Inpatient Care

Refer to Precertification

precertification proc

for information about the
ess for inpatient care.

Inpatient Hospital Care
(room and board are covered up to the
hospitald6 semi-private room rate)

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Physiciand s Ser vi idosptali n

t

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Pre-Admission Testing

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Inpatient Surgery

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Anesthesia
(includes acupuncture by a licensed
provider in lieu of anesthesia)

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Inpatient Behavioral Health Treatment

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Inpatient Substance Abuse Treatment

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

6 Your Plan At a Glance: Medical



Covered Services

In-Network

(based on negotiated charge)

Out-of-Network
(based on recognized
charge)

Alternatives to Inpatient Hospital Care

Refer to Precertification for information about the
precertification process for alternatives to hospital inpatient

care.

Skilled Nursing Facility Care

1 up to a maximum of 180 days per
confinement

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Home Health Care
1 up to 90 visits per plan year

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Hospice care

1 inpatient

1 outpatient

You pay 20% after the
deductible; Plan pays 80%

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

You pay 40% after the
deductible; Plan pays 60%

Private Duty Nursing

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Other Covered Services

Ambulance
1 medically necessary transport

1 transport for convenience or other
transport that is not medically
necessary

You pay 20% after the
deductible; Plan pays 80%

Not covered

You pay 40% after the
deductible; Plan pays 60%

Not covered

Applied Behavior Analysis/Habilitation
Therapy

(Autism Spectrum Disorder treatment for
children age two through six)

7 $35,000 maximum per plan year

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Chiropractic Care
(spinal manipulation treatment

1 up to 30 visits per plan year

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Diagnostic Complex Imaging
(includes MRI, PET scan, and CT scan)

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Diagnostic X-Ray and Lab Procedures

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Durable Medical and Surgical Equipment
and Supplies

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Early Intervention Services

1  covered for family members from birth
to age three who are certified by the
Department of Behavioral Health and
Developmental Services (DBHDS) as
eligible for services under Part C of the
Individuals with Disabilities Education
Act (IDEA)

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Prosthetic Devices

1 includes coverage for up to 3 wigs per
plan year

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%
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Covered Services

In-Network

(based on negotiated charge)

Out-of-Network
(based on recognized
charge)

Other Covered Services( cont ' d)

Voluntary Sterilization (men)

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

Voluntary Sterilization (women)

The Plan pays 100%
No deductible

You pay 40% after the
deductible; Plan pays 60%

Contraceptive Counseling
9 first 2 visits in a 12-month period

1 additional visits

The Plan pays 100%
No deductible

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%
You pay 40% after the
deductible; Plan pays 60%

Contraceptive Devices and Injectables
(provided and billed by your physician -
includes insertion/administration)

1 generic devices/injectables and devices
with no generic equivalent
M brand-name

Refer to Prescription Drug Coverage for
information about oral contraceptives.

The Plan pays 100%
No deductible

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

You pay 40% after the
deductible; Plan pays 60%

Infertility Services

1 diagnosis and treatment of the
underlying cause of infertility

1 ovulation induction, artificial
insemination and advanced
reproductive technologies (ART)

You pay 20% after the
deductible; Plan pays 80%

Not covered

You pay 40% after the
deductible; Plan pays 60%

Not covered

Routine Maternity Care”
(physiciands ser vi ces)

1 initial visit to confirm pregnancy
1 routine prenatal office visits

1 delivery and postnatal care

You pay 20% after the
deductible; Plan pays 80%
The Plan pays 100%

No deductible

You pay 20% after the
deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%
You pay 40% after the
deductible; Plan pays 60%
You pay 40% after the
deductible; Plan pays 60%

" The benefits shown here are for routine maternity care and services provided by your Qbi@wding routine

prenatal care, delivery services and postnatal care. Additional services such as laboratory tests and agre that
required due to complications of pregnancy are not considered routine maternity care. Call the Health Concierge
at 1-855-414-1901if you have questions about coverage for care during your pregnancy.
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Covered Services In-Network

(based on negotiated charge)

Out-of-Network
(based on recognized

Other Covered Services( cont ' d)

charge*!)

Breast Feeding Support and Supplies
1 lactation counseling

You pay 40% after the
deductible; Plan pays 60%

You pay 40% after the
deductible; Plan pays 60%

You pay 40% after the
deductible; Plan pays 60%

- visits 1-6 in a 12-month period The Plan pays 100%
No deductible
- additional visits You pay 20% after the
deductible; Plan pays 80%
1 breast pumps and supplies The Plan pays 100%
- 1 manual or electric pump per 36- No deductible
month period
Therapy Services You pay 20% after the
(physical, occupational, speech therapy) deductible; Plan pays 80%

You pay 40% after the
deductible; Plan pays 60%

PrescriptionDrug

Prescription Drugs

In-network pharmacy

Retail Pharmacy
(up to a 90-day supply)

Out-of-Network
Pharmacy

Generic drug

T generic drugs (except generic You pay 20% after the You pay 40% after the
contraceptives) deductible; Plan pays 80% deductible; Plan pays 60%

T generic contraceptive drugs and The Plan pays 100% You pay 40% after the
devices* No deductible deductible; Plan pays 60%

Brand-name drug You pay 20% after the You pay 40% after the

If a generic is available, you will pay the deductible; Plan pays 80%

cost difference between generic and brand-
name, plus your coinsurance

deductible; Plan pays 60%

Prescription Drugs

In-network pharmacy

Out-of-Network
Pharmacy

Mail-Order
Prescription drugs

(up to a 90-day supply)

Generic drug

1 generic drugs (except generic You pay 20% after the You pay 40% after the
contraceptives) deductible; Plan pays 80% deductible; Plan pays 60%

T generic contraceptive drugs and The Plan pays 100% You pay 40% after the
devices* No deductible deductible; Plan pays 60%

Brand-name drug You pay 20% after the You pay 40% after the

If a generic is available, you will pay the deductible; Plan pays 80% deductible; Plan pays 60%

cost difference between generic and brand-

name, plus your coinsurance

*°Includes devices with no generic equivalent.
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Basic Dental Cost Sharing

Plan Feature ‘ In-Network Out-of-Network

Annual Deductible

Individual \ No deductible \ No deductible

Calendar Year Maximum Benefit

Individual | Unlimited

Covered Basic Dental Services

Covered Services In-Network Out-of-Network

(based on negotiated charge) (based on recognized
charge*)

Preventive care

Includes: The Plan pays 100% The Plan pays 100%

1 routine oral exams: 2 per plan year No deductible No deductible

1 problem-focused oral exams: 2 per plan
year

1 cleanings: 2 per plan year

1 fluoride applications for children under
age 19 : 2 treatments per plan year

1 sealants for children under age 19:
1 application to permanent molars per
3-year period

1 bitewing X-rays: 2 sets per plan year

1 full-mouth X-rays: 1 set per 3-year
period (including Panorex)

1 vertical bitewing X-rays: 1 set per 3-
year period

1 periapical X-rays

1 space maintainers

1 occlusal guards: 1 set per 3-year period
to treat bruxism (teeth grinding)

1 non-surgical treatment of
temporomandibular joint (TMJ) disorder
(X-rays and appliances)

* ¢ KS t f-bfyiedwork Bedslitfor basic dental servicés based on theecognized charge You pay any costs
that are over therecognized charge
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Your Optional Benefits: Summary of Benefits

Optional Expanded Dental Plan Cost Sharing

Plan Feature ‘ In-Network Out-of-Network

Annual Deductible
applies to basic and major restorative care

Individual $50 per plan year $50 per plan year
Two-Person $100 per plan year $100 per plan year
Family $150 per plan year $150 per plan year

Plan year Maximum Benefit
applies to basic and major restorative care

Individual ‘ $2,000 per plan year ‘ $2,000 per plan year

Orthodontia Lifetime Maximum Benefit

Individual | $2,000 | $2,000

CoveredOptional ExpandedDental PlanServices

Covered Services In-Network Out-of-Network

(based on negotiated charge) (based on recognized
charge*)

Primary Care

Includes: You pay 20% after the You pay 20% after the
1 simple extractions deductible; Plan pays 80% deductible; Plan pays 80%
1 fillings
1 oral surgery
1 periodontal therapy: 4 separate quads
per 2-year period
9 periodontal maintenance: 2 per plan
year following active periodontal
therapy
1 endodontics, including molar root
canal therapy
Major/Complex Restorative Care
Includes: You pay 50% after the You pay 50% after the
f inlays, onlays and crowns deductible; Plan pays 50% deductible; Plan pays 50%
1 fixed bridgework
i dentures
Orthodontia Treatment
Orthodontia Treatment You pay 50%; Plan pays 50% You pay 50%; Plan pays 50%
No deductible No deductible

*The Pl aaof-Betworlobenefit is based on the recognized charge. You pay the deductible and
coinsurance shown, plus any costs that are over the recognized charge.
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Covered Optional Expanded Vision Services

Covered Services ‘ In-Network Out-of-Network
Exams
Standard Contact Lens Fitting/Follow-Up You pay $40 Not covered

Premium Contact Lens Fitting/Follow-Up

You pay 90% of retail cost

Not covered

Eyeglass Lenses and Lens Options

You can use your lens coverage once per plan year to purchase either 1 pair of eyeglass lenses

or 1 order of contact lenses

(see the next page for more information about ordering contact lens)

Lenses

1 single vision

M bifocal vision

9 trifocal vision

1 lenticular

1 standard progressive vision

1 premium progressive vision

You pay $20 copay, then the
Plan pays 100%

You pay $20 copay, then the
Plan pays 100%

You pay $20 copay, then the
Plan pays 100%

You pay $20 copay, then the
Plan pays 100%

You pay $85 copay, then the
Plan pays 100%

1 20% discount applies to
retail cost.

1 Plan pays $120

1 You pay $85 copay plus
balance after discount and
the Pland allowance

The Plan reimburses up to
$50; you pay the balance

The Plan reimburses up to
$75; you pay the balance

The Plan reimburses up to
$100; you pay the balance

The Plan reimburses up to
$100; you pay the balance

The Plan reimburses up to
$75; you pay the balance

The Plan reimburses up to
$75; you pay the balance

Lens Options

You can take advantage of discounts on the

following:
T UV treatment

tint (solid and gradient)

)l
1 standard plastic scratch coating
1

standard polycarbonate lenses (adult or

child)

standard anti-reflective coating

polarized/other add-ons

You pay $15
You pay $15
You pay $15
You pay $40

You pay $45
You pay 80% of retail

Not covered
Not covered
Not covered

Not covered

Not covered

Not covered
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Covered Services ‘ In-Network Out-of-Network

Contact Lenses
(in lieu of eyeglass lenses)

You can use your lens coverage once per plan year to purchase either 1 pair of eyeglass lenses
or 1 order* of contact lenses.

*Anfior der 0 dnesy eugpr tsoumpl y of contact | enses. Since
plan year, consider ordering the largest supply at once that is practical in your situation.

Conventional contact lenses Plan pays $100 The Plan reimburses up to
15% discount applies to $80; you pay the balance
balance

Disposable contact lenses Plan pays $100 The Plan reimburses up to

$80; you pay the balance

Medically necessary contact lenses Plan pays 100% The Plan reimburses up to
$210; you pay the balance

Frames

You can use your frame coverage once per plan year

Any frame available, including frames for Plan pays $100 The Plan reimburses up to

prescription sunglasses 20% discount applies to $80; you pay the balance
balance

Discounts

Discounts cannot be combined with any other discounts or promotional offers and may not be available
on all brands

Additional pairs of eyeglasses or Up to a 40% discount No discount
prescription sunglasses. Discount applies
to purchases made after the Plan
allowances have been exhausted.

Non-covered items such as cleaning cloths 20% discount No discount
and contact lens solution
Lasik laser vision correction or PRK from ' 15% discount applies to No discount
U.S. Laser Network only. retail price; or
Call 1-800-422-6600 ' 5% discount applies to
promotional price

Retinal imaging You pay a discounted fee, up No discount
(not related to a medical condition) to $39, where available
Replacement contact lenses Order online and save. No discount

Visit www.aetnavision.com

for details.
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Resources

, Tools and Programs

When you have questions or ne&élp, here are some of the resourcdsolsand other programshat are
available to you.More informationand descriptions of additional resourctedlow the chart.

Resource

Aetna Health Concierge

More information about the
Aetna Health Concierge
follows this chart.

Overview of Services

Contact the Health Concierge when:

1 You have questions about the
Pl ands benefits

1 You want to obtain
preauthorization for a service
(precertification)

1 You have a question about a
claim

1 You need a new or an additional
ID card

How to Contact

Phone: 1-855-414-1901

Hours:
Monday-Friday 8:00 a.m. i 6:00 p.m.
ET

Online: www.covahealthaware.com

For behavioral health care, you can
also call 1-800-424-4047.

Employee Assistance
Program (EAP)

See Employee Assistance

Program for a detailed
description of services.

Call the EAP when you need help
with personal concerns such as:
i Stress

1 Marital and family issues

M Substance abuse

Phone: 1-888-238-6232
Online: www.mylifevalues.com

User name: COVA
Password: COVA
Hours: available 24 hours a day,
7 days a week

Aetna Vision

Contact Aetna Vision when:

1 You have questions about the
optionalPl ands benef

1 You have a question about a
claim

1 You want to find a provider in the
network

Phone: 1-877-497-4817

Hours:
Monday-Saturday: 7:30 a.m. i 11:00
p.m. EST

Sunday: 11:00 a.m. i 8:00 p.m. EST

Online: www.covahealthaware.com
for provider information

You can also go to
www.aetnavision.com for
information about vision wellness, to
see benefit details and to learn more
about discounts on vision products

Aetna Navigator® - Your
Secure Member Website

More information about Aetna
Navigator follows this chart.

Use your member website when you
need:

 Claim status information

1 Areplacement ID card

1 Claim forms
1

Access to tools that help you
manage your health care

To check your HRA balance

1 To track your deductible and out-
of-pocket expenses

=

Online: www.covahealthaware.com
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Resource Overview of Services How to Contact

ActiveHealth Management Use MyActiveHealth.com/COVA to: Online:
More information about 9 Take your health assessment www.MyActiveHealth.com/COVA
ActiveHealth Management | Use trackers and tools for healthy Phone: 1-866-938-0349
follows this chart. eating and exercise Hours:
9 Find health information Monday-Friday: 8:30 a.m. i 11:00
1 Arrange for biometric screening p.m. EST
1 Work with a health coach Saturday: 9:00 a.m. 0 2:00 p.m. EST
Informed Health® Line Call the Informed Health Line when you | Phone: 1-800-556-1555
More information about are looking for information about: TDD: 1-800-270-2386
Informed Health Line follows | § Medical procedures and treatment Hours: available 24 hours a day,
this chart. options 7 days a wee

1 How to describe symptoms and ask
the right questions when talking with
your health care provider

Your Commonwealth of Call your Benefits Administrator if you 1 Active employees and their
Virginia Benefits have questions about: covered family members: contact
Administrator 1 Eligibility your employing a

Resources Department.

1 El_wrollment 1 Retiree group participants: refer
1 Dlserlrc_nllment to your annual rate materials to
I Qualifying events identify your Benefits
Administrator.

The Department of Human Contact the DHRM if you need to bring E-mail: ohb@dhrm.virginia.gov

Resource Management an issue to the attention of the Plan
(DHRM) Office of Health Administrator.
Benefits

Health Concierge

TheAetnaHealth Concierge is a single point of contact to help you understand and maximize your health
care benefits.The Health Concierge will alkelp youidentify and tale advantage of the many wellness
offerings available to you under thdealth Pan. Calll-855-414-1901to talk with the Health Concierge

Online Provider Directory

DocFindis! Sty Qa 2 ydirdct6ry. DodRBIGNE? $oNIhe most recent information on the
doctors,dentists, hospitals and other providers in the At network. For each doctor or other health care
provider, you can learn about his or her credentials and practice, including education, board certification,
languages spoken, office locatidmours, parking and accebdity for individuals with disabties.

To access DocFind, gowvw.covahealthaware.comand follow the prompts.For your Health Plan, click
on the Aetna HealthFund Plah&etna Choice POS Il (Aetna HealthFuedyork

Do You Live in a Ruvatea?

If you live in one of the areas listed below, you can also search for providers in the DocFiridifeataty.
Click on thédocFin®link onwww.covahealthaware.com slectTools & Resourcethenclick onRural
PPO ProgramWhen prompted to select a plan type, clickRuaral Choice POS Il

Accomack County Greensville County Northampton County
Augusta County Halifax County Page Couryt
Brunswick County Madison County City of Staunton
Greene County Mecklenburg County City of Waynesboro
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Aetna Navigator: Health Information Website

UseAetna Navigatd®) your secure member website atww.covahealthaware.comas your online
resource for personalized benegind health information. OncgouNBE I A & G SNE &2 dzQf ft KI @S I OO0
personalized features, such as benefit and claim status, as well as specific health and wellness information
The chart at the beginning of this chapterdisbme of the informatia you can find on Aetna Navigator.
You can also contact the Health Concierge online and access useful tools that help you manage your health
care, such as:
1 Member Payment Estimatpa tool that allows you to research the costs of office visits, tests and
selected procedures in your area.
1 PriceA-Drug™ allows you to:
— Estimate the cost of prescriptiondrug from a local retajppharmacyor a maitorder
pharmacy including comparing drug costs plgarmacy
— Compare the costs of generic abhchnd-name drug.
1 HospitalComparison Tophelps you compare area hospitals on measures that are important to
your health.
1 Aetna SmartSourc¥ asearch engin¢hat scans Aetn@d 2 y £ A y &hd i fogetiztd S 3
AYVF2NXIGAZ2Y (KDHRSRaARWOERSENB(B282H8A 0SS GKS LIy @&
personal profile.

Just enter a condition or symptom, and SmartSource will give you links to useful information, such
as:

- A HealthMa|®that lets you exploregyour health topict including symptoms, treatment
options, preventive steps and more to help you see and plan for the road ahead.

— The names of local doctors Aetnanetwork who specialize in treating the condition.

— Estimated health care costs.

— Aetna programs and discounts that may help you manage your health care needs.

— Health articles and tips.

To register for Aetna Navigator, gowavw.aetnha.comor www.covahealthaware.comand click on
Register You must have your member ID number (listed on your ID card) to complete registration

Active Health Management 1 MyActiveHealth.com/COVA

Your MyActiveHeallﬂ’I site gives you toalto protect and improve your healthOnce you create your
MyActiveHealthpersonal healthrecordat www.MyActiveHealth.com/COVAyour MyActiveHealthsite
becomes yougatewayfor accessingnd managing your health information.

Take the health assessmeiat confidential questionnaire, to get an instant look at your current health risks
¢ and a starting point to make improvements.
The sitealsogives you:

1 Your personal health information asimple, organized wayYou canihd your medical history,
medical conditions, medications and doctpasd you carshare this information with your doctor
and access it at home and on your mobile device.

1 Suggestions for healthy actions based on yoeailth assessment. Talk to your doctor and pick the
actions that are right for you.

91 Trackers and other tools for healthy eating and exercise.
9 Links to helpful tools and information, such as:

—  Symptom checker

— Recipe finder

—  Drug interaction checker
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—  Onlinecoaching modules

— Nutritional scoring system

— Health newg; videos and articles that are updated daibnd

— Custom links, selected for you based on your current health

In addition, the Rewards Center lets you see the statusvaflableincentives and check on the next steps
you need to take to earslRAIncentives.RefertoEarn! RRAGA 2y I £ | w! [/ 2yGNROGdziAZ2Y & O
w A 3 fotindoge information.

TheHealth and Wellness Prograrssction of this handbook provides more information about ActiveHealth
Management programs.

Your Personal Information ISecure
Allonline tools are secure, so your privacy is protected.

Informed Health® Line

Get the felp and information you need to make good health care decisid hours a day, 7 days a week
COKNRdzZAK ! Syl Qa LYF2NX¥SR ISIftGK [AySo
LYFT2NYSR | SIHtGKQa G22fta yR NBaz2dz2NOSa Oly KStLI @2dz Y
communicate better vih your doctors, and save time and money, by showing you how to get the right care
at the right time.
Call the Informed Health Line (IHL) to:

1 Speak directly to a registered nurse about a wide variety of health and wellness topics.

1 Access the health videtbtary. After talking with you, the IHL nurse will send you an

e-mail that contains a link to a video that gives you more information about related health topics.
You can watch the video as often as you want or call the IHL nurse to request more videos

Clinical Policy Bulletins

Aetna uses its Clinical Policy Bulletins (CPBs) as a resource when making benefit and claim decisions. CPBs
are written on selected health care topics, such as new technologies and new treatment approaches and
procedures. Th€PBs describe whether Aetna has determined that a service or suppddisally

necessarybased on clinical information.

You can find the CPBswitvw.aetna.com The language of the CPBs is technical because it was developed
for use in benefit administration, so you should print a copy and review it with your docttentist if you
have questions.

Keep in Mind

1 The CPBs define whether a service or supplyidbe considerednedically necessarybut
they do not define whether the service or supply is covered by the Plan.hdimibook
describes what is covered and what is not covered by the Plan.

91 If you have questions about your coverage, you can conkecHealth Conciergat the tolk
free telephone number on your ID card.
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Advanced lllness Resources
The Aetna Compassionate Caferogram offers services and support when you are facing difficult
RSOAaA2ya Fo2dzi 'y I R@I y OSmandgérs work with doctorgtéc S LINE INIJ YQa vy
1 Arrange for care and manage benefits;
91 Find resources for the patient and family members; and
f 1StEL) FFrYAfe YSYOSNE FyR 204KSNJ OFNBIAGSNE YIylF3asS 0
Calllthe Aetna Health Concierge at 1-855-414-1901 to talk with a nurse case manager about the Aetna
Compassionate Care program. Online support is also availabewataetnacompassionatecare.com

Transplant and Special Medical Care

The National Medial Excellence Progref‘ftNME) can help you get care and helpful resources when you
need them most, with one-on-one support through all phases of treatment. The program includes:

1 National Transplant Programcoordinates care and provides access to covered treatment
through thelnstitutes of ExcelleneeTransplant Network

1 National Special Case Prograrassists members with rare or complex conditions requiring
specialized treatment to evaluate treatment aphs and obtain appropriate care.

1 Outof-CountryCareProgram¢ supports members who need emergerndiEinpatient medical
care while temporarily traveling outside the United States.

These services must be preauthorized by Aetna.
When NME arranges for tremient at a facility more than 100 miles from your home, the Plan provides

travel and lodging allowances for you and aeenpanion including round trip (air, train or bus)
transportation costs (coach class only) or mileage, parking and tolls if travelaugdy

Benefits for travel and lodging expenses are subject to a maximum of $10,000 per transplant or procedure.
Lodging expenses are subject to a $50 per night maximum per person, or $100 per night total.

The Plan will pay for travel and lodging expenbeginning on the day you become a participant in the
National Medical Excellence Program. Coverage ends on the earliest of the following dates:
1 One year after the day a covered procedure was performed; or

1 On the date you cease to receive any servicesifthe program provider in connection with the
covered procedure; or

1 On the date your coverage terminates under the Plan.

Keep in Mind
1 The Plan covers only those services, supplies and treatments considered necessary for your

medical condition. The Plarodsnot cover treatment consideredxperimental and
investigational(as determined by Aetna).

1 Travel and lodging expenses must be approved in advance by Aetna. The Plantdae®r
expenses that are not approved.

Medication Therapy Management Program

StartingOctober 1,2013, your Plan will include a Medication Therapy Management (MTM) Program
designed teenhance the effectiveness afll NIi A Gnkdidatignitiei@py by offering oren-one
confidential reviews of medications directly with a pharmaclstthese sessions, the pharmacist can
educateindividualsabout drug regimerompliance possible drug reactions and other issues relating to
their conditions. Participation in the program is voluntary and completely confidential.
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Eligible plan particignts (not including minor children) will be identified by the following criteria. They

must

il

il

Have three or more of the following chronic conditions: asthma, COPD, depression, diabetes, heart
failure, high blood pressure, high cholesterol or osteopor,asisl

Take seven or more medicatiof chronic conditions

Each qualifying participant will be eligible fare initial and up to three followap consultations within a
365-day period.The program will be administered by Mirixelowever, programepresentatives will
identify themselves akBeing fromAetna.

Here is how the program works:

f
f
f
f

il

Theparticipantfills aprescription
Claims are analyzed tietermineeligibility for the MTM program
If a participantis identified aseingeligible, anactificationis sent to thepharmacy

The pharmacist consults with thparticipantt Yy R Yl & | f a2 Ayphaitiats G(§KS Y
review therapy concerns

w
_<
(@]
w»

The pharmacist documents communicaticarsd outcomeswith the participant

The program also has other benefits forprovingparticipanthealth, including a review of allergies,
medical conditions and medications; asarstewith drug compliance and idenitfation ofgaps in care or
adherence to therapy.
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Benefit Basics

This section describes important features of thealthPlan. To learn how these features apply to each
benefit, refer toYour Plan at a Glance

TheHealthPlan pays benefits for covered expges. You must be covered by the Plan on the date you incur

Please Note

Certain features do not apply to every benefit. For example, the dental benefit does not include an

out-of-pocket maximum Refer toYour Plan at a Glante learn more.

a covered medical expens&.ou incur the charge for a service on the date you receive the sefffeePlan
does not pay benefits for expenses incurred before your coverage starts or aftefst e

The Provider Network

TheHealthPlan gives you the freedom to choose any doctor or other health care provider when you need
care. How that care is covered and how much you pay out of your own pocket depend on whether the
expense is covered by the Rland whether you choose an-network provider or anout-of-network

provider.

Doctors,dentists, hospitals and othehealth careprovidersthat belong to Aetn& network are calleth-
network providers. When they join the networlprovidersagree to povide services or supplies at
negotiated chargs.

To find anin-network providerin your area:

il

Use DocFind atww.covahealthaware.com Follow the prompts to select the type of search you
glyiGz GKS INBF Ay @6KAOK &2dz glyd G2 aSlkNOK
can search the onlinproviderdirectory for a specific doctor, type of doctor or all the doctors in a
given zip code and/or travel distance. For more about Doclgath ResourcesToolsand
Programs

Callthe Health ConciergeYour Health Conciergean help you find aim-network providerin your
area. You can alsequest a printed listing dh-network providers in your area without charge.
The tolHree numberfor the Health Conciergislisted inResourcesToolsand Programsnd
printed on your ID card.

l tds Your Choi ce

Whenyou need care, you have a choice. You can select a dbetoavioral health providerdentist or
facility thatparticipates inthe network (anin-network provider) or one that does noparticipate(anout-
of-network provider).

il

If you use amn-network providerz & 2 dzQf f dzadzZl £ fe& LI & fSaa 2dzi
g2y Qi KI @S (2 FAf{ 2idzetw®dK prokidérwill Be\cMitngfor go8.Qn dza S
addition, your provider will make the necessary telephone call to starptieeertification process
when you must be hospitalized or need certain types of care. P&seertificationfor more
information.)

If you use amut-of-network provider & 2 dzQf f dzadzl f f & LJ & Y&yl 2 dzi
care. You may be required to file your own claims and you must make the telephoiig/call

want to getprecertification of the services(SeeClaims and Appeaénd Precetification for more
information.)
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YourPlanataGlanéeK2 g & K2¢g (GKS tflyQa f S@St-netvdrk v@rdud&N: 3S RATFTS
of-network providers. In most cases, you save money when younsetwork providers.

¢KS blrdAazytf ' ROFYyGFEISH t NRBINI Y
If you decide to receive medical care framat-of-network providers, you may be able to save on the cost
2F @2dzNJ OFNB o0& dzaAy3a | LINPOARSNI 6K2 LI NIGAOALI GS&a Ay
programgives you access to contracted ratesliospital, ancillary facility anghysicianservices for NAP
participatingout-of-network providers. These rates are not the same asé@twork negotiated chargs,
0dzi GKSe& 3IAPS @2dz I RIX@DDgpfidangaye. 1 KS LIN2 A RSNRA dza dzt
To find out whether or not NAP providers are available in your area, you can:

1 Call the Health Concierge #855414-1901; or

1 Use DocFind atww.covahealthaware.com Select theppropriate provider category and follow
the prompts to do your search.

If you visit an NAP provider:

1 Show your Aetna ID card.

T 52yQd L*¥e& Fd GKS GAYS 2F aSNBAOSO ¢KS LINRPOGARSNI 4.
1 Your claim will be processed at the applicable cacted rate.
1

L 2dz2Qff 0SS 0Af fcHiRsurangeddeduttible Hadell din ih@ARTdntEacted rate for
covered services.

In an Emergency

You have coverage 24 hours a day, 7 days a week, anywhere in the world, if care is needed to treat an
emergeng condition. Care you receive for aamergency conditioris covered ag-network carec even if
the provider is not in the network as long as Aetna determines that the condition qualifies as an
emergency. If you get care in an eaftnetwork emergencyetting for a noremergency conditionyour

care will be covered at the owif-network benefit level.

An emergency medical condition is a recent and severe condition, sickness or injury, including (but not
limited to) severe pain, that would lead a pruddayperson (including the parent or guardian of a minor
child or the guardian of a disabled individual), possessing an average knowledge of medicine and health, to
believe that failure to get immediate medical care could result in:

91 Placing your health igerious jeopardy;

I Serious impairment to a bodily function(s);

9 Serious dysfunction to a body part or organ; or

1 Inthe case of a pregnant woman, serious jeopardy to the health of the unborn child.

Examples of medical emergencies include:

loss of consciousness

suspected overdose of medication
severe burns

high fever (especially in an infant)

1 heart attack orsuspected heart attack
poisoning or suspected poisoning
severe shortness of breath
uncontrolled or severe bleeding

= —=a A
= —a —a A
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Services While Traveling Abroad

There are no network providers outside of the United States. However, all covered services received
outside of the United States will be paid at theniatwork reimbursement level based on billed charges.
You must pay theostincurred for covered servisand file a claim in order foketnato process
reimbursement per plan provisiongProviders will not be paid directly.)

TheappropriateBenefit Request Claim Foligavailable athttp://www.aetna.com/individualsfamilies
health-insurance/documerdibrary/find-documentform.html. There are separate forms for medical,
dental and vision services.

An itemized bill for all services antkdical records associated with the services for which reimbursement is
being requested should accompany all claim forms. Aetna will be responsible for:

9 converting foreign currency to US dollars;

i translating foreign claims and correspondence; and

1 coding ad processing foreign claims.

Key Terms

The following key terms are the foundation of the Rl&wor more information about these important
concepts and for additional terminology, see thefinitionssection

Medically necessary Services and Supplies

The Plan pays benefits only fmedically necessargervices and suppliefRefer toDefinitionsfor more
information about how Aetna determines medical necessity.

Allowable charge

¢ KS t f Hit5 &ébagedaoh Shallowable chargeor a service. Thallowable chargedepends on
whether you receive care from an-network provider or anout-of-network provider.

1 In-network providershave agreed to charge no more than thegotiated chargedor a ®rvice or
supply that is covered by the Plaiou are responsible fanydeductible or coinsurancethat
applies to thenegotiated charge but you are not responsible for amount that exceedthe
negotiated chargevhen you obtain care from a network prigler.

1 The Plan paykenefits forout-of-network services based on thecognized charge If yourout-of-
network provider charges more than theecognized chargeyou will be responsible for any
expenses incurred that are above thecognized chargein addition toyour higher outof-network
deductibleand coinsuranceshare Any amount that you pay above thecognized charge&vill not
apply to yourout-of-pocket maximum

Refer toDefinitionsfor more information about how Aetna determines thecognized chargéor a service
or supply.

Non-Occupational Coverage

The Plan covers only expenses relatedom-occupational injuryand non-occupational disease

Deductible

Thedeductibleis the part d covered expenses you pay eguln yearbefore the Plan starts to pay
benefits.
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There ardlifferent deductiblelevek for innetwork andout-of-network care Deductibleexpenses are
crossapplied to both the imetwork and outof-network deductibles.

Keep in Mind
A combineddeductible applies to medical, behavioral health apcescriptiondrug expensesA
separatedeductible appliesto optionaldentalcoverage

Your Plan at a Glanshows you theleductiblethat applies to each benefit.

There are two types gilan yeardeductible:
1 Individual Theindividualdeductibleapplies separately to each covered person in the family.
2 KSy | dasuibiz exfedses reach the individudéductible shown inYour Plan at a
Glanc& i KS dedublibl@isfr@ta The Plan then starts to pay benefits for that person at the
appropriatecoinsurancepercentage.

If you are covered as a family member, you may not have to meet yourdodideductibleif the
family deductibleis metc¢ see below for information

1 Family Thefamilydeductiblefor the medical plarapplies to the family as a grow two or more
(see below for separate dentdeductibleinformation). When the combinedeductible expenses
of all covered family members reach the fandyductible shown inYour Plan at a Glancthe
family deductibleis met. The Plan then begins to pay benefits for all covered family members.

— Medicat For a family with three or more covered members, the fadéguctibleis met
when thedeductibleamountspaid byall family members reach the famitieductible of
$3,000in-network/$6,000 outof-network, even if no family member reaches his or her
individualdeductible.

— Dental For a family with four or more covered members, the famdguctibleis met when
the deductibleamountspaid byall family members reach the famitieductible of $150, even
if no family member reaches his or her individdabuctible.

Keep in Mind
Amounts above theecognized chargeo not count toward your annualeductible.

Coinsurance

Once you meet youdeductible, the Plan begins paying benefits for covered expenses. The portion paid by
the PlanA & { K Sendfit Whe@iak S  thdnéfiyisess than 100%, you pay the balance. The part you
pay is called youcoinsurance

Themedical plan(including behavioral health armtescriptiondrug benefitshas differentcoinsurance
levels for innetwork andout-of-network carefor each type of covered expense. Refelvtmur Plan at a
Glancefor more information.

Out-of-pocket maximum

Themedical plan (including behavioral health go@scriptiondrug benefits)puts a limit on the amount
you pay for covered expenses out of your own pocket each year, callexuthef-pocket maximum

1 Theindividualout-of-pocket maximumapplies separately to each covered person in the family.
Once a family member reaches thelividualout-of-pocket maximumshown inYour Plan at a
Glanc& GKS tfly LIleéa mnm: 2F (0KIFG LISNE22paRa O020SNEBR
year.
In a family with more than two covered members, you may mte to meet the individuaut-of-
pocket maximumg see below for information about the famibut-of-pocket maximum
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1 Thefamily out-of-pocket maximumapplies to the family as a growg two or more members
2 KSy @2dzNJ Tl YA bidaket ekpreedshtigibtRe fadndgiit-of-pocket maximum
GKS tftrly LIea mngE: 2F GKS FlLYAfeQa pey@&NBR YSRAOI
Expenses are crospplied to both the imetwork and outof-network out-of-pocket maximuns.

1 Expenses that apply the in-network out-of-pocket maximumapply toward the outof-network
out-of-pocket maximum

1 Expenses that apply to the cof-network out-of-pocket maximumapply toward the imetwork
out-of-pocket maximum.

Certain expenses duoot apply toward theout-of-pocket maximum
1 Expenses over theecognized chargeand
1 Chargesfor services and supplies that are not covered by the Plan.
1 Outof-pocket costs incurred under the optional dental and vision plans.
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The Medical Plan

How the Medical Plan Works

TheCOVA HealthAwar@an combines your medicalbenefitswith a healthreimbursementarrangement
(HRA) Funds in your HRA will be used to pay yourafgbocket costs for covereahedical services When
your HRAIis depleted, yoypay any remainingut-of-pocket costs If you doruse all of the money igour
HRAby the end of theplan year unused amonts can be rolled over to the lowingplan year, as long as
you stay inthe COVA ehlthAwarePan.

Your COVA HealthAware HRA

1. Your HRA is funded

If you enroll in the COVA HealthAware Platha start of eactplan year, your HRA will be funded
per Plan provisiong refer to Your Plan at a Glancéf you enroll in the COVA HealthAware Plan
after the start ofthe plan year, the basiccontribution to your HRA will be prorated based on the
number of months you will be enrolled ftinat year.

2. The HRAund isreduced by theout-of-pocketcost of your care.

As youincurout-of-pocket costs for covereghedical prescriptiondrug and behavioral health care
services and suppliewithdrawals are made automatically from yadRAfund to payfor them.
¢CKS Iw! FdzyR OFyQl 06S dzaSR T2NY¥Y

1 Any expenses over thidan@ limits for covered services;

1 Any expenses over thecognized charggf you useout-of-network providers;

1 Any outof-pocket expenses for covered services under the optierpandeddental or
optional expanded vision plansr

1 Any expenses for services or supplies not covénetthe Plan.
3. After your HRAIs exhausted you must pay anyfurther out-of-pocket expenses, such as meeting
any remainingdeductible.

Whenyour HRAhas a $0 balange/outhen need topayany remainingplan yeardeductibleand
coinsuranceyourself

YourHRA @n Grow

If you have money left in yollRAat the end of theplan year; it is rolled oveto the nextplan year, along
with any new contributions per Plan provisioffiere is no maximum limit to yoltRA balancédepending
on your personal health needsy lspending carefully and making informed health care decisions, you can
build savings for future health care expengess long as you stay the COVA HealthAwafan

If You Leave the Plan With aaBance

If you leave the COVA HealthAware Plan with a balance in your HRA and you return within one
year, your HRAalancewill be reinstated, but no contributions will be made during the period that
you were not in theCOVA HealthAware Plan.

EarnAdditonal HRA 2 Y G NRA 6 dzG A2y a -wd AKEAXEX SGAY 3
G5@A3IKGaég FNB | OlAzya & 2dz The fglloving gh&t déseribdsiii@sy22 §S 32 2 R
wAIKGaég GKFEG OFry NBadzZ G Ay FRRAGAZYIFf | w! FdzyRAy3
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If you take this healthy action

You will earn this incentive

Who can earn this

Do-Right Incentives

There are four Do-Right actions that
earn incentive credits:

1 Have your routine physical exam
1 Have a routine dental exam

1 Getyour flu shot
1

Use your My ActiveHealth Activity
Tracker at least 3 times per month
for each month in a quarter

credit toward your HRA

$50 for each Do-Right action, up to
a maximum of $150 per person

credit

1 Employee
1 Covered spouse

You can also earn HRA contributions by participating in the following health and wellness programs
administered by ActiveHealth Management

If you take this healthy action

You will earn this incentive

credit toward your HRA

Who can earn this
credit

“Healthy Beginnings” Maternity
Program Incentive

To earn the additional HRA credit:

1 Enroll in Healthy Beginnings, the
ActiveHealth maternity program, in
the first 16 weeks of your
pregnancy; and

1 Complete the 28-week assessment.

$300 per person

1 Employee
1 Covered spouse
1 Covered child

Bariatric Pre-Surgery Education
Program

To earn the HRA incentive, you must
complete the 12 month ActiveHealth
Healthy Insights Program.

$300 per person for inpatient
surgery

$150 per person for outpatient
surgery

1 Employee
Covered spouse
1 Covered child

=

Theadditional contributionwill be automatically added to your HR®&er you complete the healthy
action/program or when the service has been completed and the claim has been filed, whichever is
applicable to the actionOnce the funds are crediteid your HRA fungdthey will beapplied toward your

future out-of-pocket expensesd 5@ A I K (i &

O2y i NRoOdziAZ2Y &

G2 &2dzNJ | w! gAff

date of enroliment or termination in the COVA HealthAware Plan duringltreyear

Any of the above incentives will be crestitduring theplan yearin which it was earned (for example, the
date of the action or completion of the program). However, no incentive credit will be available if is not
reported within 90 days after the end of th@an yearduring which it was earnedAny incentive reported
during this 96day period will be credited to the previogdan yearand then rolled over for use in the new

plan year
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participant gets a flu shot outside of the plan, yo@nBfits Administrator can provide you with a form to

report the flu shot.
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Questions?

You can learn more abotte ActiveHealtiManagement Programisy logging in to
www.MyActiveHealth.com/COV/Ar by talking tathe AetnaHealth Concierge dhe toll-free
telephonenumber shown on youAetnalD card. More information is also available in the
ResourcesToolsand ProgramsndHealth and Wellness Prograrssctions of this handbook.

New Hires andQualifyingMid-Year Events

YourHRAmMay be affected bgertainevents that occuafter July 1 eaclear. If you enroll as a new hire or
have a qualifyingnid-year event thaallows you to enroll as an employegurHRAfund amount will be
proratedfor the remainder of theplan year, based orthe following schedule:

Effective Date of Your Proration Percentage HRA Adjustment per
Enrollment or Status Change Employee and/or Spouse
July 1 100% $600
August 1 92% $552
September 1 83% $498
October 1 75% $450
November 1 67% $402
December 1 58% $348
January 1 50% $300
February 1 42% $252
March 1 33% $198
April 1 25% $150
May 1 17% $102
June 1 8% $48

If the employedeavesthe Plan during thglan year, the HRA will not be decreased by a prorated amount,
but the remaining balance can be used only for expenses incurred prior to the date of termination. Unused
funds will be reinstated ithe employeere-enrolls within one year.

Qualifying MidYear Event
If you have ajualifying midyear event (QME) that allows you to add or remowspause

1 Adding an eligible spoussdter July 1 (the beginning of thgan yeal): Yourfund amount will
increase by theroratedamount of the annual contributiobased on the chart, above

1 Removing your spousdter July 1 Your fund amount will decrease by thprorated amount of the
annualcontribution, based on the chart, abova&here is no penalty if yoaveused more than
the new, reduced fund amount before thi@MEchange, but you will have a zero fund balance for
the remainder of theplan yeardzy  Sa & @& 2 dz-wSklF- NG/ £y SONBGRSA(] &

1 In cases where two qualifying HRA funding events occur after the staglahg/ear, proration of
the HRA contribution (not including any incentive contributions) will reflect a weighting factor
resulting in a slight difference from the charThis could include an employee added after the start
of the plan yearfollowed by a later additionfoa spouse, or an employee and spouse added after
the start of theplan yearfollowed by later termination of the spousd-or assistance with HRA
proration, contact the Aetna Health Concierge at 88%-1901.
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Effect of Termination and Reinstatemendn You HRA

Termination

If you losecoverage in the COVA HealthAware Plan due to an Extebdegrage/ COBRA qualifying event,
you will have the opportunity to elect continuation coverage, including your HRA. For more information,
refer to Continuing Coveragdf you do not elect continuation coverage, your HRA balaacebe used only
for expenses incurred prior to the date obverageermination. Any remaining balance is forfeitegSome
exceptions may apply to retiring employeesnployees transitioning to loAgrm disability or employees
who are able to return to the COVA HealthAware Plan within oneyear

Plan Change
If you leave the COVA HealthAware Plan, any HRA balahcemain in your account for one yeaY.ou
can use the balance for expenses incurred prior to the date you left the Plan.

9 If you reenroll in COVA HealthAware within one year, your balance will be carried over (no
contribution during the period not entted) and contributions will be made going forward, per
plan provisions.

9 If you do not reenroll in COVA HealthAware withame yearyou will lose your fundalance.

Reinstatement

If you leave your job witthe State any HRA balance will remain in yaacount for one yearYou can use
the balance for expenses incurred prior to the date you left the Plan. Itheureturn and reenroll inthe
COVAHealthAwarePlan:

I  Within the sameplan year. Your remainingfund balance will be reinstated.

1 In adifferentplan year, but within 12 months of your termination daté&‘ourremaining fund
balance will be reinstated.

1 Inadifferentplan year, and more than 12 months from your termination dadaur fund balance
will beforfeited andyou are treated as a new hire with a new fund, prorated based on your date of
re-hire.

Retirement

If you are enrolled in the COVA HealthAware Plan at the time of retirement and you are eligible for, and
enroll in, the State Retiree Health Benefits Prograoy may:

1 Continue participation in the COVA HealthAware Plan (if not eligible for Medicare), and HRA
funding will continue per plan provisions.

1 Enrollin a different plan in the State Retiree Health Benefits Program. If you enroll in a different
non-Medicarecoordinating plan, but had an HRA balance at the time of your plan change, you will
have one year to renroll in the COVA HealthAware Plan in order to reinstate your HRA balance
(seePlan Changabove).

If you become Kgible for Medicare while enrolled in the COVA HealthAware Plan and maintain coverage in
the State Retiree Health Benefits Program by electiMgdicarecoordinatingplan, any remaining HRA

funds will be available for reimbursement of premium costs witthie state program for up to one year or

until funds are exhausted. If you are not in the COVA HealthAware Plan when you become eligible for
Medicare, you may use any remaining HRA balance within one year of originally leaving the COVA
HealthAware Plaras long as you remain enrolled in the State Program.

If you leave the State Retiree Health Benefits Program with an HRA fund badlenbajancecan be used
only for expenses incurred prior to the datearfveragetermination. Any remaining balance is forfeited.
(Covered family members may be eligible for Extended Coverage.)
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If there are remaining funds at the time of retirement due to enroliment of your spoasé you do not

enroll your spouse in retiree or Extended Coveratpe amount of your HRA balance will be reduced by the

LINENI GSR Y2dzyid AYRAOFIGSR 2y (KS LINBE QAMAIEK GGKEF NdiAdE ©  oyCRd
be prorated.)

Eligible claims by retirees for premium reimbursement must be submitted asatgim form. Forms are
available atvww.covahealthaware.conor by calling the Aetna Health Concierge.

LongTerm Disability

The HRA rules that apply to retireglsoapply to longterm disability participarg, except that any waiver
periods will count against any ofyear reenrollment time limit.
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Your Medical Plan Benefits

This chapter of your handbook provides detailed, bergfiecific information about what your Health Plan
covers and what it does not cover. It expands upon the information provid&dur Plan at a Glance

Care Must BeMedically necessary
The Plan covers only services and supplies thatree@ically necessarjo diagnose or treat an

illness or injury. If a service or supply is ndically necessaryit will not be covered, even if it is
listed as a covered expse in this handbook.

¢KS tfly LIl&a oSyST¥ada F2N O20SNBR SELISyasSa z2yteo
information about benefitspecific exclusions in this chapter. In addition, there are general exclusions that
apply to all mectal services. These are describetMhat the Medical Plan Does Not Cover

Things to Consider as You Use Your Benefits

Primary Care

You are not required to chooseximary carephysician(PCPunder theCOVAealthAware Plan. Yand

each covered member of your family have the option of selecting an internist, family care practitioner,

general practitioner or pediatrician (for your children) to serve as your regular R€julampreventive

caeis key to achieving good health, and a PCP can be your personal health care manager. He or she gets to
know you and your special needs and problems, and can recommspecélistwhen you need care that

KS 2NJ AaKS OF yQi LINE @ siRc8/du maynitbecondidrigbletio&ingh&mght K St LIT
specialist

Share Informationwith Your PCP

You may wish to share information from your MyActiveHealth Personal Electronic Health Record
with your PCP to help manage your care.

Precertification

Preeertification is a process that helps ypyour physicianand other health care providedetermine
whether the medical services being recommended are covered expenses under the Plan. It also allows
Aetna to coordinate your transition from an inpatient 8eg to an outpatient setting (called discharge
planning)
Precertificationstarts with a telephone call tetna

1 If you use arn-network provider, your provider will make this call for you.

91 If you intend to receive care from aut-of-network provider, you must make the call.
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When YouShouldPrecertify Care

Toensure services will be covered, yare responsible for gettingrecertification for the services in the
following chart if your care will be given by ant-of-network provider. If& 2 dz R 2 pyeQaitificatisni
andAetna later determines that the services are not covered, you will bgoresible for 100% of the cost.

Remember!

Even if your services are covered, ydeductible and coinsuranceshare generally will be higher
whenyou use arout-of-network provider. Also, any costs over tirecognized chargevill be your
responsibility and will not count toward yoout-of-pocket maximum

Type of Service

When You Need to Precertify

Hospital Inpatient Care

You should request precertification for inpatient
confinement in an out-of-network hospital

Out-of-network care

To request precertification, call the Aetna Health
Concierge at 1-855-414-1901 as follows:

1 emergency admission: within 48 hours of
admission or as soon as reasonably possible

1 urgent admission: before you are scheduled to
be admitted

9 other admissions: at least 14 calendar days prior
to admission

Alternatives to Hospital Inpatient Care

You should request precertification for the
following hospital alternatives if your provider is
not in the Aetna network:

1 skilled nursing facility care

T home health care services

1 hospice care i inpatient and outpatient

1 private duty nursing

To request precertification, call the Aetna Health

Concierge at 1-855-414-1901 as follows:

1 inpatient confinements: same as hospital
inpatient care (above)

1 outpatient care:

- non-emergency care i at least 14 calendar
days in advance or as soon as reasonably
possible

- emergency care i as soon as reasonably
possible

Inpatient Behavioral Health Care

You should request precertification for inpatient
confinement in an out-of-network hospital.

To request precertification, call the Health
Concierge at 1-855-414-1901 or Aetna Behavioral
Health at

1-800-424-4047 as follows:

1 emergency admission: within 48 hours of
admission or as soon as reasonably possible

1 urgent admission: before you are scheduled to
be admitted

1 other admissions: at least 14 calendar days prior
to admission

Aetna will notify you, youphysicianand the facility about your precertified length of staytreatment If
your physicianrecommendsxtension ofyour care additional dayshouldbe certifiedto ensure coverage
You, youmphysicianor the facilityshouldcallthe AetnaHealth Conciergao later than the final authorized
day. Aetna will review and process the request for extenckae@ Yoy your physicianand/or providerwill
receive a copy of this letter.

L ¥ 2dz 52y Qu t NEOSNUATe

Theprecertification process lets you know ahead of time whettservices arenedically necessargnd
covered There imo penaltyif you do not geprecertification and the services anmedically necessargnd
covered If, however,you do not geprecertification for an outof-network service, andetna later
determines thatthe service is nomedically necessargr covered coverage will be denied.

5
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Preventive Care

The Plan covers the preventive servitieed belowonce perplan year (except as specifically indicated)
Preventive services are covered at 100% iinranetwork provideris used and 60%jfter the deductibleif
anout-of-network provideris used (except as specifically indicated).

Wellness Exams and Screenings

The Pla covers the following services for plrticipants(unless specifically indicated otherwjse

1 Annual wellness chealp, including:
— Xrays, laboratory services and other tests given in connection with the exam

— Immunizations for infectious diseases and thaterials needed to administer the
immunizations

— Testing for tuberculosis
9 Colorectal cancer screening, including
— One fecal occult blood test; and
— One flexible sigmoidoscopy, or colonoscopy or double contrast barium enema
1 Routine vision exam performed by aphthalmologist or optometrist
1 Routine hearing exam performed by an otolaryngologisttotogistor by an audiologist who:
— Is legally qualified in audiology; or

— Holds a certificate or Clinical Competency in Audiology from the American Speech and Hearing
Association; and

— Performs the exam at the written direction of an otolaryngologist or otologist

As part of your routine wellness exam, the Plan covers the following, as appropriate for your age and
gender:

1 Cholesterol and lipid level screening
1 Blood presare
1 Height, weight andbody mass indexBMI)
I Screening for depression
1 Diabetes screening
1 Screening for sexually transmitted infections
1 Human Immunodeficiency Virusli\) screening
1 Bone density test to screen for osteoporosis
1 Vitamin D test

Preventive Counseling and Education Intervention
Services

The Plan coversharges made bg primary carephysicianfor the followingin an individual or group
setting
1 Obesity screening and counseling services to help you lose weight if you are obese
— Unlimited visitsup to age 22
— Up to 26 visits peplan yearfor age 22 and older (healtdiet counseling limited to 10 visits)
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— Behavioral counseling to promote a healthy diet
91 Primary care intervention to promote breastfeeding

1 Counseling related to aspirin use, folic aaidl iron for the prevention of cardiovascular disease
(does not include coverage for aspirin, folic acid and iron)

1 Screening and behavioral counseling related to imgjpou stop using tobacco products
— Up to 8 sessions pglan year

1 Screening and behaxial counseling related to heilpg you control alcohol or other substance
abuse

— Up tob5visits perplan year
1 Human Immunodeficiency Virus (HIV) counseling
T 22YSyQa KSIfidK O2dzyaStAiy3
— Interpersonal and domestic violence
—  Sexually transmitted diseases (up tootwccurrences peplan yeai)
— High risk Human Papillomavir(tdP\j DNA testing for women age 30 and older
— Genetic counseling and BRCA (breast cancer) testing
— Counseling for women with a family history of ovarian cancer
— Screening for gestational diabetes

Well-Child Visits

Frequency:

I From birth to 12 monthg 7 exams
Age 1324 monthsg 3 exams

Age 2536 monthsg 3 exams

Age 3 to 26 years 1 exam peplan year

= =4 =

Preventive cardor children up to 18 years oldcludes coverage for:

Newborn screenings

Vision sreening

Hearing screening

Developmental and behavioral assessments
Oral health assessment

Screening for lead exposure

=A =4 =4 =4 -4 =4

Preventive care for Women (no age limits)

The Plan covers:

Gynecological examination
Pap test
Mammography screening

=A =2 =4 =4

Screenings during pregnancy (including but not limited to, hepatitis, asymptomatic bacteriuria, Rh
incompatibility, syphilis, iron deficiency anemia, gonorrhea, Chlamydia and HIV)
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Preventive care for Men (no age limits)

The Plan covers:

f
f
f

Prostate exam/djital rectal exam
Prostate specific antigen test (PSA)
Aortic aneurysm screening

Preventive care Immunizations

The Plan covers:

1 Hepatitis A 1 Haemophilus Influenza type b (Hib)
1 Hepatitis B 1 Polio (up to age 18 only)
91 Diphtheria, Tetanus, Pertussi®T& ¢ 1 Measles, Mumps, Rubella (MMR)
(children under age 7) 1 Meningococcal (meningitis)
T Varicella (chicken pox) 1 Rotavirus (up to age 18 only)
1 Influenza (flu) f Tetanus/Diphtheria/Pertussis Tdap
1 Pneumococcal (pneumonia) (adolescents and aidits)
1 Human Papillomavirus (HPV) 9 Zoster/shingles (age 18 or older only)
Keep in Mind
The Plan does not cover immunizations that are needed only for travel or employment.
Limits
The followindimitationsapply topreventive care
T LYYdzyATFdGA2ya Ydzad 06S NBOSAGSR A ypharmdciighedth RSNDR& 2 F
(Routine immunizations are not covered in an outpatikaspital setting.
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(Routine colorectal cancer screenings are not covered in an inpatient setting.)
1 Adiagnostic XRay ofaboratory service performeth conjunction with a preventive exam and
within 5 days before or afteihe exam arecovered at 100% in heork.
9 If a preventive screening results in a diagnosis, the screening is not covepeslastive careand

would be subject to the appropriatgeductibleand coinsurance
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Outpatient Care

The Outpatient servicdgsted beloware covered under your plar if

91 they are prescribed by a provider licensed to do so
9 all other conditions of coverage are meind
9 the care is determined to bmedically necessary

Outpatient care is covered &8)%after the deductibleif anin-network provideris used and 60% after the
deductibleif anout-of-network provideris used (nlessspecifically indicatedtherwise).

Office Visits

The Plan covemnedically necessaryreatment by a doctor in his or her office, including allergy testing and
treatment, behavioral health treatment, substance abuse treatment, supplies, radiology services, and tests
given by thephysician

Walk-in clinics

Awalk-in clinicis a freestandirg health care facility. Th@an covers visits tavalk-in clinics for non
emergency treatment of an illness or injury, and for administration of certain immunizations.

Keep in Mind

Awalk-in clinicis a convenient, low cost alternative to visitingaddtida 2 FFA OS F2NJ YAy 2 NJ
problems such as colds, allergies and sprains. Many clinics offer extended business hours and are

open in the eveningWalk-in clinics do not provide ongoinghysiciancare.

Outpatient Hospital Care

ThePlancovers charges madby ahospital for services and supplies provided on an outpatieasis,
including preadmission testing and other diagnostic tests, therapy services, shr@scriptionmedications
received during treatment, surgical services, , mammography, intepsitgatient services opartial
hospitalizationfor behavioral health services, and routine colonoscopy screening.

Outpatient Surgery

The Plan covers outpatient surgery in:
1 The officebased surgical facility ofhysicianor dentist;
1 Asurgery centeror
1 The outpatient department of hdospital.
The surgery is covered only if it:
I Can be performed adequately and safely only suegery centeror hospital; and
f Is not normally performed in physiciarQ & de2tistRa 2 FFA OS @
The Plan covers the following owtiient surgery expenses:

1 Services and supplies provided by thespital, surgery centeror office-based surgical facility on
the day of the procedure;

1  The operatinghysicia d & SNIA O0Sa T2 NJ LIS NF 2 NMhdl goJopérdtide LINE O S
care, and the administration of anesthesia; and

R dzNJ
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Services of anothgshysicianfor related postoperative care and the administration of anesthesia
02GKSNJ GKIYy | t20Ft FTySaGgKSGAOL ® taaradl yi
explains to theclaims administrator, upon request, why this surgical service requires the skills of
two surgeons. Medical necessity is determined at the discretion of the claims administrator.

The Plan doesot cover the services of physicianwho renders technical asgance to theoperating
physician

Oral Surgery

ThePan coversoral surgery and treatment of accidental injury to natural tee{im additional to
outpatient care medically necessarinpatient hospital services and suppliege covered

The plancovers:

1 Services oé physicianor dentist for treatment of the following conditions of the teeth,
mouth, jaws, jaw joints or supporting tissuesnédically necessary

1 Surgery necessary to treat a fracture, dislocation or wound;

I Surgery necessary to aitthe jaw, jaw joints or bite relationships by a cutting procedure when
appliancetherapy alone cannoimprove function

9 Surgery necessary to cut out cysts, tumors or other diseased tissues;

1 Surgery needed to cut out:

91 teeth partly or completely impactedhithe bone of the jaw;

91 teeth that will not erupt through the gum;

1 other teeth that cannot be removed without cutting into bone; and

91 the roots of a tooth without removing the entire tooth; or

9 Surgery to cut into gums and tissues of the mouth, as long assmot done in connection
with the removal, replacement or repair of teetand

1 Nonsurgical treatment of infections or diseases not related to the teeth.

1 Treatment of accidental injury to sound natural teeth or tissues of the mouth. The treatment

mug occur within theplan yearof the accident, or in the followinglan year. The teeth must
have been free from decay or in good repair, and firmly attached to the jaw bone at the time
of thg injury. o i
¢KS tf Iy Qaenzdbddgdwark cradvits andappliances is limited to:

1 The firstdenture or fixedbridgeworkto replace lost teeth;

91 The firstcrown (cap) needed to repair each damaged tooth; and

1 Aninmouth applianceused in the first course afrthodontic treatment after the injury.

Except as @scribed above to treat accidental injufgr unless you are covered under the optional
expanded dental coveragghe Plan doesnot cover charges:

1

For in-mouth appliances, crowns, bridgework, dentures, tooth restorations, or any related fitting
or adjustnent serviceswhether or not the purpose of thse services or supplies is to relieve pain;

Forroot canal therapy

To remove, repair, replace, restore or reposition teeth lost or damaged in the course of biting or
chewing;

To repair, replace or restoffdlings,crowns, dentures or bridgework;
Fornon-surgicalperiodontal treatment;

For dental cleaning, tmouth scaling planingor scrapingpr
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For myofunctional therapyThis is muscle training therapy or training to correct or control harmful
habits.

Keep in Mind
Oral surgeryhat requires an inpatienhospital confinementis covered when necessary and in
accordance with the benefit description abave

Emergency Room Care

The Plan covemmergency car@rovided in ghospitalemergency room or a frestanding emergency

facility.

Theemergency cardenefit covers:

il
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Use of emergency room facilities;
Emergency roormphysicianservices;
Hospitalnursing staff services;
Radidogy and pathology services; and

Emergency room services leading directly to admission or which are rendered to a patient who
dies before being admitted.

If you are admitted to thdnospital following emergency room treatment, remember thiadspital
admissbnsshouldbe precertifiedto ensure coveragéseePrecertificationfor details).

Urgent Care

The Plan covers the services di@spital or urgent care provider to evaluate and treat argent condition
Urgent care povidersare physicianstaffed facilities offering unscheduled medical services.

The urgent care benefit covers:

il

f
f
f

Use of urgent care facilities;
Physicianservices;

Nursing staff services; and

The services of radiologists and pathologists.

Additional Covered Outpatient Services

The Plan also covers:

=A =2 =4 =4

Telemedicine
Outpatient anesthesia services (includes acupuncture by a licensed provider in lieu of anesthesia)
Secondsurgicalopinion

Diabetes outpatient selfnanagement training and education performed in person; including
medical nutrition therapy, when provided by a certified, licensed or registered health care
professional. These services are only covered when billed by a medicaleyror the outpatient
department of ahospital. Diabetic education is covered at no cost to you.

Prescriptionmedications that require administration by a health professional including
contraceptive devices and injections;

The Plan covers inpatient outpatient charges made byleospital or aphysicianfor the
medically necessargurgical treatment ofmorbid obesity.
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If you are seeking bariatric surgery, you are required to participate ingntihth ActiveHealth
Managementariatric presurgeryprogran. . 2 dzNJ 6 NAF G NA O & dzNAS2y Ydza i
Provider Precertification to qualify for the prograrRor more information, seklealth and
WellnessPrograms

Coverage includes omaorbid obesitysurgical procedure, pluding related outpatient services,
within a two-year period that starts with the date of the first surgical procedure to treatbid
obesity, unless a multistage procedure is planned.

Treatment must béy methods recognized by the National InstitutdsHmalth (NIH) for patients

who weigh at least 100 pounds over or twice the ideal body weight for frame, age, height and
gender; have a body mass index equal to greater than 35 kilograms per meter squared, with
comorbidity or coexisting medical conditiossch as hypertension, cardiopulmonary conditions,
sleep apnea, or diabetes; or have a body mass index of 40 kilograms per meter squared without
such comorbidity.

The Plaralso covers some services (such as abdominoplasties, panniculectomies and lipdctomies
to correct deformity after gastric bypass surgery, other bariatric surgery procedures or other
methods of weight loss.

Partial hospitalizationif medically necessary

Keep in Mind

1 If two or more surgical services are performed during a single operatssiose the Plan will
only cover the primary surgical service plus a reduced amount for each additional surgical
service instead of the amount that would have been paid had these services been performed
alone.
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Inpatient Care

Inpatient Hospital Care

The Plan covemnedically necessargharges made by laospital or psychiatric hospitafor room and
boardwhen you are confined as prescribed by a licensed provider as an inpalentmand board
chargesare covered up to théospitalQ semiprivate room ratedue tomedically necessarynedical,
surgical or behavioral health reasons

Inpatient care is covered at 80% after ttheductibleif anin-network provideris used and 60% after the
deductibleif anout-of-network provideris used (nlessspecifically indicated otherwise).

The Plan also covers other services and supplies provided during your inpatient stay, such as:

1 Physicianand surgeon services; including services of an assistant surgeon if the operating surgeon
explains to the Claims Administrator, upon request, why the skills of two surgeons are needed. If
two or more surgeons provide a surgical service which could reddpmave been performed by
one surgeon, the Plan will only pay for one surgeon.

Operating and recovery rooms;

Intensive or special care facilities;
Administratian of blood and blood products;
Radiation therapy;

Physical, occupational and speech therapy;
Cardiac and pulmonary rehabilitation;

Oxygen and oxygen therapy;

X-rays, laboratory tests and diagnostic services;
Medications;

=A =4 =4 4 4 A4 -4 4 -4 -4

Inpatient consultative services when requested by the attengihgsician(the consulting provider
must examine you and entersagned consultation note in your medical record);

=

Intravenous (IV) preparations; and
1 Discharge planning.

Keep in Mind
1 The Plan does not cover private room charges that exceetidspitalQ semiprivate room

rate unless a private room imedically necessg because of a contagious illness or immune
system problems.

i1 If ahospitaldoes not itemizeoom and board chargesas well as other charges, Aetna will
assume that 40 percent of the total is for room and board and 60 percent is for other charges.

1 Somephysiciars and other providers may bill you separately for services given during your
hospital stay. If you receive services from a radiologist, anesthesiologist or pathologist who is
not in the Aetna network (anut-of-network provider) during an inpagént stay at an in
network facility, the Plan will cover those services at thaétwork benefit level. Services of
other out-of-network providers will be covered at the otdf-network benefit level, even if
the hospital is an irnetwork hospital.

9 If two or more surgical services are performed during a single operative session, the Plan will
only cover the primary surgical service plus a reduced amount for each additional surgical
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service instead of the amount that would have been paid had these serneessgerformed
alone.

Pre-Admission Testing

The Plan covers outpatient testing done blgaspital, surgery centeyphysicianor licensed diagnostic lab
before a covered surgical procedure, if the tests:

1 Are related to surgery that will take place imasptal or surgery center
Are completed within 14 days of your surgery;

Are performed on an outpatient basis;

Would be covered if you were confined imaspital; and

=A =4 =4 =

Are included in your medical record kept by thaspital or surgery centemwhere the surgey takes
place

The tests are covered only if they are not repeated in or byhtbepital or surgery centemwhere the
surgery will take place.

Keep in Mind
If your tests indicate that surgery should not be performed because of your physical condition, the
Plan covers the tests, but not the proposed surgery.

Surgery

The Plan covers the charges made Iphgsicianfor:

1 Performing your surgical procedure;
1 Preoperative and posbperative visits; and
1 Consultation with anothephysicianto obtain a second opinioprior to the surgery.

Keep in Mind

1 You may need to have multiple surgical procedures done at the same time or during a single
operating session. The Plan normally pays a lower percentage of the fees that are charged for
the secondary procedure(s).
ThePlan doesot cover any surgery that is natedically necessaryeven if performedvith
another procedure that is necessary.

1 Preoperative and posbperative visits by your surgeon are considered to be part of the
surgical fee. The Plan doest cover separate fees for preperative and posbperative care.

9 Surgery performed by physicianwho is not in the Aetna network will be coveredag-of-
network careand subject taecognized chargémits . . . even if the surgery is performed in
an innetwork hospital.

Anesthesia

The Plan covers the administration of anesthetics and oxygerphysician(other than the operating
physiciar) or Certified Registered Nurse Anesthetist (CRNA) in connection with a covered procedure.

The Plan covers acupunctuservices given byghysicianas a form of anesthesia in connection with a
covered surgical procedure.
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Bariatric Surgery

The Plan covers inpatient or outpatient charges made bgspital or aphysicianfor the medically
necessansurgical treatment bmorbid obesity.

If you are seeking bariatric surgery, you are required to participate inradrth ActiveHealth
Managementbariatric presurgery program, 2 dzNJ 6 F NAF G NA O adzNBS2y Ydzaid O2y il Of
Precertification to qualify for the programFor more information, seélealth and WellnesBrograms

Coverage includes omaorbid obesitysurgical procedure, including related outpatient services, within a
two-year period that starts with the date of the first gjical procedure to treatorbid obesity, unless a
multistage procedure is planned.

Treatment must bdy methods recognized by the National Institutes of Health (NIH) for patients who

weigh at least 100 pounds over or twice the ideal body weight for frarge, height and gender; have a

body mass index equal to greater than 35 kilograms per meter squared, with comorbidity or coexisting
medical conditions such as hypertension, cardiopulmonary conditions, sleep apnea, or diabetes; or have a
body mass index &f0 kilograms per meter squared without such comorbidity.

The Plan also covers some services (such as abdominoplasties, panniculectomies and lipectomies) to correct
deformity after gastric bypass surgery, other bariatric surgery procedures or other netfadeight loss.

Keep in Mind
The Plan does not cover bariatric surgery when done for cosmetic reasons.

Oral Surgery

Oral Surgery that requires an inpatidmbspital confinement is covered whemedically necessargnd
includes the benefits described under Outpatient Care.

Reconstructive Surgery

The Plan covers reconstructive surgery if the surgery is needed:

1 To improve a significant functional impairment of a body part.

To repair an accidental injutitat happens wkile you are covered by the PlaThe surgery must
be performedwithin 24 months after the original injuryThis time period may be extended for a
child through age 18.

I To repair an accidental injury that occurred during a covered surgical procedueecofifiective
surgery must be performed within 24 months after the original injury.

I To correct a severe anatomical defect present at birth (or appearing after birth) if the defect has
caused:
—  Severe facial disfiguremenor
— Ygnificant functional impairmen andthe purpose of the surgery is to improve function.

1 As part of reconstruction following a mastectomy.
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Transplants

If You Need a Transplant

Call the Health Concierge when you and yplysicianbegin to discuss transplant services. Your
Health Conierge can answer benefit questions, help you findranetwork provider, tell you

about the services offered by the National Medical Excellence Program and refer you to the Special
Case Customer Service Unit to start the transplant authorization process.

¢KS tthyQa GNIy&aLXFyd O20S8NI 38 AyOfdRSa o6odai Aa y2ia ¢

1 Bone marrow/stem cell 1 Liver

1 Heart 1 Lung

1 Heart/lung 1 Pancreas

1 Intestine I Simultaneous pancreas/kidney
1 Kidney

In general, there are four phases in the transplardcess:

1 Pretransplant evaluation and screening. This phase includes evaluation and acceptance into a
GNFyaLttyd FrOAfAGeQa GNryaLXlyd LINPINI YO

1 Pretransplant candidacy screening. This phase includes compatibility testing of prospective organ
donors whoare immediate family members.

I Transplant event: This phase includes organ procurement, surgical procedures and medical
therapies related to the transplant.

1 Followup care. During this phase, you may need home health care services, home infusion
servicesand other outpatient care.

A transplant coverage period begins at the point of evaluation for a transplant and ends on the later of:

I 180 days from the date of the transplant; or

I The date you are discharged fronmaspital or outpatient facility for the achission or visit(s)
related to the transplant.

The Plan covers:

Evaluation.
Compatibility testing of prospective orgaonors who are immediate family members.
Charges for activating the donor search process with national registries
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The direct costs oflttaining the organ.Direct costs include surgery to remove the organ, organ
preservation and transportation, antie hospitalization of a live dongprovided that the
expenses are not covered by the do@bgoup or individual health plan.

1 Physicianor transplant teanservicedor transplant expenses
1 Hospitalinpatient and outpatient supplies and servi¢éscluding:

Physical, speech and occupational therapy;
— Biomedicals and immunosuppressants;
— Home health care services; and
— Home infusion services.

1 Followup care.
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As part of the transplant benefit, the Plaloesnot cover:

1 Services and supplies provided to a donor when the recipient is not covered IBettis

1 Outpatient drugs, including biomedicals and immunosuppresséms,are not expresslyelated
to an outpatient transplant occurrence;

Home infusion therapwgfter the transplant coverage period ends;

1 Harvestingor storageof organswithout the expectation of an immediate transplant for an existing
illness;

1 Harvestingor storageof bone marow, tissueor stem cellsvithout the expectation of a transplant
to treat an existing illness within 12 months; or

1 Cornea or cartilage transplants unless otherwise preauthorized by Aetna.
Aetna offers a wide range of support services to those who needresplant or other complex medical
care. If you need a transplant, you or yqinysiciand K2 dzf R O2y il OG ! Syl Qa bl iAz2yl ¢
Progranfat 1-877-212-8811 A nurse case manager will provide the support that you and pysician
need to makénformed decisions about your care.

Refer toResources, Tools amtogramdor more information about the National Medical Excellence
Program.

CKS LyaidAiddziSa 2F 9EOStftSyOSxn bSilisg2N]
Through the Institutes of E&cf t Sy OSu 6L h90 ySiég2N] =X e2dz K @S | O00Saa i
in transplants. Each facility in the IOE network has been selected to perform only certain types of

transplants, based on quality of care and successful clinical outcomes.

The Plan covers the transplant esnetwork careonly when it is performed at an IOE facility. Transplants
performed at any nofOE facility are covered asit-of-network care even if the facility is considered-in
network for other types of care.
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Alternatives to Hospital Inpatient Care

Services described in this section are covered at 80% aftetdtiactibleif anin-network provideris used
and 60% after theleductibleif anout-of-network provideris used (unless specifically indicated otherwise).

Skilled Nursing Facility

The Plan covers charges made tskiled nursing facilityduring an inpatient stay, up to the maximum
period of confinementincluding:

1 Room and board chargesip to thesemiprivate room rate The Plan covers up to the private
room rate if it is appropriate because of an infectious illness or a weak or compromised immune
system.

General nursing services.
Use of special treatment rooms.
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Radiology services arab work.
1 Oxygen and other gas therapy.

To ensure that services are coveredntact the claims administratqarior to any noremergency
admissionto determine that the servicewill be covered Skilled nursing facility services that are
determined not tobe medically necessarwill be denied for coverage.

Maximum Period of Confinement

The medical plan covempatienthospital expenses for up to 180 days per confinement. If you are
discharged from the facility, then readmitted with less than ad@d break between two admissions, the

days allowable for the subsequent admission are reduced by the days used in the firste Hrhenore

than 90 days between the two admissions, the days available for the subsequent admission start over for a
full 180 days.

Home Health Care

The Plan covers professional, medically skilled services provided in your home when ordepgd/bigian
and giverto you under ehome health care plaby ahome health care agencyhile you are homebound
up to 90 visits peplan year. Services must be approved by the Claims Administrator in advance of the
service. Coverage includes:

1 Parttime nursing car¢hat requires the medical training of, and is given byRaor by anLPN
under the supervision of aRN The services must be provided during intermittent visits of four
hours or less.

1 Parttime home health aide services, when provided in conjunctidth,vand in direct support of,
care by arRNor LPN The services must be provided during intermittent visits of four hours or
less.

1 Medical social services by a qualified social wonkéien provided in conjunction with, and in
direct support of, care bgn RN LPNor licensed clinical social worker.

1 Medical suppliesprescription drugsand lab services given by (or forh@ame health care agency
Coverage is limited to what would have been covered if you had remainelddspital.

Keep in Mind
1 The Plardoes not covecustodial care even if the care is provided by a nursing professional
and family members or other caretakers cannot provide the necessary care.

44 The Medical Plan:
Alternatives to Hospital Inpatient Care



T ¢KS tfly R2Sa y2i O2ndtehpalfhicNdplat KI & AayQd LI NI 27
1 More than one approve visit per day will be counted as separate visits, but one visit by two

or more health care workers will count as one visit unless different types of services are
provided.

1 Home health care visits are limited to 90 ge#an year

Hospice care

The Aetna Compassionate (ﬂf‘é’rogram offers support and services to those facing the
advanced stages of an illness. RéfeResources, Tools and Prografmsmore information.

The Plan coverisospice cardor a person who iserminally ill (diagnosed with a terminal illness with a life
expectancy of six months or les$jospice care prograsinclude palliative and supportiyghysician
psychological, psychosocial, and other health services to individuals utdimiedically directed
interdisciplinary team.

The Plan covers:

1 Charges made by a hospice facilitgspital or skilled nursing facilityfor:

— Room and board and other servicasd supplies provided for pain control and other acute
and cihronic symptom management. A 3 3 ;
¢tKS tfly O20USNA OKIFINHSa& 7T2¢nipRaeYoohmitR 021 NR dzLJ U :
— Services and supplies provided on an outpatient basis.
1 Charges made by a licatshospice care agendpr:
— Parttime or intermittent nursing care by aRNor LPNfor up to eight hours in a day.

— Parttime or intermittent home health aide services for up to eight hours in a day. These
services consist mainly of caring for the patient.

— Medical social services undephysiciaf@2d RANBOGA 2y @
— Psychological and dietary counseling.
— Consultation or case management services provided fyyaician
— Physical and occupational therapy.
— Medical supplies.
1 Charges made by providers who are not enyeld by thehospice care agengys long as the
agency retains responsibility for your care:
— Aphysicianfor consultation or case management.
— A physical or occupational therapist.
— Ahome health care agencipr:
1 physical and occupational therapy.
1 part-time or intermittent home health aide services for up to eight hours in any
one day.
1 medical supplies.
1 psychological or dietary counseling.

1 Respite care to relieve primary caregivers.
1 Bereavement counseling.

¢ KS théspigé Galioenefit doesnot include overage for:
9 Private or special nursing services.
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Funeral arrangements.
Pastoral counseling.
Financial or legal counseling, including estate planning and the drafting of a will.
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Homemaker or caretaker services. These are services not entirely related to the care of a patient
and include sitter ocompanionservices for the patient or other family members, transportation,
housecleaning and home maintenance.

Private Duty Nursing

The Plan covers charges made by a Registered NRigeof Licensed Practical NurdeP( for private duty
YdzZNEAY 3 AT | LIS NEkilef Quisin@<eryi¢eand WsRing nuistidj cire iNBo&enough.
Services must bmedically necessarfor thS LJF NI A OA LI yiQa O2yRAGAZ2Y | YR
Servicasare not covered if provided by a family member.

The Plan also covers skilled observation following:

A change in your medication;
Treatment of an emergency or urgent medical condition;

The onset of symptoms that indicate the need for emergency treatment;
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Surgery; or
1 Ahospital stay.
Coverage for skilled observation is limited to one fbour period per day, for up to 10 days.

The Plan doesot cover:

1 Any care that does not require thelacation, training and technical skills of RiNor LPN This
would include transportation, meal preparation, charting of vital signs@ndpaniorship
activities.

Any private duty nursing care provided on an inpatient basis.

i Care provided to help a person in the activities of daily life, such as bathing, feeding, personal
grooming, dressing, getting in and out of bed or a chair, or toileting.

1 Nursing care that consists only of skilled observation, except as described above.

Any service provided only to administer oral medicines, except where the law requires medication
to be administered by aRNor LPN
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Other Covered Services

Services described in this section are covered at 80% aftetdtiactibleif anin-network provideris used
and 60% after theleductibleif anout-of-network provideris used (unless specifically indicated otherwise).

Ambulance

The Plan covers charges made for a professiamddulance The conditions for coverage vary with the
type of vehicle used:

GroundAmbulance
The Plan covers:

1 Transportation in a medical emergency to the fisispital where treatment is given;

I Transportaton in a medical emergency from ohespitalto anotherhospitalwhen the first
hospitaldoes not have the required services or facilities for your condition;

1 Transportation fromhospitalto home or to another facility when asmmbulanceis medically
necessay for safe and adequate transport; and

I Transportation while confined intaospital or skilled nursing facility to receiveedically
necessarynpatient or outpatient treatment when aambulanceis required for safe and adequate
transport.

Air or WaterAmbulance
In a medical emergency, transport by air or wederbulanceto the hospitalis covered.
Coverage is also providéem onehospitalto anotherhospitalif:

1 The firsthospitaldoes not have the required services or facilities for your condition; and

1 Groundambulanceis not medically appropriate because of the distance, or your condition is
unstable and requires medical supervision and rapid transport.

Applied Behavior Analysis/Habilitation Therapy Services

The Plan covers Applied Behavior AnalysgAWXor treatment of Autism Spectrum Disord@&SD)rom age

two through age six This includes any pervasidevelopmental disordey including Autistic Disorder,

' aLISNBESNDRE {@8yRNRBYSsS wSiGld {@yRNRYS>S / KAfnRK22R 5AaAydS
Disorder.

ABA is an educational component of ASD which may include the design, implementation and evaluation of
environmental modifications, using behavioral stimarid consequence® produce socially significant
improvement in human behavior, inading the use of direct observation, measurement, and functional
analysis of the relationship between environment and behavior. It musbeconto the process of

applying interventions that are based on the principles of learning derived from experinpaytethology
research to systematically change behavior and to demonstrate that the interventions used are responsible
for the observable improvement in behavior. ABA methods are used to increase and maintain desirable
adaptive behaviors, reduce interfegmmaladaptive behaviors or narrow the conditions under which they
occur, teach new skills, and generalize behaviors to new environments or situations.

ABA services for treatment of a participant diagnosed with ASD must be defined in a treatment plan from a
licensedphysicianor a licensed psychologist who determines the care targglically necessaryIn

addition, the service must be provided or supervised by a Behavior Analyst Certifying Board (BACB) certified
behavior analyst who is licensed by the Boafdedicine. The prescribing practitioner shall be

independent of the provider of ABA.
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What is the Difference Between Habilitation Therapy and Rehabilitation
Therapy?

1 Habilitation therapy focuses on developing function that did not previously existalue
developmental delay. It is typically lotgrm.

1 Rehabilitative services are shdadrm in nature and focus on restoring function that was lost
due to injury, illness or a surgical procedure.

Chemotherapy

Coverage for chemotherapy depends on where yexeive treatment:

1 In most cases, chemotherapy is covered as outpatient care.

1 The plan covers the initial dose of chemotherapy given irhtbepital when:
- You have been hospitalized for the diagnosis of cancer; and
- Ahospital stay is necessary based oruydealth status.

Chiropractic Care

The Plan covers manipulative treatment of a condition caused by (or related to) biomechanical or nerve
conduction disorders of the spine. Care must be given flilyyaicianor licensed chiropractor in the
LINE @A Rc®.NIeatmentfb&fdre or after surgery is not covered as a spinal manipulation benefit.

Spinal manipulations and other manual medical interventions and associated evaluation and management

services, including manipulation of the spine and other joinpgliaation of manual traction and soft tissue

manipulations are eligible for coverage related to biomechanics or serve conduction disorders of the spine.

Care must be given byphysician2 NJ £ A OSyaSR OKANRLINI OG2NJ Ayeoli KS LINE JARS
after surgery is not covered as a spinal manipulation benefit. These services are most commonly performed

by a chiropractor, general practitioner, physical therapist or osteopath. These services are limited to 30

visits per member peplan year.

Clinical Trial Costs
The Plan covers patient costs incurred during participation in a clinical trial when such trial is conducted to
study the effectiveness of a particular treatment of cancer where all of the following circumstances exist:

9 Coverage for pagint costs incurred during participation in clinical trials for treatment studies on
cancer. Coverage for patient costs incurred during clinical trials for treatment studies on cancer
shall be provided if the treatment is being conducted in a Phase I§eAHaor Phase 1V clinical
trial. Such treatment may, however, be provided on a dagease basis if the treatment is being
provided in a Phase I clinical trial.

1 Treatment provided by a clinical trial is approved by:
- The National Cancer Institute (NCI)
- An NCtooperativegroup or an NCI center;
- The USood and Drug Administration in the form of an investigational new drug application;
- The Federal Department of VeteraAffairs or

- Aninstitutional review board of an institution in the Commonwealth fMia that has a
multiple project assurance contract approved by the Office of Protection from Research Risks
of the NCI.

1  With respect to the treatment provided by a clinical trial:
- There is no clearly superior, némvestigational treatment alternative;
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- The available clinical or preclinical data provides a reasonable expectation that the treatment
will be at least as effective as the narvestigational alternative; and

- The covered person and thghysicianor health care provider who provides the services to the
O2@BSNBR LISNER2Y 02y Of dzRS G(GKIG GKS O20SNBR LISNE2Y
appropriate

1 The Facility and personnel providing the treatment are capable of doing so by virtuerof the
experience, training, and expertise.

1 All of the following conditions must be met:

- The drug, device, treatment or procedure to be investigated has been granted investigational
new drug (IND) or Group c/treatment IND status;

- The clinical trial has passéwlependent scientific scrutiny and has been approved by an
institutional review board that will oversee the investigation;

- The clinical trial is sponsored by the National Cancer Institute (NCI) or similar national
organization (such as the U.S. Food anggDAdministration or the Department of Defense)
and conforms to NCI standards;

- The clinical trial is not a single institution or investigator study unless the clinical trial is
performed at an NGdlesignated cancer center; and

Patient cost means the cosf medically necessariiealth care service that is incurred as a result of the
treatment being provided to the covered person for purposes of a clinical trial. It does not include the cost
of non-health care services that@atient may be required to reéee as a result of the treatment being
provided for purposes of a clinicaliéd, costs associated with managing the research associated with the
clinical trial, or the cost of the investigational drug or device.

Diabetic Equipment, Supplies and Education
The Plan covers the following services and supplies used in the treatment of insulin aimsulam
dependent diabetes and elevated blood glucose levels during pregnancy:
1 External insulin pumps and supplies;
Foot care to minimize the risk of infection;
Lancet devices;
Calibration solution;
Glucagon emergency kits; and
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Selfmanagement training provided by a licensed health care provider who is certified in diabetes
selfmanagement training.

Diagnostic Complex Imaging

The Plan covers complex imaging servioadiagnose an illness or injury, including:

1 Computerized axial tomography (CAT) scans;
1 Magnetic Resonance Imaging (MRI); and
1 Positron Emission Tomography (PET) scans.

Diagnostic X-Ray and Laboratory (DXL) Procedures

The Plan covers necessaryays, laboatory services and pathology tests to diagnose an illness or injury.
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Reminder

LiQa A YLRinNdetwofkiproviders tdAeé&p your share of the cost as low as possible.

Before going to an outpatient facility for complex imaging services, make sure that the facility is in
the network. Tests done by an eaf-network facility will be covered asut-of-network carg

evenif your tests were ordered by an-imetwork physician

Durable Medical and Surgical Equipment and Supplies

The Plan covers the rental of durable medical and surgical equipment. Examples include wheelchairs,
crutches hospitalbeds, nebulizers, tractionqeipment, walkersCPARINd oxygen for home use. The Plan
covers only one item for the same (or a similar) purpose, plus the accessories needed to operate the item.

Instead of rental, the Plan may cover the purchase of equipment if:

f LG SAlGKSN&adO6riwguld GostdeSs tofrghase then to rent; and
1 Longterm use is planned.

The Plan also covers the repair of this equipment when necessary. Maintenance and repairs needed
because of misuse or abuse of the equipment are not covered.

Replacementisc& NS R AT @2dz aK2g ! Syl GKFd GKS NBLI AN Aa ySS
physical condition, or if it is likely to cost less to purchase a replacement than to repair existing equipment
or rent similar equipment.

The Plan also covers fitting, jadtment, and repair of the following items when prescribed by your doctor
for Activities of Daily Living:

Artificial limbs, including accessories;

Orthopedic braces;

Leg braces, including attached or buifi shoes attached to the leg brace;
Arm braces, bck braces and neck braces;

Head halters;

Catheters and related supplies;

Orthotics, other than foot orthotics;

Splints;

Breast prostheses; and

Wigs.
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Certain Prescribed Eyeglasses or Contact Lenses

The following prescribed eyeglasses or contact lensesarered only when required as a result of surgery
or for treatment of accidental injury:

1 Eyeglasses or contact lenses which replace human lenses lost as the result-otidénasurgery
or accidental injury to the eye;
Gt AyKz2ftSé¢ 3t 4y Bradez@fedRretinaFar SNJ a dzZNB S
1 Lenses used instead of surgery, such as:
- Contact lenses for the treatment of infantile glaucoma,;
- Corneal or scleral lenses in connection with keratoconus;
- Sclera lenses to retain moisture when normal tearing is not possibtermt adequate; or
- Corneal or scleral lenses to reduce a corneal irregularity (other than astigmatism)
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A maximum of one set of eyeglasses or one set of contact lenses will be covered for your original
prescriptionor for any change in your origingtesciption. Examination and replacement for a
prescriptionchange are covered only when the change is due to the condition for which you needed the
originalprescription

Early Intervention Services

Early intervention services are for covered family membeysifbirth to age three who are certified by the
Department of Behavioral Health and Developmental Services (DBHDS) as eligible for services under Part C
of the Individuals with Disabilities Education Act (IDEA). You are responsible for contactingalour loc

DBHDS agency to initiate certification. Services are designed to help an individual attain or retain the
capability to function agappropriately within his or her environment. This shall include services which
enhance functional ability withowffecting a cure. Benefits for services listed shall not be limited by the
exclusion of services that are netedically necessary

These services consist of:

1 Speech and language therapy;
1 Occupational therapy;

1 Physical therapy; and
1

Assistive technology servicand devices; for example, hearing aids, glassesdanable medical
equipment.
Physical, occupational or speech therapy to maintain or preserve current functions if there is no chance of
improvement or reversal is only available for children under agé® qualify for early intervention
services.

Prosthetic Devices

The Plan covers internal and external prosthetic devices and sp@gbdnces. The device appliance
must improve or restore the function of a body part lastdamaged by illness, injugr congenital defect.
Coverage includes:

1 Purchase of the first prosthesis that you need to temporarily or permanently replace an
internal body part or organ, or an external body part.
1 Instruction and incidental supplies needed to use a covered prostheticel.
1 Replacement of a prosthetic device if:
- The replacement is needed because of a change in your physical condition or because of
normal growth or wear and tear;

- Replacement is likely to cost less than repairing the existing device; or
- The existing dege cannot be made serviceable.
1 Coverage for up to three wigs pplan year

Radiation Therapy

The Plan covers the treatment of ilinessX¥ay, gamma ray, accelerated particles, mesons, neutrons,
radium or radioactive isotopes.

Radiology Services

The Plan covers radiology services provided pkiysician hospital or licensed radiology facility or lab to
diagnose an illness or injury.
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Special Medical Formulas

Special medical formulas are covered only if they are the primary source of nutritioovfered persons

with inborn errors of amino acid or organic acid metabolism, metabolic abnormality or severe protein or
soy allergies. These formulas must be prescribed fityyaicianand required to maintain adequate
nutritional status.

Voluntary Sterilization

The Plan covers charges made tphgsicianor hospital for:
1 Vasectomy;
1 Tubal ligation; and
1 Reversal of a sterilization procedure.

Contraception Services
The Plan covers the following contraceptive services and supplies when obtained from, ahtygiljeur
physician

1 Contraceptive counseling.

1 Contraceptive devices prescribed bplaysician

9 Office visit for the injection of injectable contraceptives.

1 Related outpatient services such as consultations, exams and procedures.

Your Plan at a Glangeovides specifibenefit levels for these service®ther contraceptives may be
covered as part of the f | pfeScéiptiondrugcoverage Refer to thesection of this book describing
PrescriptionDrugCoveragdor more information.

Infertility Services

ThePlan covers the diagnosis and treatment of the underlying causafeftility , including

9 Initial evaluation, including history, physical exam and laboratory stymbefermed at an
appropriate laboratory;

Evaluation of ovulatory function;

Ultrasound of ovaries at an appropriate participating radiology facility;
Postcoital test;

Hysterosalpingogram;

Endometrial biopsyand

=A =4 =4 4 -4

Hysteroscopy

Infertility ServiceExclusions
The Plan doesot cover.

1 Advanced reproductive therapies, including IVF, GIFT, ZIFT, cryopreserved embryo transfers, ICSI
and ovum microsurgery;

9 Ovulation induction
Intrauterine insemination

1 Purchase of donor sperm;
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Storage of sperm;

Purchaseof donor eggs;

Care of the donor required for donor egg retrievals or transfers;
Cryopreservation or storage of cryopreged eggs or embryos;
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All charges associated witlegtational carrier programdor either the covered person or the
gestational carer;

Home ovulation prediction kits;

Infertility services for covered females with FSH levels 19 or gredtéfmnhon day 3 of the
menstrual cycle;

1 Infertility services that are not reasonably likely to be successful;
Services received by a spouse or partwho is not covered by the Plan; or

f Services and supplies obtained without the necessary referrals or claim authorizatioh ffmy | Q &
Infertility Case Management Unit.

Maternity Care
The Plan covers prenatal, delivery and postnatal maternity care. 02 NRI yOS A GK (GKS bSg02l
a2iKSNEQ | SIfGK t NP (ispatiénk cang of th©mokher @rid Sewbotnichild fadd 8 & S NA
minimum of:
1 48 hours after a vaginal delivery; and
1 96 hours after a cesarean section.
If you and your attendinghysicianagree to an earlier discharge from thespital, the Plan will pay for one
postdelivery home visit by a health care provider.
Maternity services include:
1 Routine delivery services (Cesarean birth is a surgical service);
Anesthesia services to providemplete or partial loss of sensation before delivery;
Services for complications of pregnancy;
Services for miscarriage; and

Services for the care of a newborn child if the child is an elifalbhdly memberat the time
services are rendered such as:
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- Initial examination of a newborn and circumcision of a covered male dependent

- Hospitalservices for nosroutine nursery care for the newborn should complications arise that
require the newborn to be admitted

- Fetal screenings, which are tests for the genetid/anchromosomal status of the fetus. The
term also means anatomical, biochemical or biophysical tests to better define the likelihood of
genetic and/or chromosomal anomalies

Precertificationis not required for the first 48 hours dbspital confinementafter a vaginal delivery or 96

hours after a cesarean delivery. Any days of confinement over these limits should be precertified to ensure
coverage. You, your doctor or another health care provider can requesertification by calling the

Aetna HealthPlan Concierge.

Keep in Mind
The Plan does not cover home births. This is childbirth that takes place outsidpigal or
birthing center, or in a place that is not licensed to perform deliveries
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Birthing Center

The Plan covers prenatal, delivery goastnatal maternity care provided by a birthing center. Postnatal
care must be given within 48 hours after a vaginal delivery, or 96 hours after a cesarean section.

Breast Feeding Support, Counseling and Supplies

The Plan covers:

il

Breast feeding assistaactraining and counseling services by a certified lactation support provider
in a group or individual setting.

Initial purchase of a standard (nbbspitalgrade) electric breast pump or manual breast pump
during pregnancy or while breast feeding.

Purchag of the accessories needed to operate the breast pump.

For each subsequent pregnancy:

— Purchase of a replacement manual breast pump.

— Purchase of a replacement standard electric breast pump, if:
o Yyou have not purchased a standard electric pump within thst plaree years; or
o the initial electric pump is broken or out of warranty.

—  Purchase of a new set of breast pump supplies.

Your Plan at a Glangeovides specific benefit information regarding these services and supplies.

Therapy Services

The Plan covers the following therapy services when treatment is prescribeghysiian is determined
to be medically necessaryand is provided by a licerder certified physical, occupationat speech
therapist,home health care agencyr aphysician

il

Outpatient cardiac rehabilitation (the process of restoring and maintaining the physiological,
psychological, social and vocational capabilities of pasievith heart disease) following

angioplasty, cardiovascular surgery, congestive heart failure or myocardial infarction. The services
must be part of a treatment plan based on your risk level and recommended byphgsaician

The Plan covers up to 36 sams in a 12veek period.

Outpatient pulmonary rehabilitation to treat reversible pulmonary disease. The Plan covers up to
36 hours or a siweek period of therapy.

Chemotherapy for the treatment of disease by chemical or biological antineoplastic agents

Infusion/IV therapy (treatment by placing therapeutic agents into the vein, and parenteral
administration of medication and nutrients) Infusion services also include enteral nutrition, which
is the delivery of nutrients by tube into the gastrointestitract. These services include coverage

of all medications administered intravenously and/or parenterally.
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activities such as walking, eating, drinking, dresdimitgting, transferring from wheelchair to bed,

and bathing)

Physical therapy (treatment by physical means to relieve pain, restore function, and prevent
disability following disease, injury, surgery or loss of limiur coverage includes benefits for
physical therapy to treat lymphedema.

Cognitive therapy associated with physical rehabilitation when the cognitive deficits have been
acquired as a result of neurologic impairment due to trauma, stroke or encephalppatid when
the therapy is part of a treatment plan intended to restore previous cognitive function.
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1 Radiation therapy, including the rental or cost of radioactive materials. This includes treatment of
disease by xay, radium, cobalt, or high energy pate sources.

1 Respiratory therapy (the introduction of dry or moist gases into the lungs to treatment iliness or
injury)

1 Speech therapy (treatment for the correction for a speech impairment which results from disease,
surgery, injury, congenital anatomicahomaly, or prior medical treatment) Speech function is the
abjjity to express thoughts, speak words and form sentences. Speech impairment is difficulty of
SELINBaaAy3d 2ySQa (GK2dza3Kda gAGK aLR21Sy 62NRao®

Therapy should follow a specific treatment plarathietails the treatment and specifies frequency and
duration; provides for ongoing reviews and is renewed only if continued therapy is appropriate; and, allows
therapy services provided in your home if you are homebound.

Experimental and investigational

In general, the Plan doe®t cover drugs, devices, treatments or procedures thatexperimental and
investigational There are, however, some situations where the Plan will cover a drug, device, treatment or
procedure that would otherwise be consideregperimental and investigational

The Plan will cover care that is considesegberimental and investigationaif the care meetsll the
following conditions:

1 You have been diagnosed with cancer or a condition likely to cause death within one year;

9 Stardard therapies have not been effective or are inappropriate;

1 Aetna determines, based on at least two documents of medical and scientific evidence, that you
would likely benefit from the treatment;

1 You are enrolled in a clinical trial that meets these cidte

— The drug, device, treatment or procedure to be investigated has been granted investigational
new drug (IND) or Group c/treatment IND status;

— The clinical trial has passed independent scientific scrutiny and has been approved by an
institutional reviewboard that will oversee the investigation;

— The clinical trial is sponsored by the National Cancer Institute (NCI) or similar national
organization (such as the U.S. Food and Drug Administration or the Department of Defense)
and conforms to NCI standards;

— The clinical trial is not a single institution or investigator study unless the clinical trial is
performed at an NGilesignated cancer center; and

1 You are treated in accordance with protocol.
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What the Medical Plan Does Not Cover

The Plardoes not cover all medical expensesrtain expenseare excluded.Thelist of excluded expenses
in this sectioris representative, not comprehensivdust because a type of medical treatmemntam
expense is not listed here does not mean tha treatment or expense will be covered by the Plan.

General Exclusions

The Plan doesot cover charges:
1 For any item or service that is primarily for the personal comfort and convenience of yathicd a
party.
1 For @ncelled or missed appointmest
1 For care, treatment, services or supplies:
— Given by an unlicensed provider; or
- hdziaARS GKS a02L)S 2F (G(KS LINPZARSNRa ftA0SyasSo
1 For care, treatment, services or supplies not prescribed, recommended or aggbbyvaphysician
or dentist.
1 For ¢aim form completion.

For services and supplies Aetna determines arermedically necessarfor the diagnosis, care or
treatment of the disease or injury involvedeven if they are prescribed, recommended or
approved ly aphysicianor dentist.

For ®rvices given by volunteers or persons who do not normally charge for their services.

For services and supplies provided as part of treatment or care that is not covered by the Plan.
For services and supplies provided inamhcollege or camp infirmaries.

For services of a residephysicianor intern.

For ®rvices, supplies, medical care or treatment given by membeyswfimmediate family(your
spousechild, step-child, brother, sister,n-law, parent or grandparentor your household.

Incurred before the date coverage starts or after the date coverage ends.

In excess of theecognized chargéor a service or supply given by ant-of-network provider.

In excess of thaegotiated chargdor a given service or supply given byiametwork provider.

Made only because you have health coverage or that you are not legally obligated to pay, such as:
— Care in charitable institutions; or

— Care in &ospital or other facility that is owned or opated by any government, except to the
extent coverage is required by law.

1 Related to employment or sefmployment. This includes injuries ilinesseghat arise out of (or
in the course of) any work for pay or profit, unless there is no other sourcevarage or
reimbursement available to you.

1 To have preferred access tphysiciafQa & SNIIA O0Sa s & dzOK physiciand 2 dzi A lj dzS 2 NJ
practices.

1 Nutritional support administered orally unless specifically listed as a covered supply.

=A =4 =4 =4 =4 =A

= =4 =4 =4

1 Ambulancetransportfor convenience or other transport that is notedically necessary
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Alternative Health Care

The Plan doesot cover charges for:

il
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Acupuncture, acupuncture therapy and acupressure, except when performegbbysécianas a
form of anesthesia for surgery covered by the Plan.

Alternative or nonstandard allergy services and supplies, including (but not limited to):
- /eG2d42EAOAGE GSadAy3 o. NElyQa ¢SadoT
—  Skin titration (Rinkel method);

— Treatment of norspecific candida seitwwity; and

Urine autoinjections.

Aromatherapy.

Bioenergetic therapy.

Carbon dioxide therapy.

Herbal medicine

Massage therapy.

Megavitamin therapy.

Rolfing.

Thermography and thermograms.

Behavioral Health Care

The Plan doesot cover charges for:

il

f
f
f
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Administrative psychiatric services when these are the only services rendered.
Biofeedback.
Confrontation therapy.

Consultations with &ehavioralhealth professional for adjudication of marital, child support and
custody cases.

Courtmandated or legally mndated treatment that is not consideradedically necessaryas
determined by Aetna, or that would not otherwise be covered by the Plan.

Ecological or environmental medicine, diagnosis or treatment.

Educational evaluation/remediation theragy school cosultations.

Erhard Seminar Training (EST) or similar motivational services.

Expressive therapies (art, poetry, movement, psychodrama).

Hypnosis and hypnotherapy.

Lovaas therapy.

Marriage, family, child, career, social adjustment, religious, pastoral andial counseling

Mental and psychoneurotic disorders not listed in the International Classification of Diseases,
Ninth Revisior{lICD9).

Behaviorahealth treatment for weight reduction or contrpéxcepta psychological evaluation
required in preparatia for bariatric (weight loss) surgery

Primal therapy.

Psychological counseling related to changing sex or sexual characteristics.
Psychodrama.

Services provided by a residential treatment facility
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Services that are not considereffective treatment of dcohol or substance abuser effective
treatment of amental disorder.

Standby services required byghysician

Therapies for the treatment of delays in development, unless resulting from acute illness or injury
or congenital defects that are amenable to surgical refsich as cleft lip or palateor as
described irDutpatient Habilitation Therapy Services

Transcendental meditation.

Treatment of antisocial personalitiisorder.

Treatment ofhealth careproviders who specialize behavioralhealth and receive treatment as
part of their training in that field.

Treatment of impulse control disorders such as:

— Caffeine use;

— Kleptomania;

— Pathological gambling; or

Pedophilia.

Treatment ofintellectual disabilitiesdefects and deficiencies. This exclusion does not apply to
behavioralhealth services or to medical treatment for someone whimisllectuallyincapacitated.

Treatment of sexual addiction, @ependency or any ottr behavior that does not have a DSWM
diagnosis.
Wilderness programs.

Note: Some services excluded from medical plan coverage may be available through the Employee
Assistance Program.

Biological and Bionic

The Plan doesot cover charges for:

il

Blood, bbod plasma, synthetic blood, blood products or blood substitutesluding (but not
limited to) the provision of blood, other than blood derived clotting factofhe Plan does not
cover any related services, including:

— Processing, storage or replacemeists; or

— The services of blood donors, apheresis osplapheresis.

For autologous blood donations, only administration and processing costs are covered.

Growth hormones, surgical procedures or any other treatment, device, drug, service or supply
used sdtely to increase or decrease height or alter the rate of growth.

Cosmetic Procedures

The Plan doesot cover the following, regardless of whether the service is provided for psychological or
emotional reasons:

il

f
f
f

Plastic surgery;
Reconstructive surgergxcep as described undeReconstructive Surgery

Cosmetic surgery; or

Other services, treatments or supplies that improve, alter or enhance the shape or appearance of
the body.
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Custodial and Protective Care

The Plan doesot cover charges for:

il

Care provided to create an environment that protects a person against exposure that can make his

or her disease or injury worse.

Care, services and supplies provided in a:

— Rest home;

— Assisted living facility;

Healthresort, spaor sanitarium; or
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or rest care.

Custodial care; care provided to help a person in the activities of daily life.

Maintenance care.

Removal fromyour home, work place or other environment of potential sources of allergy or
illness, includingsbestos, fiberglass, dust, mold and paint.

Basic/Preventive Dental Care

The Plan doesot cover services, treatment or supplies related to the care, filliagyoval or replacement
of teeth (basic restorative/primary and complex restorative/major servicagluding:

il

Apicoectomy (dental root resectiormpot canal therapy soft tissue impactions, treatment of
periodontal disease, alveolectomy, augmentatiordarestibuloplasty.

Application offluoride and other substances to protect, clean or alter the appearance of teeth
except for those under age 19 (limit of two treatments |péan yeal).

Dental implants, false teeth, platedentures, braces, mouth guards @ther devices to protect,
replace or reposition teeth.

Nonsurgical treatments to alter bite or the alignment or operation of the jaw, including:

— Treatment of malocclusion; and

— Devices to alter bite or alignment.

Note: Some services excluded from medligian coverag may be covered under the optional
expanded dental plan

Education and Training

The Plan doesot cover charges for:

1

Services or supplies related to education, training, retraining services or testing, including:
—  Special education;

— Remediakducation;

— Job training; or

— Job hardening programs.

Except as described @utpatient Habilitation Therapy Servicevaluation, training, cognitive
rehabilitation or treatment, regardless of the underlying causfe,

— Learning disabilities;

— Minimal brain dysfunction;

— Developmental, learning and communication disorders; and
— Behavioral disorders, including pervasdevelopmental disordes.
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1 Except as described @utpatient Haflitation Therapy Serviceservices, treatment, and education
testingor training related to behavioral (conduct) problems, learning disabilities and delays in
developing skills.

Experimental and investigational

In general, the Plan doem®t cover drugsdevices, treatments or procedures that aggperimental and
investigational There are, however, some situations where the Plan will cover a drug, device, treatment or
procedure that would otherwise be consideregperimental and investigational SeeOther Covered
Servicedor more information regarding requirements for coverage.

Other Services - Maternity

The Plan doesot cover:
1 Home uterine activity monitoring.
1 Home Births
1 Voluntary abortion except when

— Medically necessaryo savethe life of the mother

— The pregnancy occurs as the result of rape or incest that has been reportiee kaw
enforcement or public health agency; or

— The fetus is believed to have an incapacitating physical deformity or initafirag mental
deficiencythat is certified bya physician

Foot Care

The Plan doesot cover services, supplies or devices to improve the comfort or appearance of toes, feet or
ankles, including:

91 Shoes (including orthopedic shoes), orthotics, arch sugpshoe inserts, ankle braces, guards,
protectors, creams, ointments, or other equipment, devices or supplies, even when required after
treatment of an illness or injury that was covered by the Plan.

I Treatment of calluses, bunions, toenails, hamsmas, subluxations, fallen arches, weak feet or
chronic foot pain.

1 Treatment for conditions caused by routine activities such as walking, running, working or wearing
shoes.

Government and Armed Forces

The Plan doesot cover charges to the extent allowed by M ¢ for services or supplies provided, paid for,

or for which benefits are provided or required:
f .SOFdzaS 2F | LISNAR2YQa LI ad 2N LINBaSyid aSNBAOS
1 Under any government law.

Health Exams

The Plan covers exams that arecessaryto treat illness or injury, and routine preventive exams as
described in théPreventive caresection. The Plan do@®t cover exams or related reports (including
report presentation and preparation) required:

1 By any government law.

1 By athird party, including exams to obtain or maintain employment, or which an employer must
provide under a labor agreement.

1 To obtain professional or other licensessto obtain insurance
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1 To travel; attend a school, camp or sgng event; or participate in a sport or other recreational
activity.

Home and Mobility
The Plan doesot cover.

9 Alterations or additions to your home, work place or other environment, or any related equipment
or device, including (but not limited to):

— Bathroom equipment such as tub seats, benches, rails and lifts.

— Equipment or supplies to help you sit or sleep, such as electric beds, water beds, air beds,
warming or cooling devices, elevating chairs and reclining chairs.

— Exercise and training devices, wpabls, sauna baths, massage devices or -begl tables.
— Purchase or rental of air purifiers, air conditioners, water purifiers or swimming pools.
— Room additions or changes to countertops, doorways, lighting, wiring or furniture.
— Stair glides, wheelchair mgps and elevators.

1 Vehicles and transportation devices, or alterations to any vehicle or transportation device

Family Planning and Reproductive Health
The Plan doesot cover charges for:
9 Drugs to treat erectile dysfunction, impotence, or sexual dysfonctir inadequacy, whether
delivered in oral, injectable or topical formaven if they are used for another indicatioihis

exclusion applies whether or not the drug is delivered in oral, injectable or topical forms (including
but not limited to creamspintments and patches).

1 Overthe-counter contraceptive supplies, including (but not limited to) condoms and contraceptive
foams, jellies and ointments. (However, these may be covered underdseriptiondrug plan.)

1 Therapy, supplies or counseling for sexual dysfunction or inadequacies with no physiological or
organic basis.

1 Treatment, drugs, services or supplies related to changing sex or sexual characteristics, including:
— Surgical procedures to alter the function appearance of the body;
— Hormones or hormone therapy;
— Prosthetic devices; and
— Medical or psychological counseling.

1 Treatment, drugs, services or supplies to treat sexual dysfunction, enhance sexual performance or
enhance sexual desire, including:

— Surgey, drugs, implants, devices, or preparations to correct or enhance erectile function,
enhance sensitivity, or alter the shape or appearance of a sexual organ; and

— Sex therapy, sex counseling, marriage counseling, or other counseling or advisory services.

Therapy and Habilitation Services

Outpatient Cognitive Therapy, Physical Therapy, Occupational Therapy
Speech Therapgsnd Applied Behavior Analysis

Unless specified ihatthe MedicalPlan Govers the Plan dosnot cover:
I Educational services;
91 Any services unless provided in accordance with a specific treatment plan;
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1 Any services that are covered expenses in whole or in part under any other lgeailtp plan
sponsored by an employer;

1 Services provided duringstay in ahospital, skilled nursing facility or hospice facility except as
stated inWhat the Medical Plan Covers

1 Services provided byloome health care agengy

91 Services not performed bypmhysician occupatimal, speechor physical therapist, or a practitioner
certified by the Behavior Analyst Certifying Board (BACB) or under the direct supervision of a
physician
1 Services provided byghysicianor physical occupationabr speecttherapist, or a practitione
certified by the Behavior Analyst Certifying Board (BA®IR) resides in your home or who is a
YSYOSNI 2F &2dzNJ FIYAft&s 2NJ I YSYOSNI 2F &2dzNJ all2dza$s

1 Special education to instruct a person to functiorhis includegessons in sign language.

Strength and Performance

The Plan does not cover services, devices and supplies to enhance your strength, physical condition,
endurance or physical performance, including:

1 Drugs or preparations to enhance strength, performancergurance.
Exercise equipment.

Lifestyle enhancement drugs or supplies.

Memberships in health or fitness clubs.

Training, advice or coaching.

Treatments, services and supplies to treat iliness, injury or disability related to the use of
performanceenhancing drugs or preparations.
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Tests and Therapies

The Plan doesot cover charges for:

Fultbody CAT scans.

Hair analysis.

Hyperbaric therapy, except to treat decompression or promote healing of a wound.
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Sleep therapyhat is considered expamental or investigational
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Vision and Hearing
Themedical plardoesnot cover charges for:
1 Eyeglass lenses, frames or contact lenses, including:
— Anti-reflective coatings and tinting of eyeglass lenses.
— Duplicate or spare glasses, lenses or frames.
— Htting of glasses or contact lenses for any purpose other than after cataract surgery.
— Replacement of lenses or frames that are lost, stolen or broken.
Eye surgery to correct vision, including radial keratotomy, LASIK and similar procedures.
Hearing aidsind their fitting, and hearing aid therapy or training.
Special services, such as Aamescriptionsunglasses and subnormal vision aids.
Vision services mainly to correct refractive errors.
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Visual perceptual training.

Keep in Mind

¢ KS t f Iy Q&andedYislor?Blah €ovess Eylelvear. ReféFieOptional Expandetfision
Planfor more information.

Weight Control Services

Regardless of the existence of comorbid conditigitie Plan does not cover charges for weight cohtro
except as described iAreventive care Preventive Counseling and Education Intervention Services and
Bariatric SurgeryThe Plan doesot covercharges for:

1  Weight control/lossprograms

Dietary regimens and supplements

Appetite suppressants and other medications
Food or food supplementsor
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Exercise programs or equipment

Keep in Mind
The Healthy Lifestyleachingprogram can help with weight management.
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Prescription  Drug

Coverage foprescription drugds an important part of your health care coverage. The medical plan covers
prescription drugghat are to be taken on an outpatient basis.

Drugs that you need while you are confined ihaspital or other covered health care facility may be
covered as part of your inpatient beneftrefer to the sections of this book that describe inpatient béts
for more information.

You havawo ways to fill gorescription:
1 Ata retailpharmacy or
1 By mail order, through Aetna Rx Home Delivery

Generic and Brand-name drugs

To save money, consider usiggneric drug. Generic drugare approved by the U.$ood and Drug
Administration, which means thatgeneric drughas the same quality, strength and effectiveness as the
brandname equivalent. You can ask your doctor to prescrigereeric drugor ask your pharmacist if there
is ageneric drughat is equato the brand name drug your doctor prescribed.

Keep in Mind

If you or your doctor request arand-name drugwhen ageneric drugs available, you will be
responsible for the difference between the cost of ti@nd-name drugand the cost of the
genericdugz Ay | RRAGA 2y de@uctibléabdcomSurahc® THe diffdfemcy iRcEost
that you pay doesot | LIJLJ & &2 ( K Sut-of-BdRKet@naximuriftie yequast for the
brand-name drug was not made by the prescribing physician.

Retail Pharmacy

In-network pharmacy

You may fill youprescriptionfor up to a 96day supply at pharmacy(i K i 6 St 2 yphamaidy2z ! Syl Q&

network. Show your ID card and pay theductibleand/or coinsuranceshown inYour Plan at a Glancat
the time of your purchase. There are no claim forms to fill out.

You can find a list of inetwork pharmacies using DocFindvat/w.aetna.com You can also call the Health
Concierge who can help ydind anin-network pharmacyin your area.

Out-of-Network Pharmacy

You also may fill prescriptions atoofy S g2 NJ LIKIF N¥YI OAS&> odzi & 2dzQf f
when you do. You will need to file a claim for reimbursement for drugs purcleisad outof-network
pharmacy Sedhe section of this book entitledComplaints, Claimsnd Appealdor more information.
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Mail-Order Prescriptions T Aetna Rx Home Delivery

If you take medications on a regulardisfor a chronic (ongoing) condition (such as high blood pressure,
asthma, allergies or diabetes), you may ordprto a 96day supply through Aetna Rx Home Delivery,
I SGy I @dler ¥rligisdrvice.

Aetna Rx Home Delivery is easy to use. To order by mail, send your grigBwlption, together with an
order form and a check, money order or credit card number for the applicabiesuranceto Aetna. Order
forms are available online aiww.covahealthaware.com You can alsoallthe Health Concierge for forms

Refills are simple, too. When you receive your original prescribed medication from the mail service
program, you will also receive refill infoation. You can order refills by mail, by phone or online at
www.covahealthaware.com

Precertification

Yourphysicianmust request prior authorization by Aetna for certgrescription drugsbefore your
prescription can be filled. This process is caltgdcertification. Precertificationhelps encourage the
appropriate and coseffective use oprescription drugs

Theprecertification program is based upon current medical findings, manufacturer labd#ing, guidelines
and cost information. For these purposes, cost information includes any manufacturer rebate
F NN} y3SySyida o0SieSSy ! Syl FYR GKS YIydzFFOGdz2NENE 2F O

The drugs requiringrecertification are subjecto change. Calhe Health Concierge at
1-855-414-19012 NJ @A &AA G ! Syl Qa prec&tdicatiotilst. T2 N 6§ KS OdzZNNBy i

Step Therapy Program

Theprescriptiondrug coverage includes a stégerapy requirement. Stetherapy is a type of

precertification. / SNIiF Ay RNdz3a I NB y20 O20SNBR dzyf Saa &2dz KI @S
medication(s) first. There may be times, however, whenriéslically necessarfor you to use a step

therapy medication as initial therapy without first trying eepequisite therapy drug. In that situation, your

doctor can request coverage of the stdperapy medication as a medical exception by contacting the
PharmacyManagementPrecertificationUnit.

The stepherapy program is based upon current medical findings, manufacturer labeling, FDA guidelines
FYR 02380 AYyF2NXI A2y O C2NJ 1KSa$S LidzN1)2&aSas ad2aiG AyT2
arrangements between Aetna and the manufacturers of certain drygsd SGy F Qa LINBTFSNNBR R NHz3

Covered Drugs
The Plan covers:
f FederallegenddrugR Nbdz3a G KIF G NBldzZANB | tFo6St adlFdiAy3ay a/ | dz
without prescriptiong) or any other drug that under the applicable state law may be dispknse
only upon the writtenprescriptionof aphysician

1 Compounded medication, of which at least one ingredient is a federal legend drug.
1 Contraceptives, including oral and injectable contraceptives, patches and rings.

The Plan covers owtihe-counter FDAapproved contraceptives for women, including sponges,
spermicides and female condoms, when purchased aharetwork pharmacy You must have a
prescriptionfrom yourphysician

Overthe-counter contraceptives for men areot covered.

91 Diabeticneedles andwinges
1 Immunization agents.
1 Insulin
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1 Overthe-counter diabetic supplies
1 Smoking cessation aids.
1 Weight loss drugs. Yophysicianmust get approalin advance from Aetna.

Preventive Drugs

The Plan covers100% of the cost of the followimigh no deductible, when purchased at aim-
network pharmacy

1 Aspirin to prevent heart disease for those age 45 or older.
9 Oralfluoride for children age 6 months through age 5.

9 Vitamin D for those age 65 and older.

1 Folic acid supplements for women.

You must have prescriptionfrom yourphysician

Prescription Drug Refills for Travel

If you are planning to travel on vacation or leaving home for an extended pgradmay need one or

more early refills of your medicatiorParticipating pharmacies may routinely provide one early refill (up to
a 34day or a 9aday supply, as appropriate) to accommodate travdbwever, for extended travejou

should completehe PrescriptionDrug Refill Exception Request form availablelDHRM Web site at
www.dhrm.virginia.govor from your Benefits Administrator.

Mail or fax the completed form to:

The Department of Human Resource Management (DHRM)
Office of Health Benefits

Attention: Policy and Instruction

101 North 14th Street, 13thiéor

Richmond, VA 23219

Fax: (804) 370231

DHRM will approve all valid requests and forward themto Aeth®. SY0 SNJ 2F | Syl Q&4 aSYo SN
team will contactyou to obtain specific medicatiomformation. Once you provide the medication

information, a prior authorization will be entered for each medication requested ymdwill then have 14

days to complete your purchase.

Allow at least two weeks for complete processing of your request
Please note:

1 The maximum supplyou may purchase at one timei2 months;

1 You will not be allowed to purchase more refills than prescribbéadr. example, if your one year
prescriptionexpires six months from the date of your requegiu cannot purchase more than a
sixmonth supply of medication;

1 The Food and Drug Adnistration limits earlyrefills on certain medications.

The Commonwealth reserves the right to bill a member for any months of medication remaining if
employment terminates.

Prescription Drug Exclusions

The exclusions that apply to the medical plan (¢éeat the Medical Plan Does Not Covapply to your
prescriptiondrug coverage. In addition, there are specific exclusions that apply tpréseriptiondrug
02 @S NI 3 S dpresatifiiéh drugfcoveiag @oesnot include the followingorescriptiondrug
expenses:
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Administration or injection of any drug. (Note that administration and injection of immunizations
may be covered under the medical plan).

Allergy sera and extracts.

Anydrugdispensed by a madrder pharmacyother than Aetna Rx Home Delivery.

Any drug entirely consumed when and where it is prescribed.

Unless specifically outlined as covered in this handbook, any drug that does not, by federal or state

law, require gprescription, such as an ovehe-counter drug or equivalent ovehe-counter
product, even when @rescriptionis written for it.

Any refill of a drug dispensed more than one year after the Igtesscriptionfor it, or as
prohibited by law where the drug is dispensed.
Biological sm, blood, blood plasma, blood products or substitutes, or any other blood products.

Devices of any type (such as a spacer or nebulizer) used in connectionpséthcaptiondrug.
Note that some devices may be covereddasable medical equipmenbr aspart of another
benefit.

Durable medical equipmentmonitors and other equipment.
Erectile dysfunction:
— Drugs to treat erectile dysfunctigimmpotence, or sexual dysfunction or inadequacy,
regardless of diagnosiand
Experimental and investigationadrugsor devices. This exclusion will not apply to drugs that:
— Have been granted treatment investigational new drug (IND) or Group c/treatment IND status;
or
— Are being studied at the Phase Il level in a national clinical trial sponsored by the National
Cancelnstitute; and
— Aetna determines, based on available scientific evidence, are effective or show promise of
being effective for the iliness.
Food items, including infant formula, nutritional supplements, vitamins (inclugliegcription
vitamins), medicaldods and other nutritional items, even when the item is the only source of
nutrition. (Some speciahedicalformulas may be covereas a medical supptyseeOther
Covered Services
Genetics: Any treatment, devicB,NHz3 2 NJ &dzLJLJ & G2 |t GSNparthé& o02Re Q4
SELINB&aaArzy 2F (GKS o62ReQa 3ISySazx SEOSLIW FT2NJ GKS 02
Infertility treatment. The Plan does not cover drugs used primarily for the treatmenfertility ,
including drugs for, or related to, artificial insemination, in vitro fertilization or embryonic transfer
procedures.

Inpatient drugs: Any drug provided by a health care facility or while you are an inpatient there.

Also, any drug provided on an outpatiebasis by a health care facility if benefits are paid for it

under any other part of this Plan or another plan sponsored by your employer.

More than a90-day supply of @rescriptionexcept for an approved travel supply

More than the number of refillspecified by the prescribing doctor. Aetna may require a new

prescriptionor proof of need if theprescriberhas not specified the number of refills or if the

frequency or number of refills seems excessive under accepted medical practice standards.

Non-emergencyprescription drugsbought outside of the United States if:

— You travel outside of the U.S. to obtain theescription drugsor supplies, even if they would
be covered by the Plan if purchased in the U.S.;

— The drugs or supplies are unavailable legial in the U.S.; or

— The purchase of these drugs or supplies outside of the U.S. is illegal.
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Refill of aprescriptionif not more than 75% of the previous fill has been used if the drug was taken
according to directions prescribed.

Replacemenbf drugs orsupplies that are lostdamaged, destroyedr stolen.
Nonsedating antihistamines, even if they are used for other indications.
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Employee Assistance Program

Overview

The Employedssistance Program (EAP) is a confidential counseling service that is rdsaly24 dayy

days a weelto help you with life issues. The EAP offers professional support and assistance when a family

matter, financial concern, workelated problem or legl issue may seem overwhelming.

Find the help you need:

You can access help and information in the way
0KIFIdQa Y2ad O2YF2NII of

The EAP can help you with:

1

1

faceto-face counseling: uto 4 visits permlan
yearfor eacheligibleproblem or issue

online resources: web accegsinformation and
seltdirected resources

Family planning for a family and pregnancy
conflicts between family members
caring for aging parents
adolescent challenges

Marriage communication

getting married
separation andlivorce
domestic violence

Emotional health

anxiety
depression
eating disorders
stress

Work

balancing work and family
resolving conflicts
planning for retirement

Substance abuse

impact on family relationships
treatment options

Death and dying

terminalillness
grief

Financial

1 up to 30 minutes of telephone consultation
with a staff financial counselor for each ney
issue (discount on additional consultations
for the same issue)
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buying a home

mortgages and refinancing
budgeting

credit and debt
collegefunding

estate planning

Employee Assistance Program



The EAP can help you with:

Taxes I tax questions
f  up to 30 minutes of telephone T IRS matters
consultation with a staff CPA or enrolled| T tax levy/garnishment resolution
agent for each new issue (discount on 1 tax return preparation
additional consultations for the same
issue)
1 discount on preparation of tax returrizy a
staff CPA
Identity theft 9 identity theft
1 up to 60 minutes of telephone consultation identity restoration
with a staff Certified Fraud Resolution
Specialisffor each new issue
Legal 1 domestic/family conflict
f  up to 30 minutes of telephone or fade- 1 landlord/tenant issues
face consultation with an attorney or 1 criminal
mediator for each new issue (discounton | ¢ motor vehicle violations
additional consultations for the same issue
1 RA&O2dzyiia 2y aR2 A
document preparation serges

Eligibility
Employees and retiree group participants wér@ enrolledin the COVA HealthAware Plan and the
members of their households malzgd S (G KS 9!t Qa &aSNWAOSa

How the EAP Works
When You Need Help

TheEAP is available 24 howslay, 7 days week.

1 Inan emergencylf you are experiencing severe symptoms or you are in crisis and need immediate
assistance, call your local 911 service or go to the neaesgtital emergency room.

1 For noremergency situationsCall the EAP dt888-238-6232. You can talk with a clinician who
will evaluate your situation, answer your questions and refer you to the appropriate resources,
based on your need.

You andhe members of yar householdare each eligible for up to four fage-face EAP counseling
sessions per conditioor incidenteach year. There is no cost to you or your household members for these
sessions.

You may require additional counseling. The COVA HealthAwar®©retli LJ I y Q& 0 SKIF @A 2 NI €

may cover continued services or treatmepbssiblywith the same counselor, allowing continuity in the
transition from EAP to medical beneffty eligible plan participants

Confidentiality

Maintaining your privacysia high priority. All contact with the EAP is confidential to the extent
permitted by law.
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Online Resources

Web-based tools and resources are also available. Logvumwe.mylifevalues.com (useflCOVAO a s
the username and password). Your home page shows you a menu of EAP resources, so you can easily
find the resources you need, including:

1  Worklife support

— Locate convenience services such as cleaning, lawn and landscape, security and home
maintenance.

— Use tte online concierge for travel and entertainment ideas.
— Locatechild care, elder care or care for someone who is disabled.

1 Information about important health issues such as cancer, depression and aging.

1 Discounts on products and services.

1 Legal tools to hi you create a will or financial power of attorney, plus sample forms and a library
of legal articles.

Exclusions

The EAP does not provide:

=A =4 =4 =4 -4 =4

Inpatient treatment of any kind;

Counseling with a psychiatrist;

Prescription drugs

Counseling required by law arcourt;

Formal psychological evaluations; or

More thanfour outpatient visits peiplan yearfor each eligible problemissueor incident

To learn more about the EAP
Call the EAP &t-888-238-62320r go towww.mylifevalues.com 24 hours a day, 7 days a week.
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Your Basic Dental Coverage

TheCOVA HealthAwarelancoversdiagnostic angreventive careonly unless the optional Expanded
Dental Plan is electedYou must be covered by the Plan on the date when you incur a covered dental
expense. The Plan does not pay benefits for expenses incurred before your coverage starts or after it ends.

The Provider Network

The Plan gives you the freedom to choose demtist or other dental cargroviderwhen you need
diagnostic opreventive care How much you pay out of your own pocket depend whether the
expense is covered by the Plan and whether you choose-aatwork provider or anout-of-network
provider.

Dentistsand other providershat belong to Aetn& dentalnetwork are calledn-network providers. The
providers in the network represent a wide range of servicéhen they join the networkprovidersagee
to provide services or suppliésr negotiated charge.

To find anin-network providerin your area:

1 Use DocFind atww.covahealthaware.com Follow the prompts to select the type of search you
gFyiGz GKS FNBF Ay 6KAOK &2dz ¢lyid G2 aSIFINOK FyR (K
can search the onlindirectory for a specifidentist, type ofdentist or all thedentists within a
given zip code or travel distance. For more about Dockefer to Resourceg oolsand

Programs
9 Callthe Health ConciergeA Health Conciergean help you find am-network providerin your

area. You can alsequest a printed listing of network providers in your area without charge. The
toll-free number forthe Health Conciergis 1-855414-1901

|l tds Your Choi ce

When you needliagnostic or preventiveentalcare, you have a choice. You can seletrtal provider
that belongs to the network ain-network provider) or one that does not belong (aut-of-network
providen. ¢ KS t f I y Q& 0 Sy S ¥ ik-fletwbrk car®dndohtf-nétiosk caid bt SerdazeNJ
advantages to choosing a network provider:
1 If you useanin-network provider, you will probably save money because your share of the cost is
oFraSR 2y (KS yn8ghtimtad\tharg&)Xab &é riet3a¥fonsible for any amounts
that areabove thenegotiated charge 2dz 62y Qi KIF @S (2 FThit 2dzi Of I A
network providerwill file claims for you.

B

1 If you use amut-of-network provider, you mayincur outof-pocketcostfor your care. The Plan
pays benefits fobut-of-network carebased onl00% othe recognized charge If your dental care
provider charges more than thecognized chargeyou are responsible for the excess amount.
You may be required tpay all charges at the time of service and tHiggyour own claimsor out-
of-network care
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What the Basic Dental Coverage Includes

Diagnostic and Preventive Services

Taking care of teeth now can prevent serious problems later. The Plan covers the following preventive
services, without aleductible:

il

f
f
f

Two routine oral eams perplan year. This includes prophylaxis (cleaning) of teethe Plan will
cover cleaningndscalingby a licensedlental hygienistif supervised by dentist.

Two problemfocused exams peaslan year

One topical application of sodium or stanndlisoride per plan yearfor coveredchildrenunder
agelo.

One application of sealants to permanent molars every three yearsofegredchildrenunder age
19.

Diagnostic Xays and other Xays, but no more than:
— one full mouth series per thregear period including Panorex
— two setsof bitewing X-rays pemlan year,
—  periapical Xrays;and
— one set of verticabitewings per threeyear period.

Space maintainers needed to preserve space resulting from premature loss of deciduous (baby)
teeth, including albdjustments within six months after installation.

One occlusal guard per thregear period to minimize the effects of bruxism (teeth grinding).
Nonsurgical treatment of TMJ disorder, includingays andappliancetherapy.

Emergency treatment for pain.

Participants who are pregnant or have coronary artery disease/cardiovascular disease, cerebrovascular
disease odiabetes arealsocovered for the following additional dental services:

1
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One additional prophylaxis (cleaning) per year

Scalingand root planing4 or more teeth), per quadrant

Scalingand root planing (limited to -B teeth), per quadrant

Full mouth debridement

Periodontal maintenance (one additional treatment getan yeasp
Localized delivery of antimicrobial agents (not covered for pregnancy)

What the Basic Dental Coverage Does Not Include

TheCOVAealthAwarebasic dental plan does not cover restorative care or orthodontia. In addition, the
basic dental plan does not cover:

f
f
f

An illness, injury or condition that is related to your employment or-eeiployment.
Charges for cancelled or missed appointments.

Charges fordrugs, devices, treatments or procedutteat are experimental and investigationalas
determined by Aetna

Charges rade only because you hadental coverage.
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Charges that exceethe recognized chargéor an outof-network dental service, as determined by
Aetna.

Charges gu are not legally obligated to pay.

Claim form completion.

Cosmetic services arsipplies.

Courtordered services, including those required as a condition of parole or release.

Dental services and suppli¢isat arecovered, in whole or in part, under any other part of this Plan
or any other plan of group benefits provided by tiemmomwvealth of Virginia Health Benefits
Program

Examinations provided for employment, licensing, insurance, school, camp, sports, adoption or
other purposeghat are notmedically necessarfor dental health and related expenses for
reports, including reporpresentation and preparation.

Instruction in diet, plaque and oral hygiene.
Prescribed drugs, prmedication and analgesia.

Services and supplies Aetna determines are netessary even if they are prescribed,
recommended or approved byghysicianor dentist.

Services and supplies given as part of treatment or care that is not covered by the Plan.

Services and supplies given for your personal comfort or convenience, or the convenience of
another person (including a provider).

Services and supplies:

— provided while you are in the care of a government authqrity

— to care for conditions related to past or present military seryvare

— provided, paid for or for which benefits are provided or required under any government law.

Treatment that is not given by dentist except for cleaningandscalingby a licensedlental
hygienistif supervised by dentist.
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The Optional Expanded Dental Plan

TheCOVA HealthAwarmptional expandeddental plan coversestorativecare (includingendodonticsand
periodontics) and orthodontia treatment. You must be covered by the Plan on the date when you incur a
covered dental expense. The Plan does not pay benefits for expenses incurred before your coverage starts
or after it endg(except as described @rdered but Undelivere®ule

Keep in Mind

The optionakexpandeddental plan covers expanded servicd® be eligible for these serviceawy
must elect the optionaéxpandeddental planand pay an additional monthly contribution for
coverage.

The Provider Network

Like your basic dental coverage, thgtional expanded dental plagives you the freedom to choose any
dentist or other dental care provider when you needvered servicesHowmuch you pay out of your own
pocket dependon whether the expense is covered by the Plan and whether you choogsereatwork
provider or anout-of-network provider. Refer toL (i Q & 2inlthe) Bask Pent@®t&n chapter for
information about the advantages of using manetwork providerand how to find ann-network provider.

When YouNeed CareThat ' s Covered by
Expanded Dental Plan

Anannualdeductible applies tobasidprimary restorativeand major/complexrestorativecare. You must
meet theapplicabledeductible before the Plarbegins to pay benefits for covered dental expenses.

Keep in Mind
The annuatlentaldeductible applies toall coveredcareunder the Optional Expanded Dental Plan
The amualdeductibledoes not apply t@rthodontic treatment.

Once you meet theleductible, thet £ 'y LI @& | LISNOSydl3S 2F @2dzNJ 02 3SNBR

benefif) and you pay the rest (yoaoinsurancg. The percentage paid by the Plan depends ortype of
expense, as shown our Plan at a Glance

¢ KS tf Iy Q&estor&tiye&afe aré subjeEtaaNdan yearmaximumbenefit. There is a separate
lifetime maximum benefit foorthodontic treatment. Theg maximunmbenefits are shown irYour Plan at a
Glance

Keep in Mind
Theplan yearbenefit maximum applies tall coveredcare.

Advance Claim Review

The purpose of thadvance claimeview is to determineg; in advance the benefits(if any) that the Plan
will pay for proposed servicenowing ahead of time which services are covered byPthe, and the
benefit amount payable, helps you and yalentist make informed decisions abbthe care you are
considering.
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Keep in Mind
Theadvance clainneview process is not a guarantee of benefit paymedhisan estimate of the
amount or scope of benefits to be paid.

When to Get an Advance Claim Review

You should request an advanceiciaeview wheneverou or yourdentist thinksa course oflental
treatment is likely tdbe expensive (generally considered torbere than £50). Ask yourdentist to write
down a full description of the treatment you negdsing theDental Benefits Requefrm. The form is
available online atvww.aetna.com Then,beforetreating you,your dentist should sendhe form to
Aetna Aetna may ask for supportingrdys and other diagnostic records. Once all ofittiermation has
been gathered, Aetna witeview theproposedtreatment planand provide you and youdentist with a
statement that outlines hovthe Plan will cover the treatment You and youdentist can then decide how
to proceed.

Theadvance clainmeview is avoluntaryservice thatgivesyou information that you and youtentist can
consider when deciding on a coursetigfatment.

To determinethe benefits payable, Aetna widbnsideralternate procedures, services or courses of
treatment for the denta condition concerned in order to accomplish the appropriate res{BeeAlternate
Treatment Ruldor more informationaboutalternate dental procedures.)

What Isa Gourse ofDental Treatment?

A course of dental treatment is a planned prograndehtal services or suppliesThe services or supplies
are providedby one or moredentists to treat a dental conditiothat wasdiagnosed by the attending
dentist asthe result of an oral examinationA course of treatment starts on the date yodentist first
renders a service to correct or treat the diagnosed dental condition.

Alternate Treatment Rule

Sometimes there are several ways to treat a dental problem, all of which provide acceptable réguéts.
GKAa A& GKS OlFasSs GKS tflryQa O02@0S8SN)r3IS Aa fAYAGSR G2 0
91 Is considered by the dental profession to be appropriate for treatment; and
1 Meets broadly accepted national standards of dental practice, takingaotount your current
oral condition, as determined by Aetna.
Here are some examples of alternate treatment and the benefit limits that apply:

1 Reconstruction ThePlan covers only charges for the procedure needed to eliminate oral disease
and replace misep teeth. TheéPlan does not covean applianceor restoration needed to
increase vertical dimension or restore occlusion.

91 Partialdentures: ThePlan covers only charges for a cast chrome or acdgiture if this
satisfactorily restores an arch. Thisit applies even if you and yodentist choose a more
elaborate or precisiomappliance

1 Completedentures: ThePlan covers only charges for a standard procedure. This limit applies even
if you and youdentist choose personalized or specialized treatrhe

1 Replacement of existindentures: This is covered only if the existidgnture cannot be used or
repaired. If it can be used or repaired, tRan will cover only the charges for services needed to
make thedenture usable.
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Ordered but Undelivered Rule

Your dental coverage may end while you are in the middle of treatment. The Plan does not cover any
dental services that are given after your coverage terminates. There is an exception, howswBlanT

will coverthe following eligible servicesttfiey wereordered whileyou werecovered by théPlanand
installed within30 days after your coverage ends

1 Dentures,

1 Fixedbridgework;

1 Removable bridges;

9 Cast or process restorations;
1 Root canals; and

1 Inlays, onlayandcrowns.

& hderedt means
I Fordentures. theimpressionsfrom which thedenture will be made were taken.
1 For aroot canalthe pulp chamber was opened.

1 For the other services listed abowvbe teeththat will serve as retainers or supports, or the teeth
that are being restored:

— havebeen fully preparedo receive the item; and
— impressions have been taken from which the item will be prepared.

What the Optional Expanded Dental Plan Covers

L {irpartant to remember that thePan covers only services and supplies thatraeglicallynecessaryto
prevent, diagnose or trea dental condition If a service or supply is hot necessary, it will not be covered,
even if it is listed as a covered expense in this book.

The Plan pays benefits for coversetvicesonly. Thebenefit levelfor each type of coverederviceis shown
in Your Plan at a Glance

Primary Care

Theoptional expanded dentallpn covers basic restorative care such as fillings and simple extractions.
Once yourannualdeductibleis met, the Plan pays 80% for the following covered expenses, subject to the
plan yearmaximumbenefit:

Periodontic andendodontic treatment.

Fillings.

Full mouth debridement, once per lifetime.

General anesthesia when provided in conjunction with a cedeurgical procedure.
Endodontics including nelar root canal therapy
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Oral surgery, including routine pesperative care.

Note: The removal of an impacted tooth (partial or completely bony) is considered a medical
expense. Other oral surgery, suchs@maple extractions and osseous surgery, is considered a
dental plan expense.

1 Professional visits after regular office hours.

1 Soft tissue grafts.

1 Treatment of periodontal and other diseases of the gums and tissues of the mouth. Includes:
— root planing andscaling up to four separate quadrants per twa@ar period
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— gingivectomy and
— periodontal maintenance following active therapy, up to two treatments plen year.

Major (Complex) Restorative Care

The optional expanded dental plan covers magstorativecaresuch aghe replacement of natural teeth
with bridgeworkor dentures. h y OS & 2 dzQ@S i&liictibie, 2hdMNdnpays $dalfdthe
following servicesup to theplan yearmaximum benefit

1 Implants.
1 Inlays onlaysandcrownswhen:

— needed to treatdecay or traumatic injury, and the tooth cannot be restored with a filling
material; or

— the tooth is an abutment to a covered partignture or fixed bridge.

9 First installation of fixetbridgework (including inlays androwns as abutments) to replace orer
more natural teeth.

9 First installation of removabldentures to replace one or more natural teeth. Coverage includes
relines, rebasesand adjustments within six months after tlientures are installed.

1 Replacement of an existing removaldlenture or fixed bridgeworkwith new fixedbridgework, if
you meet the Prosthesis Replacement Rule (see below).

1 Repair ofcrowns, bridgework or dentures.

Prosthesis Replacement Rule

Prostheticgincludingdentures, bridgework, crowns, inlays and onlay$) N8 adzo 2S04 G2 GKS tfl y¢
replacement rule. In order for the Plan to cover certain replacements or additions, you must give Aetna
proof that:

1  You or your coveretamily memberhad a tooth (or teeth) extracted after the existidgnture or
bridgeworkwas installed. As a result, you need to have teeth replaced or added talgoture
or bridgework

1 The presententure or bridgeworkwas installed at leadtve years before its replacement and
cannot be made serviceable.

1 The presententure is an immedate temporary one that replaces a tooth (or teeth). A permanent
dentureis needed and the temporamenture cannot be used as a permanesénture.
Replacement must occur within 12 months from the date the immediate temporary one was first
installed.

Orthodontic treatment

Orthodontia benefits cover the straightening of teeth with braces or other methods. Coverage for
orthodontic treatment includes:

1 Comprehensiverthodontic treatment;
1 Interceptiveorthodontic treatment;
1 Limitedorthodontic treatment; ard
1 Fixed and removablappliancetherapy for harmful habits.
Benefits are limited to the lifetime maximum forthodontic treatment shown inYour Plan at a Glance

If orthodontic treatment begins before your effectivdate, this plan reduces its total allowance by the
amount paid by a prio€ommonwealth of Virginia planThe combined payment for the prior coverage and
coverage under your plan will not exceed $2,000.

If coverage ends duringrthodontic treatment, thisplan covers:
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The banding portion of the service, only if the bands are installed before the date your coverage ends or
follow-up visits if enrolled on the first day of the month when the visit takes place

The Plan doesot cover:

Changesn treatment becase of an accidenisee coverage under medical plan)
Invisible braces (lingually placed direct bondgmpliances and arch wirés

Maxillofacial surgery

Myofunctional therapy

Replacement of brokeappliances;

Retreatment of orthodontic casetlifetime maximum benefit has been exhausted
Surgical removal of impacted wisdom teeth when done for orthodontic reasons only
Treatment of cleft palate

Treatment of macroglossi@r
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Treatment of micrognathia.

Keep in Mind
If yourorthodontic treatment stops before it is complete, the Plan will cover only the services and
supplies that were provided before treatment ended.

What the Optional Dental Plan Does Not Cover

In addition to the exclusions listed for the basic der@mleraggseeWhat the Basic Dent&@overagdoes
Not Includé, the following exclusions apply to the optional expanded dental:plan

Services and Supplies

The Plan doesot cover:

1 Acupunctureacupuncture therapyr acupressug, except when performed by physicianas a
form of anesthesia for surgery covered by the Plan.

1 Intravenous sedation.
9 Prescribed drugs, prmedication and analgesia.

1 Ponticscrowns, and cast or processed restorations made with high noble metals sgtidasr
titanium.

1 Replacement of a lost, missing, stolen or damaged deviappliance including the replacement
of appliances that have been damaged due to abuse, misuse or neglect.

1 Services omppliances to increase vertical dimensian restore ocalsion
I Services omppliances used for splinting or to correct attrition, abrasion or erosion.

1 Services to treat a jaw joint disorder to alter bite or the alignment or operation ttie jaw,
except as described Myhatthe Optional Dental Plan Cover$he Plan does not cover:
— orthognathic surgery;
— treatment of malocclusion; or
— devices to alter bite or alignment.

1 Services such as implant, abutmentooown that are the result of an accident (such as a blow to
the mouth). See coverage for Oral Surgery for additional information.
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1 Work that was begun before the effective date of your coverage. For example:

— If animpressionwas made for ampplianceor a modification to arappliancebefore you were
covered by the Rn, theapplianceor modification is not covered.

— If atooth was prepared for erown or bridge before you were covered by the Plan, the
prosthetic is not covered.

— If the pulp chamber was opened foyot canal therapybefore you were covered by the Plan,
the therapy is not covered.

Cosmetic Services and Supplies
The Plan doesot cover.
1 Services or supplies that are cosmetic in natimeluding personalization or characterization of
dentures.

I Cosmetig reconstructive or plastisurgeryto improve, alter or enhance appearance, even if the
surgery is performed for psychological or emotional reasdifse Plan covers such surgery only
when it is needed to repair an injury, as long as the surgery is done in the calendar year of the
accidentor in the following calendar year.

1 Augmentation and vestibuloplasty, and other substances to protect, clean, whiten, bleach or alter
the appearance of teeth.

Keep in Mind
Facings on molarrowns and pontics are always considered cosmetic.
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The Optional Expanded Vision Plan

Your COVA HealthAware plan covers an annual routine vision exam as part of its basic medical benefit (see
Preventive car® You must elect the option&ixpanded Dental Plan and optiofadpanded Vision Plan to
be covered for the benefits described in this chapter.

Keep in Mind
This is an optional benefit. You must pay an additional monthly contribution to be eligible for
these benefits.

How Your Vision Coverage Works

Theoptional Expande®ision Plargives you the freedom to choose any vision care provider when you
need vision services. How that care is covered and how much you pay out of your own pocket depend on
whether the expense is covered by thision careplanand whether you choose an-network provider or
anout-of-network provider.
f Ifyou use amn-network provideZ &2 dzQf f LJ & f S&a 2dzi 2F @2dz2NJ 246y LI
have to fill out claim forms, because ydornetwork providerwill file claims for you.

f If you use amut-of-network provider, @ 2 dzQf f LJ & Y2NB 2dzi 2F @2dzNJ 246y LJ
you may be required to file your own claims

Your Plan at a Glancghows how the level of cevage differs when you use-metwork versusut-of-
network providers. In most cases, you save money when youmusetwork providers.

To find anin-network providerin your area:
1 Use the onlinairectory at www.covahealthaware.comor

{ VisitAetna Vision online abww.aetnavision.como & 2 dzQf f ySSR (2 NBIAAGSNI o6& 2
ID and passwordpr

i CallAetna Visiorat 1-877-497-4817.

What the Optional Expanded Vision Plan Covers

Lenses and Frames

The Plan covers eyeglamscontactlensesandframes You share the cost of care, as showrYaar Plan at
a Glance ThePlan doesiot pay for botheyeglass and contadéenses in the samelan year Frames are
covered once peplan year

Lenses
The Plan covers the following eyeglass lenses, up to one pgitgeyear
I Single vision 1 Lenticular vision
i1 Bifocal vision 1 Progressive vision

9 Trifocal vision
The Plaroffersdiscounts orthe following lens options

1 Antireflective coating i Standard polycarbonate lenses
9 Plastic scratch coating 9 Tint (solid and gradient)
1 Polarized/otheradd-ons 1 UV treatment

81 The Optional Vision Plan


http://www.covahealthaware.com/
http://www.aetnavision.com/

Refer toYour Plan at a Glancfer more information aboutllowancesgcopaymens, coinsuranceand
discounts.

Frames

The Plan covers any available frarmeluding frames foprescriptionsunglassesnce perplan year, up to
the allowance. Discounts may be available for additional émm

Contact Lenses
The Plan coversontact lens fittings andonventional and disposable contact lenses
1 Contact lenses:gu may choose to receive contact lenses instead of eyeglass lenses

1 Standard contact fittingin-network only) applications of clear, soft, spherical, daigar contact
lenses for singleision prescriptions.

Note: Fittings forextended/overnight wear lensesre considered premium, not standard, contact
lens fittings See below.

1 Premium contact lens fittingin-network only) more complex applications, including (but not
limited to) toric (astigmatism .62D or higher in the contact lens), multifocal/monovision; post
surgical and gas permeable lenses. Includes extended/overnight wear foresoription.

ThePlan also covensiedically necessargontact lenses, such as lenses needed as a result of:

1 Keratoconusvhere your sight is not correctable to 20/30 in either or both eyes using standard
spectacle lenses and your vision provider attests to visual improvement with contact lenses.

1 High ametropia exceedingl0D or +10D in spherical equivalent.
1 Anisometropia 63D in spherical equivalent or more.

9 Vision that can be corrected two lines of improvement on the visual acuity chart when compared
to best corrected standard spectacle lenses.

Discounts

After you use your initial frame or lens benefit allowang®u cantake advantage of discounts on
additionalprescriptioneyeglasseggeplacementcontact lenseseyewear accessorieand Lasik and PRK
proceduresat any time. Discounted products and services include:

1 Additional complete pair ofyeglasses (as many as \ike);
1 Replacementontactlenses

1 Additionaleyewearandaccessoriesincludng eyeglass frames and eyeglass lenses purchased
separately, lens cleaning suppliesd contact lens solutionsand

1 Lasik vision correction or PRK, when the service is obtained from a provider in the U.S. Laser
Network. Calll-800-422-6600for more information.

Refer toYour Plan at a Glancter more information about the discoustthat apply.

Keep in Mind
Discounts are only available fromnetwork providers.
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What the Optional Expanded Vision Plan Does Not
Cover

The Plan does not coverery vision care service or supply, even if prescribed, recommended or approved
by yourprovider. ThePlan covers only those services and supplies thatdescribedn What the Optional
ExpandedVision Plan Covers

In addition to the medical plan exclusions listedAthat the MedicalPlanDoesNot Cover, the following
exclusions apply to the vision ptan

1 Any charges in excess of the benefit, dollar or supply lishitsvn inYour Planat a Glance

1 Any exams given during your stay ih@spital or other facility for medical care.
91 Duplicate or spare eyeglasses or lenses or frames for them.

Note: although the Plan does not cover duplicate, spare or replacement glasses, lenses and frames,
you can still take advantage of discounts that are available for additional glasses, lenses and
frames. Refer toYour Plan at a Glanc®r more information about these discounts.

1 Drugs or medicines.
Note: Medically recessarydrugs and medicines are covered by thedical plan

1 Bye exans.

Note: Eye exams are covered by the medical plan. Refeotnine Eye Exanfiesr more
information.

1 Eye surgery for the correction of visiancluding radial keratotomy, LASIK and similar procedures.

Note: While the surgery is not covered, discounts may be available for certain services. Refer to
Your Plan at a Glancir more information.

1 Prescriptionsunglasses or light sensitive lenses in excess of the antbahtvould be covered for
non-tinted lenses.

Replacement of lost, stolen or brok@mnescriptionlenses or frames.
Special supplies such as subnormal vision aids.
Special vision procedures, suchaahoptics, vision therapy or vision training.

Vision services that are covered inwhole orinpaftRSNJ ' ye ¢2NJ SNEQ O2YLISyal (A
other law of like purpose.

=A =4 =4 =

9 Vision services or supplitizat do not meet professionally accepted standards.
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Your Health and Wellness Program

ActiveHealth Management

As a part of your COVA HealthAware Plan, you have access to health and wellness tools through
ActiveHealthManagement to help you protect and improve your health. You can register to use these
resources online avww.MyActiveHealth.com/COVAr you can contact ActiveHealth Management by
calling1-866-938-0349

Participants Living Abroad

If you live outside of the United Statggu canaccess ActiveHealth resources online at
www.MyActiveHealth.com/COVAr by calling1-866-938-0349 You will not receive letters or
phone calls from ActiveHealth Management, but you can call in to speak with a nurse or coach.

Participation is voluntary. If you do not wish to participate in any health and wellness programs, you may
opt out by calling1-866-938-0349 If you opt out of the program, you will not be eligible for any incentives,
including premium rewards.

Health and wellness programs include:

Health Assessment

Takinga health assessmer{either online or by callin@-866-938-0349 can be the first step towartlelping
youtake control of your healthOnce you complete the health assessmediiveHealth gives you
personalized health andellness resources to help yoeach your personal health goal¥ou carchooe

the resourceshat are right for you.MyActiveHealth.com/COVI& secure, so your information is protected
and confidential.

Completing the health assessmentyalsohelp you to earra premium reward, which careduce the cost
of your medical coverage. Your open dim@nt materials and other communications wiltlude
information regarding any premium reward opportunities

Remember:

Premium rewards ardifferent thand 5-Right £ Completingd 5~ A 3 K (i & éoppdNdhiges R S
to increase youHRA contributiom seeYour COVA HealthAware HR®Amore information

Healthy Lifestyles

Whether you want to work on one area of your health or many, ittealthyLifestyles Coaching program
can help you get og and stay org, your personal path to wellness. Yqearsond health coach can help
you:

Lose weight

Quit smoking

Eat better

Get in shape

=A =2 = 4 =4

Manage stress
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Your health coaclwill work with you to choose thbehaviorsyou want towork on, set realistic goals and

plans to ensure success, work through challenges thattnhigldl you back and celebrate your successes.

,2dz2Qff GFf 1 LINAGIGStes 20SNI GKS LK2ySs gKSy AGQa

To get startedvisityour ActiveHealth portal atbww.MyActiveHealth.com/COVAor call

1-866-938-0349

Healthy Insights

The Healthy Insighisrogram is designed to make it easier for you to managkronic(longterm) health
condition and live your life wellYou can work with gersonalnurse coach to

1 Understand youconditionand what you can do to manage it

1 Identify and manage your risks for other conditions; and
1 Make changes to reach your personal health goals.

You can talk with your nurse coaglvy phone or onling whenever you have a question or could use some

advice.

Participation is voluntary If you have a longerm condition, such as those listed below, &dtiveHealth at

1-866-938-0349to sign up for the programActiveHealth may also reach out and invite you to participate.

Arthritis

Asthma

Blood clots
Breastcancer

Chronic back pain
Chronic hepatitis B or C
Chronic kidney disease
Chronic neck pain
Colon cancer

COPD

I NPKyQa RAAS
Cystic fibrosis

=2 =8 =8 -8 4 -8 -89 _-8 -9 _-9_-°
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Diabetegsee Diabetes
Management Program)

Disease of leg
arteries/PAD

GERD/gastric reflux

disease

Heart attack andingina

Heart failure

High blood pressure

High cholesterol
HIV

Kidney failure
Leukemia

Diabetes Managementncentive Program

As apart of the Healtly Insights Prograinthe Diabetes Management Progrgenovidescovered generic and

1 Lung cancer

1 Lupus

1 Lymphoma

1 Migraines

1 Osteoporosis

1 Overweight/obesity
T tENJAYyaZ2ZyQa
 Prostate cancer

i Seizures

9 Sickle cell anemia
I Stomach ulcers

i1 Sroke

9 Ulcerativecolitis

preferred branddiabetic supplies and drugs at no cost to you if you fulfill all of the following requirements:
1 Participate in a minimum of quarterly coaching calls;

1 Followup with yourphysicianeachplan yeatr,

1 Have at least onelbAlc test eachplan year,

I Take your diabtes medications as prescribed by yqinysician and

1 Complete an initial compliance period of 90 days.
ContactActiveHealth at 8866-938-0349if you have questions.

Healthy Beginnings

LT &2dzQNB S E LbakyBsymnings niaterdity SuppdriggBamcanhelp you stay well
0KNRdzZZIK2dzi @2dzNJ LINBIyl yoOe

ActiveHealth nurse who can hejpu:

1 Follow a healthy diet and lifestyle;

1 Understand your prenatal tests and the results
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91 Find aspecialistif you need one;
1 Recognize the signs of early labor; and
1 Take care of yourself and your newborn after delivery.

Call1-866-938-0349to sign up for the program. Your nurse will set up appointments so you can talk
throughout your pregnaey, and you can call your nurse any time if you have a questigrou enroll
within the first 16 weeks of your pregnancy and fulfill all program requirements, you will earn a $300
contribution to your HRA.

Bariatric Pre-Surgery Program

If you are seeking bariatric surgery, you are required to participate inradrh pre-surgeryeducation
program. The goal of this program is to help bariatric surgery candidates break through personal barriers to
achieve safe and effective loftgrm weight loss.

Your bariatric surgeon musbntact Aetn® & t NZRe@ektift&tiNd todetermine if youqualify for the
program To qualify you must weigh at least 100 pounds over or twice the ideal body weiglyofar

frame, age, height and gender as sified in the 1983 Metropolitan Life Insurance tables. You must have a
body mass index equal to or greater than 35 kilograms per meter squared, with comorbidity or coexisting
medical conditions such as hypertension, cardiopulmonary conditions, sleep aprgiapetes OR you

have a body mass index of 40 kilograms per meter squared, without such comorligibyimeetthese
criteria, Aetna will notify ActiveHealth Management so that you can start the program. Onemepified,

you mustcontact ActiveHalth within 30 days of approval in ordéw begin. After completing the program,
you, your surgeon and Aetna will determing/@fu are eligible to move forward to surgery.

Once yo@ NeBolledin the pre-surgeryprogram, an ActiveHealth Management nuisgach will provide 12
months of oneon-one, goatoriented support. Your weight coach will help you understand the emotional
and behavioral issues that are often linked to weight problems and work with you toward nutrition and
exercise goalsTheprogramincludes:

1 Weight management and nutrition counselirayid
I Personalized co&ing and disease management.

If you comply with all program requirements and move forward to surgery, you can earn an additional
contribution to your HRA to help you pay your aftpocket costs ($300 if you have inpatienuirgery $125
if you have outpatiensurgery). After the surgery, you can continue with personalized coacfongp to 24
months. This will help you transition to the changes in your life required for atéyngsuccessful
outcome of your surgery.

Personal Health Website

The MyActiveHealttom/COVAwveb site has health tips, tools and trackers to get you on the road to good

health. It also gives you quick access to your personal health information. You can review your Health
wSO2NR GKIG &ad2NBa | yR NB{NRS GSians, leyistapdvadhe.diiaBo/ | 6 2 dzi
provides Actioritems that identify things you can do for your health and offers videos, recipes and other

helpful tools to address your personal health godiyActiveHealth.com/COVA is secure and in compliance

with all privacy requirements.

Personal Health Alerts T Care Considerations

ActiveHealthManagement uses technology to review health records to help you and your enrolled family
members get safe, highuality healthcare. If the review process finds something you and your doctor
should know about, it lets you both know by sending a persosgicommunication called a Care
Consideration. If you receive a Care Consideration, you should talk to your doctor.
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Eligibility,  Enrollment and Changes

This section describes who is eligible for cager, how to enroll for coveragehen coverage goes into
effectand what happens when you want to make a change

Who Is Eligible for Coverage

You are eligible focoveragef youare:
1 Apart-or ful-time, salaried, classified employee, or similarly ditdleemployee at an independent
state agency; or
1 Aregular, fulltime or parttime salaried faculty member.

A fulltime salaried employee is one who is scheduled to work at least 32 hours per week, or carries a
faculty teaching load considered to be ftifhe at his institution. A parttime employee is eligible if he or

she is scheduled to work at least 20 hours per weetur eligible dependents also may be covert¢ith

iKS SEOSLIiAZ2Y 2F [ RdzZ G Ay Ol LI OAll (tSrRmetSadSIGgiRS v i & X
family member. Retirees, LTD participan@sndsurvivorsO2 f £ SOGA St & NBFSNNBR (2
LJ- NJi A Orhalydalsp befeligible for coverage as described later in this section.

You may choose your type of membershigabws:
1 Employee/retireegroup participantinglec to cover yourself only
1 Employee/retireegroup participaniplus oneg to cover yourself and one eligible dependeat
1 Familyc to cover yourself and two or more eligible dependents

Participants whdail to removeineligible personsvithin 60 days of thie loss of eligibilityeventmay be
removed from the program for a period of up to three yeahs.addition, the participant will be responsible
for claims paid in error and will be unable to reduce tiealenefits membership except during open
enrollmentor with a consistent qualifying migear event

Eligible Dependents

Thefollowingdependentsare eligible forcoverageunderyour Health Plan
f ¢KS SYLX 2@ Seydsponss Blhienmaidade Mist b recognized as legal in the
Commonwealth of Virginia.
 ¢KS SYLX 228 SHidrenkUNdeiing heBItS Beaefits program, the following eligible

children may be covered to the end of the calendar year in which they turn ageR&S t f | y Q&

limiting age (the age requirement is waived for adult incapacitated childiren

— Natural children

— Adopted children, ad children placed for adoption.

— Stepchildren A stepchild is the natural or legally adopted chilg/ofirlegal spouseSuch
marriage must be recognized by the Commonwealth of Virginia.

—  Other children. An unmarried child for whom a court has ordeéhedemployee/retiree
(andlorii KS S Y LX 2 & $e§abspouseial asNiBeS6leipermanent custody. The
principal place bresidence is witlthe employee/retiree the child is a member dafie
SYLJX 2 @& S S QhousdhBldi the\cdBil8 @ceivesore thanone-half of his or her support

o

w

fromthe employee/retite@ | YR (G KS Odzad2Re& o & thbaxthddRSR LINA 2 NJ

Additionally, ifthe employee/retireeor spouse shares custody witheir minor child who is

(

0KS LI NBYyG 2F GKS G20KSNJ OKAfRX¢é (GKSy (GKS 20KSNJ

parent of the other child and the spouse, if the spouse is the one veissshared custody,
must be living in the same householdthe employee/retiree
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When the minor child, who is the parent of the other child, reaches age 18, the
employedretiree must obtain sole permanent custody of the other child and provide this
documerntation to the Benefits Administrator.

Incapacitated dependentsAdult children who are incapacitated due to a physical or mental

health condition, as long as the child was coveregduyr Health Plan and the incapacitation

existed prior to the terminatiy 2 F O2 @SNI IS RdzS (2 limiGnh§agO KA T R F GG
Youmust make written application, along with proof of incapacitation, prior to the child

NB I OK A y 3 limitikgdget Suthyéxedision of coverage must be approvegbby Health

Plan and is subject to periodic review. Showddr Health Plan find that the child no longer

YSSiGa GKS ONARGSNALF F2N O2@SNIX3IS a +y AyOl LI OAdG!
terminated at the end of the month following natification fropour Health Plan to the

enrollee. The child must live witfouas a member ofour household, not be married, and be

dependent uporyoufor financial support. In the cases where the natural or adoptive parents

are living apart, living with the other pamt will satisfy the condition of living wityou.

Furthermore, the support test is met if eithgou or the other parent or combination of the

employee and other parent providaore thanoneK I t ¥ 2F GKS OKAf RQa FAyl yO,

Adult incapacitated didren of new employees who have been continuously incapacitated
may also be coveregrovided that:

1 The enrollment form is submitted within 30 days of hire;

T ¢KS OKAfR KFa 0SSy O20SNBR O2yldAydz2dzate a |y
group employe coverage since the incapacitation first occurredas a
Medicaid/Medicare recipient;

1 The incapacitation commenced prior to the child attaining the limiting ag@wof Health
Plan; and

1 The enrollment formsaccompanied by a letter fromghysicianexplaining the nature of
the incapacitatioranddate of onsetand certifying that the dependent is not capable of
financial seHsupport. This extension of coverage must be approved by the Health Plan in
which the employee or spouse is enrolled.

Adding Adult IncapacitatedDependents as a Qualifying MiYear Event

' Rdzt G Ay OF LI OAGF SR RSLISYRSyida dGKIG INBE SyNeRtftSR |
group employer coverage, or in Medicare or Medicaid, may be enrolled in the State Health

Benefits Protam with a consistent qualifying migear event (as defined by the Office of Health

Benefits) if

il

f
f
f

The dependent remained continuously incapacitated
Higibility rules are met
Required documentation is provide@énd

The Claim administratorfor the plan h which the employee is enrolled approves the adult
RSLISYRSy(iQa O2yRAGAZ2Y a AyOFLIOAGlIGAYID

Eligibility rules require that the incapacitated dependentdigehome, is not married, and receives
more thanone-half of his or her financial support fromeremployee.

The following documentation is required by t#aim administratorto approve the

RSLISYRSy(1Qa O2¢SNI 3SY

1 Evidence that the dependent has been covered continuously as an incatedcit
RSLISYRSY(d 2y | LI NBydQa 3 NindetMe8icaidor2 @ SN 02 @S NI =
Medicare, since the incapacitation first occurred;
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1 Proof that the incapacitation commenced prior to the end of the year during which
dependent attainedhe limitingand that the dependent was covered continuously until
that time; and

1 An eollment form adding the dependent within 60 days of the qualifying-gadr
event accompanied by a letter fromhysicianexplaining the nature of the
incapacitationand date of onset and certifying that the dependent is not capable of
financial seHsupport. Additionally thePan reserves the right to request additional
medical information and to request an independent medical examination.

If an incapacitated dependent leaves the State Health Benefit Program and later wants to
return, the review wiltake into consideration whether or not the same disability was present

LINR 2 NJ G 2

0 KSY lizBrg a&ahd/cantiriuéd $hroughdutyh@ period that the
child was not covered by the State Health Benefits Program. If the dependent was capable of

financial selsupport as an adult, and then backtracked into disability, the disability is
O2yAARSNBR (2 KIFIGS 0S3adzy FFUGSNI GKS tflFyQa
State Health Benefits Program.

Adult incapacitated dependents are ndigble to join the plan during the annual open
enrollment period.

When an adult incapacitated dependent, or any covered family member, loses eligibility,
coverage terminates at the end of the month in which the event that causes the loss of
eligibility ocurs.

You cannot cover a person as a dependent unless that person is a U.S. citizen, U.S. resident alien, U.S.
national, or a resident of Canada or Mexiddowever, there is an exception for certain adopted childrén.

youare a U.S. citizen or U.S. iwatal who has legally adopted a child who is not a U.S. citizen, U.S. resident

alien or U.S. nationayoumay cover the childif the childliveswith youas a member of your household all
year. This exception also applies if the chadawfully placed withyoufor legal adoption.

Documentation Requirements

You must provideroof of eligibility anytime you add a dependent to health care. The chart below shows
the documentation required. In addition, documentation is required for eachlifying midyear event.

Dependent

Spouse

 Eligibility Requirement

The marriage must be recognized as

legal in the Commonwealth of Virginia.

Note: Ex-spouses will not be eligible,
even with a court order.

Documentation Required

1 Photocopy of marriage certificate;
and

1 Photocopy of the top portion of the
first page of the
recent Federal Tax Return that
shows the dependent listed as
AiSpo.adse

NOTE: All financial information and

Social Security Numbers can be

redacted.

Natural or Adopted
Son/Daughter

A son or daughter may be covered to
the end of the year in which he or she
turns age 26.

Photocopy of birth certificate or legal
adoptive agreement showing
empl oyeeds name

Note: If this is a legal pre-adoptive
agreement, it must be reviewed and
approved by the Office of Health
Benefits.
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Dependent

Eligibility Requirement

Documentation Required

Stepson or Stepdaughter

A stepson or stepdaughter may be
covered to the end of the year in which
he or she turns age 26.

1 Photocopy of birth certificate (or
adoption agreement) showing the
name of the emplo
and

1 Photocopy of marriage certificate
showing the employee and
dependent pagandnt

1 Photocopy of the most recent
Federal Tax Return that shows the
dependentlistedapar en
iSpouse. 0

Note: All financial information and Social
Security Numbers can be redacted.

o

Other Female or Male
Child

Unmarried children for whom a court
has ordered the employee (and/or the
empl oyeeds | egal s
sole permanent custody may be
covered until the end of the year in
which he or she turns age 26 if:

1 The principal place of residence is
with the employee;

1 They are a member of the
empl oyeeds house

1 They receive more than one-half of
their support from the employee
and

1 The custody was awarded prior to
t he c hthbirthdag. 1 8

1 Photocopy of birth certificate: and

1 Photocopy of the Final Court Order
granting permanent custody with
presiding judgeos

Other Female or Male
Child i Exception

I f the employee (o
spouse) shares custody with his or her
minor child who is the parent of an

ffot her femal ® ohem

fother childo m#y
the other child, the minor child (who is
the parent)andt he empl oye
spouse (if applicable):

1 All live in the same household as
the employee;

1 Both children are unmarried; and

1 Both children received more than
one-half of their support from the
employee.

The minor child must meet all of the
eligibility requirements for a dependent
child. Once the minor child turns 18,
the employee or spouse, if applicable,
must receive sole custody of the other
child.

1 Photocopy of the ot he
certificate showing the name of the
minor child as the parent of the other
child;

1 Photocopy of the birth certificate (or
adoptive agreement) for the minor
child showing the name of the
employee; and

1 Photocopy of the Final Court Order
with presiding ju
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Dependent Eligibility Requirement Documentation Required

Incapacitated Adult The employeeo6s adu|lT Photocopy of birth certificate or legal
Dependents incapacitated due to a physical or adoptive agreement showing
mental health condition may be empl oyeeds name.
covered beyond the end of the yearin | T In the case of a new employee, copy
which he or she reaches the limiting of the HIPAA Certificate showing
age if: prior employer-sponsored coverage.
1 They are unmarried; 9 Other medical certification and

1 They reside full-time with the eligibility documentation as needed.

employee (or the other
natural/adoptive parent);

1 The employee provides more than
halfofthedependent 6s

1 They are deemed incapacitated
prior to the end of the year in
which they reach age 26; and

1 They have maintained continuous
coverage under an employer-
sponsored plan of the employee
(or the other natural/adoptive
parent). Coverage through
Medicare or Medicaid will be
deemed coverage through the
employee.

When acovered family membeloses eligibility, coverage terminates at the end of the month in which the
event that causes the loss of eligibility occurs.

Coverage for Retirees and Long Term Disability (LTD)
Participants

Retirees and LTD participants who enroll within 31 days of starting retirement or losing eligibility for
coverage as an active employee may be eligible for coverage under the Health Plan until they become
eligible fa Medicare (either due to age or disabilitigigibility of family memberdor the retiree group does
not differ from that of active employees.

Who Is Not Eligible For Coverage

There are certain categories of persons who may not be covered under theapro@hese includaiblings,

grandchildren, nieces and nephey@E OS LJi 6 KSNBE GKS ONRGSNR [PargnsNJ a2 G KSNJ O
grandparents, auntaunclesand any other individuals not specifically listed as eligible in this chapsemot

eligble for coverageregardless of dependency status.

Enrollment and Changes

There are only certain times wheou may enroll yourself and eligibfamily membersn a healthbenefits
plan, or change your type of membership or plafou must remove anyongho is nolonger eligible for
the Plan within60 days of losing eligibilityYou risk suspension from thealth benefits program for up to
three years ifyou cover individuals who do not qualify.
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When Newly Eligible

Youhave up to30 calendardaysto enroll from yourdate of hire or becoming eligibleThe 30day

countdown period begins on the first day of employment and ends 30 days later. If the enrollment action is
received within the 30 calendar day time frame, coverage will be effective thefitat monthfollowing

the date of employment or eligibility. If that date is the first of the month, your coverage begins that day.

There is no discretion allowed in this area. Coverage will always be effective as described above. In no case
will coverage begin before your first day of employment. In additmmgeyou have submitted an election
within 30 days ofemployment, that election is binding and may not change after it takes effect.

Full-Time to Part-Time

When your employment status changesrh full-time to parttime, your health care election automatically
terminates at the end of the month thatou cease to be a fulime employee because theommonwealth
of Virginiadoes not contribute to theost of coveragéor part-time employees.Youcontinue to be eligible
for health care coverage as a pdirhe employee; howeveryou must reenroll in coverage within 60 days
of the last dayyou are in fultime employment statusAs a paritime classified employegouare
responsible for paying the totabstfor health care. There wll be no employer contribution unless
required per provisions of the Affordable Care Act.

Retirement

Retirees eligible for coverage in the State Retiree Health Benefits Program buigilgiedr Medicare may
elect coverage under the Health Plan if they enroll in the retiree group within 31 days of their retirement
date. Eligible retirees who did not participate in the Health Plan aacive employee prior to retirement
may enroll insingle coverage at the time of retirement if they do so within 31 days of their retirement date.
New retirees mayot increase membershipased on retirement, but they may increase membershith

the occurrence of a separate qualifying ryidar event thawould allow the increase.

Non-Medicare eligible retiree group participants may make membership and plan changes upon the
occurrence of a qualifying migear event and at open enrolimenRetiree group participants may reduce
membership level at any time, and tieffective date will be the first day of the month after the notification
is received by their Benefits Administratdlowever, retirees who cancel their own coverage may not
return to the program.Termination of the retiree group participant will result in termination of any
covered family members.

Long Term Disability

Long Term Disability (LTD) participants eligible for coverage in the State Retiree Health Benefits Program
but nat eligible for Medicare may elect coverage under the Health Plan if they enroll in the retiree group
within 31 days of the date that their coverage or eligibility for coverage as an active employeelérrys.

may also waive coverage within 31 days of thess of active employee coverage or eligibility for coverage,
and preserve their right to return with a qualifying mydar event or at open enroliment, as long as they

are not eligible for Medicare.

Like nonMedicare eligible retirees, neRledicare elighle LTD participants may make membership and plan
changes upon the occurrence of a qualifying 1yé@dr event or at open enrollment, and they may reduce
their membership levgbrospectivelyat any time. However, LTD participantgho cancel their own

coveiage outside of open enrollment and without a qualifying méhr event, or who are terminated for
non-payment oftheir coveragewhile enrolled in the retiree group, will not be reinstated at any level for the
duration of the LTD period.
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During Open Enroliment

Health benefits open enroliment occurs in the spring for employeesrameMedicareeligibleretiree
group participans. The spring open enrollment is your opportunity to make changes in your health
benefits plan and/or type of membershifhe beneits andcontribution costsaassociated with your open
enrollment elections will be effective July 1 through June 30 of the follopleng year

Qualifying Mid-Year Events (Changes Outside Open
Enrollment)

You may make membership and plan changes duringldre yearthat are based omualifying midyear

events. You must submit your change within 60 calendar days of the event. The countdown begins on the
day of the event.Normally the change will be effective the first of the month after the date the submission
of an election change is receivedihere are two exceptions to the prospective election daldese include
HIPAA special enrollments and terminations requiredhyplan, both of which are addressed in more

detail later in this section.

The following events permit a change outsifeopen enrollment. You may change a benefit election when

a valid qualifying miggear event occurs, but only if your change is madeaccount of, and corresponds

with, a qualifyingmie¢ S+ NJ S@Sy G GKF G | FFSOHE2 @BRINI BIo\Eiibiy2 YAAY Gi IRz
for coverage.Also, once you have submitted a valid elecfitirat election is binding after it takes effectf

you have questions about these events, contact your Benefits Administrator.

9 Birth, adoption, or placement for adoption* I Judgment, decree, or order to add child

9 Child covered under your Health Plan lost 1 Judgment, decree, or order to remove child
eligibility f Lost eligibiliy under governmental plan

1 Death of child f  Lost eligibility under Medicare or Medicaid

1 Death of spouse 1 Marriage

Divorce f Move affecting eligibility for health care plan

1 Employment change full-time to parttime 1 hiKSNI SYLX 28 SNDa 2 LX

1 Employment change part-time to fulHime change

1 Employment change unpaid leave of 9 Spouse or child gained eligibility under
absence KAakKSNJ SYLJ 28 SNRa 1L
Gained eligibility under Medicare or Medicai f Spouse or chiltbst eligibility under his/her

f  HIPAA special enrollment SYLX 2eSNna LXLy

* Placement, or being placed, for adoption means the assumption and retention of a legal obligation for
total or partial support of a child by a person with whom the child has been placed in anticipation of
GKS OKAfRQ&a | R2LIIA2Yy D ¢KS OKAftRQa LXIOSYSyd F2N I R2
such legal obligation. An agreement for full or partial support of a child will constitute a legal obligation
only if the obligation is enforceable incaurt of competent jurisdiction, which depends on the facts
and circumstances associated with the agreement. The emplogtéee group participanimust be
party to the support agreement and the agreement must extend beyond the obligation to provide
medicd coverage.

HIPAA Special Enrollment

If youare declining enrollment for yourself or yoeligibledependents (including your spouse) because of

other health insurance or group health plan coverage, unddtRAA Special Enrolimgrmu may be able to

enroll yourself and your dependents in this playdu or your dependents lose eligibility for that other

O2@SNI 3AS O62NIJ AT (GKS SYLIX 28SN) aG2LIISR O2yiNARodziAy3ad (26

93 Eligibility, Enrollment and Changes



However,you must request enroliment within 60 dayFai SNJ & 2 dzNJ 2 NJ @ 2dzNJ RSLISY RSy G aQ
(or after the employer stops contributing toward the other coveraga)addition, ifyouhave a new

dependent as a result of marriage, birth, adoption or placement for adoptionmay be able to enroll

yourself and your dependentddowever,you must request enrollment within 60 days after the marriage,

birth, adoption or placement for adoption.

If youare eligible for health coverage, but not covered in a state health plan, there are two additional
circumstances under the Health Insurance Portability and Accountability Act (HIPAA) that willymerioit
enroll. You may enroll when:
f Youoryourdependentlos®2 FSNI 3S Ay aSRAOFAR 2NJ GKS {GFGS /1 KA
Program 8CHIP) anglourequest coveragainder thePlan within 60 days of the time your
coverage ends; or

1  You or your dependent becorseligible for a Medicaid cBCHIP premium assistance subsidy and
yourequest coverage under thidan within 60 days after your eligibility is deterrah

Special Enrollment Provisions for Birth, Adoption or Placement for
Adoption
An exception to prospective changedimsalth Plan coverage for newborns, adopted children and those

children placed for adoption. In these eventiealth Pan coverage will & retroactive to the date of birth,
adoption or placement for adoption.

However, in some cases, employeggetiree group participantsnay make theHealth Plan coverage

election on a prospective basiff.the employeeor retiree group participantan provide documentation of

coverage for the month of birth, adoption or placement for adoption, tiiek S ~ G&vardgRiQ the

{drasoa WXLy OFy 0SS STFSOGAOS G(KS FANRG 2F GKS Y2y iGK
In all cases the employee has 6(/ddrom the date of the event to decide which option to choose

(retroactive or prospective enrollment).

Terminations Required by the Plan

You can only provide coverage for family members who meetgathPt | vy Q& St AJA0Af A& RSTAYy
Terminations required by thBlan due to loss of eligibilityould include events such as divorce, death of a

dependent and a child lass ofeligibilityd & dzOK | & NBI OKA y A Incd& whetelthgr@ida t A YA G A Y
loss of eligibility, the effecte date of the change is based on the date of the event.

You still have 60 calendar days to submit the enrollment action to remove the inefigibily member
However, the change is effective the end of the month in whichféimeily membenost eligibility. Once the
family memberhas been removed from coverage, your membership masedaced. If the membership is
reduced, the agencghouldrefund contributionspaid for the higher membership following the loss of
eligibility. If youdo not makean enrollment action within the 6@day time frame, then the current
membership level will be maintainethe family member will be reoved from coverage at the end of the
month during which the loss of eligibility event took place, there willbe noreductionin contribution
level until the nexplan year. (Some exceptions may apply to retiree group participants.)

When Coverage Ends

Coverage ends on the last day of the month during which eligikslityst Unless otherwisstated below

or agreed toin writing by the Commonwealth of Virginia, Department of Human Resource Management,
thecoveredpSNE 2y Qa4 O2 @SN} 3S SyRa 2y GKS flFad R¥hénazF GKS Y2
coveredperson ceases to be eligible or the requishtributionsare not paid, thecoveredpS NB& 2 ¥ Q &

coverage will end.
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Examples of aoveredpS NA 2ogs@filigibility include:
1 Whenyouleave your job with the employer, or change from Hihe to hourly employment

Note: Employees changing from ftithe to parttime employment remain eligible; however,
coverage for an employee making this change is cancelled and the employee reuasbliaf
continued coverage is desired. R#nhe employees are responsible foaying the total health
benefitscontribution.

1 When acoveredchild reaches the end of the year in which the child turis 2
1 Inthe case of an incapacitated dependent, when the child is no longer incapacitated
1 Inthe case o&spouse, wherthe employee oretiree group participanand spouse divorce.

Note: Coverage will end for the enrolled spoued stepchildrerof a member on the last day of

the month inwhich the final divorce decree is granted unless continuation of coverage is properly
reported, elected and maintainedA former spouse or stepchildren cannot be covered after the
end of the month during which the final divorce is granted, even if there is a court order requiring
the employee/retiree group participant to provide coverage, except untlemprovisions of

Extended Coverage.

Benefits will not be paifbr-charges you incur after your coverage ends.

When You Become Eligible for Medicare

You may remain enrolled under this Health Plan as longasontinue working and meet the other

eligibility requirements. See your Benefits Administrator for more information. Contact the nearest Social

Security Office or go taww.ssa.gowvhen you or a family member becomesigible for Medicaredue to

age or disabilityif you need more information or would like to enrolMedicare benefits are secondary to

benefits payable undehis Planf 2 NJ A Y RA @A Rdzl £ & ¢6K2 KI @S O2@0SNI3IS a
active enployment status with theCommonwealth of Virgiaas a large group health plan

The state plan is required to offer to their active employees age 65 or over or otherwise eligible for

Medicare, and their Medicareligiblefamily memberghe same coverage dkey offer to employees and

their family membersvho are not eligible for Medicare (except when Medicare eligibility is due to End

Stage Renal Disease and the coordination period is exhausted, Medicare becomes primary to the state plan,
even if the coverge is due to active employmentMedicare beneficiaries may terminate active employee
coveragewithin 60 days of Medicare entitlemerdndretain Medicare as their primary coverage. When
Medicare is primary payer, employers cannot offer such active erepprcovered family members

secondary coverage for items and services covered by Mediéamployers may not sponsor or contribute

to individual Medigap or Medicare Supplement policies for beneficiaries who have coverage based on
currentactiveemployment status.

Participating retirees, LTD participants, survivors and their dependents who become eligible for Medicare,
whether due to age or disability, and wish to continue participation in the State Retiree Health Benefits
Program, must immediately enraii one of the program's Medicareoordinating plans.To ensure access

to supplemental benefits, they must enroll in Medicare Parts A and B immediately upon eligibility. Failure
to enroll in Parts A and B may result in coverage deficits since the pr@géam a S-Bobrdinati plans

will not pay any part of a claim that would have been covered by Medicare had the participant been
properly enrolled in Medicare. If it is determined that a retiree group participant is eligible for Medicare
but has continud coverage irthis or anynon-Medicare coordinating plan, primary claim payments made in
error may be retracted.

For more information about coordination of benefits with Medicare, &8800-MEDICARE
(1-800-633-4227)or go towww.medicare.gov
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When an Employee or Retiree Group Participant Dies

Covered family members of active employees retain coverage until the last day of the aftartthe
monthduring whichi KS SYLJ 285S5SQa RSIFGK 200dz2NNBRO® ¢tKS SYLX 28S8S¢
Coverage.Also, f astate employee dies while in serviceyrgivor benefits may be available:

1 Beneficiaries who will immediately receive a survivor benefit from\thiginia Retirement System;
or

1 Family members who are covered under the State Health Benefits Program at the time of the
SYLX 285SQa RSI (K | yR (parkthé €odeia?Virgtay G A y dzS 02 @SNI 3 S
The deadline to enroll as a survivor is 60 days fromth&da2 ¥ (G KS SYLX 285SQa RSIFGIK® /
Administrator of the agency in which the state employee worked to enroll in survivor coverage.

Upon the death of a retiree or LTD participant, covered survivors are covered until the last day of the month
in which the death occurs, and eligible survivors may obtain additional retiree group coverage as follows:

9 Surviving family members for whoxfirginia Retirement Systesurvivor benefits have been
provided may enroll in survivor coverage within 60 days ofNE8 i A NS SU & k[ ¢5 LI NI A OA LI y
regardles2 T G KSGKSNJ 6KS@ KIFIR O2@SNY3IS LINA2N) 2 (GKS NBI
the retiree/LTD participant was still eligible for coverage at the time of death). Annuitant surviving
spouses may contiraicoverage as long as the conditions outlined in the policies and procedures of
the Department of Huma Resource Management are mekligible surviving children may be
covered through the end of the year in which they turn &gef they continue toneetall other
conditions for eligibility stated in the policies and procedures of the Department of Human
Resource Management.

9 Surviving family members who are enrolled in the program at the time of the retiree's/LTD
paNIi A OA LJ y 1 Q& Rc®Veradgen thelraireedyoypiby efirdiiig as survivors within 60
RFea 2F GKS NBlANSSU zanjuitabt sundivinglspgodsasimllayycintndle RS G K ® b
coverage until the end of the month in which they remarry, obtain alternate health plan coverage,
or ceas€o meet any other applicableligibility condition outlined in the policies and procedures
of the Department of Human Resource Managemealigiblesurviving children may be covered
until the year in which they turn age 26 if they continue to meet alkeottonditions for eligibility
stated in the policies and procedures of the Department of Human Resource Management.

Participating survivors who become eligible for Medicare must enroll in a Medicamalinating plan.
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Extended Coverage

You andor your covered family memben®se coverage due to certain qualifying events, as described in
this chapter, you can elect Extended Coverage per the provisiadhe &fublic Health Service Act.

Please Note
I & dza SR AY GKA&a OKI LIWGSNE GKS S NNYCommoawgeditof | YR aé2dz
Virginia (the State).

General Notice of Extended Coverage Rights

This notice generally explains Extended Coverapenvit may become available yamuand your family,
and whatyouneed to do to protect the right to receive it.

The right to Extended Coverage was created for private employers by federal law through the Consolidated
Omnibus Budget Reconciliation Actl®&85 (COBRA), and these rights are reflected in the continuation
coverage provisions of the Public Health Servicetfattcovers employees of state and local governments.
Extended Coverage can become availableaowwhenyouwould otherwise lose your gup health

coverage. It can also become available to other members of your family who are covered/ander

Health Plan when they would otherwise éotheir group health coverage.

For additional information about your rights and obligations ungaur Health Plan and under the lawpu
should contact your dégnated Benefits Administrator.

What Is Extended Coverage?

Extended Coverage is a continuation of Plan coverage when coverage would otherwise end because of a life
SOSyiG 1y26y | & |Spetificdglalifyindeventg are liStedl $ayeriinttiis notice. After a

jdzZl t ATéAy3d S@OSyis 9EGSYRSR / 2@0SNI3S Ydzad 6S 2FFSNBR
your spouse and yowoveredchildren could become qualified beneficiariesdiverage undeyour Health

Plan is lost because of the qualifying event. These rights are also available to children covered through a

Qualified Medical Child Support Ordg€MCSO). Undgour Health Plan, qualified beneficiaries who elect

Extended Coverge must pay the full cost for Extended Coverage. Time limitations for making Extended
Coverageontributionswill be included in théslection Noticgrovided at the time of the qualifying event.

If youare an employeeyouwill become a qualified beneficiaryyibulose your coverage undgour Health
Plan because of either one of the following qualifying events:

1 Your hours of employment are reduced. This would include periods of leave without pay (even if
the employercontribution toward the cost of coverageontinues for a designated period of time
that runs concurrently with Extended Coverage) and any reduction of hours resulting in loss of
coverage and/or change in the terms and conditionthefemployer contribution tevard the cost
of coverage.

1 Your employment ends for any reason other than your gross misconduct.
If youare the spouse of an employee or retiree group participgat) will become a qualified beneficiary if
you lose your coverage undgour Health Plafmecause of any one of the following qualifying events:

1 Your spouse dies;

f Y2dzNJ 4L12dzaSQa K2dzNA 2F SYLX 28YSyid N8B NBRdzZOSR 6AyC
the employer contributiortoward the cost of coverageontinues for a designated periaf time
that runs concurrently with Extended Coverage, and any reduction of hours resulting in loss of
coverage and/or change in the terms and conditions of of coverage);
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f Y2dzNJ 4L12dzaSQa SYLX 28YSyid SyRa F2N) IFydér NBlFazy 2G§KSN
1 You become divorced from your spouse.

Yourcoveredchildren will become qualified beneficiaries if they lose coverage uyaier Health Plan
because of any one of the following qualifying events:

1 The parent/employee/retiree dies;
T TKS LI NBy (iQxhxk SKy2LdzNeBe 2 F SYLJX 28 YSyd | NBE NBRdAzOSR 6AyO
pay, even if the employegontribution toward the cost of coveragmntinues for a designated

period of time that runs concurrently with Extended Coverage, and any reduction of hours
resulting in loss of coverage and/or change in the terms@mdlitions ofcoverage);

f TKS LI NByGQakSYLX 28SSQa SyYLiX 28yYSyid SyRa F2NJ IFyeé NB
1 The parents become divorced, resulting in loss of dependent eligikolity;
9 The child stops being eligible for coverage as a child under Your Health Plan.

Coverage that is terminated in anticipation of a qualifying event (e.g., divorce) is disregarded when
determining whether the event results in a loss of coverage. If terminatézurs under this condition but
notification of the qualifying event is received from the employee, qualified beneficiary or a representative
within 60 days of the date coverage would have been lost due to the qualifying event, Extended Coverage
must bemade available and effective on the date coverage would have been lost due to the event, but not
before.

When Is Extended Coverage Available?

Your Benefits Administrator will automatically offer Extended Coverage to qualified beneficiaries upon the
occurrence of the following galifying events:

I Termination of employment;

1 Reduction in hours of employment resulting in loss of coverage and/or change in the terms and
conditions of coverage, including leaves without pary;

9 Death of the employee.

You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce of the employee and spouseoveredOK A f RQ& f2aa8 2F St A:
for coverage)you or your representative must notify your Benefits Administrator within 60 days of the

qualifyingevent (or within 60 days of the date coverage would be lost due to the qualifying event) by

submitting written notification to include the following information:

The type of qualifying evenfdqr example divorceor loss ofacoveredOK A f RQ & indutlilga A 6 A £ A G &
reason for the loss of eligibility);

TKS yIYS 2F GKS [ FFSOGSR | dzl tchvEred®ORA D BNETYVONISKNB 0TS d
The date of the qualifying event;
Documentation to support the occurrence of the qualifying event (e.g., fihadrce decree);

=A =4 =4 =4

The written signature of the notifying partgnd
9 If the address of record is incorrect, an address for mailingelleetion Notice

Failure to provide timely notice of these qualifying events will result in loss of eligibility for catitinu
coverage. One notice will cover all affected qualified beneficiaries. Notice will be considered furnished
when mailed or, in the case of hand delivesy,the date it is received by your Benefits Administrator.
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How Is Extended Coverage Provided?

Oncethe designatedCommonwealth of VirginiBenefits Administratobecomes aware or is notified that

the qualifying event has occurred, Extended Coverage will be offered to each of the qualified beneficiaries.
Each qualified beneficiary will have an ipdadent right to elect Extended Coverage. Covered employees

may elect Extended Coverage on behalf of an eligible spouse, and parents may elect Extended Coverage on
behalf of their eligible children.

Extended Coverage is a temporary continuation of cowerag

il

When the qualifying event is the death of the employeef/retiree, your divorceamvaredOK A f RQ &
loss of eligibility, Extended Coverage lasts for up to a total of 36 months.

When the qualifying event is the end of employment or reduction of thefergp@ SS Q& K 2 dzNA
employment, and the employee became entitled to Medicare benefits less than 18 months before
the qualifying event, Extended Coverage for qualified beneficiaries other than the employee lasts
until 36 months after the date of Medicare eridtnent.

For example, if a covered employee becomes entitled to Medicare eight months before his
coverage ends due to termination of employment, Extended Coverage for his covered spouse
and/or children can last up to 36 months after the date of Medicarétiement, which is equal to

28 months after the date that coverage was lost due to termination of employment (36 months
minus 8 months). Otherwise, when the qualifying event is the end of employment or reduction of
SYLX 2888504 K2dzZNBE 2dfCorigelingydadt ®ohlyup B B tal yfR8 months.

There are two wayby which this 18month period can be extended.

1) Disability extension of 18nonth period of continuation coverage

You and anyone in your family covered under the Extended @geegrovisions of Your Health Plan

(due to termination of employment or reduction of hours) may be entitled to receive up to an additional
11 months of continuation coverage if it is determined by the Social Security Administration that any
covered familymember is disabled at some time during the first 60 days of continuation coverage, and
the disability lasts at least until the end of the-@®nth initial period of continuation coveragd.he

Office of Health Benefits Extended Coverage Administraiast receive notification of the disability
determination within 60 days of either

a)
b)
c)
d)

the date of the disability determination;
the date of the qualifying event;
the date on which coverage would be lost due to the qualifying event; or

the date on which the quéled beneficiary is informed of the obligation to provide the disability
notice (e.g., through thi&eneral Notice),

AND within the first 18 months of Extended Coverage.

Notification must be presented in writing and include the following information:

f
f
f
f
f

The name of the disabled qualified beneficiary;

The date of the determination;

Documentation from the Social Security Administration to support the determination;
The written signature of the notifying party (qualified beneficiary or representative);
If the address of record is incorrect, a correct mailing address.

2) Second qualifying event extension of -t8onth period of continuation coverage

If your family experiences another qualifying event while receiving 18 months of Extended Coverage, the
spouseand coveredchildren in your family can get up to 18 additional months of continuation coverage,
for a maximum of 36 months, if notice of the second qualifying event is properly given (in the format
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and time frame specified below) to the Office of Hednefits Extended Coverage Administrator. The
extension may be available to the spouse and emweredchildren receiving continuation coverage if

the employee/former employee dies, the employee/former employee becomes divorced from the
covered spouse ahe covered child ceases to be eligible under Your Health Plan, but only if the event
would have caused the spouse or child to lose coverage under Your Health Plan had the first qualifying
event not occurred. Written notification must be given within 6fyd of the date coverage would have
been lost due to the second qualifying event and should include the following information:

1 The type of second qualifying event (e.g., divorce, loss of dependent eligibility);
1 The name of the affected qualified benefigyafe.g., spouse and/aroveredchild);

1 The date of the second qualifying event;
1

Documentation to support the occurrence of the second qualifying event (e.g., final divorce
decree);

1 The written signature of the notifying partgnd
9 If the address of recor@ incorrect, a correct mailing address.

Failure to furnish timely and complete notification of the second qualifying event or disability
determination will result in loss of additional Extended Coverage eligibility. Notice will be considered
furnished wken mailed or, in the case of hand deliveoy the date it is received bthe Extended Coverage
Administrator.

Separate guidelines apply to continuation coverage under the provisions of the Uniform Services
Employment and Remployment Rights Act of 199WEERRA). If these provisions apply to you, see your
Benefits Adrmistrator for more information.

If You Have Questions

Questions concerningour Health Plan or your Extended Coverage rights should be addressed to the
contact listedbelowunder PlanGontad Information.

Plan Contact Information

For information about Extended Coverage, initial notification of qualifying events and initial enrollment,
contact your agency Benefits Administrator.

To makechanges to Extended Coverage after initial enrolimeantact:
Office of Health Benefits
Extended Coverage Administrator
101 N. 14h Street, 13h Floor
Richmond, VA 23219

Keep your Benefits Administrator Informed of Address Changes

InordertoLINE G SOG @ 2 dzNbuBhodikbed goar BakfiBdminigtEtorénformed of
any changes in the addresses of family members. You should also keep a cgpyr fecords, of
any notices gu send to your Benefits Administrator or the Office of Health Benefits Extended
Coverage Administrator.
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Coordination With Other Plans

Coordination of Benefits (COB)

COB helps to prevent duplicate payments from benefit plans for the same services. COB is an important
provision because helps to control the cost of your health care coverage. COB rules apply when you have
additional health care coverage through other group health plans, including:

1 Group insurance or any other arrangement of group coverage for individealstdless of
whetherthat planis insured

1 Labor management trustee plans, union welfare plans, employer welfare plans, employer
organization plans or employee benefit organization plans

1 CGoverage under any tagupported or government program to the extent permitted layv.

As a new participant, you will need to respond to a request for coordination of benefits information when

you get your first Explanation of Benefit¥ou shoul@lsonotify Aetna if your coverage changes during

your employment. You are responsibte £nsuring that Aetna has accurate,-tqpdate information on

file. This means notifying Aetna if you add other coverage, change existing coverage or your other coverage
cancels.

Primary Coverage and Secondary Coverage

When a covered persan this Plans also enrolled in other group health plaaverage one coverage will

be primary (pay its benefits first) aride otherswill be secondarytertiary, etc Which coverage will be
primaryand whichsecondary etc, is made using the order of benefit detaination rules. Aetnawill use

the rules listed below, in the order shown, to determine which plan is primary. The first rule that applies in
the chart below will determine which plan pays first:

If... Then ...

1. One plan has a COB provision and the other plan | The plan without a COB provision determines its
does not benefits and pays first.

2. One plan covers you as a family member and the | The plan that covers you as an employee or retiree
other covers you as an employee or retiree determines its benefits and pays first.

3. You are a Medicare-entitled covered family These Medicare Secondary Payer rules apply:
member of an active employee 1 The plan that covers you as a family member of
Note: Medicare-eligible retiree group participants a working parent or spouse determines its
and/or their Medicare-eligible family members are benefits and pays first.

not eligible for this Plan. 1 Medicare pays second.

1 If you have additional coverage to supplement
Medicare, that plan pays third.

Note: Different rules apply when eligibility is due to

End Stage Renal Disease.

4. A childés parents ar el Theplanofthe parent whose birthday occurs earlier
(whether or not married) in the calendar year determines its benefits and

pays first. If both parents have the same birthday,
the plan that has covered the parent the longest
determines its benefits and pays first. But if the
other plan does not have
the other plands COB rul

101 Coordination With Other Plans



If... Then . ..

5. A chil doés parents ar e Th e ﬁblrthday rul eo descr
joint custody, and a court decree does not assign
responsibility for the ¢

either parent, or states that both parents are
responsible for the chil

6. A childodés parents are|The plan covering the ch
court decree assigns r es | dependentdetermines its benefits and pays first.

health expenses to one parent

7. A childds parents ar e| Benefitsare determined and paid in this order:

living together (whether or not they have ever been a) The plan of the custodial parent pays, then
married) and there is no court decree assigning b) The plan of the spouse of the custodial parent
responsibility for the ¢ pays, then

either parent c) The plan of the non-custodial parent pays, then

d) The plan of the spouse of the non-custodial
parent pays.

8. You have coverage: The plan that covers you as an active employee or
as the dependent of an active employee determines
its benefits and pays first.

This rule is ignored if the other plan does not contain
the same rule.

Note: this rule does not apply if rule 2 (above) has
already determined the order of payment.

1 as an active employee (that is, not as a retired or
laid-off employee) and also have coverage as a
retired or laid-off employee; or

1 as the dependent of an active employee and
also have coverage as the dependent of a
retired or laid-off employee

9. You are covered under a federal or state right of | The plan other than the one that covers you under a
continuation law (such as COBRA) right of continuation law will determine its benefits

and pay first.

This rule is ignored if the other plan does not contain
the same rule.

Note: this rule does not apply if rule 2 (above) has
already determined the order of payment.

10. The above rules do not establish an order of The plan that has covered you for the longest time
payment will determine its benefits and pay first.

When your Health Plan is the primary coverage, it pays fi#henyour Health Plan is the secondary
coverage, it pays second as follows:

1 Aetna calculates the amount your Health Plan would have ip#ithad been the primargoverage
then

f Coordinatesthis amount with the primary plan's payment. 2 dzNJ | S+ f 6K t fFyQa LI &YSy
O2Yo0AYylriA2Yy 6AGK (GKS 2iKS N adiolniyrHedlth BarBogld oAttt yS
have paidfiit had been youprimary coverage.

Some plans provide services rather than making a payment (i.e., a group model W@ such a plan is

the primary coverageyour Health Plan will assign a reasonable cash value for the services and that will be
considered the primarylpn's payment.Your Health Plan will then coordinate with the primary plan based
on that value.

In no event willyour Health Plan pay more in benefits as secondary coverage than it would have paid as
primary coverage.

No COB for Vision Care

The Optional ¥ion Plan does not include a COB provision and does not coordinate with other
plans.
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Overpayment of Benefits
If your Health Plan overpays benefits because of COB, your Plan has the right to recover the excess from:
1 Any person to, or for whorrsuch paymats were made;
1 Any employer
1 Anyinsurance company; or
1 Any other organization.

Your Cooperation Is Required
Youmustcooperate withyour Health Plan to secure this right.
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Complaints, Claims and Appeals

You have access to both a complaint process and an appeal process. Showddeyatlptoblem or

guestion about thiglan, contact the Aetna Health Conciergele855-414-1901for assistance. Most

problems and questions can be handled in this manner. However, you may file a complaint or an appeal as
explained in this chapter.

Complaints

I 2YLIX FAyGa GeLAOrtte Ay@2f @S A aadzSaqualitgoddarelod RA Al GAAT
choice of and accessibility tdn-network providers. The Plan has procedures for you to follow if you are

dissatisfied with the service you receive or withiametwork provider. To make a complaint about an

operational issueortS ljdzl t Aie 2F OFNB &2dz2Q@8S NBOSAGSR:I &2dz Ydza i
within 30 days of the incidentinclude a detailed description of the matter and include copies of any

records or documents that you think are relevant. Aetna willeemihe information and give you a written

decision within 30 calendar days of the receipt of the complaint, unless additional information is needed,

but cannot be obtained within this time frame. The noticeted decision will tell you what you need t@d

to seek an additional review.

Send your written complaint to:

Aetna
P O. Box 981106
El Paso, TX 79949806

Claims

The Plan has procedures for submitting claims, making decisions on claims and filing an appeal when you
R2y Qd I 3ANBS 4 A Yo arkd Adhria ndstyime® Seainaidadligedthat are assigned to each
step of the process, depending on the type of claim.

Types of Claims
To understand the claim and appeal process, you need to understand how claims are defined:
1 Urgent care claimA claimfor medical care or treatment where delay coderiously

jeopardize your life or health or your ability to regain maximum funct@rsubject you to
severe pain that cannot be adequately managed without the requested care or treatment.

1 Preservice clan: A claim for a benefit thashould be approved in advance to ensure
coverageg(precertification).

1 Concurrent care claim extensioA:request to extend a course of treatmethiat was
previouslyapproved.

I Concurrent care claim reduction or terminatiofv:decision to reduce or terminate a course of
treatment that was previously approved.

1 Postservice claim:A claim for a benefit that is not a pserviceor a concurrentlaim.
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Keeping Records of Expenses

It is important to keep records of medical exses for yourself and your covered dependents. You will
need these records when you file a claim for benefits. Be sure you have this information for your medical
records:

1 Name and address ghysiciars;
1 Dates on which each expense was incurred; and
1 Copes of all bills and receipts.

Filing Claims
You will receive an Explanation of Benefits (EOB) describing your claim payment (or denial of coverage)
whenever a claim is filed on your behalf.

If you use amout-of-network provider, you must file a claim to be reimbursed for covered expenses. You
can obtain a claim form frorthe AetnaHealth Conciergby calling the number on your ID card, or by going
online atwww.aetna.com The form has instructions on how, when and where to file a claim.

File your claims promptlyg the filing deadline isl2 monthsafter the end of theplan calendar year in
whichyou received the servicelf, through no fault of your ownyou are unable to meet that deadline,
your claim will be accepted if you file it as soon as possible.

,2dz YFe FAES OfFAY&A YR LISt a @2dz2NESE T 2NJ 6§ KNRdzAK |
authorize in writing to act on your behalf. @ncase involving urgent care, a health care professional with

knowledge of your condition may always act as your authorized representative. The Plan will also recognize

a court order giving a person authority to submit claims on your behalf.

If your claim is denied in whole or in part, you will receive a written notice of the denial from Aetna. The
notice will explain the reason for the denial and the review procedures.

Physical Exams

Aetna has the right to require an exam of any person for wipoetertification or benefits have been
requested. The exam will be done at any reasonable time \phdeertification or a claim for benefits is
pending or under review. The exam may be performed by a doctdemtist Aetha has chosen, and it will
be done at v cost to you.

Time Frames for Claim Processing

Aetna will make a decision on your claim.

91 If Aetna approves the claimetna will send you an Explanation of Benefits (EOB) that shows you
how Aetna determined the benefit paymenfetna will paybenefis to the service provider unless
you give Aetna different instructions when you file the claim.

Keep in Mind
You can receive your EOBsviath&l2 NJ St SOGNRYA Ol tf& 2y @&2dzNJ aSOdzNB

like to receive electronic EOBs, log on to Adtlzevigator atwww.aetna.com and follow the
instructions toTurn Off Papeunder Claims

i1 If Aetna denies your claimetna must give you a written notice of the denial. The chart below
shows when Aetna must notify you that your claim has been denied.
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Type of Claim ‘ Aetna Must Notify You

Urgent care claim As soon as possible, but not later than 72 hours

The determination may be provided in writing,
electronically or orally. If the determination has
been provided orally, a written or electronic
notification will be sent no later than 3 calendar
days after the oral notification.

Pre-service claim 15 calendar days

Concurrent care claim extension 1 Urgent care claim i as soon as possible, but
not later than 24 hours, provided the request
was received at least 24 hours before the end
of the approved treatment

9 Other claims i 15 calendar days

Concurrent care claim reduction or termination With enough advance notice to allow you to appeal

Post-service claim 30 calendar days

Extensions of Time Frames

The time periods described in the chart may be extended, as follows:

1 For urgent care claimdf Aetnha does not have enough information to decide the claim, you will be
notified as soon as possible (but no more than 24 hours after Aetna receives the claim) that
additional information is needed. You will then have at least 48 hours to provideftirenation.

A decision on your claim will be made within 48 hours after you provide the additional
information.

1 For nonurgent preservice and postervice claimsThe time frames may be extended for up to 15
additional days for reasons beyond thepl@d O2 y i NBf @ Ly GKAa OFasSsz 'Say
extension before the original notification time period has ended.
If an extension of time is needed because Aetna needs more information to process your post
service claim:

— Aetna will notify you andjive you an additional period of at least 45 days after receiving the
notice to provide the information.

— Aetna will then inform you of the claim decision within 15 days after the additional period has
ended (or within 15 days after Aetna receives thi®imation, if earlier).

If you do not provide the information, your claim will be denied.

Notice of Claim Denial

A claim denial is also called an adverse benefit determination. An adverse benefit determination is a
decision Aetna makes that resultsdenial, reduction or termination of:

1 A benefit; or
1 The amount paid for a service or supply.

It also means a decision not to provide a benefit or service. Adverse benefit determinations can be made
for one or more of the following reasons:

1 The individudis not eligible to participate in the Plan; or

1 Aetna determines that a benefit or service is not covered by the Plan because:
— Itis notincluded in the list of covered benefits;
— ltis specifically excluded,;
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— ltis notmedically necessaryor
— A Plan limior maximum has been reached.
Aetna will send you written notice of an adverse benefit determination. The notice will give you:
1 The reason or reasons that your claim was denied.
1 Areference to the specific plan provisions on which the denial was based.
- If an internal rule, guideline, protpcol or other similar criterion was relied upon to determine a
Ot AYZ &2dzQft SAUKSNI NSOSA@SY
1 acopy of the actual rule, guideline, protocol or other criterion; or

1 astatement that the rule, guideline, protocol or othefiterion was used and that you can
request a copy free of charge.

— Ifthe denial is based on a plan provision such as medical necessity, experimental treatment, or
I AAYATFN) SEOf dzaA2y 2NIJfAYAGEZT @2dQff SAGKSNI NBOS

1 anexplanation of the scientific or clinical judgment for the determination; or
I astatement that you can receive the explanation free of charge upon request.

1 A description of any additional material or information needed to perfect the claim and the reason
why the material or information is necessary.

1 An explanation of the expedited claim review process for an urgent care claim. In the case of an
urgent care claim, the Plan may notify you by phone or fax, then follow up with a written or
electronic notie within three days after the naotification.

Appealing an Adverse Claim Decision
Two Steps in the Appeal Process

The Plan provides fdwo levelsof internalappealto Aetna, plus an option to seek external revibwthe
Department of Health Resources Mayeament (DHRM)

1 Youmust request youinternalappeal withinl5 months of the date of service &4B0 calendar
daysafter you receive thenotice of a claim denialvhichever is later

91 After you have exhausted thaternalappeal processjou may file a voluntary appeal for external
reviewby the DHRMif your claim meets certain requirements. You must submit a request for
external review withirfour monthsof the date you receive a final denial notitem Aetna

How to Appeal a Claim Denial: Internal Appeals

Yourinternal appeal may be submitted in writirtg the address on your Aetna ID caydby making a
phone call tahe AetnaHealth Concierge at-855414-1901 Your appeal should include:

1 Your nameaddress and telephone number

1 Yourmember ID number (found on your Aetna ID card);

T ,2dzNJ SYLJX 28SNRa ylI YST

1 1 02L® 2F ! ShylQa y2ii0S 2Afakesurdthis sRo@sthetidecd Sy STA G R
UKS aSNWBAOS AY ljdzSauA2y YR UKS LINRPYARSNRa Yyl YSO

1 The specific medical condition;

1 Your reaons for making the appeal; and

1  Any other information you would like to have considered.

Based on the type of claim, Aetna must respond to your appeal within the time frames shown in the
following chart:
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Urgent care claim Will respond within 72 hours, with follow-up written
confirmation within 24 hours

Pre-service claim Will respond within 30 calendar days

Concurrent care claim extension Treated like an urgent care claim or a pre-service

claim, depending on the circumstances

Post-service claim Will respond within 60 calendar days

The review will be performed by Plan personnel who were not involved in making the adverse benefit
determination.

You may also choose to have another person (an authorized representative) make the appeal on your
behalf by providing written consent to Aetna. In the cast of an urgent care claim orsepiiee claim, a
physicianfamiliar with the case may representiydn the appeal.

If the Level One and Level Two appeals uphold the original adverse benefit determinatiomédical
claim, you may have the right to pursue an external review of your digithe DHRM SeeExternal

(DHRM) Appeal®r detalils.
External (DHRM) Appeals

After internal appeals are exhaustetiu may regest an external appeal to DHRM.
For external appealspoy may onlyappeal aversebenefit determinations by theClaim administrator
(Aetna) that are bsed on:
f Y2dzNJ | SIFfGK tflyQa NBIldANBYSyGa F2N YSRAOIE y
of careor effectiveness of a covered benefit

I The failure to cover an item or service for which benefits are otherwise provided because it is
determined to beexperimental and investigationalor

1 A-rescission of coverage (whether or not the rescission has any effect on any particular benefit)

Just as with internal appeals, in some circumstanges,have the right to an expedited external appeal.
SeeExpedited External Appediglow for more information.

w
O
w
ax

You or your authorized representative must submit the following information tadiihector of the Virginia
Department of Human Resource Managem@HRM):

1 Your full name

Your identification number

Your address

Your telephone number

The date(s) of the medical service

Your specific medical condition(s) or symptom(s)

, 2dzNJ LIN2 A RSNR&a yI YS

The service or supply for which approval of benefits isdpabughtand
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Any reasons why the appeal should be processed on an expedited basis.

You may also submit any additional information you wish to have considered in this review. However, you
do not have to resend any information that you sent to th&aim aministrator to consider during your
internal appeal.

Claims appeals will be referred to an independent review organization (IRO) that will render a written
decision. The decision is binding on your Health Plan, but if the decision is not in your davoayve the
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right to further appeal to the circuit court under the Administrative Process Act. The circuit court ruling is
binding on all parties. The Virginia Administrative Process Act addresses court review of administrative
decisions at the Code ofrginia §2.24025 through Code of Virginia §24P30.Part 2A of the Rules of the
Virginia Supreme Court addresses appeals through the Administrative Process Act.

Standard External Appeals
Standard (norexpedited) external appeals must be submitted inting to DHRM by traditional mail; e
mail or facsimile within four (4) months after the final adverse decision by @@im administrator
You may download an appeals fornvat/w.dhrm.virginia.gov.
1 To appeal byraditional mail, send your request to the following address:
Director, Virginia Department of Human Resource Management
101 N. 14th Street, 12th Floor

Richmond, VA 23219
Please mark the envelop€onfidential¢ Appeal Enclosed

1 To use emalil, send yourequest toappeals@dhrm.virginia.gov
I To use facsimile, fax your requestt€304-786-0356

If your appeal request is incomplete or ineligible for external review, DHRM will infourwithin six (6)
businesslays of the reason(s) for ineligibility and what information or materials are needed to make your
appeal request complete.

If your appeal request is complete and eligible for external review, DHRM will gotifwithin six (6)

business days of the name and contact information of the independent review organization deciding your
appeal. You will then have five (5) business days to provide any additional information to the independent
review organization.The hdependent review organization has the discretion to accept additional
information provided after this deadline.

Within forty-five (45) days after the independent review organization receives your appeal request, the
independent review organization wikksdyou or your authorized representative written notification of its
decision.

Expedited External Appeals

Expedited external appeals may be submitted to DHRM by telephone, facsimimait at the time that
you receive:

1 An adverse decision frothe Chim administrator, if the adverse decision involves a medical
condition for which the time frame for completing an expedited internal appeal would seriously
jeopardize your life or health or would jeopardize your ability to regain maximum function, and
you or your authorized representative has requested an expedited internal appeal from the Plan
Administrator;

1 Afinal adverse decision of an internal appeal from the Plan Administrator, if the adverse decision
involves a medical condition for which the tinrare for completing a standard external appeal
(seeStandard External Appeabove) would seriously jeopardize your life or health or would
jeopardize your ability to regain maximum function, or if the final advesgsion concerns an
admission, availability of care, continued stay or health care service for whickeceived
emergency services, but have not bedischarged from aafcility; or

1 Afinal adverse decision of an internal appeal from @aim administator, if the adversalecision
involves prescriptions to alleviate cancer pain.
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envelope, fax cover sheet orreail subject line as appropriate).
1 To appeaby traditional mail, send your request to the following address:
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Director, Virginia Department of Human Resource Management
101 N. 14th Street 12th Floor
Richmond, VA 23219

Please mark the envelope: ConfidentidExpeditedAppeal Enclosed.

1 To use amalil, send your request tappeals@dhrm.virginia.gov
1 To use facsimile, fax your requestié304-786-0356

1 To appeal by telephone, cdi804-786-0353

If your appeal request is either incomplete or ineligifde external review, DHRM will promptly notijpu
of the reason(s) for ineligibility.

If your expedited appeal is complete and eligible for external review, the independent review organization
will notify you or your authorized representative of its dgicin within 72 hours of the independent review
2NBFYAT FdA2yQa NXB OS Kthi notfidatior ig glzbid verhally)SHe indepBdemiz®deiv ®
organization will sengou or your authorized representative a written decision withina¢®litional hours.
However, if the expedited appeal involves a determination that a requested medical semiqeerimental

and investigational then the following rules apply:

1 Theappeal must be accompanied by a written certification from your treapimgsicianthat the
health care service or treatment would be significantly less effective if not promptly started.

1 If your appeal request is either incomplete or ineligible for external review, DHRM will promptly
notify you of the reason(s) for ineligibiit

91 If your appeal is complete and eligible for external review, the independent review organization
will notify you of its decision witim seven (7) business day8.this notification is given verbally, a
written notice will follow within 48 hours.

Other Appeals to DHRM

If an appeal involves an adverse eligibility determinatitvese are adverse determinations made by

DHRM)then it should be submitted in writing to the Director of the Virginia Department of Human

Resource ManagemeliDHRM) Appealdo the Director must be filed within four (4) months of Your Health

ttlhyQa FFOGA2Y 2NJ FLIWNBLNRIFGS y20AFAOLIGAZ2Y 2F GKFG | O

To filesuchanappeal, you or gur authorized representative mustubmit the following information to the
Director of DHRM
T Your full name
Your identification number
Your address
Your telephone number
A statement of the adverse decisignu are appealing
What specific remedyou are seekngin filing this appealand
Any reasons why the appeal should hegessed on an expedited basis.
You may download an appeals formvatvw.dhrm.virginia.gov.

=A =2 =4 =4 -4 A
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To appeal by traditional majlsend your request to the following address:

Director, Virginia Department of Humd&esource Management
101 N. 14th Street 12th Floor
Richmond, VA 23219

Please mark the envelope: Confidentighppeal Enclosed.

To use email, send your request tappeals@dhrm.virginia.gov
To use facsimilgfax your request td-804-786-0356

You have the right to submit written comments, documemésiords and other information supporting your
claim. Theappealwill take into account all information thatou submit, regardless of whether it was
submittedor considered in the initial determination.

DHRM does not accept appeals for matters in which the sole issue is disagreement with policies, rules,
regulations, contract or lawlf you are unsure whethean eligibilitydeterminationcan be appealed, call
the Office of Health Benefits 4t804-225-36420r 1-888-642-4414

You are responsible for providing DHRM with all information necessary to review the denial of your claim.
You will be allowed to submit any additional informatipsu wish to have consided in this review, and

you will have the opportunity to explain, in person or by telephone, wny think the determination

should be overturned.

These appeals will be decided by the Director of DHRM, who will render a written dedfdio& decision
is not in your favoryou have the right to further appegihroughthe Administrative Process Acthe circuit
court ruling is binding on all partie3.he Virginia Administrative Process Act addresses court review of
administrative decisions dhe Codeof Virginia§2.24025 through Codef Virginia§82.2-4030.Part 2A of
the Rules of the Virginia Supreme Court addresses appeals through the Administrative Process Act.

Claim Fiduciary

Claim decisions are made by the Claim Fiduciary in accordance with the provisions of the Plan. The Claim
Fiduciary has complete authority to review denied claims for benefits under the Plan. This includes, but is
not limited to, determining whethehospital or medical treatment is, or is nomedically necessary In

exercising its fiduciary responsibility, the Claim Fiduciary has discretionary authority to:

1 Determine whether, and to what extent, you and your covered dependents are entitled to
benefits; and

91 Interpret the provisions of the Plan when a question arises.

The Claim Fiduciary has the right to adopt reasonable policies, procedures, rules and interpretations of the
Plan to promote orderly and efficient administration. The Claim Fiduciary magchatbitrarily or
capriciously, which would be an abuse of its discretionary authority.

The Plan provides for two standard levels of appeal for adverse benefit determinations.

DHRM serves as the Claim Fiduciary that will provide full and fair review.
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Payment Errors

Every effort is made to process claims promptly and correctly. If payments are made to you, or on your
behalf, and theClaim administratorfinds at a later date the payments were incorrect, Bkaim
administrator will pay any underpayment

If the Claim administratormakes a benefit payment over the amount that you are entitled to under this
Plan,the Claim administratorhas the right to:

1 Regquire that the overpayment be returned on request; or

1 Reduce any future benefit payment by the amowhthe overpayment.
This right does not affect any other right of overpayment recotke/Claim administratormay have.

Fraud and Abuse

If yoususpect fraud or abuse involving a claim, please nétifghaby callingan Aetna Health Conciergs
1-855414-1901to report the matter for investigation.

Time Limits on Legal Actions and Limitation on
Damages

No action at law or suit in equity may be brought against@eim administrator the State or the Plan in

any matter relating to (1) your Health Plan, (2) Blaim administratols performance or the State's
performance under your Health Plan; or (3) any statements made by an employee, officer, or director of the
Claim administrator the State,or the Plan concerningour Health Plan or the benefits available if the

matter in dispute occurrednore than one year ago.

In the event you or your representative sues tBlaim administrator the State, the Plan, or any director,
officer, oremployee of theClaim administrator the State, or the Plan acting ircapacity as a director,
officer or employee, your damages will be limited to the amount of your claim for covered services. The
damages will not exceed the amount of any claim notgerdy paid as of the time the lawsuit is filed.

In no event will this contract be interpreted so that punitive or indirect damages, legal fees or damages for
emotional distress or mental anguish are available.
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Administrative Information

The Department's Right to Change, End and
Interpret Benefits

Your Health Plan is sponsored by the Commonwealth of Virgiréésfate) and administered by the
Department of Human Resource Managamh(the Department) The Department is authorized to, and
reserves the right to, change or terminate your Health Plan on behalf dbthieat any time. These
retained rights extend, without limit, to all aspects of your Health Plan, including berafgiility for
benefits, provider networks, the cost of coverage and contributions required of employees. The
Department is also authorized and empowered to exercise discretion in interpreting the terms of your
Health Plan and such discretionary deténation will be binding on all parties.

You and Your Provider

You have the right to select your own provider of care. Services provided by an institutional provider are
subject to the rules and regulations of the Health Plan option you select. Thesgdamales about

admission, discharge and availability of serviddsither theClaim administrator the State nor the
Department

1 CGuarantees admission or the availability of any specific type of room or kind of service.
1  Will be responsible for acts omaissions of any facility.

1 Wil be liable for the negligence, misconduct, malpractice, refusal or inability to render services, or
any other failing of a facility.

1 Will be liable for breach of contract because of anything done, or not done, by ayfacilit

Similarly, theClaim administratoris obligated only to pay, in part, for the services of your professional
provider to the extent the services are coveredeither theClaim administrator the State nor the
Department

1 CGuarantees the availability of grovider's services.
1  Will be responsible for acts or omissions of gmgvider.

1 Wil be liable for the negligence, misconduct, malpractice, refusal or inability to render services, or
any other failing of g@rovider.

9  Will be liable for breach of contract because of anything done, or not done pogvider.
The same limitations apply to services rendered or not renderedprgwdder's employee.

You must tell thgrovider thatyou are eligible for servicedVhenyou receive services, shoyour Health
Plan identification cardShow only your current card.

Privacy Protection and Your Authorization

Information may be collected from other people and facilitigsis is done in order to administer your
coverage.The inbrmation often comes from medical care facilities and medical professionals who submit
claims foryou. Collected information is disclosed to others only in accordance with the guidelines set forth
in the Health Insurance Portability and Accountability @iPAA) and ithe Virginia Insurance Information
and Privacy Protection Act.
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Whenyou apply for coverage under théealth Planyou agree that theClaim administratormay request
any medical information or other records from any source when relatedaions submitted to theClaim
administrator for services/ou receive.

By accepting coverage under thiealth Planyou authorize any individual, association or fitinat has
diagnosed or treated your condition to furnish t#aim administratorwith necessary information, records
or copies of recordsThis authorization extends to any person or organizatiat has any information or
records related to the service received or to the diagnosis and treatment of your condition.

If the Claim adminstrator asks for information and does not receive it, payment cannotiagle. The
claim will be processed only when the requested information or record has been received and reviewed.

Medical information is often highly confidentia¥.ou are entitled taeview or receive onlgopies of
medical informatiorthat applies toyou. But, subject to the above, participantmay review copies of
medical recordshat pertain to enrolled children undeage 18 as allowed by law.

Assignment of Benefits

Plan benefits are personal; that is, they are available onjptoand your coveretamily members You
may not assign (give to another person) your right to receive servigesyonent, except aprovided in
law. Prior payments to anyone will not coiitsite a waiverof or in any way restrict th€laim
administrator's right to direct future payments tgou orany other individual ofacility, even if there has
been an assignment of payment in the past.

You and theClaim administratoragree that other idividuals, organizations and health cqmectitioners

will not be beneficiaries of the payments provided under ®lian Thisexplanation of services and

payments available tgou is not intended for anyone elsédenefit. As such, no one else (except for your
personal representative in case of your death or mental incapacity) may assert any rights described in this
handbookor provided underyour Health Plan.

Benefits Administrator and Other Plan Information

Your Benefits éministrator is the person appointed by your employer to assist you with your health care
benefits. Your Benefits Administrator may also provide you information about your benefits. If there is a
conflict between what your Benefits Administrator tellsuyand your Health Plan, your benefits will, to the
extent permitted by law, be determined on the basis of the language in this handbook. The Benefits
Administrator is never the agent of ti@laim administrator

ThePlanAdministrator may sendeneralcommnunications to your Benefitddministratorto be distributed

to you. You may be provided with another booklet, brochure, employee communication or other material
that describes the benefits available undeoyr Health Planln the event of conflict betweethis type of
information andyour Health Plan, your benefits will be determined on the basis of the language in this
handbook

Claim administrator's Continuing Rights

On occasion, th€laim administratoror the State may not insist on yoatrict performance of all terms of
your Health Plan. Failure to apply terms or conditions does not mea@l#im administratoror the State
waives or gives up any future rights it may ha¥deClaim administratoror the State may later require
strict performance othese terms or conditions.
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Services after Amendment of Your Health Plan

A change ityour Health Plan will changmsvered services available to you on tHéeetive date of the
change.This means that your coverage will change even thoughare receiving covered services for an
ongoing illness, injurgr pregnancyrelated condition, or if gu may need more services or supplies in the
future-

Misrepresentation

A member's coverage can be canceled byRlenAdministratoror the State if itfinds that any information
needed to accept the member or process a claim was deliberately misrepresented by, or with the
knowledge of, the member. THdanAdministratoror the State may also cancel coverage for any other
family members enrolled with thmmember. If there is a fraud or an intentional misrepresentation of
material fact the PlanAdministratoror the State may cancel coverage retroactive to the dattheffraud
or misrepresentation.

Non-Payment of Monthly Charges

If you are required to pagnonthly contributions to maintain coverage, and such contributions are late, the
Claim administratorhas the right to suspend payment of your claims. Them administratorwill not be
responsible for claims for any period for which full monthly chalgese not been paid. If your monthly
contributions remain unpaid 31 days from the date due, the State may instrucTidien administratorto
cancel your coverage.
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HIPAA Rights

Health Insurance Portability and Accountability Act
(HIPAA) Creditable Coverage

In the event thatyou leave thidHealth Plan and go to a health plan that includes a+esdsting condition
waiting period,you may be eligible for creditable coveragehefollowing list is considered creditable
coverage and your new health plan may reduce pheexisting condition waiting period by the amount of
time, if any,you were covered byhe following similar plans:

il

il

Medicare, MedicaidTRICARE medical care program of the Indian Health SerRicegram or a
tribal organization, a Health Benefit Plan under the Peace Corps 8tfehealth benefits risk
pool, or any other similar publicgponsored program;

A grouphealth benefit plan;

Ahealth plan offered under Chapter 89 of Title 5, United States Code (5 Beston 8901 et.
Seq.);

Apublic health plan (as defined in federal regulations);
Your current employer's eligibility waiting period,;

Health insurance cowage consisting of benefits for medical care issued by an insaheralth
maintenance organization, a health service plan or a fraternal benefit society;

Individual health insurance coverage.

When you leave thiBlan, your Benefits Administrator wilfovide you with proof of prior coverage
(certificate of coverage) for your new health pjéfmeeded. A sample of this certificate, as well as a form
to request a certificate, follows.
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Certificate of Group Health Plan Coverage

Date of this certiftate:

Name of participant:

Name of health care plan:

t I NIAOALI yiQa AR

Membership level (Single, Employee

One, Family):

Name of individuals to whom this

certificate applies:

Was the period ofreditable coverage (Yes/No):

more than 18 months? (disregard
periods of coverage before a @y
break.)

If less than 18 months, date coverage

began:

Date coverage ended:

Date waiting period began: Not applicable

Person preparing this certificate and to whom questions should be addressed:

Name:

Address:

Telephone number:

Email address:

Agency:

Note: Separate certificates will be furnished if information is not identical for the

participant and each beneficiary.
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Statement of HIPAA Portability Rights

This certificate is evidence of your coverage underflam. You may need evidence of coverage to reduce

a preexisting condition exclusion period under another plan, to help get special enroliment in another

plan or to get certain types of individual health coverage evgaiithave health problems. Thigrtificate,

as required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA), is furnished to
everyone leaving the State Health Benefits Program or the State Retiree Health Benefits Program (except
for Medicare Supplement Plansyou may obtain additional certificates fgou or your covered family
members from youAgency Benefits Administratgor the Virginia Retirement System for retirees) should
you need them during the 24 months following your termination from tan.

Pre-Existing Condition Exclusions
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apply ory to conditions for whicimedical advice, diagnosis, caretreatment was recommended or

received withinthesixY2 Yy i K& 0 ST2NB @2dzNJ aSyNRff YSyid RIGSoé . 2 dzNJ
coverage under the plan pif there is a waiting period, thfirst day of your waiting period (typically, your

first day of work). In addition, a pmxisting condition exclusion cannot last for more than 12 months after

your enroliment date (18 monthsybu are a late enrollee). Finally, a pegisting conditin exclusion

cannot apply to pregnancy and cannot apply to a child who is enrolled in health coverage within 30 days

after birth, adoption or placement for adoption.

If a plan imposes a prexisting condition exclusion, the length of the exclusion mestdzluced by the

amount of your prior creditable coverage. Most health coverage is creditable coverage, including group
health plan coverage, Extended Coverage (COBRA), coverage under an individual health policy, Medicare,
aSRAOFARIT { (I 6 ®surare Frograid($CHIP), and tofiefage througkriighools and the
Peace Corps. Not all forms of creditable coverage are required to proafitiiicates like this one. Ifou

do not receive a certificate for past coverage, talk with yoew PlanAdministrator.

You can add up any creditable covergge have, including the coverage shown on this certificate.
However, if at any timgouwent for 63 days or more without any coverage (called a break in coverage) a
plan may not have to count the cerageyou had before the break.

Therefore, mce your coverage endgoushould try to obtain alternative coverage as soon as possible to
avoid a 62day break.Youmay use this certificate as evidence of your creditable coverage to reduce the
length of any preexisting condition exclusionybu enroll in another plan.

Right to Get Special Enrollment in Another Plan

Under HIPAA, ifoulose your group health plan gerage,youmay be able to get into another group health

plan for whichyoul NB St A3A0tS 6adzOK & | &LklRdzasSQa LI Iyos S@Sy
enrollees, ifyourequest enrollment within 30 days. (Additionally, special enrolimentsigie triggered by

marriage, birth, adoption and placement for adoption.)

Therefore, mce your coverage endsyibul NB St A3JA 06t S FT2NJ O20SNF3IS Ay Fy20KS
plan),youshould request special enrollment as soon as possible.

Prohibition Against Discrimination Based on a Health Factor

Under HIPAA, a group health plan may not kgep (or your dependents) out of the plan based on
anything related to your health. Also, a group health plan may not chargéor your dependents) more
for coverage, based on health, than the amount charged a similarly situated individual.
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Rightsto Individual Health Coverage

Under HIPAA, ifoul NB 'y & St A JdubaleSa righytdbuyaraidihdiviElual health policies (or
in some states, to bucoverage through a higlisk pool) without a preexisting condition exclusion. To be
an eligible individualyoumust meet the following requirements:

1 Youhave had coverage for at least 18 months without a break in coverage of 63 days or more;

1 Your mostecent coverage was under a group health plan (which can be shown by this certificate);
1 Your group coverage was not terminated because of fraud or nonpayment of premiums;
1

Youare not eligible for Extended Coverage (COBR#)whave exhausted youExtendd
Coverage (COBRA) benefits; and

1 Youare not eligible for another group health plan, Medicare or Medicaid, and do not have any
other health insurance coverage.

The right to buy individual coverage is the same whetfmrare laid offor fired or quit you job.
Therefore, fiyouare interested in obtaining individual coverage ayuli meet the other criteria to be an

eligible individualyou should apply for this coverage as soon as possible to avoid losinghgibte
individual status due to a 6@aybreak.

For More Information
If youhave questionsyou may contact the person who prepared this certificate (contact information
included). You may also contact the

1 U.S. Department of Labor, Employee Benefits Security Administration (EBSkktall1-866-
4443272 (for free HIPAA publications ask for publications concerning changes in health care laws)
or

f  CMS publications hotline 4t800-633-42276 a1 F2NJ at N2GSOGAy3a , 2dzNJ | St @
These publications and other useful informatiare also available on the Internet:at

T www.dol.gov/ebsg i KS | @{ ® 5SLI NIYSYy(d 2 7FcHehlitbBlagpd Ay iGSNI OGAC¢

1 www.cms.hhs.gov/HeghinsReformforConsume
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Request for Certificate of Group Health Plan

Coverage

Use this form to request a Certificate of Group Health Plan Coverage from your Benefits
Administrator. You may obtain additional certificates for yowourcovered family
members upon request while yare covered by the Plan and during the 24 months

following your termination from the Plan.

Date of request:

Name of participant:

Address

Telephone number:

Email address:

Name and relationship of any dependents ¥anom certificates are requested (and their
address if different from aboye
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HIPAA Privacy

Disclosure of Protected Health Information (PHI) to
the Employer

1) Definitions.Whenever used in this Article, the following terms shall have the respective meanings set

2

~

forth below.
a)Plan-YSIya GKS a{dFradS 1SFtdK .SySTFAGA t NPINI Y& e
b) EmployerY Sl ya GKS a/2YY2y6SItGK 2F *ANBAYALl ¢
¢) Plan Administration Functionrgneans admirstrative functions performed by the Employer on
behalf of the Plan, excluding functions performed by the Employer in connection with any other
benefit or benefit plan of the Employer.
d) Health Information means information (whether oral or recordedamy form or medium) that is
created or received by a health cgmmvider, health plan (as defined by the Health Insurance
Portability and Accountability Act of 1996, subsequently referred to as HIPAA, in 45 CFR Section
160.103), employer, life insurer,rsmol or university, or health care clearinghouse (as defined by
HIPAA in 45 CFR Section 160.103) that relates to the past, present or future physical or mental health
or condition of an individual, the provision of health care to an individual, or the passent or
future payment for the provision of health care to an individual.

e) Individually Identifiable Health Informatiormeans Health Information, including demographic
information, collected from an individual and created or received by a healdprovider, health
plan, employer or health care clearinghouse that identifies the individual involved or with respect to
which there is a reasonable basis to believe the information may be used to identify the individual
involved.

f) Summary Health Infonation - means information that summarizes the claims history, expenses or
types of claims by individuals for whom the Employer provides benefits under the Plan, and from
which the following information has been removed: (1) names; (2) geographic infamabre
specific than stateExcept five digit zip code$3) all elements of dates relating to the individual(s)
involved (e.g., birth date) or their medical treatment (e.g., admission date) except the year; all ages
for those over age 89 and all elentsrof dates, including the year, indicative of such age (except that
ages and elements may be aggregated into a single category of age 90 and older); (4) other
identifying numbers, such as Social Security, telephone, fax, or medical record numbers, e
addresses, VIN, or serial numbeaisd (5) facial photographs or biometric iggfiers (e.g., finger
prints).

g) Protected Health Information ("PHI") means Individually Identifiable Health Information that is
transmitted or maintained electronically, @ny other form or medium.

The Planand the agents acting on its behalf, may disclose Summary Health Information to the Employer
if the Employer requests such information for the purpose of obtaining premium bids for providing
health insurance coveragender the Plan or for modifying, amending or terminating the Plan.

3) The Planand the agents acting on its behalf, will disclose PHI to the Employer only in accordance with

HIPAA in 45 CFR Section 164.504(f) and the provisions of this Section.

4) ThePlanhereby incorporates the following provisions (a) through (j) to enable it to disclose PHI to the

Employer and acknowledges receipt of written certification from the Employer that the Plan has been so
amended. Additionally, the Employer agrees:
a) not to use or further disclose PHI other than as permitted in Section (4) or as required by law;

b) to ensure that any of its agents or subcontractors to whom it provides PHI received from the Plan
agree to the same restrictions and conditions;
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5)

6)

7

¢) not to use @ disclose PHI for employmenglated actions or in connection with any other benefit or
employee benefit plan;

d) to report to the Plan any use or disclosure of the information that is inconsistent with the permitted
uses and disclosures in Section (4);

e) to make PHI available to individuals in accordance with HIPAA in 45 CFR Section 164.524;

f) to make PHI available for individuals' amendment and incorporate any amendments in accordance
with HIPAA in 45 CFR Section 164.526;

g) to make the information avitable that will provide individuals with an accounting of disclosures in
accordance with HIPAA in 45 CFR Section 164.528;

h) to make its internal practices, books and records relating to the use and disclosure of PHI received
from the Plan and its agentssailable to the Department of Health and Human Services upon
request; and

i) if feasible, to return or destroy all PHI received from the Plan that the Employer maintains in any
form and retain no copies of such information when no longer needed for thegse for which
disclosure was made, except that, if such return or destruction is not feasible, the Employer will limit
further its uses and disclosures of the PHI to those purposes that make the return or destruction of
the information infeasible.

j) to ensure that adequate separation between the Plan and the Employer, as required by HIPAA in 45
CFR Section 164.504(f), is established and maintained.

The Plarwill disclose PHI only to the following employees or classes of employees:

Director, Departmat of Human Resource Management
Director of Finance, Department of Human Resource Management
Staff Members, Office of Health Benefits

Access to and use of PHI by the individuals described above shall be restricted to Plan Administration
Functions that the&Employer performs for the PlarBuch access or use shall be permitted only to the
extent necessary for these individuals to perform their respective duties for the Plan.

Instances of noncomplianaeith the permitted uses or disclosures of PHI setHart this Section by
AYRAQGARdAzZrta RSAONAOSR Ay {SOGA2y opuv akKlktt o
L2t A 08¢ 0l DNRdzLJ LL 2FF¥SyasSo IyR Ydzad 6S IR
Standards of Conduct Policyhe appropriate level of disciplinary action will be determined on a-case
by-case basis by the agency head or designee, with sanctions up to or including termination depending
on the severity of the offense, consistent with Policy 1.60.

s O
R NEB

A health insurage issuer, HMO or third party administraeroviding services to the Plan is not
permitted to disclose PHI to the Employer except as would be permitted by the Plan in this Article and
only if a notice is maintained and provided as required by HIPAA@GFB&SSection 164.520.
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Important Notice: Prescription Drug
Coverage and Medicare

If youare an active employee of the Commonwealth of Virginia who is covered undélldahisandyou
and/or any of your covered dependents are also eligible for Medicare, please read the following
information carefully and keep it whermucan find it. This notice has information about your current
prescriptiondrug coverage with the Commonwealth of §ivia Health Benefits Program and about your
2LI0 A2y a  dzy RpeNdripidh &ugQdvéidgye) dhis information can hgtu decide whether or not
youwant to join a Medicare drug plan. Information about whgmican get help in making decisions
abou your prescriptiondrug coverage is at the end of this notice.

Medicareprescriptiondrug coverage became available in 2006 to everyone with Medicéoe. can get

this coverage iyoujoin a MedicarePrescriptionDrug Plan or join a Medicare AdvantagarP(like an HMO

or PPO) that offerprescriptiondrug coverage. All Medicare drug plans provide at least a standard level of
coverage set by Medicare. Some plans may also offer more coverage for a higher monthly premium.

The Commonwealth of Virginia bléh Benefits Program has determined that theescriptiondrug
coverage offered by the COWealthAwarePlanis, on average for afan participants, expected to pay out
as much as standard Medicapeescriptiondrug coverage pays and is considered Creditable Coverage.

Because your existing coverage is, on average, at least as good as standard Medsmaiptiondrug
coverageyoucan keep this coverage and not pay a higher premium (a penajtgliliter decide to join a
Medicare drug plan.

You can join a Medicare drug plan whgsu first become eligible for Medicare and each year during the
Annual Coordinated Election Period designated by Medic@hés may mean thatou have to wait to join a
Medicare dryg plan andhat you may pay a higher premium (a penaltyydu join later and do not have
creditable coverage for 63 or more days. You may pay that higher premium (a penalty) asyonbase
Medicareprescriptiondrug coverage. Howevef yiou losecreditableprescriptiondrug coverage through

no fault of your ownyou will be eligible for a sixty (60) day Special Enrollment Period (SEP) to join a
Medicare drug plan (a Part D plan). In additiogpifilose or decide to leave employer or unispon®red
coverageyouwill be eligible to join a Part D plan at that time using an Employer Group Special Enrollment
Period. You should compare your current coverage under the Commonwealth of Virginia Health Benefits
Program, including which drugs are cowti what cost, with the coverage and costs of the plans offering
Medicareprescriptiondrug coverage in your area to deteine the plan that is best forou.

If you decide to join a Medicare drug plan, your Commonwealth of Virginia coverage basedwan act
SYLX 28 YSyil o6&2dzNB 2 NJ @2 dzNJ & LISedzhe®N tbromoré mfbrinatich@yp@ NI f £ @ vy 2
what happens to your current coverageydu join a Medicare drug plan.

If youdo decide to join a Medicare drug plan and drop your Commonwealth of Virginia coverage as an
active employee ocovered family membeof an active employee (based on the policies and procedures of
the Department of Human Resource Management and applicable law), be awangthand/or your

covered family membés) will not be able to return to this coverage except with the occurrenee of
consistent qualifying migear event or at open enrollment. The Commonwealth of Virginia Health Benefits
Program does not offer a medical plan to active employees that exclu@ssriptiondrug coverage.
Consequentlyyou must either maintain full ceerage under an available Commonwealth of Virginia plan
(includingprescriptiondrug coverage) or terminateoverage completely. You do not have the option of
terminating only theprescriptiondrug benefit under your Commonwealth of Virginia plan. Yauopleying
F3SyodeQa .SySFTAGA ' RYAYAAGNY 42N Oty LINRPGARS [ RRAGAZYL
changes or terminating coverage.

At the time an Enrollee and/or coverdamily memberbecomes eligible for Medicare, he/she may keep
his/her state pan coverage based on current/active employment or may terminate coverage under the
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Commonwealth of Virginia Health Benefits Program based on that event if termination is requested within

31 days of eligibility for Medicare. However, once coverage has teeerinated, neither the employee nor

the family membemay reenroll in the state program except upon the occurrence of a consistent

qualifying midyear event (for example, loss of eligibility for Medicare) or at open enrollment. An eligible

family membemay not enroll unless the employee is enrolled. If an active employee or the coiaendy

member2 ¥ Iy | OGAGBS SYLX28SS Kra 020K GKS aidlrdS LINPEPINIYQ
circumstances, the state plan coverage will be primary and &éediwill be secondary.

You should also know thatybudrop or lose your coverage with the Commonwealth of Virginia Health

Benefits Program for active employees and their eligiateily memberd Yy R R2y Qi 22Ay | aSRAO}
plan before 63 continuagidays after your current coverage engsu may pay a higher premium (a

penalty) to join a Medicare drug plan later.

If yougo 63 continuous days or longer withqutescriptionR Ndz3 O2 @SNJ 3S G KFdQa Fd S ai
a S RA Opra¥d@igiéndrug coverag, your monthly premium may go up by at least 1% of the base

beneficiary premium per month for every month thybu did not have that coverage-or example, ifou

go nineteen months without coverage, your premium may consistently be at least 19% Iighehe base

beneficiary premium.You may have to pay this higher premium (a penalty) as longasave Medicare

prescriptiondrug coverageln addition,youmay have to wait until the following Annual Coordinated

Election Period to join a plan, andvewage will generally not begin until the following January.

For more information about this notice or to obtain a personalized notice, contact your agency Benefits
Administrator. For more information about your currepirescriptiondrug coverage, condithe
appropriate section of this Member Handbooktbe Aetna Health Concierge

Keep in Mind

You will get this notice prior to the Medicare Part D annual enrollment period each yeardhat
participate in the Commonwealth of Virginia Health Benefits Program for active employees and are
eligible for Medicare (or cover a dependent who is eligible for Medicareu will also receive a

notice ifprescriptiondrug coverage is no longer offeredder your Commonwealth of Virginia

plan, or your coverage ceases to be creditabfeu may also request a copy at any time.

For More information about Your Options

More detailed information about Medicare plans that offarescriptiondrug coverage ig the Medicare &
Youhandbook., 2 dzQf f 3ISG + O2Lk 2F (GKS KI yRowWwarhayalsébeli KS YI Af
contacted directly by Medicare drug plans.
For more information about Medicangrescriptiondrug coverage:

T Visitwww.medicare.gov

9 Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the

Medicare & Yotandbook for the telephone number) for personalized help,
1 Calll-800-MEDICAREL-800-6334227). TTY users should calB77-486-2048

If you have limited income and resources, extra help paying for Medigegscriptiondrug coverage is
available. For more information, visit Social Security on the at@bww.socialsecurity.goyor call them at
1-800-772-1213(TTY1-800-3250779.

Remember

If you decide to join one of the Medicare drug plagsumay be required to provide a copy of this
notice whenyou join to show whether or noyou have maintained creditble coverage and
whether or notyou are required to pay a higher premium (a penalty).
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New Health Insurance Marketplace
Coverage Options and Your Health
Coverage

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance
the Health Insurance Marketplace. To assist you as you evaluate options for you and your family, this
notice provides some basic information abdbe new Marketplace and employmeiased health

coverage offered by your employer.

What Is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget.
The Marketplace offers "onstop shopping” to find and compare private health insurance options. You

may also be eligible for a new kind of tax dtedat lowers your monthly premium right away. Open
enrollment for health insurance coverage through the Marketplace begins in October, 2013 for coverage
starting as early as January 1, 2014.

Can | Save Money on My Health Insurance Premiums in the
Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer
coverage, or offers coverage that doesn't meet certain standards. The savings on your premium that you're
eligible for depends on your housekldhcome.

Does Employer Health Coverage Affect Eligibility for Premium
Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not
be eligible for a tax credit through the Meetplace and may wish to enroll in your employer's health plan.
However, you may be eligible for a tax credit that lowers your monthly premium, or a reduction in certain
costsharing if your employer does not offer coverage to you at all or does nat affeerage that meets

certain standards. If the cost of a plan from your employer that would cover you (and not any other
members of your family) is more than 9.5% of your household income for the year, or if the coverage your
employer provides does noteet the "minimum value" standard set by the Affordable Care Act, you may
be eligible for a tax credit.

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered
by your employer, then you may lose the emydo contribution (if any) to the employesffered coverage.

Also, this employer contributiog as well as your employee contribution to employa#fered coverage; is

often excluded from income for federal and state income tax purposes. Your payments/ésage

through the Marketplace are made on an aftaix basis.

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your handbook or
contactyour Commonwealth of Virginia Benefits Administnato

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage
through the Marketplace and its cost. Please wisitw.HealthCare.gofor more information, including an
online application for health insurance coverage and contact information for a Health Insurance
Marketplace in your area.
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L An employersponsored health plan meets the "minimum value standard" if the plan's sharedbtal allowed
benefit costs covered by the plan is no less than 60 percent of such costs.

PART B: Information About Health Coverage Offered by
Your Employer

This section contains information about any health coverage offered by your employer. [€ginie do
complete an application for coverage in the Marketplace, you will be asked to provide this information. This
information is numbered to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Commonwealth of Virginia 54-6024817
Department ofHuman Resource Management
5. Employer address 6. Employer phone number
101 N. 14 Street, 15" Floor 1-888-642-4414 or 8042253624
7. City 8. State 9. ZIP code
Richmond Virginia 23219

10. Who can we contact about employee health coverage at this job?
Virginia Department of Human Resource Management, Office of Health Benefits

11. Phone number (if different from above) 12. Email address
ohb@dhrm.viginia.gov

Here is some basic information about health care coverage offered by this employer:

1 As your employer, we offer a health plan to:

I All employees

a Some employees. Eligible employees are:

All fulHtime or parttime, salariedclassified statemployees or regular, futime or part
time, salaried faculty members; classified or similarly situated employees in legislative,
executive, judicial or independent agencies who are compensated on a salaried basis.
Parttime employees who work less th@&2 hours per week must pay the entire cost of
coverage.

I  With respect to dependents:
a We do offer coverage. Eligible dependents are:

Spouse recognized as legally married in Virginia; natural or adopted son/daughter and
stepson/stepdaughter to the end of the year in which he/she turns age 26. Special rules
apply for other children and incapacitated adult dependents living in your haldelSee
more atwww.dhrm.virginia.gov/hbenefits/eligibilityrulesrev06302013.pdf

I We do not offer coverage.

a If checked, this coverage meets the minimum value standand the cost of this coverage to you is
intended to be affordable, based on employee wages.

Even if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace willymar household income, along with other

factors, to determine whether you may be eligible for a premium discount. If, for example, your wages vary
from week to week (perhaps you are an hourly employee or your work on a commission basis), if you are
newlyemployed midyear, or if you have other income losses, you may still qualify for a premium discount.

126 Health Insurance Marketplace


http://www.dhrm.virginia.gov/hbenefits/eligibilityrulesrev06302013.pdf

CHIPRA

Premium Assi stance Under Medi cai d

Health Insurance Program (CHIP)

If youor your children are eligible for Medicaid or CHIP and you are eligible for health coverage from your

employer, your State may have a premium assistance program that can help pay for coverage. These States

use funds from their Medicaid or CHIP program$i¢lp people who are eligible for these programs, but
also have access to health insurance through their employer. If you or your children are not eligible for
Medicaid or CHIP, you will not be eligible for these premium assistance programs.

If you or yair dependentsare already enrolleih Medicaid or CHIP and you live in a State listed bejow,
can contact your State Medicaid or CHIP office to find out if premium assistance is available.

If you oryour dependentsare NOTcurrently enrolledn Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, you can contact your State Medicaid or CHIP
office or diall-877-KIDS NOWér www.insurekidsnow.go to find out how to apply. If you qualify, you can
ask the State if it has a program that might hetpu pay the premiums for an employaponsored plan.

Once it is determined that you or your dependents are eligible for premium assistance under idextica
CHIP, as well as eligible under your employer plan, your employer must permit you to enroll in your
SYLX 28SNJ LI Iy AF @&2dz NB y20 |fNBIR& SyNRyot SR
must request coverage within 60 days offgeidetermined eligible for premium assistantfeyou have
guestions about enrolling in your employer plan, you can contact the Department of Labor electronically at
www.askebsa.dol.gowr by calling toHree 1-866-444-EBSA3272).

If you live in one of the following States, you may be eligible for assistance paying your employer health
plan premiums.The following list of States is current@fsJuly 31, 204. You should contact your State for
further informaton on eligibility.

ALABAMA Medicaid FLORIDA Medicaid

Website: http://www.medicaid.alabama.gov | Website:https://www.flimedicaidtplrecovery.com/
Phone: 1855692-5447 Phone:1-877-357-3268

ALASKA Medicaid GEORGIAMedicaid

Website: Website: http://dch.georgia.gov/
http://health.hss.state.ak.us/dpa/programs/ | Click on Programs, then Medicaitien Health Insurance
medicaid/ Premium PaymentHIPP)

Phone (Outside of Anchorage)}388-318 Phone: 1800-869-1150

8890

Phone (Anchorage): 962696529

ARIZONA CHIP IDAHC; Medicaid

Website: http://www.azahcccs.gov/applicani Medicaid Website:
Phone (Outside of Maricopa County)817- | http://healthandwelfare.idaho.gov/Medical/Medicaid/Pre

7645437 miumAssistance/tabid/1510/Default.aspx
Phone (Maricopa County): 682L7-5437 Medicaid Phone: -B00-926-2588
COLORADOMedicaid INDIANA; Medicaid

Medicaid Websitehttp://www.colorado.gov/ | Website: http://www.in.gov/fssa
Medicaid Phone (In staje1-800-866-3513 Phone: 1800-889-9949

Medicaid Phone (Out of state):800-221-
3943
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IOWAC Medicaid
Website: www.dhs.state.ia.us/hipp/
Phone: 1888-346-9562

NEBRASK&Medicaid
Website:www.ACCESSNebraska.ne.gov
Phone:1-800-383-4278

KANSAS Medicaid
Website:http://www.kdheks.gov/hcf/
Phone: 1800-792-4884

NEVADA Medicaid
Medicaid Website:http://dwss.nv.goV
Medicaid Phone: -B00-992-0900

KENTUCKYMedicaid
Website: http://chfs.ky.gov/dms/default.htm
Phone: 18006352570

NEW HAMPSHIRBedicaid

Website:
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone:603-271-5218

LOUIBANAC Medicaid

Website:
http://www.lahipp.dhh.louisiana.gov
Phone: 18886952447

NEW JERSE ¥ledicaid and CHIP

Medicaid Website:
http://www.state.nj.us/humanservices/
dmabhs/clients/medicaid/

Medicaid Phone609-631-2392

CHIP Websitenttp://www.njfamilycare.org/index.html
CHIP Phone:-800-701-0710

MAINEc Medicaid
Website:
http://www.maine.gov/dhhs/ofi/public
assistance/index.htmi
Phone: 3800:977-6740

TTY 1800-977-6741

NEW YOR&Medicaid
Website: http://www.nyhealth.gov/healthcare/medicaid/
Phone: 1800-541-2831

MASSACHUSET8edicaid and CHIP
Website: http://www.mass.gov/MassHealth
Phone: 1800-462-1120

NORTH CAROLIKMedicaid
Website: http://www.ncdhhs.govdma
Phone: 918554100

MINNESOTAMedicaid

Website:http://www.dhs.state.mn.us/
Click on Health Care, then Medical

Assistance

Phone 1-800-657-3629

NORTH DAKOTAedicaid

Website:
http://www.nd.gov/dhs/services/medicalserv/imedicaid/
Phone: 1800-755-2604

MISSOUR] Medicaid

Website:
http://www.dss.mo.gov/mhd/participants/pa
ges/hipp.htm

Phone: 573751-2005

OKLAHOMA Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1888-365-3742

MONTANA Medicaid
Website:
http://medicaidprovider.hhs.mt.gov/clientpag
es/
clientindex.shinl

Phone: 1800-694-3084

OREGON Medicaid and CHIP

Website: http://www.oregonhealthykids.gov
http://www.hijossaludablesoregon.gov

Phone:1-800-699-9075
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PENNSYLVAN{Medicaid
Website:
http://www.dpw.state.pa.us/hipp
Phone:1-800-692-7462

VERMONQG Medicaid
Website: http://www.greenmountaincare.org/
Phone: 1800-250-8427

RHODE ISLANMedicaid
Website:www.ohhs.ri.gov
Phone: 403462-5300

VIRGINIA Medicaid and CHIP

MedicaidWebsite: http://www.dmas.virginia.gov/replIPP.htm
‘Medicaid Phone: -800-432-5924

CHIP Website:
http://www.coverva.org/programs_premium_assistance.cfm
CHIP Phone:-855-242-8282

SOUTH CAROLINMedicaid
Website: http://www.scdhhs.gov
Phone: 18885490820

WASHINGTO&Medicaid

Website:
http://www.hca.wa.gov/medicaid/premiumpymt/pages/index.asf
Phone: 1800-562-3022 ext. 15473

SOUTH DAKOTMedicaid
Website:http://dss.sd.gov
Phone: 1888-828-0059

WEST VIRGIN¢Medicaid
Website: www.dhhr.wv.gov/bms
Phone: 1-877-598 5820, HMS Third Party Liability

TEXAS Medicaid

Website:
https://www.gethipptexas.com/
Phone:1-800-440-0493

WISCONSI&Medicaid
Website: http://lwww.badgercareplus.org/pubs/h0095.htm
Phone: 1800-362-3002

UTAH¢ Medicaidand CHIP
Website: http://health.utah.gov/upp
Phone: 18664357414

WYOMINQE Medicaid
Website:http://health.wyo.gov/healthcarefin/equalitycare
Phone: 307777-7531

To see if any more States have added a premium assistance program sinck 20l$43or for more
information on special enroliment rights, you can contact either:

U.S. Department of Labor

U.S. Department dflealth and Human Services

Employee Benefits Security Administration Centers for Medicare & Medicaid Services

www.dol.gov/ebsa
1-866-444-EBSA (3272)

www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565

OMB Control Number 1210-0137 (expires 10/31/2016)
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Ot her Federal Notices

Genetic Information Nondiscrimination Act of 2008
(GINA)

Effective January 1, 201GINA prohibits health coverage and employment discrimination against a Plan

participant based on his or her genetic information. Genetic informatioregaly includes family medical

KAZG2NE YR AYF2N¥IGAZ2Y Fo02dzi Iy AYRA@GARZ £ Q& FyR KAA&
services.

Under GINA, group health plans and health insurers providing group health plan coverage cannot use
geneticinformation with respect to eligibility, premiums or contribution amounts. They also cannot

NBIljdzSaid>x NBIjdzA NE 2NJ LIZNOKEF &S 3SySGAO AYTF2NXNIFGA2Y LINR 2
request or require genetic testing of an individual fordenwriting purposes. The availability of genetic

testing and the results of any genetic testing you undergo will be treated as confidential, as required by

GINA and the Health Insurance Portability and Accountability Act of 1996.

The Newborns' "amHdke aMathh ePrrsot ect

Maternity hospital stays under the Plan will be covered for a minimum of 48 hours following a vaginal

delivery, or 96 hours for a cesarean section delivery. These minimums are set by a federal law called The
bS6o02NyaQ yR az2iKSNBERQ t NB (S Qoidshofter sta) if the attdndng SOSNE (1 K S
provider physician nurse midwife ophysiciamQa | daAadGlk yido RA&ZOKIFINHS& GKS Y2{iK¢
consulting with the mother.

Other provisions of this law:

1 The level of benefits for any portion of th®spital stay that extends beyond 48 hours (or 96
hours) cannot be less favorable to the mother or newborn than the earlier portion of the stay.

1 The Plan cannot requingrecertification for a stay of up to 48 or 96 hours, as described alpve
although stays beymd those times must be precertified if the Plan includgsecertification
requirement.

The Women’'s Health and Cancer

When a woman who is covered by the Plan decides to have reconstructive surgeryraftdically
necessarynastectomy, theWoerSy Qa | St GK FyR /FyOSNI wAiakKda ! OG NXBIj dzA
procedures:

1 Reconstruction of the breast on which a mastectomy has been performed;
1 Surgery and reconstruction of the other breast to create a symmetrical (balanced) appearance;
1 Prosthess; and
1 Treatment of physical complications of all stages of mastectomy, including lymphedema.
This coverage will be provided in consultation with the attengihgsicianand the patient.

C2NJ I yagSNR G2 ljdzSadAaz2ya | 02 dzidredoksSuctivé surgefyacallO2 S NI 3S 2 F
Member Services at the number on your ID card.
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USERRA Military Leave

The Uniformed Services Employment and ReemployrRégiits Act of 1994 (USERRA) allows qualified
employees to continue their enrollment in the Plan fgr to 24 months when they are called to active duty
for more than 31 days.

You may continue plan coverage during your military leave until the earlier of:

1 24 months; or
1 The date you fail to return to work as outlined by USERRA.

If you do not continue covege for you or your family members during your leave and you return to work:
1 You and your family members will again be covered on the first of the month following the date

you return to work from your military leave, if you apply at that time (this requyias to return to
work as outlined by USERRA);

1 Any eligibility waiting period not completed earlier will not be credited during your l&ave.

You will be given credit for the time you were covered under the plan before your military leave, as well as
creditfor any/all of the 24month continuation period, when elected.

You are responsible for paying the employee cost for coverage during a military leave. If you fail to make
timely payments, as outlined in your billing statement, your coverage wikieinated. You must pay the
billed amount in full; you cannot defer payments until you return to work.

*There is no waiting period under the Commonwealth of Virginia Health Benefits Program.
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Definitions

This sectiordefines the words and phraseshold type that appear throughout the text of this book.

Allowable charge
The maximunamount that the Health Plan will recognize as a covered expense. Charges that exceed the
allowable chargeare not covered.

Ambulance
A vehicle that is staffed with medical personnel and equipped to transport an ill or injured person.

Appliance
This is a device used for functional or healing effect. A fipgiianceis cemented to the teeth or is
attached by adhesive matials. A prosthetiapplianceis used for replacing a missing tooth.

Behavioral health provider

A licensed organization or professional providing diagnostic, therapeutic or psychological services for the
treatment of mental health and substance abudgehavioral health provides include hospitals, psychiatric
physiciars, psychologists and social workers.

Bitewing
This is a dental-Kay showing approximately therown halves of the upper and lower jaw.

Brand-name drug
Aprescriptiondrugthat is protectedby trademark registration.

Bridgework

A fixed bridge is a partidlenture that is used as abutments, and is retained witbwnsor inlays
cemented to natural teeth. A fixedemovable bridge is a bridge that can be removed logatist but not
by a patient. A removable bridge is a partlahture that is retained by attachmentsusually clasps that
permit removal of thedenture.

Claim administrator
For this Plan, it is Aetna.

Coinsurance
The percentage of covered expenses that you gfégr the Plan pays its benefit¥our Plan at a Glance
shows you thecoinsurancethat you pay and what th&lan pays for coveredervices

Companion
This is a persowho needs to be with aNMEpatient to enable him or her:

1 To receive services in connection with an NME (National Medical Excellence) procedure or
treatment on an inpatient or outpatient basis; or

1 To travel to and from the facility where treatment is given
Copay/copayment

This is a fee that you pay at the time you receive a covered semdiader this Plan, the Optional Expanded
Vision Plan includesopays for some services.
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Crown
This is the portion of a tooth covered by enamel.

Custodial care

This meas services and supplies, includimgm and boardand other institutional care, provided to help
you in the activities of daily life. You do not have to be disabled. Such services and supplissoatial
careno matter who prescribes, recommends arforms them. This Plan does not coveustodial care

Deductible

This is theamount of covered expenses that a Plan participant must pay plachyearbefore the Plan
begins paying benefits

Dental hygienist

This is someone who has been trainegtovide certain dental services, such as the removal of stains and
deposits on the teeth.

Dentist
This means a legally qualifie@ntist or aphysicianlicensed to do the dental work he or she performs.

Denture
This is a device that replaces missing teeth.

Directory

This is a listing ah-network providers in the service area covered under the Plan. A current list of
network providers may be obtained frorthe Health Concierge at 1-855-414-1901 and is also available
0§ KNRB dzZaK ! Sy QitectyyTodFiidamiiNBvahieditiGaNdre.com

Durable medical equipment
This is equipment and the accessories needed to operate that is:
1 Made to withstand prolonged use;
Made for and used mainly in ¢htreatment of a disease or injury;
Suited for use in the home;
Not normally of use to people who do not have a disease or injury;
Not for use in altering air quality or temperature; and
Not for exercise or training.
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The Plan does not allow for more thaneitem of equipment for the same or similar purpodaurable
medical equipmentdoes not include equipment such as whirlpools, portable whirlpool pumps, sauna
baths, massage devices, odMmzd tables, elevators, communication aids, vision aids and telephone alert
systems.

Effective treatment of alcohobr Substance Abuse
This means program of alcohol or substance abuse therapy that is prescribed and supervised by a
behavioral health providerand either:

1 Has a followup therapy program directed byhysicianon at least a monthly basis; or

1 Includes meetings at least once a month witlganizations devoted to the treatment of alcohol or
substance abuse.

Note: Maintenance care (providing an alcohahd/or drugfree environment) andletoxificationare
y2i O2yaiRSNBR GSFFSOGAGS (NBIGYSYdos
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Effective treatmentof a Mental disorder
Thisis a program that:

1 Includes a written treatment plan that is prescribed and supervised tshavioral health
provider;

91 Includes followup treatment; and
1 Isfor a disorder that can be changed for the better.

Emergency admission
This means hospitaladmission when thghysicianadmits you to thehospital right after the sudden and,
at that time, unexpected onset of a change in your physical or mental condition:

1 That requires confinement right away as a-tuthe inpatient; and

1 For which, if immediate infggent care were not given, could (as determined by Aetna) reasonably
be expected to result in:

— Placing your health in serious jeopardy; or

— Serious impairment to bodily function; or

— Serious dysfunction of a body part or organ; or

— Serious jeopardy to thkealth of the fetus (in the case of a pregnant woman).

Emergency care

This means the treatment given to you itaspitalQ @mergency room to evaluate and treat medical
conditions of recent onset and severityincluding (but not limited to) severe painthat would lead a

prudent layperson, possessing an average knowledge of medicine and health, to believe that your
condition, sickness or injury is of such a nature that failure to get immediate medical care could result in:

1 Placing your health in seriousgpardy; or

1 Serious impairment to bodily function; or

9 Serious dysfunction of a body part or organ; or

9 Serious jeopardy to the health of the fetus (in the case of a pregnant woman).

Emergency condition

This means a recent and severe medical conditiamcluding (but not limited to) severe painthat would
lead a prudent layperson, possessing an average knowledge of medicine and health, to believe that your
condition, sickness or injury is of such a nature that failure to get immediate medical care cauwltdre

1 Placing your health in serious jeopardy; or

I Serious impairment to bodily function; or

9 Serious dysfunction of a body part or organ; or

9 Serious jeopardy to the health of the fetus (in the case of a pregnant woman).

Endodontics
This is the study anleatment of the dental pulp. Endodontic services includet canal therapy

Experimental and investigational
A drug, device, procedure or care is considezggderimental and investigationail:

1 There are insufficient outcomes data available from coltéclinical trials published in the peer
reviewed literature to substantiate its safety and effectiveness for the iliness or injury involved; or

91 It does not have the approval required for marketing by the U.S. Food and Drug Administration; or

1 A nationaly recognized medical or dental society or regulatory agency has determined, in writing,
that it is experimental, investigational or for research purposes; or
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1 Itis atype of drug, device or treatment that is the subject of a Phase | or Phase Il clinical trial or the
SELSNAYSyGEE 2N NS&SINDK INY 2F  tKFasS LLL Of AyA
in regulations and other official actions@publications of the FDA and U.S. Department of Health
and Human Services; or

1 The written protocol(s) or written informed consent used by the treating fadjliby another
facility studying the same drug, device, treatment or procedyustates that itis experimental,
investigational or for research purposes.

Fluoride
This is a solution of fluorine that is applied to the surface of teeth to prevent tooth decay.

Generic drug
Ageneric drugs aprescriptiondrugthat is not protected by trademark registration, but is produced and
sold under the chemical formulation name.

Home health care agency
This is an agency that:
1 Provides mainly skilled nursing and other therapeutic services; and

9 Is associated with a profdssal group (of at least onghysicianand oneRN) that makes policy;
and

Has fulitime supervision by physicianor anRN and
Keeps complete medical records for each patient; and
Has an administrator; and

=A =4 =4 =

Meets licensing standards.

Home health care plan
This is a plan that provides for care and treatment in your home. It must be:

9 Prescribed in writing by the attendimghysician and
1 An alternative to inpatienhospital or skilled nursing facilitycare.

Hospice care
This is care provided totarminally ill person by or under arrangements witthaspice care agencyThe
care must be part of hospice care program

Hospice care agency
This is an agency or organization that:
1 Hashospice careavailable 24 hours a day;
1 Meets any licensing or certificationastdards established by the jurisdiction where it is located;
1 Provides:
—  Skilled nursing services; and
— Medical social services; and
— Psychological and dietary counseling;
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1 Provides, or arranges for, other services that include:
— Physiciarservices; and
— Physical and occupational therapy; and
— Parttime home health aide services that consist mainly of caringeioninally ill people; and

— Inpatient care in a facility when needed for pain control and acute and chronic symptom
management;

1 Has at least the fadwing personnel:

— Onephysician and

— OneRN and

— One licensed or certified social worker employed by the agency;

Establishes policies about hdwspice caras provided;

laaSaasSa GKS LI GASyGtQa YSRAOFE FyR a20Alt vy
Develops dospice care prograno meet those needs;
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Provides an ongoing quality assurance program, including reviewBysjciars other than those
who own or direct the agency;

Permits all area medical personnel to utilize its services for their patients;
Keeps a medical record for each ieat;
Uses volunteers trained in providing services for-noedical needs; and

=A =4 =4 =4

Has a fultime administrator.

Hospice care program
This is a written plan dfospice carahat:
9 Is established by and reviewed from time to time by your attengiihgsicianand appropriate
hospice care agenagyersonnel;

91 Is designed to provide palliative (pain relief) and supportive catertainally ill people and
supportive care to their families; and

1 Includes an assessment of your medical and social needs, and a desaviftiie care to be given
to meet those needs.

Hospital
This is a place that:

1 Mainly provides inpatient facilities for the surgical and medical diagnosis, treatment and care of
injured and sick persons;

91 Is supervised by a staff physiciars;
1 Provides 2sour-a-dayRNservice;
91 Is not mainly a place for rest, for the aged, for drug addicts, for alcoholics, or a nursing home; and
1 Charges for its services.
Impression

This is a reproduction of a given area of a tooth.

Infertile or Infertility
A peson is considerethfertile if he or she is unable to conceive or produce conception after one year (6
months if the female partner is over age 35) of frequent, unprotected heterosexual sexual intercourse.
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Inlay
This is aestoration that is:

1 Made to fita tooth cavity; and
1 Cemented into place.

In-network care
This is a health care service or supply furnished by:

1 Anin-network provider; or

1 A health care provider who is not amnetwork providerwhen there is aremergency condition
and travel to a providr in the network is not possible.

In-network pharmacy
Apharmacy including amail-order pharmacy that has a contract with Aetna to dispense drugs to persons
covered under this Plan, but only while:

1 The contract remains in effect; and
1 Thepharmacydispersesprescription drugsunder the terms of its contract with Aetna.

In-network provider

This is a health care provider who has contracted to furnish services or supplieseigottated charge but
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1 The service or supply involved; and
I The class of employees to which you belong.

LPN
This means a licensed practical nurse.

Mail-Order Pharmacy
An establishment wherprescription drugsare legally dispensed by mail.

Medically Necessay

Health care servicemnd supplies that ahysician other health cargrovider ordentist, exercising prudent
clinical judgment, would provide to a patient for the purpose of evaluating, diagnosing or treating an
illness injury or disease. Thserviceor supplymust be

1 Providedm accordance with generally accepted standards of medicatntall practice;
9 Clinically appropriate, in terms of type, frequency, extent, site and duration

1 Considered effective for the patiettiliness, injuryor disease;
1

Not primarily for the convenience of the patiemthysician dentist or other health careprovider,
and

1 Not more costly than an alternative service or sequence of sertidsvould beat least as likely
to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that
patient'sillness, injuryor disease.
For these purposesd ISy SNl f £ @ | OOSLIGSR adl yRI NRstandas thaSaReA OF £ 2 NJ F
1 Based on credible scientific evidence published in peeiewed literature generally recognized by
the relevant medical or dental communijtgr

1 Otherwiseconsistent withphysicianor dental specialty society recommendations and the views of
physiciars ordentists practicing in relevant clinical areas and any other relevant factors.
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Mental disorder

This is a disease commonly understood to eemtal disoider whether or not it has a physiological or
organic basis. Treatment fanental disordes is usually provided by or under the direction dfehavioral
health providersuch as a psychiatrist, psychologist or psychiatric social wokkental disordersinclude
(but are not limited to):

1 Alcohol and substance abuse
Schizophrenia

Bipolar disorder

Panic disorder

Major depressive disorder
Psychotic depression

1 Obsessive compulsive disorder
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Morbid obesity
This means:

1 Your body mass index (BMI) exceeds 40; or

1 Your BMI exceeds 35 and you have one of the following conditions:
— Coronary heart disease; or
— Type 2 diabetes mellitus; or
— Clinically significant obstructive sleep apnea; or
— Medically refractory hypertension (blood pressure greater than 140 mmHg systdlicreg0

mmHg diastolic, despite optimal medical management).
Body mass index (BMI) is a marker that is used to assess the degree of obesity. To calculate your BMI:

1  Multiply your weight in pounds by 703.
1 Divide the result by your height in inches.
9 Divide hat result by your height in inches again.

NME patient
This is a person who:

1 Needs any of the National Medical Excellence (NME) program procedure and treatment types
covered by the Plan; and

I Contacts Aetna and is approved by Aetna adlBiE patient; and

1 Agees to have the procedure or treatment performed ihaspitalthat Aetna determines is the
most appropriate facility.

Negotiated charge
This is the maximum fee an-network providerhas agreed to charge for any service or supply for the
purpose of bendfs under this Plan.

Non-occupational disease
Anon-occupational diseasés a disease that does not:

1 Result from (or in the course of) any work for pay or profit; or
1 Resultin any way from a disease that does.
A disease will be considered norcupationakegardless of its cause if proof is provided that you:
1 Are covered under any type f2 N SNAR Q Olawad8y al GA 2y
1 Are not covered for that disease under such law.
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Non-occupational injury
Anon-occupational injuryis an accidental bodily injury that does not:

1 Result from (or in the course of) any work for pay or profit; or
1 Resultin any way from an injury that does.

Non-urgent admission
An admission that is not aamergency admissioor anurgent admission

Onlay
Arestoration that covers the entire surface of a tooth (often used to restore a part of a tooth or to increase
the height of a tooth).

Orthodontic treatment
This is anynedicalor dentalservice or supplywhether or not for the purpose of relieving paigivento
prevent, diagnose or correct a misalignmeuit

1 The teeth;
1 The bite; or
1 The jaws or jaw joint relationshijp
The following are not consideraatthodontic treatment:

1 The installation of a space maintainer; or
1 A surgical procedure to correntalocclusion.

Out-of-network care
This is a health care service or supply provided bgutrof-network providerif, as determined by Aetna:

1 The service or supply could have been provided binaretwork provider, and
I The provider does not belong to one more of the provider categories in tltkrectory.

Out-of-network provider
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furnish services or supplies anagotiated charge

Out-of-pocket maximum
Theout-of-pocket maximumis the maximum that you must pay out of pocket for caaaexpenses each
plan year

Partial hospitalization

A medically supervised day, evening and/or night treatment program for mental health or substance abuse
disorders. Caris coordinated by a multidisciplinary treatment team. Services are provided on an

outpatient basis for at least four hours per day and are available at least three days per week. The services
are of the same intensity and level as inpatient serviceshfertreatment of behavioral health disorders.

Pharmacy
An establishment wherprescription drugsare legally dispensed.

Physician
This means a legally qualifiptiysiciar® ¢KS GSNY aR2002NE Aa Ifaz2 dzzaSR (KN
Al YS YSIphysigid@dé a a

Plan year
The 12month period that begins on July 1 and ends on June 30

Precertification
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This is a review of certain types of care to determine whether the proposed care is covered by the Plan.
This review takes place before the cargiigen. In-network providers will precertify services on behalf of
the participant. If arout-of-network provideris used, the participant is encouraged to contact the Health
Concierge to precertify services to ensure that they are covered. If a seryiegformed outof-network

and later determined not to benedically necessargr to be a norcovered service, the participant will be
responsible for 100% of the cost of the service.

Prescriber

Any person, while acting within the scope of his or her lggerwho has the legal authority to write an order
for aprescriptiondrug.

Prescription
AprescribeQ @rder for aprescriptiondrug. If it is an oral order (such as a phoragrescription), it must
be put in writing promptly by th@harmacy

Prescripton drugs
Any of the following:
1 Adrug, biological or compoundgutescriptionthat, by federal law, may be dispensed only by
prescriptont YR GKIF G A& NBIdZANBR (G2 06S t106StSR a/ldziAaz2yy
prescriptiond &
1 Aninjectable cormtaceptive drug prescribed to be administered by a paid health care professional.

1 Aninjectable drug prescribed to be saliministered or administered by another person except
someone who is acting within his or her capacity as a paid health care profalss©overed
injectable drugs include insulin.

91 Disposable needles and syringes purchased to administer a covered injguteddeiptiondrug.
9 Disposable diabetic supplies.

Preventive care

Services to help prevent illness. The Plan copergentive caresuch as routine physical and weHild
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of preventive carein Preventive care

Provider

Providers who may give cavmder this plan can include audiologists, certified nurse midwives (per plan
provisions), chiropractors, chiropodists, clinical social workers, psychologists, clinical nurse specialists in
psychiatric behavioral health, professional counselors, marriagefamily therapists, dentists, doctors of
medicine (including osteopaths and other specialists), occupational therapists, opticians, optometrists,
podiatrists, registered physical therapists, retail health clinics and speech pathologists.

Psychiatrichospital
An institution that meetsll of the following criteria:

1 Mainly provides a program for the diagnosis, evaluation and treatmentesftal disorders or
alcohol or substance abuse.

1 Is not mainly a school or custodial, recreational or trainirggitution.

=

Provides infirmanjevel medical services.

==

Provides, or arranges withhespitalin the area to provide, any other medical service that may be
needed.

Is supervised fullime by a psychiatriphysicianwho is responsible for patient care.
Is daffed by psychiatriphysiciars involved in care and treatment.
Has a psychiatrighysicianpresent during the whole treatment day.
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Provides, at all times, psychiatric social work and nursing services.
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1 Provides, at all times, skilled nursing serviceddgnked nurses who are supervised by atioie
RN

1 Prepares and maintains a written plan of treatment for each patient. The plan must be supervised
by a psychiatriphysician

1 Charges for its services.

1 Meets licensing standards.

RN
This means a registed nurse.

Rebase
This is the process of refittingdenture by replacing the base material.

Recognized charge
Therecognized chargés the lower of:
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1 The charge Aetna determines to be appriape, based on factors such as:
— The cost of supplying the same or a similar service or supply; and
— The way charges for the service or supply are made, billed or coded.

For nonfacility chargesAetna uses the 8@ percentile of charges as reported in a daase of
charges that Aetna receives from a third party. Aetna may contribute information to that third
party that is used in assembling the database.

For facility chargesAetna uses the charge Aetna determines to be the usual charge level for the
servie@ in the geographic area where the service is furnished.

Aetna may reduce theecognized chargéo address the appropriate billing of services, taking into account
factors such as:

I The duration and complexity of a service;
Whether multiple procedures aregilled at the same time, but no additional overhead is required;
Whether an assistant surgeon is involved axedessaryfor the service;
Whether followup care is included;
Whether there are any other factors that modify or make the service unique; and

Whether any services are part of or incidental to the primary service provided if the charge
includes more than one claim line.
' Syl Qa NBAYOdzZNBASYSyid LR2tAOASE NB o6lFlasSR 2yyY
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1 Generally accepted standards of dieal and dental practice; and
1 The views ophysiciars anddentists practicing in the relevant clinical areas.

Aetna uses a commercial software package to administer some of these policies.
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In some circumstances, Aetna may have an agreement with a provider (either directly, or indirectly through
a third party) that sets the rate Aetna will pay for a service or supiplyhese instances, in spite of the
methodology described above, thiecogized chargeas the rate established in such agreement.

Reline
This is the process of resurfacing the tissue sided#raure with new base material.

Restoration
This is anyestoration of a tooth structure, tooth or oral tissue.
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Room and board charges
Charges made by an institution for room and board and othecessaryservices and supplies. The charges
must be regularly made at a daily or weekly rate.

Root canal therapy
The treatment of a tooth having a damaged pulp.

Scaling
This is the removal of tear and stains from teeth.

Semiprivate room rate

This is theoom and boardchargethat an institution applies to the most beds in its sepnivate rooms
with two or more beds. If there are no such rooms, Aetna will figure the rate. It will be then@ge
commonly charged by similar institutions in the same geographic area.

Skilled Nursing Facility
This is an institution that:

1 Islicensed or approved under state or local law;
1 Qualifies as a skilled nursing facility under Medicare, or as an institatioredited by:
— The Joint Commission on Accreditation of Health Care Organizations;
— The Bureau of Hospitals of the American Osteopathic Association; or
— The Commission on the Accreditation of Rehabilitative Facilities.
1 Is primarily engaged in providing skdlnursing care and related services for residents who need:
— Medical or nursing care; or
— Rehabilitation services because of injury, iliness or disability;

1 Islicensed to provide, and does provide, the following on an inpatient basis for persons
convalescig from disease or injury:

— Professional nursing care by BN or by anLPNdirected by a fultime RN and

— Physicatestoration services to help patients to meet a goal of s&lfe in daily living
activities;

Provides 24our-a-day nursing care by licendeurses directed by a fufime RN

Is supervised fulime by aphysicianor RN

Keeps a complete medical record for each patient;

Has a utilization review plan;
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Is not mainly a place for rest, for the aged, for people who are mentally retarded, cu$twdial
or educational care;

1 Is not mainly a place for the care and treatment of alcoholism, substance abusental
disorders, and

1 Charges for its services.

A skilled nursing facility may be a rehabilitatiomspital or a portion of ahospital desigrated for skilled or
rehabilitation services.

Specialist
A specialistis aphysicianwho practices in any generally accepted medical or surgicaspabialty, and
provides care that is not considered routine medical care.

Surgery center
This is dreestanding ambulatory surgical facility that:

1 Meets licensing standards.
91 Is set up, equipped and run to provide general surgery.
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1 Charges for its services.

1 Is directed by a staff gfhysiciars, at least one of whom is on the premises when surgery is
performed and during the recovery period.

1 Has at least one certified anesthesiologist at the site when surgery that requires general or spinal
anesthesia is performed, and during the recovery period.

1 Extends surgical staff privilegesghysiciars who pratice surgery in an arelaospitaland to
dentists who perform oral surgery.

1 Has at least two operating rooms and one recovery room.

=

Provides or arranges with a medical facility in the area for diagnosty #nd laboratory services
needed in connection wh surgery.

Does not have a place for patients to stay overnight.
Provides, in the operating and recovery rooms,-fimfle skilled nursing services directed byRN
Is equipped and has staff trained to handle medical emergencies.

Must have ghysiciantrained in CPR, a defibrillator, a tracheotomy set and a blood volume
expander.
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1 Has a written agreement with an aréaspital for the immediate emergency transfer of patients.
Written procedures for such a transfer must be displayed, and the staff musivheeaof them.

1 Provides an ongoing quality assurance program that includes reviepisyisiciars who do not
own or direct the facility.

1 Keeps a medical record for each patient.

Terminally ill
This is a medical prognosisX¥ months or fewer to live.

Urgentadmission
Anurgent admissioris one in which th@hysicianadmits you to thenospital because of:

I The onset of, or change in, a disease; or
1 The diagnosis of a disease; or
9 Aninjury caused by an accident.

Anurgent admissionwhile not needing ammergeny admission is severe enough to require confinement
as an inpatient in @aospital within two weeks from the date the need for confinement becomes apparent.

Urgent Care Provider
This is a freestanding medical facility that:

1 Provides unscheduled medical giees to treat arurgent conditionif your physicianis not
reasonably available;

Routinely provides ongoing unscheduled medical services for moreeilyabhconsecutive hours;
Charges for services;

Is licensed and certified as required by state or fedkeral or regulation;

Keeps a medical record for each patient;

=A =2 = 4 =4

Provides an ongoing quality assurance program, including revieywBysyciars other than those
who own or run the facility;

1 Isrun by a staff gbhysiciars, with onephysicianon call at all times; and

1 Has a fultime administrator who is @hysician
An urgent care provider may also bplysiciaQd 2 FFAOS AF Al KIFI& O2y iN} OGSR 64
OFNB YR A&z gAl0K ! Syl Qaect@pay an$wetwark uiggrddadzRrSvider. Ay A Ga LN

Ahospitalemergency room or outpatient department is not considered to be an urgent care provider.

143 Definitions



Urgent condition
This is a sudden illness, injury or condition that:

1 Is severe enough to require prompt medical aitien to avoid serious health problems;

1 Includes a condition that could cause you severe pain that cannot be managed without urgent care
or treatment;

91 Does not require the level of care provided ih@spital emergency room; and
f  Requires immediate outpatied Y SRA OF f OF NB G KI (0 physigiddliecomés LJ2 & G L2 y
reasonably available.
Walk-in clinic
Afree-standing health care faciitthat:
1 Treasunscheduled and/or noemergency illnesses and injuries; and
1 Administescertain immunizations.
Awalk-in clinicmust
1 Provide unscheduled and/or neamergency medical services
Make charges for the services proviged
Be licensed and certified as required by any state or federal law or regulation
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Be staffed by independent practitionersuch as NursPractitionerslicensed in the state where
the clinic is located

Keep a medical record on each patignt

Provide an ongoing quality assurance program

Have at least onphysicianon call at all times

Have gphysicianwho sets protocol for clinical pol&s, guidelines and decisigrend
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Not be the emergency room or outpatient department ofi@spital.

144 Definitions



Issued: December 2014 CCG: COMWLWA-0002



