2025

Oregon Individual Medical Policy

Moda Health Affinity Bronze 7500 — Zero plan
(This plan is not compatible with an HSA)

IMPORTANT:
Only in-network services are covered.
Services out-of-network are not covered.

This policy was purchased on the Marketplace, and is authorized by the signature of
Moda Health’s representative.

S

Scott Loftin
Senior Vice President

The subscriber may return this policy to Moda Health within 10 days of its delivery and
get a refund of the premium paid. If you do this, the policy will be canceled from the
beginning. It will be as if no policy had been issued.
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Moda Health renews this individual policy on January 1 each year. Renewal may include benefit
and rate changes. Rates may also change when your family composition changes or the
subscriber moves into a different rating area. In this case, new rates are effective on the first day

of the following month.

Individual policies and other services are available at www.modahealth.com.
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SECTION1. WELCOME TO MODA HEALTH

We are pleased to provide your individual health coverage through the Moda Health Bronze 7500
Plan. Note: This plan does not meet the requirements to be used with an HSA. This policy will
give you important information about your policy’s benefits, limitations and procedures.

If you have questions, call one of the numbers listed in section 2.1 or use the tools and resources
on your Member Dashboard at www.modahealth.com. You can use it 24 hours a day, 7 days a
week to get your policy information whenever it is convenient.

This policy is a description of your individual health coverage. This policy may be changed or
replaced without the agreement of any member other than the subscriber. You can find the most
current policy on your Member Dashboard. All Plan provisions are governed by this policy
between the subscriber and Moda Health.

We may monitor telephone conversations and email communications you have with us. We will
only do this when Moda Health determines there is a legitimate business purpose to do so.

IMPORTANT NOTE: IF CHILD ONLY COVERAGE
If this is a child only policy, all references in this policy to dependents, including a spouse,
domestic partner or children, are considered deleted. Siblings of the subscriber are eligible.

This policy is not a Medicare Supplement policy. If you are eligible for Medicare, review the Guide
to Health Insurance for People with Medicare. You can get this from CMS on medicare.gov.

Insurance products provided by Moda Health Plan, Inc.
Portland, Oregon

WELCOME TO MODA HEALTH 1
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SECTION 2. MEMBER RESOURCES

2.1 CONTACT INFORMATION

Moda Health Website (log in to your Member Dashboard)
www.modahealth.com
Some of the things you can do on your Member Dashboard are:
+ Find an in-network provider with Find Care
- Get medication cost estimates and benefit tiers using our Prescription Price Check tool
and formulary
- See if a service or supply you need must be prior authorized (Referral and Authorization
link under Resources)

Medical Customer Service Department
888-393-2940
En espafiol 888-786-7461

Behavioral Health Customer Service Department
800-799-9391

Disease Management and Health Coaching
800-913-4957

Hearing Services preferred vendor
TruHearing
866-202-2178

Virtual Care preferred vendor
CirrusMD
Modahealth.com/cirrusmd

Pharmacy Customer Service Department
844-235-8015

Appeals Department

601 SW 2" Ave., Portland, OR 97204

Fax 503-412-4003
OregonExternalReview@modahealth.com

Telecommunications Relay Service for the hearing impaired
711

Moda Health

P.O. Box 40384

Portland, Oregon 97240

Health Insurance Marketplace (the Marketplace)
800-318-2596
www.healthcare.gov

MEMBER RESOURCES 2
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2.2 MEeMBER ID CARD

After you enroll, we will send you ID (identification) cards that show your ID number and your
provider network. Show your card each time you receive services, so your provider will know you
are a Moda Health member. If you lose your ID card, you can get a new one through your Member
Dashboard or by calling Customer Service.

2.3 NETWORKS

This policy pays benefits only for services provided in the networks shown below. Network
Information (Section 5) explains how networks work. These are the networks for your Plan:

Medical Network
Affinity

Pharmacy Network
Navitus

Travel Network

Aetna® PPO
2.4 CARE COORDINATION
24.1 Care Coordination

When you have a complex and/or catastrophic medical situation, our Care Coordinators and Case
Managers will work directly with you and your professional providers to coordinate your
healthcare needs. Care Coordinators and Case Managers are nurses or behavioral health
clinicians. They will coordinate access to a wide range of services spanning all levels of care.
Coordinating your care helps you get the right services at the right time.

24.2 Disease Management & Health Coaching

If you are living with a chronic disease or medical condition, we want to help you improve your
health status, quality of life and productivity. Working with a Health Coach can help you follow
the medical care plan your professional provider recommends. Health Coaches provide
education and support to help you identify your healthcare goals, self-manage your disease and
prevent the development or progression of complications. Contact Disease Management and
Health Coaching for more information.

243 Behavioral Health

Moda Behavioral Health provides specialty services for managing mental health and substance
use disorder benefits. We can help you access effective care in the right place and contain costs.
Behavioral Health Customer Service can help you find in-network providers and understand your
mental health and substance use disorder benefits.

MEMBER RESOURCES 3
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2.5 OTHER RESOURCES
You can find other general information about the policy in Section 12.

See Section 13 for information about additional services, programs and tools to support your

physical, mental and emotional health. These resources are not part of the Plan, and they are not
insurance.

MEMBER RESOURCES 4
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SECTION 3.

SCHEDULE OF BENEFITS

Look through this section for a quick summary of the policy’s benefits.

You must also read the Benefit Description (Section 7) for more details about any limitations or
requirements. Link directly there from the Section in Handbook column of the table below.

All services must be provided by an in-network provider in order to be covered, except when
you have a medical emergency or when we have prior authorized out-of-network care.

You will find details of the actual benefits in the sections after this summary. You will need to
know the conditions, limitations and exclusions that are explained there. Prior authorization may
be required for some services (see Section 6). Important terms are explained in Section 11.

This Plan has no deductible or out-of-pocket maximum. You must use in-network providers. We

pay covered services at 100% of the maximum plan allowance (no cost to you).

When a benefit has an “annual” or “per year” limit, it will accrue on a calendar year basis unless

otherwise specified.

. . Section
Services Details in Handbook
Urgent & Emergency Care
Ambulance Transportation Section 7.2.1
Emergency Room Facility Section 7.2.2
Urgent Care Office Visit May use travel network outside Oregon Section 7.2.3
Preventive Services
Services as required under the Affordable Care Act, including: Section 7.3
Colonoscopy One per 10 years, age 45+ Section 7.3.1
Contraception Section 7.3.2
Immunizations Section 7.3.3
Mammogram One age 35 -39 Section 7.3.8
One per year, age 40+

Pediatric Screenings Age/frequency limits apply Section 7.3.4
6 visits in first year of life

Preventive Health Exams 7 exams age 1- 4 Section 7.3.5
One per year, age 5+

Tobacco Cessation Section 7.3.7

Treatment

Women’s Exam & Pap Test One per year Section 7.3.8

Other Preventive Services including:

Screening X-ray & Lab

Section 7.4.10

Prostate Rectal Exam

Prostate Specific Antigen Once every 2 years, age 50+ Section 7.3.6
(PSA) Test
SCHEDULE OF BENEFITS 5
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Services

Details

Section

in Handbook

General Treatment Services
Acupuncture 12 visits per year Section 7.4.1
Anticancer Medication Section 7.4.2
Applied Behavior Analysis Section 7.4.3
Behavioral Health Services

Detoxification (Detox)

Office Visits and Outpatient

Coordinated Specialty Section 7.4.4

Programs

Inpatient and Residential

Treatment Programs
Biofeedback 10 visits per lifetime Section 7.4.5
Dental Injury Section 7.4.8
Diabetes Services Supplies covered under Pharmacy benefits Section 7.4.9

Diagnostic Procedures,
including x-ray and lab

Section 7.4.10

Disease Management for Pain

Section 7.4.11

Durable Medical Equipment
(DME), Supplies & Appliances

Limits apply to some DME, supplies,
appliances

Wigs

One per year

Section 7.4.12

Hearing Aids & Related Services

Freguency limits apply

Section 7.4.14

Home Healthcare

Section 7.4.15

Hospice Care

Home Care

Inpatient Care

Respite Care

5 days in a row, to 30-day lifetime maximum

Section 7.4.16

Hospital Inpatient Care

Section 7.4.17

Hospital Physician Visit

Section 7.4.18

Infusion Therapy
(Home or Outpatient)

Some medications may be limited to certain
providers or settings.

Certain medications under specialty
pharmacy benefit.

Section 7.4.20

Kidney Dialysis

Section 7.4.21

Office and Home Visits

See also Virtual Care Visits

Section 7.4.26

Rehabilitation & Habilitation
(Physical, occupational and
speech therapy)

Rehabilitation and habilitation up to 30
outpatient sessions and 30 inpatient days
per year. Rehabilitation up to 60 sessions for
neurologic conditions or 60 inpatient days
after acute head/spinal cord injury.

Section 7.4.29

Skilled Nursing Facility Care

60 days per year

Section 7.4.30

Spinal Manipulation

20 visits per year

Section 7.4.31

Surgery & Invasive Diagnostic
Procedures

Section 7.4.32

Therapeutic Injections

Section 7.4.33

Therapeutic Radiology

Section 7.4.34

SCHEDULE OF BENEFITS
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Services

Details

Section
in Handbook

Transplants

Must use authorized transplant facility
$7,500 maximum travel and housing per
transplant

Section 7.4.35

Virtual Care Visits

Access preferred vendor at
modahealth.com/cirrusmd

Section 7.4.36

Vision Care

Under age 19
One exam and one pair of glasses (standard
lenses and frames) or contacts per year

Section 7.4.37

Maternity Services

Breastfeeding Support, Supplies

& Counseling Section 7.5.2
Maternity Section 7.5
Newborn Home Visiting Program | Visit limits apply Section 7.5.5
Pharmacy
If you use an out-of-network pharmacy,
Prescription Medication you must pay any amounts charged
above the MPA
Retail Pharmacy Up to 30-day supply per prescription
Up to 90-day supply per prescription
Mail Order Pharmacy Must use a Moda-designated Section 7.6
mail order pharmacy
Up to 30-day supply per prescription
Specialty Pharmacy for most medications '
Must use a Moda-designated
specialty pharmacy
Anticancer Medication Must use Moda—demgnated pharmacy Section 7.4.2
for mail order and specialty
SCHEDULE OF BENEFITS 7
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SECTION 4. PAYMENT

Moda Health pays covered expenses based on the maximum plan allowance (MPA). The MPA is
defined in Section 11.

Out-of-network care is not covered. The only exception is emergency care, or when we prior
authorize out-of-network care. For covered services provided out-of-network, you may have to
pay any amount over the MPA.

Except for Plan benefit limitations, in-network providers agree to look only to Moda Health, if it
is the paying insurer, for compensation of covered services provided to members.

4.1 EXTRA-CONTRACTUAL SERVICES

Moda Health works with you and your professional providers to consider effective alternatives
to hospitalization and other care to make more efficient use of the Plan’s benefits. If we believe
a service or supply is medically necessary, cost effective and beneficial for quality of care, we may
cover the service or supply even though the policy does not allow it. This is called an extra-
contractual (outside the policy contract) service.

After case evaluation and analysis by Moda Health, extra-contractual services will be covered
when Moda Health, and you and your professional provider, agree. Any of us can end these
services by giving notice in writing.

The fact that we have paid benefits for extra-contractual services for a member does not obligate
us to pay such benefits for any other member, nor does it obligate us to pay benefits for
continued or additional extra-contractual services for the same member. Extra-contractual
benefits paid under this provision will be included in calculating any benefits or limitations under
the Plan.
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SECTION 5. NETWORK INFORMATION

You only receive benefits when you get services from an in-network provider. Use Find Care on
your Member Dashboard to choose an in-network provider. You may contact Customer Service
if you need help. Your member ID cards will list your network.

It is your responsibility to check and make sure a provider is part of the network. This is true even
when your primary care physician (PCP) or other in-network provider has directed or referred
you to that provider.

Ask if the provider (both professional provider and facility) is participating with the specific
network listed below. Do not ask if the provider accepts Moda. There are many Moda Health
networks. A provider may accept Moda insurance, but not be participating with the network for
your Plan.

When you are at an in-network facility, your care may be provided by physicians,
anesthesiologists, radiologists or other professionals who are not in-network. When you receive
services from these out-of-network providers, you may have to pay any amounts charged above
the MPA. This is called balance billing. Remember to ask providers to send any lab work or x-rays
to an in-network facility.

5.1 GENERAL NETWORK INFORMATION

You must use in-network providers for services to be covered by your policy. If you move outside
of your network service area, you may be able to change to a different network. Ask Customer
Service if another policy is available, so you can continue to access in-network providers.

Network
Medical network is Affinity
Pharmacy network is Navitus

5.1.1 Travel Network
When you are traveling outside of Oregon, you will be protected from balance billing when you
use a provider from the travel network.

You may only use a travel network provider if:
a. You are outside the state of Oregon
b. You need urgent or emergency care
c. Youare not traveling for the purpose of receiving treatment or benefits (medical tourism)

The travel network is not available if you are temporarily living outside your service area, except
for enrolled children who are students living in the United States but outside of Oregon.

Travel Network
Aetna® PPO
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Find a travel network provider by using Find Care on your Member Dashboard. You may contact
Customer Service if you need help.

5.1.2 Primary Care Provider (PCP)

The Plan is designed to support your healthcare needs through partnership between you and an
in-network primary care provider (PCP) who can coordinate your care. You must choose an in-
network PCP and tell us who it is when you enroll. If you do not, we will assign one to you.

You can change your PCP at any time through your Member Dashboard or by calling Customer
Service. Use Find Care on your Member Dashboard to see a list of in-network PCPs, or ask
Customer Service for help. Each member of your family may choose a different PCP. A PCP may
be a family or general practitioner, a pediatrician or a women's healthcare provider.

A women’s healthcare provider is an in-network obstetrician or gynecologist, physician associate
or advanced registered nurse practitioner specializing in women’s health or certified nurse
midwife, practicing within the lawful scope of practice. To select a women’s healthcare provider
as your PCP, they must meet certain standards and must have requested and received
designation from us as a PCP.

5.1.3 Out-of-Area Network for Certain Children
Enrolled children who live in the United States but outside the service area may be assigned to

an out-of-area network. They must be a full-time student or under a Qualified Medical Support
Order (QMCSO).

What you need to do:

a. When an enrolled child moves outside of Oregon for school, you must contact Customer
Service to provide documentation of the child’s enrollment in an out-of-state school and
give us their new address

b. When a child under a QMCSO is added, you must contact Customer Service to provide
documentation, including their address

The enrolled child will be eligible for out-of-area coverage on the first day of the month after we
receive the documentation and update the address. Tell us when you move back into the service
area.

Out-of-Area Network
Aetna® PPO

Find an out-of-area network provider by using Find Care on your Member Dashboard. You may
contact Customer Service if you need help.

When you are traveling in the primary network service area, you must use the primary network,
even if you are assigned to the out-of-area network.

You cannot get out-of-area benefits if you are living:
a. Inside Oregon but outside the Plan’s service area
b. Outside of Oregon for the purpose of receiving treatment or benefits.
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5.1.4 Out-of-Network Care
When you choose healthcare providers that are not in-network, services generally are not
covered. We will work with your PCP to refer you to in-network providers whenever possible.

Services by an out-of-network provider must be authorized by Moda Health. The only exceptions
are emergency care or services at an in-network facility.

When you are getting care at an in-network facility, ask to have related services (such as
diagnostic testing, equipment and devices, telemedicine, anesthesia, surgical assistants)
performed by in-network providers. When you are at an in-network facility and are not able to
choose the provider, services by out-of-network providers will be covered as if they are in-
network. The provider cannot balance bill you unless permitted by law.

If you receive care from an out-of-network provider for a medical emergency, or for non-
emergency care at an in-network facility or for other out-of-network healthcare when we have
authorized and approved it, you may have to pay all of the charges when you get the treatment
and then file a claim to be reimbursed. If the provider’s charges are more than the maximum plan
allowance, you may be balance billed and have to pay those excess charges.

5.1.5 Care After Normal Office Hours

In-network professional providers have an on-call system so you can reach them 24-hours a day.
If you need to talk to your professional provider after normal office hours, call their regular office
number.

5.2 UsING FIND CARE

Find Care is our online directory of in-network providers. To search for in-network providers, log
in to your Member Dashboard at modahealth.com and click on Find Care. Search for a specific
provider by name, specialty or type of service, or look in a nearby area using ZIP code or city.

5.2.1 Primary Care Providers

To use this policy, you must choose a PCP. To find a PCP:
a. Choose the “Primary Care Provider” option under the Specialty drop down menu
b. Enter ZIP code and Search

The search will bring up a list of PCPs.

5.2.2 DME Providers

Find a preferred DME provider:
a. Choose the “Durable Medical Equipment” option under the Specialty drop down menu
b. Enter ZIP code and Search

The search will bring up a list of preferred DME providers. Preferred DME providers have a ribbon
icon next to their network name.
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SECTION 6. PRIOR AUTHORIZATION

We use prior authorization to make sure your treatments are safe, that services and medications
are used the right way, and that cost-effective treatment options are used. When a service
requires prior authorization, we evaluate it using evidence-based criteria that align with medical
literature, best clinical practice guidelines and guidance from the FDA. We will authorize
medically necessary services, supplies or medications based on your medical condition. You may
be required to use a preferred treatment center or provider for the treatment to be covered.
Treatments are covered only when there is medical evidence of need.

When your professional provider suggests a type of service that requires authorization (see
section 6.1.1), ask your provider to contact Moda Health for prior authorization before you
receive the service. Emergency hospital admissions must be authorized by your provider within
48 hours after you are admitted (or as soon as reasonably possible). We will send a letter to tell
the hospital, professional provider and you whether the services are authorized. Prior
authorization does not guarantee your services will be covered. When a service is otherwise
excluded from benefits, charges will be denied.

6.1 PRIOR AUTHORIZATION REQUIREMENTS

In-network providers are responsible for obtaining prior authorization for you. If your in-network
providers do not do so, they are expected to write off the full charge of the service.

Prior authorization is not required for an emergency admission.

6.1.1 Services Requiring Prior Authorization

Many of the following types of services may require prior authorization:
Inpatient services and residential programs

Outpatient services

Rehabilitation (physical, occupational, speech therapy)

Spinal manipulation

Diagnostic services, including imaging services

Infusion therapy

Disease management for pain

Medications

Sm e o0 T

A full list of services and supplies that must be prior authorized is on the Moda Health website.
We update the list from time to time. Ask your provider to check and see if a service or supply
requires authorization. You may find out about your authorizations by contacting Customer
Service. For mental health or substance use disorder services, contact Behavioral Health
Customer Service.

6.1.2 Prior Authorization Limitations
Prior authorization may limit the services that will be covered. Some limits that may apply are:
a. An authorization is valid for a set period of time. Authorized services you get outside of
that time may not be covered
b. The treatment, services or supplies/medications that will be covered may be limited
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c. The number, amount or frequency of a service or supply may be limited

d. You may have to get treatment from a preferred treatment center or other certain
provider for the service or supply to be covered. For some treatments, travel expenses
may be covered

Any limits or requirements that apply to authorized services will be described in the authorization
letter that is sent to you and your provider. If you are working with a Care Coordinator or Case

Manager (see section 2.4), they can help you understand how to access your authorized
treatment.

6.1.3 Out-of-Network Services

When we authorize use of an out-of-network provider, you must make sure that the provider
contacts Moda Health for prior authorization of any services that require it. Services not
authorized in advance will be denied, and you will have to pay the full charge.

6.1.4 Second Opinion

We may ask you to see another provider for an independent review to confirm that non-
emergency treatment is medically necessary.
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SECTION 7. BENEFIT DESCRIPTION

The services and supplies described in this handbook are covered when they are medically
necessary to diagnose and/or treat a medical condition, or are preventive services. We explain
the benefits and the conditions, limitations and exclusions in the following sections. An
explanation of important terms is in Section 11.

Payment of covered expenses is always limited to the maximum plan allowance. Some benefits
have visit or dollar limits, which are noted in the Details column in the Schedule of Benefits
(Section 3).

Many services must be prior authorized (see section 6.1). Sometimes you will have to use a
certain provider for the service. If your services are not authorized in advance or you do not use
the authorized provider, we will not pay any benefits. You may have to pay the full charge.

7.1 WHEN BENEFITS ARE AVAILABLE

We only pay claims for covered services you get when your coverage is in effect. Coverage is in
effect when:

a. You meet the eligibility provisions of this policy

b. You have applied for coverage and we have enrolled you on the policy

c. You have paid your premiums on time for the current month

Benefits are only payable after the service or supply has been provided. If a limitation or exclusion
applies, benefits will not be paid.

Care you get outside the United States is only covered for an emergency medical condition.

All services must be provided by an in-network provider in order to be covered, except when
you have a medical emergency or when we have prior authorized care with an out-of-network
provider.

7.2 URGENT & EMERGENCY CARE

Emergency services and urgent care or covered. You are covered for treatment of emergency
medical conditions (as defined in Section 11) worldwide. If you believe you have a medical
emergency, call 911 or seek care from the nearest appropriate provider.

If you get emergency care outside the United States, you will have to pay for those services at
that time and send a claim to Moda Health as described in section 9.1.

7.2.1 Ambulance Transportation

Medically necessary ground or air ambulance transport, or secure transport, to the nearest
facility that is able to provide the treatment you need is covered. Ambulance providers are
usually out-of-network. Out-of-network ground ambulance providers may balance bill you.
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Services provided by a stretcher car, wheelchair car or other similar methods are not covered.
These services are considered custodial.

7.2.2 Emergency Room Care

Medically necessary emergency room care is covered. Even when you use an in-network
emergency room, some of the providers working in the emergency room and/or hospital may be
out-of-network providers (see section 5.1.4 for more information). At an out-of-network
emergency room, you cannot be balance billed unless permitted by law.

Prior authorization is not needed for emergency medical screening exams or treatment to
stabilize an emergency medical condition. Let your PCP know as soon as possible about any
emergency care you receive.

If you must be admitted to an out-of-network facility, your treating or attending physician will
monitor your condition. When they determine you can be safely transferred to an in-network
facility, we will stop paying for care at the out-of-network facility.

These are some examples of services that are not for treatment of emergency medical conditions:
a. Urgent care or immediate care visits
b. Care of chronic conditions, including diagnostic services
c. Preventive services
d. Elective surgery and/or hospitalization
e. Outpatient office visits and related services for a medical or mental health condition

You should not go to an emergency room for these types of services.

7.2.3 Urgent Care

When you have a minor but urgent medical condition that is not a significant threat to your life
or health, short-term medical care at an urgent care facility is covered. You must be actually
examined by a professional provider.

An urgent care facility is an office or clinic distinct from a hospital emergency room. Its purpose
is to diagnose and treat illness or injury for patients without an appointment who are seeking
immediate medical attention.

Note: Most walk-in or same-day clinics and immediate care facilities do not bill as urgent care
facilities. Services will not be paid under your urgent care benefits unless the facility you go to
bills as an urgent care facility.

Urgent care is not covered out-of-network. Urgent care outside Oregon is only covered when you
use the travel network (see section 5.1.1).
7.3 PREVENTIVE SERVICES

Under the Affordable Care Act (ACA), certain services are covered at no cost to you. Coverage
limitations are based on reasonable medical management where permitted by the ACA.

BENEFIT DESCRIPTION 15
ModaORIndvCSV0Obk 1-1-2025 B7500A0-M rev09/18



a. Evidence-based services rated A or B by the United States Preventive Services Taskforce
(www.uspreventiveservicestaskforce.org/uspstf/recommendation-topics/uspstf-a-and-b-
recommendations/) and including women’s services as of January 1, 2023

b. Immunizations recommended by the Advisory Committee on Immunization Practices of the
Center for Disease Control and Prevention (ACIP)(www.cdc.gov/vaccines/hcp/acip-recs/)

c. Preventive care and screenings recommended by the Health Resources
and Services Administration (HRSA) for infants, children and
adolescents  (downloads.aap.org/AAP/PDF/periodicity_schedule.pdf), and women
(www.hrsa.gov/womens-guidelines) and including women’s services as of January 1, 2024

If one of these organizations makes a new or updated recommendation, it may be up to one year
before the related services are covered.

The Moda Health website has a list of preventive services covered as required by the ACA. You
may also call Customer Service to find out if a preventive service is on this list. Some commonly
used preventive services covered by the Plan are:

7.3.1 Colorectal Cancer Screening
One of the following services, including related charges such as consultations and pre-surgical
exams, if you are age 45 or over:
a. Fecal occult blood test (FOBT) or fecal immunochemical test (FIT) every year
b. Fecal DNA test every 3 years
c. CT colonography, flexible sigmoidoscopy or double contrast barium enema every 5 years
d. Flexible sigmoidoscopy every 10 years plus FIT every year
e. Colonoscopy, including polyp removal every 10 years

With the exception of colonoscopy, screening tests involve 2 steps. If you have a positive result
on a USPSTF-recommended screening covered under the preventive benefit, one follow-up
colonoscopy to confirm the results of the original screening will also be covered under the
preventive benefit as part of the screening procedures.

Anesthesia for colorectal cancer screening is covered under the preventive benefit. Anesthesia
for your colonoscopy under the preventive benefit does not need prior authorization. All other
anesthesia for colorectal cancer screening must be prior authorized.

7.3.2 Contraception

All FDA approved contraceptive methods, including sterilization, and counseling are covered. We
cover the most cost-effective option (e.g., generic instead of brand name). If your provider
determines the cost-effective contraception is medically inadvisable for you, we will cover an
alternative that they prescribe. Over the counter contraceptives are covered under the Pharmacy
benefit (section 7.6). Contraceptives do not need prior authorization and you do not have to try
step therapy. Surgery to reverse a vasectomy or tubal ligation is not covered.

733 Immunizations

Routine immunizations are limited to those recommended by the ACIP. Immunizations only for
travel or to prevent illness that may be caused by your work environment are not covered, except
as required under the Affordable Care Act.
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7.3.4 Pediatric Screenings
At the frequency and age recommended by HRSA or USPSTF, including:
a. Screening for hearing loss in newborn infants
b. Routine vision screening to detect amblyopia, strabismus and defects in visual sharpness
in childrenage3to 5
c. Developmental and behavioral health screenings

7.35 Preventive Health Exams
Covered according to the following schedule:
a. Newborn: One hospital visit
b. Infants: 6 well-baby visits during the first year of life
c. Ageltod4: 7 exams
d. Age5 and older: One exam every year

A preventive exam is a scheduled medical evaluation that focuses on preventive care and is not
problem focused. It includes appropriate history, physical examination, review of risk factors with
plans to reduce them, and ordering appropriate immunizations, screening laboratory tests and
other diagnostic procedures.

7.3.6 Prostate Rectal Exam & Prostate Specific Antigen (PSA) Test

If you are age 50 or over, one rectal exam and one PSA test is covered every 2 years. If you are at
high risk for prostate cancer, a prostate rectal exam and PSA test are covered earlier or more
often if your professional provider recommends it.

7.3.7 Tobacco Cessation
Covered expenses include counseling, office visits, medical supplies and medications provided or
recommended by a tobacco cessation program or other professional provider.

A tobacco cessation program can provide an overall treatment program that follows the United
States Public Health Service guidelines for tobacco use cessation. You may have more success
with a coordinated program.

7.3.8 Women'’s Healthcare

Preventive women’s healthcare visits, including one pelvic and breast exam and one Pap test
each year. Breast exams are limited to women 18 years of age and older. Mammograms are
limited to one between the ages of 35 and 39, and one per year age 40 and older.

Pap tests, and breast exams and imaging, for screening or diagnosis if you have symptoms or are
high risk are also covered when your professional provider decides it is necessary.

7.4 GENERAL TREATMENT SERVICES

All services must be medically necessary. Many outpatient services must be prior authorized. All
nonemergency inpatient and residential care must be prior authorized. Some services may need
a separate prior authorization. If your doctor does not get the required prior authorization, the
charges will not be covered. You may have to pay the full cost. See section 6.1 for more
information about prior authorization.
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74.1 Acupuncture

A limited number of visits are covered each year. Other services you may get at an acupuncture
appointment, such as office visits or diagnostic services, are not covered under this benefit. They
are subject to the Plan’s standard requirements or limitations for the type of service provided.

7.4.2 Anticancer Medication

Prescribed anticancer medications, including oral, intravenous (IV) or injected medications, are
covered. Most anticancer medications need to be prior authorized and have specific benefit
limitations. You must get specialty anticancer medications from our designated specialty
pharmacy (see section 7.6.5). For some anticancer medications, you may have to enroll in
programs to help make sure the medication is used correctly and/or lower the cost of the
medication. You can find more information on your Member Dashboard or by contacting
Customer Service.

7.4.3 Applied Behavior Analysis (ABA)

Applied behavior analysis (ABA) is a type of treatment for individuals with autism spectrum
disorder (formerly called pervasive developmental disorder). ABA is a variety of psychosocial
interventions that use behavioral principles to shape behavior. It includes direct observation,
measurement and functional analysis of the relationship between environment and behavior.
Goals include improving daily living skills, decreasing harmful behavior, improving social
functioning and play skills, improving communication skills and developing skills that result in
greater independence. ABA for autism spectrum disorder is covered. Services must be prior
authorized.

Examples of what we do not cover:
a. Services provided by your family or household members
b. Custodial or respite care, equine assisted therapy, creative arts therapy, wilderness or
adventure camps, music therapy, neurofeedback, chelation or hyperbaric chamber
c. Services provided under an individual education plan (IEP) to comply with the Individuals
with Disabilities Education Act
d. Services provided by the Department of Human Services or Oregon Health Authority

7.4.4 Behavioral Health

Behavioral health conditions are mental health and substance use disorders covered by the
diagnostic categories listed in the most current edition of the International Classification of
Disease or Diagnostic and Statistical Manual of Mental Disorders.

Intensive outpatient mental health treatment and TMS must be prior authorized. Coordinated
specialty programs must be prior authorized or authorized as soon as reasonably possible after
you start them. See section 7.4.10 for coverage of diagnostic services.

Intensive outpatient services are more intensive than routine outpatient and less intensive than
a partial hospital program.
a. Mental health intensive outpatient is 3 or more hours per week of direct treatment
b. Substance use disorder intensive outpatient is 9-19 hours per week for adults or 6-19
hours per week for adolescents

A partial hospital program is an appropriately licensed behavioral health facility providing no less
than 4 hours of direct, structured treatment services per day. Substance use disorder programs
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provide 20 or more hours of direct treatment per week. Partial hospital programs do not provide
overnight 24-hour care.

A residential program is a state licensed program or facility providing an organized full-day or
part-day program of treatment. Residential programs provide overnight 24-hour care and include
programs to treat behavioral health conditions. Residential program does not include any
program that provides less than 4 hours per day of direct treatment services.

Mental Health

These services by a mental health provider are covered:

Behavioral health assessment

Office or home visits, including psychotherapy

Intensive outpatient program

Case management, skills training, wrap-around services and crisis intervention
Coordinated specialty program

Transcranial magnetic stimulation (TMS) and electroconvulsive therapy

Partial hospitalization, inpatient and residential mental health care

@S 00 oW

Coordinated Specialty Programs

Mental health care as part of a coordinated specialty program is covered. These programs
provide multidisciplinary, team-based care to you and your family. Treatment must be prior
authorized. When you do not have time to get prior authorization, your provider should tell us
as soon as possible after you have been admitted.

Coordinated specialty programs are:
a. Early Assessment and Support Alliance (EASA) and Assertive Community Treatment (ACT)
provided by Community Mental Health Programs
b. Intensive Outpatient Services and Supports (10SS)
c. Intensive In-Home Behavioral Health Treatment (IBHT)

Programs must operate under a Certificate of Approval from the Oregon Health Authority to
qualify.

Substance Use Disorder Services
Substance use disorder is an addictive physical and/or psychological relationship with any drug
or alcohol that interferes on a recurring basis with main life areas such as employment, and
psychological, physical and social functioning. Substance use disorder does not mean an
addiction to or dependency upon foods, tobacco or tobacco products. Services to assess and treat
substance use disorder are covered, including
a. Outpatient treatment programs. These are state-licensed programs that provide an
organized outpatient course of treatment, with services by appointment
b. Room and treatment services for substance use detoxification by a state-licensed
treatment program

7.4.5 Biofeedback
Biofeedback therapy services are only covered to treat tension or migraine headaches or urinary
incontinence. There is a lifetime limit to how many visits we will cover.
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7.4.6 Child Abuse Medical Assessment

Child abuse medical assessment provided by a community assessment center that reports to the
Child Abuse Multidisciplinary Intervention Program is covered. Child abuse medical assessment
includes a physical exam, forensic interview and mental health treatment.

7.4.7 Clinical Trials

If you are enrolled in or participating in an approved clinical trial, usual care costs are covered.
Usual care costs are medically necessary conventional care, items or services that are covered if
you get them outside of a clinical trial.

Your Plan does not cover items or services:

a. That we do not cover if you get them outside of the clinical trial. This includes the drug,
device or service being tested, even if it is covered in a different use outside of the clinical
trial

b. Required only to provide or appropriately monitor the drug, device or service being tested
in the clinical trial

c. Provided only for data collection and analysis needs and that are not used for your direct
medical care

d. Usually provided by a clinical trial sponsor free of charge to anyone participating in the
clinical trial

We must prior authorize your participation in a clinical trial. Approved clinical trials are limited
to those that are:

a. Funded or supported by a center or cooperative group that is funded by the National
Institutes of Health, the Centers for Disease Control and Prevention, the Agency for
Healthcare Research and Quality, the Centers for Medicare and Medicaid Services, the
U.S. Department of Energy, the U.S. Department of Defense or the U.S. Department of
Veterans Affairs

b. Conducted as an investigational new drug application, an investigational device
exemption or a biologics license application to the U.S. Food and Drug Administration

c. Exempt by federal law from the requirement to submit an investigational new drug
application to the U.S. Food and Drug Administration

7.4.8 Dental Injury
Dental services are not covered, except to treat accidental injury to your natural teeth. Natural
teeth are teeth that grew in your mouth.

To be covered, all the following must be true:

a. The accidental injury must have been caused by a foreign object or was caused by acute
trauma (for example, if your tooth breaks when you are biting or chewing food, that is
not an accidental injury)

b. Diagnosis is made within 6 months of the date you were injured

Treatment is completed within 12 months of the date of injury

d. Treatment is medically necessary and you get it from a physician or dentist while you are
covered by this policy

e. Treatment is limited to that which will restore your teeth to a functional state

o

Implants and implant related services are not covered.
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7.4.9 Diabetes Services

Insulin and diabetic supplies including insulin syringes, needles and lancets, test strips,
glucometers and continuous glucose monitors are covered under the pharmacy benefit (section
7.6), when you buy them from a pharmacy with a valid prescription and using a preferred
manufacturer (see the preferred drug list on your Member Dashboard). Insulin pumps may be
covered under the DME benefit (section 7.4.12) if you do not get them from a pharmacy.

Examples of covered medical services to screen and manage your diabetes include:
a. HbAlclab test
b. Checking for kidney disease
c. Annual dilated eye exam or retinal imaging, including one by an optometrist or
ophthalmologist
d. Diabetes self-management programs
i. One diabetes assessment and training program after you are diagnosed with
diabetes
ii. Up to 3 hours per year of assessment and training following a change in your
condition, medication or treatment when you get it from a program or provider with
expertise in diabetes
e. Dietary or nutritional therapy
Routine foot care (see section 7.4.27)

bl

7.4.10 Diagnostic Procedures
Services must be for treatment of a medical or mental health condition. Some of these
procedures may need to be prior authorized.

Diagnostic services include:
a. X-rays and laboratory tests
b. Standard and advanced imaging procedures
c. Psychological and neuropsychological testing
d. Other diagnostic procedures

Your provider must get prior authorization for most advanced imaging services (see section 6.1).
This includes radiology (such as MR procedures like MRl and MRA, CT, PET and nuclear medicine)
and cardiac imaging. A full list of diagnostic procedures that must be prior authorized is on the
Moda Health website or you may ask Customer Service.

7.4.11 Disease Management for Pain

Structured disease management programs for pain are covered. These programs use a holistic,
organized course of treatment to help you manage chronic pain. They incorporate assessment,
education, movement therapy and mindfulness training to change your experience of pain and
help you improve your functioning. The program must be directed and overseen by a qualified
provider. Your provider must get prior authorization.

7.4.12 Durable Medical Equipment (DME), Supplies & Appliances
Equipment and related supplies that help you manage a medical condition are covered. DME is
typically for home use and is designed for repeated use.

Some examples of covered DME, supplies and appliances are:
a. CPAP for sleep apnea
b. Glasses or contact lenses, only if you have aphakia or keratoconus
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c. Hospital beds and accessories

d. Insulin pumps

e. Intraocular lenses within 90 days of cataract surgery

f. Light boxes or light wands

g. Orthotics, orthopedic braces, orthopedic shoes to restore or maintain your ability to do
day to day activities or perform your job. If you can get the correction or support you need
by modifying a mass-produced shoe, then we will only cover the cost of the modification.

h. Oxygen and oxygen supplies

i. Prosthetics

j- Wheelchair or scooter (including maintenance expenses) limited to one per year under
age 19 and one every 3 ears age 19 and over)

k. Wig once per year if you have hair loss because of chemotherapy or radiation therapy

Diabetic supplies, other than insulin pumps and related supplies, are only covered when you get
them from a pharmacy. You must have a prescription and use a preferred manufacturer (see
section 7.6 for coverage under Pharmacy benefit).

We cover the rental charge for DME. For most DME, the rental charge is covered up to the
purchase price. You can work with your providers to order your prescribed DME.

We encourage you to use a preferred DME provider. You may save money when you do. You can
find a preferred provider using Find Care on your Member Dashboard (see section 5.2.2). Change
your recurring prescription or automated billing to a preferred DME provider by contacting your
current provider and the preferred DME provider and asking for the change.

All supplies, appliances and DME must be medically necessary. Your provider may have to prior
authorize some DME (see Section 6). Replacement or repair is only covered if the appliance,
prosthetic, equipment or DME was not abused, was not used beyond its specifications and not
used in a way that voids its warranty. If we ask you to, you must authorize anyone supplying your
DME to give us information about the equipment order and any other records we need to
approve a claim payment.

Exclusions
In addition to the exclusions listed in Section 8, we will not cover the following appliances and
equipment, even if they relate to a covered condition:
a. Those used primarily for comfort, convenience or cosmetic purposes
b. Those used for education or environmental control (examples under Personal Items in
Section 8)
Therapeutic devices, except for transcutaneous nerve stimulators (TENS unit)
Dental appliances and braces
Incontinence supplies
Supporting devices such as corsets or compression/therapeutic stockings, except when
such devices are medically necessary
g. Testicular prostheses
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Moda Health is not liable for any claim for damages connected with medical conditions arising
out of the use of any DME or due to recalled surgically implanted devices or to complications of
such devices covered by manufacturer warranty.
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7.4.13 Gender Affirming Treatment

Expenses for gender affirming treatment are covered when you meet the following conditions:
a. Procedures must be performed by a qualified professional provider
b. Prior authorization is required for surgical procedures
c. Treatment plan must meet medical necessity criteria

Covered services may include:

a. Mental health
b. Hormone therapy (including puberty suppression therapy for adolescents)
c. Surgical procedures (see section 7.4.32) such as:

i. Breast/chest surgery

ii. Gonadectomy (hysterectomy/oophorectomy or orchiectomy)

iii. Reconstruction of the genitalia

iv. Gender affirming facial surgery

If you cannot find an in-network provider for your gender-affirming care, contact Moda Health
for help before going to an out-of-network provider. Out-of-network providers may balance bill
you.

7.4.14 Hearing Services

Hearing tests, hearing aid checks and aided testing are covered twice per year if you are under
age 4 and once per year if you are age 4 or older.

We cover these items once every 3 years:
a. One hearing aid per hearing impaired ear
b. Repairs, servicing or alteration of the hearing aid equipment
c. Bone conduction sound processors, if necessary for appropriate amplification and prior
authorized
d. Hearing assistive technology system, if necessary for appropriate amplification and prior
authorized

We also cover:
a. Earmolds and replacement ear molds when medically necessary, at least 4 times per year
if you are under age 8 and once per year if you are age 8 or older
b. Initial batteries and one box of replacement batteries per year for each hearing aid

The hearing aid must be prescribed, fitted and supplied by an audiologist or hearing aid specialist
and referred by a licensed physician. We may cover a new hearing aid sooner if your existing
hearing aid cannot be changed to meet your needs and you are under age 26.

You can call the hearing services preferred vendor to choose an in-network audiologist and
schedule a hearing exam. The audiologist will help you choose hearing aids from the selection
available to our members by the hearing services vendor through an in-network hearing
instrument provider. Using the preferred vendor helps the Plan save money, but you can also use
other in-network providers.

Cochlear implants are covered when medically necessary and prior authorized. Benefits include
programming and reprogramming the implant, and repair or replacement parts when medically
necessary and not covered by warranty.
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7.4.15 Home Healthcare

If you are homebound, home healthcare services and supplies from a home healthcare agency
are covered. Homebound means that you generally cannot leave home because of your
condition. If you do leave home, it must be infrequent, for short times, and mainly to get medical
treatment. A home healthcare agency is a licensed public or private agency that specializes in
providing skilled nursing and other therapeutic services, such as physical therapy, in your home.

Home healthcare must be medically necessary and ordered by your treating practitioner or
specialist. Visits are intermittent and must be provided by and require the training and skills of
one of the following professional providers:

a. Registered or licensed practical nurse (up to 2 visits per day)

b. Physical, occupational, speech or respiratory therapist (1 visit per day)

c. Licensed social worker (1 visit per day)

Home health aides are not covered. If you are in hospice, your home healthcare, home care
services, and supplies are covered under sections 7.4.16 and 7.4.12.

7.4.16 Hospice Care
A hospice is a private or public hospice agency or organization approved by Medicare and
accredited by a nationally recognized entity such as The Joint Commission.

Medically necessary or palliative care is covered when you are terminally ill and not getting any
more treatment to cure your terminal illness. Services must be part of your hospice treatment
plan. The hospice treatment plan is a written plan of care established and periodically reviewed
by your treating provider or specialist, who must certify in the plan that you are terminally ill. The
plan must describe the services and supplies for medically necessary or palliative care the
approved hospice will provide.

Hospice Home Care
Covered charges for hospice home care include services by any of the following:
a. Registered or licensed practical nurse
b. Physical, occupational or speech therapist
¢. Home health aide
d. Licensed social worker

A home health aide is an employee of an approved hospice who provides intermittent, custodial
care under the supervision of a registered nurse, physical therapist, occupational therapist or
speech therapist.

Hospice Inpatient Care
Short term hospice inpatient services and supplies are covered.

Respite Care

Respite care is care for a period of time to give full-time caregivers relief from living with and
caring for a member in hospice. It is covered if you need continuous assistance. It must be
arranged by your attending professional provider and prior authorized. We cover a limited
number of days of respite care in the most appropriate setting. We may cover the services and
charges of a non-professional provider, but you must get our approval first. Providing care to
allow a caregiver to return to work does not qualify as respite care.
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Exclusions
In addition to exclusions listed in Section 8, we do not cover:
a. Hospice services provided to other than the terminally ill member
b. Services and supplies that are not included in your hospice treatment plan or not
specifically listed as a hospice benefit

7.4.17 Hospital Care
Inpatient care will only be covered when it is medically necessary. Covered expenses for hospital
care are:

a. Hospital room

b. Intensive care unit

c. lIsolation care to protect you or other patients from spreading illness

d. Facility charges for surgery performed in a hospital outpatient department

e. Other hospital services and supplies when medically necessary for treatment and

ordinarily provided by a hospital
f. Take-home prescription drugs are limited to a 3-day supply

If you have a serious medical condition that makes a dental procedure risky, or if you cannot be
safely and effectively treated in a dental office because you are physically or developmentally
disabled, general anesthesia services and related facility charges are covered when you get the
dental procedure in a hospital or outpatient clinic. Services must be prior authorized.

A hospital is a facility, including a hospital owned or operated by the state of Oregon, that is
licensed to provide surgical, medical and psychiatric care. Services must be supervised by licensed
physicians. There is 24-hour-a-day nursing service by licensed registered nurses. Care in facilities
operated by the federal government that are not considered hospitals is covered when benefit
payment is required by law.

7.4.18 Hospital Visits
This is when you are actually examined by a professional provider in a hospital. Covered expenses
include consultations with written reports and second opinion consultations.

7.4.19 Inborn Errors of Metabolism

Inborn errors of metabolism are related to a gene that is missing or abnormal at birth that affects
how your body metabolizes proteins, carbohydrates and fats. We cover treatment for inborn
errors of metabolism that have medically standard ways to diagnose, treat and monitor them.
Covered services include nutritional and medical care such as clinical visits, biochemical analysis
and medical foods used to diagnose, monitor and treat such disorders.

7.4.20 Infusion Therapy
We cover the following medically necessary infusion therapy services and supplies:

a. Solutions, medications and pharmaceutical additives
b. Pharmacy compounding and dispensing services
c. Durable medical equipment (DME) for the infusion therapy
d. Ancillary medical supplies
e. Nursing services
f. Collection, analysis and reporting the results of laboratory testing services needed to
monitor your response to therapy
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Your provider must get prior authorization for infusion therapy. You may have to use a preferred
medication supplier, home infusion provider or provider office infusion for some medications.
When we limit authorization to a certain supplier, provider or setting, medications you get from
other suppliers or infusion therapy administered at a hospital outpatient facility or other provider
may not be covered. See section 7.6.5 for self-administered infusion therapy. Some services and
supplies are not covered if your provider bills them separately. They are considered included in
the cost of other billed charges.

7.4.21 Kidney Dialysis
Covered expenses include:
a. Treatment planning
b. Professional services for administration and supervision
c. Treatments, including therapist, facility and equipment charges

7.4.22 Maxillofacial Prosthetic Services
Maxillofacial prosthetic services you need to restore and manage head and facial structures that
cannot be replaced with living tissue are covered when you need these services to:

a. Control or eliminate infection or pain

b. Restore facial configuration or functions such as speech, swallowing or chewing

The problem must be because of:
a. Disease
b. Trauma
c. Birth and developmental deformities

Cosmetic procedures to improve on the normal range of conditions are not covered.

7.4.23 Medication Administered by Provider, Treatment/Infusion Center or Home Infusion
A medication that must be given in a professional provider’s office, treatment or infusion center
or home infusion is generally covered. Some medications may not be covered unless you get
them from a preferred medication supplier. Some medications will not be covered unless you
use a preferred treatment center. The treatment program may include office visits, testing, a stay
at the treatment center and the medication. Sometimes travel expenses may be included.
Treatment must be prior authorized (see section 6.1).

See section 7.4.20 for more information about infusion therapy. Self-administered medications
are not covered under this benefit (see section 7.6.5). See section 7.6 for pharmacy benefits.

7.4.24 Nonprescription Enteral Formula for Home Use

We cover nonprescription elemental enteral formula that you use at home. The formula must be
medically necessary and ordered by a physician to treat severe intestinal malabsorption. It must
be your sole source, or an essential source, of nutrition.

7.4.25 Nutritional Therapy
Dietary or nutritional therapy:
a. Assessing your overall nutritional status
b. Individualized diet and nutritional counseling
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Preventive nutritional therapy required under the Affordable Care Act is covered at no cost to
you:

If you have a body mass index (BMI) of 30kg/m? or higher

If you are overweight or obese and have cardiovascular disease risk factors

For children age 6 years and older who are overweight or obese

If you are female and age 40 to 60 with normal or overweight BMI, to maintain weight or
limit weight gain
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Also see diabetes services (section 7.4.9) and inborn errors of metabolism (section 7.4.19).
Nutritional therapy does not include medical foods or nutritional supplements.

7.4.26 Office or Home Visits
A visit means you are actually examined by a professional provider. Covered expenses include
consultations with written reports and second opinion surgery consultations.

7.4.27 Podiatry Services
Covered to diagnose and treat a specific current problem. Routine podiatry services are not
covered unless you have a medical condition (such as diabetes) that requires it.

7.4.28 Pre-admission Testing
Preadmission testing is covered when ordered by your professional provider.

7.4.29 Rehabilitation & Habilitation
Covered rehabilitation and habilitation services are:
a. Physical therapy
b. Occupational therapy
c. Speech therapy
d. Cardiac rehabilitation
e. Pulmonary rehabilitation

These services must be provided by a licensed physical, occupational or speech therapist,
physician, chiropractor or other professional provider licensed to provide such services. Services
must be:
a. Medically necessary
b. Part of your professional provider’s written treatment plan to improve and restore lost
function following illness or injury
c. Inpatient services are in a hospital or other inpatient facility that specializes in such care.

Rehabilitative and habilitative services have separate annual limits. These limits do not apply to
medically necessary cardiac or pulmonary rehabilitation or services for behavioral health
conditions. We may cover more outpatient rehabilitation sessions to treat a neurologic condition
(such as stroke, spinal cord or head injury, or pediatric neurodevelopmental problems). If you
have an acute head or spinal cord injury, we may cover extra inpatient days. To get these
additional benefits, you must meet the criteria and your provider must get prior authorization
before you have used all of your initial sessions or visits. A session is one visit. Only one session
of each type of outpatient physical, occupational or speech therapy is covered in one day.

Rehabilitative services restore or improve an ability you have lost because of a medical condition.
Habilitative services are used to form skills that you never developed due to a medical condition.
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Outpatient rehabilitative services are short term. Your condition is expected to improve in a
reasonable and generally predictable period of time. Therapy you get to prevent a condition or
function from getting worse or to maintain your level of functioning without documented
improvement is maintenance therapy and is not covered. Recreational or educational therapy,
educational testing or training, non-medical self-help or training, or animal therapy are not
covered.

7.4.30 Skilled Nursing Facility Care

A skilled nursing facility is licensed to provide inpatient care under the supervision of a medical
staff or a medical director. It provides rehabilitative services and 24-hour-a-day nursing services
by registered nurses. A limited number of days are covered. Covered expenses are limited to the
daily service rate for a semi-private hospital room.

Exclusions
These skilled nursing facility charges are not covered:
a. If you were admitted before you were covered by this policy
b. If the care is mainly for cognitive decline or dementia, including Alzheimer's disease
c. Routine nursing care
d. Non-medical self-help or training
e. Personal hygiene or custodial care

7.4.31 Spinal Manipulation

Spinal manipulation services must be prior authorized. A limited number of visits are covered
each year. Other services you may get at a spinal manipulation visit, such as office visits, lab and
diagnostic x-rays, or physical therapy services, are subject to the Plan’s standard requirements
or limitations for the type of service.

7.4.32 Surgery

Surgery (operations and cutting procedures), including treating broken bones, dislocations and
burns, is covered. Operating rooms and recovery rooms, surgical supplies and other services
ordinarily provided by a hospital or surgical center are covered.

The surgery benefit includes these services:
a. Primary surgeon

b. Assistant surgeon

c. Anesthesiologist or certified anesthetist

d. Surgical supplies such as sutures and sterile set-ups when surgery is performed in the
physician's office

Certain surgical procedures are covered only when performed as outpatient surgery. Ask your
professional provider if this applies to a surgery you are planning, or ask Customer Service.
Outpatient surgery does not require an inpatient admission or a stay of 24 hours or more.

Cosmetic & Reconstructive

Cosmetic surgery is surgery that maintains or changes how you look. It does not improve how
your body works. Reconstructive surgery repairs a birth defect or an abnormality caused by
trauma, infection, tumor or disease. Reconstructive surgery is usually done to improve how your
body works, but may also be used to approximate a normal appearance.
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Cosmetic surgery is not covered. All reconstructive procedures, including surgical, dental and
orthodontic repair of birth defects, must be medically necessary and prior authorized or benefits
will not be paid. Reconstructive surgery that is partially cosmetic may be covered if it is medically
necessary. This includes services to treat a covered mental health condition, such as gender
dysphoria.

Surgery for breast enhancement, making breasts match, and replacing breast implants to change
the shape or size of your breasts is not covered, except to treat gender dysphoria (see section
7.4.13) or after a mastectomy. Reconstructive surgery after a medically necessary mastectomy
includes:

a. Reconstruction of the breast on which the mastectomy has been performed, including
nipple reconstruction, skin grafts and stippling of the nipple and areola
Surgery and reconstruction of the other breast to produce a symmetrical appearance
Prostheses (implants)
Treatment of physical complications of the mastectomy, including lymphedemas
Inpatient care related to the mastectomy and post-mastectomy services
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Treatment for complications related to a reconstructive surgery is covered when medically
necessary. Treatment for complications related to a cosmetic surgery is not covered, except to
stabilize an emergency medical condition.

7.4.33 Therapeutic Injections

Administrative services for therapeutic injections, such as allergy shots, are covered when you
get them in a professional provider's office. When you can get similar results with self-
administered medications at home, the administrative services for therapeutic injections by your
provider are not covered. Vitamin and mineral injections are not covered unless they are
medically necessary to treat a specific medical condition. More information is in sections 7.4.23
and 7.6.5.

7.4.34 Therapeutic Radiology
Covered expenses include:
a. Treatment planning and simulation
b. Professional services for administration and supervision
c. Treatments, including therapist, facility and equipment charges

7.4.35 Transplants
A transplant is a procedure or a series of procedures by which:
a. tissue (e.g., solid organ, marrow, stem cells) is removed from the body of one person
(donor) and implanted in the body of another person (recipient)
b. tissue is removed from your body and later put back into your body

We cover medically necessary transplants that follow standard medical practice and are not
experimental or investigational. Your doctor should get prior authorization after you know you
may be a possible transplant candidate. This section’s requirements do not apply to corneal
transplants and collecting and/or transfusing blood or blood products (see section 7.4.32).

Benefits for transplants are limited as follows:
a. Transplant procedures must be done at an authorized transplant facility.
b. Donor costs are covered as follows:

BENEFIT DESCRIPTION 29
ModaORIndvCSV0Obk 1-1-2025 B7500A0-M rev09/18



i. If you are the recipient or self-donor, donor costs related to a covered transplant
are covered. If the donor is also enrolled on the policy, expenses resulting from
complications and unforeseen effects of the donation are covered.

ii. If you are the donor and the recipient is not enrolled on the policy, we will not pay
any benefits toward donor costs.

iii. If the donor is not enrolled in this policy, expenses that result from complications
and unforeseen effects of the donation are not covered.

c. Travel and housing expenses for the recipient and one caregiver are covered up to a
maximum per transplant.

d. Immunosuppressive drugs you get during a hospital stay are paid as a medical supply.
Outpatient oral and self-injectable prescription medications for transplant related
services are paid under the Pharmacy Prescription benefit (section 7.6).

e. We will not pay for chemotherapy with autologous or homogenic/allogenic bone
marrow transplant for treatment of any type of cancer not approved for coverage.

Donor costs are the covered expenses of removing tissue from the donor's body and preserving
or transporting it to the site where the transplant is performed. It includes any other necessary
charges directly related to finding and getting the organ.

7.4.36 Virtual Care Visits (Telemedicine)

A virtual care visit is a live, interactive audio and/or video visit with a provider. It includes
diagnosis and treatment of chronic or minor medical conditions. Medical information is
communicated in real time between you and your provider at different locations using telephone
or internet conferencing, or transmission of data from remote monitoring devices.

A virtual visit is covered if:
a. The covered service can be safely and effectively provided in a virtual care visit
b. The technology used meets all state and federal standards for privacy and security of
protected health information

Additional technologies may be covered, and privacy and security requirements waived, during
an Oregon state of emergency.

7.4.37 Pediatric Vision Services
If you are under age 19, we cover the following services once per year:
a. One complete eye exam, with refraction
b. Lenses and frames (glasses) to correct your vision, or contact lenses instead of glasses
c. Optional lenses and treatments include ultraviolet (UV) protective coating, scratch
resistant coating, tinting, photosensitive and polycarbonate lenses
d. Low vision services, including evaluation and low vision aids

Extra charges for special purpose vision aids or fashion features are not covered. This benefit
ends at the end of the month in which you reach age 19.
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7.5 MATERNITY CARE

Pregnancy care, childbirth and related conditions are covered when you get the care from a
professional provider. Midwives are not considered professional providers unless they are
licensed and certified.

Maternity services are usually billed as a global charge. This is a lump sum charge for maternity
care that includes prenatal care, labor and delivery, and post-delivery care. Some diagnostic
services, such as amniocentesis and fetal stress test, are not part of global maternity services and
are reimbursed separately.

If you have a home birth, the only expenses that are covered are the fees billed by a professional
provider. Other home birth charges, such as travel and portable hot tubs, are not covered.
Supportive services, such as physical, emotional and information support to you before, during
and after birth and during the postpartum period, are not covered expenses, except under the
newborn home visiting program (section 7.5.5).

7.5.1 Abortion
Abortion, including elective abortion, is covered.

7.5.2 Breastfeeding Support

Support and counseling to help you breastfeed successfully is covered while you are pregnant
and/or breastfeeding. We cover the purchase or rental charge for a breast pump and supplies.
Charges for extra ice packs or coolers are not covered. Hospital grade pumps are covered when
medically necessary.

7.5.3 Circumcision
Circumcision within 3 months of birth is covered without prior authorization. A circumcision after
age 3 months must be medically necessary and prior authorized.

7.5.4 Diagnostic Procedures

Diagnostic services, including laboratory tests and ultrasounds, related to maternity care are
covered. Some of these procedures may need to be prior authorized. A full list of services that
must be prior authorized is on the Moda Health website, or you may ask Customer Service.

7.5.5 Newborn Home Visiting Program (Family Connects)
This program may not be available in all counties. You must use a nurse who is a certified home
visiting services provider for services to be covered.

Services include:
a. One comprehensive newborn home visit within 2 to 12 weeks of birth
b. A support visit no more than 2 weeks after birth and before the comprehensive visit if
your family has immediate needs after birth
c. Support telephone calls after the comprehensive home visit
d. One or 2 support visits based on the clinical assessment of the comprehensive home visit
e. A follow-up phone call after the last services provided

Support visits may be a home visit or a virtual care visit. This program ends when your baby is 6
months old.
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7.5.6 Office, Home or Hospital Visits
A visit means you are actually examined by a professional provider. In addition to pregnancy care
and childbirth visits, nurse home visiting services are covered (see section 7.5.5).

7.5.7 Hospital Benefits
Covered hospital maternity care expenses are:
a. Hospital room
b. Facility charges from a covered facility, including a birthing center
c. Nursery care while you are in the hospital and receiving maternity benefits. Includes one
in-nursery well-newborn infant preventive health exam. This care is under the newborn’s
own coverage.
d. Other hospital services and supplies when medically necessary for treatment and
ordinarily provided by a hospital
e. Take-home prescription drugs are limited to a 3-day supply.

Special Right Upon Childbirth (Newborns’ and Mothers’ Health Protection Act)

Benefits for any hospital length of stay related to childbirth will not be restricted to less than 48
hours after a normal vaginal delivery or 96 hours after a cesarean section. You may go home
earlier if you want to. The attending professional provider for you and your baby will make this
decision with you. You do not need prior authorization to stay in the hospital up to these limits.

7.6 PHARMACY PRESCRIPTION BENEFIT

Prescription medications you get when you are admitted to the hospital are covered by the
medical plan as part of your inpatient expense. The prescription medications benefit described
here does not apply. All medications must be medically necessary to be covered.

7.6.1 Covered Medication Supply
These medications and supplies are covered when they have been prescribed for you:
a. A prescription medication that is medically necessary to treat a medical condition
b. Compounded medications that have at least one covered medication as the main
ingredient
c. Insulin and diabetic supplies including insulin syringes, needles and lancets, test strips,
glucometers and continuous glucose monitors. You must have a prescription and use a
preferred manufacturer
d. Certain prescribed preventive medications required under the Affordable Care Act
e. Medications to treat tobacco dependence, including OTC nicotine patches, gum or
lozenges as required under the Affordable Care Act. You must have a prescription and use
an in-network retail pharmacy
f. Contraceptive medications and devic