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Effective Date: January 1, 2025
Certificate of Insurance

Cigna Health and Life Insurance Company (“Cigna Healthcare”) hereby certifies that it has issued a Small
Group LocalPlus® Plan and Certificate of Insurance (herein called the “Plan”).

This Plan is governed by the laws of the United States of America and the State of Arizona

This Certificate replaces any previous Certificates of Insurance that may have been issued to You by
Cigna HealthcaresM.

Subject to the provisions of the Plan, each Member, together with his/her eligible Dependents for whom
application is initially made and accepted, shall have coverage under the Plan, beginning on the Effective
Date shown on the Identification Card, if We receive timely payment of total Premium due to Cigna
Healthcare. Issuance of this Certificate by Cigna Healthcare does not waive the eligibility and Effective
Date provisions stated in the Plan.
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IMPORTANT NOTICES

DIRECT ACCESS TO OBSTETRICIANS AND GYNECOLOGISTS

YOU DO NOT NEED PRIOR AUTHORIZATION FROM THE PLAN OR FROM ANY OTHER PERSON
(INCLUDING YOUR PRIMARY CARE PHYSICIAN) IN ORDER TO OBTAIN ACCESS TO
OBSTETRICAL OR GYNECOLOGICAL CARE FROM A HEALTH CARE PROFESSIONAL IN OUR
NETWORK WHO SPECIALIZES IN OBSTETRICS OR GYNECOLOGY. THE HEALTH CARE
PROFESSIONAL, HOWEVER, MAY BE REQUIRED TO COMPLY WITH CERTAIN PROCEDURES,
INCLUDING OBTAINING PRIOR AUTHORIZATION FOR CERTAIN SERVICES, FOLLOWING A
PRE-APPROVED TREATMENT PLAN, OR PROCEDURES FOR MAKING REFERRALS. FOR A
LIST OF PARTICIPATING HEALTH CARE PROFESSIONALS WHO SPECIALIZE IN OBSTETRICS
OR GYNECOLOGY, VISIT WWW.MYCIGNA.COM OR CONTACT CUSTOMER SERVICE AT THE
PHONE NUMBER LISTED ON THE BACK OF YOUR ID CARD.
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Welcome

Cigna Healthcare would like to welcome you to Our family and let you know that Our priority is your health. If you
have any question about Your Plan or need help finding a Provider, Call the phone number listed on the back of
Your card.

Introduction

Your medical coverage is provided under a Plan and Certification issued by Cigna Health and Life Insurance
Company (Cigna Healthcare). This Plan is a legal contract between You and Us.

Under this Plan, “We,” “Us,” and “Our” mean Cigna Healthcare. “You” or “Your” refers to covered persons under
the Plan. “Member“ means You and any eligible Dependents who are enrolled for coverage under this Plan.

The benefits of this Plan are provided only for those services that are Medically Necessary as defined in this Plan
and for which the Member has benefits. The fact that a Physician prescribes or orders a service does not, in itself
mean that the service is Medically Necessary or that the service is a Covered Service. Consult this Plan or phone
Us at the phone number listed on the back of Your ID card if you have any questions regarding whether services
are covered.

This Plan contains many important terms (such as “Medically Necessary” and “Covered Service”) that are
defined in the section entitled “Definitions.” Before reading through this Plan, be sure that You understand the
meanings of these words as they pertain to this Plan.

We provide coverage to You under this Plan based upon the answers submitted by You and Your Family
Member(s) on Your signed individual application. In consideration for the payment of the Premiums stated in this
Plan, We will provide the services and benefits listed in this Plan to You and Your Family Member(s) covered
under the Plan.

With the exception of Emergency Services, Pre-Hospital Emergency Medical Services, and emergency
ambulance services, this Plan provides coverage in a specific Service Area. Please see the definition of
Service Area for more information.

Employees and/or Dependents Residing Outside the LocalPlus® Service Area:

If You and/or Your eligible Dependent(s) reside permanently outside of the Arizona LocalPlus® Service Area,
but reside within the national LocalPlus® eligibility area, You and/or Your Dependent(s) has access to Our
LocalPlus® network of physicians and hospitals, in addition to Emergency Services, Urgently Needed
Services, and Telephone Triage and Screening Services as described elsewhere in this Certificate. Employees
not living in the LocalPlus® eligibility area OR employees with at least one covered dependent not living in the
LocalPlus® eligibility area are not eligible for this coverage.

Choice of Hospital and Physician: Nothing contained in this Plan restricts or interferes with A Member’s right
to select the Hospital or Physician of their choice. A Member may pay more for Covered Services if they are
received from a Hospital or Physician that is a Non-Participating Provider
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Network

The Network for this Plan is the LocalPlus® Network. The LocalPlus® Network has been specially designed to
contain the best Providers that we’re confident will serve all of Your needs. You can access up-to-date lists of
Our Network Providers and other LocalPlus® Network information at www.cignahealthcare.com. Printed
directories are available upon request, without charge.

If You Need a Specialist

Your PCP is important to the coordination of your care. While this Plan does not require referrals to visit
specialists, if you need specialty care you are encouraged to work with your PCP, who can coordinate your
care and assist you in selecting a specialist appropriate for your care.

The referral system can be used to keep your PCP involved in and apprised of all of your health care needs. If
you receive Covered Services from a specialist in the Plan’s network without a referral, you will not be subject
to a penalty, and the claims for those Covered Services will be processed according to the applicable level of

benefits.

You will need to submit an Out-of-Network Authorization Request Form to receive the necessary
Preauthorization for out-of-network services in this situation. If you would like information on the process or the
policy and procedure for requesting out-of-network authorization, please contact Us at the phone number listed
on the back of Your ID card.

If Your Physician Leaves the Network

If your PCP or specialist ceases to be a Participating Provider, We will notify you in writing of his or her
impending termination at least 30 days in advance of the date the PCP leaves the network and provide
assistance in selecting a new PCP or identifying a new specialist to continue providing Covered Services. If
you are receiving treatment from a Participating Provider at the time his or her Participating Provider
agreement is terminated, for reasons other than medical incompetence or professional misconduct, you may
be eligible for continued care with that Provider.

Continuity of Care

If your PCP, specialist or facility ceases to be a Participating Provider, We will notify you. Under certain
medical circumstances, We may continue to reimburse Covered Expenses from your facility, PCP or a
specialist you’ve been seeing at the Participating Provider benefit level even though he or she is no longer
affiliated with Cigna Healthcare’s network. If you are undergoing a course of treatment for a Serious and
Complex Condition; or undergoing a course of institutional or inpatient care; or scheduled to undergo non-
elective surgery, including receipt of postoperative care with respect to such a surgery; or determined to be
terminally ill and are receiving treatment for such iliness, and continued treatment is Medically Necessary, you
may be eligible to receive continuing care from the Non-Participating Provider for a specified time, subject to
the treating Provider’s agreement. You may also be eligible to receive continuing care if you are pregnant and
undergoing a course of treatment for the pregnancy, in which case, continued care may be extended through
your delivery and include a period of postpartum care.

Such continuity of care must be approved in advance by Cigna Healthcare, and your Provider must agree to
accept Our reimbursement rate and to abide by Cigna Healthcare’s policies and procedures and quality
assurance requirements. There may be additional circumstances where continued care by a Provider who
ceases to be a Participating Provider will not be available, such as when the Provider loses his/her license to
practice or retires.

You may request continuity of care from Cigna Healthcare after your Participating Provider’s termination from
Cigna Healthcare’s network; start by calling the phone number listed on the back of Your ID card. Continuity of
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http://www.cignahealthcare.com/

care must be Medically Necessary and approved in advance by Us. Continuity of care will cease upon the
earlier of:

e Successful transition of your care to a Participating Provider; or
o Completion of your treatment; or
e The next Annual Open Enroliment Period; or

e The length of time approved for continuity of care ends.

Note Regarding Health Savings Accounts (HSAS)

Cigna Healthcare offers some plans that are intended to qualify as “high deductible health plans” (as defined in
26 U.S.C. §223(c)(2)). Plans that qualify as high deductible health plans may allow You, if You are an “eligible
individual” (as defined in 26 U.S.C. §223(c)(1)), to take advantage of the income tax benefits available when
You establish an HSA and use the money You deposit into the HSA to pay for qualified medical expenses as
allowed under federal tax law.

Cigna Healthcare does not provide tax advice. It is Your responsibility to consult with Your tax advisor or

attorney about whether a plan qualifies as a high deductible health plan and whether You are eligible to take
advantage of HSA tax benefits.
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Important Information Regarding Benefits

Prior Authorization Program

Cigna Healthcare provides you with a comprehensive personal health solution medical management program
which focuses on improving quality outcomes and maximizes value for you.

PRIOR AUTHORIZATION FOR INPATIENT SERVICES

Prior Authorization is required for all non-emergency inpatient admissions, and certain other
admissions, in order to be eligible for benefits. FAILURE TO OBTAIN PRIOR AUTHORIZATION PRIOR
TO AN ELECTIVE ADMISSION to a Hospital or certain other facilities MAY RESULT IN A PENALTY OR
DENIAL OF PAYMENT FOR THE SERVICES PROVIDED.

Your Participating Provider will submit Prior Authorization to Us for in-network reimbursement. Penalty for failure
to obtain Prior Authorization by a Participating Provider for an in-network admission, is the Providers
responsibility and will not impact the You.

Prior Authorization for non-emergency admission from Non-Participating Providers can be submitted by the
Provider if the Provider is able and willing to file on your behalf. If a Non-Participating Provider is not submitting
on your behalf, You must submit by calling the phone number listed on the back of Your ID card.

We will reduce benefits by 50% with respect to charges from Non-Participating Providers for treatment,
services and supplies for services which require prior authorization by us but for which You or Your Provider
did not request prior authorization.

To verify Prior Authorization requirements for inpatient services, including which other types of facility
admissions require Prior Authorization, you can:

¢ call Cigna Healthcare at the phone number listed on the back of Your ID card, or

e check www.mycigna.com, under “Coverage” then select “Medical.”
Please note that emergency admissions will be reviewed post admission.

Inpatient Prior Authorization reviews both the necessity for the admission and the need for continued stay in
the Hospital.

PRIOR AUTHORIZATION FOR QUTPATIENT SERVICES

Prior Authorization is also required for certain outpatient procedures and services in order to be
eligible for benefits. FAILURE TO OBTAIN PRIOR AUTHORIZATION PRIOR TO CERTAIN ELECTIVE
OUTPATIENT PROCEDURES AND SERVICES MAY RESULT IN A PENALTY OR DENIAL OF PAYMENT
FOR THE SERVICES PROVIDED.

Your Participating Provider will submit Prior Authorization to Us for reimbursement.
Prior Authorization for non-emergency outpatient procedures and services from Non-Participating Providers
can be submitted by the Provider if the Provider is able and willing to file on your behalf. If a Non-Participating

Provider is not submitting on your behalf, You must submit by calling the phone number listed on the back of
Your ID card.
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We will reduce benefits by 50% with respect to charges from Non-Participating Providers for treatment,
services and supplies for services which require prior authorization by us but for which You or Your Provider
did not request prior authorization.

To verify Prior Authorization requirements for outpatient procedures and services, including which
procedures and services require Prior Authorization, you can:

¢ call Cigna Healthcare at the phone number listed on the back of Your ID card, or

e check www.mycigna.com, under “Coverage” then select “Medical.”

If You require a Medically Necessary Covered Service that is not available through an In-Network Provider and
We authorized Your In-Network Provider’'s Referral, We will cover the service from the Out-of-Network Provider
as if it were performed by an In-Network Provider.

Upon Your written request, We shall provide or arrange for the completion of covered services from a
terminated In-Network Provider from the date of their termination if you were receiving services from the
terminated In-Network Provider at the time of the contract termination. Your applicable copay, deductible, or
other cost sharing during the period of completion of covered services with a terminated In-Network provider
will be the same cost sharing You would pay when receiving care from a current In-Network provider. In order
to submit a request for Continuity of Care, you must submit the request in writing within 60 days of Provider
Termination by completing a Continuity of Care/Transition of Care Authorization Request Form.

In order to submit a request for Transition of Care, you must submit the request in writing within 60 days of the
effective date of your coverage by completing a Continuity of Care/Transition of Care Authorization Request
Form.

If you would like information on the process or the policy and procedure for requesting a Continuity of Care or
Transition of Care, please contact Member Services at the number listed on the back of Your ID card.

If You obtain Prior Authorization for Out-of-Network Services due to an access issue, We will cover the
Covered Services at no greater cost to You than if the Covered Services were obtained from an In-Network
Provider.

When You visit an Out-of-Network Provider for pre-Authorized Services not available from In-Network
Providers, We will:

e Pay the Claim at the amount agreed to by the Out-of-Network Provider and Cigna; or 80th percentile of
charges made by Providers of such service or supply in the geographic area where it is received as
compiled in a database selected by Us, less any patient Coinsurance, Copayment, or Deductible
responsibility under the Plan;

e Pay the Claim at the preferred benefit Cost-Sharing level; and when issuing payment, provide You with
an explanation of benefits.

PRIOR AUTHORIZATION IS NOT A GUARANTEE OF PAYMENT. Prior Authorization does not guarantee
payment of benefits. Coverage is always subject to other requirements of this Plan’s limitations and exclusions,
payment of Premium, and eligibility at the time care and services are provided. A Prior Authorization request,
once granted or deemed granted, is binding on the Plan and may be relied on by the enrollee and provider. It
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may not be rescinded or modified by the Plan or its utilization review agent after the provider renders the
authorized health care services in good faith and pursuant to the authorization unless there is evidence of
fraud or misrepresentation by the provider.

Retrospective Review

If Prior Authorization was not performed, Cigna Healthcare will use retrospective review to determine if a
scheduled admission was Medically Necessary. Cigna Healthcare will also use retrospective review to
determine if an emergency admission was Medically Necessary. In the event the services are determined to be
Medically Necessary, benefits will be provided as described in this Plan. If it is determined that a service was
not Medically Necessary, Cigna Healthcare will not cover any Charges for that service.

PRIOR AUTHORIZATION FOR PRESCRIPTION DRUGS

Prior Authorization is required for certain Prescription Drugs and Related Supplies. For complete, detailed
information about Prescription Drug authorization procedures, exceptions and Step Therapy, please
refer to the section of this Plan titled “Prescription Drug Benefits.”

To verify Prior Authorization requirements for Prescription Drugs and Related Supplies, including
which Prescription Drugs and Related Supplies require authorization, you can:

= call Cigna Healthcare at the phone number listed on the back of Your ID card, or

= Jog on to www.cigna.com/ifp-drug-lists.

NOTE REGARDING PRIOR AUTHORIZATION OF INPATIENT SERVICES, OUTPATIENT SERVICES AND
PRESCRIPTION DRUGS

Some services or therapies may require you to use particular Providers approved by Cigna Healthcare for the
particular service or therapy and will not be covered if you receive them from any other Provider regardless of
participation status.
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Definitions

The following definitions contain the meanings of key terms used in this Plan. Throughout this Plan, the terms
defined appear with the first letter of each word in capital letters.

90 Day Retail Pharmacy is a retail Participating Pharmacy that provides all the Covered Services of any other
retail Participating Pharmacy, and, through an agreement with Cigna Healthcare, or with an organization
contracting on Cigna Healthcare’s behalf, dispenses up to a 90-day supply of Prescription Drugs or Related
Supplies. Please note not every Participating Pharmacy is a 90 Day Retail Pharmacy, however every
Participating Pharmacy can provide a 30-day supply of Prescription Drugs or Related Supplies.

Acceptable Third-Party Payor means one or more of the following:
o the Ryan White HIV/AIDS Program established under Title XXVI of the Public Health Service Act;
e an Indian tribe, tribal organization, or urban Indian organization;

o alocal, state or federal government program, including a grantee directed by a government program to
make payments on its behalf; or

e an independent private entity that (i) is organized as a not-for-profit organization under state law, (ii)
has received a determination from the Internal Revenue Service that the entity qualifies for an
exemption from federal income tax under 26 U.S.C. § 501(c)(3), and (iii) makes payments on Your
behalf solely on the basis of publicly available criteria and does not in any way consider the health
status of any Member in determining whether to make such payments on Your behalf.

Annual Open Enrollment Period means the designated period of time during each Calendar Year, when
individuals can apply for coverage for the following Year.

Appeal means a Grievance concerning Adverse Determinations regarding availability, delivery or quality of health
care service; claims payment or reimbursement for health care services; matters pertaining to the terms and
conditions of the contractual relationship between a covered person and the health carrier; or matters pertaining to
the contractual relationship between a healthcare provider and a health carrier.

Applied Behavior Analysis means the design, implementation, and evaluation of environmental modifications
using behavioral stimuli and consequences to produce socially significant improvement in human behavior,
including the use of direct observation, measurement, and functional analysis of the relationship between
environment and behavior.

Autism Spectrum Disorders means pervasive developmental disorders as defined in the most recent edition
of the Diagnostic and Statistical Manual of Mental Disorders, including autism, Asperger’s disorder, and
pervasive developmental disorders not otherwise specified.

Brace is an Orthosis or orthopedic appliance that supports or holds in correct position any movable part of
the body and that allows for motion of that part.

Brand Name Drug (Brand Name) means a Prescription Drug that Cigna Healthcare identifies as a Brand Drug
across its book-of-business, principally based on available data resources, including, but not limited to, First
Databank or another nationally recognized drug indicator source, that classify drugs or biologics as either Brand
or Generic based on a number of factors. Not all products identified as a “Brand Name” by the manufacturer,
Pharmacy, or your Physician may be classified as a Brand Drug under the Plan.
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Charges means the actual billed charges, except when the Provider has contracted with Cigna Healthcare for
a different amount, including where Cigna Healthcare has contracted with an entity to arrange for the provision
of Covered Services through contracts with Providers of such services and/or supplies.

Children’s Health Insurance Program (CHIP) means an insurance program that provides health coverage to
eligible children that do not otherwise qualify for Medicaid.

Cigna Healthcare, We, Our, and Us mean Cigna Health and Life Insurance Company, or an affiliate. Cigna
Healthcare is a licensed and regulated insurance company operating throughout the United States.

Cigna LifeSOURCE Designated Transplant Network® Facility is a facility with a transplant program that is
included in the Cignha LifeSOURCE Transplant Network®.

Cigna Pathwell Specialty Network is a network that includes, but is not limited to, contracted Physician offices,
ambulatory infusion centers, home and outpatient hospital infusion centers, and contracted specialty pharmacies.
When the Cigna Pathwell Specialty Network cannot meet the clinical needs of the customer as determined by
Cigna Healthcare, exceptions are considered and approved when appropriate.

Cigna Vision is a designated product administered by Us that provides vision services performed by an
ophthalmologist or optometrist for Pediatric Vision Care under this plan.

Coinsurance means the percentage of Covered Expenses the Member is responsible for paying after applicable
Deductibles are satisfied. Coinsurance does not include Copayments. Coinsurance also does not include
Charges for services that are not Covered Services or Charges in excess of Covered Expenses, or
Charges which are not Covered Expenses under this Plan.

Copayment means a set dollar amount of Covered Expenses the Member is responsible for paying. Copayment
does not include Charges for services that are not Covered Services or Charges in excess of Covered Expenses.
Copayments are calculated separately from Coinsurance.

Cosmetic Surgery is performed to change the appearance of otherwise normal looking characteristics or
features of the patient’s body. A physical feature or characteristic is normal looking when the average person
would consider that feature or characteristic to be within the range of usual variations of normal human
appearance.

Cost Share is the Deductible, Copayment and Coinsurance amounts you are responsible to pay under the
Plan.

Covered Expenses are the expenses incurred for Covered Services under this Plan which Cigna Healthcare will
consider for payment under this Plan. Covered Expenses are:

= The Negotiated Rate for Covered Services from Participating Providers.

=  The Maximum Reimbursable Charge.

As determined by Cigna Healthcare, Covered Expenses will include all charges made by an entity that has
contracted with Cigna Healthcare to arrange, through contracts with Providers, for the provision of any Covered
Services.

Covered Expenses may be limited by other specific maximums described in this Plan. Covered Expenses are
subject to applicable Deductibles and other benefit limits. An expense is incurred on the date the Member
receives the service or supply. Covered Expenses may be less than the amount that is actually billed.

Covered Services are Medically Necessary services or supplies that:
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e are listed in the benefit sections of this Plan, and
e are not specifically excluded by the Plan, and
e are provided by a Provider that is:
o licensed in accordance with any applicable federal and state laws,

o aHospital, accredited by the Joint Commission on the Accreditation of Healthcare
Organizations or by another appropriately licensed organization, and

o acting within the scope of the Provider’s license and (if applicable) accreditation.

Custodial Care is any service that is of a sheltering, protective, or safeguarding nature. Such services may
include a stay in an institutional setting, at-home care, or nursing services to care for someone because of age or
mental or physical condition. This service primarily helps the person in performing activities of daily living.
Custodial care also can provide medical services, given mainly to maintain the person’s current state of health.
These services cannot be intended to greatly improve a medical condition; they are intended to provide care
while the patient cannot care for himself or herself. Custodial Services include but are not limited to:

e Services related to watching or protecting a person;

e Services related to performing or assisting a person in performing any activities of daily living, such as: (a)
walking, (b) grooming, (c) bathing, (d) dressing, (e) getting in or out of bed, (f) eating, (g) preparing foods,
or (h) taking medications that can be self-administered; and

e Services not required to be performed by trained or skilled medical or paramedical personnel.

Dedicated Virtual Care Physician means a Physician who is part of a designated network from one or more
organizations contracted with Cigna Healthcare to provide certain Virtual Care Services.

Dedicated Virtual Primary Care means a Virtual Care Service provided by a Dedicated Virtual Care
Physician for routine primary care needs for conditions such as diabetes, hypertension, cholesterol, asthma, or
other non-urgent issues.

Dedicated Virtual Urgent Care means a Virtual Care Service provided by a Dedicated Virtual Care Physician
for minor acute medical conditions such as a cold, flu, sore throat, rash or headache.

Deductible means the amount of Covered Expenses that must be paid for Covered Services each Plan Year
before benefits are available under this Plan.

Dental Prostheses are dentures, crowns, caps, bridges, clasps, habit appliances, and partials.

Diabetic Equipment includes blood glucose monitors, monitors designed to be used by blind persons; insulin
pumps and associated appurtenances, insulin infusion devices, batteries, skin preparation items, adhesive
supplies, infusion sets, insulin cartridges, durable and disposable devices in the injection of insulin and any other
required disposable supplies; and podiatric appliances for the prevention of complications associated with
diabetes. Diabetic Equipment also includes the repair or maintenance of insulin pumps not covered under a
manufacturer's warranty and rental fees for pumps during the repair and necessary maintenance of insulin
pumps, neither of which shall exceed the purchase price of a similar replacement pump.

Diabetic Pharmaceuticals and Supplies include visual reading and urine test strips; ketones and protein test
strips; blood glucose monitors, therapeutic continuous glucose monitors and the associated supply items on
Cigna Healthcare’s Prescription Drug List; lancets and lancing devices; insulin and insulin analogs, injection aids;
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including devices used to assist with insulin injection and needleless systems; syringes and hypodermic needles,
prescriptive oral agents for controlling blood sugar levels; and glucagon emergency Kits.

Diabetic Self-Management Training is instruction in an outpatient setting which enables a diabetic patient to
understand the diabetic management process and daily management of diabetic therapy as means of avoiding
frequent hospitalization and complications.
Durable Medical Equipment is defined as items which:

e are designed for and able to withstand repeated use by more than one person;

e customarily serve a therapeutic purpose with respect to a particular lliness or Injury, as certified in writing
by the attending medical Provider;

e generally are not useful in the absence of Iliness or Injury;

e are appropriate for use in the home;

e are of a truly durable nature; and

e are not disposable.
Suct;}_equipment includes, but is not limited to, crutches, Hospital beds, wheelchairs, respirators, and dialysis
machines.

Effective Date is the date on which coverage under this Plan begins for You and any of Your Family Member(s).

Emergency Medical Condition means a medical condition, including a Mental Health Disorder or Substance
Use Disorder manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a
prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the
absence of immediate medical attention to result in:

e serious jeopardy to the patient's health, including mental health (or, with respect to a pregnant woman,
the health of the woman or her unborn child) serious impairment to bodily functions; or

e serious dysfunction of any bodily organ or part.

¢ harm to the patient or others.

Emergency Services means, with respect to an Emergency Medical Condition:

¢ a medical screening examination that is within the capability of the emergency department of a Hospital
or of an independent freestanding emergency facility, including ancillary services routinely available to the
emergency department to evaluate the Emergency Medical Condition; and

e such further medical examination and treatment, to the extent they are within the capabilities of the staff
and facilities available at the Hospital, to Stabilize the patient.

Essential Health Benefits: To the extent covered under this Plan, expenses incurred with respect to Covered
Services, in at least the following categories: ambulatory patient services, Emergency Services, hospitalization,
maternity and Newborn care, Mental Health and Substance Use Disorder services, including behavioral health
treatment, Prescription Drugs, rehabilitative and Habilitative Services and devices, laboratory services, preventive
and wellness services and chronic disease management, and pediatric services, including oral and vision care.

Experimental / Investigational / Unproven Procedures: a drug, device or medical treatment or procedure is

considered Experimental or Investigational or Unproven if:
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¢ it has not been demonstrated through existing peer-reviewed, evidence-based scientific literature to be
safe and effective for treating or evaluating the condition or lllness for which it is proposed; or

¢ it has not been given approval for marketing by the United States Food and Drug Administration at the
time it is furnished, and such approval is required by law; or

o reliable evidence shows it is the subject of ongoing phase |, II, Il or IV clinical trial or under study to
determine its maximum tolerated dose, its toxicity, its safety, its efficacy or its efficacy as compared with
the current standard of treatment or diagnosis; or

¢ reliable evidence shows that the consensus of opinion among experts is that further studies or clinical
trials are necessary to determine its maximum tolerated dose, its toxicity, its safety, its efficacy or its
efficacy as compared with the standard means of treatment of diagnosis.

Reliable evidence means only: the published reports and articles in authoritative, peer-reviewed medical and
scientific literature; written protocol or protocols by the treating facility or other facilities studying substantially the
same drug, device or medical treatment or procedure; or the medical informed consent used by the treating
facility or other facilities studying substantially the same drug, device or medical treatment or procedure.

Family In-Network Deductible applies if You and one or more of Your Family Member(s) are enrolled for
coverage under this Plan. It is an accumulation of the Individual In-Network Deductible paid by each Family
Member during a Plan Year. Each Member can contribute up to the Individual In-Network Deductible amount
toward the Family In-Network Deductible. Once the Family In-Network Deductible amount is satisfied, the
remaining Individual In-Network Deductibles will be waived for the remainder of the Plan Year. The amount of the
Family In-Network Deductibles are described in the Schedule of Benefits section of this Plan.

Family In-Network Out-of-Pocket Maximum applies if You and one or more of Your Family Member(s) are
enrolled for coverage under this Plan. It is an accumulation of the In-Network Deductible, Coinsurance and
Copayments each Family Member has accrued during a Plan Year. Each Member can contribute up to his or her
Individual In-Network Out-of-Pocket amount toward the Family In-Network Out—of-Pocket Maximum. Once the
Family In-Network Out-of-Pocket Maximum has been met in a Plan Year, You and Your Family Member(s) will
no longer be responsible to pay Coinsurance or Copayments for medical or Pharmacy services for Covered
Expenses incurred during the remainder of that Plan Year from Participating Providers. Non-compliance penalty
charges do not apply to the Family In-Network Out-of-Pocket Maximum and will always be paid by you. The
amount of the Family In-Network Out-of-Pocket Maximums are described in the Schedule of Benefits section of
this Plan.

Family Member means Your spouse, children or other persons enrolled for coverage under this Plan. Family
Members who may be eligible for coverage under this Plan are described further in the section of the Plan titled
“Who is Eligible for Coverage?”

Family Out-of-Network Deductible applies if You and one or more of Your Family Member(s) are enrolled for
coverage under this Plan. It is an accumulation of the Individual Out-of-Network Deductibles paid by each Family
Member during a Plan Year. Each Member can contribute up to the Individual Out-of-Network Deductible amount
toward the Family Out-of-Network Deductible. Once the Family Out-of-Network Deductible amount is satisfied in
a Plan Year, the remaining Individual Out-of-Network Deductibles will be waived for the remainder of the Plan
Year. The amount of the Family Out-of-Network Deductible is described in the Schedule of Benefits section of
this Plan.

Family Out-of-Network Out-of-Pocket Maximum applies if You and one or more of Your Family Member(s) are
enrolled for coverage under this Plan. It is an accumulation of the Out-of-Network Deductible, Coinsurance and
Copayment each Family Member has accrued during a Plan Year. Each Member can contribute up to his or her
Individual Out-of-Network Out-of-Pocket amount toward the Family Out-of-Network Out-of-Pocket Maximum.
Once the Family Out-of-Network Out-of-Pocket Maximum has been met in a Plan Year, You and Your Family
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Member(s) will no longer be responsible to pay Coinsurance or Copayments for medical or Pharmacy services
for Covered Expenses incurred during the remainder of that Plan Year from Non-Participating Providers. Non-
compliance penalty charges do not apply to the Family Out-of-Network Out-of-Pocket Maximum and will always
be paid by you. The amount of the Family Out-of-Network Out-of-Pocket Maximum is described in the Schedule
of Benefits section of this Plan.

Foreign Country Provider is any institutional or professional Provider of medical or psychiatric treatment or care
who practices in a country outside the United States of America.

Free-Standing Outpatient Surgical Facility means an Institution which meets all of the following requirements:
e it has a medical staff of Physicians, nurses and licensed anesthesiologists;

e it maintains at least two operating rooms and one recovery room;
¢ it maintains diagnostic laboratory and x-ray facilities;

e it has equipment for emergency care;

e it has a blood supply;

e it maintains medical records;

¢ it has agreements with Hospitals for immediate acceptance of patients who need Hospital confinement on
an inpatient basis; and

e itis licensed in accordance with the laws of the appropriate legally authorized agency.

Generic Drug (Generic) means a Prescription Drug that Cigna Healthcare identifies as a Generic Drug at a
book-of-business level principally based on available data resources, including, but not limited to, First Databank
or another nationally recognized drug indicator source, that classify drugs or biologics (including biosimilars) as
either brand or generic based on a number of factors. Not all products identified as a “Generic” by the
manufacturer, Pharmacy or your Physician may be classified as a Generic Drug under the Plan.

Habilitative Services are those services that are:

o designed to assist a child to develop a physical, speech or mental function which has not developed
normally or has been delayed significantly from the normal developmental time frame,

e are expected to result in significant and measurable therapeutic or developmental improvement over a
clearly defined period of time, and

e are individualized and there is documentation outlining quantifiable, measurable and attainable
treatment goals.

Health Plan Value Assessment Committee (HVAC) is a committee comprised of voting and non-voting
representatives across various business units of Cigna Healthcare or its affiliates that is duly authorized by
Cigna Healthcare to make recommendations regarding coverage treatment of Prescription Drugs and Related
Supplies based on clinical findings provided by the P&T Committee, including, but not limited to, decisions
regarding tier placement and application of utilization management to Prescription Drugs and Related
Supplies.

Home Health Agencies and Visiting Nurse Associations are home health care Providers that are licensed
according to state and local laws to provide skilled nursing and other services on a visiting basis in your home.
They must be approved as home health care Providers under Medicare and the Joint Commission on
Accreditation of Health Care Organizations.
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Hospice Care Program means a coordinated, interdisciplinary program to meet the physical, psychological,
spiritual and social needs of dying persons and their families; a program that provides palliative and supportive
medical, nursing and other health services through home or inpatient care during the lliness; a program for
persons who have a Terminal lliness and for the families of those persons.

Hospice Care Services means palliative and supportive medical, nursing and other health services through
home or inpatient care that are Covered Expenses provided by: (a) a Hospital, (b) a Skilled Nursing Facility or a
similar Institution, (c) a Home Health Agency and Visiting Nurse Association, (d) a hospice facility, or (e) any
other licensed facility or agency under a Hospice Care Program.

Hospital means:

e an Institution licensed as a Hospital, which: (a) maintains, on the premises, all facilities necessary for
medical and surgical treatment; (b) provides such treatment on an inpatient basis, for compensation,
under the supervision of Physicians; and (c) provides 24-hour service by Registered Graduate Nurses;
or

e an Institution which qualifies as a Hospital, a psychiatric Hospital and a provider of services under
Medicare, if such Institution is accredited as a Hospital for the appropriate treatment and/or diagnosis
by the Joint Commission on the Accreditation of Healthcare Organizations; or

e an Institution which: (a) specializes in treatment of Mental Health and Substance Use Disorder or other
related lliness; (b) provides residential treatment programs; and (c) is licensed in accordance with the
laws of the appropriate legally authorized agency.

The term Hospital will not include any Institution or facility in which a significant portion of the activities include
rest, recreation, leisure, or any other services that do not consist exclusively of Covered Services.

lliness is a sickness, disease, or condition of a Member.

Individual Deductible means the amount of Covered Expenses each Member must pay for Covered Services
each Plan Year before benefits are available under this Plan. The amount of the Individual Deductible is
described in the Schedule of Benefits section of this Plan.

Individual Out-of-Pocket Maximum is an accumulation of Covered Expenses. It includes Deductibles,
Copayments and Coinsurance for medical and Prescription Drug Covered Services. Once the Out-of-Pocket
Maximum has been met for the Plan Year, for Covered Expenses, you will no longer have to pay any
Coinsurance or Copayment for medical or Pharmacy services for Covered Expenses incurred during the
remainder of that Plan Year. Non-compliance penalty charges do not apply to the Individual Out-of-Pocket
Maximum and will always be paid by you. The amount of the Individual Out-of-Pocket Maximum is described in
the Schedule of Benefits section of this Plan.

Infertility is the condition of an otherwise presumably healthy individual who is unable to conceive or produce
conception during a period of one year of unprotected sexual intercourse or the inability to sustain a successful
pregnancy.

Infusion and Injectable Medications are medications ordered or prescribed by a Physician and administered
under the supervision of a healthcare professional. Such Specialty Medications may require Prior Authorization
or Step Therapy. Refer to the “Prescription Drug Benefits” section of this Plan for Prior Authorization and Step
Therapy information.

Injury means an accidental bodily injury.

Institution means an establishment that furnishes food, shelter, and some treatment or services to four or
more persons unrelated to the proprietor.
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Limited Distribution Drugs (LDDs) are drugs with special requirements used to treat conditions affecting only
a small percentage of the population. Because of this, the manufacturer may choose to limit the distribution of
the drug to only a few pharmacies, or as recommended by the Food and Drug Administration (FDA) for the
drug as a condition of its approval of the drug. This type of restricted distribution helps the manufacturer to
monitor the inventory of the drug, educate the dispensing pharmacists about the required necessary
monitoring, and ensure that any associated risks are minimized.

Maximum Reimbursable Charge (MRC): The MRC represents the maximum amount that Cigna Healthcare
will pay an out-of-network health care provider for a covered service under the medical plan.

Medicaid means a state program of medical aid for needy persons established under Title XIX of the Social
Security Act of 1965 as amended.

Member means both You, the Plan holder, and all other Family Member(s) who are covered under this Plan.

Medically Necessary or Dentally Necessary services or supplies are those that are determined by Cigna
Healthcare to be all of the following:

e Appropriate and necessary for the symptoms, diagnosis or treatment of the medical or dental condition.
¢ Clinically appropriate in terms of type, frequency, extent, site and duration.

¢ Provided for the diagnosis or direct care and treatment of the medical or dental condition.

¢ Not primarily for the convenience of any Member, Physician, or another Provider.

o Within generally accepted standards of good medical practice within the community of qualified
professionals.

¢ Rendered in the least intensive setting that is appropriate for the delivery of the services and supplies.
Where applicable, Cigna Healthcare may compare the cost-effectiveness of alternative services, settings
or supplies when determining least intensive setting.

o The most appropriate procedure, supply, equipment or service which can be safely provided and that
satisfies the following requirements:

o Must have been proven by scientific studies published in peer-reviewed medical literature to be
associated with beneficial health outcomes, demonstrating that the expected health benefits are
clinically significant and produce a greater likelihood of benefits, without a disproportionately
greater risk of harm or complications, for the patient with the particular medical condition being
treated than other possible alternatives; and

o Generally accepted forms of treatment that are less invasive have been tried and found to be
ineffective or are otherwise unsuitable; and

o For Hospital stays, acute care as an inpatient is necessary due to the kind of services the patient
is receiving or the severity of the medical condition, and that safe and adequate care cannot be
received as an outpatient or in a less intensified medical setting.

The fact that a Provider prescribed, ordered, recommended or approved a service, supply, treatment or
Confinement does not in and of itself make it Medically Necessary or Dentally Necessary or a Medical or Dental
Necessity.

Medicare means the program of medical care benefits provided under Title XVIII of the Social Security Act of
1965 as amended.
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Mental Health Disorder is defined as a condition that impairs the behavior, emotional reaction or thought
processes; these include, but are not limited to depression, psychosis, mania or other psychological
symptoms.

Mental Health or Substance Use Disorder Residential Treatment Center means an Institution which:

e specializes in the treatment of psychological and social disturbances that are the result of Mental
Health and/or Substance Use Disorder conditions;

e provides a subacute, structured, psychotherapeutic treatment program, under the supervision of
Physicians, Other Health Care Professionals under the direct supervision of a Physician, or a
healthcare professional independently licensed by a state to provide such services and working
within the scope of his/her license (physician assistant, nurse practitioner);

e provides 24-hour care, in which a person lives in an open setting; and
e s licensed in accordance with the laws of the appropriate legally authorized agency as a residential
treatment center.

Negotiated Rate is the lesser of billed Charges or the rate of payment that has been negotiated with a
Participating Provider for Covered Services.

Newborn is an infant within 31 days of birth.

Non-Participating Pharmacy/Out-of-Network Pharmacy is a retail or home delivery Pharmacy which Cigna
Healthcare has NOT contracted with to provide Prescription Drug services to Members.

Non-Participating Provider/Out-of-Network Provider is a Provider who does not have a Participating Provider
agreement in effect with Cigna Healthcare for this Plan at the time services are rendered.

Office Visit means a visit by the Member, who is the patient, to the office of a Physician during which one or
more of only the following specific services are provided:

e History (gathering of information on an lliness or Injury)
o Examination
¢ Medical decision making (the Physician’s diagnosis and plan of treatment)
This does not include other services (e.g. x-rays or lab services) even if performed on the same day.

Orthoses and Orthotic Devices are orthopedic appliances or apparatuses used to support, align, prevent or
correct deformities.

Other Health Care Facility means a facility other than a Hospital or hospice facility which is operated by or has
an agreement with Cigna Healthcare to render services to Mem