NORTHIMIAMI
[F L 0 R | D A
ADDENDUM NoO. 1

AUGUST 12, 2019

Solicitation Title: Agent of Record for Employee Benefit Programs

Thursday, August 22, 2019
By 3:30 PM

Solicitation No.: ~ RFP 71-18-19 Due Date:

Attention all potential bidders:

X MUST Addendum: Read carefully and follow all instructions. Information included in this
Addendum will have a material impact on the submittal for this solicitation. All “MUST”
addenda are considered a matter of responsiveness. “MUST” addenda must be
acknowledged on Form “A-5”. Failure of a Submitter to acknowledge the addenda shall
be cause for rejection of the bid.

Note: Please be advised that the opportunity to submit questions and/or requests for
clarifications regarding this Solicitation is solely for the purpose of clarifying the scope of
services, eligibility criteria, performance requirements and procedural matters related to
the selection, award and expectations of the City for this contract.

To all prospective bidders, please note the following questions and/or requests for
clarifications:

Q.1  Toreceive credit for local vendor preference is the following needed for compliance
of Section 7-151 in the City Code:

Q.1A Do the office hours need to be posted and an employee required to be
there each business day?

A.1A Section 7-151 does not establish requisite office hours or required
number of employees to be present at the business location.

Q.1B Are there minimum requirements for office hours (CNM employees
can come in to discuss issues, questions, claims, etc.)?

A.1B Section 7-151 does not set forth requisite office hours for purposes of
establishing local business preference.

Q.1C Does a licensed HIPAA certified agent need to be available at the
location to answer questions?

A.1C Section 7-151 does not set forth any requirements for HIPAA certified
agents.

Q.1D Does the office need to have identifiable signage indicating the
presence of said company?
A.1D Section 7-151 does not set forth any requirements for signage.
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Q.2

A.2

Q.3

A3

Q.4

A4

Q.1E Does the office need to be established prior to the first RFP that was
issued on May 28th, 2018 based on the fact that the subsequent
RFPs are a continuation of the process?

A.1E Local Business must have been established prior to the issuance of
this Solicitation on July 22, 2019.

Under what circumstance would a change to the RFP requirements happen and
who has the authority to make those changes? Is that request required to be
written and part of public records? For example, in RFP #35-18-19, there were
two addendums with major changes:

A. Addendum 2 issued on 5/16/19: change to qualifications and change to
the RFP deadline date

1. Who requested those changes — the City, a company participating
in the RFP process and/or an interested party?

B. Addendum 3issued on 5/24/19 at 4:54 pm: change made to RFP
deadline after the deadline had passed (3:30 pm on 5/24/19)

1. Who requested those changes — the City, a company participating
in the RFP process and/or an interested party?

This Solicitation provided an opportunity for interested parties to submit
guestions and/or requests for clarification related to the subject matter of the
Solicitation and/or procedural aspects of the Solicitation itself. However, most of
the questions included above or either hypothetical in nature or not germane to
this Solicitation at all, but rather to a previous RFP.

As a matter of clarification, there are any number off reasons for changes to be
made to this or any other solicitation. The Purchasing Department is responsible
for the issuance of any such changes, in consultation with the appropriate City
staff, if necessary. Such discussions regarding potential changes can be either
verbal and/or in writing.

What are the expectations/services that will be required throughout the year for
on-site: annual open enroliment, monthly open enroliments, wellness activities,
and claims advocacy, if the agency selected is outside of the local area (e.g. a
company that is located 200+ miles away)??

It is required that the selected vendor provide face to face meetings for all activities
listed above and additional face to face interaction on an as-needed basis.

Are phone calls made to commission members and the mayor prior to the final
commission vote a violation of the cone of silence?

Any phone calls made to commission members and the mayor after the City
Manager’'s written recommendation of award is not in violation of the cone of
silence.

When does the cone of silence end?
The cone of silence is lifted at the time the City Manager provides a written
recommendation of award.
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Q.6  Does the City require that the following services be included as part of the
Schedule of Fees in the RFP? Hours are approximated and based on a one year
period of time:

Q.6A Monthly on-site new hire and enrollment meetings (24 — 48 hours).
A.6A Yes. On an as-needed basis.

Q.6B Resolution of online technical issues with employees (36 hours)
A.6B Yes. On an as-needed basis.

Q.6C Management and audit of weekly carrier error reports (104 hours)
A.6C Yes. On an as-needed basis.

Q.6D During the annual open enroliment period:
Q.6D1 On-site open enroliment meetings/enroliment process (16 hours)
A.6D1 Yes. On an as-needed basis.

Q.6D2 Consultations for updating and maintenance of Plan Source
(40-60 hours)
A.6D2 Yes. On an as-needed basis.

Q.6D3 Consultations required to create connection between carriers and Plan
Source (80 hours during)
A.6D3 Yes. On an as-needed basis.

Q.6D4 Audit of open enrollment files to check on incomplete enroliments (24-
36 hours during)
A.6D4 Yes. On an as-needed basis.

Q.6D5 Audit of final carrier feed file submission (16-24 hours)
A.6D5 Yes. On an as-needed basis.

Q.6E On-going audits of carrier discrepancy reports (26 hours)
A.6E Yes. On an as-needed basis.

Q.6F Creation of benefit books, contribution spreadsheets, enroliment flyers,
wellness flyers and any other marketing needs.
A.6F Yes.

Q.6G Claims
Q.6G1 On-site claims advocates (900 — 1,000 hours)
A.6G1 Yes. On an as-needed basis.

Q.6G2 Resolution of claims and eligibility issues for retirees (50 — 100
hours)
A.6G2 Yes. On an as-needed basis.

Q.6H Wellness (100 hours)
1. Quarterly meetings with in-house wellness team to evaluate and
decide on future events.
2. Meeting with carrier to review and capitalize on all carrier resources.
3. Update activity/events calendar.
4. Submit applications on behalf of the City for awards (e.g. Healthiest
Employer, Florida Worksite Wellness, etc.).
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Q.7

A7
Q.8

A.8

Q.9

A.9

Q.10

A.10

Q.11

All

Q.12

A.l12

5. Vet all vendor for City Wellness Coordinator and serve as point of
contact for events.
6. Collect data and provide reporting.
7. Monthly events coordination.
8. Two wellness days — coordination and in-house staff participation.
A.6H Yes. On an as-needed basis.

Pages 14 and 15 Section 2.7 INSURANCE — Please confirm if the City is willing to
accept the Auto Liability based on Auto limits on any one accident or loss?

Yes.

Pages 14 and 15 Section 2.7 INSURANCE — Please confirm if the City is willing to
accept that our professional liability limits are each wrongful act/annual aggregate
and our policy has a $5 million retention. Our annual report is available online for
the City to review.

The $5 million retention is too high. Although the requirements call for $25K
retention, the City may consider acceptance of a higher retention such as $100,000
if an award is made (after a favorable review of financials).

Pages 14 and 15 Section 2.7 INSURANCE — With regards to WOS we would
request that the waiver of the insurer’s subrogation rights with WC, EL, GL and Al
be removed or if not, will the City allow mutual waivers under the other party’s
policies?

The Waiver of Subrogation in favor of the City of North Miami shall remain. City is
amenable to discuss mutual waivers if an award is made.

Pages 14 and 15 Section 2.7 INSURANCE - Please confirm if the City would
allow the Awardee to advise that a canceled, or non-renewed policy would be
replaced with no coverage gap and a current COI would be provided and not
provide a cancellation notice, since coverage will be replaced with no gap?

The City must be notified in writing either by the awardee or carrier of any actual
policy changes (such as a change in the carrier or impending cancellation or non-
renewal), albeit we will accept a COI with replacement coverage showing no gap
in coverage.

Section 2.7.5 - Our primary policy limits are sufficient to meet the limits
requirements in the agreement. We do not track claims that erode policy limits, if
necessary we have Umbrella or Excess policy limits if primary limits are exhausted.
Is this acceptable to the City?

Umbrella policy is acceptable with a “Broad as Primary Endorsement”.

Pages 14 and 15 — Indemnification: Please confirm if the City is willing to accept
the indemnification be limited to losses and damages as a result of our negligence
and covered under the terms of our general liability policy; any wrongful acts solely
in rendering or failing to render professional services and covered under our
professional liability policy; or, any claim alleging a security failure, privacy event
or wrongful act and covered under our cyber liability policy (misappropriation of
trade secret or, infringement of patent are exclusions in our cyber policy).

Will accept indemnification for loss/damage due to your negligence in the G/L
policy; the Professional Liability policy will be required to provide coverage for
errors and omissions occurring while rendering professional services, separate
from that provided under the cyber liability policy (for copyright, trademark,
infringement, etc).
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Q.13

A.13

Q.14

A.14

Q.15

A. 15

Q.16

A.16

Q.17

A.l7

Q.18

A.18

Q.19

A.19

Q.20

A.20

Q.21

A.21

Scope of Services — Item 5 — Are you requesting the Broker/Consultant pay for
these services or just assist in review of the process and current vendor?

The City is requesting the Broker/Consultant to pay for the platform and
maintenance.

Scope of Services — Item 6 and 8 — Are you requesting the Broker/Consultant pay
for an online enrollment system? If so, what system is the City using today? What
is the cost of the system? Does the City want to change systems?

The City is requesting the vendor pay for the platform and maintenance. Currently,
the City uses PlanSource. The cost of the system is unknown to the City. The City
is open to changing systems after year one of the contract.

Scope of Services — Item 10 — How is the call center handled today, are these
services outsourced or handled internally by the current consultant? What has
been the utilization of these services (i.e. how many calls per month for the past
12 months)?

The call center is handled internally by the current consultant.

Scope of Services — Iltem 12 — What technology platform is currently in place? Is
the City looking to make changes, if so why? What is the current cost of the
technology platform? If a change is made are you able to extrapolate the data to
be implanted in the new system?

Currently, the City uses PlanSource. The cost of the system is unknown to the City.
The current broker pays for it. The City is open to changing systems after year one
of the contract. The City is able to export the data from Plansource to import into
a new system if the decision is made by the city to change platforms.

Scope of Services — Item 16 — How are these questions currently being
addressed? On average, how many questions are asked per month? What types
of questions are currently being asked?

The current vendor has claim agents available to answer questions or assist with
claim issues by either phone or email. The turnaround time varies but normally
within 48 hours. We do not track how many questions are asked per month.

Scope of Services — Item 17 - Clarify is “dedicated” agent can work on other clients
or just the City? How often has the City used these agents in the past 12 months?
They can work with other clients; however, the City does need an assigned agent.
The City uses the agent frequently.

Scope of Services — Item 18 - Does the City currently have a wellness program in
place? If so, what programs/services are being offered through the wellness
program. Does the City have an established Wellness Committee?

Yes, the City has a Wellness Program and Wellness Committee. The City
currently, has fitness programs multiple times a week and very quarterly.

Scope of Services — Item 21 - Is the request for the broker/consultant to find a
provider for these services or pay for these services? What/Who is currently being
used? What is the cost of the current program?

Yes, requesting the broker/consultant to find a provider and pay for the services.
Currently, the City uses PlanSource. The cost of the system is unknown to the City
since the current broker pays for it.

Scope of Services — Item 30 — Is this currently performed under the current
agreement? Please provide a current example.
Yes. Please see “Attachment A” for current example.

RFP 71-18-19 Agent of Record for Employee Benefit Programs

Addendum No. 1

Page 5 of 6



Q.22

A.22

Q.23
A.23
Q.24
A.24

Q.25

A.25

Q.26
A.26

Q.27
A.27
Q.28
A.28

Q.29
A.29

Q.30

A.30

Can you provide the current agreement and annual compensation of the
incumbent insurance broker?

Please see “Attachment B” for current agreement. The annual compensation rate
of commission is 3.5% paid by the vendor.

This RFP was out the middle of 2018 & again in 2019, what is causing the RFP to
be rejected and why is the RFP out again so soon?

The City reserves the right to cancel and/or re-advertise and re-solicit Solicitations
at any time when determined to be in the best interest of the City.

RFP Due Date: Would the City consider extending the closing date?
No.

Please provide us the premium vs. claims report for the 2017 and 2018 plan year.
These reports should come from the insurance carrier in either PDF or Excel
format.

Please see “Attachment C” for claims report.

Please provide a de-identified large claim report for the 2017 and 2018 plan year.
Please see “Attachment D” for large claims report.

Please include utilization reports from the carrier from the 2017 and 2018 plan
year.
Please see “Attachment C” for claims report.

Please provide the plan designs offered to employees during the 2017, 2018, and
2019 plan year.
Please see “Attachment E, F, G” for Plan Design Medical

Please describe the current wellness program.

The voluntary Wellness Program encourages employees to make behavioral
changes to help prevent and/or reverse the onset of chronic diseases. The
resources include training and education, physical activities, lunch and learn
programs, and online information that promotes employee overall well-being. We
are constantly searching for ways to keep healthcare costs under control and
ultimately reduce them as much as possible

Please provide the wellness program details from the prior carrier. (UHC and Rally
Health).
The program is similar to the current wellness program.

All other terms, conditions, and specifications remain unchanged for this Solicitation.

End of Addendum.
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8/7/2019 Benefit Confirmation Statement

e

City of North Miami | 776 NE 125 Street 1st Floor | North Miami, FL 33161

Generated: August 07, 2019

Benefits Confirmation Statement

Each benefit election you have made is listed below.

Your enrollment will be complete when you click Confirm at the bottom of the page.

To make adjustment to your elections, click on the Enroll in Benefits link to the left.

Your Information

Name: Email: Class:
FL — Employee R_etiree Medical Premium
Number: Tier:
Empl?yme”t Department:
Level:
Phone: Home: " Hire Date: Union:
Gender: F
Status: Employee - Active
01/01/2019 to 12/31/2019 Elections
Medical Coverage Your Cost Employer Cost
HNOnly OA $250 Plan Employee Only $0.00 $125.63
Start Date 01/01/2019 :
Dental
DHMO Plan Employee Only %0.00 $3.12
Start Date 01/01/2019
Vision
Decline Other
Original Effective Date 01/01/2019
Basic Employee Life
Basic Life & AD&D - Class 3 Enrolled %$0.00 $5.96
Start Date 01/01/2019
Volume $68,000.00

Voluntary Short Term Disability
Decline Decline
Original Effective Date 01/01/2019

Voluntary Long Term Disability
Decline Decline

https://benefits.plansource.com/sub/enroll_confirm/print?message=%253Cspan%2520style%253D%252 2font-family%253Atahoma%252Csans-serif%. ..

12



8/7/2019 Benefit Confirmation Statement
Original Effective Date 041/01/2019
Voluntary Employee Life
Decline Decline
Original Effective Date 01/01/2019

Salary Reduction Authorization

YES I Agree
Start Date 01/01/2019
Per Pay Period Cost $0.00 $134.71

htlps:/ibenefits.plansource.comfsublenroll_confirm/print?message="%253Cspan%2520style% 253D %25 22font-family % 263Atahoma%252Csans-serif%...  2/2
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CITY OF NORTH MIAMI
FIFTH OPTION TO RENEW
PROFESSIONAL SERVICES AGREEMENT EXTENSION
(RFQ18-07-08 AGENT OF RECORD)

THIS FIFTH OPTION TO RENEW PROFESSIONAL SERVICES AGREEMENT
(“Fifth Option Agreement”) is made and entered into this day of 272y fyx , 2018, by and
between the City of North Miami, a Florida municipal corporation, located at 776 NE 125™ Street,
North Miami, FL (“City”) and Sapoznik Insurance & Associates, LLC, a limited liability
company organized and existing under the laws of the State of Florida, having its principal office
at 1100 NE 163™ Street, 2" Floor, North Miami Beach, FL 33162 (“Contractor”). The City and
Contractor shall collectively be referred to as the “Parties”.

RECITALS
WHEREAS, on January 13, 2009, the City entered into an agreement with Contractor
(“Agreement”) for the provision of Agent of Record Insurance Services for City employee’s
benefits plan (“Services”), in accordance with the terms, conditions and specifications contained
in the City’s Request for Qualifications # 18-07-08, Agent of Record Services for City’s
Employee Benefits Plans (“RFQ”); and

WHEREAS, the initial term of the Agreement was five (5) years from the date specified
in the City’s Notice to Proceed; and

WHEREAS, upon completion of the initial term, the City had the option to renew the
Agreement for five (5) additional one-year terms, with the written consent of the Parties.

WHEREAS, the fourth one (1) year renewal term expires on December 31, 2018; and

WHEREAS, the City did not exercise the fifth and final option to renew the Agreement for
one (1) year, opting to issue a solicitation for the agent of record services; and

WHEREAS, on May 25, 2018,the City issued “RFP No. 54-17-18 Agent of Record for
Employee Benefits Program” seeking proposals from experienced and qualified firms.

WHEREAS, at the August 28, 2018 City Council Meeting, the Mayor and Council voted
5-0 to reject staff’s recommendation presented for RFP No 54-17-18 ,issue a new solicitation and
extend the existing contract with Sapoznik for an-additional one (1) year term, commencing on
January 1, 2019 and concluding on December 31, 2019; and

WHEREAS, the Mayor and City Council determined that it was in the best interest of the
City of North Miami for staff to proceed with a new RFP for the January 1, 2020 to December 31,
2020 term;

NOW THEREFORE, in consideration of the mutual promises and covenants set forth
herein and other good and valuable consideration, the Parties hereto agree as follows:
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1. The City hereby extends the Agreement for Agent of Record Services for the Employee
Benefits Plans for the one (1) year term commencing January 1, 2019, through December 31, 2019.

2. The Contractor hereby accepts the City’s option to extend this Agreement for the provision
of Services, for the one (1) year term commencing January 1, 2019, through December 31, 2019.

3. The City shall have no options to renew the Agreement remaining.

4. The Contractor agrees to provide Services in accordance with the terms, conditions and
specifications contained in the Contract Documents at the reduced commission rate of 3.5%.
Additionally, both parties mutually agree that the City shall have the option to administer and
exercise full control of all wellness dollars appropriated by the City’s insurance provider, if it so

chooses at a later date.

5. The Parties agree that this Fifth one (1) year Option Agreement shall be made part of the
Agreement previously executed by the Parties, attached hereto as Exhibit “A”.

6. No modification or amendment hereto shall be valid unless in writing and executed by
properly authorized representatives of the Parties.

7. This Fifth one (1) year Option Agreement shall be binding upon the Parties hereto, their
successors in interest, heirs, executors, assigns and personal representatives.

8. All other terms of the Agreement, which have not been modified by this Fifth one (1) year
Option Agreement, shall remain in full force and effect.

[The remainder of this page is intentionally left blank.)
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IN WITNESS WHEREQF, the Parties have executed this Agreement by their respective
proper officers duly authorized the day and year first written above.

ATTEST: Sapoznik Insurance & Associates, LLC, a Florida
limited liability company:

Corporate Secretary or Witness: “Contractor” B

By:

Print Name: )(/E/JAIE:ﬂ{ ,A/A'HM!M/ Print Name: /V_bQ% /;y‘y_,g 2294 )

Tite: (L F O Title: 442

Date: ?//71//8 Date: é’// 7//57

ATTEST: City of North Miami, a Florida municipal

Corporation ¢
e ™

By: i

Michael A. Etienne, Esq. Larry {/ E pﬁg Jh

City Clerk City M

APPROVED AS TO FORM AND

LEGAL SUFFICIENCY:

J eff PHA Cazeau Esq.
City Attorney
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Premium vs Claims Incurred Including IBNR - Underwriting - Non-Standard

Report Filter:

({-Policy Number} = 000706725) And ({Book Year/Month} = 2019-03, 2019-02, 2019-01, 2018-12, 2018-11, 2018-10, 2018-09, 2018-08, 2018-07, 2018-06, 2018-05, 2018-04, 2018-03, 2018-02, 2018-01, 2017-12, 2017-11, 2017-10, 2017-09, 2017-08, 2017-07, 2017-06, 2017-05, 2017-04, 2017-03, 2017-02, 2017-01, 2016-12, 2016-11,
2016-10, 2016-09, 2016-08, 2016-07, 2016-06, 2016-05, 2016-04) And ({Bill/Service Year/Month} = 2018-12, 2018-11, 2018-10, 2018-09, 2018-08, 2018-07, 2018-06, 2018-05, 2018-04, 2018-03, 2018-02, 2018-01, 2017-12, 2017-11, 2017-10, 2017-09, 2017-08, 2017-07, 2017-06, 2017-05, 2017-04, 2017-03, 2017-02, 2017-01, 2016~
12, 2016-11, 2016-10, 2016-09, 2016-08, 2016-07, 2016-06, 2016-05, 2016-04) And ({Benefit Type Category} ({ID Field}) = 9 or 10) And ({Funding Arrangement Category} <> Administrative Services Only)

Premium vs Claims Incurred Including IBNR - Underwriting - Non-Standard

Please Note:

For markets moving to service fees, premiums are shown with service fees included. For markets continuing to pay commissions, premium still includes commissions.

Year/Month Premium PMPM Medical Payments Payments Payments Total Payments Ratio PMPM Average PMPM

2016-04 47 30 $32,083 $682.63 $9,664 $1,203 $12,716 $23,583 73.5% $501.78
2016-05 47 30 $32,083 $682.63 $6,586 $1,203 $13,214 $21,002 65.5% $446.86
2016-06 47 30 $32,083 $682.63 $3,297 $1,203 $13,237 $17,737 55.3% $377.39
2016-07 46 30 $31,135 $676.86 $1,186 $1,177 $9,260 $11,623 37.3% $252.68
2016-08 46 30 $31,135 $676.86 $17,139 $1,177 $16,382 $34,698 111.4% $754.31
2016-09 46 30 $31,135 $676.86 $19,560 $1,177 $13,704 $34,442 110.6% $748.73
2016-10 46 30 $31,135 $676.86 $2,834 $1,177 $13,383 $17,394 55.9% $378.14
2016-11 46 30 $31,135 $676.86 $3,210 $1,177 $13,279 $17,667 56.7% $384.06
2016-12 46 30 $31,135 $676.86 $1,420 $1,177 $16,097 $18,694 60.0% $406.40
2017-01 680 458 $292,526 $430.18 $95,485 $7,050 $37,836 $140,370 48.0% $206.43
2017-02 673 458 $388,887 $577.84 $364,384 $6,074 $44,481 $415,839 106.9% $617.89
2017-03 673 457 $388,158 $576.76 $122,290 $7,003 $69,648 $198,941 51.3% $295.60 $389.68
2017-04 676 457 $386,443 $571.66 $82,219 $6,966 $68,647 $157,833 40.8% $233.48 $353.59
2017-05 680 462 $389,474 $572.76 $120,523 $7,013 $94,549 $222,085 57.0% $326.60 $347.46
2017-06 676 464 $388,795 $575.14 $140,677 $6,094 $75,382 $223,053 57.4% $329.96 $344.40
2017-07 667 459 $384,870 $577.02 $141,909 $6,918 $35,928 $184,756 48.0% $277.00 $336.18
2017-08 668 460 $385,510 $577.11 $175,669 $6,890 $40,943 $223,501 58.0% $334.58 $332.54
2017-09 669 461 $385,879 $576.80 $174,594 $6,871 $55,074 $236,539 61.3% $353.57 $331.72
2017-10 668 460 $385,879 $577.66 $329,346 $6,871 $56,379 $392,597 101.7% $587.72 $356.48
2017-11 666 461 $384,448 $577.25 $158,350 $6,797 $55,436 $220,583 57.4% $331.21 $354.04
2017-12 661 460 $383,251 $579.80 $91,854 $6,769 $37,330 $135952 35.5% $205.68 $341.57
2016-01 671 764 $204,914 $439.51 $139,218 $10,043 $58,132 $207,392 70.3% $309.08 $350.28
2018-02 678 475 $378,609 $558.42 $143,214 $10,430 $50,365 $204,008 53.9% $300.90 $323.76
2018-03 673 473 $376,435 $559.34 $220,094 $10,193 $67,097 $297,383 79.0% $441.88 $335.98
2018-04 671 469 $373,661 $556.87 $199,301 $10,145 $67,640 $277,086 74.2% $412.94 $351.01
2018-05 676 472 $377,179 $557.96 $291,364 $10,249 $46,916 $348,529 92.4% $515.58 $366.90
2018-06 681 475 $381,320 $559.95 $178,508 $10,368 $39,510 $228,386 59.9% $335.37 $367.34
2018-07 691 483 $384,894 $557.01 $181,083 $10,472 $64,798 $256,354 66.6% $370.99 $375.12
2018-08 694 488 $387,766 $558.74 $220,312 $10,546 $61,180 $292,038 75.3% $420.80 $382.37
2018-09 670 479 $378,378 $564.74 $182,798 $10,190 $61,474 $254,462 67.3% $379.79 $384.54
2018-10 660 474 $372,340 $564.15 $255,564 $10,029 $49,042 $314,635 84.5% $476.72 $375.29
2018-11 656 472 $370,069 $564.13 $197,934 $9,087 $72,387 $280,308 75.7% $427.30 $383.14
2018-12 654 469 $368,227 $563.04 $499,232 $9,957 $72,170 $581,350 157.9% $888.93 $438.63

Total by Experience Period

Current Period 8,075 5,603 $4,443,801 [ $2,708,621 $122,609 $710,711 $3,541,941 79.7% $438.63

Prior Period 8,474 5,787 s4,827,102 [ $2,062,196 $93,790 $792,904 $2,948,891 61.1% $347.99

Average Membership/PMPM Premium and Payments by Experience Period

Current Period 673 474 sss0.32 [ $335.43 $15.18 $88.01 $438.63

Prior Period 404 276 ss569.65 [ $243.36 $11.07 $93.57 $347.99

% Change

Current Period vs Prior Period 66.8% 72.2% a4 [ 37.8% 37.2% (5.9%) 26.0%



The following grid shows detail of the main Summary Grid. If you have not requested to Add More Details to this Report, this grid will be a duplicate of the main Summary Grid. If you have requested to Add More Details to this Report, this grid will represent a detail breakout of the main

Summary Grid.
Year/Month Premium PMPM Medical Payments Payments Payments Total Payments Ratio PMPM Average PMPM

2016-04 47 30 $32,083 $682.63 $9,664 $1,203 $12,716 $23,583 73.5% $501.78
2016-05 47 30 $32,083 $682.63 $6,586 $1,203 $13,214 $21,002 65.5% $446.86
2016-06 47 30 $32,083 $682.63 $3,297 $1,203 $13,237 $17,737 55.3% $377.39
2016-07 46 30 $31,135 $676.86 $1,186 $1,177 $9,260 $11,623 37.3% $252.68
2016-08 46 30 $31,135 $676.86 $17,139 $1,177 $16,382 $34,698 111.4% $754.31
2016-09 46 30 $31,135 $676.86 $19,560 $1,177 $13,704 $34,442 110.6% $748.73
2016-10 46 30 $31,135 $676.86 $2,834 $1,177 $13,383 $17,394 55.9% $378.14
2016-11 46 30 $31,135 $676.86 $3,210 $1,177 $13,279 $17,667 56.7% $384.06
2016-12 46 30 $31,135 $676.86 $1,420 $1,177 $16,097 $18,694 60.0% $406.40
2017-01 680 458 $292,526 $430.18 $95,485 $7,050 $37,836 $140,370 48.0% $206.43
2017-02 673 458 $388,887 $577.84 $364,384 $6,974 $44,481 $415,839 106.9% $617.89
2017-03 673 457 $388,158 $576.76 $122,290 $7,003 $69,648 $198,941 51.3% $295.60 $389.68
2017-04 676 457 $386,443 $571.66 $82,219 $6,966 $68,647 $157,833 40.8% $233.48 $353.59
2017-05 680 462 $389,474 $572.76 $120,523 $7,013 $94,549 $222,085 57.0% $326.60 $347.46
2017-06 676 464 $388,795 $575.14 $140,677 $6,994 $75,382 $223,053 57.4% $329.96 $344.40
2017-07 667 459 $384,870 $577.02 $141,909 $6,918 $35,928 $184,756 48.0% $277.00 $336.18
2017-08 668 460 $385,510 $577.11 $175,669 $6,890 $40,943 $223,501 58.0% $334.58 $332.54
2017-09 669 461 $385,879 $576.80 $174,594 $6,871 $55,074 $236,539 61.3% $353.57 $331.72
2017-10 668 460 $385,879 $577.66 $329,346 $6,871 $56,379 $392,597 101.7% $587.72 $356.48
2017-11 666 461 $384,448 $577.25 $158,350 $6,797 $55,436 $220,583 57.4% $331.21 $354.04
2017-12 661 460 $383,251 $579.80 $91,854 $6,769 $37,330 $135,952 35.5% $205.68 $341.57
2018-01 671 464 $294,914 $439.51 $139,218 $10,043 $58,132 $207,392 70.3% $309.08 $350.28
2018-02 678 475 $378,609 $558.42 $143,214 $10,430 $50,365 $204,008 53.9% $300.90 $323.76
2018-03 673 473 $376,435 $559.34 $220,094 $10,193 $67,097 $297,383 79.0% $441.88 $335.98
2018-04 671 469 $373,661 $556.87 $199,301 $10,145 $67,640 $277,086 74.2% $412.94 $351.01
2018-05 676 472 $377,179 $557.96 $291,364 $10,249 $46,916 $348,529 92.4% $515.58 $366.90
2018-06 681 475 $381,329 $559.95 $178,508 $10,368 $39,510 $228,386 59.9% $335.37 $367.34
2018-07 691 483 $384,894 $557.01 $181,083 $10,472 $64,798 $256,354 66.6% $370.99 $375.12
2018-08 694 488 $387,766 $558.74 $220,312 $10,546 $61,180 $292,038 75.3% $420.80 $382.37
2018-09 670 479 $378,378 $564.74 $182,798 $10,190 $61,474 $254,462 67.3% $379.79 $384.54
2018-10 660 474 $372,340 $564.15 $255,564 $10,029 $49,042 $314,635 84.5% $476.72 $375.29
2018-11 656 472 $370,069 $564.13 $197,934 $9,987 $72,387 $280,308 75.7% $427.30 $383.14
2018-12 654 469 $368,227 $563.04 $499,232 $9,957 $72,170 $581,359 157.9% $888.93 $438.63

Total by Experience Period

Current Period 8,075 5,693 $4,443,801 Y $2,708,621 $122,609 $710,711 $3,541,941 79.7% $438.63

Prior Period 8,474 5,787 s4,827,102 [ $2,062,196 $93,790 $792,904 $2,948,891 61.1% $347.99

Average Membership/PMPM Premium and Payments by Experience Period

Current Period 673 474 ssso.32 [ $335.43 $15.18 $88.01 $438.63

Prior Period 404 276 ss69.65 [ $243.36 $11.07 $93.57 $347.99

% Change

Current Period vs Prior Period 66.8% 72.2% (3.4%) 37.8% 37.2% (5.9%) 26.0%

This document contains UnitedHealthcare’s confidential and/or proprietary business information (PBI). PBI may only be used by the recipient person/entity to which it is addressed. Recipient is liable for using and protecting UnitedHealthcare’s PBI from further disclosure or misuse, consistent with
recipient’s contractual obligations under any applicable administrative services agreement, group policy contract, non-disclosure agreement or other applicable contract or law, including but not limited to the U.S. Freedom of Information Act and state freedom of information law exemptions for “trade
secrets”. The document may also contain protected health information (PHI) and must be handled according to applicable state and federal law, including, but not limited to HIPAA. Recipients who misuse information may be subject to both civil and criminal penalties.
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UnitedHealthcare

High Dollar Claim Diagnosis Report

CITY OF NORTH MIAMI |

High Dollar Claim
Diagnosis Report

Customer Name:
Medical Policy:
Claim Incurral Dates:
Renewal Date:

CITY OF NORTH MIAMI
00706725

05/01/17 to 04/30/18
January 1, 2019

NOTE: This Large Loss Report is only to be released after Contracts has received all signed documentation.

Claimant 1 Claimant 2

Paid Amount: $158,980 Paid Amount: $120,435

Status: Open Status: Open

Diagnosis: Tongue cancer Diagnosis: Psoriasis, Diabetes
Claimant 3 Claimant 4

Paid Amount: $111,725 Paid Amount: $80,112

Status: Open Status: Open

Diagnosis: occlusion and stenosis of artery Diagnosis: common immune variable disorder
Claimant 5 Claimant 6

Paid Amount: $64,429 Paid Amount: $60,217

Status: Open Status: Open

Diagnosis: Rheumatoid arthritis Diagnosis: Other
Claimant 7 Claimant 8

Paid Amount: Paid Amount:

Status: Status:

Diagnosis: Diagnosis:
Claimant 9 Claimant 10

Paid Amount: Paid Amount:

Status: Status:

Diagnosis: Diagnosis:

"*Information included in this document is considered to be UnitedHealthcare's confidential and proprietary business
information. Consequently, this information may be used only by the person or entity to which it is addressed by
UnitedHealthcare. Such recipient shall be liable for using and protecting UnitedHealthcare's proprietary busines:
information from further disclosure or misuse, consistent with recipient's contractual obligations under any applicable
administrative services agreement, group policy contract, non-disclosure agreement, or other applicable contract or law
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Diagnosis Report

UnitedHealthcare
High Dollar Claim Diagnosis Report

Customer Name:
Medical Policy:
Claim Incurral Dates:
Renewal Date:

CITY OF NORTH MIAMI
00706725

06/01/16 to 05/31/17
January 1, 2018

NOTE: This Large Loss Report is only to be released after Contracts has received all signed documentation.

Claimant 1 Claimant 2

Paid Amount: $79,423 Paid Amount: $73,783

Status: Open Status: Closed

Diagnosis: common immune variable disorder Diagnosis: LEIOMYOMA,PREGNANCY
Claimant 3 Claimant 4

Paid Amount: $47,586 Paid Amount: $63,245

Status: Open Status: Open

Diagnosis: Other Diagnosis: chronic Myeloid leukemia
Claimant 5 Claimant 6

Paid Amount: $63,767 Paid Amount: $61,393

Status: Open Status: Open

Diagnosis: psoriasis Diagnosis: Other
Claimant 7 Claimant 8

Paid Amount: $51,759 Paid Amount: $76,599

Status: Open Status: Open

Diagnosis: rheumatoid arthritis Diagnosis: CHRONIC HEP C
Claimant 9 Claimant 10

Paid Amount: Paid Amount:

Status: Status:

Diagnosis: Diagnosis:

***Information included in this document is considered to be UnitedHealthcare's confidential and proprietary business
information. Consequently, this information may be used only by the person or entity to which it is addressed by
UnitedHealthcare. Such recipient shall be liable for using and protecting UnitedHealthcare's proprietary business
information from further disclosure or misuse, consistent with recipient's contractual obligations under any applicable
administrative services agreement, group policy contract, non-disclosure agreement, or other applicable contract or law.
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Direct Access
NEIGHBORHOOD HEALTH PARTNERSHIP, Inc.

HMO
SUMMARY OF BENEFITS

A quick glance at this Summary of Benefits will introduce you to the important advantages of
Neighborhood Health Partnership, Inc. (NHP).

The Summary of Benefits, although a helpful tool, is only a summary. Always refer to your Handbook for
a full explanation of your coverage or call Customer Services at the phone numbers on your health plan
ID Card when you have a question about your plan. In the event of a conflict between this Summary of
Benefits and the Handbook, the Handbook will control.

Services must be provided by health care providers which have contracts with NHP, referred to as
"Network Providers," "Network Physicians" or "Network Hospitals,” unless in an Emergency or with prior
authorization by NHP.

Features Please note: if your Plan has a deductible, the deductible must be
satisfied unless otherwise specified. You are also responsible for any
deductibles, copayments and/or coinsurance listed below.

Deductible $250 per member, and/or $500 per family, whichever comes first.
Individual deductible amounts will count toward the family deductible.
However, an individual will not have to pay more than the individual
deductible amount. Any deductible is on a calendar year deductible.

Out of Pocket The limit which you and your eligible family members must pay in

Maximum copayments (including pharmacy copayments) and coinsurance per
calendar year is $3,000 per member and $6,000 per family. Individual Out of
Pocket Maximum amounts will count toward the family Out of Pocket
Maximum. However, an individual will not have to pay more than the
individual Out of Pocket Maximum amount.
Out of Pocket Maximum includes the Deductible.
Out of Pocket Maximum includes amounts paid toward Pharmacy
coinsurance.

U vnitedtieatthcare

NHP KA HMO REV 1/16 FOS4 20/0%
213-8495



Primary Care Your PCP is responsible for coordinating all your health care services,
including referrals to Specialists. Your PCP or Physician Specialist must
obtain Prior-Authorization for designated services including, but not limited
to, all inpatient care, outpatient surgical procedures, durable medical
equipment (DME), home health services, home infusion, hospice care,
rehabilitation, skilled nursing facility, and transplant services.

Referrals Your PCP is responsible for coordinating all referrals to specialists, except
for the following specialties which you may access directly:
e Podiatry

e Chiropractic
e Dermatology (first 5 visits per calendar year). Additional visits require
referrals.

e Gynecology

Note: If your Employer purchased a Direct Access Rider, you may see a Specialist without a
referral from your PCP. Please refer to your health plan ID Card or call Customer Service to
verify the need to obtain a referral to a Specialist. Even when the Plan includes a Direct Access
Rider, you must select a PCP or NHP will assign one to you.

YOUR NHP PLAN COVERAGE

IMPORTANT Unless otherwise stated, care, services or treatment not managed by your Primary

NOTICE: Care Physician, not Medically Necessary, or not Prior Authorized by NHP are not
Covered Services. Services must be provided by Network Providers, except when
Prior Authorized or in the case of an Emergency Medical Condition.

You must check your Handbook for further details relating to your coverage.

Services & Supplies Your Responsibility for HMO Benefits
Allergy Testing $15 copayment per visit
Ambulance 0%, deductible does not apply in emergency situations or when

(Non-emergency transportation authorized by NHP to transfer you to a NHP facility.

must be authorized in advance
by NHP.)

Applied Behavioral Analysis | Outpatient: $25 copayment per visit

(Services must be provided by PCP referral not required.

NHP’s behavioral health network) _ _
Inpatient: 0% after deductible

Autism Spectrum Disorder Covered as any other eligible service, based on place of service.

7600 Corporate Center Drive, Miami, FL 33126 / PO Box 025680, Miami, FL 33102-5680
www.myUHC.com or call Customer Services at the phone number on your NHP ID Card.
NHP KA HMO REV 1/16 FO0S4 20/0%




Services & Supplies

Your Responsibility for HMO Benefits

Bones or Joints of the Jaw
and Facial Region

Covered as any other eligible service, based on place of service.

Chiropractic Services

$15 copayment per visit

Limited to 20 visits per calendar year, PCP referral not required.

Dermatology

$25 copayment per visit

PCP referral not required for 5 visits per calendar year; further visits
require PCP referral.

Diabetes

$25 copayment per visit

Services include outpatient self management training and educational
services.

Durable Medical Equipment
(DME) and disposable medical
supplies, including breast pumps

0%, after deductible

Emergency Room Services

$350 copayment per visit

Any deductible and/or copayment for the emergency room is waived if
the patient is admitted to the hospital.

Enteral Formula

0%, after deductible

Family Planning

Covered as any other eligible service, based on place of service.
Limited to surgical sterilization, implantable contraceptives and
intrauterine birth control devices.

Gynecology $25 copayment per visit
PCP referral is not required.
Hearing Aids 0%, after deductible

Limited to $2,500 per year and to a single purchase (including
repair/replacement) every three years.

Hearing Exams
(children through age 21)

No copayment when performed by PCP to determine need for hearing
correction. Limited to one exam per calendar year.

Home Health Services

0%, after deductible

Limited to 60 visits per calendar year. Custodial care is not covered.

Home Infusion Services

0%, after deductible

Limited to 60 visits per calendar year.

7600 Corporate Center Drive, Miami, FL 33126 / PO Box 025680, Miami, FL 33102-5680
www.myUHC.com or call Customer Services at the phone number on your NHP ID Card.

NHP KA HMO REV 1/16
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Services & Supplies

Your Responsibility for HMO Benefits

Hospice Care

0%, after deductible

Hospital Facility Care

Inpatient:
$500 copayment per admission

Outpatient Facility - Surgical Procedure:
0%, after deductible

Minor Diagnostic/X-Ray and
Laboratory Services

0%, deductible does not apply

Major Diagnostic Services,
including CT, MRI, MRA,
PET Scans and Nuclear
Imaging

$200 copay, 0%, deductible does not apply

Mammography Screening

No copayment and not subject to any deductible.

Mastectomy

Covered as any other eligible service, based on place of service.

Maternity Care, including
pre- and post-natal care and
delivery*

Physician Office Services include
one OB ultrasound between
weeks 13 and 24 of pregnancy.

Covered as any other eligible service, based on place of service.
Note: any required office visit copayment applies only to the initial visit.

Mental Health

(Services must be provided by
NHP’s behavioral health network)

Outpatient: $25 copayment per visit
PCP referral not required.

Partial Hospitalization: 0%, after deductible

Inpatient: 0% after deductible

Neurobiological Disorder
Services — Autism Spectrum
Disorder (Services must be
provided by NHP’s behavioral
health network)

Outpatient: $25 copayment per visit
PCP referral not required.

Partial Hospitalization: 0%, after deductible

Inpatient: 0% after deductible

Newborn Children*
(birth — 30 days)

Covered as any other eligible service, based on place of service when
enrolled timely.

7600 Corporate Center Drive, Miami, FL 33126 / PO Box 025680, Miami, FL 33102-5680
www.myUHC.com or call Customer Services at the phone number on your NHP ID Card.

NHP KA HMO REV 1/16

FO0S4 20/0%




Services & Supplies Your Responsibility for HMO Benefits

Organ Transplant Inpatient | Covered as any other eligible service, based on place of service. Must
Services be Prior Authorized by NHP Medical Director or designee.

Osteoporosis Covered as any other eligible service, based on place of service.
Limited to diagnosis and treatment of high-risk individuals.

Outpatient Therapies, $25 copayment per visit

including Habilitative

Services Limited to 20 visits per calendar year per type of therapy, except 36
visits for cardiac therapy. Pulmonary therapy visits are not limited.

Physical Rehabilitation — 0%, after deductible

Inpatient Care Limited to 60 days per calendar year for restorative physical therapy.

Physician Services 0%, after deductible for inpatient care or outpatient surgical services
when performed in an Inpatient setting or an Outpatient Facility.

Podiatry $25 copayment per visit

PCP referral not required.

Preventive Health Services No Copayment and not subject to any Deductible.

Primary Care Physician $15 copayment per visit
(PCP)
Only applies to your designated PCP.
Prosthetic Devices 0%, after deductible
Skilled Nursing Facility 0%, after deductible
Limited to 120 days per calendar year; custodial care is not covered.
Specialist Office Visits $25 copayment per visit
PCP referral required except as noted above.
Sterilization Covered as any other eligible service, based on place of service.
Reversals are not covered.
Substance Use Disorders Outpatient: $25 copayment per visit

(Services must be provided by PCP referral not required.
NHP’s behavioral health network)
Partial Hospitalization: 0%, after deductible

Inpatient: 0% after deductible

7600 Corporate Center Drive, Miami, FL 33126 / PO Box 025680, Miami, FL 33102-5680

www.myUHC.com or call Customer Services at the phone number on your NHP ID Card.
NHP KA HMO REV 1/16 FO0S4 20/0%




Services & Supplies

Your Responsibility for HMO Benefits

Therapeutic Treatments -
Outpatient

0%, after deductible

Urgent Care Center

$35 copayment per visit

Vision Screening
(children through age 21)

No copayment when performed by PCP. Deductible does not apply.

Limited to services necessary to determine need for vision correction
and to one exam per calendar year.

* For coverage to begin at the date of birth for newborn children, a completed and signed enrollment form
must be received by NHP. When received within 30 days of birth; no additional premium will be charged
for this 30 day period. When notice is received within 60 days from the date of birth, premium will be
charged from the date of birth. If the enrollment form is not received within 60 days of birth, the newborn
child will be considered a late enrollee. You must enroll your newborn within these time periods
regardless of whether your coverage is family coverage.

Your Handbook has a description of benefits, including any limitations and exclusions.

You have coverage for Prescription Drugs only if your Employer/Group
has elected to obtain a Prescription Drug Rider.

7600 Corporate Center Drive, Miami, FL 33126 / PO Box 025680, Miami, FL 33102-5680
www.myUHC.com or call Customer Services at the phone number on your NHP ID Card.

NHP KA HMO REV 1/16
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' UnitedHealthcare

DIRECT ACCESS RIDER

As of the Effective Date, and notwithstanding anything in the Group Service Agreement
(“Agreement”) to the contrary, the following Direct Access Rider is hereby made a part
of the Agreement if elected by the Group and such election is evidenced in the Group’s
Application for Group Service Agreement. The terms used in this Rider shall have the
same meaning ascribed thereto or used in the Agreement, unless otherwise stated
herein.

DIRECT ACCESS PROGRAM

A Member with a Direct Access Rider has the right to elect to visit an NHP Specialist
without a referral from the Primary Care Physician or Plan (“Direct Access Visit(s)”).
Direct Access Visits are subject to the terms and conditions of the Agreement and this
Direct Access Rider. All services and treatment rendered to the Member by a NHP
Specialist during or in connection with a Direct Access Visit are subject to NHP’s
Utilization Review (UR) requirements and the Agreement, except as may be stated
otherwise in this Rider. A Direct Access Visit includes services and treatment received
from an NHP Specialist, so long as such services do not require pre-certification from
NHP. Those services which require pre-certification under the Plan’s UR requirements
require pre-certification on a Direct Access Visit.

NEIGHBORHOOD HEALTH PARTNERSHIP, INC.

(¥

Nicholas J. Zaffiris
CEO
South Florida Health Plans
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Prescription Drug Benefit
SUMMARY OF BENEFITS

A quick glance at this Summary of Benefits will introduce you to your prescription drug benefits at
Neighborhood Health Partnership (NHP) HMO. You only have a prescription drug benefit if your group elected
to purchase this coverage.

The Neighborhood Health Partnership (NHP) group plans include a prescription drug benefit that features a
tiered structure. This offers you more flexibility when making decisions about your prescription drug purchases.

COPAYMENT PER PRESCRIPTION ORDER OR REFILL: Your Copayment is determined by the tier NHP
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are
assigned to Tier 1, Tier 2 or Tier 3. Please access www.mynhp.com through the Internet, or call the Customer
Service number on your ID card to determine tier status.

For a single Copayment, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits. All prescription drugs must be obtained from a Plan Retail
Network Pharmacy or Plan Home Delivery Network Pharmacy and must be medically necessary for the care
and treatment of an illness or injury.

Annual Drug Deductible

Individual Deductible No Deductible
Family Deductible No Deductible

Out-of-Pocket Drug Maximum

Individual Out-of-Pocket Maximum See Medical Benefit Summary
Family Out-of-Pocket Maximum See Medical Benefit Summary
Retail 'Mail Order
Tier Level Up to 31-day supply Up to 90-day supply
Network Network
Tier 1 $10 $20
Tier 1 Specialty $10 Not Covered?
Tier 2 $45 $90
Tier 2 Specialty $125 Not Covered?
Tier 3 $70 $140
Tier 3 Specialty $250 Not Covered?
Growth Hormone Therapy 30% of the Prescription Drug Cost.
w UnitedHealthcare
HM33660N 1/16 Neighborhood Health Partnership
Rx Summary NH4
213-8481

7600 Corporate Center Drive, Miami, FL 33126
PO Box 025680, Miami, FL 33102-5680 1-877-972-8845 www.mynhp.com
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'Only certain Prescription Drug Products are available through mail order; please visit www.mynhp.com or call
Customer Care at the telephone number on the back of your ID card for more information.

Maximum Network Coverage for Specialty Prescription Drug Products dispensed through Designated
Pharmacy. See Designated Pharmacies section of your Outpatient Prescription Drug Rider.

RETAIL NETWORK PHARMACY: Prescription drugs may be dispensed up to a 30-day supply by a retail Plan
pharmacy. Oral contraceptives may be dispensed for up to three cycles (upon payment of three copayments).

HOME DELIVERY NETWORK PHARMACY: Prescription drugs may be dispensed up to a 90-day supply by
mail-order pharmacy.

UTILIZATION REVIEW

Drug utilization review and clinical review programs are used to monitor the dosage and treatment patterns for
Members covered under this Agreement. Under these programs, the Plan may limit or otherwise restrict the
guantity or type of drug for which the Plan will provide a benefit based upon the cost of the drug prescribed by
your Provider, clinical indications and other factors. Drugs that are subject to utilization review programs are
not Covered Prescription Drugs unless the requirements of the Plan’s utilization review and/or clinical
programs, and all of the other terms and conditions set forth in this Agreement are met. Drugs that are subject
to utilization review and clinical review programs always require the Plan’s prior authorization before they will
be covered. The list of drugs that require prior authorization may be amended by the Plan from time to time.

Your Prescription Rider lists the exclusions, limitations and restrictions which apply.

The Summary of Benefits, although a helpful tool, is only a summary. If you have specific questions about
pharmacy management procedures or whether a specific drug is covered, please call our Customer Service
Department at 1-877-972-8845 or 711 for the hearing impaired. Always refer to your Prescription Drug Rider
for a more-detailed explanation of your drug coverage.



w UnitedHealthcare Benefit Summary

Florida - Choice
Consumer - Plan AHQ6 M1

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share

of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plan?

Use our national network to save money.

A network is a group of health care providers and facilities that have a contract with

UnitedHealthcare. You can receive care and services from anyone in our network. Are you a member?

> Save money by staying in our network. If you don't use the network, you'll have to Easily manage your benefits
pay for all of the costs. online at myuhc.com® and
on the go with the

] ] UnitedHealthcare
> There's no need to choose a primary care provider (PCP) or get referrals to see a Health4Me™ mobile app.
specialist. Consider a PCP; they can be helpful in managing your care.

For questions, call the
> Preventive care is covered 100% in our network. member phone number on

your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at

welcometouhc.com/choice or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local time,
Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cost share after the deductible)

$15 $2,000 You have no co-insurance.

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those
documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those

which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare of Florida, Inc.

Page 1 of 16



Your Costs

In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these
costs.

Your cost if you use Network Benefits

Deductible

What is a deductible?

The deductible is the amount you have to pay for covered health care services (common medical event) before your
health plan begins to pay. The deductible may not apply to all services. You may have more than one type of deductible.

> Your co-pays don't count towards meeting the deductible unless otherwise described within the specific
common medical event.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not
have to pay more than the individual deductible amount.

Medical Deductible - Individual $2,000 per year
Medical Deductible - Family $4,000 per year
Out-of-Pocket Limit

What is an out-of-pocket limit?

The most you pay during a policy year before your health plan begins to pay 100%. Once you reach the out-of-pocket
limit, your health plan will pay for all covered services. This will not include any amounts over the amount we allow
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket

limit.
Out-of-Pocket Limit - Individual $3,000 per year
Out-of-Pocket Limit - Family $6,000 per year

Page 2 of 16



Your Costs

What is co-insurance?

Co-insurance is your share of the costs of a covered health care service, calculated as a percent (for example, 20%) of
the allowed amount for the service. You pay co-insurance plus any deductibles you owe. Co-insurance is not the same
as a co-payment (or co-pay).

What is a co-payment?

A co-payment (co-pay) is a fixed amount (for example, $15) you pay for a covered health care service, usually when
you receive the service. You will pay a co-pay or the allowed amount, whichever is less. The amount can vary by the
type of covered health care service. Please see the specific common medical event to see if a co-pay applies and how
much you have to pay.

What is Prior Authorization?

Prior Authorization is getting approval before you can get access to medicine or services. Services that require prior
authorization are noted in the list of Common Medical Events. To get approval, call the member phone number on your
health plan ID card.

Want more information?

Find additional definitions in the glossary at justplainclear.com.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments
paid by you or your employer, you are responsible for paying these costs.

Common Medical Event Your cost if you use Network Benefits

Ambulance Services - Emergency and Non-Emergency

Transportation cost of anewborntothe  You pay nothing, after the medical deductible has been met.
nearest appropriate facility for
treatment are covered.

Prior Authorization is required for Non-Emergency Ambulance.

Autism Spectrum Disorder

Note: The visit limits specified under  You pay nothing, after the medical deductible has been met.
Rehabilitation Services - Outpatient

Therapy and Manipulative Treatment

in this Benefit Summary do not apply

to Autism Spectrum Disorder.

Prior Authorization is required for certain services.

Bones or Joints of the Jaw and Facial Region
You pay nothing, after the medical deductible has been met.

Prior Authorization is required for certain services.

Cleft Lip/Cleft Palate Treatment

You pay nothing, after the medical deductible has been met.
Prior Authorization is required for certain services.

Clinical Trials

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required.

Congenital Heart Disease (CHD) Surgeries
You pay nothing, after the medical deductible has been met.

Dental Services - Accident Only
You pay nothing, after the medical deductible has been met.

Prior Authorization is required.

Dental Services - Anesthesia and Hospitalization
You pay nothing, after the medical deductible has been met.

Prior Authorization is required for certain services.
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Your Costs

Common Medical Event Your cost if you use Network Benefits
Diabetes Services
Diabetes Self Management and The amount you pay is based on where the covered health service is
Training/Diabetic Eye Examinations/  provided.
Foot Care:
Diabetes Self Management Items: The amount you pay is based on where the covered health service is provided

under Durable Medical Equipment or in the Prescription Drug Rider.

Durable Medical Equipment

Limited to a single purchase of atype  You pay nothing, after the medical deductible has been met.
of Durable Medical Equipment

(including repair and replacement)

every 3 years. This limit does not

apply to wound vacuums.

Emergency Health Services - Outpatient
$150 co-pay per visit. A deductible does not apply.

Notification is required if confined in an Out-of-Network Hospital.
Enteral Formulas

You pay nothing, after the medical deductible has been met.
Prior Authorization is required for certain services.

Hearing Aids

Limited to $2,500 every year and a You pay nothing, after the medical deductible has been met.
single purchase (including repair and

replacement) per hearing impaired ear

every 3 years.

Home Health Care
Limited to 60 visits per year. You pay nothing, after the medical deductible has been met.

Hospice Care
You pay nothing, after the medical deductible has been met.

Hospital - Inpatient Stay
You pay nothing, after the medical deductible has been met.

Lab, X-Ray and Diagnostics - Outpatient
You pay nothing. A deductible does not apply.
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Your Costs

Common Medical Event Your cost if you use Network Benefits
Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MRA and Nuclear Medicine - Outpatient

$250 copay, deductible does not apply.

Mental Health Services

Inpatient: You pay nothing, after the medical deductible has been met.

Outpatient: $30 co-pay per visit. A deductible does not apply.

Neurobiological Disorders — Autism Spectrum Disorder Services

Inpatient: You pay nothing, after the medical deductible has been met.
Outpatient: $30 co-pay per visit. A deductible does not apply.

Osteoporosis Treatment

You pay nothing, after the medical deductible has been met.

Prior Authorization is required for certain services.

Ostomy Supplies

Limited to $2,500 per year. You pay nothing, after the medical deductible has been met.

Pharmaceutical Products - Outpatient

This includes medications given at a You pay nothing, after the medical deductible has been met.
doctor’s office, or in a Covered
Person’s home.

Physician Fees for Surgical and Medical Services

You pay nothing, after the medical deductible has been met.
Physician’s Office Services - Sickness and Injury

Primary Physician Office Visit Covered persons less than age 19:
You pay nothing. A deductible does not apply.
All other Covered Persons:
$15 co-pay per visit. A deductible does not apply.

Specialist Physician Office Visit ~ $30 co-pay per visit. A deductible does not apply.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office.
For example, surgery.
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Your Costs
Common Medical Event Your cost if you use Network Benefits

Pregnancy - Maternity Services

The amount you pay is based on where the covered health service is
provided.

Prescription Drug Benefits
Prescription drug benefits are shown in the Prescription Drug benefit summary.

Preventive Care Services

Physician Office Services, Scopic You pay nothing. A deductible does not apply.
Procedures, Lab, X-Ray or other
preventive tests.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA),
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare
also covers other routine services that may require a co-pay, co-insurance or deductible.

Prosthetic Devices

Limited to a single purchase of each You pay nothing, after the medical deductible has been met.
type of prosthetic device every 3 years.

Reconstructive Procedures

The amount you pay is based on where the covered health service is
provided.

Rehabilitation and Habilitative Services - Outpatient Therapy and Manipulative Treatment

Limited to: $15 co-pay per visit. A deductible does not apply.
20 visits of physical therapy.

20 visits of occupational therapy.

20 visits of speech therapy.

20 visits of pulmonary rehabilitation.

36 visits of cardiac rehabilitation.

30 visits of post-cochlear implant aural
therapy.

20 visits of cognitive rehabilitation
therapy.

20 visits of manipulative treatments.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic/therapeutic scopic You pay nothing, after the medical deductible has been met.
procedures include, but are not limited

to colonoscopy, sigmoidoscopy and

endoscopy.
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Your Costs
Common Medical Event Your cost if you use Network Benefits

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. You pay nothing, after the medical deductible has been met.

Substance Use Disorder Services
Inpatient: You pay nothing, after the medical deductible has been met.

Outpatient: $30 co-pay per visit. A deductible does not apply.

Surgery - Outpatient
You pay nothing, after the medical deductible has been met.

Therapeutic Treatments - Outpatient

Therapeutic treatments include, butare  You pay nothing, after the medical deductible has been met.
not limited to dialysis, intravenous

chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Transplantation Services

Network Benefits must be receivedata  The amount you pay is based on where the covered health service is
designated facility. provided.

Prior Authorization is required.

Urgent Care Center Services

$35 co-pay per visit. A deductible does not apply.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.
For example, surgery.

Virtual Visits

Benefits are available only when $15 co-pay per visit. A deductible does not apply.
services are delivered through a

Designated Virtual Visit Network

Provider. Find a Designated Virtual

Visit Network Provider Group at

myuhc.com or by calling Customer

Care at the telephone number on your

ID card. Access to Virtual Visits and

prescription services may not be

available in all states or for all groups.

Page 8 of 16



Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amendments and Riders for an exact description of the services and
supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

Alternative Treatments

Acupressure; acupuncture; aromatherapy; hypnotism; massage therapy; rolfing; art therapy, music therapy, dance
therapy, horseback therapy; and other forms of alternative treatment as defined by the National Center for
Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion does not apply
to Manipulative Treatment and non-manipulative osteopathic care for which Benefits are provided as described in
Section 1 of the COC.

Dental care (which includes dental X-rays, supplies and appliances and all associated expenses, including
hospitalizations and anesthesia). This exclusion does not apply to Benefits as described under Bones or Joints of the Jaw
and Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. This exclusion does
not apply to accident-related dental services for which Benefits are provided as described under Dental Services —
Accident Only in Section 1 of the COC. This exclusion does not apply to dental care (oral examination, X-rays,
extractions and non-surgical elimination of oral infection) required for the direct treatment of a medical condition for
which Benefits are available under the Contract, limited to: Transplant preparation; prior to initiation of
immunosuppressive drugs; the direct treatment of acute traumatic Injury, cancer or cleft palate. Dental care that is
required to treat the effects of a medical condition, but that is not necessary to directly treat the medical condition, is
excluded. Examples include treatment of dental caries resulting from dry mouth after radiation treatment or as a result of
medication. Endodontics, periodontal surgery and restorative treatment are excluded. Preventive care, diagnosis,
treatment of or related to the teeth, jawbones or gums. Examples include: extraction, restoration and replacement of
teeth; medical or surgical treatments of dental conditions; and services to improve dental clinical outcomes. This
exclusion does not apply to dental services for which Benefits are provided as described under Bones or Joints of the
Jaw and Facial Region and Cleft Lip/Cleft Palate in Section 1 of the COC. This exclusion does not apply to accidental-
related dental services for which Benefits are provided as described under Dental Services — Accidental Only in Section
1 of the COC. Dental implants, bone grafts and other implant-related procedures. This exclusion does not apply to
accident-related dental services for which Benefits are provided as described under Dental Services — Accident Only in
Section 1 of the COC. Dental braces (orthodontics). Treatment of congenitally missing, malpositioned, or
supernumerary teeth, even if part of a Congenital Anomaly. This exclusion does not apply to dental services for which
Benefits are provided as described under Cleft Lip/Cleft Palate in Section 1 of the COC.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or to affect performance in sports-related activities. Orthotic appliances that
straighten or re-shape a body part. Examples include foot orthotics and some types of braces, including over-the-counter
orthotic braces. Cranial banding. The following items are excluded, even if prescribed by a Physician: blood pressure
cuff/monitor; enuresis alarm; non-wearable external defibrillator; trusses and ultrasonic nebulizers. Devices and
computers to assist in communication and speech except for speech aid devices and tracheo-esophogeal voice devices
for which Benefits are provided as described under Durable Medical Equipment in Section 1 of the COC. Oral
appliances for snoring. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect. Replacement of
prosthetic devices due to misuse, malicious damage or gross neglect or to replace lost or stolen items.
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Services your plan does not cover (Exclusions)

Drugs

Prescription drug products for outpatient use that are filled by a prescription order or refill. Self-injectable medications.
This exclusion does not apply to medications which, due to their characteristics (as determined by us), must typically be
administered or directly supervised by a qualified provider or licensed/certified health professional in an outpatient
setting. This exclusion does not apply to Benefits as described under Diabetes Services in Section 1 of the COC. Non-
injectable medications given in a Physician’s office. This exclusion does not apply to non-injectable medications that are
required in an Emergency and consumed in the Physician’s office. Over-the-counter drugs and treatments. Growth
hormone therapy. New Pharmaceutical Products and/or new dosage forms until the date they are reviewed. A
Pharmaceutical Product that contains (an) active ingredient(s) available in and therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. Such determinations
may be made up to six times during a calendar year. A Pharmaceutical Product that contains (an) active ingredient(s)
which is (are) a modified version of and therapeutically equivalent (having essentially the same efficacy and adverse
effect profile) to another covered Pharmaceutical Product. Such determinations may be made up to six times during a
calendar year.

Experimental, Investigational or Unproven Services

Experimental or Investigational and Unproven Services and all services related to Experimental or Investigational and
Unproven Services are excluded. The fact that an Experimental or Investigational or Unproven Service, treatment,
device or pharmacological regimen is the only available treatment for a particular condition will not result in Benefits if
the procedure is considered to be Experimental or Investigational or Unproven in the treatment of that particular
condition. This exclusion does not apply to medically appropriate medications prescribed for the treatment of cancer.
The drug must be recognized for the treatment of that indication, and published within a standard reference compendium
or recommended in medical literature. This exclusion does not apply to Covered Health Services provided during a
clinical trial for which Benefits are provided as described under Clinical Trials in Section 1 of the COC.

Foot Care

Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not apply to
preventive foot care for Covered Persons with diabetes for which Benefits are provided as described under Diabetes
Services in Section 1 of the COC. Nail trimming, cutting, or debriding. Hygienic and preventive maintenance foot care.
Examples include: cleaning and soaking the feet; applying skin creams in order to maintain skin tone. This exclusion
does not apply to preventive foot care for Covered Persons who are at risk of neurological or vascular disease arising
from diseases such as diabetes. Treatment of flat feet. Treatment of subluxation of the foot. Shoes; shoe orthotics; shoe
inserts and arch supports.

Medical Supplies

Prescribed or non-prescribed medical supplies and disposable supplies. Examples include: compression stockings, ace
bandages, gauze and dressings, urinary catheters. This exclusion does not apply to:
* Disposable supplies necessary for the effective use of Durable Medical Equipment for which Benefits are
provided as described under Durable Medical Equipment in Section 1 of the COC.
* Diabetic supplies for which Benefits are provided as described under Diabetes Services in Section 1 of the COC.
¢ Ostomy supplies for which Benefits are provided as described under Ostomy Supplies in Section 1 of the COC.

Tubing and masks, except when used with Durable Medical Equipment as described under Durable Medical Equipment
in Section 1 of the COC.
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Services your plan does not cover (Exclusions)

Mental Health

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Mental Health Services as treatments for R & T code conditions as
listed within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Mental Health Services as treatment for a primary diagnosis of insomnia and other sleep-wake disorders, feeding
disorders, binge eating disorders, neurological disorders and other disorders with a known physical basis. Treatments for
the primary diagnoses of learning disabilities, conduct and impulse control disorders, personality disorders and
paraphilic disorder. Educational/behavioral services that are focused on primarily building skills and capabilities in
communication, social interaction and learning. Tuition for or services that are school-based for children and adolescents
under the Individuals with Disabilities Education Act. Learning, motor disorders and primary communication disorders
as defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Intellectual disabilities and Autism Spectrum Disorder as a primary diagnosis defined in the current edition of the
Diagnostic and Statistical Manual of the American Psychiatric Association. Benefits for Autism Spectrum Disorder as a
primary diagnosis are described under Neurobiological Disorders - Autism Spectrum Disorder Services in Section 1 of
the COC. Mental Health Services as a treatment for other conditions that may be a focus of clinical attention as listed in
the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. All unspecified
disorders in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Health
services and supplies that do not meet the definition of a Covered Health Service — see the definition in Section 9 of the
COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Neurobiological Disorders — Autism Spectrum Disorder

Services as treatments of sexual dysfunction and feeding disorders as listed in the current edition of the Diagnostic and
Statistical Manual of the American Psychiatric Association. Any treatments or other specialized services designed for
Autism Spectrum Disorder that are not backed by credible research demonstrating that the services or supplies have a
measurable and beneficial health outcome and therefore considered Experimental or Investigational or Unproven
Services. Intellectual disability as the primary diagnosis defined in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Tuition for or services that are school-based for children and
adolescents under the Individuals with Disabilities Education Act. Learning, motor disorders and communication
disorders as defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric
Association and which are not a part of Autism Spectrum Disorder. Treatments for the primary diagnoses of learning
disabilities, conduct and impulse control disorders, personality disorders and paraphilic disorder. All unspecified
disorders in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Health
services and supplies that do not meet the definition of a Covered Health Service — see the definition in Section 9 of the
COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Individual and group nutritional counseling. This exclusion does not apply to medical nutritional education services that
are provided by appropriately licensed or registered health care professionals when both of the following are true:
* Nutritional education is required for a disease in which patient self-management is an important component of
treatment.
* There exists a knowledge deficit regarding the disease which requires the intervention of a trained health
professional.

Enteral feedings, even if the sole source of nutrition. This exclusion does ot apply to Benefits described under Enteral
Formulas in Section 1 of the COC. Infant formula and donor breast milk. Nutritional or cosmetic therapy using high
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Services your plan does not cover (Exclusions)

dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. Examples include
supplements, electrolytes, and foods of any kind (including high protein foods and low carbohydrate foods).

Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; guest service. Supplies, equipment and similar incidental services and
supplies for personal comfort. Examples include: air conditioners, air purifiers and filters, dehumidifiers; batteries and
battery chargers; breast pumps (This exclusion does not apply to breast pumps for which Benefits are provided under the
Health Resources and Services Administration (HRSA) requirement); car seats; chairs, bath chairs, feeding chairs,
toddler chairs, chair lifts, recliners; exercise equipment; home modifications such as elevators, handrails and ramps; hot
tubs; humidifiers; Jacuzzis; mattresses; medical alert systems; motorized beds; music devices; personal computers,
pillows; power-operated vehicles; radios; saunas; stair lifts and stair glides; strollers; safety equipment; treadmills;
vehicle modifications such as van lifts; video players, whirlpools.

Physical Appearance

Cosmetic Procedures. See the definition in Section 9 of the COC. Examples include: pharmacological regimens,
nutritional procedures or treatments. Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures). Skin abrasion procedures performed as a treatment for acne. Liposuction or
removal of fat deposits considered undesirable, including fat accumulation under the male breast and nipple. Treatment
for skin wrinkles or any treatment to improve the appearance of the skin. Treatment for spider veins. Hair removal or
replacement by any means. Replacement of an existing breast implant if the earlier breast implant was performed as a
Cosmetic Procedure. Note: Replacement of an existing breast implant is considered reconstructive if the initial breast
implant followed mastectomy. See Reconstructive Procedures in Section 1 of the COC. Treatment of benign
gynecomastia (abnormal breast enlargement in males). Physical conditioning programs such as athletic training, body-
building, exercise, fitness, flexibility, and diversion or general motivation. Weight loss programs whether or not they are
under medical supervision. Weight loss programs for medical reasons are also excluded. Wigs regardless of the reason
for the hair loss.

Procedures and Treatments

Excision or elimination of hanging skin on any part of the body. Examples include plastic surgery procedures called
abdominoplasty or abdominal panniculectomy, and brachioplasty. Medical and surgical treatment of excessive sweating
(hyperhidrosis). Medical and surgical treatment for snoring, except when provided as a part of treatment for documented
obstructive sleep apnea. Rehabilitation services and Manipulative Treatment to improve general physical condition that
are provided to reduce potential risk factors, where significant therapeutic improvement is not expected, including
routine, long-term or maintenance/preventive treatment. Speech therapy except as required for treatment of a speech
impediment or speech dysfunction that results from Injury, stroke, cancer, Congenital Anomaly or Autism Spectrum
Disorder. Outpatient cognitive rehabilitation therapy except as Medically Necessary following a post-traumatic brain
Injury or cerebral vascular accident. Psychosurgery. Sex transformation operations and related services. Physiological
modalities and procedures that result in similar or redundant therapeutic effects when performed on the same body
region during the same visit or office encounter. Biofeedback. Services for the evaluation and treatment of
temporomandibular joint syndrome (TMJ), whether the services are considered to be medical or dental in nature.This
exclusion does not apply to Benefits described under Additional Benefits Required by Florida Law - Bones or Joints of
the Jaw and Facial Region in Section 1 of the COC. Upper and lower jawbone surgery, orthognathic surgery, and jaw
alignment. This exclusion does not apply to reconstructive jaw surgery required for Covered Persons because of a
Congenital Anomaly, acute traumatic Injury, dislocation, tumors, cancer or obstructive sleep apnea. This exclusion does
not apply to Benefits as described under Additional Benefits Required by Florida Law - Bones or Joints of the Jaw and
Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. Surgical and non-surgical
treatment of obesity. Stand-alone multi-disciplinary smoking cessation programs. These are programs that usually
include health care providers specializing in smoking cessation and may include a psychologist, social worker or other
licensed or certified professional. The programs usually include intensive psychological support, behavior modification
techniques and medications to control cravings. Breast reduction surgery except as coverage is required by the Women's
Health and Cancer Rights Act of 1998 for which Benefits are described under Reconstructive Procedures in Section 1 of
the COC. In vitro fertilization regardless of the reason for treatment.
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Services your plan does not cover (Exclusions)

Providers

Services performed by a provider who is a family member by birth or marriage. Examples include a spouse, brother,
sister, parent or child. This includes any service the provider may perform on himself or herself. Services performed by
a provider with your same legal residence. Services provided at a free-standing or Hospital-based diagnostic facility
without an order written by a Physician or other provider. Services which are self-directed to a free-standing or Hospital-
based diagnostic facility. Services ordered by a Physician or other provider who is an employee or representative of a
free-standing or Hospital-based diagnostic facility, when that Physician or other provider has not been actively involved
in your medical care prior to ordering the service, or is not actively involved in your medical care after the service is
received. This exclusion does not apply to mammography.

Reproduction

Health services and associated expenses for infertility treatments, including assisted reproductive technology, regardless
of the reason for the treatment. This exclusion does not apply to services required to treat or correct underlying causes of
infertility. Surrogate parenting, donor eggs, donor sperm and host uterus. Storage and retrieval of all reproductive
materials. Examples include eggs, sperm, testicular tissue and ovarian tissue. The reversal of voluntary sterilization.

Services Provided under Another Plan

Health services for which other coverage is required to be paid by federal, state or local law to be purchased or provided
through other arrangements. Examples include coverage required by workers' compensation, no-fault auto insurance, or
similar legislation. If coverage under workers' compensation or similar legislation is optional for you because you could
elect it, or could have it elected for you, Benefits will not be paid for any Injury, Sickness, or Mental IlIness that would
have been covered under workers' compensation or similar legislation had that coverage been elected. Health services
for treatment of military service-related disabilities, when you are legally entitled to other coverage and facilities are
reasonably available to you. Health services while on active military duty.

Substance Use Disorders

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Methadone treatment as maintenance, L.A.A.M. (1-Alpha-Acetyl-
Methadol), Cyclazocine, or their equivalents. Educational/behavioral services that are focused on primarily building
skills and capabilities in communication, social interaction and learning. Substance-induced sexual dysfunction disorders
and substance-induced sleep disorders. Gambling disorders. All unspecified disorders in the current edition of the
Diagnostic and Statistical Manual of the American Psychiatric Association. Health services and supplies that do not
meet the definition of a Covered Health Service — see the definition in Section 9 of the COC. Covered Health Services
are those health services, including services, supplies, or Pharmaceutical Products, which we determine to be all of the
following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Transplants

Health services for organ and tissue transplants, except those described under Transplantation Services in Section 1 of
the COC. Health services connected with the removal of an organ or tissue from you for purposes of a transplant to
another person. (Donor costs that are directly related to organ removal are payable for a transplant through the organ
recipient's Benefits under the Contract.) Health services for transplants involving permanent mechanical or animal
organs. Transplant services that are not performed at a Designated Facility. This exclusion does not apply to cornea
transplants.
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Services your plan does not cover (Exclusions)

Travel

Health services provided in a foreign country, unless required as Emergency Health Services. Travel or transportation
expenses, even though prescribed by a Physician. Some travel expenses related to Covered Health Services received
from a Designated Facility or Designated Physician may be reimbursed at our discretion. This exclusion does not apply
to ambulance transportation for which Benefits are provided as described under Ambulance Services in Section 1 of the
COC.

Types of Care

Multi-disciplinary pain management programs provided on an inpatient basis for acute pain or for exacerbation of
chronic pain. Custodial care or maintenance care; domiciliary care. Private Duty Nursing. Respite care. This exclusion
does not apply to respite care that is part of an integrated hospice care program of services provided to a terminally ill
person by a licensed hospice care agency for which Benefits are provided as described under Hospice Care in Section 1
of the COC. Rest cures; services of personal care attendants. Work hardening (individualized treatment programs
designed to return a person to work or to prepare a person for specific work).

Vision and Hearing

Purchase cost and fitting charge for eye glasses and contact lenses. Implantable lenses used only to correct a refractive
error (such as Intacs corneal implants). Eye exercise or vision therapy. Surgery that is intended to allow you to see better
without glasses or other vision correction. Examples include radial keratotomy, laser, and other refractive eye surgery.
Bone anchored hearing aids except when either of the following applies: For Covered Persons with craniofacial
anomalies whose abnormal or absent ear canals preclude the use of a wearable hearing aid. For Covered Persons with
hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing aid. More than one
bone anchored hearing aid per Covered Person who meets the above coverage criteria during the entire period of time
the Covered Person is enrolled under the Contract. Repairs and/or replacement for a bone anchored hearing aid for
Covered Persons who meet the above coverage criteria, other than for malfunctions. Routine vision examinations,
including refractive examinations to determine the need for vision correction.
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Services your plan does not cover (Exclusions)

All Other Exclusions

Health services and supplies that do not meet the definition of a Covered Health Service - see the definition in Section 9
of the COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following: Medically Necessary; described as a Covered Health Service in Section 1
of the COC and Schedule of Benefits; and not otherwise excluded in Section 2 of the COC. Physical, psychiatric or
psychological exams, testing, vaccinations, immunizations or treatments that are otherwise covered under the Contract
when: required solely for purposes of school, sports or camp, travel, career or employment, insurance, marriage or
adoption; related to judicial or administrative proceedings or orders; conducted for purposes of medical research (This
exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits are provided as
described under Clinical Trials in Section 1 of the COC); required to obtain or maintain a license of any type. Health
services received as a result of war or any act of war, whether declared or undeclared or caused during service in the
armed forces of any country. This exclusion does not apply to Covered Persons who are civilians injured or otherwise
affected by war, any act of war, or terrorism. Health services received after the date your coverage under the Contract
ends. This applies to all health services, even if the health service is required to treat a medical condition that arose
before the date your coverage under the Contract ended. This exclusion does not apply to health services covered under
Extended Coverage for Pregnancy or Extended Coverage for Total Disability in Section 4 of the COC. Health services
for which you have no legal responsibility to pay, or for which a charge would not ordinarily be made in the absence of
coverage under the Contract. In the event an Out-of-Network provider waives co-payments, co-insurance and/or any
deductible for a particular health service, no Benefits are provided for the health service for which the co-payments, co-
insurance and/or deductible are waived. Charges in excess of Eligible Expenses or in excess of any specified limitation.
Long term (more than 30 days) storage. Examples include cryopreservation of tissue, blood and blood products.
Autopsy. Foreign language and sign language services. Health services related to a non-Covered Health Service: When a
service is not a Covered Health Service, all services related to that non-Covered Health Service are also excluded. This
exclusion does not apply to services we would otherwise determine to be Covered Health Services if they are to treat
complications that arise from the non-Covered Health Service. For the purpose of this exclusion, a "complication™ is an
unexpected or unanticipated condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication” are bleeding or infections, following a
Cosmetic Procedure, that require hospitalization.
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w UnitedHealthcare
Addendum to the
Medical Benefit Summary

Florida
Choice

These Benefits are available to you in addition to the benefits located on the Benefit Summary.

ADDITIONAL CORE BENEFITS

Types of Coverage Network Benefits
Gender Dysphoria

The amount you pay is based on where the covered health service is provided.

This Gender Dysphoria exclusion applies:

Cosmetic Procedures including the following: Abdominoplasty. Blepharoplasty. Breast enlargement, including
augmentation mammoplasty and breast implants. Body contouring, such as lipoplasty. Brow lift. Calf implants. Cheek,
chin, and nose implants. Injection of fillers or neurotoxins. Face lift, forehead lift, or neck tightening. Facial bone
remodeling for facial feminizations. Hair removal. Hair transplantation. Lip augmentation. Lip reduction. Liposuction.
Mastopexy. Pectoral implants for chest masculinization. Rhinoplasty. Skin resurfacing. Thyroid cartilage reduction;
reduction thyroid chondroplasty; trachea shave (removal or reduction of the Adam’s Apple). Voice modification surgery.
Voice lessons and voice therapy.

This Procedures and Treatments exclusion no longer applies when Gender Dysphoria applies:
Sex transformation operations and related services.

Mental Health Services

Partial Hospitalization/Intensive 100% after Deductible has been met per session for Partial Hospitalization
Outpatient Treatment: /Intensive Outpatient Treatment.

Neurobiological Disorders — Autism Spectrum Disorder Services
Partial Hospitalization/Intensive 100% after Deductible has been met per session for Partial Hospitalization
Outpatient Treatment: /Intensive Outpatient Treatment.

Substance Use Disorder Services

Partial Hospitalization/Intensive 100% after Deductible has been met per session for Partial Hospitalization
Outpatient Treatment: /Intensive Outpatient Treatment.

UnitedHealthcare Insurance Company



This replaces the Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders exclusion
sections on the Benefit Summary:

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Outside of an initial assessment, services as treatments for a primary
diagnosis of conditions and problems that may be a focus of clinical attention, but are specifically noted not to be mental
disorders within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Outside of initial assessment, services as treatments for the primary diagnoses of learning disabilities, conduct and
impulse control disorders, pyromania, kleptomania, gambling disorder, and paraphilic disorder. Educational services that
are focused on primarily building skills and capabilities in communication, social interaction and learning. Tuition or
services that are school-based for children and adolescents required to be provided by, or paid for, by the school under
the Individuals with Disabilities Education Act. Outside of initial assessment, unspecified disorders for which the provider
is not obligated to provide clinical rationale as defined in the current edition of the Diagnostic and Statistical Manual of
the American Psychiatric Association. Transitional Living services.

UnitedHealthcare Insurance Company



This Benefit Summary is intended only to highlight your Benefits and should not be relied upon to fully determine your
coverage. If this Benefit Summary conflicts in any way with the Certificate of Coverage (COC), Riders, and/or
Amendments, these documents shall prevail. It is recommended that you review your these documents for an exact
description of the services and supplies that are covered, those which are excluded or limited, and other terms and
conditions of coverage. The Benefits shown here may change some of the exclusions indicated on your Benefit
Summary.

FLTEYYYYY17

UnitedHealthcare Insurance Company does not treat members differently because of sex, age, race, color,
disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to the Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City,
UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you
within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone number listed on your ID card, TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the toll-free phone number listed on your ID card
TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

UnitedHealthcare Insurance Company



ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espariol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al namero de teléfono gratuito que aparece en su tarjeta de identificacion.

AR MREFRF X (Chinese) , EMEERERMUZSHBIRYE, FRITSEFMINEN
BEERERRE,

XIN LUU Y: Néu quy vi noi tiéng Viét (Vietnamese), quy vi s& duoc cung cip dich vu tro giup vé
ngdn nglt micn phi. Vui 1ong goi $6 dién thoai mién phi & mat sau thé héi vién cia quy vi.

ghal: =0 (Korean)E AIE0otAlE 22 20 K& AHIAE REZ 0|t = AsLICH
1ot Al=F JIE0 M R 3 & MHSE Z 2ot AlL.

4

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang toll-free na numero ng telepono na nasa ivong identification card.

BHUMAHME: GecnaTabie YCIYTH IIepeBoAa TOCTYIIHBI IS JIIOACH, ek poIHOH S3bIK SBISCTCA
pycekoM (Russian). [lozponuTe mo SecrmaTHoMy HOMepY TeleoHa, YKazaHHOMY Ha BaleH

UnitedHealthcare Insurance Company



laalt caileh 8 5 e Jlaty ela M ol dalio dola ol 4, all) Bac Lisall chladd «(Arabic) A all a1 A

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w
nan lang pa w. Tanpri rele nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez francais (French), des services d’aide linguistique vous sont proposés
gratuitement. Veuillez appeler le numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepniliémy darmowe ustugi thumacza. Prosimy
zadzwoni¢ pod bezplatny numer telefonu podany na karcie identyfikacyjne;.

ATENCAOQ: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito.
Ligue gratuitamente para o nimero encontrado no seu cartio de identificagio.

ATTENZIONE: in caso la lingua parlata sia I’italiano (Italian), sono disponibili servizi di assistenza
linguistica gratuiti. Per favore chiamate il numero di telefono verde indicato sulla vostra tessera
identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Bitte rufen Sie die gebithrenfreie Rufnummer auf der Riickseite
Ihres Mitgliedsausweises an.

FESIE - BABJapanese) FE SN LI5S, EHOEEXEY—EXZCARAW=FITET
o BERBREICEHEEIN TSI —F A VILICBEECZELY,

S s jladi Lkl 230 e Lad SLERY 53 8 sk 4s (U Sl ilead cSand (Farsi) e Led ol Bl da g

8 ol 028 2 Led il o S gy 48
Fur e & afe 3 @ (indi) s § A ek T s wErAT @A g 3ucey
g1 FUT AU TgHTeT UF G U TTA-1hT BT o U el |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
rau tus xov tooj hu deb dawb uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

Samosren:  sirfaanfonumaniss (Khmer) snenfigarm anenuanfniy Awenintany  aogmipetinrennfnig fﬁmmsmﬁﬁgm@nﬂimmh}@ﬁﬂ

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan
bayadna, ket sidadaan para kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

DIif BAA'AKONINIZIN: Diné (Navajo) bizaad bee vénilti'go, saad bee aka'anida‘awo'igii, t'a4 jiik'eh,
bee nd'ahdot'i'. T'a4 shgodi ninaaltsoos nitl'izi bee nééhozinigii bine'déé’ t'aa jiik'ehgo béésh bee hane'i
bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah,
ayaad heli kartaa. Fadlan wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.

UnitedHealthcare Insurance Company



w UnitedHealthcare Benefit Summary

Outpatient Prescription Drug

Florida
10/30/70 Plan 159

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

Annual Drug Deductible

Individual Deductible No Deductible
Family Deductible No Deductible
Out-of-Pocket Drug Limit
Individual Out-of-Pocket Limit See Medical Benefit Summary
Family Out-of-Pocket Limit See Medical Benefit Summary
Tier Level Retail *Mail Order
Up to 31-day supply Up to 90-day supply
Network Network
Tier 1 $10 $25
Tier 2 $30 $75
Tier 3 $70 $175

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at
the telephone number on the back of your ID card for more information.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.

FLMQAA15916
Item# Rev. Date
213-9485 0815 UnitedHealthcare of Florida, Inc.
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Other Important Information about your Outpatient Prescription Drug Benefits

You are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the retail Network Pharmacy's Usual
and Customary Charge, or the lower of the applicable Co-payment and/or Co-insurance or the mail order Network Pharmacy's
Prescription Drug Cost.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s)
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or
Unproven.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to
obtain your Prescription Drug Product from the Designated Pharmacy, no Benefit will be paid for that Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a
mail order Network Pharmacy.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you
may opt-out of the Maintenance Medication Program each year through the Internet at myuhc.com or by calling Customer Care at
the telephone number on your ID card.

Certain Preventive Care Medications maybe covered. Log on to www.myuhc.com or call the Customer Care number on your ID
card for more information.
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PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply
limit.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the
minimum supply limit.

Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.

Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or
dosage regimens determined by us to be experimental, investigational or unproven.

Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent
payment or benefits are provided by the local, state or federal government (for example, Medicare).

Prescription Drug Products for any condition, Injury, Sickness or Mental lliness arising out of, or in the course of, employment
for which benefits are paid under any workers' compensation law or other similar laws.

Any product dispensed for the purpose of appetite suppression or weight loss.

A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera
and other injectable drugs used for contraception.

Durable Medical Equipment. Prescribed and non-prescribed outpatient supplies, other than the diabetic supplies and inhaler
spacers specifically stated as covered.

General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and
single entity vitamins.

Unit dose packaging or repackagers of Prescription Drug Products.

Medications used for cosmetic purposes.

Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the
definition of a Covered Health Service.

Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken
or destroyed.

Prescription Drug Products when prescribed to treat infertility.
Certain Prescription Drug Products for smoking cessation.

Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug
Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk
chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.)

Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement.
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits
for a Prescription Drug Product that was previously excluded under this provision.

Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our
PDL Management Committee.

Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed
medical condition).

Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury. This exclusion may not apply if
Benefits were purchased by the Enrolling Group. If coverage is available, those Benefits are described under Enteral Formulas
in Section 1 of the COC.

A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another
covered Prescription Drug Product. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.

Outpatient Prescription Drug Products obtained from a non-Network Pharmacy.
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PHARMACY EXCLUSIONS CONTINUED

» A Prescription Drug Product that contains marijuana, including medical marijuana.
» Dental products, including but not limited to prescription fluoride topicals.

UnitedHealthcare of Florida, Inc.
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w UnitedHealthcare Benefit Summary

Florida - Choice Plus
Consumer - Plan AHRR M1

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share

of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out-of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-

work, but you save money when you use the network. Are you a member?

> There's coverage if you need to go out of the network. Out-of-network means that a Ealsily rr}anag?]your be®nefit§,
provider does not have a contract with us. Choose what's best for you. Just remember on 'trt‘]e a thUh t(t‘;llcom an
out-of-network providers will likely charge you more. on the go with the

UnitedHealthcare

) ) Health4Me™ mobile app.
> There's no need to choose a primary care provider (PCP) or get referrals to see a

specialist. Consider a PCP; they can be helpful in managing your care. For questions, call the

member phone number on
> Preventive care is covered 100% in our network. your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at
welcometouhc.com/choiceplus or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local
time, Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cost share after the deductible)
$15 $1,500 You have no co-insurance.

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those
documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those
which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare of Florida, Inc.
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Your Costs

In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these
costs.

Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Deductible
What is a deductible?

The deductible is the amount you have to pay for covered health care services (common medical event) before your
health plan begins to pay. The deductible may not apply to all services. You may have more than one type of deductible.

> Your co-pays don't count towards meeting the deductible unless otherwise described within the specific
common medical event.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not
have to pay more than the individual deductible amount.

Medical Deductible - Individual $1,500 per year $2,500 per year
Medical Deductible - Family $3,000 per year $5,000 per year
What is an out-of-pocket limit?

The most you pay during a policy year before your health plan begins to pay 100%. Once you reach the out-of-pocket
limit, your health plan will pay for all covered services. This will not include any amounts over the amount we allow
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket

limit.
Out-of-Pocket Limit - Individual $2,000 per year $5,000 per year
Out-of-Pocket Limit - Family $4,000 per year $10,000 per year
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Your Costs

What is co-insurance?

Co-insurance is your share of the costs of a covered health care service, calculated as a percent (for example, 20%) of
the allowed amount for the service. You pay co-insurance plus any deductibles you owe. Co-insurance is not the same
as a co-payment (or co-pay).

What is a co-payment?

A co-payment (co-pay) is a fixed amount (for example, $15) you pay for a covered health care service, usually when
you receive the service. You will pay a co-pay or the allowed amount, whichever is less. The amount can vary by the
type of covered health care service. Please see the specific common medical event to see if a co-pay applies and how
much you have to pay.

What is Prior Authorization?

Prior Authorization is getting approval before you can get access to medicine or services. Services that require prior
authorization are noted in the list of Common Medical Events. To get approval, call the member phone number on your
health plan ID card.

Want more information?

Find additional definitions in the glossary at justplainclear.com.

Page 3 of 16



Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments
paid by you or your employer, you are responsible for paying these costs.

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Ambulance Services - Emergency and Non-Emergency

Transportation cost of anewborntothe  You pay nothing, after the medical You pay nothing, after the network
nearest appropriate facility for deductible has been met. medical deductible has been met.
treatment are covered.
Prior Authorization is required for Prior Authorization is required for
Non-Emergency Ambulance. Non-Emergency Ambulance.

Autism Spectrum Disorder

Note: The visit limits specified under ~~ The amount you pay is based on where the covered health service is
Rehabilitation Services - Outpatient provided.

Therapy and Manipulative Treatment

in this Benefit Summary do not apply to

Autism Spectrum Disorder.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Bones or Joints of the Jaw and Facial Region

You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Cleft Lip/Cleft Palate Treatment

You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Clinical Trials

The amount you pay is based on where the covered health service is

provided.

Prior Authorization is required. Prior Authorization is required.
You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Dental Services - Accident Only

You pay nothing, after the medical You pay nothing, after the network
deductible has been met. medical deductible has been met.
Prior Authorization is required. Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Dental Services - Anesthesia and Hospitalization

You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Diabetes Services

Diabetes Self Management and The amount you pay is based on where the covered health service is
Training/Diabetic Eye Examinations/  provided.

Foot Care:

Diabetes Self Management Items: The amount you pay is based on where the covered health service is provided

under Durable Medical Equipment or in the Prescription Drug Rider.

Prior Authorization is required for
Durable Medical Equipment that

costs more than $1,000.
Durable Medical Equipment
Limited toasingle purchase ofatype of  You pay nothing, after the medical 30% co-insurance, after the medical
Durable Medical Equipment (including  deductible has been met. deductible has been met.

repair and replacement) every 3 years.
This limit does not apply to wound
vacuums.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Emergency Health Services - Outpatient

$150 co-pay per visit. A deductible $150 co-pay per visit. A deductible
does not apply. does not apply.

Notification is required if confined
in an Out-of-Network Hospital.

Enteral Formulas

You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Hearing Aids

Limited to $2,500 every year and a You pay nothing, after the medical 30% co-insurance, after the medical

single purchase (including repair and deductible has been met. deductible has been met.

replacement) per hearing impaired ear

every 3 years.

Home Health Care

Limited to 60 visits per year. You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.
Prior Authorization is required for
Inpatient Stay.
Hospital - Inpatient Stay
$500 copay per admission, 100% 30% co-insurance, after the medical
after the medical deductible has deductible has been met.

been met. . o .
Prior Authorization is required.

Lab, X-Ray and Diagnostics - Outpatient

You pay nothing. A deductible does ~ 30% co-insurance, after the medical
not apply. deductible has been met.

Prior Authorization is required for
sleep studies.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MRA and Nuclear Medicine - Outpatient

$250 copay medical deductible 30% co-insurance, after the medical
does not apply . deductible has been met.

Prior Authorization is required.

Mental Health Services

Inpatient: $500 copay, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: $30 co-pay per visit. A deductible 30% co-insurance, after the medical
does not apply. deductible has been met.

Prior Authorization is required for
certain services.

Neurobiological Disorders — Autism Spectrum Disorder Services

Inpatient: $500, after the medical deductible 30% co-insurance, after the medical
has been met. deductible has been met.

Outpatient: $30 co-pay per visit. A deductible 30% co-insurance, after the medical
does not apply. deductible has been met.

Prior Authorization is required for
certain services.

Osteoporosis Treatment

You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.
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Your Costs

Common Medical Event

Ostomy Supplies
Limited to $2,500 per year.

Your cost if you use
Network Benefits

You pay nothing, after the medical

deductible has been met.

Pharmaceutical Products - Outpatient

This includes medications given at a
doctor’s office, or in a Covered

You pay nothing, after the medical

deductible has been met.

Your cost if you use
Out-of-Network Benefits

30% co-insurance, after the medical
deductible has been met.

30% co-insurance, after the medical
deductible has been met.

Person’s home.

Physician Fees for Surgical and Medical Services

You pay nothing, after the medical
deductible has been met.

30% co-insurance, after the medical
deductible has been met.

Physician’s Office Services - Sickness and Injury

Primary Physician Office Visit Covered persons less than age 19:
You pay nothing. A deductible does
not apply.

All other Covered Persons:

$15 co-pay per visit. A deductible
does not apply.

30% co-insurance, after the medical
deductible has been met.

30% co-insurance, after the medical
deductible has been met.

$30 co-pay per visit. A deductible
does not apply.

Specialist Physician Office Visit

Prior Authorization is required for
Breast Cancer Genetic Test
Counseling (BRCA) for women at
higher risk for breast cancer.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office.
For example, surgery.

Pregnancy - Maternity Services

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required if
the stay in the hospital is longer than
48 hours following a normal
vaginal delivery or 96 hours
following a cesarean section
delivery.

Prescription Drug Benefits

Prescription drug benefits are shown in the Prescription Drug benefit summary.

Page 7 of 16



Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Preventive Care Services

Physician Office Services, Scopic You pay nothing. A deductible does  30% co-insurance, after the medical
Procedures, Lab, X-Ray or other not apply. deductible has been met.
preventive tests.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA),
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare
also covers other routine services that may require a co-pay, co-insurance or deductible.

Prosthetic Devices

Limited to a single purchase of each You pay nothing, after the medical 30% co-insurance, after the medical
type of prosthetic device every 3 years. deductible has been met. deductible has been met.

Prior Authorization is required for
Prosthetic Devices that costs more
than $1,000.

Reconstructive Procedures

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required.

Rehabilitation and Habilitative Services - Outpatient Therapy and Manipulative Treatment

Limited to: $15 co-pay per visit. A deductible 30% co-insurance, after the medical
20 visits of physical therapy. does not apply. deductible has been met.

20 visits of occupational therapy.

20 visits of speech therapy.

20 visits of pulmonary rehabilitation.

36 visits of cardiac rehabilitation.

30 visits of post-cochlear implant aural
therapy.

20 visits of cognitive rehabilitation
therapy.

20 visits of manipulative treatments.

Prior Authorization is required for
certain services.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic/therapeutic scopic You pay nothing, after the medical 30% co-insurance, after the medical

procedures include, but are not limited  deductible has been met. deductible has been met.

to colonoscopy, sigmoidoscopy and

endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. You pay nothing, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Substance Use Disorder Services

Inpatient: $500 copay, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: $30 co-pay per visit. A deductible 30% co-insurance, after the medical
does not apply. deductible has been met.

Prior Authorization is required for
certain services.

Surgery - Outpatient

$250 copay, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.

Therapeutic Treatments - Outpatient

Therapeutic treatments include, butare  You pay nothing, after the medical 30% co-insurance, after the medical
not limited to dialysis, intravenous deductible has been met. deductible has been met.
chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Prior Authorization is required for
certain services.

Transplantation Services

Network Benefits must be receivedata  The amount you pay is based on where the covered health service is
designated facility. provided.

Prior Authorization is required. Prior Authorization is required.
Urgent Care Center Services

$35 co-pay per visit. A deductible 30% co-insurance, after the medical

does not apply. deductible has been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.
For example, surgery.

Virtual Visits
Network Benefits are available only $15 co-pay per visit. A deductible 30% co-insurance, after the medical
when services are delivered througha  does not apply. deductible has been met.

Designated Virtual Visit Network
Provider. Find a Designated Virtual
Visit Network Provider Group at
myuhc.com or by calling Customer
Care at the telephone number on your
ID card. Access to Virtual Visits and
prescription services may not be
available in all states or for all groups.
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Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amendments and Riders for an exact description of the services and
supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

Alternative Treatments

Acupressure; acupuncture; aromatherapy; hypnotism; massage therapy; rolfing; art therapy, music therapy, dance
therapy, horseback therapy; and other forms of alternative treatment as defined by the National Center for
Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion does not apply
to Manipulative Treatment and non-manipulative osteopathic care for which Benefits are provided as described in
Section 1 of the COC.

Dental care (which includes dental X-rays, supplies and appliances and all associated expenses, including
hospitalizations and anesthesia). This exclusion does not apply to Benefits as described under Bones or Joints of the Jaw
and Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. This exclusion does
not apply to accident-related dental services for which Benefits are provided as described under Dental Services —
Accident Only in Section 1 of the COC. This exclusion does not apply to dental care (oral examination, X-rays,
extractions and non-surgical elimination of oral infection) required for the direct treatment of a medical condition for
which Benefits are available under the Contract, limited to: Transplant preparation; prior to initiation of
immunosuppressive drugs; the direct treatment of acute traumatic Injury, cancer or cleft palate. Dental care that is
required to treat the effects of a medical condition, but that is not necessary to directly treat the medical condition, is
excluded. Examples include treatment of dental caries resulting from dry mouth after radiation treatment or as a result of
medication. Endodontics, periodontal surgery and restorative treatment are excluded. Preventive care, diagnosis,
treatment of or related to the teeth, jawbones or gums. Examples include: extraction, restoration and replacement of
teeth; medical or surgical treatments of dental conditions; and services to improve dental clinical outcomes. This
exclusion does not apply to dental services for which Benefits are provided as described under Bones or Joints of the
Jaw and Facial Region and Cleft Lip/Cleft Palate in Section 1 of the COC. This exclusion does not apply to accidental-
related dental services for which Benefits are provided as described under Dental Services — Accidental Only in Section
1 of the COC. Dental implants, bone grafts and other implant-related procedures. This exclusion does not apply to
accident-related dental services for which Benefits are provided as described under Dental Services — Accident Only in
Section 1 of the COC. Dental braces (orthodontics). Treatment of congenitally missing, malpositioned, or
supernumerary teeth, even if part of a Congenital Anomaly. This exclusion does not apply to dental services for which
Benefits are provided as described under Cleft Lip/Cleft Palate in Section 1 of the COC.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or to affect performance in sports-related activities. Orthotic appliances that
straighten or re-shape a body part. Examples include foot orthotics and some types of braces, including over-the-counter
orthotic braces. Cranial banding. The following items are excluded, even if prescribed by a Physician: blood pressure
cuff/monitor; enuresis alarm; non-wearable external defibrillator; trusses and ultrasonic nebulizers. Devices and
computers to assist in communication and speech except for speech aid devices and tracheo-esophogeal voice devices
for which Benefits are provided as described under Durable Medical Equipment in Section 1 of the COC. Oral
appliances for snoring. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect. Replacement of
prosthetic devices due to misuse, malicious damage or gross neglect or to replace lost or stolen items.
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Services your plan does not cover (Exclusions)

Drugs

Prescription drug products for outpatient use that are filled by a prescription order or refill. Self-injectable medications.
This exclusion does not apply to medications which, due to their characteristics (as determined by us), must typically be
administered or directly supervised by a qualified provider or licensed/certified health professional in an outpatient
setting. This exclusion does not apply to Benefits as described under Diabetes Services in Section 1 of the COC. Non-
injectable medications given in a Physician’s office. This exclusion does not apply to non-injectable medications that are
required in an Emergency and consumed in the Physician’s office. Over-the-counter drugs and treatments. Growth
hormone therapy. New Pharmaceutical Products and/or new dosage forms until the date they are reviewed. A
Pharmaceutical Product that contains (an) active ingredient(s) available in and therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. Such determinations
may be made up to six times during a calendar year. A Pharmaceutical Product that contains (an) active ingredient(s)
which is (are) a modified version of and therapeutically equivalent (having essentially the same efficacy and adverse
effect profile) to another covered Pharmaceutical Product. Such determinations may be made up to six times during a
calendar year.

Experimental, Investigational or Unproven Services

Experimental or Investigational and Unproven Services and all services related to Experimental or Investigational and
Unproven Services are excluded. The fact that an Experimental or Investigational or Unproven Service, treatment,
device or pharmacological regimen is the only available treatment for a particular condition will not result in Benefits if
the procedure is considered to be Experimental or Investigational or Unproven in the treatment of that particular
condition. This exclusion does not apply to medically appropriate medications prescribed for the treatment of cancer.
The drug must be recognized for the treatment of that indication, and published within a standard reference compendium
or recommended in medical literature. This exclusion does not apply to Covered Health Services provided during a
clinical trial for which Benefits are provided as described under Clinical Trials in Section 1 of the COC.

Foot Care

Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not apply to
preventive foot care for Covered Persons with diabetes for which Benefits are provided as described under Diabetes
Services in Section 1 of the COC. Nail trimming, cutting, or debriding. Hygienic and preventive maintenance foot care.
Examples include: cleaning and soaking the feet; applying skin creams in order to maintain skin tone. This exclusion
does not apply to preventive foot care for Covered Persons who are at risk of neurological or vascular disease arising
from diseases such as diabetes. Treatment of flat feet. Treatment of subluxation of the foot. Shoes; shoe orthotics; shoe
inserts and arch supports.

Medical Supplies

Prescribed or non-prescribed medical supplies and disposable supplies. Examples include: compression stockings, ace
bandages, gauze and dressings, urinary catheters. This exclusion does not apply to:
* Disposable supplies necessary for the effective use of Durable Medical Equipment for which Benefits are
provided as described under Durable Medical Equipment in Section 1 of the COC.
* Diabetic supplies for which Benefits are provided as described under Diabetes Services in Section 1 of the COC.
¢ Ostomy supplies for which Benefits are provided as described under Ostomy Supplies in Section 1 of the COC.

Tubing and masks, except when used with Durable Medical Equipment as described under Durable Medical Equipment
in Section 1 of the COC.
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Services your plan does not cover (Exclusions)

Mental Health

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Mental Health Services as treatments for R & T code conditions as
listed within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Mental Health Services as treatment for a primary diagnosis of insomnia and other sleep-wake disorders, feeding
disorders, binge eating disorders, neurological disorders and other disorders with a known physical basis. Treatments for
the primary diagnoses of learning disabilities, conduct and impulse control disorders, personality disorders and
paraphilic disorder. Educational/behavioral services that are focused on primarily building skills and capabilities in
communication, social interaction and learning. Tuition for or services that are school-based for children and adolescents
under the Individuals with Disabilities Education Act. Learning, motor disorders and primary communication disorders
as defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Intellectual disabilities and Autism Spectrum Disorder as a primary diagnosis defined in the current edition of the
Diagnostic and Statistical Manual of the American Psychiatric Association. Benefits for Autism Spectrum Disorder as a
primary diagnosis are described under Neurobiological Disorders - Autism Spectrum Disorder Services in Section 1 of
the COC. Mental Health Services as a treatment for other conditions that may be a focus of clinical attention as listed in
the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. All unspecified
disorders in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Health
services and supplies that do not meet the definition of a Covered Health Service — see the definition in Section 9 of the
COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Neurobiological Disorders — Autism Spectrum Disorder

Services as treatments of sexual dysfunction and feeding disorders as listed in the current edition of the Diagnostic and
Statistical Manual of the American Psychiatric Association. Any treatments or other specialized services designed for
Autism Spectrum Disorder that are not backed by credible research demonstrating that the services or supplies have a
measurable and beneficial health outcome and therefore considered Experimental or Investigational or Unproven
Services. Intellectual disability as the primary diagnosis defined in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Tuition for or services that are school-based for children and
adolescents under the Individuals with Disabilities Education Act. Learning, motor disorders and communication
disorders as defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric
Association and which are not a part of Autism Spectrum Disorder. Treatments for the primary diagnoses of learning
disabilities, conduct and impulse control disorders, personality disorders and paraphilic disorder. All unspecified
disorders in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Health
services and supplies that do not meet the definition of a Covered Health Service — see the definition in Section 9 of the
COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Individual and group nutritional counseling. This exclusion does not apply to medical nutritional education services that
are provided by appropriately licensed or registered health care professionals when both of the following are true:
* Nutritional education is required for a disease in which patient self-management is an important component of
treatment.
* There exists a knowledge deficit regarding the disease which requires the intervention of a trained health
professional.

Enteral feedings, even if the sole source of nutrition. This exclusion does ot apply to Benefits described under Enteral
Formulas in Section 1 of the COC. Infant formula and donor breast milk. Nutritional or cosmetic therapy using high
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Services your plan does not cover (Exclusions)

dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. Examples include
supplements, electrolytes, and foods of any kind (including high protein foods and low carbohydrate foods).

Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; guest service. Supplies, equipment and similar incidental services and
supplies for personal comfort. Examples include: air conditioners, air purifiers and filters, dehumidifiers; batteries and
battery chargers; breast pumps (This exclusion does not apply to breast pumps for which Benefits are provided under the
Health Resources and Services Administration (HRSA) requirement); car seats; chairs, bath chairs, feeding chairs,
toddler chairs, chair lifts, recliners; exercise equipment; home modifications such as elevators, handrails and ramps; hot
tubs; humidifiers; Jacuzzis; mattresses; medical alert systems; motorized beds; music devices; personal computers,
pillows; power-operated vehicles; radios; saunas; stair lifts and stair glides; strollers; safety equipment; treadmills;
vehicle modifications such as van lifts; video players, whirlpools.

Physical Appearance

Cosmetic Procedures. See the definition in Section 9 of the COC. Examples include: pharmacological regimens,
nutritional procedures or treatments. Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures). Skin abrasion procedures performed as a treatment for acne. Liposuction or
removal of fat deposits considered undesirable, including fat accumulation under the male breast and nipple. Treatment
for skin wrinkles or any treatment to improve the appearance of the skin. Treatment for spider veins. Hair removal or
replacement by any means. Replacement of an existing breast implant if the earlier breast implant was performed as a
Cosmetic Procedure. Note: Replacement of an existing breast implant is considered reconstructive if the initial breast
implant followed mastectomy. See Reconstructive Procedures in Section 1 of the COC. Treatment of benign
gynecomastia (abnormal breast enlargement in males). Physical conditioning programs such as athletic training, body-
building, exercise, fitness, flexibility, and diversion or general motivation. Weight loss programs whether or not they are
under medical supervision. Weight loss programs for medical reasons are also excluded. Wigs regardless of the reason
for the hair loss.

Procedures and Treatments

Excision or elimination of hanging skin on any part of the body. Examples include plastic surgery procedures called
abdominoplasty or abdominal panniculectomy, and brachioplasty. Medical and surgical treatment of excessive sweating
(hyperhidrosis). Medical and surgical treatment for snoring, except when provided as a part of treatment for documented
obstructive sleep apnea. Rehabilitation services and Manipulative Treatment to improve general physical condition that
are provided to reduce potential risk factors, where significant therapeutic improvement is not expected, including
routine, long-term or maintenance/preventive treatment. Speech therapy except as required for treatment of a speech
impediment or speech dysfunction that results from Injury, stroke, cancer, Congenital Anomaly or Autism Spectrum
Disorder. Outpatient cognitive rehabilitation therapy except as Medically Necessary following a post-traumatic brain
Injury or cerebral vascular accident. Psychosurgery. Sex transformation operations and related services. Physiological
modalities and procedures that result in similar or redundant therapeutic effects when performed on the same body
region during the same visit or office encounter. Biofeedback. Services for the evaluation and treatment of
temporomandibular joint syndrome (TMJ), whether the services are considered to be medical or dental in nature.This
exclusion does not apply to Benefits described under Additional Benefits Required by Florida Law - Bones or Joints of
the Jaw and Facial Region in Section 1 of the COC. Upper and lower jawbone surgery, orthognathic surgery, and jaw
alignment. This exclusion does not apply to reconstructive jaw surgery required for Covered Persons because of a
Congenital Anomaly, acute traumatic Injury, dislocation, tumors, cancer or obstructive sleep apnea. This exclusion does
not apply to Benefits as described under Additional Benefits Required by Florida Law - Bones or Joints of the Jaw and
Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. Surgical and non-surgical
treatment of obesity. Stand-alone multi-disciplinary smoking cessation programs. These are programs that usually
include health care providers specializing in smoking cessation and may include a psychologist, social worker or other
licensed or certified professional. The programs usually include intensive psychological support, behavior modification
techniques and medications to control cravings. Breast reduction surgery except as coverage is required by the Women's
Health and Cancer Rights Act of 1998 for which Benefits are described under Reconstructive Procedures in Section 1 of
the COC. In vitro fertilization regardless of the reason for treatment.
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Services your plan does not cover (Exclusions)

Providers

Services performed by a provider who is a family member by birth or marriage. Examples include a spouse, brother,
sister, parent or child. This includes any service the provider may perform on himself or herself. Services performed by
a provider with your same legal residence. Services provided at a free-standing or Hospital-based diagnostic facility
without an order written by a Physician or other provider. Services which are self-directed to a free-standing or Hospital-
based diagnostic facility. Services ordered by a Physician or other provider who is an employee or representative of a
free-standing or Hospital-based diagnostic facility, when that Physician or other provider has not been actively involved
in your medical care prior to ordering the service, or is not actively involved in your medical care after the service is
received. This exclusion does not apply to mammography.

Reproduction

Health services and associated expenses for infertility treatments, including assisted reproductive technology, regardless
of the reason for the treatment. This exclusion does not apply to services required to treat or correct underlying causes of
infertility. Surrogate parenting, donor eggs, donor sperm and host uterus. Storage and retrieval of all reproductive
materials. Examples include eggs, sperm, testicular tissue and ovarian tissue. The reversal of voluntary sterilization.

Services Provided under Another Plan

Health services for which other coverage is required to be paid by federal, state or local law to be purchased or provided
through other arrangements. Examples include coverage required by workers' compensation, no-fault auto insurance, or
similar legislation. If coverage under workers' compensation or similar legislation is optional for you because you could
elect it, or could have it elected for you, Benefits will not be paid for any Injury, Sickness, or Mental IlIness that would
have been covered under workers' compensation or similar legislation had that coverage been elected. Health services
for treatment of military service-related disabilities, when you are legally entitled to other coverage and facilities are
reasonably available to you. Health services while on active military duty.

Substance Use Disorders

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Methadone treatment as maintenance, L.A.A.M. (1-Alpha-Acetyl-
Methadol), Cyclazocine, or their equivalents. Educational/behavioral services that are focused on primarily building
skills and capabilities in communication, social interaction and learning. Substance-induced sexual dysfunction disorders
and substance-induced sleep disorders. Gambling disorders. All unspecified disorders in the current edition of the
Diagnostic and Statistical Manual of the American Psychiatric Association. Health services and supplies that do not
meet the definition of a Covered Health Service — see the definition in Section 9 of the COC. Covered Health Services
are those health services, including services, supplies, or Pharmaceutical Products, which we determine to be all of the
following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Transplants

Health services for organ and tissue transplants, except those described under Transplantation Services in Section 1 of
the COC. Health services connected with the removal of an organ or tissue from you for purposes of a transplant to
another person. (Donor costs that are directly related to organ removal are payable for a transplant through the organ
recipient's Benefits under the Contract.) Health services for transplants involving permanent mechanical or animal
organs.
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Services your plan does not cover (Exclusions)

Travel

Health services provided in a foreign country, unless required as Emergency Health Services. Travel or transportation
expenses, even though prescribed by a Physician. Some travel expenses related to Covered Health Services received
from a Designated Facility or Designated Physician may be reimbursed at our discretion. This exclusion does not apply
to ambulance transportation for which Benefits are provided as described under Ambulance Services in Section 1 of the
COC.

Types of Care

Multi-disciplinary pain management programs provided on an inpatient basis for acute pain or for exacerbation of
chronic pain. Custodial care or maintenance care; domiciliary care. Private Duty Nursing. Respite care. This exclusion
does not apply to respite care that is part of an integrated hospice care program of services provided to a terminally ill
person by a licensed hospice care agency for which Benefits are provided as described under Hospice Care in Section 1
of the COC. Rest cures; services of personal care attendants. Work hardening (individualized treatment programs
designed to return a person to work or to prepare a person for specific work).

Vision and Hearing

Purchase cost and fitting charge for eye glasses and contact lenses. Implantable lenses used only to correct a refractive
error (such as Intacs corneal implants). Eye exercise or vision therapy. Surgery that is intended to allow you to see better
without glasses or other vision correction. Examples include radial keratotomy, laser, and other refractive eye surgery.
Bone anchored hearing aids except when either of the following applies: For Covered Persons with craniofacial
anomalies whose abnormal or absent ear canals preclude the use of a wearable hearing aid. For Covered Persons with
hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing aid. More than one
bone anchored hearing aid per Covered Person who meets the above coverage criteria during the entire period of time
the Covered Person is enrolled under the Contract. Repairs and/or replacement for a bone anchored hearing aid for
Covered Persons who meet the above coverage criteria, other than for malfunctions. Routine vision examinations,
including refractive examinations to determine the need for vision correction.
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Services your plan does not cover (Exclusions)

All Other Exclusions

Health services and supplies that do not meet the definition of a Covered Health Service - see the definition in Section 9
of the COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following: Medically Necessary; described as a Covered Health Service in Section 1
of the COC and Schedule of Benefits; and not otherwise excluded in Section 2 of the COC. Physical, psychiatric or
psychological exams, testing, vaccinations, immunizations or treatments that are otherwise covered under the Contract
when: required solely for purposes of school, sports or camp, travel, career or employment, insurance, marriage or
adoption; related to judicial or administrative proceedings or orders; conducted for purposes of medical research (This
exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits are provided as
described under Clinical Trials in Section 1 of the COC); required to obtain or maintain a license of any type. Health
services received as a result of war or any act of war, whether declared or undeclared or caused during service in the
armed forces of any country. This exclusion does not apply to Covered Persons who are civilians injured or otherwise
affected by war, any act of war, or terrorism. Health services received after the date your coverage under the Contract
ends. This applies to all health services, even if the health service is required to treat a medical condition that arose
before the date your coverage under the Contract ended. This exclusion does not apply to health services covered under
Extended Coverage for Pregnancy or Extended Coverage for Total Disability in Section 4 of the COC. Health services
for which you have no legal responsibility to pay, or for which a charge would not ordinarily be made in the absence of
coverage under the Contract. In the event an Out-of-Network provider waives co-payments, co-insurance and/or any
deductible for a particular health service, no Benefits are provided for the health service for which the co-payments, co-
insurance and/or deductible are waived. Charges in excess of Eligible Expenses or in excess of any specified limitation.
Long term (more than 30 days) storage. Examples include cryopreservation of tissue, blood and blood products.
Autopsy. Foreign language and sign language services. Health services related to a non-Covered Health Service: When a
service is not a Covered Health Service, all services related to that non-Covered Health Service are also excluded. This
exclusion does not apply to services we would otherwise determine to be Covered Health Services if they are to treat
complications that arise from the non-Covered Health Service. For the purpose of this exclusion, a "complication™ is an
unexpected or unanticipated condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication” are bleeding or infections, following a
Cosmetic Procedure, that require hospitalization.
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w UnitedHealthcare

Addendum to the
Medical Benefit Summary

Florida
Choice Plus

These Benefits are available to you in addition to the benefits located on the Benefit Summary.

ADDITIONAL CORE BENEFITS

Types of Coverage Network Benefits Non-Network Benefits
Gender Dysphoria

The amount you pay is based on where the covered health service is provided.

Prior Authorization is required for certain
services.

This Gender Dysphoria exclusion applies:

Cosmetic Procedures including the following: Abdominoplasty. Blepharoplasty. Breast enlargement, including
augmentation mammoplasty and breast implants. Body contouring, such as lipoplasty. Brow lift. Calf implants. Cheek,
chin, and nose implants. Injection of fillers or neurotoxins. Face lift, forehead lift, or neck tightening. Facial bone
remodeling for facial feminizations. Hair removal. Hair transplantation. Lip augmentation. Lip reduction. Liposuction.
Mastopexy. Pectoral implants for chest masculinization. Rhinoplasty. Skin resurfacing. Thyroid cartilage reduction;
reduction thyroid chondroplasty; trachea shave (removal or reduction of the Adam’s Apple). Voice modification surgery.
Voice lessons and voice therapy.

This Procedures and Treatments exclusion no longer applies when Gender Dysphoria applies:
Sex transformation operations and related services.

Mental Health Services

Partial Hospitalization/Intensive 100% after Deductible has been met per 70% after Deductible has been met per
Outpatient Treatment: session for Partial Hospitalization session for Partial Hospitalization
/Intensive Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain
services.

UnitedHealthcare Insurance Company



Neurobiological Disorders — Autism Spectrum Disorder Services

Partial Hospitalization/Intensive 100% after Deductible has been met per 70% after Deductible has been met per
Outpatient Treatment: session for Partial Hospitalization session for Partial Hospitalization
/Intensive Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain

services.
Substance Use Disorder Services
Partial Hospitalization/Intensive 100% after Deductible has been met per 70% after Deductible has been met per
Outpatient Treatment: session for Partial Hospitalization session for Partial Hospitalization
/Intensive Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain
services.

This replaces the Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders exclusion
sections on the Benefit Summary:

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Outside of an initial assessment, services as treatments for a primary
diagnosis of conditions and problems that may be a focus of clinical attention, but are specifically noted not to be mental
disorders within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Outside of initial assessment, services as treatments for the primary diagnoses of learning disabilities, conduct and
impulse control disorders, pyromania, kleptomania, gambling disorder, and paraphilic disorder. Educational services that
are focused on primarily building skills and capabilities in communication, social interaction and learning. Tuition or
services that are school-based for children and adolescents required to be provided by, or paid for, by the school under
the Individuals with Disabilities Education Act. Outside of initial assessment, unspecified disorders for which the provider
is not obligated to provide clinical rationale as defined in the current edition of the Diagnostic and Statistical Manual of
the American Psychiatric Association. Transitional Living services.

This Benefit Summary is intended only to highlight your Benefits and should not be relied upon to fully determine your
coverage. If this Benefit Summary conflicts in any way with the Certificate of Coverage (COC), Riders, and/or
Amendments, these documents shall prevail. It is recommended that you review your these documents for an exact
description of the services and supplies that are covered, those which are excluded or limited, and other terms and
conditions of coverage. The Benefits shown here may change some of the exclusions indicated on your Benefit
Summary.
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UnitedHealthcare Insurance Company does not treat members differently because of sex, age, race, color,
disability or national origin.
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If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to the Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City,
UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you
within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone number listed on your ID card, TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the toll-free phone number listed on your ID card
TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

ATTENTION: If you speak English, language assistance services, free of charge, are available to vou.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al namero de teléfono gratuito que aparece en su tarjeta de identificacion.

FEE  WREFRH I (Chinese) , AM B R LIRMUEZ S HERY., FRITFEFINEHS
BEEETHERR,

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& duoc cung cap dich vu tro giup vé
ngdn ngit mién phi. Vui long goi 86 dién thoai mién phi & mat sau thé hgi vién ctia quy vi.

22 B =0 (Korean)E AEotAlE 22 2N A& AHIAE RE2Z 0|Ecta = AUSLILL
1otel AIZ2E IIEU I R2 & M3HS Z 226t Al L.

4]

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHME: GecnnaTabie YCIYTH IIepeBoAa TOCTYIIHBI IS JIIOACH, el poTHOH S3bIK SBISCTCA
pycekoM (Russian). [lozponuTe mo SecrmaTHoMy HOMepY TeleoHa, YKazaHHOMY Ha BaleH
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laalt caileh 8 5 e Jlaty ela M ol dalio dola ol 4, all) Bac Lisall chladd «(Arabic) A all a1 A

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w
nan lang pa w. Tanpri rele nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez francais (French), des services d’aide linguistique vous sont proposés
gratuitement. Veuillez appeler le numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepniliémy darmowe ustugi thumacza. Prosimy
zadzwoni¢ pod bezplatny numer telefonu podany na karcie identyfikacyjne;.

ATENCAOQ: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito.
Ligue gratuitamente para o nimero encontrado no seu cartio de identificagio.

ATTENZIONE: in caso la lingua parlata sia I’italiano (Italian), sono disponibili servizi di assistenza
linguistica gratuiti. Per favore chiamate il numero di telefono verde indicato sulla vostra tessera
identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Bitte rufen Sie die gebithrenfreie Rufnummer auf der Riickseite
Ihres Mitgliedsausweises an.

FESIE - BABJapanese) FE SN LI5S, EHOEEXEY—EXZCARAW=FITET
o BERBREICEHEEIN TSI —F A VILICBEECZELY,

S s jladi Lkl 230 e Lad SLERY 53 8 sk 4s (U Sl ilead cSand (Farsi) e Led ol Bl da g

8 ol 028 2 Led il o S gy 48
Fur e & afe 3 @ (indi) s § A ek T s wErAT @A g 3ucey
g1 FUT AU TgHTeT UF G U TTA-1hT BT o U el |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
rau tus xov tooj hu deb dawb uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

Samosren:  sirfaanfonumaniss (Khmer) snenfigarm anenuanfniy Awenintany  aogmipetinrennfnig fﬁmmsmﬁﬁgm@nﬂimmh}@ﬁﬂ

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan
bayadna, ket sidadaan para kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

DIif BAA'AKONINIZIN: Diné (Navajo) bizaad bee vénilti'go, saad bee aka'anida‘awo'igii, t'a4 jiik'eh,
bee nd'ahdot'i'. T'a4 shgodi ninaaltsoos nitl'izi bee nééhozinigii bine'déé’ t'aa jiik'ehgo béésh bee hane'i
bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah,
ayaad heli kartaa. Fadlan wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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w UnitedHealthcare Benefit Summary

Outpatient Prescription Drug

Florida
10/30/50 Plan 135

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

Annual Drug Deductible - Network and Non-Network

Individual Deductible No Deductible

Family Deductible No Deductible
Out-of-Pocket Drug Limit - Network

Individual Out-of-Pocket Limit See Medical Benefit Summary
Family Out-of-Pocket Limit See Medical Benefit Summary

Out-of-Pocket Limit does not apply Non-Network.

Tier Level Retail *Mail Order
Up to 31-day supply Up to 90-day supply
Network Non-Network Network
Tier 1 $10 $10 $25
Tier 2 $30 $30 $75
Tier 3 $50 $50 $125

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at
the telephone number on the back of your ID card for more information.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.

FLMSAA13516
Item# Rev. Date
213-9491 0815 UnitedHealthcare of Florida, Inc.
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Other Important Information about your Outpatient Prescription Drug Benefits

If you purchase a Prescription Drug Product from a Non-Network Pharmacy, you are responsible for any difference between what
the Non-Network Pharmacy charges and the amount we would have paid for the same Prescription Drug Product dispensed by a
Network Pharmacy.

You are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the retail Network Pharmacy's Usual
and Customary Charge, or the lower of the applicable Co-payment and/or Co-insurance or the mail order Network Pharmacy's
Prescription Drug Cost.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s)
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or
Unproven.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to
obtain your Prescription Drug Product from the Designated Pharmacy, you will be subject to the Non-Network Benefit for that
Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a
mail order Network Pharmacy.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you
may opt-out of the Maintenance Medication Program each year through the Internet at myuhc.com or by calling Customer Care at
the telephone number on your ID card.

Certain Preventive Care Medications maybe covered. Log on to www.myuhc.com or call the Customer Care number on your ID
card for more information.
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PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply
limit.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the
minimum supply limit.

Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.

Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or
dosage regimens determined by us to be experimental, investigational or unproven.

Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent
payment or benefits are provided by the local, state or federal government (for example, Medicare).

Prescription Drug Products for any condition, Injury, Sickness or Mental lliness arising out of, or in the course of, employment
for which benefits are paid under any workers' compensation law or other similar laws.

Any product dispensed for the purpose of appetite suppression or weight loss.

A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera
and other injectable drugs used for contraception.

Durable Medical Equipment. Prescribed and non-prescribed outpatient supplies, other than the diabetic supplies and inhaler
spacers specifically stated as covered.

General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and
single entity vitamins.

Unit dose packaging or repackagers of Prescription Drug Products.

Medications used for cosmetic purposes.

Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the
definition of a Covered Health Service.

Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken
or destroyed.

Prescription Drug Products when prescribed to treat infertility.
Certain Prescription Drug Products for smoking cessation.

Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug
Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk
chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.)

Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement.
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits
for a Prescription Drug Product that was previously excluded under this provision.

Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our
PDL Management Committee.

Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed
medical condition).

Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury. This exclusion may not apply if
Benefits were purchased by the Enrolling Group. If coverage is available, those Benefits are described under Enteral Formulas
in Section 1 of the COC.

A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another

covered Prescription Drug Product. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.
A Prescription Drug Product that contains marijuana, including medical marijuana.
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PHARMACY EXCLUSIONS CONTINUED

» Dental products, including but not limited to prescription fluoride topicals.

UnitedHealthcare of Florida, Inc.
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w UnitedHealthcare Benefit Summary

Florida - Choice Plus
Balanced - Plan AHLP M1

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share

of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out-of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-

work, but you save money when you use the network. Are you a member?

> There's coverage if you need to go out of the network. Out-of-network means that a Ealsily rr}anag?]your be®nefit§,
provider does not have a contract with us. Choose what's best for you. Just remember on 'trt‘]e a thUh t(t‘;llcom an
out-of-network providers will likely charge you more. on the go with the

UnitedHealthcare

) ) Health4Me™ mobile app.
> There's no need to choose a primary care provider (PCP) or get referrals to see a

specialist. Consider a PCP; they can be helpful in managing your care. For questions, call the

member phone number on
> Preventive care is covered 100% in our network. your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at
welcometouhc.com/choiceplus or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local
time, Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cost share after the deductible)
$15 $250 10%

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those
documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those
which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare Insurance Company
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Your Costs

In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these
costs.

Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Deductible
What is a deductible?

The deductible is the amount you have to pay for covered health care services (common medical event) before your
health plan begins to pay. The deductible may not apply to all services. You may have more than one type of deductible.

> Your co-pays don't count towards meeting the deductible unless otherwise described within the specific
common medical event.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not
have to pay more than the individual deductible amount.

Medical Deductible - Individual $250 per year $500 per year
Medical Deductible - Family $500 per year $1,000 per year
What is an out-of-pocket limit?

The most you pay during a policy year before your health plan begins to pay 100%. Once you reach the out-of-pocket
limit, your health plan will pay for all covered services. This will not include any amounts over the amount we allow
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket

limit.
Out-of-Pocket Limit - Individual $2,250 per year $4,500 per year
Out-of-Pocket Limit - Family $4,500 per year $9,000 per year
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Your Costs

What is co-insurance?

Co-insurance is your share of the costs of a covered health care service, calculated as a percent (for example, 20%) of
the allowed amount for the service. You pay co-insurance plus any deductibles you owe. Co-insurance is not the same
as a co-payment (or co-pay).

What is a co-payment?

A co-payment (co-pay) is a fixed amount (for example, $15) you pay for a covered health care service, usually when
you receive the service. You will pay a co-pay or the allowed amount, whichever is less. The amount can vary by the
type of covered health care service. Please see the specific common medical event to see if a co-pay applies and how
much you have to pay.

What is Prior Authorization?

Prior Authorization is getting approval before you can get access to medicine or services. Services that require prior
authorization are noted in the list of Common Medical Events. To get approval, call the member phone number on your
health plan ID card.

Want more information?

Find additional definitions in the glossary at justplainclear.com.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments
paid by you or your employer, you are responsible for paying these costs.

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Ambulance Services - Emergency and Non-Emergency
Transportation cost of anewborntothe  10% co-insurance, after the medical ~ 10% co-insurance, after the

nearest appropriate facility for deductible has been met. network medical deductible has
treatment are covered. been met.
Prior Authorization is required for Prior Authorization is required for
Non-Emergency Ambulance. Non-Emergency Ambulance.

Autism Spectrum Disorder

Note: The visit limits specified under 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
Rehabilitation Services - Outpatient deductible has been met. deductible has been met.

Therapy and Manipulative Treatment

in this Benefit Summary do not apply to

Autism Spectrum Disorder.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Bones or Joints of the Jaw and Facial Region
10% co-insurance, after the medical 30% co-insurance, after the medical

deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Cleft Lip/Cleft Palate Treatment
10% co-insurance, after the medical 30% co-insurance, after the medical

deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Clinical Trials

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required. Prior Authorization is required.

Congenital Heart Disease (CHD) Surgeries

10% co-insurance, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Dental Services - Accident Only

10% co-insurance, after the medical 10% co-insurance, after the

deductible has been met. network medical deductible has
been met.
Prior Authorization is required. Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Dental Services - Anesthesia and Hospitalization
10% co-insurance, after the medical 30% co-insurance, after the medical

deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Diabetes Services

Diabetes Self Management and The amount you pay is based on where the covered health service is
Training/Diabetic Eye Examinations/  provided.

Foot Care:

Diabetes Self Management Items: The amount you pay is based on where the covered health service is provided

under Durable Medical Equipment or in the Prescription Drug Rider.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Durable Medical Equipment

Limited to asingle purchase of atype of ~ 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
Durable Medical Equipment (including  deductible has been met. deductible has been met.

repair and replacement) every 3 years.

This limit does not apply to wound

vacuums.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Emergency Health Services - Outpatient

$100 co-pay per visit. A deductible $200 co-pay per visit. A deductible
does not apply. does not apply.

Notification is required if confined
in an Out-of-Network Hospital.

Enteral Formulas

10% co-insurance, after the medical 30% co-insurance, after the medical

deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
certain services. certain services.
Hearing Aids
Limited to $2,500 every year and a 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
single purchase (including repair and deductible has been met. deductible has been met.
replacement) per hearing impaired ear
every 3 years.
Home Health Care
Limited to 60 visits per year. 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

10% co-insurance, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
Inpatient Stay.

Hospital - Inpatient Stay

10% co-insurance, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Lab, X-Ray and Diagnostics - Outpatient

You pay nothing. A deductible does ~ 30% co-insurance, after the medical
not apply. deductible has been met.

Prior Authorization is required for
sleep studies.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MRA and Nuclear Medicine - Outpatient

10% co-insurance, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Mental Health Services

Inpatient: 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: $15 co-pay per visit. A deductible 30% co-insurance, after the medical
does not apply. deductible has been met.

Prior Authorization is required for
certain services.

Neurobiological Disorders — Autism Spectrum Disorder Services

Inpatient: 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: $15 co-pay per visit. A deductible 30% co-insurance, after the medical
does not apply. deductible has been met.

Prior Authorization is required for
certain services.

Osteoporosis Treatment

10% co-insurance, after the medical 30% co-insurance, after the medical

deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
certain services. certain services.
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Your Costs

Common Medical Event

Ostomy Supplies
Limited to $2,500 per year.

Your cost if you use
Network Benefits

10% co-insurance, after the medical

deductible has been met.

Pharmaceutical Products - Outpatient

This includes medications given at a
doctor’s office, or in a Covered
Person’s home.

10% co-insurance, after the medical

deductible has been met.

Physician Fees for Surgical and Medical Services

10% co-insurance, after the medical

deductible has been met.

Physician’s Office Services - Sickness and Injury

Primary Physician Office Visit

Specialist Physician Office Visit

$15 co-pay per visit. A deductible
does not apply.

$15co-pay per visit. A deductible
does not apply.

Your cost if you use
Out-of-Network Benefits

30% co-insurance, after the medical
deductible has been met.

30% co-insurance, after the medical
deductible has been met.

30% co-insurance, after the medical
deductible has been met.

30% co-insurance, after the medical
deductible has been met.

30% co-insurance, after the medical
deductible has been met.

Prior Authorization is required for
Breast Cancer Genetic Test
Counseling (BRCA) for women at
higher risk for breast cancer.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office.

For example, surgery.

Pregnancy - Maternity Services

Prescription Drug Benefits

Prescription drug benefits are shown in the Prescription Drug benefit summary.

Preventive Care Services

Physician Office Services, Scopic
Procedures, Lab, X-Ray or other
preventive tests.

The amount you pay is based on where the covered health service is

provided.

You pay nothing. A deductible does

not apply.

Prior Authorization is required if
the stay in the hospital is longer than
48 hours following a normal
vaginal delivery or 96 hours
following a cesarean section
delivery.

30% co-insurance, after the medical
deductible has been met.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA),
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare
also covers other routine services that may require a co-pay, co-insurance or deductible.

Page 7 of 16



Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Prosthetic Devices
Limited to a single purchase of each 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
type of prosthetic device every 3 years. deductible has been met. deductible has been met.

Prior Authorization is required for
Prosthetic Devices that costs more
than $1,000.

Reconstructive Procedures

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required.

Rehabilitation and Habilitative Services - Outpatient Therapy and Manipulative Treatment

Limited to: $15 co-pay per visit. A deductible 30% co-insurance, after the medical
20 visits of physical therapy. does not apply. deductible has been met.

20 visits of occupational therapy.

20 visits of speech therapy.

20 visits of pulmonary rehabilitation.

36 visits of cardiac rehabilitation.

30 visits of post-cochlear implant aural
therapy.

20 visits of cognitive rehabilitation
therapy.

20 visits of manipulative treatments.

Prior Authorization is required for
certain services.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic/therapeutic scopic 10% co-insurance, after the medical ~ 30% co-insurance, after the medical

procedures include, but are not limited  deductible has been met. deductible has been met.

to colonoscopy, sigmoidoscopy and

endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Substance Use Disorder Services

Inpatient: 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: $15 co-pay per visit. A deductible 30% co-insurance, after the medical
does not apply. deductible has been met.

Prior Authorization is required for
certain services.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Surgery - Outpatient

10% co-insurance, after the medical 30% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.

Therapeutic Treatments - Outpatient

Therapeutic treatments include, butare ~ 10% co-insurance, after the medical ~ 30% co-insurance, after the medical
not limited to dialysis, intravenous deductible has been met. deductible has been met.
chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Prior Authorization is required for
certain services.

Transplantation Services

Network Benefits must be receivedata  The amount you pay is based on where the covered health service is
designated facility. provided.

Prior Authorization is required. Prior Authorization is required.
Urgent Care Center Services

$50 co-pay per visit. A deductible 30% co-insurance, after the medical

does not apply. deductible has been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.
For example, surgery.

Virtual Visits
Network Benefits are available only $15 co-pay per visit. A deductible 30% co-insurance, after the medical
when services are delivered througha  does not apply. deductible has been met.

Designated Virtual Visit Network
Provider. Find a Designated Virtual
Visit Network Provider Group at
myuhc.com or by calling Customer
Care at the telephone number on your
ID card. Access to Virtual Visits and
prescription services may not be
available in all states or for all groups.
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Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amendments and Riders for an exact description of the services and
supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

Alternative Treatments

Acupressure; acupuncture; aromatherapy; hypnotism; massage therapy; rolfing; art therapy, music therapy, dance
therapy, horseback therapy; and other forms of alternative treatment as defined by the National Center for
Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion does not apply
to Manipulative Treatment and non-manipulative osteopathic care for which Benefits are provided as described in
Section 1 of the COC.

Dental care (which includes dental X-rays, supplies and appliances and all associated expenses, including
hospitalizations and anesthesia). This exclusion does not apply to Benefits as described under Bones or Joints of the Jaw
and Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. This exclusion does
not apply to accident-related dental services for which Benefits are provided as described under Dental Services —
Accident Only in Section 1 of the COC. This exclusion does not apply to dental care (oral examination, X-rays,
extractions and non-surgical elimination of oral infection) required for the direct treatment of a medical condition for
which Benefits are available under the Policy, limited to: Transplant preparation; prior to initiation of
immunosuppressive drugs; the direct treatment of acute traumatic Injury, cancer or cleft palate. Dental care that is
required to treat the effects of a medical condition, but that is not necessary to directly treat the medical condition, is
excluded. Examples include treatment of dental caries resulting from dry mouth after radiation treatment or as a result of
medication. Endodontics, periodontal surgery and restorative treatment are excluded. Preventive care, diagnosis,
treatment of or related to the teeth, jawbones or gums. Examples include: extraction, restoration and replacement of
teeth; medical or surgical treatments of dental conditions; and services to improve dental clinical outcomes. This
exclusion does not apply to dental services for which Benefits are provided as described under Bones or Joints of the
Jaw and Facial Region and Cleft Lip/Cleft Palate in Section 1 of the COC. This exclusion does not apply to accidental-
related dental services for which Benefits are provided as described under Dental Services — Accidental Only in Section
1 of the COC. Dental implants, bone grafts and other implant-related procedures. This exclusion does not apply to
accident-related dental services for which Benefits are provided as described under Dental Services — Accident Only in
Section 1 of the COC. Dental braces (orthodontics). Treatment of congenitally missing, malpositioned, or
supernumerary teeth, even if part of a Congenital Anomaly. This exclusion does not apply to dental services for which
Benefits are provided as described under Cleft Lip/Cleft Palate in Section 1 of the COC.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or to affect performance in sports-related activities. Orthotic appliances that
straighten or re-shape a body part. Examples include foot orthotics and some types of braces, including over-the-counter
orthotic braces. Cranial banding. The following items are excluded, even if prescribed by a Physician: blood pressure
cuff/monitor; enuresis alarm; non-wearable external defibrillator; trusses and ultrasonic nebulizers. Devices and
computers to assist in communication and speech except for speech aid devices and tracheo-esophogeal voice devices
for which Benefits are provided as described under Durable Medical Equipment in Section 1 of the COC. Oral
appliances for snoring. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect. Replacement of
prosthetic devices due to misuse, malicious damage or gross neglect or to replace lost or stolen items.
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Services your plan does not cover (Exclusions)

Drugs

Prescription drug products for outpatient use that are filled by a prescription order or refill. Self-injectable medications.
This exclusion does not apply to medications which, due to their characteristics (as determined by us), must typically be
administered or directly supervised by a qualified provider or licensed/certified health professional in an outpatient
setting. This exclusion does not apply to Benefits as described under Diabetes Services in Section 1 of the COC. Non-
injectable medications given in a Physician’s office. This exclusion does not apply to non-injectable medications that are
required in an Emergency and consumed in the Physician’s office. Over-the-counter drugs and treatments. Growth
hormone therapy. New Pharmaceutical Products and/or new dosage forms until the date they are reviewed. A
Pharmaceutical Product that contains (an) active ingredient(s) available in and therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. Such determinations
may be made up to six times during a calendar year. A Pharmaceutical Product that contains (an) active ingredient(s)
which is (are) a modified version of and therapeutically equivalent (having essentially the same efficacy and adverse
effect profile) to another covered Pharmaceutical Product. Such determinations may be made up to six times during a
calendar year.

Experimental, Investigational or Unproven Services

Experimental or Investigational and Unproven Services and all services related to Experimental or Investigational and
Unproven Services are excluded. The fact that an Experimental or Investigational or Unproven Service, treatment,
device or pharmacological regimen is the only available treatment for a particular condition will not result in Benefits if
the procedure is considered to be Experimental or Investigational or Unproven in the treatment of that particular
condition. This exclusion does not apply to medically appropriate medications prescribed for the treatment of cancer.
The drug must be recognized for the treatment of that indication, and published within a standard reference compendium
or recommended in medical literature. This exclusion does not apply to Covered Health Services provided during a
clinical trial for which Benefits are provided as described under Clinical Trials in Section 1 of the COC.

Foot Care

Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not apply to
preventive foot care for Covered Persons with diabetes for which Benefits are provided as described under Diabetes
Services in Section 1 of the COC. Nail trimming, cutting, or debriding. Hygienic and preventive maintenance foot care.
Examples include: cleaning and soaking the feet; applying skin creams in order to maintain skin tone. This exclusion
does not apply to preventive foot care for Covered Persons who are at risk of neurological or vascular disease arising
from diseases such as diabetes. Treatment of flat feet. Treatment of subluxation of the foot. Shoes; shoe orthotics; shoe
inserts and arch supports.

Medical Supplies

Prescribed or non-prescribed medical supplies and disposable supplies. Examples include: compression stockings, ace
bandages, gauze and dressings, urinary catheters. This exclusion does not apply to:
* Disposable supplies necessary for the effective use of Durable Medical Equipment for which Benefits are
provided as described under Durable Medical Equipment in Section 1 of the COC.
* Diabetic supplies for which Benefits are provided as described under Diabetes Services in Section 1 of the COC.
¢ Ostomy supplies for which Benefits are provided as described under Ostomy Supplies in Section 1 of the COC.

Tubing and masks, except when used with Durable Medical Equipment as described under Durable Medical Equipment
in Section 1 of the COC.
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Services your plan does not cover (Exclusions)

Mental Health

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Mental Health Services as treatments for R & T code conditions as
listed within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Mental Health Services as treatment for a primary diagnosis of insomnia and other sleep-wake disorders, feeding
disorders, binge eating disorders, neurological disorders and other disorders with a known physical basis. Treatments for
the primary diagnoses of learning disabilities, conduct and impulse control disorders, personality disorders and
paraphilic disorder. Educational/behavioral services that are focused on primarily building skills and capabilities in
communication, social interaction and learning. Tuition for or services that are school-based for children and adolescents
under the Individuals with Disabilities Education Act. Learning, motor disorders and primary communication disorders
as defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Intellectual disabilities and Autism Spectrum Disorder as a primary diagnosis defined in the current edition of the
Diagnostic and Statistical Manual of the American Psychiatric Association. Benefits for Autism Spectrum Disorder as a
primary diagnosis are described under Neurobiological Disorders - Autism Spectrum Disorder Services in Section 1 of
the COC. Mental Health Services as a treatment for other conditions that may be a focus of clinical attention as listed in
the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. All unspecified
disorders in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Health
services and supplies that do not meet the definition of a Covered Health Service — see the definition in Section 9 of the
COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Neurobiological Disorders — Autism Spectrum Disorder

Services as treatments of sexual dysfunction and feeding disorders as listed in the current edition of the Diagnostic and
Statistical Manual of the American Psychiatric Association. Any treatments or other specialized services designed for
Autism Spectrum Disorder that are not backed by credible research demonstrating that the services or supplies have a
measurable and beneficial health outcome and therefore considered Experimental or Investigational or Unproven
Services. Intellectual disability as the primary diagnosis defined in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Tuition for or services that are school-based for children and
adolescents under the Individuals with Disabilities Education Act. Learning, motor disorders and communication
disorders as defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric
Association and which are not a part of Autism Spectrum Disorder. Treatments for the primary diagnoses of learning
disabilities, conduct and impulse control disorders, personality disorders and paraphilic disorder. All unspecified
disorders in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Intensive behavioral therapies such as applied behavioral analysis for Autism Spectrum Disorder. Health services and
supplies that do not meet the definition of a Covered Health Service — see the definition in Section 9 of the COC.
Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products, which we
determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.
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Services your plan does not cover (Exclusions)

Nutrition

Individual and group nutritional counseling. This exclusion does not apply to medical nutritional education services that
are provided by appropriately licensed or registered health care professionals when both of the following are true:
* Nutritional education is required for a disease in which patient self-management is an important component of
treatment.
* There exists a knowledge deficit regarding the disease which requires the intervention of a trained health
professional.
Enteral feedings, even if the sole source of nutrition. This exclusion does ot apply to Benefits described under Enteral
Formulas in Section 1 of the COC. Infant formula and donor breast milk. Nutritional or cosmetic therapy using high
dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. Examples include
supplements, electrolytes, and foods of any kind (including high protein foods and low carbohydrate foods).

Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; guest service. Supplies, equipment and similar incidental services and
supplies for personal comfort. Examples include: air conditioners, air purifiers and filters, dehumidifiers; batteries and
battery chargers; breast pumps (This exclusion does not apply to breast pumps for which Benefits are provided under the
Health Resources and Services Administration (HRSA) requirement); car seats; chairs, bath chairs, feeding chairs,
toddler chairs, chair lifts, recliners; exercise equipment; home modifications such as elevators, handrails and ramps; hot
tubs; humidifiers; Jacuzzis; mattresses; medical alert systems; motorized beds; music devices; personal computers,
pillows; power-operated vehicles; radios; saunas; stair lifts and stair glides; strollers; safety equipment; treadmills;
vehicle modifications such as van lifts; video players, whirlpools.

Physical Appearance

Cosmetic Procedures. See the definition in Section 9 of the COC. Examples include: pharmacological regimens,
nutritional procedures or treatments. Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures). Skin abrasion procedures performed as a treatment for acne. Liposuction or
removal of fat deposits considered undesirable, including fat accumulation under the male breast and nipple. Treatment
for skin wrinkles or any treatment to improve the appearance of the skin. Treatment for spider veins. Hair removal or
replacement by any means. Replacement of an existing breast implant if the earlier breast implant was performed as a
Cosmetic Procedure. Note: Replacement of an existing breast implant is considered reconstructive if the initial breast
implant followed mastectomy. See Reconstructive Procedures in Section 1 of the COC. Treatment of benign
gynecomastia (abnormal breast enlargement in males). Physical conditioning programs such as athletic training, body-
building, exercise, fitness, flexibility, and diversion or general motivation. Weight loss programs whether or not they are
under medical supervision. Weight loss programs for medical reasons are also excluded. Wigs regardless of the reason
for the hair loss.
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Services your plan does not cover (Exclusions)

Procedures and Treatments

Excision or elimination of hanging skin on any part of the body. Examples include plastic surgery procedures called
abdominoplasty or abdominal panniculectomy, and brachioplasty. Medical and surgical treatment of excessive sweating
(hyperhidrosis). Medical and surgical treatment for snoring, except when provided as a part of treatment for documented
obstructive sleep apnea. Rehabilitation services and Manipulative Treatment to improve general physical condition that
are provided to reduce potential risk factors, where significant therapeutic improvement is not expected, including
routine, long-term or maintenance/preventive treatment. Speech therapy except as required for treatment of a speech
impediment or speech dysfunction that results from Injury, stroke, cancer, Congenital Anomaly or Autism Spectrum
Disorder. Outpatient cognitive rehabilitation therapy except as Medically Necessary following a post-traumatic brain
Injury or cerebral vascular accident. Psychosurgery. Sex transformation operations and related services. Physiological
modalities and procedures that result in similar or redundant therapeutic effects when performed on the same body
region during the same visit or office encounter. Biofeedback. Services for the evaluation and treatment of
temporomandibular joint syndrome (TMJ), whether the services are considered to be medical or dental in nature.This
exclusion does not apply to Benefits described under Additional Benefits Required by Florida Law - Bones or Joints of
the Jaw and Facial Region in Section 1 of the COC. Upper and lower jawbone surgery, orthognathic surgery, and jaw
alignment. This exclusion does not apply to reconstructive jaw surgery required for Covered Persons because of a
Congenital Anomaly, acute traumatic Injury, dislocation, tumors, cancer or obstructive sleep apnea. This exclusion does
not apply to Benefits as described under Additional Benefits Required by Florida Law - Bones or Joints of the Jaw and
Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. Surgical and non-surgical
treatment of obesity. Stand-alone multi-disciplinary smoking cessation programs. These are programs that usually
include health care providers specializing in smoking cessation and may include a psychologist, social worker or other
licensed or certified professional. The programs usually include intensive psychological support, behavior modification
techniques and medications to control cravings. Breast reduction surgery except as coverage is required by the Women's
Health and Cancer Rights Act of 1998 for which Benefits are described under Reconstructive Procedures in Section 1 of
the COC. In vitro fertilization regardless of the reason for treatment.

Providers

Services performed by a provider who is a family member by birth or marriage. Examples include a spouse, brother,
sister, parent or child. This includes any service the provider may perform on himself or herself. Services performed by
a provider with your same legal residence. Services provided at a free-standing or Hospital-based diagnostic facility
without an order written by a Physician or other provider. Services which are self-directed to a free-standing or Hospital-
based diagnostic facility. Services ordered by a Physician or other provider who is an employee or representative of a
free-standing or Hospital-based diagnostic facility, when that Physician or other provider has not been actively involved
in your medical care prior to ordering the service, or is not actively involved in your medical care after the service is
received. This exclusion does not apply to mammography.

Reproduction

Health services and associated expenses for infertility treatments, including assisted reproductive technology, regardless
of the reason for the treatment. This exclusion does not apply to services required to treat or correct underlying causes of
infertility. Surrogate parenting, donor eggs, donor sperm and host uterus. Storage and retrieval of all reproductive
materials. Examples include eggs, sperm, testicular tissue and ovarian tissue. The reversal of voluntary sterilization.

Services Provided under Another Plan

Health services for which other coverage is paid under arrangements required by federal, state or local law to be
purchased or provided through other arrangements. Examples include coverage required by workers' compensation, no-
fault auto insurance, or similar legislation. If coverage under workers' compensation or similar legislation is optional for
you because you could elect it, or could have it elected for you, Benefits will not be paid for any Injury, Sickness, or
Mental IlIness that would have been covered under workers' compensation or similar legislation had that coverage been
elected. Health services for treatment of military service-related disabilities, when you are legally entitled to other
coverage and facilities are reasonably available to you. Health services while on active military duty.
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Services your plan does not cover (Exclusions)

Substance Use Disorders

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Methadone treatment as maintenance, L.A.A.M. (1-Alpha-Acetyl-
Methadol), Cyclazocine, or their equivalents. Educational/behavioral services that are focused on primarily building
skills and capabilities in communication, social interaction and learning. Substance-induced sexual dysfunction disorders
and substance-induced sleep disorders. Gambling disorders. All unspecified disorders in the current edition of the
Diagnostic and Statistical Manual of the American Psychiatric Association. Health services and supplies that do not
meet the definition of a Covered Health Service — see the definition in Section 9 of the COC. Covered Health Services
are those health services, including services, supplies, or Pharmaceutical Products, which we determine to be all of the
following:

* Medically Necessary.

¢ Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

¢ Not otherwise excluded in Section 2 of the COC.

Transplants

Health services for organ and tissue transplants, except those described under Transplantation Services in Section 1 of
the COC. Health services connected with the removal of an organ or tissue from you for purposes of a transplant to
another person. (Donor costs that are directly related to organ removal are payable for a transplant through the organ
recipient's Benefits under the Policy.) Health services for transplants involving permanent mechanical or animal organs.

Travel

Health services provided in a foreign country, unless required as Emergency Health Services. Travel or transportation
expenses, even though prescribed by a Physician. Some travel expenses related to Covered Health Services received
from a Designated Facility or Designated Physician may be reimbursed at our discretion. This exclusion does not apply
to ambulance transportation for which Benefits are provided as described under Ambulance Services in Section 1 of the
COC.

Types of Care

Multi-disciplinary pain management programs provided on an inpatient basis for acute pain or for exacerbation of
chronic pain. Custodial care or maintenance care; domiciliary care. Private Duty Nursing. Respite care. This exclusion
does not apply to respite care that is part of an integrated hospice care program of services provided to a terminally ill
person by a licensed hospice care agency for which Benefits are provided as described under Hospice Care in Section 1
of the COC. Rest cures; services of personal care attendants. Work hardening (individualized treatment programs
designed to return a person to work or to prepare a person for specific work).

Vision and Hearing

Purchase cost and fitting charge for eye glasses and contact lenses. Implantable lenses used only to correct a refractive
error (such as Intacs corneal implants). Eye exercise or vision therapy. Surgery that is intended to allow you to see better
without glasses or other vision correction. Examples include radial keratotomy, laser, and other refractive eye surgery.
Bone anchored hearing aids except when either of the following applies: For Covered Persons with craniofacial
anomalies whose abnormal or absent ear canals preclude the use of a wearable hearing aid. For Covered Persons with
hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing aid. More than one
bone anchored hearing aid per Covered Person who meets the above coverage criteria during the entire period of time
the Covered Person is enrolled under the Policy. Repairs and/or replacement for a bone anchored hearing aid for
Covered Persons who meet the above coverage criteria, other than for malfunctions. Routine vision examinations,
including refractive examinations to determine the need for vision correction.
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Services your plan does not cover (Exclusions)

All Other Exclusions

Health services and supplies that do not meet the definition of a Covered Health Service - see the definition in Section 9
of the COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following: Medically Necessary; described as a Covered Health Service in Section 1
of the COC and Schedule of Benefits; and not otherwise excluded in Section 2 of the COC. Physical, psychiatric or
psychological exams, testing, vaccinations, immunizations or treatments that are otherwise covered under the Policy
when: required solely for purposes of school, sports or camp, travel, career or employment, insurance, marriage or
adoption; related to judicial or administrative proceedings or orders; conducted for purposes of medical research (This
exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits are provided as
described under Clinical Trials in Section 1 of the COC); required to obtain or maintain a license of any type. Health
services received as a result of war or any act of war, whether declared or undeclared or caused during service in the
armed forces of any country. This exclusion does not apply to Covered Persons who are civilians injured or otherwise
affected by war, any act of war, or terrorism. Health services received after the date your coverage under the Policy ends.
This applies to all health services, even if the health service is required to treat a medical condition that arose before the
date your coverage under the Policy ended. This exclusion does not apply to health services covered under Extended
Coverage for Pregnancy or Extended Coverage for Total Disability in Section 4 of the COC. Health services for which
you have no legal responsibility to pay, or for which a charge would not ordinarily be made in the absence of coverage
under the Policy. In the event an Out-of-Network provider waives co-payments, co-insurance and/or any deductible for a
particular health service, no Benefits are provided for the health service for which the co-payments, co-insurance and/ or
deductible are waived. Charges in excess of Eligible Expenses or in excess of any specified limitation. Long term (more
than 30 days) storage. Examples include cryopreservation of tissue, blood and blood products. Autopsy. Foreign
language and sign language services. Health services related to a non-Covered Health Service: When a service is not a
Covered Health Service, all services related to that non-Covered Health Service are also excluded. This exclusion does
not apply to services we would otherwise determine to be Covered Health Services if they are to treat complications that
arise from the non-Covered Health Service. For the purpose of this exclusion, a "complication" is an unexpected or
unanticipated condition that is superimposed on an existing disease and that affects or modifies the prognosis of the
original disease or condition. Examples of a "complication™ are bleeding or infections, following a Cosmetic Procedure,
that require hospitalization.
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w UnitedHealthcare

Addendum to the
Medical Benefit Summary

Florida
Choice Plus

These Benefits are available to you in addition to the benefits located on the Benefit Summary.

ADDITIONAL CORE BENEFITS

Types of Coverage Network Benefits Non-Network Benefits
Gender Dysphoria

The amount you pay is based on where the covered health service is provided.

Prior Authorization is required for certain
services.

This Gender Dysphoria exclusion applies:

Cosmetic Procedures including the following: Abdominoplasty. Blepharoplasty. Breast enlargement, including
augmentation mammoplasty and breast implants. Body contouring, such as lipoplasty. Brow lift. Calf implants. Cheek,
chin, and nose implants. Injection of fillers or neurotoxins. Face lift, forehead lift, or neck tightening. Facial bone
remodeling for facial feminizations. Hair removal. Hair transplantation. Lip augmentation. Lip reduction. Liposuction.
Mastopexy. Pectoral implants for chest masculinization. Rhinoplasty. Skin resurfacing. Thyroid cartilage reduction;
reduction thyroid chondroplasty; trachea shave (removal or reduction of the Adam’s Apple). Voice modification surgery.
Voice lessons and voice therapy.

This Procedures and Treatments exclusion no longer applies when Gender Dysphoria applies:
Sex transformation operations and related services.

Mental Health Services

Partial Hospitalization/Intensive 90% after Deductible has been met per  70% after Deductible has been met per
Outpatient Treatment: session for Partial Hospitalization session for Partial Hospitalization
/Intensive Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain
services.
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Neurobiological Disorders — Autism Spectrum Disorder Services

Partial Hospitalization/Intensive 90% after Deductible has been met per  70% after Deductible has been met per
Outpatient Treatment: session for Partial Hospitalization session for Partial Hospitalization
/Intensive Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain

services.
Substance Use Disorder Services
Partial Hospitalization/Intensive 90% after Deductible has been met per  70% after Deductible has been met per
Outpatient Treatment: session for Partial Hospitalization session for Partial Hospitalization
/Intensive Outpatient Treatment. /Intensive Outpatient Treatment.

Prior Authorization is required for certain
services.

This replaces the Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders exclusion
sections on the Benefit Summary:

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Outside of an initial assessment, services as treatments for a primary
diagnosis of conditions and problems that may be a focus of clinical attention, but are specifically noted not to be mental
disorders within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Outside of initial assessment, services as treatments for the primary diagnoses of learning disabilities, conduct and
impulse control disorders, pyromania, kleptomania, gambling disorder, and paraphilic disorder. Educational services that
are focused on primarily building skills and capabilities in communication, social interaction and learning. Tuition or
services that are school-based for children and adolescents required to be provided by, or paid for, by the school under
the Individuals with Disabilities Education Act. Outside of initial assessment, unspecified disorders for which the provider
is not obligated to provide clinical rationale as defined in the current edition of the Diagnostic and Statistical Manual of
the American Psychiatric Association. Transitional Living services.
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This Benefit Summary is intended only to highlight your Benefits and should not be relied upon to fully determine your
coverage. If this Benefit Summary conflicts in any way with the Certificate of Coverage (COC), Riders, and/or
Amendments, these documents shall prevail. It is recommended that you review your these documents for an exact
description of the services and supplies that are covered, those which are excluded or limited, and other terms and
conditions of coverage. The Benefits shown here may change some of the exclusions indicated on your Benefit
Summary.

FLTGYYYYY16

UnitedHealthcare Insurance Company does not treat members differently because of sex, age, race, color,
disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to the Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City,
UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you
within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone number listed on your ID card, TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the toll-free phone number listed on your ID card
TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

UnitedHealthcare Insurance Company



ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espariol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al namero de teléfono gratuito que aparece en su tarjeta de identificacion.

AR MREFRF X (Chinese) , EMEERERMUZSHBIRYE, FRITSEFMINEN
BEERERRE,

XIN LUU Y: Néu quy vi noi tiéng Viét (Vietnamese), quy vi s& duoc cung cip dich vu tro giup vé
ngdn nglt micn phi. Vui 1ong goi $6 dién thoai mién phi & mat sau thé héi vién cia quy vi.

ghal: =0 (Korean)E AIE0otAlE 22 20 K& AHIAE REZ 0|t = AsLICH
1ot Al=F JIE0 M R 3 & MHSE Z 2ot AlL.

4

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang toll-free na numero ng telepono na nasa ivong identification card.

BHUMAHME: GecnaTabie YCIYTH IIepeBoAa TOCTYIIHBI IS JIIOACH, ek poIHOH S3bIK SBISCTCA
pycekoM (Russian). [lozponuTe mo SecrmaTHoMy HOMepY TeleoHa, YKazaHHOMY Ha BaleH

UnitedHealthcare Insurance Company



laalt caileh 8 5 e Jlaty ela M ol dalio dola ol 4, all) Bac Lisall chladd «(Arabic) A all a1 A

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w
nan lang pa w. Tanpri rele nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez francais (French), des services d’aide linguistique vous sont proposés
gratuitement. Veuillez appeler le numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepniliémy darmowe ustugi thumacza. Prosimy
zadzwoni¢ pod bezplatny numer telefonu podany na karcie identyfikacyjne;.

ATENCAOQ: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito.
Ligue gratuitamente para o nimero encontrado no seu cartio de identificagio.

ATTENZIONE: in caso la lingua parlata sia I’italiano (Italian), sono disponibili servizi di assistenza
linguistica gratuiti. Per favore chiamate il numero di telefono verde indicato sulla vostra tessera
identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Bitte rufen Sie die gebithrenfreie Rufnummer auf der Riickseite
Ihres Mitgliedsausweises an.

FESIE - BABJapanese) FE SN LI5S, EHOEEXEY—EXZCARAW=FITET
o BERBREICEHEEIN TSI —F A VILICBEECZELY,

S s jladi Lkl 230 e Lad SLERY 53 8 sk 4s (U Sl ilead cSand (Farsi) e Led ol Bl da g

8 ol 028 2 Led il o S gy 48
Fur e & afe 3 @ (indi) s § A ek T s wErAT @A g 3ucey
g1 FUT AU TgHTeT UF G U TTA-1hT BT o U el |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
rau tus xov tooj hu deb dawb uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

Samosren:  sirfaanfonumaniss (Khmer) snenfigarm anenuanfniy Awenintany  aogmipetinrennfnig fﬁmmsmﬁﬁgm@nﬂimmh}@ﬁﬂ

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan
bayadna, ket sidadaan para kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

DIif BAA'AKONINIZIN: Diné (Navajo) bizaad bee vénilti'go, saad bee aka'anida‘awo'igii, t'a4 jiik'eh,
bee nd'ahdot'i'. T'a4 shgodi ninaaltsoos nitl'izi bee nééhozinigii bine'déé’ t'aa jiik'ehgo béésh bee hane'i
bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah,
ayaad heli kartaa. Fadlan wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.

UnitedHealthcare Insurance Company



w UnitedHealthcare Benetit Summary

Outpatient Prescription Drug

Florida
10/30/50 Plan 135

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

Annual Drug Deductible - Network and Non-Network

Individual Deductible No Deductible

Family Deductible No Deductible
Out-of-Pocket Drug Limit - Network

Individual Out-of-Pocket Limit See Medical Benefit Summary
Family Out-of-Pocket Limit See Medical Benefit Summary

Out-of-Pocket Limit does not apply Non-Network.

Tier Level Retail *Mail Order
Up to 31-day supply Up to 90-day supply
Network Non-Network Network
Tier 1 $10 $10 $25
Tier 2 $30 $30 $75
Tier 3 $50 $50 $125

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at
the telephone number on the back of your ID card for more information.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.

FLMRAA13516
Item# Rev. Date
213-9461 0815 UnitedHealthcare Insurance Company
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Other Important Information about your Outpatient Prescription Drug Benefits

If you purchase a Prescription Drug Product from a Non-Network Pharmacy, you are responsible for any difference between what
the Non-Network Pharmacy charges and the amount we would have paid for the same Prescription Drug Product dispensed by a
Network Pharmacy.

You are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the retail Network Pharmacy's Usual
and Customary Charge, or the lower of the applicable Co-payment and/or Co-insurance or the mail order Network Pharmacy's
Prescription Drug Cost.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s)
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or
Unproven.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to
obtain your Prescription Drug Product from the Designated Pharmacy, you will be subject to the Non-Network Benefit for that
Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a
mail order Network Pharmacy.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you
may opt-out of the Maintenance Medication Program each year through the Internet at myuhc.com or by calling Customer Care at
the telephone number on your ID card.

Certain Preventive Care Medications maybe covered. Log on to www.myuhc.com or call the Customer Care number on your ID
card for more information.
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PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

» Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply
limit.

» Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the
minimum supply limit.

» Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.

» Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

+ Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or
dosage regimens determined by us to be experimental, investigational or unproven.

» Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent
payment or benefits are provided by the local, state or federal government (for example, Medicare).

» Prescription Drug Products for any condition, Injury, Sickness or Mental lliness arising out of, or in the course of, employment
for which benefits are paid under any workers' compensation law or other similar laws.

» Any product dispensed for the purpose of appetite suppression or weight loss.

» A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera
and other injectable drugs used for contraception.

» Durable Medical Equipment. Prescribed and non-prescribed outpatient supplies, other than the diabetic supplies and inhaler
spacers specifically stated as covered.

» General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and
single entity vitamins.

» Unit dose packaging or repackagers of Prescription Drug Products.

» Medications used for cosmetic purposes.

» Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the
definition of a Covered Health Service.

» Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken
or destroyed.

» Prescription Drug Products when prescribed to treat infertility.

» Certain Prescription Drug Products for smoking cessation.

« Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug
Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk

chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.)

» Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement.
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits
for a Prescription Drug Product that was previously excluded under this provision.

+ Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our
PDL Management Committee.

» Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed
medical condition).

+ Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury.

» A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another
covered Prescription Drug Product. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

» A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

+ Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.
» A Prescription Drug Product that contains marijuana, including medical marijuana.
» Dental products, including but not limited to prescription fluoride topicals.

UnitedHealthcare Insurance Company
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FOS4 Modified
15/25/250/0%
W/Direct Access Rider

NEIGHBORHOOD HEALTH PARTNERSHIP, Inc.
HMO
SUMMARY OF BENEFITS

Aquickglance atthis Summary of Benefits willintroduce you to the importantadvantages of
Neighborhood Health Partnership, Inc. (NHP).

The Summary of Benefits, although a helpful tool, isonly a summary. Always refer to your Handbook for
afullexplanation of your coverage or call Customer Services atthe phone numbers on your health plan
ID Card when you have a question about your plan. Inthe event of a conflict between this Summary of
Benefits and the Handbook, the Handbook will control.

Servicesmustbe providedbyhealth care providerswhichhave contractswithNHP, referredtoas
"Network Providers," "Network Physicians" or "Network Hospitals," unless in an Emergency or with prior
authorization by NHP.

Features Pleasenote:ifyourPlanhasadeductible,theded  uctiblemustbe
satisfied unless otherwise specified. You are also responsible forany
deductibles, copayments and/or coinsurance listedb elow.

$250 per member, and/or $500 per family, whichever comes first.

Deductible Individual deductible amounts will count toward the family deductible.
However, an individual will not have to pay more than the individual deductible
amount. Any deductible is on a calendar year deductible.

Outof Pocket The limit which you and your eligible family members must pay in

Maximum copaymentsandcoinsurance percalendaryearis $3,000 permemberand
$6,000 per family. Individual Out of Pocket Maximum amounts will count
toward the family Out of Pocket Maximum. However, an individual will not
have to pay more thanthe individual Out of Pocket Maximum amount. Out of
Pocket Maximum includes the Deductible.

U Gnitedteatheae
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Primary Care Your PCP is responsible for coordinating all your health care services,
including referrals to Specialists. Your PCP or Physician Specialist must
obtain Prior-Authorization for designated services including, but notlimited
to, allinpatientcare, outpatientsurgicalprocedures, durable medical
equipment (DME), home health services, home infusion, hospice care,
rehabilitation, skilled nursing facility, and transplantservices.

Referrals Your PCPisresponsibleforcoordinatingallreferralstospecialists, except
forthefollowing specialtieswhichyoumayaccessdirectly:
* Podiatry

 Chiropractic
* Dermatology (first 5 visits per year). Additional visitsrequire referrals.
» Gynecology

Note: If your Employer purchased a Direct AccessRi  der, you may see a Specialist withouta
referralfromyourPCP.Pleaserefertoyourhealth  planIDCardorcallCustomerServiceto
verifythe needtoobtainareferraltoa Specialis  t. Evenwhenthe PlanincludesaDirect Access
Rider,youmustselectaPCP orNHPwillassignone  toyou. Ifyouneed assistance, call
Customer Service.

YOUR NHP PLAN COVERAGE

IMPORTANT Unlessotherwise stated, care, servicesortreatmentnotmanagedbyyour Primary

NOTICE: Care Physician, notMedically Necessary, or not Prior Authorized by NHP are not
Covered Services. Servicesmustbe provided by Network Providers, exceptwhen
Prior Authorized orinthe case ofan Emergency Medical Condition.

YoumustcheckyourHandbookforfurtherdetailsre latingtoyourcoverage.



Services & Supplies

Your Responsibility for HMO Benefits

Allergy Testing

$15 copayment per visit

Ambulance

(Non-emergency transportation
must be authorizedinadvance
by NHP.)

0%, deductible does notapplyinemergency situations orwhen
authorized by NHP to transfer you to a NHP facility.

Applied Behavioral Analysis
(Servicesmustbe provided by
NHP’s behavioral health
network)

Outpatient: $25 copayment per visit

Inpatient: 0% after deductible

Autism Spectrum Disorder

Covered as any other eligible service, based on place of service.

Bones or Joints of the Jaw
and Facial Region

Covered as any other eligible service, based on place of service.

Chiropractic Services

$15 copayment per visit

Limited to 20 visits per year, PCP referral not required.

Dermatology

$25 copayment per visit

PCP referral notrequired for 5 visits per year; further visits require PCP
referral.

Diabetes

$25 copayment per visit

Services include outpatient self management training and educational
services.

Durable Medical Equipment
(DME) and disposable medical
supplies, including breast
pumps

0%, after deductible

Emergency Room Services

$350 copayment per visit.

Anydeductible and/orcopaymentforthe emergencyroomiswaivedif
the patientis admitted to the hospital.

Enteral Formula

0%, after deductible

Family Planning

Coveredasanyothereligible service, based on place of service. Limited
to surgical sterilization, implantable contraceptives and intrauterine birth
control devices.

Gynecology

$25 copayment per visit

PCP referral is not required.




Services & Supplies

Your Responsibility for HMO Benefits

Hearing Aids

0%, after deductible

Limitedto $2,500 peryearandtoasingle purchase (including
repair/replacement) every three years.

Hearing Exams
(children through age 19)

No copaymentwhen performed by PCP to determine needforhearing
correction. Limitedtoone exam peryear. Deductible doesnotapply.

Home Health Services

0%, after deductible

Limited to 60 visits per year. Custodial care is not covered.

Home Infusion Services

0%, after deductible

Limited to 60 visits per year.

Hospice Care

0%, after deductible

Hospital Facility Care

Inpatient:
$500 copayment per admission

Outpatient Facility - Surgical Procedures:
0% after deductible

Minor Diagnostic/X-Ray and
Laboratory Services

0%, deductible does not apply

Major Diagnostic Services,
includingCT,MRI,MRA,PET
Scans and Nuclear Imaging

$200 copayment, 0% deductible does not apply.

Mammography Screening

No copayment and not subject to any deductible.

Mastectomy

Covered as any other eligible service, based on place of service.

Maternity Care, including
pre-and post-natalcareand
delivery *

Physician Office Services include
one OB ultrasound between
weeks 13 and 24 of pregnancy.

Covered as any other eligible service, based on place of service.
Note: anyrequired office visitcopaymentappliesonly totheinitial visit.

Mental Health

(Services must be provided by
NHP’s behavioral health network)

Outpatient: $25 copayment per visit

Partial Hospitalization/Intensive Outpatient Treatment:
0%, deductible does not apply

Inpatient: 0% after deductible




Services & Supplies

Your Responsibility for HMO Benefits

Neurobiological Disorder
Services — Autism Spectrum
Disorder

(Services must be provided by
NHP’s behavioral health network)

Outpatient: $25 copayment per visit

Partial Hospitalization/Intensive Outpatient Treatment:
0%, deductible does not apply

Inpatient: 0% after deductible

Newborn Children *
(birth — 30 days)

Coveredasany othereligible service, based on place of service when
enrolled timely.

Organ Transplant Inpatient
Services

Coveredasany othereligible service, based on place of service. Must
be Prior Authorized by NHP Medical Director ordesignee.

Osteoporosis

Coveredasanyothereligible service, based on place of service. Limited
to diagnosis and treatment of high-risk individuals.

Outpatient Therapies,
including Habilitative
Services

$0 copayment per visit

Outpatienttherapies (including Habilitative Services) are limitedto 20
visits per year pertype of therapy, except 36 visits for cardiac therapy.
Pulmonary therapy visits are not limited.

Physical Rehabilitation —
Inpatient Care

0%, deductible does not apply
Limited to 60 days per year for restorative physical therapy.

Physician Services

0%, atterdeductible for inpatient care or outpatient surgical serviceswhen
performedinanInpatientsettingoranOutpatient Facility.

Podiatry

$25 copayment per visit

PCP referral not required.

Preventive Health Services

No Copayment and not subject to any Deductible.

Primary Care Physician
(PCP)

$15 copayment per visit

Only applies to your designated PCP.

Prosthetic Devices

0%, after deductible

Skilled Nursing Facility

0%, after deductible

Limited to 120 days per year; custodial care is not covered.

Specialist Office Visits

$25 copayment per visit

PCP referral required except as noted above.

Sterilization

Coveredasany othereligible service,basedonplace of service.
Reversals are not covered.




Services & Supplies Your Responsibility for HMO Benefits

Substance Use Disorders Outpatient: $25 copayment per visit
(Services must be provided by
NHP’s behavioral health network) | Partial Hospitalization/Intensive Outpatient Treatment:

0%, deductible does not apply

Inpatient: 0% after deductible

Therapeutic Treatments - 0%, after deductible
Outpatient

Urgent Care Center $35 copayment per visit
Virtual Visits $10 copayment per visit

Benefits are available only
when services are delivered
through a Designated Virtual
Network Provider. You can
find a Designated Virtual
Network Provider by going to
[www.myuhc.com] or by
calling Customer Care at the
telephone number on your ID
card.

Vision Screening No copayment when performed by PCP. Deductible does not apply.
(children through age 19)

* For coverage to begin at the date of birth for newborn children, a completed and signed enrollment form
mustbe received by NHP. When received within 30 days of birth; no additional premium will be charged for
this 30 day period. When notice is received within 60 days from the date of birth, premium will be charged
fromthe date of birth. Ifthe enrollment form is not received within 60 days of birth, the newborn child will be
considered alate enrollee. You must enroll your newborn withinthese time periods regardless of whether
your coverage is family coverage.

Your Handbook has a description of benefits, including any limitations and exclusions.

You have coverage for Prescription Drugs only if yo  ur Employer/Group
has elected to obtain a Prescription Drug Rider.

7600 Corporate CenterDrive, Miami, FL33126/PO Box 025680, Miami, FL 33102-5680
www.myUHC.comorcall Customer Servicesatthe phonenumberonyourID Card.

Please call Customer Service at the number on your ID Card for assistance regarding
claims, resolving a complaint or information about Benefits and coverage.




Gender Dysphoria Rider
Neighborhood Health Partnership, Inc.

This Rider to the Group Service Agreement (“GSA”) is issued to the Employer and provides Benefits for the
treatment of Gender Dysphoria.

Because this Rider is part of the GSA, a legal document, we want to give you information about the document that
will help you understand it. Certain capitalized words have special meanings. We have defined these words in
the Member Handbook (Handbook) in ARTICLE |: DEFINITIONS and in this Rider below.

When we use the words "we," "us," and "our" in this document, we are referring to Neighborhood Health
Partnership, Inc. When we use the words "you" and "your," we are referring to people who are Members as the
term is defined in the Handbook in ARTICLE |: DEFINTIONS.

ARTICLE IV: MEDICAL, SURGICAL AND RELATED SERVICES

The following provision is added to the Handbook in ARTICLE IV: MEDICAL, SURGICAL AND RELATED
SERVICES:

Gender Dysphoria

Benefits for the treatment of Gender Dysphoria are limited to the following services:

. Psychotherapy for Gender Dysphoria and associated co-morbid psychiatric diagnoses are provided in a
Physician’s office as described in your Handbook.

. Cross-sex hormone therapy:

. Cross-sex hormone therapy administered by a medical provider (for example during an office visit) is
described in your Handbook.

L] Cross-sex hormone therapy dispensed from a pharmacy is provided as described in the Outpatient
Prescription Drug Rider.

] Puberty suppressing medication is not cross-sex hormone therapy.
. Laboratory testing to monitor the safety of continuous cross-sex hormone therapy.
. Surgery for the treatment of Gender Dysphoria, including the surgeries listed below.

Male to Female:

" Clitoroplasty (creation of clitoris)

" Labiaplasty (creation of labia)

" Orchiectomy (removal of testicles)

. Penectomy (removal of penis)

" Urethroplasty (reconstruction of female urethra)
. Vaginoplasty (creation of vagina)

Female to Male:

" Bilateral mastectomy or breast reduction

" Hysterectomy (removal of uterus)

. Metoidioplasty (creation of penis, using clitoris)

" Penile prosthesis

" Phalloplasty (creation of penis)

" Salpingo-oophorectomy (removal of fallopian tubes and ovaries)
" Scrotoplasty (creation of scrotum)

" Testicular prosthesis

" Urethroplasty (reconstruction of male urethra)



= Vaginectomy (removal of vagina)
= Vulvectomy (removal of vulva)
Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery Documentation

Requirements:
The Member must provide documentation of the following for breast surgery:

. A written psychological assessment from at least one qualified behavioral health provider experienced in
treating Gender Dysphoria. The assessment must document that the Member meets all of the following
criteria:

L] Persistent, well-documented Gender Dysphoria.

L] Capacity to make a fully informed decision and to consent for treatment.

= Must be 18 years or older.

L] If significant medical or mental health concerns are present, they must be reasonably well controlled.

The Member must provide documentation of the following for genital surgery:

. A written psychological assessment from at least two qualified behavioral health providers experienced in
treating Gender Dysphoria, who have independently assessed the Member. The assessment must
document that the Member meets all of the following criteria.

" Persistent, well-documented Gender Dysphoria.

" Capacity to make a fully informed decision and to consent for treatment.

" Must 18 years or older.

" If significant medical or mental health concerns are present, they must be reasonably well controlled.

" Complete at least 12 months of successful continuous full-time real-life experience in the desired
gender.

" Complete 12 months of continuous cross-sex hormone therapy appropriate for the desired gender

(unless medically contraindicated).

Summary of Benefits
The provision below for Gender Dysphoria is added to the Summary of Benefits.

Benefit

(The Amount We Apply to the Must You Meet

Pay, based on Out-of-Pocket Annual
Covered Service Eligible Expenses) Maximum? Deductible?

Gender Dysphoria

Depending upon where the Covered Service is provided,
Benefits will be the same as those stated under each Covered
Service category in the Summary of Benefits and in

the Outpatient Prescription Drug Rider.

ARTICLE VI: EXCLUSIONS AND LIMITATIONS
The following exclusion is added to the Handbook under ARTICLE VI: EXCLUSIONS AND LIMITATIONS:

Cosmetic Procedures, including the following Abdominoplasty, Blepharoplasty, Breast

enlargement, including augmentation mammoplasty and breast implants, Body contouring, such as
lipoplasty, Brow lift, Calf implants, Cheek, chin, and nose implants, Injection of fillers or neurotoxins, Face
lift, forehead lift, or neck tightening, Facial bone remodeling for facial feminizations, Hair removal, Hair
transplantation, Lip augmentation, Lip reduction, Liposuction, Mastopexy, Pectoral implants for chest
masculinization, Rhinoplasty, Skin resurfacing, Thyroid cartilage reduction; reduction thyroid chondroplasty;
trachea shave (removal or reduction of the Adam’s Apple), Voice modification surgery and Voice lessons
and voice therapy.



ARTICLE |: DEFINITIONS
The following definition of Gender Dysphoria is added to the Handbook under ARTICLE I: DEFINITIONS:

Gender Dysphoria - a disorder characterized by the following diagnostic criteria classified in the current edition of
the Diagnostic and Statistical Manual of the American Psychiatric Association:

. Diagnostic criteria for adults and adolescents:
" A marked incongruence between one’s experienced/expressed gender and assigned gender, of at
least six months’ duration, as manifested by at least two of the following:

* A marked incongruence between one’s experienced/expressed gender and primary and/or
secondary sex characteristics (or in young adolescents, the anticipated secondary sex
characteristics).

* A strong desire to be rid of one’s primary and/or secondary sex characteristics because of a

marked incongruence with one’s experienced/expressed gender or in young adolescents, a
desire to prevent the development of the anticipated secondary sex characteristics).

¢ A strong desire for the primary and/or secondary sex characteristics of the other gender.
* A strong desire to be of the other gender (or some alternative gender different from one’s
assigned gender).
* A strong desire to be treated as the other gender (or some alternative gender different from
one’s assigned gender).
* A strong conviction that one has the typical feelings and reactions of the other gender (or
some alternative gender different from one’s assigned gender).
. The condition is associated with clinically significant distress or impairment in social, occupational or
other important areas of functioning.
. Diagnostic criteria for children:
. A marked incongruence between one’s experienced/expressed gender and assigned gender, of at

least six months’ duration, as manifested by at least six of the following (one of which must be
criterion as shown in the first bullet below):

* A strong desire to be of the other gender or an insistence that one is the other gender (or
some alternative gender different from one’s assigned gender).

¢ In boys (assigned gender), a strong preference for cross-dressing or simulating female attire;
or in girls (assigned gender), a strong preference for wearing only typical masculine clothing
and a strong resistance to the wearing of typical feminine clothing.

‘ A strong preference for cross-gender roles in make-believe play or fantasy play.

* A strong preference for the toys, games or activities stereotypically used or engaged in by the
other gender.

* A strong preference for playmates of the other gender.

¢ In boys (assigned gender), a strong rejection of typically masculine toys, games and activities

and a strong avoidance of rough-and-tumble play; or in girls (assigned gender), a strong
rejection of typically feminine toys, games and activities.

‘. A strong dislike of ones’ sexual anatomy.

‘. A strong desire for the primary and/or secondary sex characteristics that match one’s
experienced gender.

L] The condition is associated with clinically significant distress or impairment in social, school or other
important areas of functioning.



Please call Customer Service at the telephone numbe  r on your ID card for assistance
regarding claims, resolving a complaint or informat ion about Benefits and coverage.
Our website www.myuhc.com also includes a health ca re cost estimator and
information regarding plan details, such as copayme nts and coinsurance for various
services, any required deductible and the status of your maximum out-of-pocket.
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Neighborhood Health Partnership, Inc.
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DIRECT ACCESS RIDER

As of the Effective Date, and notwithstanding anything in the Group Service Agreement
(“Agreement”) to the contrary, the following Direct Access Rider is hereby made a part
of the Agreement if elected by the Group and such election is evidenced in the Group’s
Application for Group Service Agreement. The terms used in this Rider shall have the
same meaning ascribed thereto or used in the Agreement, unless otherwise stated
herein.

DIRECT ACCESS PROGRAM

A Member with a Direct Access Rider has the right to elect to visit an NHP Specialist
without a referral from the Primary Care Physician or Plan (“Direct Access Visit(s)”).
Direct Access Visits are subject to the terms and conditions of the Agreement and this
Direct Access Rider. All services and treatment rendered to the Member by a NHP
Specialist during or in connection with a Direct Access Visit are subject to NHP’s
Utilization Review (UR) requirements and the Agreement, except as may be stated
otherwise in this Rider. A Direct Access Visit includes services and treatment received
from an NHP Specialist, so long as such services do not require pre-certification from
NHP. Those services which require pre-certification under the Plan’s UR requirements
require pre-certification on a Direct Access Visit.

NEIGHBORHOOD HEALTH PARTNERSHIP, INC.

Weck Jovoey

Nicholas J. Zaffiris
CEO
South Florida Health Plans



NH14 Modified

SUMMARY OF BENEFITS

A quick glance at this Summary of Benefits will introduce you to your prescription drug benefits at
Neighborhood Health Partnership (NHP) HMO. You only have a prescription drug benefit if your group elected
to purchase this coverage.

The Neighborhood Health Partnership (NHP) group plans include a prescription drug benefit that features a
tiered structure. This offers you more flexibility when making decisions about your prescription drug purchases.

COPAYMENT PER PRESCRIPTION ORDER OR REFILL: Your Copayment is determined by the tier NHP
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are
assigned to Tier 1, Tier 2, Tier 3[or Tier 4. Please access www.myuhc.com through the Internet, or call the
Customer Service number on your ID card to determine tier status.

For a single Copayment, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits. All prescription drugs must be obtained from a Plan Retalil
Network Pharmacy or Plan Home Delivery Network Pharmacy and must be medically necessary for the care
and treatment of an illness or injury.

Annual Drug Deductible

Individual Deductible Deductible does not apply
Family Deductible Deductible does not apply

Out-of-Pocket Drug Maximum

Individual Out-of-Pocket Maximum See Medical Benefit Summary
Family Out-of-Pocket Maximum See Medical Benefit Summary
Retail *Mail Order
Tier Level Up to 31-day supply Up to 90-day supply
Network Network

Tier 1 $10 $20

Tier 2 $45 $90

Tier 3 $70 $140

Growth Hormone Therapy 30% of the Prescription Drug Cost.

"Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call
Customer Care at the telephone number on the back of your ID card for more information.

l,w UnitedHealthcare
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RETAIL NETWORK PHARMACY: Prescription drugs may be dispensed up to a 30-day supply by a retail Plan
pharmacy. Oral contraceptives may be dispensed for up to three cycles (upon payment of three copayments).

*HOME DELIVERY NETWORK PHARMACY: Prescription drugs may be dispensed up to a 90-day supply by
mail-order pharmacy.

UTILIZATION REVIEW

Drug utilization review and clinical review programs are used to monitor the dosage and treatment patterns for
Members covered under this Agreement. Under these programs, the Plan may limit or otherwise restrict the
guantity or type of drug for which the Plan will provide a benefit based upon the cost of the drug prescribed by
your Provider, clinical indications and other factors. Drugs that are subject to utilization review programs are
not Covered Prescription Drugs unless the requirements of the Plan’s utilization review and/or clinical
programs, and all of the other terms and conditions set forth in this Agreement are met. Drugs that are subject
to utilization review and clinical review programs always require the Plan’s prior authorization before they will
be covered. The list of drugs that require prior authorization may be amended by the Plan from time to time.

Your Prescription Rider lists the exclusions, limitations and restrictions which apply.

The Summary of Benefits, although a helpful tool, is only a summary. If you have specific questions about
pharmacy management procedures or whether a specific drug is covered, please call our Customer Service
Department at 1-877-972-8845 or 711 for the hearing impaired. Always refer to your Prescription Drug Rider
for a more-detailed explanation of your drug coverage.



FOSE Modified
25/2500/10%
W/Direct Access Rider

NEIGHBORHOOD HEALTH PARTNERSHIP, Inc.
HMO
SUMMARY OF BENEFITS

Aquickglance atthis Summary of Benefits willintroduce you to the importantadvantages of
Neighborhood Health Partnership, Inc. (NHP).

The Summary of Benefits, although a helpful tool, isonly a summary. Always refer to your Handbook for
afullexplanation of your coverage or call Customer Services atthe phone numbers on your health plan
ID Card when you have a question about your plan. Inthe event of a conflict between this Summary of
Benefits and the Handbook, the Handbook will control.

Services must be provided by health care providers which have contracts with NHP, referred to as
"Network Providers," "Network Physicians" or "Network Hospitals," unless in an Emergency or with prior
authorization by NHP.

Features Pleasenote:ifyourPlanhasadeductible,theded  uctiblemustbe
satisfied unless otherwise specified. You are also responsible for any
deductibles, copayments and/or coinsurance listedb  elow.

Deductible $2,500 permember,and/or $5,000 perfamily, whichever comesfirst.
Individual deductible amounts will count toward the family deductible.
However, anindividual will not have to pay more than the individual
deductible amount. Any deductible is on calendar year basis.

Coinsurance Benefitsas defined below may be subjectto a coinsurance of 10% once
the calendar year deductible is met.

Outof Pocket The limit which you and your eligible family members must pay in

Maximum copaymentsandcoinsurance percalendaryearis $5,000 permemberand
$10,000 perfamily. Individual Out of Pocket Maximumamounts will count
toward the family Out of Pocket Maximum. However, anindividual will not
haveto pay more thantheindividual Out of Pocket Maximumamount. Out
of Pocket Maximum includes the Deductible.

U tnitedtiatheae
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Primary Care Your PCP is responsible for coordinating all your health care services,
including referrals to Specialists. Your PCP or Physician Specialist must
obtain Prior-Authorization for designated services including, but notlimited
to, allinpatientcare, outpatientsurgicalprocedures, durable medical
equipment (DME), home health services, home infusion, hospice care,
rehabilitation, skilled nursing facility, and transplantservices.

Referrals Your PCPisresponsibleforcoordinatingallreferralstospecialists, except
forthefollowing specialtieswhichyoumayaccessdirectly:
* Podiatry

 Chiropractic
* Dermatology (first 5 visits per year). Additional visits requirereferrals.
» Gynecology

Note: If your Employer purchased a Direct AccessRi  der, you may see a Specialist withouta
referralfromyourPCP.Pleaserefertoyourhealth  planIDCardorcallCustomerServiceto
verifythe needto obtainareferraltoa Specialis  t. Evenwhenthe PlanincludesaDirect Access
Rider,youmustselectaPCP orNHPwillassignone  toyou. Ifyouneed assistance, call
Customer Service.

YOUR NHP PLAN COVERAGE

IMPORTANT Unlessotherwise stated, care, servicesortreatmentnotmanaged by your Primary

NOTICE: Care Physician, notMedically Necessary, or not Prior Authorized by NHP are not
Covered Services. Servicesmustbe provided by Network Providers, exceptwhen
Prior Authorized orinthe case ofan Emergency Medical Condition.

YoumustcheckyourHandbookforfurtherdetailsre latingtoyourcoverage.



Services & Supplies

Your Responsibility for HMO Benefits

Allergy Testing

$25 copayment per visit

Ambulance

(Non-emergency transportation
must be authorized in advance
by NHP.)

10%afterdeductibleinemergencysituations orwhenauthorized by
NHP totransferyouto a NHP facility.

Applied Behavioral Analysis
(Servicesmustbe provided by
NHP’s behavioral health
network)

Outpatient: $45 copayment per visit

Inpatient: 10% after deductible

Autism Spectrum Disorder

Covered as any other eligible service, based on place of service.

Bones or Joints of the Jaw
and Facial Region

Covered as any other eligible service, based on place of service.

Chiropractic Services

$25 copayment per visit

Limited to 20 visits per year, PCP referral not required.

Dermatology

$45 copayment per visit

PCP referral notrequired for 5 visits per year; further visits require PCP
referral.

Diabetes

$45 copayment per visit

Services include outpatient self management training and educational
services.

Durable Medical Equipment
(DME) and disposable medical
supplies, including breast
pumps

10% after deductible

Emergency Room Services

$350 copayment per visit.

Anydeductible and/orcopaymentforthe emergencyroomiswaivedif
the patientis admitted to the hospital.

Enteral Formula

10% after deductible

Family Planning

Coveredasanyothereligible service, based on place of service. Limited
to surgical sterilization, implantable contraceptives and intrauterine birth
control devices.

Gynecology

$45 copayment per visit

PCP referral is not required.




Services & Supplies

Your Responsibility for HMO Benefits

Hearing Aids

10% after deductible

Limitedto $2,500 peryearandtoasingle purchase (including
repair/replacement) every three years.

Hearing Exams
(children through age 19)

No copaymentwhen performed by PCP to determine needforhearing
correction. Limitedtoone exam peryear. Deductible doesnotapply.

Home Health Services

10% after deductible

Limited to 60 visits per year. Custodial care is not covered.

Home Infusion Services

10% after deductible

Limited to 60 visits per year.

Hospice Care

10% after deductible

Hospital Facility Care

Inpatient:
10% after deductible

Outpatient Facility - Surgical Procedures:
10% after deductible

Minor Diagnostic/X-Ray and
Laboratory Services

0%, deductible does not apply

Major Diagnostic Services,
includingCT,MRI,MRA,PET
Scans and Nuclear Imaging

10% after deductible

Mammography Screening

No copayment and not subject to any deductible.

Mastectomy

Covered as any other eligible service, based on place of service.

Maternity Care, including
pre-and post-natalcareand
delivery *

Physician Office Services include
one OB ultrasound between
weeks 13 and 24 of pregnancy.

Covered as any other eligible service, based on place of service.
Note: anyrequired office visitcopaymentappliesonly totheinitial visit.

Mental Health

(Services must be provided by
NHP’s behavioral health network)

Outpatient: $45 copayment per visit

Partial Hospitalization/Intensive Outpatient Treatment:
10% after deductible

Inpatient: 10% after deductible




Services & Supplies

Your Responsibility for HMO Benefits

Neurobiological Disorder
Services — Autism Spectrum
Disorder

(Services must be provided by
NHP’s behavioral health network)

Outpatient: $45 copayment per visit

Partial Hospitalization/Intensive Outpatient Treatment:
10% after deductible

Inpatient: 10% after deductible

Newborn Children *
(birth — 30 days)

Coveredasany othereligible service, based on place of service when
enrolled timely.

Organ Transplant Inpatient
Services

Coveredasany othereligible service, based on place of service. Must
be Prior Authorized by NHP Medical Director ordesignee.

Osteoporosis

Coveredasanyothereligible service, based on place of service. Limited
to diagnosis and treatment of high-risk individuals.

Outpatient Therapies,
including Habilitative
Services

$25 copayment per visit

Outpatienttherapies (including Habilitative Services) are limitedto 20
visits per year pertype of therapy, except 36 visits for cardiac therapy.
Pulmonary therapy visits are not limited.

Physical Rehabilitation —
Inpatient Care

10% after deductible
Limited to 60 days per year for restorative physical therapy.

Physician Services

10%afterdeductibleforinpatientcare oroutpatientsurgical
services whenperformedinanInpatientsetting oran Outpatient

Podiatry

$45 copayment per visit

PCP referral not required.

Preventive Health Services

No Copayment and not subject to any Deductible.

Primary Care Physician
(PCP)

$25 copayment per visit

Only applies to your designated PCP.

Prosthetic Devices

10% after deductible

Skilled Nursing Facility

10% after deductible

Limited to 120 days per year; custodial care is not covered.

Specialist Office Visits

$45 copayment per visit

PCP referral required except as noted above.

Sterilization

Coveredasany othereligible service,basedonplace of service.
Reversals are not covered.




Services & Supplies Your Responsibility for HMO Benefits

Substance Use Disorders Outpatient: $45 copayment per visit

(Services must be provided by
NHP’s behavioral health network) | Partial Hospitalization/Intensive Outpatient Treatment:

10% after deductible

Inpatient: 10% after deductible

Therapeutic Treatments - 10% after deductible
Outpatient

Urgent Care Center $75 copayment per visit
Virtual Visits $25 copayment per visit

Benefits are available only
when services are delivered
through a Designated Virtual
Network Provider. You can
find a Designated Virtual
Network Provider by going to
[www.myuhc.com] or by
calling Customer Care at the
telephone number on your ID
card.

Vision Screening No copayment when performed by PCP. Deductible does not apply.
(children through age 19)

* For coverage to begin at the date of birth for newborn children, a completed and signed enrollment form
mustbe received by NHP. When received within 30 days of birth; no additional premium will be charged for
this 30 day period. When notice is received within 60 days from the date of birth, premium will be charged
fromthe date of birth. Ifthe enrollment form is not received within 60 days of birth, the newborn child will be
considered alate enrollee. You must enroll your newborn withinthese time periods regardless of whether
your coverage is family coverage.

Your Handbook has a description of benefits, including any limitations and exclusions.

You have coverage for Prescription Drugs only if yo  ur Employer/Group
has elected to obtain a Prescription Drug Rider.

7600 Corporate CenterDrive, Miami, FL33126/PO Box 025680, Miami, FL 33102-5680
www.myUHC.comorcall Customer Servicesatthe phonenumberonyourID Card.

Please call Customer Service at the number on your ID Card for assistance regarding
claims, resolving a complaint or information about Benefits and coverage.




Gender Dysphoria Rider
Neighborhood Health Partnership, Inc.

This Rider to the Group Service Agreement (“GSA”) is issued to the Employer and provides Benefits for the
treatment of Gender Dysphoria.

Because this Rider is part of the GSA, a legal document, we want to give you information about the document that
will help you understand it. Certain capitalized words have special meanings. We have defined these words in
the Member Handbook (Handbook) in ARTICLE |: DEFINITIONS and in this Rider below.

When we use the words "we," "us," and "our" in this document, we are referring to Neighborhood Health
Partnership, Inc. When we use the words "you" and "your," we are referring to people who are Members as the
term is defined in the Handbook in ARTICLE |: DEFINTIONS.

ARTICLE IV: MEDICAL, SURGICAL AND RELATED SERVICES

The following provision is added to the Handbook in ARTICLE IV: MEDICAL, SURGICAL AND RELATED
SERVICES:

Gender Dysphoria

Benefits for the treatment of Gender Dysphoria are limited to the following services:

. Psychotherapy for Gender Dysphoria and associated co-morbid psychiatric diagnoses are provided in a
Physician’s office as described in your Handbook.

. Cross-sex hormone therapy:

. Cross-sex hormone therapy administered by a medical provider (for example during an office visit) is
described in your Handbook.

" Cross-sex hormone therapy dispensed from a pharmacy is provided as described in the Outpatient
Prescription Drug Rider.

. Puberty suppressing medication is not cross-sex hormone therapy.
. Laboratory testing to monitor the safety of continuous cross-sex hormone therapy.
. Surgery for the treatment of Gender Dysphoria, including the surgeries listed below.

Male to Female:

" Clitoroplasty (creation of clitoris)

" Labiaplasty (creation of labia)

" Orchiectomy (removal of testicles)

. Penectomy (removal of penis)

" Urethroplasty (reconstruction of female urethra)
. Vaginoplasty (creation of vagina)

Female to Male:

" Bilateral mastectomy or breast reduction

" Hysterectomy (removal of uterus)

. Metoidioplasty (creation of penis, using clitoris)

" Penile prosthesis

" Phalloplasty (creation of penis)

" Salpingo-oophorectomy (removal of fallopian tubes and ovaries)
" Scrotoplasty (creation of scrotum)

" Testicular prosthesis

" Urethroplasty (reconstruction of male urethra)



= Vaginectomy (removal of vagina)

= Vulvectomy (removal of vulva)

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery Documentation
Requirements:
The Member must provide documentation of the following for breast surgery:

A written psychological assessment from at least one qualified behavioral health provider experienced in
treating Gender Dysphoria. The assessment must document that the Member meets all of the following
criteria:

L] Persistent, well-documented Gender Dysphoria.

L] Capacity to make a fully informed decision and to consent for treatment.

= Must be 18 years or older.

L] If significant medical or mental health concerns are present, they must be reasonably well controlled.

The Member must provide documentation of the following for genital surgery:

A written psychological assessment from at least two qualified behavioral health providers experienced in
treating Gender Dysphoria, who have independently assessed the Member. The assessment must
document that the Member meets all of the following criteria.

" Persistent, well-documented Gender Dysphoria.

" Capacity to make a fully informed decision and to consent for treatment.

" Must 18 years or older.

" If significant medical or mental health concerns are present, they must be reasonably well controlled.

" Complete at least 12 months of successful continuous full-time real-life experience in the desired
gender.

" Complete 12 months of continuous cross-sex hormone therapy appropriate for the desired gender

(unless medically contraindicated).

Summary of Benefits

The provision below for Gender Dysphoria is added to the Summary of Benefits.

Benefit

(The Amount We Apply to the Must You Meet

Pay, based on Out-of-Pocket Annual
Covered Service Eligible Expenses) Maximum? Deductible?

Gender Dysphoria

Depending upon where the Covered Service is provided,
Benefits will be the same as those stated under each Covered
Service category in the Summary of Benefits and in

the Outpatient Prescription Drug Rider.

ARTICLE VI: EXCLUSIONS AND LIMITATIONS

The following exclusion is added to the Handbook under ARTICLE VI: EXCLUSIONS AND LIMITATIONS:

Cosmetic Procedures, including the following Abdominoplasty, Blepharoplasty, Breast

enlargement, including augmentation mammoplasty and breast implants, Body contouring, such as
lipoplasty, Brow lift, Calf implants, Cheek, chin, and nose implants, Injection of fillers or neurotoxins, Face
lift, forehead lift, or neck tightening, Facial bone remodeling for facial feminizations, Hair removal, Hair
transplantation, Lip augmentation, Lip reduction, Liposuction, Mastopexy, Pectoral implants for chest
masculinization, Rhinoplasty, Skin resurfacing, Thyroid cartilage reduction; reduction thyroid chondroplasty;
trachea shave (removal or reduction of the Adam’s Apple), Voice modification surgery and Voice lessons
and voice therapy.



ARTICLE |: DEFINITIONS
The following definition of Gender Dysphoria is added to the Handbook under ARTICLE |: DEFINITIONS:

Gender Dysphoria - a disorder characterized by the following diagnostic criteria classified in the current edition of
the Diagnostic and Statistical Manual of the American Psychiatric Association:

. Diagnostic criteria for adults and adolescents:
= A marked incongruence between one’s experienced/expressed gender and assigned gender, of at
least six months’ duration, as manifested by at least two of the following:

* A marked incongruence between one’s experienced/expressed gender and primary and/or
secondary sex characteristics (or in young adolescents, the anticipated secondary sex
characteristics).

* A strong desire to be rid of one’s primary and/or secondary sex characteristics because of a

marked incongruence with one’s experienced/expressed gender or in young adolescents, a
desire to prevent the development of the anticipated secondary sex characteristics).

¢ A strong desire for the primary and/or secondary sex characteristics of the other gender.
* A strong desire to be of the other gender (or some alternative gender different from one’s
assigned gender).
* A strong desire to be treated as the other gender (or some alternative gender different from
one’s assigned gender).
* A strong conviction that one has the typical feelings and reactions of the other gender (or
some alternative gender different from one’s assigned gender).
. The condition is associated with clinically significant distress or impairment in social, occupational or
other important areas of functioning.
. Diagnostic criteria for children:
. A marked incongruence between one’s experienced/expressed gender and assigned gender, of at

least six months’ duration, as manifested by at least six of the following (one of which must be
criterion as shown in the first bullet below):

* A strong desire to be of the other gender or an insistence that one is the other gender (or
some alternative gender different from one’s assigned gender).

¢ In boys (assigned gender), a strong preference for cross-dressing or simulating female attire;
or in girls (assigned gender), a strong preference for wearing only typical masculine clothing
and a strong resistance to the wearing of typical feminine clothing.

‘ A strong preference for cross-gender roles in make-believe play or fantasy play.

* A strong preference for the toys, games or activities stereotypically used or engaged in by the
other gender.

* A strong preference for playmates of the other gender.

¢ In boys (assigned gender), a strong rejection of typically masculine toys, games and activities

and a strong avoidance of rough-and-tumble play; or in girls (assigned gender), a strong
rejection of typically feminine toys, games and activities.

‘. A strong dislike of ones’ sexual anatomy.

‘. A strong desire for the primary and/or secondary sex characteristics that match one’s
experienced gender.

L] The condition is associated with clinically significant distress or impairment in social, school or other
important areas of functioning.



Please call Customer Service at the telephone numbe  r on your ID card for assistance
regarding claims, resolving a complaint or informat ion about Benefits and coverage.
Our website www.myuhc.com also includes a health ca re cost estimator and
information regarding plan details, such as copayme nts and coinsurance for vari  ous
services, any required deductible and the status of your maximum out-of-pocket.
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DIRECT ACCESS RIDER

As of the Effective Date, and notwithstanding anything in the Group Service Agreement
(“Agreement”) to the contrary, the following Direct Access Rider is hereby made a part
of the Agreement if elected by the Group and such election is evidenced in the Group’s
Application for Group Service Agreement. The terms used in this Rider shall have the
same meaning ascribed thereto or used in the Agreement, unless otherwise stated
herein.

DIRECT ACCESS PROGRAM

A Member with a Direct Access Rider has the right to elect to visit an NHP Specialist
without a referral from the Primary Care Physician or Plan (“Direct Access Visit(s)”).
Direct Access Visits are subject to the terms and conditions of the Agreement and this
Direct Access Rider. All services and treatment rendered to the Member by a NHP
Specialist during or in connection with a Direct Access Visit are subject to NHP’s
Utilization Review (UR) requirements and the Agreement, except as may be stated
otherwise in this Rider. A Direct Access Visit includes services and treatment received
from an NHP Specialist, so long as such services do not require pre-certification from
NHP. Those services which require pre-certification under the Plan’s UR requirements
require pre-certification on a Direct Access Visit.

NEIGHBORHOOD HEALTH PARTNERSHIP, INC.

Weck Jovoey

Nicholas J. Zaffiris
CEO
South Florida Health Plans



NH14 Modified

SUMMARY OF BENEFITS

A quick glance at this Summary of Benefits will introduce you to your prescription drug benefits at
Neighborhood Health Partnership (NHP) HMO. You only have a prescription drug benefit if your group elected
to purchase this coverage.

The Neighborhood Health Partnership (NHP) group plans include a prescription drug benefit that features a
tiered structure. This offers you more flexibility when making decisions about your prescription drug purchases.

COPAYMENT PER PRESCRIPTION ORDER OR REFILL: Your Copayment is determined by the tier NHP
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are
assigned to Tier 1, Tier 2, Tier 3[or Tier 4. Please access www.myuhc.com through the Internet, or call the
Customer Service number on your ID card to determine tier status.

For a single Copayment, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits. All prescription drugs must be obtained from a Plan Retalil
Network Pharmacy or Plan Home Delivery Network Pharmacy and must be medically necessary for the care
and treatment of an illness or injury.

Annual Drug Deductible

Individual Deductible Deductible does not apply
Family Deductible Deductible does not apply

Out-of-Pocket Drug Maximum

Individual Out-of-Pocket Maximum See Medical Benefit Summary
Family Out-of-Pocket Maximum See Medical Benefit Summary
Retail *Mail Order
Tier Level Up to 31-day supply Up to 90-day supply
Network Network

Tier 1 $10 $20

Tier 2 $45 $90

Tier 3 $70 $140

Growth Hormone Therapy 30% of the Prescription Drug Cost.

"Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call
Customer Care at the telephone number on the back of your ID card for more information.

l,w UnitedHealthcare
H M33660N Mod 1/16 Neighborhood Health Partnership
Rx Summary NH14
XXX-XXXXX

FLXPEAANH1417 Modified
7600 Corporate Center Drive, Miami, FL 33126
PO Box 025680, Miami, FL 33102-5680 1-877-972-8845 www.myuhc.com



RETAIL NETWORK PHARMACY: Prescription drugs may be dispensed up to a 30-day supply by a retail Plan
pharmacy. Oral contraceptives may be dispensed for up to three cycles (upon payment of three copayments).

*HOME DELIVERY NETWORK PHARMACY: Prescription drugs may be dispensed up to a 90-day supply by
mail-order pharmacy.

UTILIZATION REVIEW

Drug utilization review and clinical review programs are used to monitor the dosage and treatment patterns for
Members covered under this Agreement. Under these programs, the Plan may limit or otherwise restrict the
guantity or type of drug for which the Plan will provide a benefit based upon the cost of the drug prescribed by
your Provider, clinical indications and other factors. Drugs that are subject to utilization review programs are
not Covered Prescription Drugs unless the requirements of the Plan’s utilization review and/or clinical
programs, and all of the other terms and conditions set forth in this Agreement are met. Drugs that are subject
to utilization review and clinical review programs always require the Plan’s prior authorization before they will
be covered. The list of drugs that require prior authorization may be amended by the Plan from time to time.

Your Prescription Rider lists the exclusions, limitations and restrictions which apply.

The Summary of Benefits, although a helpful tool, is only a summary. If you have specific questions about
pharmacy management procedures or whether a specific drug is covered, please call our Customer Service
Department at 1-877-972-8845 or 711 for the hearing impaired. Always refer to your Prescription Drug Rider
for a more-detailed explanation of your drug coverage.



w UnitedHealthcare Benefit Summary

Florida - Choice Plus
Balanced - Plan AQON Modified

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share

of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out -of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-

work, but you save money when you use the network. Are you a member?

> There's coverage if you need to go out of the net  work. Out-of-network means that a Ea|$|ly mtanagﬁ your b%neﬁt(sj
provider does not have a contract with us. Choose what's best for you. Just remember on 'trt‘]e a mY?h ;:Hcom an
out-of-network providers will likely charge you more. on the go with the
UnitedHealthcare

Health4Me™ mobile app.
> There's no need to choose a primary care provider (PCP) or get referrals to see a

specialist. Consider a PCP; they can be helpful in managing your care. For questions, call the
member phone number on
> Preventive care is covered 100% in our network. your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at
welcometouhc.com/choiceplus  or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local
time, Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cos  t share after the deductible)
$15 $250 10%

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those

documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those
which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare Insurance Company
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Your Costs

In addition to your premium (monthly) payments plydyou or your employer, you are responsible fyipg thes
COsts.

Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Deductible

What is a deductible?

The deductible is the amount you have to pay feeoed health care services (common medical evefbyd your
health plan begins to pay. The deductible may pplyao all services. You may have more than ope tf deductible.

> Your co-pays don't count towards meeting the deolle unless otherwise described within the specif
common medical event.

> All individual deductible amounts will count tovas meeting the family deductible, but an individwdl not
have to pay more than the individual deductible amo

Medical Deductible - Individual $250 per year $500 per year
Medical Deductible - Family $500 per year $1,000 per year
What is an out-of-pocket limit?

The most you pay during a policy year before yaalth plan begins to pay 100%. Once you reachuhefepocket
limit, your health plan will pay for all coveredrsees. This will not include any amounts over #mount we allow
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts willaunt towards meeting the family out-pbcket limit, but a
individual will not have to pay more than the indival out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (ohioly pharmacy) count towards meeting the out-ofkpbc

limit.
Out-of-Pocket Limit - Individual $2,250 per year $4,500 per year
Out-of-Pocket Limit - Family $4,500 per year $9,000 per year
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Your Costs

What is co-insurance?

Co-insurance is your share of the costs of a coMeealth care service, calculated as a perceneample, 20%pf
the allowed amount for the service. You pay co4iasae plus any deductibles you owe. Co-insurangetithesame
as a co-payment (or co-pay).

What isa co-payment?

A co-payment (cqpay) is a fixed amount (for example, $15) you patyef covered health care service, usually v
you receive the service. You will pay a co-payha allowed amount, whichever is less. The amoumiveay bythe
type of covered health care service. Please sesptwfic common medical event to see if a co-papties anchow
much you have to pay.

What isPrior Authorization?

Prior Authorization is getting approval before y@an get access to medicine or services. Servie¢satuire prior
authorization are noted in the list of Common Madlievents. To get approval, call the member phameber on your
health plan ID card.

Want moreinformation?

Find additional definitions in the glossary at platnclear.com.
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Your Costs

Following is a list of services that your plan cos/m alphabetical order. In addition to your preami(monthly)payment:
paid by you or your employer, you are responsibighying these costs.

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Ambulance Services
Emergency 10% coinsurance, after the medic  10% co-insurance, after the
Transportation cost of a newborrthe ~ deductible has been met. network medical deductible h
nearest appropriate facility for been met.
treatment are covered.
Non-Emergency 10% coinsurance, after the medic  30% co-insurance, after theedical
Transportation costs of a newborn to deductible has been met. deductible has been met.

the nearest appropriate facility for
treatment are covered.

Prior Authorization is required f Prior Authorization is required f
Non-Emergency Ambulance. Non-Emergency Ambulance.

Autism Spectrum Disorder

Note: The visit limits specified under 10% coinsurance, after the medic  30% co-insurance, after theedical
Rehabilitation Services - Outpatient deductible has been met. deductible has been met.
Therapy and Manipulative Treatment

in this Benefit Summary do not appby

Autism Spectrum Disorder.

The limits specified above do not
include Covered Health Servicaisder
Neurobiological Disorders - Autism
Spectrum Disorder Services.

Prior Authorization is required f Prior Authorization is required f
certain services. certain services.

Bones or Joints of the Jaw and Facial Region

10% coinsurance, after the medic  30% co-insurance, after theaedical
deductible has been met. deductible has been met.

Prior Authorization is required for  Prior Authorization is required for
certain services. certain services.

Cleft Lip/Cleft Palate Treatment

10% coinsurance, after the medic  30% co-insurance, after theaedical
deductible has been met. deductible has been met.

Prior Authorization is required for ~ Prior Authorization is required for
certain services. certain services.

Clinical Trials

The amount you pay is based on where the covemdthiservice is
provided.

Prior Authorization is required. Prior Authorization is required.

Page 4 of 18



Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Congenital Heart Disease

10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required.

Dental Services - Accident Onl

10% coinsurance, after the medic  10% co-insurance, after the

deductible has been met. network medical deductible h
been met.
Prior Authorization is required. Prior Authorization is required.

Dental Services - Anesthesia and Hospitalization

10% coinsurance, after the medic  30% co-insurance, after theedical

deductible has been met. deductible has been met.
Prior Authorization is required for  Prior Authorization is required for
certain services. certain services.
Diabetes Services
Diabetes Self Management and The amount you pay is based on where the coverthleervice i
Training/Diabetic Eye Examinatior  provided.

Foot Care:

Diabetes Self Management Items:  The amount you pay is based on where the coveadthlservice iprovided
under Durable Medical Equipment or in the PresmipDrug Rider.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Durable Medical Equipment

Limited to a single purchase of a tygfe 10% coinsurance, after the medic  30% co-insurance, after theedical
Durable Medical Equipmefihcluding deductible has been met. deductible has been met.

repair and replacement) every 3 years.

This limit does not apply to wound

vacuums.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Emergency Health Services - Outpatient

$100 copay per visit. A deductib $100 copay per visit. A deductib
does not apply. does not apply.

Notification is required if confine
in an Out-of-Network Hospital.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Enteral Formulas

10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required for ~ Prior Authorization is required for
certain services. certain services.

Gender Dysphoria

The amount you pay is based on where the coverthleervice is
provided.

Prior Authorization is required f
certain services.

Hearing Aids
Limited to $2,500 every year and a  10% coinsurance, after the medic  30% co-insurance, after theedical
single purchase (including repair and deductible has been met. deductible has been met.

replacement) per hearing impairea
every 3 years.

Home Health Care

Limited to 60 visits per year. 10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required.

Hospice Care

10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required for
Inpatient Stay.

Hospital - Inpatient Stay

10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required.

Lab, X-Ray and Diagnostics - Outpatient

You pay nothing. A deductible dc  30% co-insurance, after theedical
not apply. deductible has been met.

Prior Authorization is required for
certain services.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MR A and Nuclear Medicine - Outpatient

10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use

Network Benefits

Mental Health Services

Inpatient: 10% coinsurance, after the medi
deductible has been met.
Outpatient: $15 co-pay per visit. A deductible

does not apply.

10% coinsurance, after the medir
deductible has been met.

Partial Hospitalization/Intensi
Outpatient Treatment:

r Services

Neurobiological Disorders — Autism Spectrum Disorde

Your cost if you use
Out-of-Network Benefits

30% co-insurance, after theedical
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

Prior Authorization is required for
certain services.

Inpatient: 10% coinsurance, after the medi
deductible has been met.
Outpatient: $15 co-pay per visit. A deductible

does not apply.

10% coinsurance, after the medir
deductible has been met.

Partial Hospitalization/Intensi
Outpatient Treatment:

Osteoporosis Treatment

10% coinsurance, after the medir
deductible has been met.

Prior Authorization is required for
certain services.

Ostomy Supplies

10% coinsurance, after the medir
deductible has been met.

Limited to $2,500 per year.

Pharmaceutical Products - Outpatient

10% coinsurance, after the medir
deductible has been met.

This includesnedications given at
doctor’s office, or in a Covered
Person’s home.

sician Fees for Surgical and Medical Services

30% co-insurance, after theedical
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

Prior Authorization is required for
certain services.

30% co-insurance, after theedical
deductible has been met.

Prior Authorization is required for
certain services.

30% co-insurance, after theedical
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

10% coinsurance, after the medir
deductible has been met.

30% co-insurance, after theedical
deductible has been met.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

sician’s Office Services - Sickness and Injur

Primary Physician Office Visit ~ $15 copay per visit. A deductib 30% co-insurance, after theedical
does not apply. deductible has been met.

Specialist Physician Office Visit $15 copay per visit. A deductib 30% co-insurance, after theedical
does not apply. deductible has been met.

Prior Authorization is required for
Breast Cancer Genetic Test
Counseling (BRCA) for women at
higher risk for breast cancer.

Additional co-pays, deductible, or co-insurance rapyly when you receive other services at your jgigrss office.
For example, surgery.

Pregnancy - Maternity Services

The amount you pay is based on where the coverdthiservice is
provided.

Prior Authorization is required if
the stay in the hospital is longer than
48 hours following a normal
vaginal delivery or 96 hours
following a cesarean section
delivery.

Prescription Drug Benefits

Prescription drug benefits are shown in the Prp8on Drug benefit summary.

Preventive Care Services

Physician Office Services, Sco You pay nothing. A deductible dc  30% co-insurance, after theedical
Procedures, Lab, X-Ray or other not apply. deductible has been met.
preventive tests.

Certain preventive care services are provided esifspd by the Patient Protection and AffordableeCact (ACA),
with no cost-sharing to you. These services aredas your age, gender and other health factorgetitealthcare
also covers other routine services that may reguae-pay, co-insurance or deductible.

Prosthetic Devices

Limited to a single purchase of each 10% co-insurance, after the medical 30% co-insurance, after theedica
type of prosthetic device every 3 years. deductible been met. deductible has been met.

Prior Authorization is required for
Prosthetic Devices that costs more
than $1,000.

Reconstructive Procedures

The amount you pay is based on where the coverdthiservice is
provided.

Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Rehabilitation and Habilitative Services - Outpatie  nt Therap ipulative Treatment
Limited to: $15 copay per visit. A deductib 30% co-insurance, after theedical
20 visits of physical therapy. does not apply. deductible has been met.

20 visits of occupational therapy.

20 visits of speech therapy.

20 visits of pulmonary rehabilitation.
36 visits of cardiac rehabilitation.

30 visits of post-cochlear implaatral
therapy.

20 visits of cognitive rehabilitation
therapy.

20 visits of manipulative treatments.

Prior Authorization is required for
certain services.

Scopic Procedures - Outpatient Diagnostic and Thera peutic

Diagnostic/therapeutic scopic 10% coinsurance, after the medic  30% co-insurance, after theedical

procedures include, but are not limi  deductible has been met. deductible has been met.

to colonoscopy, sigmoidoscopy and

endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. 10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required.

Substance Use Disorder Services

Inpatient: 10% coinsurance, after the medic  30% co-insurance, after theedical
deductible has been met. deductible has been met.

Outpatient: $15 co-pay per visit. A deductible  30% co-insurance, after threedical
does not apply. deductible has been met.

Partial Hospitalization/Intensi 10% coinsurance, after the medic  30% co-insurance, after theedical

Outpatient Treatment: deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.

Surgery - Outpatient

10% coinsurance, after the medic  30% co-insurance, after the mealic
deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Therapeutic Treatments - Outpatient

Therapeutic treatments include, bueé  10% coinsurance, after the medic  30% co-insurance, after theedical
not limited to dialysis, intravenous deductible has been met. deductible has been met.
chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Prior Authorization is required for
certain services.

Transplantation Services

Network Benefits must be receivedhat The amount you pay Isased on where the covered health servi
designated facility. provided.

Prior Authorization is required. Prior Authorization is required.

Urgent Care Center Services

$50 copay per visit. A deductib 30% co-insurance, after theedical
does not apply. deductible has been met.

Additional co-pays, deductible, or co-insurance rapgly when you receive other services at the urggrm facility.
For example, surgery.

Virtual Visits

Network Benefits are available only $15 copay per visit. A deductib 30% co-insurance, after theedical
when services are delivered through adoes not apply. deductible has been met.
Designated Virtual Visit Network

Provider. Find a Designated Virtual

Visit Network Provider Group at

myuhc.com or by calling Customer

Care at the telephone number on your

ID card. Access to Virtual Visits and

prescription services may not be

available in all states or for all groups.
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Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amentksi@and Riders for an exact description of theisesvan:
supplies that are covered, those which are exclodénhited, and other terms and conditions of cage.

Alternative Treatments

Acupressure; acupuncture; aromatherapy; hypnotisassage therapy; rolfing; art therapy, music therdance
therapy, horseback therapy; and other forms ofradtere treatment as defined by the National Cefater
Complementary and Alternative Medicine (NCCAM) loétNational Institutes of Health. This exclusiomsl@ot apply
to Manipulative Treatment and non-manipulative ogéghic care for which Benefits are provided acdesd in
Section 1 of the COC.

Dental care (which includes dental X-rays, suppdied appliances and all associated expenses, inglud
hospitalizations and anesthesia). This exclusias ot apply to Benefits as described under Bonésiots of the Jaw
and Facial Region and Dental Services — AnestlaglaHospitalization in Section 1 of the COC. Thislasion does
not apply to accident-related dental services floictv Benefits are provided as described under D&swrvices —
Accident Only in Section 1 of the COC. This exatustdoes not apply to dental care (oral examinaerays,
extractions and non-surgical elimination of ordéation) required for the direct treatment of a mabtlcondition for
which Benefits are available under the Policy, tedito: Transplant preparation; prior to initiation
immunosuppressive drugs; the direct treatment atiesitaumatic Injury, cancer or cleft palate. Déngae that is
required to treat the effects of a medical conditiout that is not necessary to directly treatntteglical condition, is
excluded. Examples include treatment of dentaksaesulting from dry mouth after radiation treatba as a result of
medication. Endodontics, periodontal surgery aistbrative treatment are excluded. Preventive chagnosis,
treatment of or related to the teeth, jawbonesuongy Examples include: extraction, restoration r@piacement of
teeth; medical or surgical treatments of dentaddmns; and services to improve dental clinicalommes. This
exclusion does not apply to dental services forcwidenefits are provided as described under Bondsiots of the
Jaw and Facial Region and Cleft Lip/Cleft Palat&action 1 of the COC. This exclusion does notyafippreventive
care for which Benefits are provided under the ethiBtates Preventive Services Task Force requiteondine Health
Resources and Services Administration (HRSA) reguoént. This exclusion also does not apply to aotadeelated
dental services for which Benefits are providedescribed under Dental Services — Accidental Omiyection 1 of the
COC. Dental implants, bone grafts and other imptalated procedures. This exclusion does not agpaccident-
related dental services for which Benefits are jgted as described under Dental Services — Acci@aht in Section 1
of the COC. Dental braces (orthodontics). Treatneébngenitally missing, malpositioned, or supenevary teeth,
even if part of a Congenital Anomaly. This exclusapes not apply to dental services for which Biéneafe provided
as described under Cleft Lip/Cleft Palate in Secfimf the COC.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or tedcfperformance in sports-related activities. Cirthappliances that
straighten or re-shape a body part. Examples iedioot orthotics and some types of braces, inclydirer-the-counter
orthotic braces. Cranial banding. The followingnteare excluded, even if prescribed by a Physi&ilwd pressure
cuff/monitor; enuresis alarm; non-wearable extedsadibrillator; trusses and ultrasonic nebuliz&svices and
computers to assist in communication and speeabpéxer speech aid devices and tracheo-esophogea gevices
for which Benefits are provided as described umdleable Medical Equipment in Section 1 of the CQtal
appliances for snoring. Repairs to prosthetic de=svotue to misuse, malicious damage or gross negleptacement of
prosthetic devices due to misuse, malicious damageoss neglect or to replace lost or stolen items
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Services your plan does not cover (Exclusions)

Drugs

Prescription drug products for outpatient use #natfilled by a prescription order or refill. Satfectable medications.
This exclusion does not apply to medications whiltlg to their characteristics (as determined byrmakt typically be
administered or directly supervised by a qualifiedvider or licensed/certified health professianain outpatient
setting. This exclusion does not apply to Benefgslescribed under Diabetes Services in Sectidrihie OC. Non-
injectable medications given in a Physician’s @fithis exclusion does not apply to non-injectabéelications that are
required in an Emergency and consumed in the Rapscoffice. Over-the-counter drugs and treatme@t®wth
hormone therapy. New Pharmaceutical Products anéterdosage forms until the date they are reviewed.
Pharmaceutical Product that contains (an) actigeettient(s) available in and therapeutically eqerg(having
essentially the same efficacy and adverse eff@gii@y to another covered Pharmaceutical ProdusthS
determinations may be made up to six times duricglendar year. A Pharmaceutical Product that amn{an) active
ingredient(s) which is (are) a modified versioraafl therapeutically equivalent (having essentitié/same efficacy
and adverse effect profile) to another coveredmbeaeutical Product. Such determinations may be mpde six times
during a calendar year. A Pharmaceutical Produitt an approved biosimilar or a biosimilar and tipergically
equivalent (having essentially the same efficaay alverse effect profile) to another covered Phaeutical Product.
For the purpose of this exclusion a "biosimilaraibiological Pharmaceutical Product approved baseshowing that
it is highly similar to a reference product (a bigical Pharmaceutical Product) and has no clinicakaningful
differences in terms of safety and effectivenesmifthe reference product. Such determinations reaypdde up to six
times per calendar year. Certain Pharmaceuticaluete for which there are therapeutically equiva{baving
essentially the same efficacy and adverse effedii@y alternatives available, unless otherwiseunegl by law or
approved by us. Such determinations may be made sig times during a calendar year.

Experimental, Investigational or Unproven Services

Experimental or Investigational and Unproven Seasiand all services related to Experimental ordhgational and
Unproven Services are excluded. The fact that gefmental or Investigational or Unproven Serviceatment,
device or pharmacological regimen is the only aldd treatment for a particular coton will not result in Benefits
the procedure is considered to be Experimentatwgdtigational or Unproven in the treatment of {heaticular
condition. This exclusion does not apply to medycappropriate medications prescribed for the trestt of cancer.
The drug must be recognized for the treatmentatfitidication, and published within a standardnexiee compendium
or recommended in medical literature. This exclngloes not apply to Covered Health Services praviiging a
clinical trial for which Benefits are provided assgribed under Clinical Trials in Section 1 of @@C.

Routine foot care. Examples include the cuttingeonoval of corns and calluses. This exclusion agag@pply to
preventive foot care for Covered Persons with dedér which Benefits are provided as describetkubiabetes
Services in Section 1 of the COC. Nail trimmingtticiy, or debriding. Hygienic and preventive mair@ace foot car¢
Examples include: cleaning and soaking the fegdtyapg skin creams in order to maintain skin tonkeis exclusion
does not apply to preventive foot care for Covdtedsons who are at risk of neurological or vasaligase arising
from diseases such as diabetes. Treatment ok#at Treatment of subluxation of the foot. Shokepsorthotics; shoe
inserts and arch supports.

Gender Dysphoria

Cosmetic Procedures including the following: Abdoaplasty. Blepharoplasty. Breast enlargement, dinty
augmentation mammoplasty and breast implants. Bodtouring, such as lipoplasty. Brow lift. Calf itapts. Cheek,
chin, and nose implants. Injection of fillers oun&oxins. Face lift, forehead lift, or neck tighileg. Facial bone
remodeling for facial feminizations. Hair removdhir transplantation. Lip augmentation. Lip redantiLiposuction.
Mastopexy. Pectoral implants for chest masculimratRhinoplasty. Skin resurfacing. Thyroid cagiareduction;
reduction thyroid chondroplasty; trachea shave ¢naahor reduction of the Adam’s Apple). Voice mackition
surgery. Voice lessons and voice therapy.
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Services your plan does not cover (Exclusions)

Medical Supplies

Prescribed or non-prescribed medical supplies aspbdable supplies. Examples include: compressaukisngs, ace
bandages, gauze and dressings, urinary cathetessexclusion does not apply to:

» Disposable supplies necessary for the effectiveotiBrirable Medical Equipment for which Benefite ar
provided as described under Durable Medical EquignmeSection 1 of the COC.

» Diabetic supplies for which Benefits are providediascribed under Diabetes Services in SectiortiedCOC.
* Ostomy supplies for which Benefits are providedescribed under Ostomy Supplies in Section 1 oCOE.

Tubing and masks, except when used with Durableidde&quipment as described under Durable Medigalifimen
in Section 1 of the COC.

Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders

Services performed in connection with conditionsaiassified in the current edition of the Diagnosind Statistical
Manual of the American Psychiatric Association. €dg of an initial assessment, services as tredgnfi@na primary
diagnosis of conditions and problems that may toeas of clinical attention, but are specificallyted not to be mental
disorders within the current edition of the Diagimand Statistical Manual of the American Psyaditafssociation.
Outside of initial assessment, services as tredsrienthe primary diagnoses of learning disaletiticonduct and
impulse control disorders, pyromania, kleptomagambling disorder, and paraphilic disorder. Edwucsti services
that are focused on primarily building skills arapabilities in communication, social interactiord d@arning. Tuition
or services that are school-based for childrerealodescents required to be provided by, or paiddpthe school under
the Individuals with Disabilities Education Act. Bide of initial assessment, unspecified disorft@rsvhich the
provider is not obligated to provide clinical ratade as defined in the current edition of the D@sjic and Statistical
Manual of the American Psychiatric Association.ngidonal Living services.

Individual and group nutritional counseling inclnginon-specific disease nutritional education saggeneral good
eating habits, calorie control or dietary prefeesicThisexclusion does not apply to preventive care forctiBenefit:
are provided under the United States Preventivei@er Task Force requirement. This exclusion atsssdot apply t
medical nutritional education services that aresjgied as part of treatment for a disease by apatgty licensed or
registered health care professionals when botheofdllowing are true:
* Nutritional education is required for a disease/inch patient self-management is an important camepoof
treatment.

* There exists a knowledge deficit regarding theaisavhich requires the intervention of a trainealthe
professional.

Enteral feedings, even if the sole source of natritThis exclusion does not apply to Benefits désd under Enteral
Formulas in Section 1 of the COC. Infant formula aonor breast milk. Nutritional or cosmetic therajsing high
dose or mega quantities of vitamins, minerals emeints and other nutrition-based therapy. Exampidsde
supplements, electrolytes, and foods of any kindl¢iding high protein foods and low carbohydratedt).

Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; gsestice. Supplies, equipment and similar incidesgavices and
supplies for personal comfort. Examples includecanditioners, air purifiers and filters, dehunfielis; batteries and
battery chargers; breast pumps (This exclusion doeapply to breast pumps for which Benefits aoeged under the
Health Resources and Services Administration (HR®A4)irement); car seats; chairs, bath chairs,rigechairs,
toddler chairs, chair lifts, recliners; exercisei@ment; home modifications such as elevators, raiscand ramps; hot
and cold compresses; hot tubs; humidifiers; Jasunzattresses; medical alert systems; motorizes lmedsic devices;
personal computers, pillows; power-operated vebjcigdios; saunas; stair lifts and stair glidesillgrs; safety
equipment; treadmills; vehicle modifications sushvan lifts; video players, whirlpools.
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Services your plan does not cover (Exclusions)

Physical Appearance

Cosmetic Procedures. See the definition in Se@&iohthe COC. Examples include: pharmacologicaimegs,
nutritional procedures or treatments. Scar or ¢atéonoval or revision procedures (such as salabrashemosurgery
and other such skin abrasion procedures). Skirselrgrocedures performed as a treatment for agpesuction or
removal of fat deposits considered undesirabldudicg fat accumulation under the male breast apdl@. Treatment
for skin wrinkles or any treatment to improve thpgpearance of the skin. Treatment for spider véiaé: removal or
replacement by any means. Replacement of an existeast implant if the earlier breast implant wagormed as a
Cosmetic Procedure. Note: Replacement of an egistieast implant is considered reconstructivedfithtial breast
implant followed mastectomy. See Reconstructivee@udares in Section 1 of the COC. Treatment of benig
gynecomastia (abnormal breast enlargement in mdtagysical conditioning programs such as athlesiming, body-
building, exercise, fitness, flexibility, and diwssn or general motivation. Weight loss programetlikr or not they are
under medical supervision. Weight loss programsifedical reasons are also excluded. Wigs regardfabe reason
for the hair loss.

Procedures and Treatments

Excision or elimination of hanging skin on any pafrthe body. Examples include plastic surgery pdures called
abdominoplasty and brachioplasty. Medical and satdreatment of excessive sweating (hyperhidrosigdical and
surgical treatment for snoring, except when prodids a part of treatment for documented obstrusisep apnea.
Rehabilitation services and Manipulative Treatntentnprove general physical condition that are pited to reduce
potential risk factors, where significant therapeiurhprovement is not expected, including routileag-term or
maintenance/preventive treatment. Rehabilitationices for speech therapy except as required éatrtment of a
speech impediment or speech dysfunction that efoltn Injury, stroke, cancer, Congenital AnomalyAoitism
Spectrum Disorder. Outpatient cognitive rehabilitatherapy except as Medically Necessary followangpst-
traumatic brain Injury or cerebral vascular acctd®sychosurgery. Physiological modalities and edoces that rest
in similar or redundant therapeutic effects wheriggened on the same body region during the sameoarisffice
encounter. Biofeedback. The following servicesthar diagnosis and treatment of TMJ: surface elagtography;
Doppler analysis; vibration analysis; computerigehdibular scan or jaw tracking; craniosacral thgrarthodontics;
occlusal adjustment; and dental restorations. &kedusion does not apply to Benefits described uAdielitional
Benefits Required by Florida Law - Bones or Jooftthe Jaw and Facial Region in Section 1 of theCCOpper and
lower jawbone surgery, orthognathic surgery, amdghgnment. This exclusion does not apply to retarctive jaw
surgery required for Covered Persons because ohgdbhital Anomaly, acute traumatic Injury, dislecat tumors,
cancer or obstructive sleep apnea. This exclusi@s dot apply to Benefits as described under Aalthli Benefits
Required by Florida Law - Bones or Joints of the dad Facial Region and Dental Services - Anesihasi
Hospitalization in Section 1 of the COC. Surgicad aon-surgical treatment of obesity. Stand-aloné#irdisciplinary
smoking cessation programs. These are programsgshbatly include health care providers specializimgmoking
cessation and may include a psychologist, socigk@rr other licensed or certified profession@dle programs usually
include intensive psychological support, behaviodification techniques and medications to contral/mgs. Breast
reduction surgery except as coverage is requirdtddyVomen'’s Health and Cancer Rights Act of 19@8vhich
Benefits are described under Reconstructive Proeedn Section 1 of the COC. In vitro fertilizatioegardless of the
reason for treatment.

Providers

Services performed by a provider who is a familymber by birth or marriage. Examples include a spphsother,
sister, parent or child. This includes any sertieeprovider may perform on himself or herself.\&=as performed by
a provider with your same legal residence. Seryizesided at a Freestanding Facility or diagnostispital-based
Facility without an order written by a Physicianather provider. Services which are self-directed Freestanding
Facility or diagnostic or Hospital-based FaciliBervices ordered by a Physician or other provides i8 an employee
or representative of a Freestanding Facility ogdastic Hospitabased Facility, when that Physician or other prex
has not been actively involved in your medical gaier to ordering the service, or is not activelyolved in your
medical care after the service is received. Thadusxon does not apply to mammography.
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Services your plan does not cover (Exclusions)

Reproduction

Health services and associated expenses for iitfeiteéatments, including assisted reproductivéhtelogy, regardless
of the reason for the treatment. This exclusiorsdu apply to services required to treat or cemmaderlying causes of
infertility. Surrogate parenting, donor eggs, dosperm and host uterus. Storage and retrieval oé@loductive
materials. Examples include eggs, sperm, testitigsisuie and ovarian tissue. The reversal of vohyrdgerilization.

Services Provided under Another Plan

Health services for which other coverage is paidgoleral, state or local law to be purchased ovigdenl through other
arrangements. Examples include coverage requiredbbkers’ compensation or similar legislation. éiverage under
workers’ compensation or similar legislation isiopal for you because you could elect it, or cdudgte it elected for
you, Benefits will not be paid for any Injury, Siess, or Mental lliness that would have been cavereler workers’
compensation or similar legislation had that cogereen elected. Services resulting from accidé&aidily injuries
arising out of a motor vehicle accident to the ekthe services are payable under a medical exgperyseent provision
of an automobile insurance policy. Health servioedreatment of military service-related disalegt, when you are
legally entitled to other coverage and facilities eeasonably available to you. Health servicedendn active military
duty.

Transplants

Health services for organ and tissue transplantepm those described under Transplantation Serwic8ection 1 of
the COC. Health services connected with the remafvah organ or tissue from you for purposes aaadplant to
another person. (Donor costs that are directlyedlto organ removal are payable for a transplaough the organ
recipient’s Benefits under the Policy.) Health ses for transplants involving permanent mecharocanimal organs.

Travel

Health services provided in a foreign country, saleequired as Emergency Health Services. Traveansportation
expenses, even though prescribed by a Physiciane $@avel expenses related to Covered Health Ssrvereived
from a Designated Facility or Designated Physicray be reimbursed as determined by us. This exxciusbes not
apply to ambulance transportation for which Besedite provided as described under Ambulance Serincgection :
of the COC.

Types of Care

Multi-disciplinary pain management programs prodid@ an inpatient basis for acute pain or for estzateon of
chronic pain. Custodial care or maintenance careiiciliary care. Private Duty Nursing. Respite cdris exclusion
does not apply to respite care that is part ohéggrated hospice care program of services provoaderminally ill
person by a licensed hospice care agency for wBectefits are provided as described under Hospice i@&Section :
of the COC. Rest cures; services of personal dsgadants. Work hardening (individualized treatnanoigrams
designed to return a person to work or to prepgrerson for specific work).

Vision and Hearing

Purchase cost and fitting charge for eye glassgsantact lenses. Implantable lenses used onlgrtect a refractive
error (such as Intacs corneal implants). Eye egerai vision therapy. Surgery that is intendedltmeyou to see better
without glasses or other vision correction. Exammptelude radial keratotomy, laser, and other otiva eye surgery.
Bone anchored hearing aids except when eithereofalfowing applies: For Covered Persons with avéagial
anomalies whose abnormal or absent ear canalsideetiie use of a wearable hearing aid. For Coveeesbons with
hearing loss of sufficient severity that it woulok tve adequately remedied by a wearable hearindvaice than one
bone anchored hearing aid per Covered Person wktsrtiee above coverage criteria during the engreg of time
the Covered Person is enrolled under the PolicpaRe and/or replacement for a bone anchored tgearthfor
Covered Persons who meet the above coverage ayitthier than for malfunctions. Routine vision ekations,
including refractive examinations to determinertied for vision correction.
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Services your plan does not cover (Exclusions)

All Other Exclusions

Health services and supplies that do not meetéfirition of a Covered Health Service — see thénitedn in Section 9
of the COC. Covered Health Services are thosethsalvices, including services, supplies, or Phaemtical Products,
which we determine to be all of the following: Medily Necessary; described as a Covered HealthicgarvSection 1
of the COC and Schedule of Benefits; and not otlsenexcluded in Section 2 of the COC. Physicalcpmtric or
psychological exams, testing, all forms of vacdora and immunizations or treatments that are wtisercovered
under the Policy when: required solely for purpasfeschool, sports or camp, travel, career or egimpknt, insurance,
marriage or adoption; related to judicial or admsiirative proceedings or orders; conducted for pggp@f medical
research (This exclusion does not apply to Coveleslth Services provided during a clinical triaf fehich Benefits
are provided as described under Clinical TrialSéction 1 of the COC); required to obtain or mamégalicense of any
type. Health services received as a result of wang act of war, whether declared or undeclarechased during
service in the armed forces of any country. Thidusion does not apply to Covered Persons whoigiteans injured
or otherwise affected by war, any act of war, araigsm in non-war zones. Health services receaféer the date your
coverage under the Policy ends. This applies toealth services, even if the health service igired to treat a medical
condition that arose before the date your coveuagier the Policy ended. This exclusion does nolyapphealth
services covered under Extended Coverage for Pnegrma Extended Coverage for Total Disability irc&en 4 of the
COC. Health services for which you have no legspoasibility to pay, or for which a charge would nadinarily be
made in the absence of coverage under the Potidirel event an Out-dftetwork provider waives, does not pursue
fails to collect co-payments, co-insurance, anyudétle or other amount owed for a particular Heakrvice, no
Benefits are provided for the health service foralhthe co-payments, co-insurance and/or deduciitdevaived.
Charges in excess of Eligible Expenses or in exakasy specified limitation. Long term (more thahdays) storage.
Examples include cryopreservation of tissue, blaod blood products. Autopsy. Foreign language ardlanguage
services. Health services related to a non-Covideadth Service: When a service is not a Coveredthi&rvice, all
services related to that non-Covered Health Seratiealso excluded. This exclusion does not afgpbetvices we
would otherwise determine to be Covered Health iSes\if they are to treat complications that afieen the non-
Covered Health Service. For the purpose of thisusian, a “complication” is an unexpected or uneaipited condition
that is superimposed on an existing disease andffleats or modifies the prognosis of the origitialease or condition.
Examples of a “complication” are bleeding or infens, following a Cosmetic Procedure, that reqbospitalization.

For Internal Use only:
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UnitedHealthcare Insurance Company does not treathars differently because of sex, age, race, aikability or
national origin.

If you think you were treated unfairly because ofiysex, age, race, color, disability or nationaia, you can send
a complaint to Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. United HealthCare CiviigRts Grievance. P.O. Box 30608 Salt Lake City, BHTA
84130

You must send the complaint within 60 days of wieun found out about it. A decision will be sentytau within 30
days. If you disagree with the decision, you haveldys to ask us to look at it again.

If you need help with your complaint, please dad toll-free member phone number listed on youtdd, TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. DegtHealth and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs /gov/office/file/index.html
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Inddpece Avenue, SW Room 509F, HHH Builc
Washington, D.C. 20201

We provide free services to help you communicatd ws. Such as, letters in others languages oe fanigt. Or,you
can ask for an interpreter. To ask for help, pleadidhe toll-free member phone number listed oaryhealth platD
card, TTY 711, Monday through Friday, 8 a.m. to@ET.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al
namero de teléfono gratuito que aparece en su tarjeta de identificacion.

%h

EE  MRBERP I (Chinese) , B RBRBRHAFSHBRE . FRITEEFMINRAESEEFERR,

XIN LU'U Y: Néu quy vi ndi tiéng Viét (Vietnamese), quy vj s& dwoc cung cip dich vy trg gitp v& ngdn ngit mién phi. Vui long goi
s& dién thoai mién phi & mit sau thé hdi vién cla quy vi.

i}y

LICEH #ate] &l

HI
Ol
W

22 B0 (Korean)E AIZSIA = Z R U X HHIAE 22 0|EctA = =]

IIMNE F= 3 & x"s}t"l 2 2ot Al 2.

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa ivong identification card.

BHUMAHWE: 6ecnnaTHble ycayru nepesoaa AOCTYMHbI AAA Aoaei, Yeld poaHol a3bik aeaseTca pycckom (Russian). NozsoHuTe
no becnaaTHOMY HOoMepy TeaedoHa, yKa3aHHOMY Ha Balled naeHTMPUKauMOHHON KapTe.

s Ao 3 ga gall Sladl cailgdl o8 o Jlaty) ela el datic ditaall 4y el e Luall ilaad (8 ((Arabic) A adt oot g 1 14
Ay guanll
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ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler
le huméro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer
telefonu podany na karcie identyfikacyjne;j.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito. Ligue gratuitamente para
o humero encontrado no seu cartdo de identificacido.

ATTENZIONE: in caso la lingua parlata sia I'italiano {[talian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch {German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die gebiihrenfreie Rufnummer auf der Riickseite lhres Mitgliedsausweises an.

EEEIE . BARE(apanese)Z SN SBE. BHOEEXEY—EXZTHAWETET, BRERIICREES S
hTWET7)—FA4PIIZBEFE{ZSLY,

QJIS@}J‘XSL;&&JJuﬁaJMDMMDGAMJ@A'IJ.Ju@.)_b)}ia@@b)d'lm|&uh s&m\(Farsi)wnJléMubJﬁ| R ENY
Ao el oad a8 Lad il

FT &4 & AT 3T & (Hindi) oot & AT 39 T A1 WERIAT WAIC T efosh 3uereRr E1 kAT U g
g9 X BT - B FaX 9T el Hi|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

fomiswynh: o desn S mmanier (Khmer) sundgmmanunegefniy fneantyn agsrdinehnesefeis oo cmant g«

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dii BAA'AKONINIZIN: Diné {(Navajo) bizaad bee yanitti'go, saad bee dka'anida’'awo'igii, t'aa jiik'eh, bee na'ahéét'i'. T'aa shoodi
ninaaltsoos nitl'izi bee nééhozinigii bine'déé' t'aa jiik'ehgo béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali {Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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Benefit Summary

Outpatient Prescription Drug

Florida
10/30/50 Plan 135

w UnitedHealthcare

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

Annual Drug Deductible - Network and Non-Network

Individual Deductible No Deductible
Family Deductible No Deductible

Out-of-Pocket Drug Limit - Network

Individual Out-of-Pocket Limit
Family Out-of-Pocket Limit

See Medical Benefit Summary
See Medical Benefit Summary

Out-of-Pocket Limit does not apply Non-Network and Coupons.

Benefit Plan Co-payment/Co-insurance - The amount you pay.

Tier Level Retail *Mail Order
Up to 31-day supply Up to 90-day supply
Network Non-Network Network
Tier 1 $10 $10 $25
Tier 2 $30 $30 $75
Tier 3 $50 $50 $125

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at
the telephone number on the back of your ID card for more information. If you choose to opt out of Mail Order Network Pharmacy

but do not inform us, you will be subject to the non-Network Benefit for that Prescription Drug Product after the allowed number of
fills at the Retail Network Pharmacy.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.

FLMRAA13517
Item# Rev. Date

213-12106 0317 UnitedHealthcare Insurance Company
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Other Important Information about your Outpatient Prescription Drug Benefits

If you purchase a Prescription Drug Product from a Non-Network Pharmacy, you are responsible for any difference between what
the Non-Network Pharmacy charges and the amount we would have paid for the same Prescription Drug Product dispensed by a
Network Pharmacy.

You are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the retail Network Pharmacy's Usual
and Customary Charge, or the lower of the applicable Co-payment and/or Co-insurance or the mail order Network Pharmacy's
Prescription Drug Cost.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s)
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or
Unproven.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to
obtain your Prescription Drug Product from the Designated Pharmacy, you will be subject to the Non-Network Benefit for that
Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a
mail order Network Pharmacy.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you
may opt-out of the Maintenance Medication Program each year through the Internet at myuhc.com or by calling Customer Care at
the telephone number on your ID card. If you choose to opt out of Mail Order Network Pharmacy but do not inform us, you will be
subject to the non-Network Benefit for that Prescription Drug Product after the allowed number of fills at Retail Network Pharmacy.

Certain Preventive Care Medications maybe covered. Log on to www.myuhc.com or call the Customer Care number on your ID
card for more information.
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PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

« Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply
limit.

« Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the
minimum supply limit.

« Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.

« Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

- Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or
dosage regimens determined by us to be experimental, investigational or unproven.

« Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent
payment or benefits are provided or available from the local, state or federal government (for example, Medicare) whether or
not payment or benefits are received, except as otherwise provided by law.

« Prescription Drug Products for any condition, Injury, Sickness or Mental lliness arising out of, or in the course of, employment
for which benefits are available under any workers' compensation law or other similar laws, whether or not a claim for such
benefits is made or payment or benefits are received.

« Any product dispensed for the purpose of appetite suppression or weight loss.

« A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera
and other injectable drugs used for contraception.

« Durable Medical Equipment, including insulin pumps and related supplies for the management and treatment of diabetes, for
which Benefits are provided in your Certificate. Prescribed and non-prescribed outpatient supplies, other than the diabetic
supplies and inhaler spacers specifically stated as covered.

- General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and
single entity vitamins.

- Unit dose packaging or repackagers of Prescription Drug Products.
» Medications used for cosmetic purposes.

« Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the
definition of a Covered Health Service.

- Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken
or destroyed.

 Prescription Drug Products when prescribed to treat infertility.
« Certain Prescription Drug Products for smoking cessation.

- Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug
Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk
chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.)

« Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement.
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits
for a Prescription Drug Product that was previously excluded under this provision.

« Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our
PDL Management Committee.

« Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed
medical condition).

- Any oral non-sedating antihistamine or antihistamine-decongestant combination.

« Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury.

- Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury. This exclusion does not apply if
Benefits were purchased by the Enrolling Group. If coverage is available, those Benefits are described under Enteral Formulas
in Section 1 of the COC.

« Prescription Drug Products designed to adjust sleep schedule, such as for jet lag or shift work.
« Prescription Drug Products when used for sleep aids.
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PHARMACY EXCLUSIONS CONTINUED

A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available, unless otherwise
required by law or approved by us. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.
A Prescription Drug Product that contains marijuana, including medical marijuana.
Dental products, including but not limited to prescription fluoride topicals.

A Prescription Drug Product with an approved biosimilar or a biosimilar and Therapeutically Equivalent to another covered
Prescription Drug Product. For the purpose of this exclusion a "biosimilar” is a biological Prescription Drug Product approved
based on showing that it is highly similar to a reference product (a biological Prescription Drug Product) and has no clinically
meaningful differences in terms of safety and effectiveness from the reference product. Such determinations may be made up
to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that
was previously excluded under this provision.

Diagnostic kits and products.
Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.

UnitedHealthcare Insurance Company
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UnitedHealthcare Insurance Company does not treat members differently because of sex, age, race, color, disability or national
origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to
Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you
disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C.
20201

We provide free services to help you communicate with us. Such as, letters in others languages or large print. Or, you can ask for
an interpreter. To ask for help, please call the toll-free member phone number listed on your health plan ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m. ET.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposiciéon. Llame al
numero de teléfono gratuito que aparece en su tarjeta de identificacion.

AR | WRIERT (Chinese) , R BERTRHUTFSHYRYE, FRITEEFMINANESEERERE.

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& dugc cung cdp dich vu tro' gitp vé ngdn ngit mién phi. Vui long goi
s6 dién thoai mién phi & m3t sau thé hai vién clia quy vj.

o2l B2 (Korean)2 AIESIAI= 22 HH X2 MHIAZS 222 0| 25HA £ ASLICH ASHY A= 3=
JME 22 3|/ ®3lHs2 2o5HaAl 2.

PAATLATLA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHMWE: 6ecnaaTtHble ycayrv nepesoga AOCTYNHb! A48 A04el, YeH pOAHON A3biK apaseTca pycckom (Russian). MossoHuTe

no becnaaTHomy Homepy TenedoHa, ykasaHHOMY Ha Baweld uaeHTMdHUKaLUOHHON KapTe.

Caaa Ao dga gl lad) il o8 5 e Jlat¥l ala ) ol dalic dulaalh 4 galll Sae Luadt ladd o8 ‘(Arabic) Ay all Gaat i€ 13 4
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ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler
le numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer
telefonu podany na karcie identyfikacyjne;j.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito. Ligue gratuitamente para
o humero encontrado no seu cartdo de identificacido.

ATTENZIONE: in caso la lingua parlata sia I'italiano {[talian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch {(German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die gebiihrenfreie Rufnummer auf der Riickseite Ihres Mitgliedsausweises an.

FEHE : ARH(apanese) £FE SN 288, FHOSHLRY—ERESHAVLETEY. RERRIECRRS
RTLBTY—F A PLIHBEC LS L,

QJIS@}J‘XSL;&&JJuﬁaJMDMMDGAMJ@A'IJ.Ju@.)_b)}ia@@b)d'lm|&uh s&m\(Farsi)wnJléMubJﬁ| R ENY
Ao el oad a8 Lad il

FT &4 & AT 3T & (Hindi) oot & AT 39 T A1 WERIAT WAIC T efosh 3uereRr E1 kAT U g
g9 X BT - B FaX 9T el Hi|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

fomtsgndc i Segnimumntgr (Khmer) wndgmmeninmeniely fnesntyn wsodnsisersfaiy tunsnmaihig eomaat g 4

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dii BAA'AKONINIZIN: Diné {Navajo) bizaad bee yénitti'go, saad bee dka'anida’awo'igii, t'a4 jiik'eh, bee na'ahdét'i'. T4 shoodi
ninaaltsoos nitl'izi bee néehozinigii bine'dée’ t'aa jiik'ehgo béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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w UnitedHealthcare Benefit Summary

Florida - Choice Plus
Consumer - Plan AQQJ Modified

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share

of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out -of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-

work, but you save money when you use the network. Are you a member?

> There's coverage if you need to go out of the net  work. Out-of-network means that a Ea|$|ly mtanagﬁ your b%neﬁt(sj
provider does not have a contract with us. Choose what's best for you. Just remember on 'trt‘]e a mY?h ;:Hcom an
out-of-network providers will likely charge you more. on the go with the
UnitedHealthcare

Health4Me™ mobile app.
> There's no need to choose a primary care provider (PCP) or get referrals to see a

specialist. Consider a PCP; they can be helpful in managing your care. For questions, call the
member phone number on
> Preventive care is covered 100% in our network. your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at
welcometouhc.com/choiceplus  or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local
time, Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cos  t share after the deductible)
$15 $1,500 You have no co-insurance.

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those

documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those
which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare of Florida, Inc.
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Your Costs

In addition to your premium (monthly) payments plydyou or your employer, you are responsible fyipg thes
COsts.

Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Deductible

What is a deductible?

The deductible is the amount you have to pay feeoed health care services (common medical evefbyd your
health plan begins to pay. The deductible may pplyao all services. You may have more than ope tf deductible.

> Your co-pays don't count towards meeting the deolle unless otherwise described within the specif
common medical event.

> All individual deductible amounts will count tovas meeting the family deductible, but an individwdl not
have to pay more than the individual deductible amo

Medical Deductible - Individual $1,500 per year $2,500 per year
Medical Deductible - Family $3,000 per year $5,000 per year
What is an out-of-pocket limit?

The most you pay during a contract year before hieaith plan begins to pay 100%. Once you reachutief-pocket
limit, your health plan will pay for all coveredrse&es. This will not include any amounts over &mount we allow
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts willaunt towards meeting the family out-pbcket limit, but a
individual will not have to pay more than the indival out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (ohioly pharmacy) count towards meeting the out-ofkpbc

limit.
Out-of-Pocket Limit - Individual $2,000 per year $5,000 per year
Out-of-Pocket Limit - Family $4,000 per year $10,000 per year
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Your Costs

What is co-insurance?

Co-insurance is your share of the costs of a coMeealth care service, calculated as a perceneample, 20%pf
the allowed amount for the service. You pay co4iasae plus any deductibles you owe. Co-insurangetithesame
as a co-payment (or co-pay).

What isa co-payment?

A co-payment (cqpay) is a fixed amount (for example, $15) you patyef covered health care service, usually v
you receive the service. You will pay a co-payha allowed amount, whichever is less. The amoumiveay bythe
type of covered health care service. Please sesptwfic common medical event to see if a co-papties anchow
much you have to pay.

What isPrior Authorization?

Prior Authorization is getting approval before y@an get access to medicine or services. Servie¢setuire prior
authorization are noted in the list of Common Madlievents. To get approval, call the member phameber on your
health plan ID card.

Want moreinformation?

Find additional definitions in the glossary at platnclear.com.
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Your Costs

Following is a list of services that your plan cos/m alphabetical order. In addition to your preami(monthly)payment:
paid by you or your employer, you are responsibighying these costs.

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Ambulance Services
Emergency You pay nothing, after the medi You pay nothing, after the netwc
Transportation cost of a newborrthe ~ deductible has been met. medical deductible has been met.

nearest appropriate facility for
treatment are covered.

Non-Emergency You pay nothing, after the medi 30% co-insurance, after theedical
Transportation costs of a newborn to deductible has been met. deductible has been met.

the nearest appropriate facility for
treatment are covered.

Prior Authorization is required f Prior Authorization is required f
Non-Emergency Ambulance. Non-Emergency Ambulance.
Autism Spectrum Disorder
Note: The visit limits specified under You pay nothing, after the medi 30% co-insurance, after theedical
Rehabilitation Services - Outpatient deductible has been met. deductible has been met.

Therapy and Manipulative Treatment
in this Benefit Summary do not appby
Autism Spectrum Disorder.

Prior Authorization is required f Prior Authorizationis required fo
certain services. certain services.

Bones or Joints of the Jaw and Facial Region

You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.
Prior Authorization is required for  Prior Authorization is required for
certain services. certain services.

Cleft Lip/Cleft Palate Treatment
You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required for ~ Prior Authorization is required for
certain services. certain services.

Clinical Trials

The amount you pay is based on where the cover@thteervice is

provided.

Prior Authorization is required. Prior Authorization is required.
Congenital Heart Disease

You pay nothing, after the medi 30% co-insurance, after theedical

deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Dental Services - Accident Onl
You pay nothing, after the medi You pay nothing, after the netwc
deductible has been met. medical deductible has been met.
Prior Authorization is required. Prior Authorization is required.
Dental Services - Anesthesia and Hospitalization
You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.
Prior Authorization is required for  Prior Authorization is required for
certain services. certain services.
Diabetes Services
Diabetes Self Management and The amount you pay is based on where the covemthleervice i
Training/Diabetic Eye Examinatior ~ provided.

Foot Care:

Diabetes Self Management ltems:  The amount you pay is based on where the coverdthlservice iprovided
under Durable Medical Equipment or in the PresmipDrug Rider.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Durable Medical Equipment

Limited to a single purchase of atygfe You pay nothing, after the medi 30% co-insurance, after theedical
Durable Medical Equipmefincluding deductible has been met. deductible has been met.

repair and replacement) every 3 years.

This limit does not apply to wound

vacuums.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Emergency Health Services - Outpatient

$150 copay per visit. A deductib $150 copay per visit. A deductib
does not apply. does not apply.

Notification is required if confine
in an Out-of-Network Hospital.

Enteral Formulas

You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required for  Prior Authorization is required for
certain services. certain services.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Gender Dysphoria

The amount you pay is based on where the cover@thteervice is
provided.

Prior Authorization is required for
certain services.

Hearing Aids

Limited to $2,500 every year and a  You pay nothing, after the medi 30% co-insurance, after theedical
single purchase (including repair and deductible has been met. deductible has been met.
replacement) per hearing impaired

every 3 years.

Home Health Care

Limited to 60 visits per year. You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required.

You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.

Prior Authorization is required for
Inpatient Stay.

Hospital - Inpatient Stay

$500 Copayment per admission,  30% co-insurance, after theedical
100% after the medical deductible deductible has been met.
has been met.

Prior Authorization is required.

Lab, X-Ray and Diagnostics - Outpatient

You pay nothing. A deduible doe:  30% co-insurance, after theedical
not apply. deductible has been met.

Prior Authorization is required for
certain services.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MR A and Nuclear Medicine - Outpatient

$250 copay , medical deductible ~ 30% co-insurance, after theedical
does not apply. deductible has been met.

Prior Authorization is required.

Page 6 of 18



Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Mental Health Services
Inpatient: $500 copayment, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.
Outpatient: $30 co-pay per visit. A deductible  30% co-insurance, after threedical
does not apply. deductible has been met.
Partial Hospitalization/Intensi You pay nothing, after the medi 30% co-insurance, after theedical
Outpatient Treatment: deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.

Neurobiological Disorders — Autism Spectrum Disorde r Services

Inpatient: $500 copayment, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.

Outpatient: $30 co-pay per visit. A deductible  30% co-insurance, after threedical
does not apply. deductible has been met.

Partial Hospitalization/Intensi You pay nothing, after the medi 30% co-insurance, after theedical

Outpatient Treatment: deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.

Osteoporosis Treatment

You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.
Prior Authorization is required for ~ Prior Authorization is required for
certain services. certain services.
Ostomy Supplies
Limited to $2,500 per year. You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.
Pharmaceutical Products - Outpatient
This includes medications given ¢ You pay nothing, after the medi 30% co-insurance, after theedical
doctor’s office, or in a Covered deductible has been met. deductible has been met.

Person’s home.

sician Fees for Surgical and Medical Services

You pay nothing, after the medi 30% co-insurance, after theedical
deductible has been met. deductible has been met.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Physician’s Office Services - Sickness and Injur

Primary Physician Office Visit ~ Covered persons less than age 19: 30% co-insurance, after theedical

You pay nothing. A deductible dc ~ deductible has been met.
not apply.
All other Covered Persons:

$15 co-pay per visit. A deductible
does not apply.

Specialist Physician Office Visit $30 co-pay per visit. A deductible  30% co-insurance, after theedical
does not apply. deductible has been met.

Prior Authorization is required for
Breast Cancer Genetic Test
Counseling (BRCA) for women at
higher risk for breast cancer.

Additional co-pays, deductible, or co-insurance rapyly when you receive other services at your jgigrss office.
For example, surgery.

Pregnancy - Maternity Services

The amount you pay is based on where the cover@thteervice is
provided.

Prior Authorization is required if
the stay in the hospital is longer than
48 hours following a normal
vaginal delivery or 96 hours
following a cesarean section
delivery.

Prescription Drug Benefits

Prescription drug benefits are shown in the Prpgon Drug benefit summary.

Preventive Care Services

Physician Office Services, Sco You pay nothing. A deductible dc  30% co-insurance, after theedical
Procedures, Lab, X-Ray or other not apply. deductible has been met.
preventive tests.

Certain preventive care services are provided esifspd by the Patient Protection and AffordableeCact (ACA),
with no cost-sharing to you. These services aredas your age, gender and other health factorsetitiealthcare
also covers other routine services that may reguae-pay, co-insurance or deductible.

Prosthetic Devices

Limited to a single purchase of each You pay nothing, after the medical 30% co-insurance, after theedica
type of prosthetic device every 3 years. deductible been met. deductible has been met.

Prior Authorization is required for
Prosthetic Devices that costs more
than $1,000.
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Your Costs

Your cost if you use
Network Benefits

Common Medical Event

Reconstructive Procedures

Your cost if you use
Out-of-Network Benefits

The amount you pay is based on where the cover@thteervice is

provided.

nt Therap

Rehabilitation and Habilitative Services - Outpatie

Prior Authorization is required.
pulative Treatment

Limited to:

20 visits of physical therapy.

20 visits of occupational therapy.

20 visits of speech therapy.

20 visits of pulmonary rehabilitation.
36 visits of cardiac rehabilitation.

30 visits of post-cochlear implaatral
therapy.

20 visits of cognitive rehabilitation
therapy.

20 visits of manipulative treatments.

$15 copay per visit. A deductib
does not apply.

30% co-insurance, after theedical
deductible has been met.

Prior Authorization is required for
certain services.

Scopic Procedures - Outpatient Diagnostic and Thera

Diagnostic/therapeutic scopic
procedures include, but are not limi
to colonoscopy, sigmoidoscopy and
endoscopy.

You pay nothing, after the medi
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. You pay nothing, after the medi
deductible has been met.

Substance Use Disorder Services

Inpatient: $500 copaymentfter the medice
deductible has been met.
Outpatient: $30 co-pay per visit. A deductible

does not apply.

You pay nothing, afteihie medice
deductible has been met.

Partial Hospitalization/Intensi
Outpatient Treatment:

Surgery - Outpatient

$250 copaymentfter the medice
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

Prior Authorization is required.

30% co-insurance, after theedical
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

30% co-insurance, after theedical
deductible has been met.

Prior Authorization is required for
certain services.

30% co-insurance, after theedical
deductible has been met.

Prior Authorization is required for
certain services.
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Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Temporomandibular Joint Services

Therapeutic Treatments - Outpatient

Therapeutic treatments include, ¢ You pay nothing, after the medi 30% co-insurance, after theedical
not limited to dialysis, intravenous deductible has been met. deductible has been met.
chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Prior Authorization is required for
certain services.

Transplantation Services

Network Benefits must be receivedhat The amount you pay is based on where the covera@thteervice i
designated facility. provided.

Prior Authorization is required. Prior Authorization is required.

Urgent Care Center Services

$35 co-pay per visit. A deductible  30% co-insurance, after threedical
does not apply. deductible has been met.

Additional co-pays, deductible, or co-insurance rapgly when you receive other services at the urggrm facility.
For example, surgery.

Virtual Visits

Network Benefits are available only $15 copay per visit. A deductib 30% co-insurance, after theedical
when services are delivered through adoes not apply. deductible has been met.
Designated Virtual Visit Network

Provider. Find a Designated Virtual

Visit Network Provider Group at

myuhc.com or by calling Customer

Care at the telephone number on your

ID card. Access to Virtual Visits and

prescription services may not be

available in all states or for all groups.
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Services your plan does not cover (Exclusions)

It is recommendethat you review your COC, Amendments and Ridersafoexact description of the services
supplies that are covered, those which are exclodénhited, and other terms and conditions of cage.

Alternative Treatments

Acupressure; acupuncture; aromatherapy; hypnotisassage therapy; rolfing; art therapy, music therdance
therapy, horseback therapy; and other forms ofradtere treatment as defined by the National Cefater
Complementary and Alternative Medicine (NCCAM) loétNational Institutes of Health. This exclusiomsl@ot apply
to Manipulative Treatment and non-manipulative ogéghic care for which Benefits are provided acdesd in
Section 1 of the COC.

Dental care (which includes dental X-rays, suppdied appliances and all associated expenses, inglud
hospitalizations and anesthesia). This exclusias ot apply to Benefits as described under Bonésiots of the Jaw
and Facial Region and Dental Services — AnestlaglaHospitalization in Section 1 of the COC. Thislesion does
not apply to accident-related dental services floictv Benefits are provided as described under D&swrvices —
Accident Only in Section 1 of the COC. This exatustdoes not apply to dental care (oral examinaerays,
extractions and non-surgical elimination of ordéation) required for the direct treatment of a mabtlcondition for
which Benefits are available under the Contractited to: Transplant preparation; prior to initoatiof
immunosuppressive drugs; the direct treatment atiesitaumatic Injury, cancer or cleft palate. Déngae that is
required to treat the effects of a medical conditiout that is not necessary to directly treatntteglical condition, is
excluded. Examples include treatment of dentaksaesulting from dry mouth after radiation treatba as a result of
medication. Endodontics, periodontal surgery aistbrative treatment are excluded. Preventive chagnosis,
treatment of or related to the teeth, jawbonesuongy Examples include: extraction, restoration r@piacement of
teeth; medical or surgical treatments of dentaddmns; and services to improve dental clinicalommes. This
exclusion does not apply to dental services forcwidenefits are provided as described under Bondsiots of the
Jaw and Facial Region and Cleft Lip/Cleft Palat&action 1 of the COC. This exclusion does notyafippreventive
care for which Benefits are provided under the ethiBtates Preventive Services Task Force requiteondine Health
Resources and Services Administration (HRSA) reguoént. This exclusion also does not apply to aotadeelated
dental services for which Benefits are providedescribed under Dental Services — Accidental Omiyaction 1 of the
COC. Dental implants, bone grafts and other impltalated procedures. This exclusion does not agpaccident-
related dental services for which Benefits are jgted as described under Dental Services — Acci@aht in Section 1
of the COC. Dental braces (orthodontics). Treatneébngenitally missing, malpositioned, or supenevary teeth,
even if part of a Congenital Anomaly. This exclusapes not apply to dental services for which Biénafe provided
as described under Cleft Lip/Cleft Palate in Secfimf the COC.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or tedcfperformance in sports-related activities. Cirthappliances that
straighten or re-shape a body part. Examples iedioot orthotics and some types of braces, inclydirer-the-counter
orthotic braces. Cranial banding. The followingnteare excluded, even if prescribed by a Physi&ilwd pressure
cuff/monitor; enuresis alarm; non-wearable extedsadibrillator; trusses and ultrasonic nebuliz&svices and
computers to assist in communication and speeabpéxer speech aid devices and tracheo-esophogea gevices
for which Benefits are provided as described umdleable Medical Equipment in Section 1 of the CQtal
appliances for snoring. Repairs to prosthetic de=vstue to misuse, malicious damage or gross negleptacement of
prosthetic devices due to misuse, malicious damageoss neglect or to replace lost or stolen items
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Services your plan does not cover (Exclusions)

Drugs

Prescription drug products for outpatient use #natfilled by a prescription order or refill. Satfectable medications.
This exclusion does not apply to medications whiltlg to their characteristics (as determined byrmakt typically be
administered or directly supervised by a qualifiedvider or licensed/certified health professianain outpatient
setting. This exclusion does not apply to Benefgslescribed under Diabetes Services in Sectidrihie OC. Non-
injectable medications given in a Physician’s @fithis exclusion does not apply to non-injectabéelications that are
required in an Emergency and consumed in the Rapscoffice. Over-the-counter drugs and treatme@t®wth
hormone therapy. New Pharmaceutical Products anéterdosage forms until the date they are reviewed.
Pharmaceutical Product that contains (an) actigeettient(s) available in and therapeutically eqi@rg(having
essentially the same efficacy and adverse eff@gii@y to another covered Pharmaceutical ProdusthS
determinations may be made up to six times duricgl@endar year. A Pharmaceutical Product that amm{an) active
ingredient(s) which is (are) a modified versioraafl therapeutically equivalent (having essentitié/same efficacy
and adverse effect profile) to another coveredmbeaeutical Product. Such determinations may be mpde six times
during a calendar year. A Pharmaceutical Produitt an approved biosimilar or a biosimilar and tpergically
equivalent (having essentially the same efficaay alverse effect profile) to another covered Phaeutical Product.
For the purpose of this exclusion a "biosimilaraibiological Pharmaceutical Product approved baseshowing that
it is highly similar to a reference product (a bigical Pharmaceutical Product) and has no clinicakaningful
differences in terms of safety and effectivenesmfthe reference product. Such determinations neapdde up to six
times per calendar year. Certain Pharmaceuticaluete for which there are therapeutically equiva{baving
essentially the same efficacy and adverse effedii@y alternatives available, unless otherwiseunegl by law or
approved by us. Such determinations may be made sig times during a calendar year.

Experimental, Investigational or Unproven Services

Experimental or Investigational and Unproven Seasiand all services related to Experimental ordhgational and
Unproven Services are excluded. The fact that gefmental or Investigational or Unproven Serviceatment,
device or pharmacological regimen is the only aldd treatment for a particular condition will mesult in Benefits |
the procedure is considered to be Experimentatwgdtigational or Unproven in the treatment of {heaticular
condition. This exclusion does not apply to medycappropriate medications prescribed for the trestt of cancer.
The drug must be recognized for the treatmentatfitidication, and published within a standardnexiee compendium
or recommended in medical literature. This exclngloes not apply to Covered Health Services praviiging a
clinical trial for which Benefits are provided assgribed under Clinical Trials in Section 1 of @@C.

Routine foot care. Examples include the cuttingeonoval of corns and calluses. This exclusion agag@pply to
preventive foot care for Covered Persons with ded&r which Benefits are provided as describetkubiabetes
Services in Section 1 of the COC. Nail trimmingtticiy, or debriding. Hygienic and preventive mair@ace foot car¢
Examples include: cleaning and soaking the fegdtyapg skin creams in order to maintain skin tonleis exclusion
does not apply to preventive foot care for Covdtedsons who are at risk of neurological or vasaligase arising
from diseases such as diabetes. Treatment ok#at Treatment of subluxation of the foot. Shokepsorthotics; shoe
inserts and arch supports.

Gender Dysphoria

Cosmetic Procedures including the following: Abdoaplasty. Blepharoplasty. Breast enlargement, dinty
augmentation mammoplasty and breast implants. Bodtouring, such as lipoplasty. Brow lift. Calf itapts. Cheek,
chin, and nose implants. Injection of fillers oun&oxins. Face lift, forehead lift, or neck tighileg. Facial bone
remodeling for facial feminizations. Hair removdhir transplantation. Lip augmentation. Lip redantiLiposuction.
Mastopexy. Pectoral implants for chest masculimratRhinoplasty. Skin resurfacing. Thyroid cagiareduction;
reduction thyroid chondroplasty; trachea shave ¢naahor reduction of the Adam’s Apple). Voice mackition
surgery. Voice lessons and voice therapy.
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Services your plan does not cover (Exclusions)

Medical Supplies

Prescribed or non-prescribed medical supplies aspbdable supplies. Examples include: compressaukisngs, ace
bandages, gauze and dressings, urinary cathetessexclusion does not apply to:

» Disposable supplies necessary for the effectiveotiBrirable Medical Equipment for which Benefite ar
provided as described under Durable Medical EquignmeSection 1 of the COC.

» Diabetic supplies for which Benefits are providediascribed under Diabetes Services in SectiortiedCOC.
* Ostomy supplies for which Benefits are providedescribed under Ostomy Supplies in Section 1 oCOE.

Tubing and masks, except when used Ritlmable Medical Equipment as described under Derbi#dical Equipmel
in Section 1 of the COC.

Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders

Services performed in connection with conditionsaiassified in the current edition of the Diagnosind Statistical
Manual of the American Psychiatric Association. € of an initial assessment, services as tredgnfi@na primary
diagnosis of conditions and problems that may toeas of clinical attention, but are specificallyted not to be mental
disorders within the current edition of the Diagimand Statistical Manual of the American Psyaditafssociation.
Outside of initial assessment, services as tredsrienthe primary diagnoses of learning disaleititiconduct and
impulse control disorders, pyromania, kleptomagambling disorder, and paraphilic disorder. Edwucsti services
that are focused on primarily building skills arapabilities in communication, social interactiord d@arning. Tuition
or services that are school-based for childrerealodescents required to be provided by, or paiddypthe school under
the Individuals with Disabilities Education Act. Bide of initial assessment, unspecified disorft@rsvhich the
provider is not obligated to provide clinical ratede as defined in the current edition of the Dasjic and Statistical
Manual of the American Psychiatric Association.ngidonal Living services.

Individual and group nutritional counseling inclnginon-specific disease nutritional education saggeneral good
eating habits, calorie control or dietary prefees1cThis exclusion does not apply to preventive éarwhich Benefit
are provided under the United States Preventivei@er Task Forceequirement. This exclusion also does not apg
medical nutritional education services that aresjgied as part of treatment for a disease by apfatgty licensed or
registered health care professionals when botheofdllowing are true:
* Nutritional education is required for a disease/inch patient self-management is an important camepoof
treatment.

* There exists a knowledge deficit regarding theaisavhich requires the intervention of a trainealthe
professional.

Enteral feedings, even if the sole source of natritThis exclusion does not apply to Benefits désd under Enteral
Formulas in Section 1 of the COC. Infant formula aonor breast milk. Nutritional or cosmetic therajsing high
dose or mega quantities of vitamins, minerals emeints and other nutrition-based therapy. Exampidsde
supplements, electrolytes, and foods of any kindl¢iding high protein foods and low carbohydratedt).

Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; gsestice. Supplies, equipment and similar incidesgavices and
supplies for personal comfort. Examples includecanditioners, air purifiers and filters, dehunfietis; batteries and
battery chargers; breast pumps (This exclusion doeapply to breast pumps for which Benefits aoeged under the
Health Resources and Services Administration (HR®A)irement); car seats; chairs, bath chairs,rigechairs,
toddler chairs, chair lifts, recliners; exercisei@ment; home modifications such as elevators, ralscand ramps; hot
and cold compresses; hot tubs; humidifiers; Jasunzattresses; medical alert systems; motorizes lmedsic devices;
personal computers, pillows; power-operated vehjcigdios; saunas; stair lifts and stair glidesillgrs; safety
equipment; treadmills; vehicle modifications sushvan lifts; video players, whirlpools.
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Services your plan does not cover (Exclusions)

Physical Appearance

Cosmetic Procedures. See the definition in Se@&iohthe COC. Examples include: pharmacologicaimegs,
nutritional procedures or treatments. Scar or ¢ateonoval or revision procedures (such as salabrashemosurgery
and other such skin abrasion procedures). Skirsalrgrocedures performed as a treatment for agpesuction or
removal of fat deposits considered undesirabldudicg fat accumulation under the male breast apdl@. Treatment
for skin wrinkles or any treatment to improve thpgpearance of the skin. Treatment for spider véiaé: removal or
replacement by any means. Replacement of an existeast implant if the earlier breast implant wagormed as a
Cosmetic Procedure. Note: Replacement of an egistieast implant is considered reconstructivedfithtial breast
implant followed mastectomy. See Reconstructivee@udares in Section 1 of the COC. Treatment of benig
gynecomastia (abnormal breast enlargement in mdtagysical conditioning programs such as athlesiming, body-
building, exercise, fitness, flexibility, and diwssn or general motivation. Weight loss programetlikr or not they are
under medical supervision. Weight loss programsifedical reasons are also excluded. Wigs regardfabe reason
for the hair loss.

Procedures and Treatments

Excision or elimination of hanging skin on any pafrthe body. Examples include plastic surgery pdures called
abdominoplasty and brachioplasty. Medical and satdreatment of excessive sweating (hyperhidrosigdical and
surgical treatment for snoring, except when prodids a part of treatment for documented obstrusieep apnea.
Rehabilitation services and Manipulative Treatntentnprove general physical condition that are pited to reduce
potential risk factors, where significant therapeiurhprovement is not expected, including routileag-term or
maintenance/preventive treatment. Rehabilitationices for speech therapy except as required éatrtment of a
speech impediment or speech dysfunction that efoltn Injury, stroke, cancer, Congenital AnomalyAoitism
Spectrum Disorder. Outpatient cognitive rehabilitatherapy except as Medically Necessary followangpst-
traumatic brain Injury or cerebral vascular acctd®sg/chosurgery. Physiological modalities and procesltinat resul
in similar or redundant therapeutic effects wheriggened on the same body region during the sameoarisffice
encounter. Biofeedback. The following servicesthar diagnosis and treatment of TMJ: surface elaegtography;
Doppler analysis; vibration analysis; computerigehdibular scan or jaw tracking; craniosacral thgrarthodontics;
occlusal adjustment; and dental restorations. &kedusion does not apply to Benefits described uAdilitional
Benefits Required by Florida Law - Bones or Jooftthe Jaw and Facial Region in Section 1 of theCCOpper and
lower jawbone surgery, orthognathic surgery, amdghgnment. This exclusion does not apply to retarctive jaw
surgery required for Covered Persons because ohgdbital Anomaly, acute traumatic Injury, dislecat tumors,
cancer or obstructive sleep apnea. This exclusi@s dot apply to Benefits as described under Aaldhli Benefits
Required by Florida Law - Bones or Joints of the dad Facial Region and Dental Services - Aneshhamsi
Hospitalization in Section 1 of the COC. Surgicad aon-surgical treatment of obesity. Stand-aloné#irdisciplinary
smoking cessation programs. These are programsaghbatly include health care providers specializimgmoking
cessation and may include a psychologist, socigk@rr other licensed or certified profession@dle programs usually
include intensive psychological support, behavioadification techniques and medications to contral/mgs. Breast
reduction surgery except as coverage is requirdtddyVomen'’s Health and Cancer Rights Act of 19@8vhich
Benefits are described under Reconstructive Praeedn Section 1 of the COC. In vitro fertilizatioegardless of the
reason for treatment.

Providers

Services performed by a provider who is a familymber by birth or marriage. Examples include a spphsother,
sister, parent or child. This includes any sertieeprovider may perform on himself or herself.\&=s performed by
a provider with your same legal residence. Servyizesided at a Freestanding Facility or diagnostispital-based
Facility without an order written by a Physicianather provider. Services which are self-directed Freestanding
Facility or diagnostic or Hospital-based FaciliBervices ordered by a Physician or other provides i8 an employee
or representative of a Freestanding Facility ogdastic Hospitabased Facility, when that Physician or other prex
has not been actively involved in your medical gaier to ordering the service, or is not activelyolved in your
medical care after the service is received. Thadusxon does not apply to mammography.
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Services your plan does not cover (Exclusions)

Health services and associated expenses for iitfeiteéatments, including assisted reproductivéhtelogy, regardless
of the reason for the treatment. This exclusiorsdu apply to services required to treat or cemmaderlying causes of
infertility. Surrogate parenting, donor eggs, dosperm and host uterus. Storage and retrieval oé@loductive
materials. Examples include eggs, sperm, testitigsisuie and ovarian tissue. The reversal of vohyrdgerilization.

Services Provided under Another Plan

Health services for which other coverage is paidgoleral, state or local law to be purchased ovigdenl through other
arrangements. Examples include coverage requiredbbkers’ compensation or similar legislation. éiverage under
workers’ compensation or similar legislation isiopal for you because you could elect it, or cdudgte it elected for
you, Benefits will not be paid for any Injury, Siess, or Mental lliness that would have been cavereler workers’
compensation or similar legislation had that cogereen elected. Services resulting from accidé&aidily injuries
arising out of a motor vehicle accident to the ekthe services are payable under a medical exgperyseent provision
of an automobile insurance policy. Health servioedreatment of military service-related disalegt, when you are
legally entitled to other coverage and facilities eeasonably available to you. Health servicedendn active military
duty.

Transplants

Health services for organ and tissue transplantepm those described under Transplantation Serwic8ection 1 of
the COC. Health services connected with the remafvah organ or tissue from you for purposes aaadplant to
another person. (Donor costs that are directlyedlto organ removal are payable for a transplaough the organ
recipient’s Benefits under the Contract.) Healttviees for transplants involving permanent mechame animal
organs.

Travel

Health services provided in a foreign country, saleequired as Emergency Health Services. Traveansportation
expenses, even though prescribed by a Physiciane $@avel expenses related to Covered Health S=srvereived
from a Designated Facility or Designated Physicray be reimbursed as determined by us. This exxciusbes not
apply to ambulance transportation for which Besedite provided as described under Ambulance Serincgection :
of the COC.

Multi-disciplinary pain management programs prodid@ an inpatient basis for acute pain or for estzateon of
chronic pain. Custodial care or maintenance careiiciliary care. Private Duty Nursing. Respite cdris exclusion
does not apply to respite care that is part ohéggrated hospice care program of services provoaderminally ill
person by a licensed hospice care agency for wBectefits are provided as described under Hospice i@&section :
of the COC. Rest cures; services of personal dsgadants. Work hardening (individualized treatnyaigrams
designed to return a person to work or to prepgrerson for specific work).

Vision and Hearing

Purchase cost and fitting charge for eye glassgsantact lenses. Implantable lenses used onlgrtect a refractive
error (such as Intacs corneal implants). Eye egerar vision therapy. Surgery that is intendedltmeyou to see better
without glasses or other vision correction. Exammptelude radial keratotomy, laser, and other otiva eye surgery.
Bone anchored hearing aids except when eithereofalfowing applies: For Covered Persons with avéagial
anomalies whose abnormal or absent ear canalsigeetiie use of a wearable hearing aid. For Coveeesbons with
hearing loss of sufficient severity that it woulok tve adequately remedied by a wearable hearindvaice than one
bone anchored hearing aid per Covered Person wktsrtiee above coverage criteria during the engreg of time
the Covered Person is enrolled under the Contraegiairs and/or replacement for a bone anchoredhigeaid for
Covered Persons who meet the above coverage ayitthier than for malfunctions. Note: These exolsido not
apply to the Physician Services, soft lenses @radhells for the treatment of aphakic patient® amitial glasses or
contact lenses following cataract surgery. Rowis®n examinations, including refractive examioas to determine
the need for vision correction.

Page 15 of 18



Services your plan does not cover (Exclusions)

All Other Exclusions

Health services and supplies that do not meetéfirition of a Covered Health Service — see thénitedn in Section 9
of the COC. Covered Health Services are thosethsalvices, including services, supplies, or Phaemtical Products,
which we determine to be all of the following: Medily Necessary; described as a Covered HealthicgarvSection 1
of the COC and Schedule of Benefits; and not otlsenexcluded in Section 2 of the COC. Physicalcpmtric or
psychological exams, testing, all forms of vacdora and immunizations or treatments that are wtisercovered
under the Contract when: required solely for pugsasf school, sports or camp, travel, career ol@mngent,
insurance, marriage or adoption; related to jutimiaadministrative proceedings or orders; conddiébe purposes of
medical research (This exclusion does not appydeered Health Services provided during a clinidal for which
Benefits are provided as described under Clinicald in Section 1 of the COC); required to obtafrmaintain a
license of any type. Health services received r@salt of war or any act of war, whether declaredraleclared or
caused during service in the armed forces of anyptry. This exclusion does not apply to Covereds&es who are
civilians injured or otherwise affected by war, awt of war, or terrorism in non-war zones. Heakhvices received
after the date your coverage under the Contrad.ertds applies to all health services, even ifttbalth service is
required to treat a medical condition that arodereethe date your coverage under the Contractdenidas exclusion
does not apply to health services covered undesrigeetd Coverage for Pregnancy or Extended Coveaageofal
Disability in Section 4 of the COC. Health servideswhich you have no legal responsibility to payfor which a
charge would not ordinarily be made in the abs@ia®verage under the Contract. In the event anaddietwork
provider waives, does not pursue, or fails to @lé®-payments, co-insurance, any deductible aramount owed for
a particular health service, no Benefits are preditbr the health service for which the co-paymerdsinsurance and/
or deductible are waived. Charges in excess ofliig=xpenses or in excess of any specified linwitatLong term
(more than 30 days) storage. Examples include ceggpvation of tissue, blood and blood productdopsy. Foreign
language and sign language services. Health seriet@ted to a non-Covered Health Service: Whemace is not a
Covered Health Service, all services related toriba-Covered Health Service are also excludeds &keclusion does
not apply to services we would otherwise deternnge Covered Health Services if they are to weatplications that
arise from the non-Covered Health Service. Foptimpose of this exclusion, a “complication” is arexypected or
unanticipated condition that is superimposed omxasting disease and that affects or modifies tlogmosis of the
original disease or condition. Examples of a “caogilon” are bleeding or infections, following a £vetic Procedure,
that require hospitalization.
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UnitedHealthcare of Florida, Inc. does not treatmbers differently because of sex, age, race, cdisability or
national origin.

If you think you were treated unfairly because ofiysex, age, race, color, disability or nationaia, you can send
a complaint to Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. United HealthCare CiviigRts Grievance. P.O. Box 30608 Salt Lake City, BHTA
84130

You must send the complaint within 60 days of wieun found out about it. A decision will be sentytau within 30
days. If you disagree with the decision, you haveldys to ask us to look at it again.

If you need help with your complaint, please dad toll-free member phone number listed on youtdd, TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. DegtHealth and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs /gov/office/file/index.html
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Inddpee Avenue, SW Room 509F, HHH Buildi
Washington, D.C. 20201

We provide free services to help you communicatd ws. Such as, letters in others languages o fanigt. Or,you
can ask for an interpreter. To ask for help, pleadidhe toll-free member phone number listed oaryhealth platD
card, TTY 711, Monday through Friday, 8 a.m. to@(ET.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al
namero de teléfono gratuito que aparece en su tarjeta de identificacion.

%h

EE  MRBERP I (Chinese) , B RBRBRHAFSHBRE . FRITEEFMINRAESEEFERR,

XIN LU'U Y: Néu quy vi ndi tiéng Viét (Vietnamese), quy vj s& dwoc cung cip dich vy trg gitp v& ngdn ngit mién phi. Vui long goi
s& dién thoai mién phi & mit sau thé hdi vién cla quy vi.

i}y

LICEH #ate] &l

HI
Ol
W

22 B0 (Korean)E AIZSIA = Z R U X HHIAE 22 0|EctA = =]

IIMNE F= 3 & x"s}t"l 2 2ot Al 2.

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa ivong identification card.

BHUMAHWE: 6ecnnaTHble ycayru nepesoaa AOCTYMHbI AAA Aoaei, Yeld poaHol a3bik aeaseTca pycckom (Russian). NozsoHuTe
no becnaaTHOMY HOoMepy TeaedoHa, yKa3aHHOMY Ha Balled naeHTMPUKauMOHHON KapTe.

s Ao 3 ga gall Sladl cailgdl o8 o Jlaty) ela el datic ditaall 4y el e Luall ilaad (8 ((Arabic) A adt oot g 1 14
Ay guanll
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ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler
le huméro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer
telefonu podany na karcie identyfikacyjne;j.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito. Ligue gratuitamente para
o humero encontrado no seu cartdo de identificacido.

ATTENZIONE: in caso la lingua parlata sia I'italiano {[talian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch {German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die gebiihrenfreie Rufnummer auf der Riickseite lhres Mitgliedsausweises an.

EEEIE . BARE(apanese)Z SN SBE. BHOEEXEY—EXZTHAWETET, BRERIICREES S
hTWET7)—FA4PIIZBEFE{ZSLY,

QJIS@}J‘XSL;&&JJuﬁaJMDMMDGAMJ@A'IJ.Ju@.)_b)}ia@@b)d'lm|&uh s&m\(Farsi)wnJléMubJﬁ| R ENY
Ao el oad a8 Lad il

FT &4 & AT 3T & (Hindi) oot & AT 39 T A1 WERIAT WAIC T efosh 3uereRr E1 kAT U g
g9 X BT - B FaX 9T el Hi|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

fomiswynh: o desn S mmanier (Khmer) sundgmmanunegefniy fneantyn agsrdinehnesefeis oo cmant g«

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dii BAA'AKONINIZIN: Diné {(Navajo) bizaad bee yanitti'go, saad bee dka'anida’'awo'igii, t'aa jiik'eh, bee na'ahéét'i'. T'aa shoodi
ninaaltsoos nitl'izi bee nééhozinigii bine'déé' t'aa jiik'ehgo béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali {Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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Benefit Summary

Outpatient Prescription Drug

Florida
10/30/50 Plan 135

w UnitedHealthcare

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

Annual Drug Deductible - Network and Non-Network

Individual Deductible No Deductible
Family Deductible No Deductible

Out-of-Pocket Drug Limit - Network

Individual Out-of-Pocket Limit
Family Out-of-Pocket Limit

See Medical Benefit Summary
See Medical Benefit Summary

Out-of-Pocket Limit does not apply Non-Network and Coupons.

Benefit Plan Co-payment/Co-insurance - The amount you pay.

Tier Level Retail *Mail Order
Up to 31-day supply Up to 90-day supply
Network Non-Network Network
Tier 1 $10 $10 $25
Tier 2 $30 $30 $75
Tier 3 $50 $50 $125

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at
the telephone number on the back of your ID card for more information. If you choose to opt out of Mail Order Network Pharmacy

but do not inform us, you will be subject to the non-Network Benefit for that Prescription Drug Product after the allowed number of
fills at the Retail Network Pharmacy.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.

FLMSAA13517
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213-12050 0317 UnitedHealthcare of Florida, Inc.
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Other Important Information about your Outpatient Prescription Drug Benefits

If you purchase a Prescription Drug Product from a Non-Network Pharmacy, you are responsible for any difference between what
the Non-Network Pharmacy charges and the amount we would have paid for the same Prescription Drug Product dispensed by a
Network Pharmacy.

You are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the retail Network Pharmacy's Usual
and Customary Charge, or the lower of the applicable Co-payment and/or Co-insurance or the mail order Network Pharmacy's
Prescription Drug Cost.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s)
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or
Unproven.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to
obtain your Prescription Drug Product from the Designated Pharmacy, you will be subject to the Non-Network Benefit for that
Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a
mail order Network Pharmacy.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you
may opt-out of the Maintenance Medication Program each year through the Internet at myuhc.com or by calling Customer Care at
the telephone number on your ID card. If you choose to opt out of Mail Order Network Pharmacy but do not inform us, you will be
subject to the non-Network Benefit for that Prescription Drug Product after the allowed number of fills at Retail Network Pharmacy.

Certain Preventive Care Medications maybe covered. Log on to www.myuhc.com or call the Customer Care number on your ID
card for more information.
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PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

« Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply
limit.

« Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the
minimum supply limit.

« Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.

« Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

- Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or
dosage regimens determined by us to be experimental, investigational or unproven.

« Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent
payment or benefits are provided or available from the local, state or federal government (for example, Medicare) whether or
not payment or benefits are received, except as otherwise provided by law.

« Prescription Drug Products for any condition, Injury, Sickness or Mental lliness arising out of, or in the course of, employment
for which benefits are available under any workers' compensation law or other similar laws, whether or not a claim for such
benefits is made or payment or benefits are received.

« Any product dispensed for the purpose of appetite suppression or weight loss.

« A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera
and other injectable drugs used for contraception.

« Durable Medical Equipment, including insulin pumps and related supplies for the management and treatment of diabetes, for
which Benefits are provided in your Certificate. Prescribed and non-prescribed outpatient supplies, other than the diabetic
supplies and inhaler spacers specifically stated as covered.

- General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and
single entity vitamins.

- Unit dose packaging or repackagers of Prescription Drug Products.
» Medications used for cosmetic purposes.

« Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the
definition of a Covered Health Service.

- Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken
or destroyed.

 Prescription Drug Products when prescribed to treat infertility.
« Certain Prescription Drug Products for smoking cessation.

- Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug
Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk
chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.)

« Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement.
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits
for a Prescription Drug Product that was previously excluded under this provision.

« Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our
PDL Management Committee.

« Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed
medical condition).

- Any oral non-sedating antihistamine or antihistamine-decongestant combination.

« Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury.

- Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury. This exclusion does not apply if
Benefits were purchased by the Enrolling Group. If coverage is available, those Benefits are described under Enteral Formulas
in Section 1 of the COC.

« Prescription Drug Products designed to adjust sleep schedule, such as for jet lag or shift work.
« Prescription Drug Products when used for sleep aids.
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PHARMACY EXCLUSIONS CONTINUED

A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available, unless otherwise
required by law or approved by us. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.
A Prescription Drug Product that contains marijuana, including medical marijuana.
Dental products, including but not limited to prescription fluoride topicals.

A Prescription Drug Product with an approved biosimilar or a biosimilar and Therapeutically Equivalent to another covered
Prescription Drug Product. For the purpose of this exclusion a "biosimilar” is a biological Prescription Drug Product approved
based on showing that it is highly similar to a reference product (a biological Prescription Drug Product) and has no clinically
meaningful differences in terms of safety and effectiveness from the reference product. Such determinations may be made up
to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that
was previously excluded under this provision.

Diagnostic kits and products.
Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.

UnitedHealthcare of Florida, Inc.
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UnitedHealthcare of Florida, Inc. does not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to
Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you
disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C.
20201

We provide free services to help you communicate with us. Such as, letters in others languages or large print. Or, you can ask for
an interpreter. To ask for help, please call the toll-free member phone number listed on your health plan ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m. ET.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposiciéon. Llame al
numero de teléfono gratuito que aparece en su tarjeta de identificacion.

AR | WRIERT (Chinese) , R BERTRHUTFSHYRYE, FRITEEFMINANESEERERE.

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& dugc cung cdp dich vu tro' gitp vé ngdn ngit mién phi. Vui long goi
s6 dién thoai mién phi & m3t sau thé hai vién clia quy vj.

o2l B2 (Korean)2 AIESIAI= 22 HH X2 MHIAZS 222 0| 25HA £ ASLICH ASHY A= 3=
JME 22 3|/ ®3lHs2 2o5HaAl 2.

PAATLATLA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHMWE: 6ecnaaTtHble ycayrv nepesoga AOCTYNHb! A48 A04el, YeH pOAHON A3biK apaseTca pycckom (Russian). MossoHuTe

no becnaaTHomy Homepy TenedoHa, ykasaHHOMY Ha Baweld uaeHTMdHUKaLUOHHON KapTe.

Caaa Ao dga gl lad) il o8 5 e Jlat¥l ala ) ol dalic dulaalh 4 galll Sae Luadt ladd o8 ‘(Arabic) Ay all Gaat i€ 13 4
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ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler
le numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer
telefonu podany na karcie identyfikacyjne;j.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito. Ligue gratuitamente para
o humero encontrado no seu cartdo de identificacido.

ATTENZIONE: in caso la lingua parlata sia I'italiano {[talian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch {(German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die gebiihrenfreie Rufnummer auf der Riickseite Ihres Mitgliedsausweises an.

FEHE : ARH(apanese) £FE SN 288, FHOSHLRY—ERESHAVLETEY. RERRIECRRS
RTLBTY—F A PLIHBEC LS L,

QJIS@}J‘XSL;&&JJuﬁaJMDMMDGAMJ@A'IJ.Ju@.)_b)}ia@@b)d'lm|&uh s&m\(Farsi)wnJléMubJﬁ| R ENY
Ao el oad a8 Lad il

FT &4 & AT 3T & (Hindi) oot & AT 39 T A1 WERIAT WAIC T efosh 3uereRr E1 kAT U g
g9 X BT - B FaX 9T el Hi|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

fomtsgndc i Segnimumntgr (Khmer) wndgmmeninmeniely fnesntyn wsodnsisersfaiy tunsnmaihig eomaat g 4

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dii BAA'AKONINIZIN: Diné {Navajo) bizaad bee yénitti'go, saad bee dka'anida’awo'igii, t'a4 jiik'eh, bee na'ahdét'i'. T4 shoodi
ninaaltsoos nitl'izi bee néehozinigii bine'dée’ t'aa jiik'ehgo béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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w UnitedHealthcare Benefit Summary

Florida - Choice
Consumer - Plan AQRA Modified

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share

of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plan?

Use our national network to save money.

A network is a group of health care providers and facilities that have a contract with

UnitedHealthcare. You can receive care and services from anyone in our network. Are you a member?

> Save money by staying in our network.  If you don't use the network, you'll have to Easily manage your benefits
pay for all of the costs. online at myuhc.com® and

on the go with the

UnitedHealthcare

> There's no need to choose a primary care provider ( PCP) or get referrals to see a Health4Me™ mobile app.

specialist. Consider a PCP; they can be helpful in managing your care.

For questions, call the
> Preventive care is covered 100% in our network. member phone number on
your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at

welcometouhc.com/choice  or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local time,
Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cos  t share after the deductible)
$15 $2,000 You have no co-insurance.

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those

documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those
which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare of Florida, Inc.
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Your Costs

In addition to your premium (monthly) payments plydyou oryour employer, you are responsible for paying t
costs.

Your cost if you use Network Benefits

Deductible

What is a deductible?

The deductible is the amount you have to pay feeoed health care services (common medical evefbyd your
health plan begins to pay. The deductible may pplyao all services. You may have more than ope tf deductible.

> Your co-pays don't count towards meeting the ditolie unless otherwise described within the specif
common medical event.

> All individual deductible amounts will count tovds meeting the family deductible, but an individwal not
have to pay more than the individual deductible amto

Medical Deductible - Individual $2,000 per year
Medical Deductible - Family $4,000 per year

Out-of-Pocket Limit

What is an out-of-pocket limit?

The most you pay during a contract year before hieaith plan begins to pay 100%. Once you reachutief-pocket
limit, your health plan will pay for all coveredrse&es. This will not include any amounts over &mount we allow
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts willaunt towards meeting the family out-pbcket limit, but a
individual will not have to pay more than the indival out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (ohioly pharmacy) count towards meeting the out-ofkpbc

limit.
Out-of-Pocket Limit - Individual $3,000 per year
Out-of-Pocket Limit - Family $6,000 per year
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Your Costs

What is co-insurance?

Co-insurance is your share of the costs of a coMeealth care service, calculated as a perceneample, 20%pf
the allowed amount for the service. You pay co4iasae plus any deductibles you owe. Co-insurangetithesame
as a co-payment (or co-pay).

What isa co-payment?

A co-payment (cqpay) is a fixed amount (for example, $15) you patyef covered health care service, usually v
you receive the service. You will pay a co-payha allowed amount, whichever is less. The amoumiveay bythe
type of covered health care service. Please sesptwfic common medical event to see if a co-papties anchow
much you have to pay.

What isPrior Authorization?

Prior Authorization is getting approval before y@an get access to medicine or services. Servie¢setuire prior
authorization are noted in the list of Common Madlievents. To get approval, call the member phameber on your
health plan ID card.

Want moreinformation?

Find additional definitions in the glossary at platnclear.com.
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Your Costs

Following is a list of services that your plan cos/m alphabetical order. In addition to your preami(monthly)payment:
paid by you or your employer, you are responsibighying these costs.

Common Medical Event Your cost if you use Network Benefits
Ambulance Services
Emergency You pay nothing, after the medical deductible hesrbmet.

Transportation cost of a newborrthe
nearest appropriate facility for
treatment are covered.

Non-Emergency You pay nothing, after the medical deductible hesrbmet.

Transportation costs of a newborn to
the nearest appropriate facility for
treatment are covered.

Prior Authorization is required for Non-EmergencsBulance.

Autism Spectrum Disorder

Note: The visit limits specified und  You pay nothing, after the medical deductible hesrbmet.
Rehabilitation Services - Outpatient

Therapy and Manipulative Treatme

in this Benefit Summary do not ap|

to Autism Spectrum Disorder.

Prior Authorization is required for certain sensce

Bones or Joints of the Jaw and Facial Region

You pay nothing, after the medical deductible hesrnbmet.

Prior Authorization is required for certain sengce

Cleft Lip/Cleft Palate Treatment

You pay nothing, after the medical deductible hesrbmet.

Prior Authorization is required for certain sensce

Clinical Trials

The amount you pay is based on where the coverthleervice is
provided.

Prior Authorization is required.

Congenital Heart Disease (CHD) Surgeries

You pay nothing, after the medical deductible hesrbmet.

Dental Services - Accident Only

You pay nothing, after the medical deductible hesrbmet.

Prior Authorization is required.

Dental Services - Anesthesia and Hospitalization

You pay nothing, after the medical deductible hesrbmet.

Prior Authorization is required for certain senace
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Your Costs

Common Medical Event Your cost if you use Network Benefits
Diabetes Self Management and The amount you paig based on where the covered health serv
Training/Diabetic Eye Examinatior  provided.
Foot Care:

Diabetes Self Management Items:  The amount you pay is based on where the covesdthlservice iprovided
under Durable Medical Equipment or in the PresmipDrug Rider.

Durable Medical Equipment

Limited to a single purchase of a typeYou pay nothing, after the medical deductible hesrbmet.
of Durable Medical Equipment

(including repair and replacement)

every 3 years. This limit does ragiply

to wound vacuums.

Emergency Health Services - Outpatient
$150 co-pay per visit. A deductible does not apply.

Notification is required if confined in an Out-ofellvork Hospital.
Enteral Formulas

You pay nothing, after the medical deductible hesrbmet.
Prior Authorization is required for certain sengce

Gender Dysphoria

The amount you pay is based on where the coverthhservice is
provided.

Hearing Aids

Limited to $2,500 every year and a You pay nothing, after the medical deductible hesrbmet.
single purchase (including repair and

replacement) per hearing impaired

every 3 years.

Home Health Care
Limited to 60 visits per year. You pay nothing, after the medical deductible hesrnbmet.

Hospice Care
You pay nothing, after the medical deductible hesrbmet.

Hospital - Inpatient Stay
You pay nothing, after the medical deductible hesrbmet.
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Your Costs

Common Medical Event Your cost if you use Network Benefits

Lab, X-Ray and Diagnostics - Outpatient
You pay nothing. A deductible does not apply.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MR A and Nuclear Medicine - Outpatient
$250 copayment, deductible does not apply.

Mental Health Services

Inpatient: You pay nothing, after the medical deductible hesrbmet.
Outpatient: $30 co-pay per visit. A deductible does not apply.
PartialHospitalization/Intensiv You pay nothing, after the medical deductible hesrbmet.

Outpatient Treatment:

Neurobiological Disorders — Autism Spectrum Disorde r Services

Inpatient: You pay nothing, after the medical deductible hesrbmet.
Outpatient: $30 co-pay per visit. A deductible does not apply.
Partial Hospitalization/Intensi You pay nothing, after the medical deductible hesrbmet.

Outpatient Treatment:

Osteoporosis Treatment

You pay nothing, after the medical deductible hesrbmet.

Prior Authorization is required for certain sengce

Ostomy Supplies
Limited to $2,500 per year. You pay nothing, after the medical deductible hesrbmet.

Pharmaceutical Products - Outpatient

This includes medications given ¢ You pay nothing, after the medical deductible hesrbmet.
doctor’s office, or in a Covered
Person’s home.

You pay nothing, after the medical deductible hesrbmet.
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Your Costs

Common Medical Event Your cost if you use Network Benefits

Physician’s Office Services - Sickness and Injury

Primary Physician Office Visit ~ Covered persons less than age 19:
You pay nothing. A deductible does not apply.
All other Covered Persons:
$15 co-pay per visit. A deductible does not apply.

Specialist Physician Office Visit $30 co-pay per visit. A deductible does not apply.

Additional co-pays, deductible, or co-insurance rapyly when you receive other services at your jgigyss office.
For example, surgery.

Pregnancy - Maternity Services

The amount you pay is based on where the coverthhservice is
provided.

Prescription Drug Benefits

Prescription drug benefits are shown in the Prpgon Drug benefit summary.

Preventive Care Services

Physician Office Services, Sco You pay nothing. A deductible does not apply.
Procedures, Lab, X-Ray or other
preventive tests.

Certain preventive care services are provided esifspd by the Patient Protection and AffordableeCact (ACA),
with no cost-sharing to you. These services aredas your age, gender and other health factorgetitiealthcare
also covers other routine services that may reguae-pay, co-insurance or deductible.

Prosthetic Devices

Limited to a single purchase of each You pay naghaiter the medical deductible has been met.
type of prosthetic device every 3years.

Reconstructive Procedures

The amount you pay is based on where the coverthhservice is
provided.
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Your Costs

Common Medical Event Your cost if you use Network Benefits

Rehabilitation and Habilitative Services - Outpatie = nt Therapy and Manipulative Treatment

Limited to: $15 co-pay per visit. A deductible does not apply.
20 visits of physical therapy.

20 visits of occupational therapy.

20 visits of speech therapy.

20 visits of pulmonary rehabilitation.

36 visits of cardiac rehabilitation.

30 visits of post-cochlear implaatral
therapy.

20 visits of cognitive rehabilitation
therapy.

20 visits of manipulative treatments.

Scopic Procedures - Outpatient Diagnostic and Thera

Diagnostic/therapeutic scopic You pay nothing, after the medical deductible hesrbmet.
procedures include, but are fiotited
to colonoscopy, sigmoidoscopy and

endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. You pay nothing, after the medical deductible hesrbmet.
Inpatient: You pay nothing, after the medical deductible hesrbmet.
Outpatient: $30 co-pay per visit. A deductible does not apply.
Partial Hospitalization/Intensi You pay nothing, after the medical deductible hesrbmet.

Outpatient Treatment:

Surgery - Outpatient

You pay nothing, after the medical deductible hesrbmet.

Therapeutic Treatments - Outpatient

Therapeutic treatments include, ¢ You pay nothing, after the medical deductible hasrbmet.
not limited to dialysis, intravenous

chemotherapy, intravenous infusion,

medical education services and

radiation oncology.
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Your Costs

Common Medical Event Your cost if you use Network Benefits

Transplantation Services

Network Benefits must be receivedaat The amount you pay is based on where the coverthhservice i
designated facility. provided.

Prior Authorization is required.

Urgent Care Center Services
$35 co-pay per visit. A deductible does not apply.

Additional co-pays, deductible, or co-insurance rapgly when you receive other services at the urgam facility.
For example, surgery.

Virtual Visits

Benefits are available only when $15 co-pay per visit. A deductible does not apply.
services are delivered through a

Designated Virtual Visit Network

Provider. Find a Designated Virtual

Visit Network Provider Group at

myuhc.com or by calling Customer

Care at the telephone number on your

ID card. Access to Virtual Visits and

prescription services may not be

available in all states or for all groups.
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Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amentksi@and Riders for an exact description of theisesvan:
supplies that are covered, those which are exclodénhited, and other terms and conditions of cage.

Alternative Treatments

Acupressure; acupuncture; aromatherapy; hypnotisassage therapy; rolfing; art therapy, music therdance
therapy, horseback therapy; and other forms ofradtere treatment as defined by the National Cefater
Complementary and Alternative Medicine (NCCAM) loétNational Institutes of Health. This exclusiomsl@ot apply
to Manipulative Treatment and non-manipulative ogéghic care for which Benefits are provided acdesd in
Section 1 of the COC.

Dental care (which includes dental X-rays, suppdied appliances and all associated expenses, inglud
hospitalizations and anesthesia). This exclusias ot apply to Benefits as described under Bonésiots of the Jaw
and Facial Region and Dental Services — AnestlaglaHospitalization in Section 1 of the COC. Thislesion does
not apply to accident-related dental services floictv Benefits are provided as described under D&swrvices —
Accident Only in Section 1 of the COC. This exatustdoes not apply to dental care (oral examinaerays,
extractions and non-surgical elimination of ordéation) required for the direct treatment of a mabtlcondition for
which Benefits are available under the Contractited to: Transplant preparation; prior to initoatiof
immunosuppressive drugs; the direct treatment atiesitaumatic Injury, cancer or cleft palate. Déngae that is
required to treat the effects of a medical conditiout that is not necessary to directly treatntteglical condition, is
excluded. Examples include treatment of dentaksaesulting from dry mouth after radiation treatba as a result of
medication. Endodontics, periodontal surgery aistbrative treatment are excluded. Preventive chagnosis,
treatment of or related to the teeth, jawbonesuongy Examples include: extraction, restoration r@piacement of
teeth; medical or surgical treatments of dentaddmns; and services to improve dental clinicalommes. This
exclusion does not apply to dental services forcwidenefits are provided as described under Bondsiots of the
Jaw and Facial Region and Cleft Lip/Cleft Palat&action 1 of the COC. This exclusion does notyafippreventive
care for which Benefits are provided under the ethiBtates Preventive Services Task Force requiteonéine Health
Resources and Services Administration (HRSA) reguoént. This exclusion also does not apply to aotadeelated
dental services for which Benefits are providedescribed under Dental Services — Accidental Omiyaction 1 of the
COC. Dental implants, bone grafts and other imptalated procedures. This exclusion does not agpaccident-
related dental services for which Benefits are jgted as described under Dental Services — Acci@aht in Section 1
of the COC. Dental braces (orthodontics). Treatneébngenitally missing, malpositioned, or supenevary teeth,
even if part of a Congenital Anomaly. This exclusapes not apply to dental services for which Biéneafe provided
as described under Cleft Lip/Cleft Palate in Secfimf the COC.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or tedcfperformance in sports-related activities. Cirthappliances that
straighten or re-shape a body part. Examples iedioot orthotics and some types of braces, inclydirer-the-counter
orthotic braces. Cranial banding. The followingnteare excluded, even if prescribed by a Physi&ilmwd pressure
cuff/monitor; enuresis alarm; non-wearable extedadibrillator; trusses and ultrasonic nebuliz&svices and
computers to assist in communication and speeabpéxer speech aid devices and tracheo-esophogea gevices
for which Benefits are provided as described umdleable Medical Equipment in Section 1 of the CQtal
appliances for snoring. Repairs to prosthetic de=votue to misuse, malicious damage or gross negleptacement of
prosthetic devices due to misuse, malicious damageoss neglect or to replace lost or stolen items
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Services your plan does not cover (Exclusions)

Drugs

Prescription drug products for outpatient use #natfilled by a prescription order or refill. Séhfectable medications.
This exclusion does not apply to medications whiltle to their characteristics (as determined bymast typically be
administered or directly supervised by a qualifeedvider or licensed/certified health professionahn outpatient
setting. This exclusion does not apply to Benefgslescribed under Diabetes Services in Sectidnthie € OC. Non-
injectable medications given in a Physician’s @fi€his exclusion does not apply to non-injectahéglications that are
required in an Emergency and consumed in the Rhpscoffice. Over-the-counter drugs and treatme@tewth
hormone therapy. New Pharmaceutical Products anéterdosage forms until the date they are reviewed.
Pharmaceutical Product that contains (an) actigeestient(s) available in and therapeutically eqerg(having
essentially the same efficacy and adverse effefi@yto another covered Pharmaceutical ProduathS
determinations may be made up to six times duricgl@ndar year. A Pharmaceutical Product that amm{an) active
ingredient(s) which is (are) a modified versioraafl therapeutically equivalent (having essentidlé/same efficacy
and adverse effect profile) to another coveredmbeaeutical Product. Such determinations may be mpde six times
during a calendar year. A Pharmaceutical Produitt an approved biosimilar or a biosimilar and tipergically
equivalent (having essentially the same efficaay @averse effect profile) to another covered Phaeuiical Product.
For the purpose of this exclusion a "biosimilaraibiological Pharmaceutical Product approved baseshowing that
it is highly similar to a reference product (a bigical Pharmaceutical Product) and has no clinicakkaningful
differences in terms of safety and effectivenesmfthe reference product. Such determinations reapdde up to six
times per calendar year. Certain PharmaceuticalUets for which there are therapeutically equiva{baving
essentially the same efficacy and adverse effetil@y alternatives available, unless otherwiseuresfl by law or
approved by us. Such determinations may be made sig times during a calendar year.

Experimental, Investigational or Unproven Services

Experimental or Investigational and Unproven Sesiand all services related to Experimental ordtigational and
Unproven Services are excluded. The fact that gefmxental or Investigational or Unproven Serviceatment,
device or pharmcological regimen is the only available treatnfenta particular condition will not result in Beisfif
the procedure is considered to be Experimentatwgdtigational or Unproven in the treatment of {heaticular
condition. This exclusion does not apply to medycappropriate medications prescribed for the tresit of cancer.
The drug must be recognized for the treatmentatfitidication, and published within a standardnexiee compendium
or recommended in medical literature. This exclugloes not apply to Covered Health Services pravdiging a
clinical trial for which Benefits are provided assgribed under Clinical Trials in Section 1 of @@C.

Routine foot care. Examples include the cuttingeonoval of corns and calluses. This exclusion ca¢s@pply to
preventive foot care for Covered Persons with ded®r which Benefits are provided as describetkubiabetes
Services in Section 1 of the CORail trimming, cutting, or debriding. Hygienic apdeventive maintenance foot ce
Examples include: cleaning and soaking the fegdtyapy skin creams in order to maintain skin tofieis exclusion
does not apply to preventive foot care for Covdtedsons who are at risk of neurological or vasalisgase arising
from diseases such as diabetes. Treatment okt Treatment of subluxation of the foot. Shoksgsorthotics; shoe
inserts and arch supports.

Gender Dysphoria

Cosmetic Procedures including the following: Abdoaplasty. Blepharoplasty. Breast enlargement, dioy
augmentation mammoplasty and breast implants. Bodtouring, such as lipoplasty. Brow lift. Calf itapts. Cheek,
chin, and nose implants. Injection of fillers oungoxins. Face lift, forehead lift, or neck tighteg. Facial bone
remodeling for facial feminizations. Hair removdhir transplantation. Lip augmentation. Lip redantiLiposuction.
Mastopexy. Pectoral implants for chest masculimratRhinoplasty. Skin resurfacing. Thyroid cagiareduction;
reduction thyroid chondroplasty; trachea shave éneahor reduction of the Adam’s Apple). Voice madittion
surgery. Voice lessons and voice therapy.
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Services your plan does not cover (Exclusions)

Medical Supplies

Prescribed or non-prescribed medical supplies aspbdable supplies. Examples include: compressaukisngs, ace
bandages, gauze and dressings, urinary cathetessexclusion does not apply to:

» Disposable supplies necessary for the effectiveotiBrirable Medical Equipment for which Benefite ar
provided as described under Durable Medical EquignmeSection 1 of the COC.

» Diabetic supplies for which Benefits are providediascribed under Diabetes Services in SectiortiedCOC.
* Ostomy supplies for which Benefits are providedescribed under Ostomy Supplies in Section 1 oCOE.

Tubing and masks, except when used with Durableidde&quipment as described under Durable Medicplipmen
in Section 1 of the COC.

Mental Health, Neurobiological/Autism Spectrum, and Substance Use Disorders

Services performed in connection with conditionsaiassified in the current edition of the Diagnosind Statistical
Manual of the American Psychiatric Association. € of an initial assessment, services as tredgnfi@na primary
diagnosis of conditions and problems that may toeas of clinical attention, but are specificallyted not to be mental
disorders within the current edition of the Diagimand Statistical Manual of the American Psyaditafssociation.
Outside of initial assessment, services as tredsrienthe primary diagnoses of learning disaletiticonduct and
impulse control disorders, pyromania, kleptomagambling disorder, and paraphilic disorder. Edwucsti services
that are focused on primarily building skills arapabilities in communication, social interactiord d@arning. Tuition
or services that are school-based for childrerealodescents required to be provided by, or paiddpthe school under
the Individuals with Disabilities Education Act. Bide of initial assessment, unspecified disorft@rsvhich the
provider is not obligated to provide clinical ratade as defined in the current edition of the Dasjic and Statistical
Manual of the American Psychiatric Association.ngidonal Living services.

Individual and group nutritional counseling inclnginon-specific disease nutritional education saggeneral good
eating habits, calorie control or dietary prefees1cThis exclusion does not apply to preventive éarwhich Benefit
are provided under the United States Preventivei@er Task Force requirement. This exclusion atssdot apply t
medical nutritional education services that aresjgied as part of treatment for a disease by apatsty licensed or
registered health care professionals when botheofdllowing are true:
* Nutritional education is required for a disease/inch patient self-management is an important camepoof
treatment.

* There exists a knowledge deficit regarding theaisavhich requires the intervention of a trainealthe
professional.

Enteral feedings, even if the sole source of natritThis exclusion does not apply to Benefits désd under Enteral
Formulas in Section 1 of the COC. Infant formula aonor breast milk. Nutritional or cosmetic therajsing high
dose or mega quantities of vitamins, minerals emeints and other nutrition-based therapy. Exampidsde
supplements, electrolytes, and foods of any kindl¢iding high protein foods and low carbohydratedt).

Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; gsestice. Supplies, equipment and similar incidesgavices and
supplies for personal comfort. Examples includecanditioners, air purifiers and filters, dehunfietis; batteries and
battery chargers; breast pumps (This exclusion doeapply to breast pumps for which Benefits aoeged under the
Health Resources and Services Administration (HR®A)irement); car seats; chairs, bath chairs,rigechairs,
toddler chairs, chair lifts, recliners; exercisei@ment; home modifications such as elevators, raiscand ramps; hot
and cold compresses; hot tubs; humidifiers; Jasunzattresses; medical alert systems; motorizes lmedsic devices;
personal computers, pillows; power-operated vebjcigdios; saunas; stair lifts and stair glidesillgrs; safety
equipment; treadmills; vehicle modifications sushvan lifts; video players, whirlpools.
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Services your plan does not cover (Exclusions)

Physical Appearance

Cosmetic Procedures. See the definition in Se@&iohthe COC. Examples include: pharmacologicaimegs,
nutritional procedures or treatments. Scar or ¢ateonoval or revision procedures (such as salabrashemosurgery
and other such skin abrasion procedures). Skirselrgrocedures performed as a treatment for agpesuction or
removal of fat deposits considered undesirabldudicg fat accumulation under the male breast apdl@. Treatment
for skin wrinkles or any treatment to improve thpgpearance of the skin. Treatment for spider véiaé: removal or
replacement by any means. Replacement of an existeast implant if the earlier breast implant wagormed as a
Cosmetic Procedure. Note: Replacement of an egistieast implant is considered reconstructivedfithtial breast
implant followed mastectomy. See Reconstructivee@udares in Section 1 of the COC. Treatment of benig
gynecomastia (abnormal breast enlargement in mdtagysical conditioning programs such as athlesiming, body-
building, exercise, fitness, flexibility, and diwssn or general motivation. Weight loss programetlikr or not they are
under medical supervision. Weight loss programsifedical reasons are also excluded. Wigs regardfabe reason
for the hair loss.

Procedures and Treatments

Excision or elimination of hanging skin on any pafrthe body. Examples include plastic surgery pdures called
abdominoplasty and brachioplasty. Medical and satdreatment of excessive sweating (hyperhidrosigdical and
surgical treatment for snoring, except when prodids a part of treatment for documented obstrusieep apnea.
Rehabilitation services and Manipulative Treatntentnprove general physical condition that are pited to reduce
potential risk factors, where significant therapeiurhprovement is not expected, including routileag-term or
maintenance/preventive treatment. Rehabilitationices for speech therapy except as required éatrtment of a
speech impediment or speech dysfunction that efoltn Injury, stroke, cancer, Congenital AnomalyAoitism
Spectrum Disorder. Outpatient cognitive rehabiliiatherapy except as Medically Necessary followangpst-
traumatic brain Injury or ceresrvascular accident. Psychosurgery. Physiologreadalities and procedures that re:
in similar or redundant therapeutic effects wheriggened on the same body region during the sameoarisffice
encounter. Biofeedback. The following servicesthar diagnosis and treatment of TMJ: surface elagtography;
Doppler analysis; vibration analysis; computerigehdibular scan or jaw tracking; craniosacral thgrarthodontics;
occlusal adjustment; and dental restorations. &kedusion does not apply to Benefits described uAdilitional
Benefits Required by Florida Law - Bones or Jooftthe Jaw and Facial Region in Section 1 of theCCOpper and
lower jawbone surgery, orthognathic surgery, amdghgnment. This exclusion does not apply to retarctive jaw
surgery required for Covered Persons because ohgdbhital Anomaly, acute traumatic Injury, dislecat tumors,
cancer or obstructive sleep apnea. This exclusi@s dot apply to Benefits as described under Aaldhli Benefits
Required by Florida Law - Bones or Joints of the dad Facial Region and Dental Services - Aneshasi
Hospitalization in Section 1 of the COC. Surgicadl aon-surgical treatment of obesity. Stand-aloné#irdisciplinary
smoking cessation programs. These are programsaghbatly include health care providers specializimgmoking
cessation and may include a psychologist, socigk@rr other licensed or certified profession@dle programs usually
include intensive psychological support, behaviodification techniques and medications to contral/mgs. Breast
reduction surgery except as coverage is requirdtddyVomen'’s Health and Cancer Rights Act of 19@8vhich
Benefits are described under Reconstructive Praeedn Section 1 of the COC. In vitro fertilizatioegardless of the
reason for treatment.

Providers

Services performed by a provider who is a familymber by birth or marriage. Examples include a spphsother,
sister, parent or child. This includes any sertieeprovider may perform on himself or herself.\&=as performed by
a provider with your same legal residence. Seryizesided at a Freestanding Facility or diagnostispital-based
Facility without an order written by a Physicianather provider. Services which are self-directed Freestanding
Facility or diagnostic or Hospital-based FaciliBervices ordered by a Physician or other provides i8 an employee
or representative of a Freestanding Facility ogdastic Hospitabased Facility, when that Physician or other prex
has not been actively involved in your medical gaier to ordering the service, or is not activelyolved in your
medical care after the service is received. Thadusxon does not apply to mammography.
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Services your plan does not cover (Exclusions)

Health services and associated expenses for iitfeiteéatments, including assisted reproductivéhtelogy, regardless
of the reason for the treatment. This exclusiorsdu apply to services required to treat or cemmaderlying causes of
infertility. Surrogate parenting, donor eggs, dosperm and host uterus. Storage and retrieval oé@loductive
materials. Examples include eggs, sperm, testitigsisuie and ovarian tissue. The reversal of vohyrdgerilization.

Services Provided under Another Plan

Health services for which other coverage is paidgoleral, state or local law to be purchased ovigdenl through other
arrangements. Examples include coverage requiredbbkers’ compensation or similar legislation. éiverage under
workers’ compensation or similar legislation isiopal for you because you could elect it, or cdudgte it elected for
you, Benefits will not be paid for any Injury, Siess, or Mental lliness that would have been cavereler workers’
compensation or similar legislation had that cogerbeen elected. Services resulting from accidé&o@ily injuries
arising out of a motor vehicle accident to the ekthe services are payable under a medical exgperyseent provision
of an automobile insurance policy. Health servioedreatment of military service-related disalegt, when you are
legally entitled to other coverage and facilities eeasonably available to you. Health servicedendn active military
duty.

Transplants

Health services for organ and tissue transplantepm those described under Transplantation Serwic8ection 1 of
the COC. Health services connected with the remafvah organ or tissue from you for purposes aaadplant to
another person. (Donor costs that are directlyedlto organ removal are payable for a transplaough the organ
recipient’s Benefits under the Contract.) Healttviees for transplants involving permanent mechame animal
organs. Transplant services that are not performedDesignated Facility. This exclusion does ppiyato cornea
transplants.

Travel

Health services provided in a foreign country, saleequired as Emergency Health Services. Traveansportation
expenses, even though prescribed by a Physiciane §avel expenses related to Covered Health S=srvereived
from a Designated Facility or Designated Physicray be reimbursed as determined by us. This exxciusbes not
apply to ambulance transportation for which Besedite provideds described under Ambulance Services in Sect
of the COC.

Multi-disciplinary pain management programs prodid@ an inpatient basis for acute pain or for estzateon of
chronic pain. Custodial care or maintenance careiiciliary care. Private Duty Nursing. Respite cdris exclusion
does not apply to respite care that is part ohéggrated hospice care program of services provoaderminally ill
person by a licensed hospice care agency for wBectefits are providedsadescribed under Hospice Care in Secti
of the COC. Rest cures; services of personal dsgadants. Work hardening (individualized treatnyaaigrams
designed to return a person to work or to prepagrerson for specific work).

Vision and Hearing

Purchase cost and fitting charge for eye glassgsantact lenses. Implantable lenses used onlgrtect a refractive
error (such as Intacs corneal implants). Eye egerar vision therapy. Surgery that is intendedltmeyou to see better
without glasses or other vision correction. Exammptelude radial keratotomy, laser, and other otiva eye surgery.
Bone anchored hearing aids except when eithereofalfowing applies: For Covered Persons with avéagial
anomalies whose abnormal or absent ear canalsigeetiie use of a wearable hearing aid. For Coveeesbons with
hearing loss of sufficient severity that it woulok tve adequately remedied by a wearable hearindvaice than one
bone anchored hearing aid per Covered Person wktsrtiee above coverage criteria during the engreg of time
the Covered Person is enrolled under the Contragiairs and/or replacement for a bone anchoredhigeaid for
Covered Persons who meet the above coverage ayitthier than for malfunctions. Note: These exolsido not
apply to the Physician Services, soft lenses @radhells for the treatment of aphakic patient® amitial glasses or
contact lenses following cataract surgery. Rowis®n examinations, including refractive examioas to determine
the need for vision correction.
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Services your plan does not cover (Exclusions)

All Other Exclusions

Health services and supplies that do not meetéfirition of a Covered Health Service — see thénitedn in Section 9
of the COC. Covered Health Services are thosethsalvices, including services, supplies, or Phaemtical Products,
which we determine to be all of the following: Medily Necessary; described as a Covered HealthicgarvSection 1
of the COC and Schedule of Benefits; and not otlsenexcluded in Section 2 of the COC. Physicalcpmtric or
psychological exams, testing, all forms of vacdora and immunizations or treatments that are atisercovered
under the Contract when: required solely for pugsasf school, sports or camp, travel, career ol@mngent,
insurance, marriage or adoption; related to jutimiaadministrative proceedings or orders; condiiébe purposes of
medical research (This exclusion does not appydeered Health Services provided during a clinidal for which
Benefits are provided as described under Clinic&ld in Section 1 of the COC); required to obtafrmaintain a
license of any type. Health services received r@salt of war or any act of war, whether declaredraleclared or
caused during service in the armed forces of anyptry. This exclusion does not apply to Covereds&es who are
civilians injured or otherwise affected by war, @t of war, or terrorism in non-war zones. Heakhvices received
after the date your coverage under the Contrad.ertds applies to all health services, even ifttbalth service is
required to treat a medical condition that arodereethe date your coverage under the Contractdenidas exclusion
does not apply to health services covered undesrigeetd Coverage for Pregnancy or Extended Coveaageofal
Disability in Section 4 of the COC. Health servideswhich you have no legal responsibility to payfor which a
charge would not ordinarily be made in the abs@ia®verage under the Contract. In the event anaddietwork
provider waives, does not pursue, or fails to @lé®-payments, co-insurance, any deductible aramount owed for
a particular health service, no Benefits are preditbr the health service for which the co-paymerdsinsurance and/
or deductible are waived. Charges in excess ofliig=xpenses or in excess of any specified linwitatLong term
(more than 30 days) storage. Examples include ceggpvation of tissue, blood and blood productdopsy. Foreign
language and sign language services. Health serietated to a non-Covered Health Service: Whemace is not a
Covered Health Service, all services related toriba-Covered Health Service are also excludeds &keclusion does
not apply to services we would otherwise deternnge Covered Health Services if they are to weatplications that
arise from the non-Covered Health Service. Foptimpose of this exclusion, a “complication” is arexypected or
unanticipated condition that is superimposed omxasting disease and that affects or modifies tlogmosis of the
original disease or condition. Examples of a “caogilon” are bleeding or infections, following a £oetic Procedure,
that require hospitalization.
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UnitedHealthcare of Florida, Inc. does not treatmbers differently because of sex, age, race, cdisability or
national origin.

If you think you were treated unfairly because ofiysex, age, race, color, disability or nationaia, you can send
a complaint to Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. United HealthCare CiviigRts Grievance. P.O. Box 30608 Salt Lake City, BHTA
84130

You must send the complaint within 60 days of wieun found out about it. A decision will be sentytau within 30
days. If you disagree with the decision, you haveldys to ask us to look at it again.

If you need help with your complaint, please dad toll-free member phone number listed on youtdd, TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. DegtHealth and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs /gav/office/file/index.html
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 InddpeceAvenue, SW Room 509F, HHH Buildil
Washington, D.C. 20201

We provide free services to help you communicatd ws. Such as, letters in others languages o fanigt. Or,you
can ask for an interpreter. To ask for help, pleadidhe toll-free member phone number listed oaryhealth platD
card, TTY 711, Monday through Friday, 8 a.m. to@(ET.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al
namero de teléfono gratuito que aparece en su tarjeta de identificacion.

%h

EE  MRBERP I (Chinese) , B RBRBRHAFSHBRE . FRITEEFMINRAESEEFERR,

XIN LU'U Y: Néu quy vi ndi tiéng Viét (Vietnamese), quy vj s& dwoc cung cip dich vy trg gitp v& ngdn ngit mién phi. Vui long goi
s& dién thoai mién phi & mit sau thé hdi vién cla quy vi.

i}y

LICEH #ate] &l

HI
Ol
W

22 B0 (Korean)E AIZSIA = Z R U X HHIAE 22 0|EctA = =]

IIMNE F= 3 & x"s}t"l 2 2ot Al 2.

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa ivong identification card.

BHUMAHWE: 6ecnnaTHble ycayru nepesoaa AOCTYMHbI AAA Aoaei, Yeld poaHol a3bik aeaseTca pycckom (Russian). NozsoHuTe
no becnaaTHOMY HOoMepy TeaedoHa, yKa3aHHOMY Ha Balled naeHTMPUKauMOHHON KapTe.

s Ao 3 ga gall Sladl cailgdl o8 o Jlaty) ela el datic ditaall 4y el e Luall ilaad (8 ((Arabic) A adt oot g 1 14
Ay guanll
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ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler
le huméro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer
telefonu podany na karcie identyfikacyjne;j.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito. Ligue gratuitamente para
o humero encontrado no seu cartdo de identificacido.

ATTENZIONE: in caso la lingua parlata sia I'italiano {[talian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch {German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die gebiihrenfreie Rufnummer auf der Riickseite lhres Mitgliedsausweises an.

EEEIE . BARE(apanese)Z SN SBE. BHOEEXEY—EXZTHAWETET, BRERIICREES S
hTWET7)—FA4PIIZBEFE{ZSLY,

QJIS@}J‘XSL;&&JJuﬁaJMDMMDGAMJ@A'IJ.Ju@.)_b)}ia@@b)d'lm|&uh s&m\(Farsi)wnJléMubJﬁ| R ENY
Ao el oad a8 Lad il

FT &4 & AT 3T & (Hindi) oot & AT 39 T A1 WERIAT WAIC T efosh 3uereRr E1 kAT U g
g9 X BT - B FaX 9T el Hi|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

fomiswynh: o desn S mmanier (Khmer) sundgmmanunegefniy fneantyn agsrdinehnesefeis oo cmant g«

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dii BAA'AKONINIZIN: Diné {(Navajo) bizaad bee yanitti'go, saad bee dka'anida’'awo'igii, t'aa jiik'eh, bee na'ahéét'i'. T'aa shoodi
ninaaltsoos nitl'izi bee nééhozinigii bine'déé' t'aa jiik'ehgo béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali {Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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w UnitedHealthcare Benefit Summary

Outpatient Prescription Drug

Florida
10/30/70 Plan 159

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

Annual Drug Deductible

Individual Deductible No Deductible

Family Deductible No Deductible
Out-of-Pocket Drug Limit

Individual Out-of-Pocket Limit See Medical Benefit Summary
Family Out-of-Pocket Limit See Medical Benefit Summary

Benefit Plan Co-payment/Co-insurance - The amount you pay.

Tier Level Retail *Mail Order
Up to 31-day supply Up to 90-day supply
Network Network
Tier 1 $10 $25
Tier 2 $30 $75
Tier 3 $70 $175

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at
the telephone number on the back of your ID card for more information. If you choose to opt out of Mail Order Network Pharmacy
but do not inform us, you will be subject to the non-Network Benefit for that Prescription Drug Product after the allowed number of
fills at the Retail Network Pharmacy.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.
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Other Important Information about your Outpatient Prescription Drug Benefits

You are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the retail Network Pharmacy's Usual
and Customary Charge, or the lower of the applicable Co-payment and/or Co-insurance or the mail order Network Pharmacy's
Prescription Drug Cost.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s)
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or
Unproven.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to
obtain your Prescription Drug Product from the Designated Pharmacy, no Benefit will be paid for that Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a
mail order Network Pharmacy.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you
may opt-out of the Maintenance Medication Program through the Internet at www.myuhc.com or by calling Customer Care at the
telephone number on your ID card. If you choose to opt out of Mail Order Network Pharmacy but do not inform us, no Benefits will
be paid for that Prescription Drug Product after the allowed number of fills at Retail Network Pharmacy.

Certain Preventive Care Medications maybe covered. Log on to www.myuhc.com or call the Customer Care number on your ID
card for more information.
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PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

« Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply
limit.

« Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the
minimum supply limit.

« Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.

« Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

- Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or
dosage regimens determined by us to be experimental, investigational or unproven.

« Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent
payment or benefits are provided or available from the local, state or federal government (for example, Medicare) whether or
not payment or benefits are received, except as otherwise provided by law.

« Prescription Drug Products for any condition, Injury, Sickness or Mental lliness arising out of, or in the course of, employment
for which benefits are available under any workers' compensation law or other similar laws, whether or not a claim for such
benefits is made or payment or benefits are received.

« Any product dispensed for the purpose of appetite suppression or weight loss.

« A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera
and other injectable drugs used for contraception.

« Durable Medical Equipment, including insulin pumps and related supplies for the management and treatment of diabetes, for
which Benefits are provided in your Certificate. Prescribed and non-prescribed outpatient supplies, other than the diabetic
supplies and inhaler spacers specifically stated as covered.

- General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and
single entity vitamins.

- Unit dose packaging or repackagers of Prescription Drug Products.
» Medications used for cosmetic purposes.

« Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the
definition of a Covered Health Service.

- Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken
or destroyed.

 Prescription Drug Products when prescribed to treat infertility.
« Certain Prescription Drug Products for smoking cessation.

- Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug
Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk
chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.)

« Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement.
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits
for a Prescription Drug Product that was previously excluded under this provision.

« Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our
PDL Management Committee.

« Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed
medical condition).

- Any oral non-sedating antihistamine or antihistamine-decongestant combination.

« Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury.

- Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury. This exclusion does not apply if
Benefits were purchased by the Enrolling Group. If coverage is available, those Benefits are described under Enteral Formulas
in Section 1 of the COC.

« Prescription Drug Products designed to adjust sleep schedule, such as for jet lag or shift work.
« Prescription Drug Products when used for sleep aids.
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PHARMACY EXCLUSIONS CONTINUED

A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available, unless otherwise
required by law or approved by us. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.
Outpatient Prescription Drug Products obtained from a non-Network Pharmacy.

A Prescription Drug Product that contains marijuana, including medical marijuana.

Dental products, including but not limited to prescription fluoride topicals.

A Prescription Drug Product with an approved biosimilar or a biosimilar and Therapeutically Equivalent to another covered
Prescription Drug Product. For the purpose of this exclusion a "biosimilar" is a biological Prescription Drug Product approved
based on showing that it is highly similar to a reference product (a biological Prescription Drug Product) and has no clinically
meaningful differences in terms of safety and effectiveness from the reference product. Such determinations may be made up
to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that
was previously excluded under this provision.

Diagnostic kits and products.

Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.

UnitedHealthcare of Florida, Inc.
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UnitedHealthcare of Florida, Inc. does not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to
Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you
disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C.
20201

We provide free services to help you communicate with us. Such as, letters in others languages or large print. Or, you can ask for
an interpreter. To ask for help, please call the toll-free member phone number listed on your health plan ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m. ET.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposiciéon. Llame al
numero de teléfono gratuito que aparece en su tarjeta de identificacion.

AR | WRIERT (Chinese) , R BERTRHUTFSHYRYE, FRITEEFMINANESEERERE.

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& dugc cung cdp dich vu tro' gitp vé ngdn ngit mién phi. Vui long goi
s6 dién thoai mién phi & m3t sau thé hai vién clia quy vj.

o2l B2 (Korean)2 AIESIAI= 22 HH X2 MHIAZS 222 0| 25HA £ ASLICH ASHY A= 3=
JME 22 3|/ ®3lHs2 2o5HaAl 2.

PAATLATLA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHMWE: 6ecnaaTtHble ycayrv nepesoga AOCTYNHb! A48 A04el, YeH pOAHON A3biK apaseTca pycckom (Russian). MossoHuTe

no becnaaTHomy Homepy TenedoHa, ykasaHHOMY Ha Baweld uaeHTMdHUKaLUOHHON KapTe.

Caaa Ao dga gl lad) il o8 5 e Jlat¥l ala ) ol dalic dulaalh 4 galll Sae Luadt ladd o8 ‘(Arabic) Ay all Gaat i€ 13 4
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ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler
le numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer
telefonu podany na karcie identyfikacyjne;j.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito. Ligue gratuitamente para
o humero encontrado no seu cartdo de identificacido.

ATTENZIONE: in caso la lingua parlata sia I'italiano {[talian), sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch {(German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die gebiihrenfreie Rufnummer auf der Riickseite Ihres Mitgliedsausweises an.

FEHE : ARH(apanese) £FE SN 288, FHOSHLRY—ERESHAVLETEY. RERRIECRRS
RTLBTY—F A PLIHBEC LS L,

QJIS@}J‘XSL;&&JJuﬁaJMDMMDGAMJ@A'IJ.Ju@.)_b)}ia@@b)d'lm|&uh s&m\(Farsi)wnJléMubJﬁ| R ENY
Ao el oad a8 Lad il

FT &4 & AT 3T & (Hindi) oot & AT 39 T A1 WERIAT WAIC T efosh 3uereRr E1 kAT U g
g9 X BT - B FaX 9T el Hi|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

fomtsgndc i Segnimumntgr (Khmer) wndgmmeninmeniely fnesntyn wsodnsisersfaiy tunsnmaihig eomaat g 4

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti identification card mo.

Dii BAA'AKONINIZIN: Diné {Navajo) bizaad bee yénitti'go, saad bee dka'anida’awo'igii, t'a4 jiik'eh, bee na'ahdét'i'. T4 shoodi
ninaaltsoos nitl'izi bee néehozinigii bine'dée’ t'aa jiik'ehgo béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga aqoonsiga.
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aetna

City of North Miami
Proposed Effective Date: 01-01-2019
Aetna Health Network Only*™ - Florida

PLAN DESIGN & BENEFITS
PROVIDED BY AETNA HEALTH INC. - FULL RISK

PLAN FEATURES IN-NETWORK

Deductible $250 Individual
(per calendar year)

$500 Family
Unless otherwise indicated, the deductible must be met prior to benefits being payable.
Member cost sharing for certain services, as indicated in the plan, are excluded from charges to meet the Deductible.
Pharmacy expenses do not apply towards the Deductible.
The family Deductible is a cumulative Deductible for all family members. The family Deductible can be met by a
combination of family members; however, no single individual within the family will be subject to more than the
individual Deductible amount.

Out-of-Pocket Maximum $3,000 Individual
(per calendar year)
$6,000 Family
In-network expenses include coinsurance/copays and deductibles.
Pharmacy expenses apply towards the Out-of-Pocket-Maximum.
The family Out-of-Pocket Maximum is a cumulative Out-of-Pocket Maximum for all family members. The family Out-of-
Pocket Maximum can be met by a combination of family members; however no single individual within the family will be
subject to more than the individual Out-of-Pocket Maximum amount.

Lifetime Maximum Unlimited except where otherwise indicated.
Primary Care Physician Selection Optional

Referral Requirement None

PREVENTIVE CARE IN-NETWORK

Routine Adult Physical Exams/ Covered 100%; deductible waived

Immunizations
1 exam every 12 months for members age 22 and older.

Routine Well Child Covered 100%; deductible waived
Exams/Immunizations
(Age and frequency schedules apply)

Routine Gynecological Care Covered 100%; deductible waived
Exams

1 exam per 12 months

Includes routine tests and related lab fees.

Routine Mammograms Covered 100%; deductible waived
Recommended: One baseline mammogram for females age 35 - 39; and one annual mammogram for females age 40
and over.

Women's Health Covered 100%; deductible waived

Includes: Screening for gestational diabetes, HPV (Human- Papillomavirus) DNA testing, counseling for sexually
transmitted infections, counseling and screening for human immunodeficiency virus, screening and counseling for
interpersonal and domestic violence, breastfeeding support, supplies and counseling.

Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply.

Routine Digital Rectal Exams / Covered 100%; deductible waived
Prostate Specific Antigen Test
Recommended for males age 40 and over.

Colorectal Cancer Screening Covered 100%; deductible waived
Recommended: For all members age 50 and over.
Frequency schedule applies.
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aetna

City of North Miami
Proposed Effective Date: 01-01-2019
Aetna Health Network Only*™ - Florida

PLAN DESIGN & BENEFITS
PROVIDED BY AETNA HEALTH INC. - FULL RISK

Routine Eye Exams Covered 100%; deductible waived

1 routine exam per 24 months.
Routine Hearing Screening Covered 100%; deductible waived
PHYSICIAN SERVICES IN-NETWORK
Primary Care Physician Visits $15 office visit copay; deductible waived
Includes services of an internist, general physician, family practitioner or pediatrician.
Specialist Office Visits $25 copay; deductible waived
Pre-Natal Maternity Covered 100%; deductible waived
Walk-in Clinics $15 copay; deductible waived

Walk-in Clinics are network, free-standing health care facilities. They are an alternative to a physician's office visit for
treatment of unscheduled, non-emergency ilinesses and injuries and the administration of certain immunizations. It is
not an alternative for emergency room services or the ongoing care provided by a physician. Neither an emergency
room, nor the outpatient department of a hospital, shall be considered a Walk-in Clinic.

Allergy Testing Your cost sharing is based on the type of service and where it is performed

Allergy Injections Your cost sharing is based on the type of service and where it is performed.
Covered 100% when an office visit charge is not applicable.

DIAGNOSTIC PROCEDURES IN-NETWORK

Diagnostic Laboratory Covered 100%; deductible waived

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

Diagnostic X-ray Covered 100%; deductible waived
If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

Diagnostic X-ray for Complex $200 copay; deductible waived

Imaging Services

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

EMERGENCY MEDICAL CARE IN-NETWORK

Urgent Care Provider $35 copay; deductible waived

Non-Urgent Use of Urgent Care Not Covered

Provider

Emergency Room $350 copay; deductible waived

Copay waived if admitted

Non-Emergency Care in an Not Covered

Emergency Room

Emergency Use of Ambulance Covered 100%; after deductible
Non-Emergency Use of Ambulance Not Covered

HOSPITAL CARE IN-NETWORK

Inpatient Coverage $500 copay; deductible waived

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Inpatient Maternity Coverage Covered 100% for Physician maternity services; deductible waived; $500
(includes delivery and postpartum copay for Facility services; deductible aived
care)

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
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aetna

City of North Miami
Proposed Effective Date: 01-01-2019
Aetna Health Network Only*™ - Florida

PLAN DESIGN & BENEFITS
PROVIDED BY AETNA HEALTH INC. - FULL RISK

Outpatient Hospital Covered 100%; after deductible

Your cost sharing applies to all covered benefits incurred during your outpatient visit.
MENTAL HEALTH SERVICES IN-NETWORK

Inpatient $500 copay; deductible waived

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Mental Health Office Visits $25 copay; deductible waived

Your cost sharing applies to all covered benefits incurred during your outpatient visit.
Other Mental Health Services Covered 100%; after deductible
SUBSTANCE ABUSE IN-NETWORK

Inpatient $500 copay; deductible waived

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Residential Treatment Facility Covered 100%; after deductible
Substance Abuse Office Visits $25 copay; after deductible

Your cost sharing applies to all covered benefits incurred during your outpatient visit.
Other Substance Abuse Services Covered 100%; after deductible

OTHER SERVICES IN-NETWORK

Skilled Nursing Facility Covered 100%; after deductible

Limited to 120 days; per calendar year
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Home Health Care Covered 100%; after deductible
Limited to 60 visits; per calendar year
Coverage includes nutritional counseling and services of a medical social worker.
Limited to 3 intermittent visits per day by a participating home health care agency; 1 visit equals a period of 4 hrs or
less.

Hospice Care - Inpatient Covered 100%; deductible waived
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Hospice Care - Outpatient Covered 100%; deductible waived
Your cost sharing applies to all covered benefits incurred during your outpatient visit.

Outpatient Short-Term $15 per visit; deductible waived
Rehabilitation

Limited to 60 visits; per calendar year
Includes speech, physical, occupational therapy

Spinal Manipulation Therapy $15 per visit; deductible waived
Limited to 20 visits; per calendar year
Direct access to participating providers without a referral.

Autism Behavioral Therapy Refer to MBH Outpatient Mental Health
Covered same as any other Outpatient Mental Health benefit

Autism Applied Behavior Analysis  Refer to MBH Outpatient Mental Health Other Services
Covered same as any other Outpatient Mental Health Other Services benefit

Autism Physical Therapy $15 per visit; deductible waived
Autism Occupational Therapy $15 per visit; deductible waived
Autism Speech Therapy $15 per visit; deductible waived
Durable Medical Equipment Covered 100%); after deductible
Prosthetics Covered 100%; after deductible
Diabetic Supplies Pharmacy cost sharing applies if Pharmacy coverage is included; otherwise

PCP office visit cost sharing applies.
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aetna

City of North Miami
Proposed Effective Date: 01-01-2019
Aetna Health Network Only*™ - Florida

PLAN DESIGN & BENEFITS
PROVIDED BY AETNA HEALTH INC. - FULL RISK

Women's Contraceptive drugs and  Covered 100%; deductible waived
devices not obtainable at a

pharmacy

Affordable Care Act mandated Covered 100%; deductible waived
Women's Contraceptives

Infusion Therapy Covered 100%; after deductible

Administered in the home or
physician's office

Infusion Therapy Covered 100%; after deductible
Administered in an outpatient hospital
department or freestanding facility

Transplants $500 copay; deductible waived
Preferred coverage is provided at an IOE contracted facility only.
Bariatric Surgery Not Covered
FAMILY PLANNING IN-NETWORK
Infertility Treatment Your cost sharing is based on the type of service and where it is performed

Diagnosis and treatment of the underlying medical condition only.

Comprehensive Infertility Services  Not Covered
Artificial insemination and ovulation induction

Advanced Reproductive Not Covered

Technology (ART)

In-vitro fertilization (IVF), zygote intrafallopian transfer (ZIFT), gamete intrafallopian transfer (GIFT), cryopreserved
embryo transfers, intracytoplasmic sperm injection (ICSI), or ovum microsurgery
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aetna

City of North Miami
Proposed Effective Date: 01-01-2019
Aetna Health Network Only*™ - Florida

PLAN DESIGN & BENEFITS
PROVIDED BY AETNA HEALTH INC. - FULL RISK

Vasectomy Your cost sharing is based on the type of service and where it is performed
Tubal Ligation Covered 100%; deductible waived

PRESCRIPTION DRUG BENEFITS IN-NETWORK

Pharmacy Plan Type Aetna Value Plus Open Formulary

Preferred Generic Drugs
Retail $10 copay
Mail Order $20 copay

Preferred Brand-Name Drugs
Retail $45 copay
Mail Order $90 copay

Non-Preferred Generic and Brand-Name Drugs
Retail $70 copay
Mail Order  $140 copay

Pharmacy Day Supply and Requirements
Retail Up to a 31 day supply from Aetna National Network
Mail Order A 32-90 day supply from Aetna Rx Home Delivery®.
Value Plus Specialty Up to a 30 day supply
First prescription fill at any retail or specialty pharmacy. Subsequent fills must
be through our preferred specialty pharmacy network.

Plan Includes: Diabetic supplies and Contraceptive drugs and devices obtainable from a pharmacy.

A limited list of over-the-counter medications are covered when filled with a prescription.

Oral chemotherapy drugs covered 100%

Value Plus Pre-certification included

Value Plus Step Therapy included

Seasonal Vaccinations covered 100% in-network

Preventive Vaccinations covered 100% in-network

One transition fill allowed within 90 days of member's effective date

Affordable Care Act mandated female contraceptives and preventive medications covered 100% in-network.

GENERAL PROVISIONS

Dependents Eligibility Spouse, children from birth to age 26 regardless of student status.

Exclusions and Limitations

Health benefits and health insurance plans are offered and/or underwritten by Aetna Health Inc. Each insurer
has sole financial responsibility for its own products.

This material is for information only. Health benefits plans contain exclusions and limitations.

Not all health services are covered. See plan documents for a complete description of benefits, exclusions, limitations
and conditions of coverage. Plan features and availability may vary by location and are subject to change.

You may be responsible for the health care provider's full charges for any non-covered services, including
circumstances where you have exceeded a benefit limit contained in the plan. Providers are independent contractors
and are not our agents. Provider participation may change without notice. We do not provide care or guarantee access
to health services.
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aetna

City of North Miami
Proposed Effective Date: 01-01-2019
Aetna Health Network Only*™ - Florida

PLAN DESIGN & BENEFITS
PROVIDED BY AETNA HEALTH INC. - FULL RISK

The following is a list of services and supplies that are generally not covered. However, your plan documents may
contain exceptions to this list based on state mandates or the plan design or rider(s) purchased by your employer.

« All medical and hospital services not specifically covered in, or which are limited or excluded by your plan documents.
» Cosmetic surgery, including breast reduction.

* Custodial care.

* Dental care and dental x-rays.

« Donor egg retrieval.

» Experimental and investigational procedures, except for coverage for medically necessary routine patient care costs
for members participating in a cancer clinical trial.

* Home births.

» Immunizations for travel or work except where medically necessary or indicated.

» Implantable drugs and certain injectable drugs including injectable infertility drugs.

« Infertility services, including artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT,
ICSI and other related services, unless specifically listed as covered in your plan documents.

« Long-term rehabilitation therapy.

» Non-medically necessary services or supplies.

« Orthotics except diabetic orthotics.

« Outpatient prescription drugs (except for treatment of diabetes), unless covered by a prescription plan rider and over-
the-counter medications (except as provided in a hospital) and supplies.

 Radial keratotomy or related procedures.

* Reversal of sterilization.

* Services for the treatment of sexual dysfunction or inadequacies including therapy, supplies or counseling or
prescription drugs.

* Special duty nursing.

 Therapy or rehabilitation other than those listed as covered.

» Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary
regimens and supplements, appetite suppressants and other medications; food or food supplements, exercise
programs, exercise or other equipment; and other services and supplies that are primarily intended to control weight or
treat obesity, including Morbid Obesity, or for the purpose of weight reduction, regardless of the existence of comorbid
conditions.

Aetna receives rebates from drug manufacturers that may be taken into account in determining Aetna's Preferred Drug
List. Rebates do not reduce the amount a member pays the pharmacy for covered prescriptions. Aetna Rx Home
Delivery and Aetna Specialty Pharmacy refer to Aetna Rx Home Delivery, LLC and Aetna Specialty Pharmacy, LLC,
respectively. Aetna Rx Home Delivery and Aetna Specialty Pharmacy are licensed pharmacy subsidiaries of Aetna
Inc. that operate through mail order. The charges that Aetna negotiates with Aetna Rx Home Delivery and Aetna
Specialty Pharmacy may be higher than the cost they pay for the drugs and the cost of the mail order pharmacy
services they provide. For these purposes, the pharmacies' cost of purchasing drugs takes into account discounts,
credits and other amounts that they may receive from wholesalers, manufacturers, suppliers and distributors.

In case of emergency, call 911 or your local emergency hotline, or go directly to an emergency care facility.
If you require language assistance, please call the Member Services number located on your ID card, and you

will be connected with the language line if needed; or you may dial direct at 1-888-982-3862 (140 languages are
available. You must ask for an interpreter). TDD 1-800-628-3323 (hearing impaired only).
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Si requiere la asistencia de un representante que hable su idioma, por favor llame al nUmero de Servicios al
Miembro que aparece en su tarjeta de identificacion y se le comunicara con la linea de idiomas si es
necesario; de lo contrario, puede llamar directamente al 1-888-982-3862 (140 idiomas disponibles. Debe pedir
un intérprete). TDD-1-800-628-3323 (s6lo para las personas con impedimentos auditivos).

Plan features and availability may vary by location and group size.

For more information about Aetna plans, refer to www.aetna.com. While this material is believed to be accurate as of
the production date, it is subject to change.

© 2014 Aetna Inc.
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PLAN FEATURES IN-NETWORK

Deductible $2,500 Individual
(per calendar year)

$5,000 Family
Unless otherwise indicated, the deductible must be met prior to benefits being payable.
Member cost sharing for certain services, as indicated in the plan, are excluded from charges to meet the Deductible.
Pharmacy expenses do not apply towards the Deductible.
The family Deductible is a cumulative Deductible for all family members. The family Deductible can be met by a
combination of family members; however, no single individual within the family will be subject to more than the
individual Deductible amount.

Out-of-Pocket Maximum $5,000 Individual
(per calendar year)
$10,000 Family
In-network expenses include coinsurance/copays and deductibles.
Pharmacy expenses apply towards the Out-of-Pocket-Maximum.
The family Out-of-Pocket Maximum is a cumulative Out-of-Pocket Maximum for all family members. The family Out-of-
Pocket Maximum can be met by a combination of family members; however no single individual within the family will be
subject to more than the individual Out-of-Pocket Maximum amount.

Lifetime Maximum Unlimited except where otherwise indicated.
Primary Care Physician Selection Optional

Referral Requirement None

PREVENTIVE CARE IN-NETWORK

Routine Adult Physical Exams/ Covered 100%; deductible waived

Immunizations
1 exam every 12 months for members age 22 and older.

Routine Well Child Covered 100%; deductible waived
Exams/Immunizations
(Age and frequency schedules apply)

Routine Gynecological Care Covered 100%; deductible waived
Exams

1 exam per 12 months

Includes routine tests and related lab fees.

Routine Mammograms Covered 100%; deductible waived
Recommended: One baseline mammogram for females age 35 - 39; and one annual mammogram for females age 40
and over.

Women's Health Covered 100%; deductible waived

Includes: Screening for gestational diabetes, HPV (Human- Papillomavirus) DNA testing, counseling for sexually
transmitted infections, counseling and screening for human immunodeficiency virus, screening and counseling for
interpersonal and domestic violence, breastfeeding support, supplies and counseling.

Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply.

Routine Digital Rectal Exams / Covered 100%; deductible waived
Prostate Specific Antigen Test
Recommended for males age 40 and over.

Colorectal Cancer Screening Covered 100%; deductible waived
Recommended: For all members age 50 and over.
Frequency schedule applies.

September 2018 Page 1



aetna

City of North Miami
Proposed Effective Date: 01-01-2019
Aetna Health Network Only*™ - Florida

PLAN DESIGN & BENEFITS
PROVIDED BY AETNA HEALTH INC. - FULL RISK

Routine Eye Exams Covered 100%; deductible waived

1 routine exam per 24 months.
Routine Hearing Screening Covered 100%; deductible waived
PHYSICIAN SERVICES IN-NETWORK
Primary Care Physician Visits $25 office visit copay; deductible waived
Includes services of an internist, general physician, family practitioner or pediatrician.
Specialist Office Visits $45 copay; deductible waived
Pre-Natal Maternity Covered 100%; deductible waived
Walk-in Clinics $25 copay; deductible waived

Walk-in Clinics are network, free-standing health care facilities. They are an alternative to a physician's office visit for
treatment of unscheduled, non-emergency ilinesses and injuries and the administration of certain immunizations. It is
not an alternative for emergency room services or the ongoing care provided by a physician. Neither an emergency
room, nor the outpatient department of a hospital, shall be considered a Walk-in Clinic.

Allergy Testing Your cost sharing is based on the type of service and where it is performed

Allergy Injections Your cost sharing is based on the type of service and where it is performed.
Covered 100% when an office visit charge is not applicable.

DIAGNOSTIC PROCEDURES IN-NETWORK

Diagnostic Laboratory Covered 100%; deductible waived

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

Diagnostic X-ray Covered 100%; deductible waived
If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

Diagnostic X-ray for Complex 10%; after deductible

Imaging Services

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

EMERGENCY MEDICAL CARE IN-NETWORK

Urgent Care Provider $75 copay; deductible waived
Non-Urgent Use of Urgent Care Not Covered

Provider

Emergency Room $350 copay; deductible waived

Copay waived if admitted

Non-Emergency Care in an Not Covered

Emergency Room

Emergency Use of Ambulance 10%; after deductible

Non-Emergency Use of Ambulance Not Covered

HOSPITAL CARE IN-NETWORK

Inpatient Coverage 10%; after deductible

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Inpatient Maternity Coverage Covered 100% for Physician maternity services; after deductible; 10% for
(includes delivery and postpartum Facility services; after deductible

care)

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
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Outpatient Hospital 10%; after deductible

Your cost sharing applies to all covered benefits incurred during your outpatient visit.
MENTAL HEALTH SERVICES IN-NETWORK

Inpatient 10%; after deductible

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Mental Health Office Visits $45 copay; deductible waived

Your cost sharing applies to all covered benefits incurred during your outpatient visit.
Other Mental Health Services Covered 100%; deductible waived
SUBSTANCE ABUSE IN-NETWORK

Inpatient 10%; after deductible

Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Residential Treatment Facility 10%; after deductible

Substance Abuse Office Visits $45 copay; deductible waived

Your cost sharing applies to all covered benefits incurred during your outpatient visit.
Other Substance Abuse Services Covered 100%; deductible waived

OTHER SERVICES IN-NETWORK

Skilled Nursing Facility 10%; after deductible

Limited to 120 days; per calendar year
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Home Health Care 10%; after deductible
Limited to 60 visits; per calendar year
Coverage includes nutritional counseling and services of a medical social worker.
Limited to 3 intermittent visits per day by a participating home health care agency; 1 visit equals a period of 4 hrs or
less.

Hospice Care - Inpatient 10%; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Hospice Care - Outpatient 10%; after deductible
Your cost sharing applies to all covered benefits incurred during your outpatient visit.

Outpatient Short-Term $25 per visit; deductible waived
Rehabilitation

Limited to 36 visits; per calendar year
Includes speech, physical, occupational therapy

Spinal Manipulation Therapy $25 per visit; deductible waived
Limited to 20 visits; per calendar year
Direct access to participating providers without a referral.

Autism Behavioral Therapy Refer to MBH Outpatient Mental Health
Covered same as any other Outpatient Mental Health benefit

Autism Applied Behavior Analysis  Refer to MBH Outpatient Mental Health Other Services
Covered same as any other Outpatient Mental Health Other Services benefit

Autism Physical Therapy $25 per visit; deductible waived

Autism Occupational Therapy $25 per visit; deductible waived

Autism Speech Therapy $25 per visit; deductible waived

Durable Medical Equipment 10%; after deductible

Prosthetics 10%; after deductible

Diabetic Supplies Pharmacy cost sharing applies if Pharmacy coverage is included; otherwise

PCP office visit cost sharing applies.
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Women's Contraceptive drugs and  Covered 100%; deductible waived
devices not obtainable at a

pharmacy

Affordable Care Act mandated Covered 100%; deductible waived
Women's Contraceptives

Infusion Therapy 10%; after deductible

Administered in the home or
physician's office

Infusion Therapy 10%; after deductible
Administered in an outpatient hospital
department or freestanding facility

Transplants 10%; after deductible
Preferred coverage is provided at an IOE contracted facility only.
Bariatric Surgery Not Covered
FAMILY PLANNING IN-NETWORK
Infertility Treatment Your cost sharing is based on the type of service and where it is performed

Diagnosis and treatment of the underlying medical condition only.

Comprehensive Infertility Services  Not Covered
Artificial insemination and ovulation induction

Advanced Reproductive Not Covered

Technology (ART)

In-vitro fertilization (IVF), zygote intrafallopian transfer (ZIFT), gamete intrafallopian transfer (GIFT), cryopreserved
embryo transfers, intracytoplasmic sperm injection (ICSI), or ovum microsurgery
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Vasectomy Your cost sharing is based on the type of service and where it is performed
Tubal Ligation Covered 100%; deductible waived

PRESCRIPTION DRUG BENEFITS IN-NETWORK

Pharmacy Plan Type Aetna Value Plus Open Formulary

Preferred Generic Drugs
Retail $10 copay
Mail Order $20 copay

Preferred Brand-Name Drugs
Retail $45 copay
Mail Order $90 copay

Non-Preferred Generic and Brand-Name Drugs
Retail $70 copay
Mail Order $140 copay

Pharmacy Day Supply and Requirements
Retail Up to a 30 day supply from Aetna National Network
Mail Order A 31-90 day supply from Aetna Rx Home Delivery®.
Value Plus Specialty Up to a 30 day supply
First prescription fill at any retail or specialty pharmacy. Subsequent fills must
be through our preferred specialty pharmacy network.

Plan Includes: Diabetic supplies and Contraceptive drugs and devices obtainable from a pharmacy.

A limited list of over-the-counter medications are covered when filled with a prescription.

Oral chemotherapy drugs covered 100%

Value Plus Pre-certification included

Value Plus Step Therapy included

Seasonal Vaccinations covered 100% in-network

Preventive Vaccinations covered 100% in-network

One transition fill allowed within 90 days of member's effective date

Affordable Care Act mandated female contraceptives and preventive medications covered 100% in-network.

GENERAL PROVISIONS

Dependents Eligibility Spouse, children from birth to age 26 regardless of student status.

Exclusions and Limitations

Health benefits and health insurance plans are offered and/or underwritten by Aetna Health Inc. Each insurer
has sole financial responsibility for its own products.

This material is for information only. Health benefits plans contain exclusions and limitations.

Not all health services are covered. See plan documents for a complete description of benefits, exclusions, limitations
and conditions of coverage. Plan features and availability may vary by location and are subject to change.

You may be responsible for the health care provider's full charges for any non-covered services, including
circumstances where you have exceeded a benefit limit contained in the plan. Providers are independent contractors
and are not our agents. Provider participation may change without notice. We do not provide care or guarantee access
to health services.
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The following is a list of services and supplies that are generally not covered. However, your plan documents may
contain exceptions to this list based on state mandates or the plan design or rider(s) purchased by your employer.

« All medical and hospital services not specifically covered in, or which are limited or excluded by your plan documents.
» Cosmetic surgery, including breast reduction.

* Custodial care.

* Dental care and dental x-rays.

« Donor egg retrieval.

» Experimental and investigational procedures, except for coverage for medically necessary routine patient care costs
for members participating in a cancer clinical trial.

* Home births.

» Immunizations for travel or work except where medically necessary or indicated.

» Implantable drugs and certain injectable drugs including injectable infertility drugs.

« Infertility services, including artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT,
ICSI and other related services, unless specifically listed as covered in your plan documents.

« Long-term rehabilitation therapy.

» Non-medically necessary services or supplies.

« Orthotics except diabetic orthotics.

» Outpatient prescription drugs (except for treatment of diabetes), unless covered by a prescription plan rider and over-
the-counter medications (except as provided in a hospital) and supplies.

 Radial keratotomy or related procedures.

* Reversal of sterilization.

* Services for the treatment of sexual dysfunction or inadequacies including therapy, supplies or counseling or
prescription drugs.

* Special duty nursing.

 Therapy or rehabilitation other than those listed as covered.

» Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary
regimens and supplements, appetite suppressants and other medications; food or food supplements, exercise
programs, exercise or other equipment; and other services and supplies that are primarily intended to control weight or
treat obesity, including Morbid Obesity, or for the purpose of weight reduction, regardless of the existence of comorbid
conditions.

Aetna receives rebates from drug manufacturers that may be taken into account in determining Aetna's Preferred Drug
List. Rebates do not reduce the amount a member pays the pharmacy for covered prescriptions. Aetna Rx Home
Delivery and Aetna Specialty Pharmacy refer to Aetna Rx Home Delivery, LLC and Aetna Specialty Pharmacy, LLC,
respectively. Aetna Rx Home Delivery and Aetna Specialty Pharmacy are licensed pharmacy subsidiaries of Aetna
Inc. that operate through mail order. The charges that Aetna negotiates with Aetna Rx Home Delivery and Aetna
Specialty Pharmacy may be higher than the cost they pay for the drugs and the cost of the mail order pharmacy
services they provide. For these purposes, the pharmacies' cost of purchasing drugs takes into account discounts,
credits and other amounts that they may receive from wholesalers, manufacturers, suppliers and distributors.

In case of emergency, call 911 or your local emergency hotline, or go directly to an emergency care facility.
If you require language assistance, please call the Member Services number located on your ID card, and you

will be connected with the language line if needed; or you may dial direct at 1-888-982-3862 (140 languages are
available. You must ask for an interpreter). TDD 1-800-628-3323 (hearing impaired only).
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Si requiere la asistencia de un representante que hable su idioma, por favor llame al nUmero de Servicios al
Miembro que aparece en su tarjeta de identificacion y se le comunicara con la linea de idiomas si es
necesario; de lo contrario, puede llamar directamente al 1-888-982-3862 (140 idiomas disponibles. Debe pedir
un intérprete). TDD-1-800-628-3323 (s6lo para las personas con impedimentos auditivos).

Plan features and availability may vary by location and group size.

For more information about Aetna plans, refer to www.aetna.com. While this material is believed to be accurate as of
the production date, it is subject to change.

© 2014 Aetna Inc.
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PLAN FEATURES IN-NETWORK OUT-OF-NETWORK

Deductible $1,500 Individual $2,500 Individual
(per calendar year)

$3,000 Family $5,000 Family
Unless otherwise indicated, the deductible must be met prior to benefits being payable.
Applicable covered expenses accumulate separately toward the in-network and out-of-network providers Deductible.
Member cost sharing for certain services, as indicated in the plan, are excluded from charges to meet the Deductible.
Pharmacy expenses do not apply towards the Deductible.
The family Deductible is a cumulative Deductible for all family members. The family Deductible can be met by a
combination of family members; however, no single individual within the family will be subject to more than the
individual Deductible amount.

Out-of-Pocket Maximum $2,000 Individual $5,000 Individual
(per calendar year)
$4,000 Family $10,000 Family
All applicable covered expenses accumulate separately toward the in-network and out-of-network Out-of-Pocket-
Maximum.
In-network expenses include coinsurance/copays and deductibles.
Out-of-network expenses include coinsurance and deductible. Penalty amounts do not apply.
Pharmacy expenses apply towards the Out-of-Pocket-Maximum.
The family Out-of-Pocket Maximum is a cumulative Out-of-Pocket Maximum for all family members. The family Out-of-
Pocket Maximum can be met by a combination of family members; however no single individual within the family will be
subject to more than the individual Out-of-Pocket Maximum amount.

Lifetime Maximum Unlimited except where otherwise Unlimited except where otherwise
indicated. indicated.

Benefit Limitations -- For any service or supply that is subject to a maximum visit, day, or dollar limitation, such
services or supplies accumulate toward both the participating provider and non-participating provider benefit limits
under this plan.

Payment for Non-Preferred Care** Not Applicable Professional: 105% of Medicare
Facility: 140% of Medicare
Primary Care Physician Selection Optional Not Applicable

Precertification Requirement Certain non-participating providers/participating provider self referred services require
precertification or benefits will be reduced. Refer to your plan documents for a complete list of services that require
precertification.

Referral Requirement None None
PREVENTIVE CARE IN-NETWORK OUT-OF-NETWORK
Routine Adult Physical Exams/ Covered 100%; deductible waived Not Covered

Immunizations
1 exam every 12 months for members age 22 and older.

Routine Well Child Covered 100%; deductible waived 30%:; deductible waived
Exams/Immunizations
(Age and frequency schedules apply)

Routine Gynecological Care Covered 100%; deductible waived Not Covered
Exams

1 exam per 12 months

Includes routine tests and related lab fees.

Routine Mammograms Covered 100%; deductible waived 30%; after deductible
Recommended: One baseline mammogram for females age 35 - 39; and one annual mammogram for females age 40
and over.
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Women's Health

Covered 100%; deductible waived

Covered according to standard claim
practice.

Includes: Screening for gestational diabetes, HPV (Human- Papillomavirus) DNA testing, counseling for sexually
transmitted infections, counseling and screening for human immunodeficiency virus, screening and counseling for
interpersonal and domestic violence, breastfeeding support, supplies and counseling.

Contraceptive methods, sterilization procedures, patient education and counseling. Limitations may apply.

Routine Digital Rectal Exams /
Prostate Specific Antigen Test

Covered 100%; deductible waived

Recommended for males age 40 and over.

Not Covered

Colorectal Cancer Screening

Covered 100%; deductible waived

Recommended: For all members age 50 and over.

Frequency schedule applies.

Not Covered

Routine Eye Exams

Covered 100%; deductible waived
1 routine exam per 24 months.

30%; after deductible
1 routine exam per 24 months.

Routine Hearing Screening

Covered 100%; deductible waived

Not Covered

PHYSICIAN SERVICES

IN-NETWORK

OUT-OF-NETWORK

Primary Care Physician Visits

$15 office visit copay; deductible
waived

30%; after deductible

Includes services of an internist, general physician, family practitioner or pediatrician.

Specialist Office Visits

$30 copay; deductible waived

30%:; after deductible

Pre-Natal Maternity

Covered 100%; deductible waived

30%; after deductible

Walk-in Clinics

$15 copay; deductible waived

30%:; after deductible

Walk-in Clinics are network, free-standing health care facilities. They are an alternative to a physician's office visit for
treatment of unscheduled, non-emergency ilinesses and injuries and the administration of certain immunizations. It is
not an alternative for emergency room services or the ongoing care provided by a physician. Neither an emergency
room, nor the outpatient department of a hospital, shall be considered a Walk-in Clinic.

Allergy Testing

Your cost sharing is based on the
type of service and where it is
performed

Your cost sharing is based on the
type of service and where it is
performed

Allergy Injections

Your cost sharing is based on the
type of service and where it is

performed. Covered 100% when an
office visit charge is not applicable.

Your cost sharing is based on the
type of service and where it is
performed

DIAGNOSTIC PROCEDURES

IN-NETWORK

OUT-OF-NETWORK

Diagnostic Laboratory

Covered 100%; deductible waived

30%; after deductible

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

Diagnostic X-ray

Covered 100%:; deductible waived

30%:; after deductible

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.

Diagnostic X-ray for Complex
Imaging Services

$250 copay; deductible waived

30%; after deductible

If performed as a part of a physician office visit and billed by the physician, expenses are covered subject to the
applicable physician's office visit member cost sharing.
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EMERGENCY MEDICAL CARE IN-NETWORK OUT-OF-NETWORK

Urgent Care Provider $35 copay; deductible waived 30%; after deductible

Non-Urgent Use of Urgent Care Not Covered Not Covered

Provider

Emergency Room $150 copay; deductible waived Refer to participating provider benefit.
Copay waived if admitted

Non-Emergency Care in an Not Covered Not Covered

Emergency Room

Emergency Use of Ambulance Covered 100%; after deductible Refer to participating provider benefit.
Non-Emergency Use of Ambulance Not Covered Not Covered

HOSPITAL CARE IN-NETWORK OUT-OF-NETWORK

Inpatient Coverage $500 copay; after deductible 30% per admission; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Inpatient Maternity Coverage Covered 100% for Physician 30% for Physician Maternity Services;
(includes delivery and postpartum maternity services; deductible after deductible; 30% for Facility
care) waived; $500 copay for Facility Services; after deductible

Services; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Outpatient Hospital Covered 100%; after deductible 30%; after deductible

Your cost sharing applies to all covered benefits incurred during your outpatient visit.

MENTAL HEALTH SERVICES IN-NETWORK OUT-OF-NETWORK

Inpatient $500 copay; after deductible 30% per admission; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Mental Health Office Visits $30 copay; deductible waived 30% per visit; after deductible

Your cost sharing applies to all covered benefits incurred during your outpatient visit.

Other Mental Health Services Covered 100%; after deductible 30%; after deductible
SUBSTANCE ABUSE IN-NETWORK OUT-OF-NETWORK

Inpatient $500 copay; after deductible 30% per admission; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Residential Treatment Facility $500 copay; after deductible 30% per admission; after deductible
Substance Abuse Office Visits $30 copay; deductible waived 30% per visit; after deductible

Your cost sharing applies to all covered benefits incurred during your outpatient visit.

Other Substance Abuse Services Covered 100%; after deductible 30%; after deductible

OTHER SERVICES IN-NETWORK OUT-OF-NETWORK

Skilled Nursing Facility $500 copay; after deductible 30% per admission; after deductible

Limited to 60 days; per calendar year  Limited to 60 days; per calendar year
Your cost sharing applies to all covered benefits incurred during your inpatient stay.

Home Health Care Covered 100%; after deductible 30%; after deductible

Limited to 60 visits; per calendar year Limited to 60 visits; per calendar year
Coverage includes nutritional counseling and services of a medical social worker.
Limited to 3 intermittent visits per day by a participating home health care agency; 1 visit equals a period of 4 hrs or
less.

Hospice Care - Inpatient Covered 100%; deductible waived 30% per admission; after deductible
Your cost sharing applies to all covered benefits incurred during your inpatient stay.
Hospice Care - Outpatient Covered 100%; deductible waived 30% per visit; after deductible

Your cost sharing applies to all covered benefits incurred during your outpatient visit.
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Outpatient Short-Term
Rehabilitation

$15 per visit; deductible waived

Limited to 60 visits; per calendar year

Includes speech, physical, occupational therapy

30% per visit; after deductible

Limited to 30 visits; per calendar year

Spinal Manipulation Therapy

$15 per visit; deductible waived

Limited to 20 visits; per calendar year

Direct access to participating providers without a referral.

30%; after deductible
Limited to 20 visits; per calendar year

Autism Behavioral Therapy

Refer to MBH Outpatient Mental
Health

Covered same as any other Outpatient Mental Health benefit

Refer to MBH Outpatient Mental
Health

Autism Applied Behavior Analysis

Refer to MBH Outpatient Mental
Health Other Services

Covered same as any other Outpatient Mental Health Other Services benefit

Refer to MBH Outpatient Mental
Health Other Services

Autism Physical Therapy

$15 per visit; deductible waived

30%:; after deductible

Autism Occupational Therapy

$15 per visit; deductible waived

30%; after deductible

Autism Speech Therapy

$15 per visit; deductible waived

30%:; after deductible

Durable Medical Equipment

Covered 100%; after deductible

30%; after deductible (must precertify
if over $1,500)

Prosthetics

Covered 100%; after deductible

30%; after deductible

Diabetic Supplies

Pharmacy cost sharing applies if
Pharmacy coverage is included;
otherwise PCP office visit cost
sharing applies.

Pharmacy cost sharing applies if
Pharmacy coverage is included;
otherwise PCP office visit cost
sharing applies.

Women's Contraceptive drugs and
devices not obtainable at a
pharmacy

Covered 100%; deductible waived

Covered same as any other medical
expense.

Affordable Care Act mandated
Women's Contraceptives

Covered 100%; deductible waived

Covered same as any other expense.

Infusion Therapy
Administered in the home or
physician's office

Covered 100%; after deductible

30%; after deductible

Infusion Therapy
Administered in an outpatient hospital
department or freestanding facility

Covered 100%; after deductible

30%:; after deductible

Transplants

$500 copay; after deductible
Preferred coverage is provided at an
IOE contracted facility only.

30% per admission; after deductible
Non-Preferred coverage is provided
at a Non-IOE facility.

Bariatric Surgery

Not Covered

Not Covered

FAMILY PLANNING

IN-NETWORK

OUT-OF-NETWORK

Infertility Treatment

Your cost sharing is based on the
type of service and where it is
performed

Diagnosis and treatment of the underlying medical condition only.

Your cost sharing is based on the
type of service and where it is
performed

Comprehensive Infertility Services

Not Covered

Artificial insemination and ovulation induction
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Advanced Reproductive
Technology (ART)

Not Covered

Not Covered

In-vitro fertilization (IVF), zygote intrafallopian transfer (ZIFT), gamete intrafallopian transfer (GIFT), cryopreserved

embryo transfers, intracytoplasmic sperm injection (ICSI), or ovum microsurgery

Vasectomy

Your cost sharing is based on the
type of service and where it is
performed

Your cost sharing is based on the
type of service and where it is
performed

Tubal Ligation

Covered 100%; deductible waived

Your cost sharing is based on the
type of service and where it is
performed

PRESCRIPTION DRUG BENEFITS IN-NETWORK OUT-OF-NETWORK
Pharmacy Plan Type Aetna Value Plus Open Formulary
Preferred Generic Drugs
Retail $10 copay $10 copay
Mail Order $25 copay Not Applicable
Preferred Brand-Name Drugs
Retail $30 copay $30 copay
Mail Order $75 copay Not Applicable
Non-Preferred Generic and Brand-Name Drugs
Retail $50 copay $50 copay
Mail Order $125 copay Not Applicable
Pharmacy Day Supply and Requirements
Retail Up to a 31 day supply from Aetna National Network
Mail Order A 32-90 day supply from Aetna Rx Home Delivery®.

Value Plus Specialty

Up to a 30 day supply

First prescription fill at any retail or specialty pharmacy. Subsequent fills must
be through our preferred specialty pharmacy network.

Plan Includes: Diabetic supplies and Contraceptive drugs and devices obtainable from a pharmacy.
A limited list of over-the-counter medications are covered when filled with a prescription.
Oral chemotherapy drugs covered 100%

Value Plus Pre-certification included
Value Plus Step Therapy included

Seasonal Vaccinations covered 100% in-network

Preventive Vaccinations covered 100% in-network

One transition fill allowed within 90 days of member's effective date
Affordable Care Act mandated female contraceptives and preventive medications covered 100% in-network.

GENERAL PROVISIONS

Dependents Eligibility

Spouse, children from birth to age 26 regardless of student status.

**\We cover the cost of services based on whether doctors are "in network” or "out of network." We want to help you
understand how much we pay for your out-of-network care. At the same time, we want to make it clear how much more
you will need to pay for this "out-of-network" care.

You may choose a provider (doctor or hospital) in our network. You may choose to visit an out-of-network provider. If
you choose a doctor who is out of network, your health plan may pay some of that doctor's bill. Most of the time, you
will pay a lot more money out of your own pocket if you choose to use an out-of-network doctor or hospital.
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When you choose out-of-network care, we limit the amount it will pay. This limit is called the "recognized" or "allowed"
amount.

* For doctors and other professionals the amount is based on what Medicare pays for these services. The government
sets the Medicare rate. Exactly how much we "recognize" depends on the plan you or your employer picks.

* For hospitals and other facilities, the amount is based on what Medicare pays for these services. The government
sets the Medicare rate. Exactly how much we "recognize" depends on the plan you or your employer picks.

Your doctor sets his or her own rate to charge you. It may be higher -- sometimes much higher -- than what your plan
"recognizes." Your doctor may bill you for the dollar amount that we don't "recognize.” You must also pay any
copayments, coinsurance and deductibles under your plan. No dollar amount above the "recognized charge" counts
toward your deductible or out-of-pocket maximums. To learn more about how we pay out-of-network benefits visit our
website.

You can avoid these extra costs by getting your care from Aetna's broad network of health care providers. Go to
www.aetna.com and click on "Find a Doctor" on the left side of the page. If you are already a member, sign on to your
Navigator member site.

This applies when you choose to get care out of network. When you have no choice (for example: emergency room
visit after a car accident, or for other emergency services), we will pay the bill as if you got care in network. You pay
cost sharing and deductibles for your in-network level of benefits. Contact us if your provider asks you to pay more.
You are not responsible for any outstanding balance billed by your providers for emergency services beyond your cost
sharing and deductibles.

This way of paying out-of-network doctors and hospitals applies when you choose to get care out of network. When
you have no choice (for example: emergency room visit after a car accident), we will pay the bill as if you got care in
network. You pay your plan's copayments, coinsurance and deductibles for your in-network level of benefits. Contact
us if your provider asks you to pay more. You are not responsible for any outstanding balance billed by your providers
for emergency services beyond your copayments, coinsurance and deductibles.

Exclusions and Limitations

Health benefits and health insurance plans are offered and/or underwritten by Aetna Health Inc. Each insurer
has sole financial responsibility for its own products.

This material is for information only. Health benefits and health insurance plans contain exclusions and limitations.

Not all health services are covered. See plan documents for a complete description of benefits, exclusions, limitations
and conditions of coverage. Plan features and availability may vary by location and are subject to change.

You may be responsible for the health care provider's full charges for any non-covered services, including
circumstances where you have exceeded a benefit limit contained in the plan. Providers are independent contractors
and are not our agents. Provider participation may change without notice. We do not provide care or guarantee access
to health services.

The following is a list of services and supplies that are generally not covered. However, your plan documents may
contain exceptions to this list based on state mandates or the plan design or rider(s) purchased by your employer.

« All medical and hospital services not specifically covered in, or which are limited or excluded by your plan documents.
» Cosmetic surgery, including breast reduction.

* Custodial care.

* Dental care and dental x-rays.

« Donor egg retrieval.

* Durable medical equipment.
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» Experimental and investigational procedures, except for coverage for medically necessary routine patient care costs
for members participating in a cancer clinical trial.

* Hearing aids.

* Home births.

» Immunizations for travel or work except where medically necessary or indicated.

 Implantable drugs and certain injectable drugs including injectable infertility drugs.

« Infertility services, including artificial insemination and advanced reproductive technologies such as IVF, ZIFT, GIFT,
ICSI and other related services, unless specifically listed as covered in your plan documents.

* Long-term rehabilitation therapy.

» Non-medically necessary services or supplies.

* Orthotics except diabetic orthotics.

« Outpatient prescription drugs (except for treatment of diabetes), unless covered by a prescription plan rider and over-
the-counter medications (except as provided in a hospital) and supplies.

 Radial keratotomy or related procedures.

* Reversal of sterilization.

« Services for the treatment of sexual dysfunction or inadequacies including therapy, supplies or counseling or
prescription drugs.

* Special duty nursing.

* Therapy or rehabilitation other than those listed as covered.

* Treatment of behavioral disorders.

» Weight control services including surgical procedures, medical treatments, weight control/loss programs, dietary
regimens and supplements, appetite suppressants and other medications; food or food supplements, exercise
programs, exercise or other equipment; and other services and supplies that are primarily intended to control weight or
treat obesity, including Morbid Obesity, or for the purpose of weight reduction, regardless of the existence of comorbid
conditions.

Aetna receives rebates from drug manufacturers that may be taken into account in determining Aetna's Preferred Drug
List. Rebates do not reduce the amount a member pays the pharmacy for covered prescriptions. Aetna Rx Home
Delivery and Aetna Specialty Pharmacy refer to Aetna Rx Home Delivery, LLC and Aetna Specialty Pharmacy, LLC,
respectively. Aetna Rx Home Delivery and Aetna Specialty Pharmacy are licensed pharmacy subsidiaries of Aetna
Inc. that operate through mail order. The charges that Aetna negotiates with Aetna Rx Home Delivery and Aetna
Specialty Pharmacy may be higher than the cost they pay for the drugs and the cost of the mail order pharmacy
services they provide. For these purposes, the pharmacies' cost of purchasing drugs takes into account discounts,
credits and other amounts that they may receive from wholesalers, manufacturers, suppliers and distributors.

In case of emergency, call 911 or your local emergency hotline, or go directly to an emergency care facility.

If you require language assistance, please call the Member Services number located on your ID card, and you
will be connected with the language line if needed; or you may dial direct at 1-888-982-3862 (140 languages are
available. You must ask for an interpreter). TDD 1-800-628-3323 (hearing impaired only).

Si requiere la asistencia de un representante que hable su idioma, por favor llame al nUmero de Servicios al
Miembro que aparece en su tarjeta de identificacion y se le comunicara con la linea de idiomas si es
necesario; de lo contrario, puede llamar directamente al 1-888-982-3862 (140 idiomas disponibles. Debe pedir
un intérprete). TDD-1-800-628-3323 (s6lo para las personas con impedimentos auditivos).

Plan features and availability may vary by location and group size.
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For more information about Aetna plans, refer to www.aetha.com. While this material is believed to be accurate as of
the production date, it is subject to change.

© 2014 Aetna Inc.
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