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SECTION 1. WELCOMEO MODA HEALTH

We arepleased to providgourindividual health coverage through tivdoda Health Bronze 9000
Plan.This policywill give youmportant information aboug 2 dzNJ L2néfils diditatens and
procedures.

If you haveguestions callone of thenumbers listedn section2.1or use thetools and resources
on your Member Dashboardcat www.modahealthcom You can use 24 hours a day, 7 days a
weekto get yourpolicyinformation whenever ifs convenient.

This policy is a description gbur individual health coverage. This policy may be changed or
replaced without theagreemeniof any member other than the subscrib&fou can findhe most
current policy on your Member DashboardAll Plan provisions are governed by this policy
between the subcriber andVloda Health

We maymonitor telephone conversations and email communicatigos have with us. We will
only do this when Moda Health determines there iegitimate business purposés do sa

IMPORTANNOTE IFCHILD ONLY COVERAGE
If this is a child onlyolicy, dl references in thigolicy 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 polityouare elgible for Medicarereview the Guide
to Health Insurance for People with Medica¥®u can get thisom 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 CONTACTNFORMATION

Moda Health Websitglog in toyour Member Dashboardl
www.modahealth.com
Some of the things you can do on your Member Dashboard are
OFind an imetwork provider withFind Care
OGetmedication cost estimates and benefit tiausing ourPrescriptionPrice check tool
_and formulary
OsSee if a servic or supply you need must beripr authorizd first (Referral and
Authorization link under Resources)

Medical Customer Service Department
888-393-2940
Enespaiiol888-786-7461

Behavioral Health Customer Service Department
800-799-9391

DiseaseManagement and Health Coaching
855466-7155

Hearing Servicepreferred vendor
TruHearing
866-202-2178

Virtual Care preferred vendor
CirrusMD
Modahealth.com/cirrusmd

Pharmacy Customer Service Department
844-2358015

Appeals Department

601 SW ™ Ave., Portland, OR 97204

Fax 502412-4003
OregonExternalReview@modahealth.com

Telecommunications Relay Servitm the hearing impaired
711

Moda Health
P.O. Box 40384
Portland, Oregon 97240

MEMBER RESOURCES 2
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2.2 MEMBERD CARD

After you enroll, we will send youlD {dentification) cards thatshow yourlD numberand your
provider network Show yourcard each timgoureceive serviceso your provider will know you
are a Moda Health membeélf you lose your ID card, you can get a new one throughMember
Dashboardr by callingCustomer Service.

2.3 NETWORKS

This policy pays benefits only for services provided in the networks shown beblstwork
Information Section $explainshow networks workThese are the networks for yo&fan:

Medical Network
Beacon

Pharmacy Network
Navitus

Travel Network
Aetna PPO

2.4 CARECOORDINATION

241 Care Coordination

When youhave acomplexand/or catastrophianedical 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 behavior#h heal
clinicians Theywill coordinate access to a wide range of services spanning all levels of care.
Goordinating your care helps you get the rigtgrvicesat the right time

2.4.2 Disease Managemer& Health Coaching

If you are living witha chronic disease anedical conditionwe want to help you improve your
health status, quality of life and productivitWorking with a Health Coach can help you follow
the medical care plan your professional provider recommendsalth Coachegprovide
education and support thelp youidentify your healthcare goals, sethanageyour disease and
prevent the development or mgression of complication€ontact Disease Management and
Health Coaching for more information.

24.3 Behavioral Health

Moda Behavioral Healtprovides specialty services for managing mental healthsarmtance
use disordebenefits We canhelpyouaccessffectivecare in the right place and contain costs.
Behavioral Health Customer Service can lyelp findin-network providers and understangur
mental health andsubstance use disord&enefits.

MEMBER RESOURCES 3
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2.5 OTHERRESOURCES

You can find othegeneral informatiorabout thepolicyin Section 12

SeeSection 13Jor information about additional services, programs and tools to supgour
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. SGHEDULBF BENEFITS

Look through his sectiorfor a quick summayr ofthe LJ2 f beéhéfi.a

You must also reathe Benefit Description(Section J for more details about any limitations or
requirements. Link directly there from the Details coluoirihe table below

All services must be provided by an-imetwork provider inorder to be covered exceptwhen
you havea medical emergency or whewve have prior authorizedut-of-network care.

You will finddetails of the actual benefits the sections after this summary. You will need to
knowthe conditions, limitations and exdionsthat are explained therePrior authorization may
be required for some services (sBection §. Important termsare explainedn Section 11

Cost sharing is the amoupbu pay.SeeSection 4or more information, including an explanation
of deductible and oubf-pocket maximumYoumust use iAnetwork providers.

When a benefithasaa | y y dzl £ €
otherwise specified.

Aimid, itwtil&ddtuednSalcalighdar year basis unless

In-Network Out-of-Network
Benefits Benefits
Annual deductible per member $9,000
Maximum annual deductible per family $18,000 N/A
Annual outof-pocket maximum per member $9,000
Maximum annual outof-pocket maximum per family $18,000

. Amount You Pay Section in Handbook
SEeEs In-network | Out-of-network | & Details
Urgent &Emergency Care
Ambulance Transportation 0%alfter deductible Section7.2.1
Emergency Room Facility 0 .
(includes ancillary services) O%aiter deductible .
ER professiondlancillary 0%after deductible Section?.2.2
services billed separately 0
Not covered,
Urgent Care Office Visit $135per visit | except through| Section7.2.3
travel network
PreventiveServices
Services as required under
the Affordable Care Act, No cost sharing| Not covered | Section7.3
including:
Section7.3.1
0,
Colonoscopy 0% Not covered One per 10 years, agis+
Contraception 0% Not covered | Section7.3.2

SCHEDULE OF BENEFITS

ModaORndvEPObHR-1-2024
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Amount You Pay

Services

Section in Handbook

In-network Out-of-network | & Details
Immunizations 0% Not covered | Section7.3.3
Section7.3.8
Mammogram 0% Not covered | One age 3% 39
One per year, age 40+
. . Section7.3.4
o)
Pediatric Screenings 0% Not covered Agé frequency limits apply
Section7.3.5
. 6 visits in first year of life
{ 0,
Preventive Health Exam: 0% Not covered | 5 - 0c age-#
One per year, age 5+
Tobacco Cessation 0 ,
Treatment 0% Not covered | Section7.3.7
22YSyQa 9EL 0 Section7.3.8
Pap Test 0% Not covered One per year
Other Preventive Services including:
Screeningtray & Lab 0%atter Not covered | Section7.4.10
deductible T
Prostate Rectal Exam $80 per visit ,
- . Section7.3.6
Prostate Specific Antiger 0%after Not covered
(PSA) Test deductible Once every 2 years, age 50
General TreatmenBervices
- Section7.4.1
Acupuncture $80 per visit Not covered 12 visits per year
. — 0%after ,
Anticancer Medication deductible Not covered | Section7.4.2
. : . 0%alfter :
Applied Behavior Analysis deductible Not covered | Section7.4.3
Behavioral Health Services
e 0% after
Detoxification (Detox) deductible
Office Visits .
Intensive Outpatient $80per visit
: . 0% after Section7.4.4
Other OutpatientServices deductible Not covered | $5for first 3 office visits,
Coordinated Specialty 0% including PCP office visits
Programs 0
Inpatient
Partial Hospitalization 0% after
Residential Treatment deductible
Program
: - Section7.4.5
Biofeedback $135per visit Not covered 10 visit lifetime maximum
. 0%after :
Dental Injury deductible Not covered | Section7.4.8

SCHEDULE OF BENEFI
ModaORndvEPODbR-1-2024
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Amount You Pay

Section in Handbook

Services In-network Out-of-network | & Details
Section7.4.9
0,
Diabetes Services dgg)fgﬁ)rl e Not covered | Supplies covered under
Pharmacy benefits
Diagnostic Procedures, includingay and lab
. 0%alfter
Outpatient deductible Not covered | Section7.4.10
. 0%after
Inpatient deductible
B:iﬁase Management for 0% Not covered | Section7.4.11
. . Section7.4.12
Durable Medical Equipment 0%after -
. . . Not covered | Limits apply to some DME,
(DME) Supplies & Applianc¢  deductible supplies, appliances
. 0%after
Wigs deductible Not covered | One per year
Hearing Aid$: Related Services .
Section7.4.14
Exam $45 Not covered L
Other Services 0% Frequency limits apply
0%after .
Home Healthcare deductible Not covered | Section7.4.15
Hospice Care
0%after
Home Care deductible Section7.4.16
: 0%after Not covered | Respite care5 daysn a row,
Inpatient Care deductible to 30 day lifetime maximum
. 0%alfter
Respite Care deductible
. . 0%after .
Hospitallnpatient Care deductible Not covered | Section7.4.17
) . . 0%after ;
Hospital Physician Visit deductible Not covered | Section7.4.18
Section7.4.20
Some medications may be
_ limited to certain providers
Infusion Therapy 0%after or settin
(Home or Outpatient) deductible Not covered ne
Certain medications coverec
under specialty pharmacy
benefit.
. . . 0%after .
KidneyDialysis deductible Not covered | Section7.4.21
Office and Home Visits Section7.4.26
See also Virtual Care Visits
First 3PCRiisits 5 per visit
$5p Not covered | 1st3visits combined with
Additional PCP visits $80 per visit behaviorahealth visits, and

including virtual care visits

SCHEDULE OF BENEFITS
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Services

Amount You Pay

Section in Handbook

In-network Out-of-network | & Details
o o Naturopathic physicians
Specialisvisits $135per visit are considered specialists
unlesscredentialed as a PCF
Rehabilitation &Habilitation Section7.4.29
(Physical, occupational and speech therapy) Rehabilitation and
habilitation up to30
Outpatient $135 it outpatient sessiongand 30
utpatien per visi inpatient daysper year
Not covered Rehabilitationup to 60
sessiongor neurologic
Inoatient 0%after conditions or 60 inpatient
P deductible days after acute head/spina
cord injury
: . . 0%after Section7.4.30
Skilled Nursing Facility Care deductible Not covered 60 days per year
Spinal Manipulation $80 per vist Not covered Section7.4.31

20 visits per year

Surgery and Invasive Diagn

ostic Procedures

. 0%after
Outpatient deductible Not covered | Section7.4.32
. 0%alfter
Inpatient deductible
0,
Therapeutic Injections dﬂfﬂﬁ; e Not covered | Section7.4.33
0,
Therapeutic Radiology dgg’fg:ﬁ)rl e Not covered | Section7.4.34
Transplants .
. Section7.4.35
Authorized transplant 0%after .
facilities deductible N/A $7,500maximum travel and

Other facilities

Not covered

housing per transplant

Virtual Care Visits

Section7.4.36

Log on via

ThroughCirrusMD $0 per visit N/A modahealth.com/cirrusmd
Other providers First3 visits @mbined with
First3 visits $5 per visit Not covered | in-person visitsRCP and
Additional visits $10per visit behavioralhealth visit9
Vision Care Section7.4.37
Exam $80 per visit Under age 19
Lenses & frames 0%alfter Not covered One exam and one pair of
or contacts deductible glasses or contacts per yeat
Maternity Services
Breastfeeding Support/ 0 -
Counseling and Supplies 0% Not covered | Section7.5.2
: 0%alfter :
Maternity deductible Not covered | Section7.5

SCHEDULE OF BENEFITS
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Amount You Pay

Services

Section in Handbook

In-network Out-of-network | & Details
Newborn Home Visiting Section7.5.5
Program 0% Not covered Visit limits apply
Pharmacy
If youuse an ouof-network
Prescription Medication pharmacy youmust pay any | Section7.6
amounts charged above the MP/

Retail Pharmacy Up to 30day supply
Value $2 per prescription
Select 0%after deductible
Preferred 0%after deductible $85max cost share for
Nonpreferred 0%after deductible insulin

Mail Order Pharmacy
Value $6 Must use
Select 0%after Moda. Up to 9Gday supply

deductible desianated per prescription
= 0%after esigna $255max cost share for
referred d . mail order ) :
eductible insulin
0%after pharmacy
Nonpreferred deductible
Specialty Pharmacy Must use
, 0%alfter Moda Up to 3Gday supply
Preferred Specialty deductible designated | per prescription for
Nonpreferred 0%after specialty most medications
Specialty deductible pharmacy
Must use
Moda
Anticancer Medication d%?fcf:ﬁ; e pﬂgﬂgg?ﬁ% ] Section7.4.2
mail order and
specialty

SCHEDULE OF BENEFITS
ModaORndvEPODbR-1-2024
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SECTION 4. PAYMENT & COST SHARING

4.1 DEDUCTIBLES

Every yearyouwill have to pay some expenses befove start paying. This is called meeting or
satisfyingyourdeductible.Youmustpayall covered expensasntil youhavespent the deductible
amount unless thepolicy specificallysays there is no deductihldhenwe begin sharing costs
with you. The deductible amounts, and the amouwyu pay after the deductible is met, are
shown inSection 3If more than onememberof your family is coveregdyou only haveto pay
your per member deductible until the total family deductible is reached.

Disallowed chargesopaymentsand manufacturer discounts and/or copay assistance programs
do notcounttoward your annualdeductible.

4.2 MAXIMUMOUT-OFPOCKET

The policy helps protectyou from very high medical costs. The eaftpocket maximum is an
upper limit on how muclyouhave to pay for covered charges each year. Gumeehavepaid the
maximumamount, we will pay 100% of covered servicks the rest of the year. If more than
one memberof your family is coveredthe per member maximum applies only until the total
family outof-pocket maximum is reache@ven if no single family member has reached the per
member maximum

Payments made by manufacturer discounts and/or copay assistance progiamet count
toward your out-of-pocket maximum.

You will always have to p&yr disallowed chargegven after the outof-pocket maximum is met.
Disallowed chargesiay include amounts over the MPANd extra expenses/ou pay when you
use abrandmedication when a generic is available

4.3 PAYMENT

Moda Healthpays covered expenséased on the maximum plan allowan@dPA). The MPAs
defined inSection 11You may have to pay some of the charges (cost sharing). What you have to
pay cependson the Plan provisions.

Out-of-network care is not covered. The only exception is emergency care, or wagmior
authorizeout-of-network care For covered services provided enftnetwork, you mayhave to
payany amountoverthe MPA

Except for cost sharing arRlanbenefit imitations, innetwork providers agree to looénly to
Moda Health, if it is the paying insurer, for compensation of covered services provided to
members.

PAYMENT & COST SHARING 10
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4.4 EXTRACONTRACTUARERVICES

Moda Health works witlyou and your professional providers to consd effective alternatives
to hospitalization and other care to make more efficient use ofRlea() Benefits.If we believe

a service or supply medically necessary, cost effective and beneficial for quality of earenay
cover the service or supply even though tpelicy does not allow it. This is called an extra
contractual (outside the policy contract) service.

After case evaluation and aryals by Moda Healtrextra-contractualserviceswill be covered
when Moda Health and youand your professional provideragree Anyof us can end these
services by givingoticein writing.

The fact thatve havepaid benefits foextra-contractualservies for a membedoesnot obligate
us to pay such benefits for any other member, ndoesit obligate us to pay benefits for
continued or additionalextra-contractual services for the same membeExtra-contractual
benefitspaid under this provisiowill be included incalculatingany benefits, limitations or cost
sharing under thé’lan

PAYMENT & COST SHARING 11
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SECTION 5. NETWORK INFORMATION

You only receivednefitswhen you getservicedrom anin-network provider.Use Find Care on
your Member Dashboard tohoose an imetwork provider You maycontact Customer Service
if you need helpYour nember ID cards wilist yournetwork.

It isyourresponsibility to check and make sure a provider is part of the netwidris is trueven
when your primary care plsician PCE or other innetwork provider has directed or referred
youto 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. Theeemany Moda Health
networks. A provider may accept Moda insurance, but not be participating with the network for
your Plan.

When you are atan innetwork facility your care may be provided by physicians,
anesthesiologists, radiologists or other pra$emals who ar@éot in-network. Whenyoureceive
services from these owdf-network providersyou may have to pagny amounts charged above
the MPA.This is called balance billirgemember to ask providers to send any lab work-ays
to an innetwork facility.

51 GENERANETWORKNFORMATION

Youmust use iAnetwork providers for services to be coveredymyur policy. If youmove outside
of your network service areayou may be able to change to a different netwoliskCustomer
Service if anothepolicyis availableso you can continue to accessnietwork providers

Network

Medical network is Beacon
(providers in Clackamas, Clatsop, Columbia, Coos, Curry, Hood River, Jackson, Josephine,
Multnomah, Tillamook, Wasco, &hington and Yambhill counties)

Pharmacy network islavitus

5.1.1 Travel Network
When you aretraveling outside of Oregoyou have imetwork coverage when youse a
provider from thetravel network.

You may only usetaavel networkprovider if:
a. Youare outside the state of Oregon
b. You need urgent or emergency care
c. You are notravelingfor the purpose of receiving treatment or benef{taedical tourism)

The travel network is not availabieyou are temporarilylivingoutsideyour service areaexcept
for enrolled childrerwho are students livingn the United States but outsidef Oregon

Travel Network
Aetna PPO

NETWORK INFORMATION 12
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Hnd a travel network provider by using Find Careyoar Member DashboardY ou maycontact
Customer Sergeif you need help

5.1.2 Primary Care Provider (PCP)

The Plan is designed to suppgdur healthcare needs through partnership betwegou and an
in-network primary care provider (PCP) who can coordiryater care.Youmust choosean in
network PCRind tell us who it isvhen youenroll. If you do not, wewill assigroneto you.

You can change yo®CP at any time througfour Member Dashboarar by callingCustomer
Service.Use Find Caren your Member Dashboardo see a list of imetwork PCPsor ask
Customer Service fdrelp. Each membeof your familymay choosea different PCPA PCP may
be a family or general practitioneg pediatrician ora women's healthcare provider.

Awg Y S yidalghcareprovideris an innetwork obstetrician or gynecologist, physician assistant .
orl ROl yOSR NBIAAaUSNBR YydzZNRS LINI Oar keitiied yiussilJ a LIS O
midwife, practicing within thig lawful scope of practicdloselecta 2 YSy Qa KSI f G KOl NB
as your PCPR they must meet certain standards and must have requested and received
designation fronusas a PCP.

5.1.3 Out-of-AreaNetwork for Certain Children

Enrolled children whdive in the United States but outsidiae service areanaybe assigned to
an out-of-areanetwork. They must be dull-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 schanlmust contact Customer
Service to provide documentation of th&d f RQa Sy NP -bffstatsSsghool ang |y 2
give ugtheir newaddress
b. When a child under a QMCSO is added,must contact Customer Service to provide the
documentation, including theaddress

The enrolled child will be eligible for caf-area coverage on the first day of the montfter we
receive thedocumentation andipdatethe addressTell us when you move back into the service
area.

Out-of-Area Network
Aetna PPO

Find an ouof-area network provider by using Find Care on your Member Dastbd@au 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 cot-area network.

You cannot get oudf-area benefits if you are Ivg: o L
a. lyaARS hNX3I2y o0dzu 2dziaARS UKS tflFyQa &aSNIWAO
b. CQutside of Oregon for the purpose of receiving treatment or benefits

NETWORK INFORMATION 13
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514 Out-of-Network Care
When you choose healthcare providers that are not -metwork, services generally are not
covered.Wewill work withyour PCP to refeyouto in-network providers whenever possible.

Services by an owdf-network provider must be authorized by Moda Health. The only exoep
areemergency carer servicest an innetwork facility.

When you are gettingcare at an imetwork facility, ask to haveelated services (such as
diagnostic testing,equipment and devices, telemedicingnesthesia, surgical assistants)
performedby innetwork providers. Whelyou areat an innetwork facility andare not able to
choose the provider, services by enftnetwork providerswill be covered as if they are-in
network. The provider cannot balance bijou unlesgpermitted by law

If you receive care from arout-of-network provider for a medical emergency, or foon-

emergency carat an innetwork facility or for othemout-of-network healthcare wherwe have

authorized and approvei, you may have to pay all tfie charges when you get the treatment ,
YR GKSYy FAE{S | OfFAY (G2 0SS NBA YibedodhinfiRdanL F (1 K ¢
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-@all systenso you can reach the@4 hours a day
If youneed totalk to yourprofessional provider after normal office houcalltheir regular office
number.

52 USINGHNDCARE

Find Care is our online directory ofnietwork providers.To search for imetwork providers, log
in to your Member Dashboar@t modahealth.com and click on Find Casearch 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 Cae Providers

To use hispolicy, you must choosa PCP. Tarfd aPCP o A
a. Choosehe dPrimary Care Providér 2 LJ0 A 2 Y SpdzialBdsoNHolrkng&nu
b. Enter ZIP code and Search

The search will bring up a listBCPs

5.2.2 DME Providers

Find a preferred DMPBroviderfor savings on your DME A
a./ K224S (0KS G5dzN> 6t S aSRAOFE 9ldzA LIJYSy Gé¢ 2L
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 thér network name.
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SECTION 6. PRIOR AUTHORIZATION

We use pior authorizationto makesureyour treatments aresafe,that services ananedications
are used the right wayand that cost effective treatment optionsre used When a srvice
requiresprior authorization we evaluateit usingevidence based criteria that align with medical
literature, best clinical practice guidelines and guidance from the RR&will authorize
medically necessagervices, supplies or medicatiobased ornyour medicd condition.Youmay

be required to use a preferred treatment center or provider for the treatment to be covered.
Treatmentsare covered onlyvhen there isnedical evidence of need.

When your professional provider suggeststype of servicghat requires authorization (see
section 6.1.1), askyour provider to contact Moda Healthfor prior authorizationbefore you
receive the serviceemergency hospital admissions must &ethorized by your providewithin
48 hoursafter you are admittedor as soon as reasonably possib\&e will send a letter to tell
the hospital, professional provider angou whether the servicesare authoried. Prior
authorization does not guarantegour services will beovered. When a service is otherwise
excluded from benefits, charges will be denied.

6.1 PRIORAUTHORIZATIOREQUIREMENTS

In-network providersare responsible for obtaining prior authorizatitor you. Ifyourin-network
providersdo not do sothey areexpected 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 o$ervices mg require prior authorization:
Inpatient services and residential programs

Outpatient services

Rehabilitation(physical, occupational, speech therapy)
Spinal manipulation

Diagnostic services, includimgaging services

Infusion therapy

Diseasananagement for pain

Medications

S@reo0oTp

A full list of serviceand suppliegshat must beprior authorizd is on the Moda Health website.
We updatethe list from time to time.Askyour provider tocheckand see if a servicer supply
requires authorizationYou may find out about yourauthorizatiors by contacting Customer
Service For mental health orsubstance use disordeservices contact Behavioral Health
Customer Service

6.1.2 Prior Authorization Limitations
Prior authorization mayrhit the services that will be covered. Some limits that may appy
a. An authorization is valid for a set period of time. Authorized serwoesgetoutside of
that time may not be covered
b. The treatment, services or supplies/medications that will be cedeanay be limited
c. The number, amount or frequency of a service or supply may be limited
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d. Youmay have toget 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 toyou and yourprovider.If youare working with a Care Coordinator or Case
Manager (see sectior2.4), they can helpyou understand how to accesgour authorized
treatment.

6.1.3 Out-of-Network Services

Whenwe authorize use ofin outof-network provider you must make suréhat the provider
contacts Moda Health for prior authorizatioof any services that require.itServices not
authorized in advance will be denied, ayml will have to paghe full charge

Any amountyou have to pay because you didt geta prior authorization desnot counttoward
your deductible or outof-pocket maximum.

6.1.4 Second Opinion

We may ask you to see another provider fan independentreview to confirm that non
emergency treatmehis medically necessarwhen we do this, you will not pay anything the
second opinion.

If you choose to get a second opinion, this will be paid under your regular medical benefits. You
will have to pay any deductible and other cost sharing dyailies.

PRIOR AUTHORIZATION 16
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SECTION 7. BENEFIT DESCRIPTION

The services and suppliedescribed in this handboolire coveredwhen they are medically
necessaryo diagno® and/or treata medical conditionor are preventive servicesNe explain
the benefits and the conditions, limitains and exclusions in théllowing sections. An
explanation of important terms is iection 11

Payment of covered expenses is always limitedite maximum plan allowanc&ome benefits
have visit or dollar limits which are notedn the Details column ithe Scheduleof Benefits
(Section 3.

Many servicesnust beprior authorizd (see sectiorb.1). Sometimesyou will haveto use a
certain provider for the servicdf your services are n@uthorizd in advancer you do notuse
the authorized providemnwe will not pay anybenefits.You may have to pay the full charge.

7.1 WHENBENEFITSREAVAILABLE

We only pay claims for covered servicgsu getwhenyour coverage is in effect. Coverage is in
effect when:

a. You meethe eligibility provisions of thigolicy

b. You havepplied for coverage ange have enrolled you on thgolicy

c. You havepaidyour premiunmson time for the current month

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

Careyou getoutside the United States is only covered for an emergency medical condition

All services must be provided by an-imetwork provider in order to be coveredexceptwhen
you havea medical emergency or wheme haveprior authorizedcare with an ouof-network
provider.

7.2 URGEN® BMERGENCEARE

Emergency services and urgent care are coveYediare covered for treatment of emergency
medical conditions (as defined Bection 1) worldwide. If you believe you have a medical
emergencycall 911 or seek care from the nearest appropriate provider.

If you get emergency care outside the United States, widluhaveto pay forthose servicesat
that time andsenda claim to Moda Health as dedwed in sectiord. 1.

7.2.1 Ambulance Transportation

Medically necessarground or air ambulancéransport, or secure transportio the nearest
facility that is ableto provide the treatmentyou need is coveredAmbulance providers are
usually outof-network. Out-of-network ground ambulanc@roviders maybalancebill you.
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Services provided by a stretcher car, wheelchair car oerosimilar methods are not covered.
These services are considered custodial.

7.2.2 Emergency Room Care

Medically necessary emergency room care is covered. The emergency room isdoesiervices
billed by the facilityThis may include supplies, labsaysand other chargesProfessional fees
such as theemergency room physician oeading anx-ray/lab resultthat are billed separately
are paid undeinpatient or outpatientbenefits.

Even when you & an innetwork emergency roomsome of theproviders working in the
emergency room and/or hospitahay be outof-network providers(see sectiorb.1.4for more

information). At an ait-of-network emergency room, yowcannot be balance billed unless
permitted by law

Prior authorization is notneeded for emergency medical screening exams matment to
stabilize an emergency medical conditidret yourPCPknow as soon as possiblgbout any
emergency care you receive

If you must be admitted t@n outof-network facility,your treating orattending physician will
monitor your condition Whenthey determineyou can be safelyransfered to an innetwork
facility, we will stop payindgor careat the outof-network facility.

Thesearesomeexamples of services that are rfot treatment ofemergency medical conditions:
Urgent careor immediate carevisits

Care of chronic conditions, including diagnostic services

Preventive services

Elective surgery and/or hospitalization

Outpatientoffice visits and related services for a medicain@ntal health condition

Cooop

Youshould not go to an emergency room fiiese types oservices

7.2.3 Urgent Care

When you have aninor but urgent medical condition thas not a significant threat tgour life
or health shortterm medical care at an urgent care fagilis covered Youmust be actually
examined by a professional provider.

An ugent care facility is an office or cliniadistinct from a hospital emergency room. Its purpose
is to diagnose and treat illness or injury for patiemtishout an appointment who areseeking
immediate medical attention.

Note: Most walkin or sameday clinics and immediate care facilities do roll asurgent care
facilities.If you go toone of thesdacilities the visit will becovered under the office visit benefit
(section7.4.29. Sewices willnot be paid under youurgent carebenefitsunlessthe facilityyou
go tobills asan urgent care facility.

Urgent care is not covered owaif-network. Urgent care outside Oregonasly coveredwhenyou
use the travel network (see sectiob.1.]).
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7.3 PREVENTIVEERVICES

Under the Affordable Care Act (ACA), certain servizesovered at no cost tyou. Coverage
limitations are based oneasonable medical management techniques where permitted by the
ACA. This means thgou may have member cost sharing Bmme alternatives in the services
listed below:

a. Evidencebased services rated A or B by the United States Preventive Services daskfor
(www.uspreventiveservicestaskforce. org/uspstf/recommendattoplcs/uspstfa-and-b-
recommendations)k YR Ay Of dZRAY 3 62YSy Qa23aSNIBAOSaE | &

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

c. Preventive care and screensg recommended by the Health Resources
and Services Administration (HRSA) for infants, children and
adolescents (www.aap.org/enus/Documents/periodicity _schedule. p)df and women
(www.hrsa.goviwomensguidelinest Y R Ay Of dzZRAYy 3 62YSy Qa234a SNIDA

If one of these organizatiomsakesa new orupdatedrecommendationjt may beup to one year
before the related servicesre covered at no cost sharing

The ModaHealth websitehasa list of preventive services covered at no cost sharing as required
by the ACAYou may also call Customer Service to find out if a preventive service is on this list.
Other preventive servicdsave membeicost sharing when not prohibited by federal la8ome
commonlyused preventive services covered by the Plan are:

7.3.1 Colorectal CanaeScreening

One of thefollowing services, including related chargegh as consultations and psergical
exams if you areage45 or over:

Fecal occult blood testFOBT) or fecal immunochemical test (EMery year

Fecal DNA test every 3 years

CT cadnographyflexible sigmoidoscopgr double contrast barium enema every 5 years
Golonoscopy, including polyp removal, every 10 years

Flexible sigmoidoscopy every 10 years plus FIT every year

Cooop

These screening timelinegpply to you if you ar@ot at high risk for colorectal cancefou may
be sreered earlier or more often if it isnedically necessaryt you have a positive result on a
USPSTFrcommended screening covered under the preventive benefit, one falipw
colonoscopy wilalsobe covered under the preventivgenefit.

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

If youare at high risk for colorectal cancer, screening exams arutd#dry tests are covered as
recommended byour professional providerTheyare paid at the medical benefit levelibu do
not meetthe criteria for the USPSTF A or B rated recommendalfigrou havea family medical
history of known genetic disorderbat predispose/outo a high lifetime risk of colorectal cancer
(such as Lynch syndromgpu have hacdtolorectal cancer or an adenomatous polygfore, or
you have hadnflammatory bowel diseasgou are high risk.
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7.3.2 Contraception

All FDA approved contcaptive methods including sterilizationand counseling are covered.
Whenyou usethe most costeffective option such agyeneric instead of brand name)ou will
not have to pay focontraception If your provider determineshe costeffective contraception
is medically inadvisabfer you, we will cover an alternativéhat theyprescribe Over the counter
contraceptives areovered under the Pharmacy benefit (sectibf). Contraceptives do not need
to be prior authorizd andyou do not have to trngtep therapy.Surgery to reversa vasectomy
or tubal ligation is not covered.

7.3.3 Immunizations

Routine immunizationare limited to those recommended by the ACIP. Immunizationly for
travel or to prevent iliness that may be caused/byrwork environment are not coveree@xcept
as required under the Affordable Care Act

7.3.4 Pediatric Screenings
At the frequency and agecommended by HRS% USPSTHnhcluding:
a. Screening for hearing loss in newborn infants
b. Routinevisionscreening to detect amblyopia, strabismus and defects in visuaipness
in children age 3to 5
c. Developmental and behavioral heallsreening

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. Agelto4: 7 exams
d. Age 5 analder: One exam every year

A preventive exam is 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 laborasty and
other diagnostic procedures.

You will have to pay the standard cost sharing fartine diagnostic xay and lab work related
to a preventive health exam that is not required by the ACA.

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

Cost sharing applies tagstate rectal exam an&SA testlf you areage 50or over, one rectal
exam and one PSA teist coveredevery 2 years. If youare at high risk for prostate cancex,
prostate rectal exam and PSA test are covezadier or moreoften 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 tobaccocessation prograncan providean overall treatment program that follows the United
States Public Health Service guidelines for tobacco use cessdtiamay have more success
with a coordinated program.
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7.3.8 22YSyQa | St dKOINB

PNBE @Sy i A @ Bealthéaré Sisk Qricludingone pelvic and breast exam armhe Pap test

each yearBreast 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 460lded

Paptests and breast exams arithagingfor screening odiagnosisf you havesymptonsor are
high risk are also covered whgour professional providedecides it is necessariyap testsare
covered under the office visit or lab test benefit levethiéy arenot within thet f | ag€and
frequency limitdor preventivescreening

7.4 GENERAIREATMEN®ERVICES

All services must be medically necessdyny outpatient servicemust beprior authorizd. All
nonemergencynpatient and residentiatare must beprior authoriz2d. Some services may need
a separate prior authorization. If your doctor does not get the required f@ithorization the
charges will not be covered¥ou may have to pathe full cost. 8e section6.1 for more
information about prior authorization

7.4.1 Acupuncture

Alimited number of visits are covered each ye@ther serviceg/ou may get at an acupuncture

visit, such as office visitar diagnostic services, aret covered under this benefit. They are paid

dzy RSNJ GKS tfFyQa ail sericelMIecopbynsnsfaracupudceaddk S G & LJ
related senicesare different you will have to payhe highestcopaymentat any onevisit with

the same providerYou will also havéo pay any coinsurancehat applies Office visits by
acupuncturists are specialist office visits.

7.4.2 Anticancer Medication

Prescribedanticancer medications, including oral, intravenous (IV) or injected medications, are
covered. Most anticancer medicatiomeed to beprior authorizd and have specific benefit
limitations. You must get [gecialty anticancemmedicationsfrom our designated specialty
pharmacy (see sectioid.6.5. For some anticancer medicationgu may have to enroll in
programs tohelp makesure the medicaton is used correctly and/or lower the cost of the
medication. You can find mre information onyour Member Dashboardr by contacting
Customer Service.

7.4.3 Applied Behavior AnalysiGABA)

Applied behavior analysis(ABA)is a type of treatment for individuslwith autism spectrum
disorder (formerly called pervasive developmental disord@BA isa variety of psychosocial
interventions that use behavioral principles to shape behavior. It includes direct observation,
measurement and functional analysis of thedationship 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 independenceABAfor autism spectrum disorder is covereflervices must beror
authorizd.

Examples of what we do nobeer:
a. Services provided byour family or household member
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b. Custodial or respite care, equine assisted therapy, creative arts thevalgerness or
adventure camps, music therapy, neurofeedback, chelation or hyperbaric chamber

c. Services provided under an individual education gl&k®) to complwith the Individuals
with Disabilities Education Act

d. Services provided by the Department airhlan 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 Internatidlalssification 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 reasquaisiple after
you start them. See sectioh4.10for coverage of diagnostic services.

Intensiveoutpatient servicesare more intensive than routie 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 outpatienti$®hours per week for adults and1®
hours per week foadolescents

Apartial hospital prograns an appropriately licensed behavioral health facility providing no less
than 4 hours of direct, structured treatment services per day. Substance use disorder programs
provide 20 or more hours of direct treatment p&eek. Partial hospital programs do not provide
overnight 24hour care.

A residential program is a statieensed program or facility providing an organized-daly or
part-day program of treatment. Residential programs provide overnigHi@4r care ad 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:
a. Behavioral health assessment
b. Office or home visits, including psychotherapy
c. Intensive outpatient program
d. Case management, skills training, wiaund services and crisis intervention
e. Coordinated speialty program
f. Transcranial magnetic stimulation (TMS) and electroconvulsive therapy
g. Partial hospitalization, inpatient and residential mental health care

Coordinated Specialty Programs

Mental health care as part of a coordinated specialty program isreoverhese programs
provide multidisciplinary, tearbased care to you and your family. Treatment must be
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.

Coordnated specialty programs are:
a. Crisis and Transition Services (CATS) programs operating under contract with the Oregon
Health Authority
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b. Early Assessment and Support Alliance (EASA) and Assertive Community Treatment (ACT)
provided by Community Mentddealth Programs

c. Intensive Outpatient Services and Supports (I0SS)

d. Intensive InRHome Behavioral Health Treatment (IBHT)

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

Substance Use Disorder Services
Subsance use disordeis 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 disdogsr not mean an
addiction to or dependency upon foods, tobacco or tobacco prod&esrices to assess and treat
substance use disorder are covered, including:
a. Outpatient treatment programs. Thesare state-licensed programs that provide an
organized oypatient course of treatment, with services by appointment
b. Room and treatment servicefor substance use detoxificatioby a state-licensed
treatment program

7.4.5 Biofeedback
Biofeedback therapy services apaly coveredo treat tension or migraine headaches urinary
incontinence.There isa lifetime limitto how many visits we will cover

7.4.6 Child Abuse Medical Assessment

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

7.4.7 Clinical Trials

If you areenrolled in or participating in an approved clinical trizsdual care costare covered.
Usual careods are medically necessary conventional care, items or sentltasare covered if
you get them outside o clinical trial. The cost sharingvill be the same as the care wasot

part of a clinical trial.

YourPlandoes not cover items mervices:

a. Thatwe donot cover ifyou get themoutside of the clinical trialThisincludesthe drug,
device or service being testedven if it is covered in a different use outside of the clinical
trial

b. Requiredonly toprovideor appropriatdy monitor the drug, device or service being tested
in the clinical trial

c. Providedonly fordata collection and analysis needs and that are not dsegiourdirect
medical care

d. Usuallyprovided by a clinical trial sponsor free of charge toargparticipating in the
clinical trial

We must prior authorize yourgsticipation in a clinical trialApprovedclinicaltrials arelimited
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
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U.S Department of Energy, the.H Department of Defense or the.g Department of
Veterans Affairs

b. Conducted as an investigational new drug application, an investigational device
exemption or a biologics license application to th& Bood and Drug Administration

c. Exempt by federal law from the requirement to submit avastigational new drug
application to the Ut Food and Drug Administration

7.4.8 Dental Injury
Dental services are not covered, excaptreat anaccidental injury toyour natural teeth. Natural
teeth are teeth that grew ityour mouth.

To be covered,lbthe followingmust 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 arbiting or chewingood, that is
not an accidental injury)

b. Diagnosis is made within 6 mits of the dateyou wereinjured

c. Treatment icompletedwithin 12 months of the date of injury

d. Treatment is medically necessary ayal get it froma physician or dentist whilgou are
covered by this policy

e. Treatment is limited to that which wilestoreyourteeth to a functional state

Implants and implant related services are not covered.

7.4.9 Diabetes Services

Insulin and diabetic supplies including insulin syringes, needles and lartestsstrips,
glucometers anatontinuous glucose monitoi@e covered under the pharmacy benefit (section
7.6), when you buy themfrom a pharmacywith a valid prescriptiorand using a preferred
manufacturer (see the preferred drug list gour Member Dashboard Insulin pumps may be
covered undethe DME benefitgection7.4.12 if you do not get them from a pharmacy

Examples of@vered medical servicde screen and managgour diabetesnclude
a. HbAlc lab test
b. Checking for kidney disease
c. Annual dilated eye exam or retinal imaging, including one by an optometrist or
ophthalmologist(no cost sharing)
d. Diabetes seHmanagement programs
i. One diabetes assessment and trainingrogram after you are diaghosed with
diabetes
ii. Up to 3 hours per year of assessment and training folloveinghangein your
condition, medication or treatmenvhenyou get it froma program or provider with
expertise in diabetes
e. Dietary or nutritional therapy
f. Routine foot cardsee section7.4.27)

7.4.10 Diagnostic Procedures
Services must be fotreatment of a medical or mental health conditio®ome of these
procedures may need to be prior authoed.

Diagnostic services incled
a. Xrays and laboratory tests
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b. Sandard and advanced imaging procedures
c. Psychological and neuropsychological testing
d. Other diagnostic procedures

Your provider must get prior authorization forost advanced imaging services (see sec6d).
Thisincludesradiology(such as MR proceduréke MRI and MRA, CT, P&Idnuclear medicing
and ardiac imagingA full list of diagnostiprocedures that must berior authorizdis on the
Moda Health website oyou may asikCustomer Service.

7.4.11 Disease Management for Pain

Structured disease management programs for pain are covdieeseprogranms usea holistic,
organized course of treatment to helu manage chronic paimtheyincorporate assessment,
education, movement therapy and mindfulness training to chaymer expeaience of pain and
help you improveyour functioning. The program must be directed and overseen by a qualified
provider.Your provider must getrpor authorization.

7.4.12  Durable Medical Equipment (DME), Supplies & Appliances
Equipment and related supplies thiaelp you manage a medical conditicare covered DME is
typically for home use and is designied repeated use.

Some examples aoveredDME, supplies and appliances are:

a. CPAP for sleep apnea

b. Glasses or contact lensesly if you haveaphakia or keraiconus

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 maingaur ability to do
day to dayactivities orperform yourjob. Ifyou can get the€orrection or supporyou need
by modifying a masproduced shoe, themwe will onlycover the cost of the modification.

h. Oxygen and oxygen supplies

i. Prosthetics

j.  Wheelchair or scooter (including maintenance expenses) limited topene/ear under
age 19 and one every 3 years age 19 and over

k. Wig once per yeaf you havehair lossbecause othemotherapy or radiation therapy

Diabetic supplies, other than insulin pumps and related supplies, are only coveredyainget
them from a pharmacy You must have prescription and wesa preferred manufacturer (see
section7.6for coverage under Pharmacy benefit).

We cover the rental charge for DME. For most DME, the rental charge is covered up to the
purchase priceYoucan work withyour providers to orderyour prescribed DME.

We encourageyou touse a preferred DME provideroumay save monewhen you doYou can
find a preferred provider using Find CareyourMember Dashboard (see sectiérR.2). Change
your recurring prescription or automated billing to a preferred DME provider by contagting
current provider and the preferred DME providand asking fothe change.

All supplies, appliances and BMnust be medically necessa¥jour provider may have forior
authoriz some DMHEsee Section §. Replacement or repais only covered if the apigince,
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prosthetic, equipment or DME was not abused, was not used beyond its specifications and not
used in avay thatvoidsits warranty. If we ask you tpyoumust authorize angne supplingyour

DME togive usinformation about the equipment order and any other recordge needto
approve a claim payment.

Exclusions
In addition to the exclusions listed Bection 8we will not cover the following appliances and
equipment, even if they relate to @veredcondition:
a. Those used primarily for comfort, convenience or cosmetic purposes
b. Those used for educan or environmental control (examplasder Personal Items
Section §
Therapeutic devices, except for transcutaneous nerve stimuldTENS ut)
Dental appliances and braces
Incontinence supplies
Supporting devices such as corsetcompressiohtherapeutic stockingsexcept when
suchdevicesare medically necessary
g. Testicular prostheses

~® o0

Moda Health is not liable for any claim for damages emted 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.

7.4.13  GenderConfirmingServices

Expenses for gendeonfirmingtreatment are covered whegou meetthe 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 servicasay include:

a. Mental health
b. Hormone therapy (including puberty suppression therapy for adolescents)
c. Surgical proceduresee sectiory.4.32 such as

i. Breast/chest surgery

ii. Gonadectomy (hysterectomy/oophorectomy or orchiectomy)

iii. Reconstruction of the genitalia

Iv. Gender confirming facial surgery

7.4.14  Hearing Services
Hearing tests, hearing aid checks and aided testing are covered twice pdf yearareunder
age 4 and once per yedryou areage 4or older.

We cover thesétems 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 appitepaiaplification and prior
authorized (the surgery to install the implant is covered at the surgical benefit level)
d. Hearing assistive technology system, if necessary for appropriate amplification and prior
authorized

We also cover
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a. Ear molds and replacement ear molds 4 times per yflegou areunder age 8 and once
per yearif you areage 8or older
b. Initial batteries and one box of replacement batteries per year for each hearing aid

The hearing aid must be prescribed, fitted auppliedby an audiologist or hearing aid specialist
and referred bya licensed physiciaiWwe may cover aew hearing aidsoonerif your existing
hearing aid canndbe changed taneetyour needsand you arainder age 26.

To get the highest benefit level foearing services, can ctie hearingservicespreferred vendor

to choose an imetwork audiologist andgchedulea hearing exam. The audiologist vadlp you
choosehearing aidgrom the selectiomavailable toour members by the hearing services vendor
through an innetwork hearing instrument provide¥.oucan also use other inetwork providers
but you may pay more

Cochlear implants are covered when medically necessary and prior authorized. Benefits include
programming and reprogramming the implaand repair or replacement parts when medically
necessary and not covered by warranty.

7.4.15 Home Healthcare

If you are homebound, dme healthcare services and supplfesm a home healthcare agency

are covered Homebound means thayou generaly cannot leave homebecause of your
condition Ifyoudo leave homeit must be infrequentfor shorttimes, and mainlyto getmedical
treatment. A home healthcare agency is a licensed public or private agency that specializes in
providing skilled nursing and othéherapeutic services, such as physical therapypur home.

Home healthcare must benedically necessary anordered byyour treating practitioner or
specialist. Visits are intermitteretind mustbe provided by and require the training and skills of
one of the following professional providers:

a. Registered or licensed practical nu sg to 2 visits per day)

b. Physical, occupational, speech or respiratory therafistisit per day)

c. Licensed social workét visit per day)

Home health aidesre not coveed. If you are in hospice, yourome healthcare, home care
services, and supplies are covered under sectioasl6and7.4.12

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

Medically necessary or palliative careaered when you areerminally ill and nogetting any

more treatment to cure yourterminal illnessServices must be part of yohospice treatment

plan. Thehospice treatment plars a written plan of care established and periodically reviewed
byyour treating provider or specialist, wimoust certify in the plan thagou areterminally ill The

plan must describe the services and supplies for medically necessary or palliative care the
approved hospicavill 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
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c. Home health aide
d. Licensed social worker

Ahome health aidesan 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 hospiceanpatient services and suppliese covered

Respite Care

Respite care isare for a period of time tgive full-time caregivers relief fronfiving with and
caring for a membeimn hospice It is covered if you needcontinuous assistancdt must be
arranged byyour attending professional provider and prior authorizede covera limited
number of days ofespitecare in the most appropriate settin§ye may covertie services and
charges of a noprofessional provide but you must get ouapprowal first Providing care to
allow a caregiver to return to work does not qualify as respite care.

Exclusions
In addition to exclusions listed Bection 8we donot cover:
a. Hospice services provided to other than the terminally ill member
b. Services and suppliethat are not included inyour hospice treatment plan or not
specifically listed as a hospice benefit

7.4.17  HospitalCare

Inpatientcare will only be covered when it is medically necessaoyered expenses for hospital
care are:

Hospital room

Intensive care unit

Isolation care to protecyou orother patients fromspreadingliness

Facility charge®or surgery performed in a hospital outpatient department

Other hospital services and suppli@hen medically necessary for treatment and
ordinarilyprovidedby a hospital

Takehome prescription drugsare limited to a 3day supply at the same benefit level as
hospitalization

PO T®

-

If you havea serious medical conditiaimnat makes a dental procedure risky, oydu cannot be
safely and effectively treated in a dental office becayea arephysicaly or developmentdy
disalded, general anesthesia services and related facility charges are coveredyahayetthe
dental procedure in a hospital or outpatient clin®ervices must be prior authorized.

A hospital is a facilityincluding a hospital owned or operated by the state of Oregloat is
licensed to provide surgical, medical and psychiatric care. Services must be fgbylicensed
physiciansThere i24-hour-a-day nursing service by licensed registered nur€ese in &cilities
operated by the federal governmetthat are nd considered hospitals covered when benefit
payment is required by law.

7.4.18 Hospital Visits
This is when you ar@ctually examined by a professional providea hospital Covered expenses
include consultations with written reports and second opinionsdtations.
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7.4.19  Inborn Errors of Metabolism

Inborn errors of metabolism are related tayane that isnissing or abnormal at birth that affects
how your bodymetabolizes proteins, carbohydrates and fatéd/e cover treatment for inborn
errors of metabolisnthat have medicallystandardways todiagno®, treat and monitorthem.
Coveed servicesnclude nutritional and medicalare such aslinical visits, biochemical analysis
and medical foods usetd diagnose, monitor antteat such disorders.

7.4.20 Infusion Therapy

We coverthe following medically necessairyfusion therapyservices and supplies.
solutions, medications and pharmaceutical additives

pharmacy compounding and dispensing services

durable medical equipmen©ME)for the infusion therapy

ancillary medicasupplies

nursing services

collection, analysis and reporting the results of laboratory testing servieesledto
monitor your response to therapy

~oooop

Your provider must get prior authorization for infusion theraggumayhaveto use apreferred
medication supplier, home infusion provider or provider office infudimmsome medications
Whenwe limit authorization to a certain supplier, provider or setting, medicatipas getfrom

other suppliers or infusion therapy administered dt@spital outpatient facility or other provider
may not be coveredSome infusion medications from a preferred medication supplier are
covered under the pharmacy specialty medication benefit Seetion 3and section7.6.4). See
section7.6.5for selfadministered infusion therapy. Some services and supplies are not covered
if your providerbills themseparately. 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 servicg®u need torestore and manage head and facial structures that
cannot be replaced with living tissaee covered when you need these services to:

a. Control or eliminate infection or pain

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

The problem must bbecause af
a. Disease
b. Trauma
c. Birth and developmental deformities

Cosmetic procedures to improve on the normal range of conditions are not covered.
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7.4.23  Medication Administered by ProvideTreatment/Infusion Centelor Home Infusion
Amedication thatmustbegivenA Yy | LINB ¥ S a a A 2 tfdatinenLINHugidnReptid a 2 ¥ F
or home infusionis usuallycovered at the same benefit level as supplies apgliances (see

Section 3.

Some medicationswill not be covered unless youse a preferred treatment center. The
treatment program may includeffice visits, testing, a stay at the treatment center and the
medication. Sometimes travel expenses may be included. Treatment must be prior authorized
(see sectiorb.1).

Some medications may not be covered unlgssi get themfrom a preferred medication
supplier. In this case, the medication is covered under the pharmacy specialty medication benefit.

See sectiory.4.20for more information about infusion therapy. Seldiministered medications
are not covered under this benefit (see sectihp.H. See sectioii.6for pharmacy benefits.

7.4.24  Nonprescription Enteral Formula for Home Use

We cover nonpescription elemental enteral formuldat you use ahome. The formula must be
medically necessary and ordered by a physitoaineat severe intestinal malabsorptioit must
be yoursole source, or an essential source, of nutrition.

7.4.25  Nutritional Therapy

Dietary or nutritional therapy is covered for certain conditighat not for obesity) Nutritional
therapy for eating disordersust beauthorizd after the first 5 visits. Preventive nutritional
therapy required under the Affordable Care Act is covanader the preventive care benefit.
Also see diabetes services (sectiba.9 and inborn errors of metabolism (secti@m.19.

7.4.26  Office or Haone Visits

A visitmeansyou areactually examined by a professional provider. Covered expenses include
consultations with written reports and second opinion surgery consultati@ffice visits by
naturopathic physicians are specialist office visits unles$iave credentiled the naturopathic
physicianasa primary care provider.

7.4.27  Podiatry Services
Coveredto diagnog and treat a specific current problem. Routine podiatry services are not
covered unlesgou have anedical conditionguch agliabetes)that requires it

7.4.28  Pre-admission Testing
Preadmission testing is covered when orderedyloyr professional provider

7.4.29 Rehabilitation& Habilitation

Covered ehabilitation and habilitaton services are
Physicaltherapy

Occupationakherapy

Jeech theray

Cardiaaehabilitation

Pulmonary rehabilitation

coo o
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These services must barovided by a licensed physical, occupational or speech therapist,
physician, chiropractor or other professional provider licensed to provide such seisaceses
must be
a. Medically necessary . L
b. Partofé 2 dzNJ LINE T S a avirieyl trebitmdniiNaRido\ irRpBoNeXaAd restore lost
function following illness or injury
c. Inpatient servicesrein a hospital or other inpatient facility that specializes in such care

Rehabilitativeand habilitative servicebave separat@annual limis. These limits do not applto
medically necessargardiac or pulmonary rehabilitation oservices forbehavioral health
conditions We may cover mre outpatientrehabilitation sessiongo treat a neurologic condition
(such asstroke, spinal cord or head injurgr pediatric neuro@velopmental prok@ms).If you
have an acute head or spinal cord injury, we may cover extra inpatient dayget these
additional benefis, you must meet the criteria anglour provider must geprior authorization
beforeyou have used all of youmitial session®r visits A session is one visinlyone session
of each type obutpatient physical, occupational or speech therapy is covered in one day.

Rehabilitative services restore or improae ability you havéostbecauseof a medical conttion.
Habilitative services are used fiarm skills thatyou never developed due to a medical condition.

Outpatient rehabilitative services are short teriviour condition is expected tamprove in a
reasonable and generally predictable period of timeerBipyyou getto prevent a condition or
function from getting worse or tanaintain your level of functioning without documert
improvement is maintenance therapy and is not covergetcreational or educational therapy,
educational testing or training, nemedical sekhelp or training, oranimal 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 provideehabilitative sevices and 24our-a-day nursing services

by registered nurse\ limited number oflays arecovered Covered expenses are limited to the
daily service ratéor a semiprivate hospital room.

Exclusions

Theseskilled nursing facility charges are not cowkre

If you wereadmitted beforeyouwere covered by this policy

If the careismainly fad2 Iy A GA @GS RSOt AYyS 2NJ RSYSYUGAl = Ay
Routine nursing care

Nonmedical sehhelp or training

Personal hygiene or custodial care

Coo o

7.4.31  SpinalManipulation

Spinal manipulationservices must be prior authorized.limited number of visits are covered

each yearCther serviceyou may get at a spinal manipulation vjisitich as office visits, lab and
diagnostic xays,or phyS|caI ‘therapy, areot covered under this benefit. They are paidder

GKS tftlyQa ail yRI N&vicel&heopaynient fodpikhal ingnfpulaficahdS 2 F
related servicesare different you will have to payhe highestcopaymentat any onevisit with

the same proider. You will also havéo pay any coinsurancehat applies.Office visits by
chiropractors are specialist office visits.
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7.4.32 Surgery

Surgery (operatinsand cutting procedures), including treag) broken bonesdislocations and
burns, is coveredOperating rooms and recovery rooms, surgical supplies and other services
ordinarily provided by a hospital or surgical cerdeg covered

The surgery cost shariragsoapplies to theseservices:

Primary surgeon

Assstant surgeon

Anesthesiologist or certified anesthetist

Surgical supplies such as sutures and sterileupstwhen surgery is performed in the
physician's office

ooop

Certain surgical procedures are covered only when performed as outpatient sufgiryour
professional provider if this applies to a surgemu are planningor ask Customer Service.
Outpatientsurgerydoes not require an inpatient admission or a stay of 24 hours or more.

Cosmetic & Reconstructive

Cosmetic surgery is surgery thagintainsor changeshow you look.It does not improve how
your body works Reconstructive surgemepairs a birthdefect or an abnormality caused by
trauma, infection, tumor or diseas®econstructive surgelig usuallydoneto improvehow your
body works but may #&0 beusedto approximate a normal appearance.

Cosmetic surgery is not covered. All reconstructive procedures, including surgical, dental and
orthodontic repair obirth defects must be medically necessary and prior authorized or benefits
will not be paid. Reconstructivgurgerythat is partially cosnetic may be covered if is medically
necessary. This includes services to treat a covered mental health condition, such as gender
dysphoria.

Surgery for breastnhancementmakingbreass match, and replacing breast implants ebange
the shape or sizef your breass is not covered excepto treat gender dysphorigseesection
7.4.13 or after a mastectomyReconstructive surgergfter a medicaly 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 symuoatappearance
Prosthesegimplants)
Treatment of physical complications of the mastectomy, including lymphedemas
Inpatient care related to the mastectomy and pesastectomy services

©Cooo

Treatment for complications related to @econstructivesurgery is covered when medically
necessary. Treatment for complications related toosmeticsurgery is not covered, excef
stabiliz anemergency medical condition.

7.4.33  Therapeuticlnjections

Administrative services for therapeutic injections, such as allergy shots, are coveredyalnen
get them in a professional provider's office. Wherou can get similaresults with self
administered medications at home, the administrative sersifoe therapeutic injections byour
provider are not coveredVitamin and mineral injections are not covered unléksy are
medically necessarny treat a specific medical conditioMore information is in section$.4.23
and7.6.5
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7.4.34  Therapeutic Radiology
Covered expenses include:
a. Treatment planning and simation
b. Professional services for administration and supervision
c. Treatments, including therapist, facility and equipment charges

7.4.35  Transplants
A transplantisa procedure or a series of procedures by which:
a. tissue (e.g., solid organ, marrow, stem cellsjeimoved from the body of one person
(donor) and implanted in the body of another person (recipient)
b. tissue is removed frongour body and lateiput back intoyour body

We cover medically necessary transplanihat follow standardmedical practice and are not
experimental or investigationa¥'our provider should getrior authorization as soon as possible

after you know you may ba possible transplant candidat¢e. KA a aSOUA 2y Qa NI dzA |
apply to orneal transplants andatlecting and/or transfusimg blood or blood productysee
section7.4.32.

Benefits for transplants are limited as follows:

a. Transplant procedures must lomneat an authorized transplant facility.

b. Donor costs are covered as follows:

i. If you arethe recipient or seHdonor, donor costs related to a covered transplant
are coveredlIf the donor is also enrolled on the policy, expensesulting from
complicationsand unforeseen effects of the donation are covered.

ii. If you arethe donor and the recipient is na&nrolled on the policywe will not pay
any benefits toward donor costs.

iii. If the donor is not enrolled in this policy, expenses that result from complication
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. Professional provider transplant services are paid according to the benefits for
professonal providers.

e. Immunosuppressive druggu getduring a hospital stay are paid as a medical supply.
Outpatient oral and selihjectable prescription medications for transplant related
services are paid under the Pharmacy Prescription benefit (setiBn

f.  Wewill not pay for chemotherapy with autologous or homogenic/allogenic bone marrow
transplant for treatment of any type of cancer not approved ¢overage.

Donor costsarethe covered expenseof 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 thndingandgettingthe 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 betwegrouandyourprovider at different locations using telephone

or internet conferencing, or transmission of data from remote monitoring devices.

A virtual visit is covered if:
a. The overed services can be safely and effectively provideavirtual care visit
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b. The tedhnology used meets all state and federal standards for privacy and security of
protected health information

You do not have to pay anything fartual care visitaising thepreferred vendorseeSection 3.
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 covéetfollowing services ae per year
a. One complete eye examith refraction
b. Lenses and frames (glassés)correct your visiongr contact lenses instead of glasses
c. Optional lenses and treatments include ultraviolet (UV) protective coating, scratch
resistant coating, tinting, lpotosensitive lenses 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 covaredhenefit
ends atthe end of the month in whiclgoureach age 19

7.5 MATERNITCARE

Pregnancy care, childbirth and related conditions are covered wlmenget the care frona
professional providerMidwives are not consideredrpfessional providers unless they are
licensed and certified.

Maternity services ar@suallybilled as a global charge. This is a lump sum charge for maternity
care that includes prenatal care, labor and delivery, and -peftery care.Some diagnostic
services, such as amniocentesis and fetal stress test, areanodfpglobal maternity services and
are reimbursed separately.

If you have a bme birth, the onlyexpensegshat are coveredarethe 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 suppgoutbefore, during

and after birth and during the postpartum period, are not covered expeesespt under the
newborn home visiting program (section 7.7.6)

7.5.1 Abortion
Elective abdions are covered atl00% An abortion is elective unless you arendng the
pregnancy foryour health orbecause of fetal disease

7.5.2 Breastfeeding Support

Support and counselingo help you breastfeed successfuitycoveredwhile you arepregnan

and/or breastfeedingWe cover the purchase or rental charge for a breast puang 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 mdhs of birthis coveredvithout prior authorization. A circumcisiatfter
age 3 months must be medically necessary and prior autriz
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7.5.4 Diagnostic Procedures

Diagnostic services, including laboratory tests and ultrasounds, related to maternityaoare
covered Some of these procedures may need to be prior authoriZetull list of serviceghat
must beprior authorizdis on the Moda Health websiter you may askCustomer Service.

7.5.5 Newborn Home Visiting Program
This programmay not be available in albanties.Youmust use aaurse who is &ertified 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 visino more than2 weeksafter birth and before the comprehensive visit if
yourfamily has immediate needs after the 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 followup phore call after the last services provided

Support visitsmay be ahomevisitor avirtual care visitThis program end&hen your baby i$
monthsold.

7.5.6 Office, Homeor HospitalVisits
A visit meangou areactually examined by a professional provideraddition to pregnancy care
and childbirth visits, nurse home visiting services are covered (see section 7.7.6).

7.5.7 Hospital Benefits
Coveredhospital maternity car@xpensesre:
a. Hospital room
b. Facility chargefrom a covered facility, including a birthing center
c. Nursery carancludes one imursery welnewborn infantpreventive health examYou
will not have to pay anythingAdditional visits are covered at the hospital visit benefit
level.b dzZNBR SNE OF NB Aa O2USNBR dzy RSNJ UKHe YySg0 2|
you arein the hospital and receiving maternity benefits.
d. Other hospital services and suppliehen medicaly necessary for treatment and
ordinarilyprovidedby a hospital
e. Takehome prescription drugare limited to a 3day supply at the same benefit level as
for hospitalization

{LISOAIT wAIKEG !'LRYy / KAftROANIK 6bSgso2NyaQ IyR
Benefts for any hospital length of staglated tochildbirth will not be restricted to less than 48

hours after a normal vaginal delivery or 96 houafter a cesarean sectiorYou may go home

earlier if you want to. Thattending professional providdor youand your baby will make this
decision with youYou do not need for authorizationto stayin the hospitalup to these limits.

7.6 PHARMACYPRESCRIPTIABENEFIT

Prescription medicationgou getwhen you areadmitted to the hospital are covered by the
medical plan apart of yourinpatient expenseThe prescription medications benefit described
here does not applyAll medications must be medically necessary to be covered.
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7.6.1 CoveredMedication Supply

Thesemedicationsand supplies are covered when they have been prescribed far you
a. Aprescriptionmedicationthat is medically necessaty treat amedical conditio
b. Compoundedmedicationsthat have at least one coverednedication as the main

ingredient

c. Insulinand diabetic supplies includingsulin syringesneedlesand lancetstest strips,

glucameters and continuous glucose monitor¥ou nust havea prescriptionand use a

preferred manufacturer

Certainprescribed preventivenedicationsrequired under the Affordable Care Act

e. Medicationsto treat tobacco dependence, including OTC nicotine patches, gum or
lozengesYou must have prescription If you usean innetwork retail pharmacythey
are coveredvith no cost sharing as required undée Affordable Care Act

f. Contraceptivemedicationsand devices for birth contrqlsection7.3.2 and for medical
conditions covered under thelan You can getip to a 3month supplythe firsttime you
use the medicatiomnd up toa 12-month supplyafter that. AskCustomer Servickow to
geta 12month supply.

g. Certainimmunizations and related administration fees are coverngth no cost sharing
at in-network retail pharmaciesquch adlu, pneumonia and shingles vaccines)

Q

Certain prescription medications and/or quantities of prescription medications meay to be
prior authorizd (see sectior6.1). You must get specialtyedicationsfrom a Moda-designated
specialty pharmacy.

Ask Pharmacy Customer Service téphgucoordinae yourprescription refillsso you can pick
them all up at the same time

Youcanask fora medication that is not on the formulaty having your professional provider
submit an exception requestr by contacting Customer Service. Formulary exceptions must be
based on medical necessitiVe will need yourLIN5a ONAOAY 3 LINRBFSaaAzyl t
information and information from your providerto support the medical necessity, including all
of the following:
a. You tried the rmulary medicationsusing the rightlose andor a long enough time, and
they did not work for you
b. You were not able to tolerate thefmulary medicationsor they were not effectivefor
you
c. The brmulary medicationsire expectd to be harmful to youor not provide equivalent
resultsto the medicationyou are asking for
d. The medicationtreatment you are asking fas not experimental or investigational

We will contactyour prescribing professional provider to find out how the aiation is being
used inyour treatment plan.We will make a decision about yoakception request within 72
hours¢ or just 24 hours if your request is urgeffthis formulary exception process is not used
for a medication or pharmacy charge that is naivered for other reasons, such as plan
limitations or exclusions.

7.6.2 90-Day Supply at Participating Retail Pharmacies

Youmaybuya 90day supply from participating retail pharmas Not allmedications areligible
for a 90-day suppy. All standard benefit and administrative provisiofsuch as prior
authorization and step therapygpply. Search for participating pharmaciesing yourMember
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details.

7.6.3 Mail Order Pharmacy

Youcan choose to filprescriptions for coverednedicationsthrough aModa-designatedmail
order pharmacyGet amail order pharmacy form oyiour Member Dashboar@r askCustomer
Service.

7.6.4 Specialty Service& Pharmacy

Specialty medications are often used to treat complex chronic health condi¥@uspharmacist
and otherprofessionalproviders willtell you if your prescriptionmust beprior authorizd or if
youmustget itfrom a Modadesignatedspecialty pharmacyrind outabout the clinical services
and if your medication is apecialty medication on your Member Dashboardr by asking
Customer Service.

Most gecialtymedicationsmust be prior authorizedf youdo notbuy specialtymedicationsat
the Moda-designatedspecialty pharmacy, the expense will not be cover8dme specialty
prescriptions maye limited to less than 30 daySome medications may be eligible for ad#y
supply.For some specialtgnedications you may haveto enroll ina programto makesureyou
know how to use thenedicationcorrectlyand/or to lowerthe cost of themedication Get nore
information onyour Member Dashboarar byaskingCustomer Service.

7.6.5 SeltAdministered Medication

All selfadministered medicationgollow all of the prescription medication requirements of
section7.6. This includes the specialty medication veg@ments(section7.6.4 when you get a
self-administered specialty medication. Satiministered injectable medications are not covered
ifyougetthemAy | LINPQJARSNRE 2FFAOSE OfAyAO 2NJ Tl OAf

7.6.6 Step Therapy

When a medication is part of theep therapyprogram,you musttry certainmedications(Step

1) before the prescribed Step 2 medication will be covered. When a prescription for a step
therapy medication is submitted out of order, meaningu havenot first tried the Step 1
medication before submitting a prescription for a Step 2 medication, the prescription will not be
covered. When this happengour provider will need to prescribe the Stepriedication

We will make a exceptiornto the step therapy requirement if:
a. The Step 1 medicatiors ineffective, harmfulpr you camot tolerateit
b. The Step 1 medication it giving the sameesultasthe requested Step 2 medication
c. You tried a Step thedication for at least 90 daysd hada positive outcomeChanging
to the Step 1 medication is expectedhie harmful or not give the sameesult.

7.6.7 Limitations

a. New FDA approvenhedicationswill be reviewed. We may havecoverage requirements
or limits. Youor your prescriber carask fora medical necessity evaluationwk do not
covera newly approved medication during the review period

b. You will need a formulary exception to usérandmedicationwhen a generic equivalent
is available

c. We may prior authorizeertain brand medicationgor a specific amount of timer until
a generic medication becomes available, whichever comes first. When a generic
medication becomes available duritige authorized period, thebrand medicationis no
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longer covered.You can get the generic medication without a new prescription or
authorization. A A L

d. You maynotbypassi KS t f | y Q& sk dsstzp tNeBapyS pfidr authorization)
by starting treatment wit a medication, whether by using free samples or otherwise

e. Somespecialtymedicationsmay be limited to 2-weeksupply -

f. Medicationswith dosing intervalgreater thani KS t t | y Qlaysupplyil hadzyY
an increased copaymetd matchthe day supply

g. Medicationsyou buyoutside the United States and its territoriese only covered in
emergency and urgent care situations

h. You may ask to have yomredicationsrefilled early if you are going tivpavel outside of
the United Stateswhenwe allowanearly refill it is limited to once every 6 month¥ou
cannot get an arly refill to extend yourmedication supply beyond the end of tipelicy
year.

i. If you need an mergencyrefill of insulinor diabeticsupplies we will cover it no more
than 3 times per yearWe will only covetthe smallest available package or a-®&fy
supply whichever is less

7.6.8 Exclusions
In addition to the exclusions listed 8ection 8thesemedication supplieare not covered
a. DeviceslIncluding but not limited to therapeutic devices and applian¢efrmation for
contraceptive devices in section7.6.1and for other devices in sectioh4.12
b. ForeignMedication Claims.Medicationsyou buyfrom nonU.S. mail order or online
pharmacies or U.S. mail or online pharmacies acting as agents 4j.Sompharmacies
c. Hair GrowthMedications
d. ImmunizationAgents forTravel. Except as requirednder the Affordable Care Act
e. Institutional Medications To be taken by or administered whileu are a patient in a
hospital, rest home, skilled nursing facility, extended care facility, nursing home or similar
institution
f. Medication Administration. A chargeto adminiser or inject amedication except for
immunizationsor contraceptivest retail pharmacies
g. MedicationsCovered Under Another BenefiSuch asnedicationscovered under home
health, medical, etc.
h. Medications Not Approvedby FDA.Products not recognized or designated as FDA
approved medicationsThis includes medications that are found to be less than effective

o0& (KS C5! Qa 5N¥zZa 9FFAOIFOe {ddzRé LYLX SYSyi

i. Non-Covered Condition A medication prescribedfor reasonsother thanto treat a
coveredmedical condition
j. Nutritional Supplements and Medical Foods
k. Off-label Use.Medicationsprescribed for or used for neRDA approved indications,
unlessh NI 3 Heakhd&vidence ReviewCommissin or Pharmacy Therapeutics and
Review Committedas approved it
[.  Over the Counter (OTQJledicationsand certainprescriptionmedicationsthat havean
OTCoption, except forcontraceptives othose treating tobacco dependence
. Pharmacies Excluded frotne Network. Medications from pharmacies that have been
excluded from the network for neanompliance with fraud, waste and abuse laws
Repackagededications
ReplacementMedicationsand/or Supplies
Vitamins and MineralsExcept as required by law
Weight Loss Medications

3

LTO>
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7.6.9 Definitions
Brand Medicationsare medications sold under a trademark and protected name.

Formularyis a list of all prescription medications and how they are covered under the pharmacy
prescription benét. Use the prescription price check tool on your Member Dashboard to get
coverage information, treatment options and price estimates.

GenericMedicationsare medications thalhave beerfoundbythe Food and Drug Administration
(FDA)to be therapeutically equivalent to the brammption and will save you moneyseneric
medicationsmust have the same active ingredients as the brawersionand be identical in
strength, dosage form anithe way you take them

Over the Counter (OTC) Megiitionsare medications that you can buy without a professional =~ _
LINE A RSNRA LINBAaONALIAZY® 2S O2YaARSNI I YSRAOF

Prescription Medication LisOur Moda Health Prescription Medication List is on your Member
Dashboard. It giveyou information about how commonly prescribed medications are covered.
Not every covered medication is on the list. We will review new medications and may set
coverage limitations.

The list may change and will be updated from time to time. Use thecgp®n price check tool
on your Member Dashboard to get the latest information. Ask Customer Service if you have any
guestions.

Prescribing and dispensing decisions are to be made by your professional provider and
pharmacist using their expert judgmentalk with your professional providers about whether a
medication from the list is appropriate for you. This list is not meant to replace your p[ofeSS|onaI .
LINE A RSNRA 2dzZRAYSY U 6KSY RSOARAY3I gKIFG (2 LINE:
anyprescribing or dispensing decisions.

Prescription Medicationsnclude the noticé€'Caution- Federal law prohibits dispensing without
LINS & ONR LIGA 2y ®€ ,2dz YdzaAadG KIF @S | LINS & ONR LIG A 2Y
medications.

SelfAdministered Medications are labeled by the FDA for salfiministration. You or your
provider can safely administer these medications to you outside of a medical setting (suchasa
LIKeaAOAl yQa 2FFAOSET AyFdzaAzy OSYUSNI 2NJ K2aLKAdU

SpecialtyMedications Specialtymedicaions are often used to treat complex chronic health
conditions. Specialtynedicationsoften require special handling artave a unique ordering
processMost ecialtymedicationamust beprior authorizd.

Value Medications include commonly prescribethedicationsused to treat chronic medical
conditions They are considered safe, effective and esfé¢ctive compared to other medication
options A list of valuenedicationss onyour Member Dashboard.
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SECTION 8. GENERAL EXCLUSIONS

This section lists Plan exclusions. Theseraggldition to the limitations and exclusiotizat are
describedn other sections. Thesservicessuppliesand conditions are not covered, everthey
aremedically necessargrerecommended or provided bgn in-network provider, or they relate
to a covered conditioriTreatment of a&complication or consequence thhaippens because of an
exclusions not coveredExcept treatment of anemergency medical conditiaealways covered

Benefits Not Stated
Services and supplies niatludedin thispolicyas covered expensgunless required under state
or federal law

Care Outside the United States
Except forcare that is due to aemergency medical condition

Charges Over the Maximum Plan Allowance

Corredional Services
Including sheltered living provided by a haifly house, ducationtonly courtordered anger
management classeandcourt ordered sex offendertreatment

CosmetidProcedures

Any procedureor medicationwith the mainpurpose of changingr maintaining youappearance
and that will not result in significant improvement inody function Examplesinclude
rhinoplasty, breast enhancement liposuction and hair removaReconstructiveor gender
confirmingsurgeryis coveredf medically necessary and not specifically excluest section
7.4.32.

Custodial Care

Routine care and hospitalizatidhat helpsyou with everyday life such asbathing, dressing
getting in and out of bedprepaing special diets andhelping you withmediation that usually
can be seladministered Custodial carés care thatcan be provided by people without medical
or paramedical skills

Dental Examinations and Treatment; Orthodontia
Exceptservices describeth sectiors 7.4.8 and 7.4.22 or if medically necessary to restore
function due to craniofaciatregularity.

EducationalSuppliesand Services
Includingthe following, unless provided as a medically necessary treatfoeatcovered medet
condition:
a. Books, tapes, pamphlets, subscriptions, videos and computer games (software)
b. Psychoanalysis @sychotherapyas part ofatrainingor educationaprogram, regardless
of your diagnosis or symptoms
c. Educational services praled by a schooincluding a boarding school
d. Level 0.5 educaticonly programs
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Experimental or Investigational Procedures

Expensedue to experimental or investigational procedures. Includes related expenses, even if
they would be covered in other (neexperimental, norinvestigational) situationésee definition

of experimental/investigational iBection 1)

Faith Healing

Food Services
IncludingMealson Wheels and similar progranmesndguestmeals in ghospital orskilled nursing
facility

Home Birth or Delivery
Charge®ther than the professional services billedymur professional provideiincluding travel,
portable hot tubs and transportation of equipment

Homeopathic Treatment and Supplies

lllegal Acts
Services and suppli¢s treat a medicalkondition cased by or arisingirectly fromyour illegal
act

Infertility
All services and supplies for office visits, diagnosis and treatment of infertilitylbassthe cause
of infertility. Includes surgery to reverse elective sterilization (vasectomy or tigiadildn).

Inmates

Services and suppligsu getwhileyou arein the custody of any state or federal law enforcement
authorities or while in jail or prisqgrexcept when in an Oregon state or local facility and pending
disposition of charge@wvaiting for your case to be resolved). Benefits paid under this exception
may be limited to 115% of the Medicare allowable amount. Injuries under the lllegal Acts
exclusion are not covered.

Massage or Massage Therapy

Naturopathic Supplies
Including herbal, naturopathic or homeopathic medicines, substances or devices and any other
nonprescription supplements

Never Events

Services and supplies related to never eveitgeseare events that should never happerhen
youreceiwe services in &ospital or facility Examplesnclude the wrong surgery, surgery on the
wrong body part or surgery on the wrong patient. These also apply to any hospital acquired
condition, as that term is defined in the Centers for Medicare and Medicaid Services (CMS)
guidelines,andwhich includes serious preventable events

Non-Therapeutic Counseling
Including €gal financia) occupational and religiousounseling
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Nuclear Radiation

Anymedical conditiorarising from ionizing radiation, pollution or contamination by radioactivity
from any nuclear waste from the combustion of nuclear fuel, and the radioactive, toxic, explosive
or other hazardous properties of any explosive nuclear assembly or componé&gsurtherwise
required by law

Nutritional Counseling
Except aslescribedn section7.4.25

Obesity or Weight Reduction
Even ifyou aremorbidly obese. Services and supplies including:
a. Gastric restrictive procedures with or without gastric bypass, or the revision of such
procedures
b. Weight management services such as weight loss programs, exercise programs,
counseling, hypnosis, biofeedback, neurglirstic programming, guided imagery,
relaxation training and subliminal suggestion usedhange youeating behaviors
c. Anymedicationor formula related to or resulting from the treatment of weight loss or
obesity even if prescribed bypysician

We cover services and supplies that are necessanyeat established medical conditions that
may be caused by or made worse by obes#rvices and supplies that do so by treating the
obesity directly are not covered, excegut required undethe Affordable Care Act

Orthopedic Shoes
Except asdescribedn section7.4.12

Orthognathic Surgery
Includng associatedservices and supplieEExcept when medically necessary to repair an
accidental injury or for treatment of cancer.

Out-of-Network Services
Except emergencservices and whenwe have prior authorizedut-of-network care

Personal Items

Includingbasic home first aid and things that can make you feel better but are not required
medical treatment, Bcessities ofiving such asfood and household suppliesind supportive
environmentalmaterialslike handrails, humidifiers, air filters and other itertigat are not for
treatment of a medical condition even if they relate to a conditibat isotherwise covered.

Personality Disorders

Physical Exercise Programs
Programs, videos and exercise equipment

Private Nursing Services

Professional AthletidActivities

Diagnosis, treatment and rehabilitation services for injujes: getwhile you arepracticing for
or participatingin a professional or serpirofessional athletic contegir event These are events
or activities you are paid or sponsored to fudli-time or parttime.
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Reports and Records
Includingcharges for completigclaim formsor treatment plans

Routine Foot Care

Includingthe following servicesnlessyour medical conditionguch agliabetes)requires them
a. Trimmingor cutting of benigrovergrown or thickenedesion (ike acorn or callus)
b. Trimming of nailsregardless of condition
c. Removing dead tissue or foreign matter frovails

SeltAdministered Medications 5

Including oral and selhjectable wheryou get themdirectlyfrom|  LIKe aA OAl yQa 2F7FA
clinic instead of through thpharmacyprescription medication or anticancer benefits (sections
7.6.5and7.4.2

SeltimprovementPrograms

Psychological or lifestylenprovement programs including educational programtreats,
assertiveness training, marathon group therapy and sensitivity training urthess are a
medically necessary treatment for a covered medical condition

Service Related Conditions

Treatment of any condibn caused by or arising out gbur service in the armed forces of any
country or as a military contractar from an insurrection or warunless not covered byour
military or veterans coverage

Services for Administrative or Qualification Purposes

Phystal or mentalexaminations psychological testing and evaluations and related senfares
purposes such as employmeat licensing, participating in sports or other activities, insurance
coverageor decidinglegal rights, administrative awards or benefitg corrections or social
service placemeniThe only exception ias specificallgescribedn section7.4.6

Services Not Provided
Services or supplies you have not actually received. This includssdappointments

Services Otherwise Available
Someone else should have been responsible for the castest services or supplieExamples
include these situations
a. You havenot beenchargel or thechargehas been reducedr discouned, oryou would
not normally bechargel if you do not havénsurance
b. Another third party has paid or is obligated to pay would have paid if you had applied
for the program.This may include a governmigorogram (except Medicaid) @ hospital
or program operated by a government agency or authority.

This exclusion does not apply ¢overed servicesr supplies you get from hospital owned or

operated by thestate of Oregon or any statelpproved communlty mental health and
developmental disabilities progranori KS +SGSNI yaQ ! RYAYAaifitiel GA 2y
care isnot servicerelated

GENERAL EXCLUSIONS 43
ModaORndvEPObHR-1-2024 B9000GBD rev10/27



Services Providedr Orderedby a Family Member

Other than services by a dental providé€ar the purpose of this exclusiofiamily members
includeyou and yourspouseor domestic [@rtner, child, siblingor parent or your spouse ar
domestic @rtnerQa LJr NBy u

Services Providetly Volunteer Workers

Sexual Dysfunctions of Organic Origin

Services for sexual dysfunctions of organic origin, including impotence and decreased libido.
Except medically necessary mental health services and supplies relatedjtmses listed in the
current edition of the Diagnostic and Statistical Manual of MéBigorders.

Support Groups
Including voluntary mutual support groups suchl&sstep programsand family education or
support groups, except as required under the Affordable Care Act

Taxes Fees and Interest
Except as required by law

Telehealth
Excepttelemedicineas specificallgescribedn section7.4.36

Temporomandibular Joint Syndrome (TMJ)
Services and supplieslated to the treatmemn of TMJ

Therapies
Services or supplies related amimaltherapy, and maintenage therapy and programs

Third Party Liability Claims
Services and suppliés treat a medical conditionhat a third party is or may be responsilitar,
to the extent of any recovery received from or on behalf of the third péate sectior®.4.3

Toupees, Hair Transplants

Transportation
Except medically necessary ambulamaresecuretransportas described in sectioh2.1

Treatment in the Absence of Iliness

Includng individual or family counseling or treatment for marital, behaviofimancial,family,

occupational or religious problemseatment for at rsk individualsvho do not have aillness
or a diagnosedehavioralhealth condition or treatment of normaltransitional response to
stress

Treatment After Coverag&nds
Except for coveretiearing aid ordered beforeyour coverageendsandyou getthem no more
than 90 daysafter the end date
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Treatment Before Coverage Begins

Including services and supplies for an admission to a hospital, skilled nursing facility or other
facility that began beforgour coverage in this policy begawe will provide coverage only for
those covered expenses incurred on or afgeur effective date under the policy.

Treatment Not Medically Necessary
Including services or supplies thdd not meet our medical necessity criteriaane:
a. Prescribed for purposesther than treating disease
b. Inappropriate or inconsistent with the symptoms or diagnosigafr condition
c. Not established as the standard treatment by the medical community in the service area
where youreceivethem
d. Primarily foryour convenience othat of a provider
e. Not the least costly of the alternative supplies or levels of serthes can be safely
provided toyou

If a service is not medically necessary to treat or diagnose your condition, it is not covered even
if the condition is otherwise covedeunder thePlan The fact that a professional provider may
prescribe, order, recommend or approve a service or supply does not, of itself, make the charge
a covered expense.

VisionCare

Includingeye examsthe fitting, provision orreplacement of eyeglasses or contact lenses, and
any charges for orthoptics, vitamin therapy,wovision therapy, eye exercisex fundus
photography exceptwhere specifically covereander thePlan Seesection7.4.37for pediatric
vision services anskection7.4.9for coverage of annual diled eye examo manage diabetes.

Vision Surgery
Any procedure to cure or reduceearsightednessfar-sightednessor astigmatism. Includes
reversals or revisionandtreatingany complicationsof these procedures.

Vitamins and Minerals

Not covered unlessequired by lawor if medically necessatyp treat a specific medical condition
Coverage isnly under the medical benefifThe vitamin or mineral musequirea prescription
and a dosage form of equal or greater strength of the medicaigonot available without a
prescription under federal lawfhis g@plies whether the vitamin or mineral is oral, injectable or
transdermal Naturopathicsubstancesre not covered.

Work Related Conditions
Treatment of a medical conditioryou get becaus®f your employment or selemployment
unlessthe expense isleniedas not work relatedinder any workers' compensatiorprovision

Youmust filea claim¥ 2 NJ 62 NJ SNE Q 02 Y L¥endad (0 \02yLIRo 2yFS FiAKISA 4l

compensation denial letteto be eligiblefor paymentunder thePlan This exclusion does not
apply if you are anowner, partner or executive officer you I NE SESYLi FTNRY
compensation laws andog 2 NJ SNB& Q O 2 Yrhgbiy piovidest®ygu. O2 @S
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SECTION 9. CLAIMS ADMINISTRATION & PAYMENT

9.1 UBMISSION: PAYMENT OELAIMS

What to know about sending us a claim:

a. We must receive your claim no more than 12 months after the date of service

b. Wedo not always pay claims in tisame order ya received the serviceJhis may affect
how your cost sharing is applied to claims. For example, a deductible may not be applied
to the first dateyou wereseen in a benefit yearfe paya later date of service first

c. We will not pay claims we do notaeive on time. The onlgxcepton isin theabsence of
legal capacity

d. Wemay pay benefits tgou, to the provider or to bothof you

The date of service is the date you receive the service or supply. You must actually tleeeive
service or supplpeforewe will pay the claim

Usually, you can show yolroda HealthiD card to the providerand theywill bill usfor you. We
will pay the provider and senacopy of our payment record toyou. The provider will then bill
youfor any charges that were not covered.

9.1.1 How to Send Us Claims
Sometimesyou will haveto pay a provider up front. Whenyou arebilled by the hospital or
professional provider directly, sentsa copy of the bil(see sectior2.1for the address).

Include all of the following information: . 5 A
atliASyilistxaa ONX¥ESNDa yIFYS YR L5 ydzYo SNJ
b. Date of service
c. Diagnosigincluding thelCDdiagnosisodey
d. Itemized descripon of the services and chargéacluding theCPT or HCP@&cedure

codes

e. t NEGARSNRAE GFE L5 ydzYo SNJ
f. Proof of paymentThis can ba credit card/bank statement or cancelled check

Some claims will require additional information:
a. Accidental injury Includethe date, time, place andescriptionof the accident
b. Ambulance servicelncludewhereyou werepicked up andvhere you werdaken
c. Out-of-country care Only coveredwhen you have ammergency. Wheryou getcare
outside the United Statesnclude
I. Explaration ofwhereyou wereand whyyou neededcare
ii. Copy of the medical record (translated if available)

If any of the charges are covered by the Plan, we will reimburse you.

9.1.2 Prescription Medication Claims

When yougo to an innetwork pharmacy show yourModa Health ID card and payour
prescription cost sharingfouwill not have to file aclaim.

If youfill a prescription at an oubf-network pharmacy that does not accessr claims payment
system or buy an OTContraceptive, yowvill need tofill out and send inthe prescription
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medication claim formThis form ion your Member DashboardWe will reimburse you for any
covered charges

9.1.3 Explanation of Benefits (EOB)

We will tell you how we processedl claimin adocument called an Explanation of Benefits (EOB).
Wemay pay claims, deny them, or apply the allowable expense toward satisfying any deductible.
If all or part of a claim is deniede will tell you whyin the EOBWe encourageyou to access

your EOBs electronically by signing up throygluir Member Dashboard.

If youdo not receive an EOB or an entalling youthat an EOB is available within a few weeks
of the date of service, this maypeanthat we didnot receive the claimYourclaimwill not be
paid unless weeceiveit within the claim submission period explained in secoh

9.14 Claim Inquiries
Customer Service can answer questiohewt how to file a claim, the status of a pending claim,
or any action taken on a claiwe will respond toyour inquiry within 30 days.

9.2 COMPLAINTSAPPEALS EXTERNAREVIEW

Beforeyoufile an appealcall Customer Service. Weay beableto resolveyour problem over
the phone.

9.21 Time Limit for Submitting Appeals
You havel80 daysrom the dateyou receivean adverse benefit determination t®end us your
appeal.lf yourappeal is not submittedn time, youwill lose the right to any appeal.

9.2.2 The ReviewProcess

Youmay review the claim file and submit written comments, documents, records and other
information to supportyour appeal.Youmay choose a person (representative) to actyaur
behalf. You must sign an authorization to disclose protected health information (PHI) allowing
your representative to act for you. You may find this form on modahealth.com. Contact Customer
Service for help assigning your representative.

How Appeals Work
a. Submityour appeain writing, on time Ifyou need helpaskCustomer Service
b. Wewill sendyoua letter no more than 7 days afteve receive yourappealso you know
we got it
c. Someonevhowasnot involved in theoriginaldecisionwill investigate your appeal
d. We will send the decision tgou within 15 daysof a preservice appeal or 30 days a
post-service appeal

If we usenew or additional evidence or reasonimghen decidng your appeal,we will shareit
with you. Youmay respnd to this information beforeour decision(the final internal adverse
benefit determination)s finalized.

Expedited Appeals
Appeak can have a faster review upon requeBeview of appeals that meet the criteria to be
expeditedwill be finished no lar than 72 hours aftewe havereceived the appeal.
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If youdo not provide enough information farsto make a decisionye will ask youand/or your
provider for the information we need no more tha?4 hoursafter we receve the appeal.We
must getthis information back as soon as possibl/e will make a decision onnaexpedited
appeal nomore than 48 hours after the earlier of (aur receipt of the information, or (b) the
end of the time allowed tesend ughe information.

Special Circumstances

If the appeal is about ending or reducing an ongoing course of treatment before the end of the
authorized period of time or number of treatmentage will continue to provide benefits while

we review youappeal. If the decision is uphelghuwill have topay back the cost dhe benefits
youreceived during the review period.

The timelinedor reviewing your appealo not applyif:
a. Youdo not reasonably cooperate
b. drcumstances beyongour control or ours make it impossible. Whoever is unable to
meet a tmelinemust give notice of the reason to the other when the issue arises

9.2.3 External Review
You may ask to haveyour appeal reviewed by an independent review organization (IRO)
appointed by the Oregon Division of Financial Regulation.

a. The request for extera review must be in writing to the Appeals Department (see section
2.1) no more than 180 daysfter you receivethe final internal adverse benefit
determination. Ifyou need help with the requesaskCustomer Servic&oumay submit
additional information to the IRO within 5 days, or 24 hours foepeditedreview

b. Youmust havecompletedthe appeal process desbed in sectiorD.2.2 We willsend an
appeal directly to external review e both agreeto skip this requirement For a
expedited appeal or wha the appeal is about a condition for whigfou received
emergency services anare still hospitalized, a request for external review may be
expedited or at the same time as a request for internal appeal review

Only certain types of denials are eligibte &xternal review. The IRO screens requests, and will
reviewappeals that relate to
a. An adverse benefit determination based on a utilization review decision
b. Whether surprise billing protections apply to an adverse benefit determination
c. Whetherthe treatment is an active course of treatment for purposes of continuity of care
(see sectior.3)
d. Rescission of coverage (sectid®.7.9
e. Cases in whiclwe havenot met the internal timeline for review or the federal
requirements for providing related information and notices

The decision of the IRO is binding except to themxother remedies are available ymuunder
state or federal law. Wve fail to comply with the decisioryou have the right to sue

A final internal adverse benefit determination based on specific exclusions or limitations on the
amount, duration or sope of coverage that does not involve medical judgment or a decision on
whether you area member under the policy does not qualify for external review. A complaint
decision does not qualify for external review.

CLAIMS ADMINISTRATION & PAYMENT 48
ModaORndvEPODbR-1-2024 B9000GBD rev10/27



9.24 Complaints
Submit your complaintin writing within 180 days from the date of thoblem orclaim We will
review complaints about
a. Avalilability, delivery or quality of a healthcare service
b. Claims payment, handling or reimbursement for healthcare services that is not appealing
an adverse benefdetermination
c. The contractual relationship betwears

We will finish eviewing yourcomplaint within 30 days. if’e nheedmore time,we will send you
a letter letting you know about the delay. We wilive 15 more days to make a decision.

9.25 Definitions
For purposes of sectiodi2, the folbwing definitions apply:

Adverse Benefit Determinatiofis a letter or an Explanation of Benefits (EOB) fumstelling you
that you arenot eligible for benefits or that benefits have not been fully paid. Reasons are:
Rescission of coverage (sectibh7.9

Eligibility to participate in th@olicy

Network exclusion, annual benefit limit or other limitation on etivise covered services
Utilization review (described below)

Limitations or exclusions described3action 7andSection 8including a decision that an
item or service is experimental or investigational or not medically necessary
Continuity of care (sectio®.3) is denied because the course of treatment is not
considered active

PO T®

-

AFinal Internal Adverse Benefit Determinatias an adverse benefit detsrination thatwe
haveupheld at the end of the internal appeal proce8ise internal appeal processfinished.

Appealis a written request byyou or your representative forusto review an adverse benefit
determination

Complaintis an expression of dissatisfaction about a specific probfeon havehad or about a
decision byusor someoneacting forus, or a provider. It includes a request to solve the problem
or change the decision. Asking for information or clarification aboupthiey is not a complaint.

Expedited appeals a preserviceappealthat needs a faster review becaussing the regular
time period to reviewt could
a. Seriously rislour life or health or ability to regain maximum function
b. Would subjectyouto severe min that cannot be managed without the requested care or
treatment. A physician with knowledge wdur medical condition decides this

Postservice appeals any appeahboutcare or services thatou have already received.

Presservice appeals any appetabout care or services thanust beprior authorizd and you
have not hadhe serviceyet.

Utilization reviewis how wereview the medical necessity, appropriateness or quality of medical
care services and supplieBheseadverse benefit determinatianare examples of utilization
review decisions:

a. The cards not medically necessary or appropriate
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b. The caras investigational or experimental
c. The decisioraboutwhether a benefit is covered involved a medical judgment

9.3 CONTINUITY OBARE

{2YSOUAYSAE | LINPGARSNDA O2yiGNIOG sAGK GKS ySig;
ends, they become an owtf-network provider. When this happensge may cover sme services

by theprovider as if they were still inetwork for a limited period of time. This is called continuity

of care.

If youare under the care of a particular provider whereir contract with us endsyou should
get a letter from us or the progier group telling yoaboutyourright to continuity of carelf you
ask for continuity of care before you get this letter, you are considered notified as of that date.

Continuity of care is not automatic. You mustjuest continuity of care froras.

In addition:
a. Your provider must reasonably believe you have special circumstancesoihdtcause
you harm if you were to discontinue treatment with them
b. Your provider must agree to follow the requirements of themost recentmedical
services contracvith us, and to accept the contractual reimbursement applicable at the
time the contract ended

Special circumstances that make you eligible for continuity of care are:
a. Yourcareis an active course of treatment that is medically necessdtyis includes
pregnancy and institutional or inpatient care.
b. You are being treated for a serious and complex condition. This may be a disability,
chronic condition, or an acute or |freatening illness.
c. You are scheduled for a nonelective surgery. Both the surgery anglo$toperative care
are covered under this provision.

Continuity of care endsn the earlier of the following dates for most membevko are getting
ongoing care from their provider
a. The day afteyoufinish the treatmentor are no longer diagnosed with the conditithrat
triggered youright to continuity of care
b. 90 days after the date you were told the contract with your provider had ended if your
continuity of care is for inpatient or other facility care
c. 120 days aftethe dateyou were toldthe contract withyour professionalprovider hal
endedif your continuity of care is fgorofessional provider care

If you are receivingregnancy cargcontinuity of care ends on the later of the following dates
a. 45 days afteyourbaby is born
b. Inpatient or facility care may be continued up to 90 days after the date you were told the
contract with your provider had ended
c. If youcontinue active treatmentprofessional provider care may be continuedkt later
than 120 days after theate you were toldthe contract withyour professionalprovider
had ended
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Gontinuity of care is not availabl&

You areno longer covered by this policy

The subscriber ends the policy

The provider has moved out of the service area

The provider cannotontinue to care for patientfor other reasons

The contract with the provider ended for reasons related to quality of care and they have
finished any appeal process

cop o

9.4 BENEFITAVAILABLE FROMTHERSOURCES
Sometimes healthcare expenses may be the responsibility of someone other than Moda Health.

94.1 Coordination of Benefits (COB)

Coordination of benefits applies whgou havehealthcare coverage under more than one plan.

If you arecovered by another plan orlgns, the benefits under thigolicyand the other plan(s)

will be coordinated. This means one plan pays its full benefits first, and then any other plans pay.
Thepolicy follows theorder of benefit determination rules; the Oregon Administrative Rules.
These rules decidehich planis primary angaysa claim for benefitéirst. (For coordination with
Medicare, see sectiod.4.2

COB can be very complicated. This is a summary of some of the more common situations where
you may have double coverage. It is not a full description of all of the COB rules. If your situation
is not described here, contact Customer Sex¥ar more information.

94.1.1 When thisPlan Pays First
This policy is primary and will pésst if the claim is for A
a. ¢ KS adzoaONJ\oSNI)a 221)[ KSIfGdKOFNB SELJS)/ asa _
b. Yourcoveredchildd S E LJS ya Sa ¢ K,S y ezdz | NB KAS ,é dzo a O N
i. Yourbirthdayisearlierintheyeail K| y G KS 2{0KSNJ LI NBy iQa LX
domestic partners or living together, of if there a court decreassigningoint
custody without specifying that one parent is responsiblehealthcare expenses
ii. You are separated, divorceat not living togetherand you have informed us af
court decree thaimakes youesponsible for theD K A lie&ttrare expenses
iii. You are separated, divorced or not living togethBrere is not a court decredut
you have custody of the child

If you are acoveredchild on this policy and also covered by yapous& @ domestic partneR a
plan, the plan that has covered you the longest is primary

9.4.1.2 How COB Works
When we are he primary plan we will pay benefitsas if there was not any other coverage

If we are he secondary planthe primary plarwill pay its full benefits firstWe will need a copy ]
2F @82dzNJ LINAYFNE LXFyQa 9h. a2 ¢S Oly &SS gKI
primary plan has not paid, such as deductible, copayments or coinseirare may pay some or
all of those expenses.
a. Wewill calculate the benefitere would have paid ifyou didnot have anyother healthcare
coverage We willapply that amount to any allowable expense that the primary plah
not pay.
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b. We willcreditany amaunts to thedeductiblethat would havebeen appliedf you didnot
haveother coverage.

c. We will reduce the benefitsve pay so that payments from all plans are not more than
100% of the total allowable expense

d. Ifthe primary plardid not cover an expendeecauseyou didnot followthat LJt I ryle3,a
we will not cover that expense either. An example is if your primary plan did not cover an
expense because you did not getor authorizationwhen it was required

If the primary plan is a closed panel pl@MOis an exampleand you use an owtof-network
provider,we will provide benefits as ilve arethe primary plan, except for emergency services or
authorized referrals that are paid or provided by the primary plan.

lye LX Iy GKIFG 2 S & rugLidialwayg prim@w h NBXS3I2y Qa [ h.

9.4.1.3 Definitions
For purposes of sectiodi4.1, the following definitions apply:

Planis any of the following that providesemefits or services for medical or dental care or
treatment:
a. Group or individual insurance contracts and graype contracts
b. HMO (health maintenance organization) coverage
c. Coverage under a labonanagement trusteed plan, a union welfare plan, an employer
organization plan or an employee benefits plan
d. Medical care components of group lotgrm care contracts, such as skilled nursing care
e. Medicare or other government programs, other than Medicaid, and any other coverage
required or provided by law
Other arramgements of insured or seifisured group or groujype coverage

-

Each contract or other arrangement for coverage described above is a separate plan. If a plan has
2 parts and COB rules apply to only one of the 2, each of the parts is treated as a splaarate

If separate contracts are used to provide coordinated coverage for covered persons in a group,
the separate contracts are considered parts of the same plan and there is no COB among those
separate contracts.

Plan does not include:

Hospitalindemnity coverage or other fixed indemnity coverage
Accidentonly or school accident coverage

Specified disease or specified accident coverage

Benefits for noAmedical components of group losigrm care policies
Medicare supplement policies

Medicaid poicies

g. Coverage under other federal governmental plans, unless permitted by law

~oooTw

Allowable expensameans a healthcare expense, including cost sharing, that is covered at least
in part by any plaryou havecoveiageunder. When a plan provides benefits in therm of a
service instead of cash payments, the reasonable cash value of the sercimesidered an
allowable expense and a benefit paid.
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Theseare not allowable expenses:
a. Any expense that is not covered by any plan covetiag
b. Any expense a proderis not allowed tacharge you

9.4.2 Coordination withMedicare

We coordinate benefits with Medicare as required under federal law. This includes coordinating
to the Medicare allowable amount. We wilbt pay any expenses incurred from providers who
have optal out of Medicare participation.

9.4.3 Third Party Liability

The rules for third party liability, including motor vehicle and other accidents, and surrogacy, are
complicated and specific. We have included some-tegkl information here. Contact Customer
Senice for more information.

The policy does not cover benefitdhien someone elsea third party- islegallyresponsibleThis
may include a person, a company or an insurecdery from a third party may be difficult and
take a long time,so wewill pay your coveredexpenses based owour understanding and
agreement thatwe are entitled to be reimbursed for any benefits paid that are or may be
recoverable from a third party.

Youagree to do whatever is necessary to fully secure and probectright of recovery or
subrogation.Subrogation refers to substituting one party for another in a legal setivg are
entitled to all subrogation rights and remedies under common and statutory law, as well as under
the policy. You willcooperate withus to protect our subrogation andecovery rights This
includes $gning and delivering any documentg reasonably reque to protectour rightsand
providing any information or taking actions that will help us recover costs from a third. party

a. If we pay claims that are, or are alleged to be, the responsibility of a third partyyotdu
any rights of recovery against thieitd party in trust forus.

b. We areentitled to be reimbursed for anpenefitswe payout of anyrecovery from a third
party if there is asettlement or judgment against the third party. This is so whether or
not the third party admits liability or claimbat you arealso at fault\We areentitled to
receive the amount of benefitsve havepaid whether the healthcare expenses are
itemized or expressly excluded in the third party recovery.

c. Aproportionate share of reasonable attorney femay be subtracted from our recovery

d. Even withoutyour written authorization,we may release to, or dhin from, any other
insurer, organization or person, any informatiae need to carry out the provisions of
section9.4.3

e. If it is reasonable t@xpect thatyou will havefuture expenses for whictwve might pay
benefits,you willseek recovery of such future expenses in any third party claim.

f. Section9.4.3applies toyou if weadvance benefits whether or not the everdusing your
injuries occurred beforgoubecame covered by Moda Health.

If you or your representativesio not comply with theequirements of this sectigrthenwe may
not advance payment anaysuspend payment of any benefits, or recover any beneféhave
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advanced, for any medical conditioelated tothe third party claim except for claims related to
motor vehicle accidentésee sectior®.4.3.]). We may notify medical providers seeking payment
that all payments have been suspended and may not be paid.

9.4.3.1 Motor Vehicle Acailent Recovery

If you filea claimwith usfor healthcare expensedue toa motor vehicle accident and motor
vehicle insurance has not yet paiwde will advance benefitdVe havethe right toberepaid from
the proceeds of any settlement, judgment or other paymewiu receive that exceeds the
amount that fully compensategou for your motor vehicle accident related injuries

If we requireyouor yourattorney to protectour recovery rights under this section, thgonumay
subtract from the money to be paid backusa proportionate share of reasonable attorney fees
as an expense for collecting from the other party.

You willdo whatever igequiredto secure, and may not pjudice,our rights under this section.

944 Surrogacy

If youenter into a surrogacy agreementoumust reimburseusfor covered services related to
conception, pregnancy, deliveand postpartum care thatyou receive in connection with the
surrogacy agreemenBy accepting servicegou give usthe right to receive paymentgou
receive or are entitled to receivender the surrogacy agreement. Within 30 days after entering
a surrogacy agreemengpu mustinform us andgsendusa copy of the agreement.
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SECTION 10ELIGBILITY. ENROLLMENT

If this is a child onlypolicy: Coverage is only available to age.ZBependent children, spouses
and domestic partners of the subscriber are not coveft, wording that talks about coverage
for spouses, domestic partners or childr@oes not apply to yoypolicy. Siblings of the subscriber
are eligible Coverage ohew sibingsmay be effective oneither the date of birth adoption or
placement for adoptioror on the first of the following month

Youcannot be covered by more than one Moda Health Individual medical policy at dfiyoe.
are alreadyenrolledin Medicare you cannot enroll on this policy

You arenot eligible to enroll ifyour main reason for livingn the service ared to gethealth
coverageor another temporary reason such as getting treatmdnving in a residential care
facility to receive treatrant does not meet the residency requirement.

10.1 SJUBSCRIBER

The subscriber is the policyholder and primary member onpbkcy. To be a subscribgrou

must currently live and have a fixed, permanent home address in the serviceYaraaust
intend to live in the service area permanently or indefinitely, and spend at least 6 months out of
the calendar year living in the service area.

Youmusttell us if your addresshanges.

10.2 DEPENDENTS

Asubscribef l@gal spouser domestic @rtner (as defined irSection 1}is eligible forcoverage

If a subscriber marries or registers a domestic partnership while enrolled in this policy, the spouse
or domedic partner and their children may be added to this policy by submitting a complete and
signed applicationCoverage begins on thérst day of the month after your applicationis
received See sectior10.5for more information.

Asubscribef éhildren are eligible until the26" birthday.Foster children are eligible only while
legally a foster child.

On this policyeligiblechildrenare: 5 )
a. Thebiological adoptedor fosterchildof the subscriber othea dzo a O BllilleSpyd3a
or domestic partner

b. Children placed for adoption witine subscriber L A A
c. Yournewborn child forthefirsBl1RI ea 2F¥ U0UKS Yy Sg02NyQa tAFS
d. Children related tdahe subscribermandthe subscriberistheir legal guardian
Yournewborn child is eligible from birthnd coverage begins that dé&y ! &4 dzo 8 ONX 6 SNDa

child, foster child or child placed for adoption is eligible on the date of placermbeir ©verage
beginson the date of adoption or placemenY.ou must provide of of legal guardianship to
coveri KS a dzograoddiilaBadneifirst 31 days from birt8ee sectiorl0.5to add your
new child.
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Children with Disabilities

Asubscribef éhild who has a disabilithat makesthem physically or mentally incapable of self
supportis ellglble forcoverageevenwhenthey areover26 years old Submit writteninformation
FTNRY 0KS OKshdwih@hat tHelkhiidihastah bngoing dlsablllty thédes not allow
them to work to support themselfTo make sure there is not a gap in coverage, we need this
information at least 45 days before their 2®irthday. Wemay ask fomore information, such
astax and guardianship informatigrmo confirm the child is eligible for this extended coverage
We willrevieweligibility from time to timeunlessthe disability is permanent

10.3 NEWDEPENDENTS

A new degndent may causgour premiumto go up Any pemiumchange will apply from the
date coverage is effectivéf. you do not submit an application and/@aymentwhen required,
the new dependenwill not be covered.

To add a new dependent to yoaoverage submit:
a. Complete and signedpplication
b. Documentation This may be amarriage or birth certificate,domestic partnership
documentation, or guardianshipjacement or adoption paperwork

You must applwithin 60 days of thenew dependent becomingligibe. If you do not, you will
have to wait untilthe next open enrollment periodyou need to inform ug you are addng or
dropping family memberéom your coverage, even if it does nohange youpremiums.

10.4 OPENENROLLMENPERIOD

Persons can apply for coverage during the open enrollment pe@pdn enroliment isusually
from November 1o January 15 each yedrhese dates may be differeimtfuture yearsCoverage
begins on the date the policy renews.

10.5 SPECIAENROLLMENT

Youcan apply for coverage or enroll in another individaglicyoutside of open enrollment when
you have a qualifying event.

For thesequalifying eventsapply no more than 60 days before or after the event occurs

a. Loss of minimum essentiabveragebecause you are no longefigible for your current
plan

b. Endof a noncalendar yeaplan, including an individual coverage HRARAor qualified
small employer HREQSEHR¥and you choose ndb renew

c. You nove permanently to a new location with access to ngualified health plans@HP3}

d. Employer contributions or government subsidies your COBRA continuation coverage
end

e. Youbecome newly eligible for advance payments of the premium tax cbediduse you
areon a group plan and have beconmeligible for qualifying coverage dhat plan
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For these qualifying events, you cannot apply in advance. You have up to 60 days after the event
occurs to apply or enroll:
a. Gaining new dependents through marriage, domestartner registration, birth,
adoption, or placementfor adoptionor foster care
Child support order or other court order reqas you tocover a dependent
Loss of coverage under Medicaid or a state child health, pliesiue to military discharge
Youlost youreligihility for cost sharing reductions or advanced payments of the premium
tax credit
Gaining new access to an ICHRASEHRA
There is anerror, misrepresentation or inactiorby the Marketplaceor the U.S.
Department of Health and Human SenggqgiHS)hat causes you to become enrolled or
disenrolled
g. The QHP in whickou are enrolledis decertified, or there iadequate evidence thahe
QHP you are enrolled inolated a material provision

coo

0]

If youdid not receive timely notice of a qualifyingent andyouwere unaware that a qualifying
event occurregd youmay choose a new QH#® more than60 daysafter the dateyou knew or
reasonably should have knowimat the qualifying evenhappened Youmay chooséehe effective
date that would have been availableyibu had known aboutthe qualifying evenbn time or
another effective date that is otherwise availableytou.

You arenot eligible for special enrollment if you choose to end your coverage. This inaiotles
paying your premium or if your coverage is rescinded. But choosing not to renew your non
calendar year plan at the end of the plan year is a qualifying event.

Coverageagenerallybegins on the % day of the monthafter we receive your application, less
you choose a later montHf you apply on or before the loss @hinimum essentiatoverage
coverage beginen the F'of the monthafter the loss of coverage. When there is a court order
or military discharge, coverage begins on the effective date@brder or the date of discharge.

10.6 PREMIUMS

Theamount ofpremiumyou oweis shownon the declaration pagehat comes with thigolicy,
or on any subsequenpremium change notice

10.6.1  MakingPaymens

We must receive yourrgmium paymenteverymonth to keep yourcoverageactive Youcan
payby check, money ordesr prepaid debit cardvith a billing statement, or by electronic fund
transfer (EFTElectronic billing (eBill) is also availabléis lets yoyayyour monthly premium
on your MemberDashboardisingyour bank account

To change how you make payments, subscribemust give us notice in advance Stop paying

by EFTyoumusttell us at leastl5 days before the next deduction dafEochangeother billing
options, we need ateast30 daysadvancenotice.We cannot stop your eBill payments. You will
have to make any eBill changes by updating your payment preferences in eBill yourself.

We do not accept gmium payments by third parties, except when required by law.
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10.6.2  When Paynents are Due
The initial premium payment must be made before the policy becomes effectiyeu Iflo not
makethe initial payment within the grace period, this policy never goes into effect.

All premium paymentsincluding the initial payment tstart coverageare dueon the first of the
month. You should plan to pay on or before the due date. You will have some extratgnace
period) after the premiumdue dateto get your payment to usvour premium paymentnust be
within 30 days of the dudate.

If we do not receive youpaymentbefore the end othe grace period, thipolicywill end after
anadvancedelinquency and terminationotice (see sectiori0.7.]).

10.6.3  Changes in Amount of Premiums

Premiumscan change without noticeehenyour family compositioror eligibility statuschanges
or you move to a differentounty. Thenew premiumamountwill be effective on the first day of
the monthafter the event.Whenyoumove into the next age bracket of the rate talgeemiums
will change on therenewal date.If there isa change inthe premiuns that affects all
policyholders we will tell you about this in writin0 days before itakes effect. When the new
premiumis paid this confirms thatthe subscriberaccepsthe change.

10.7 WHENCOVERAGENDS

2 KSYy G(GKS adzoaONAROSNDRDAa O2@SNIIAS Ssgéndst O2PSNI IS
10.7.12  Premium is Not Paid

If you do not pay your premiums before the end of the grace perioderage ends on the last

day of the month through which premiums are paid.

10.7.2  SubscribeEnds Coverage

A subscriber may end coveragefor themself orany enrolled dependent by givingis written
notice 30daysin advanceCoverageendson the last day of the month through which premiums
are paid.

10.7.3  Death

If the subscriberdies, coveragefor all enrolleddependents ends on the last day thiat month.
Youmaychangeto coverage iryour own nameby filinga written application withusand payng
the required premiunmo more than60 days afteryour eligibility under thigpolicy ends.

10.7.4  Loss of Eligibilitypy Dependent
Coverage endsontheladtr @ 2F (KS Y2yUK Ay GKAOK (GKS RSLIS)
a. Coverageends foran enrolledspouseor domestic partneon the last day of the month
in whichthe marriage or partnership is legally endetivprce dissolution,annulment
etc))
b. Coverage ends for an enrolled child on the last day of the month in which
i. the childreaches age 26
ii. stepchild relationship ends due to divorce or end of domestic partnership
iii. legal guardianship doster childrelationshipends
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Youmusttell uswhen a mariage, domestic partnershjguardianshipr foster child relationship
ends.

A former dependentnay change tocoverageunder their own nameyy submitting acomplete
and signedapplicationand paying thaequired premiumno more than60 days after eligibity
under thispolicy ends.

10.7.5  Moving Out ofthe Service Area
Coverage wikkndif the subscribemo longerlivesin the service area

10.7.6  Rescission

Rescission means canceling (rescindimgyerage back to the effective datas if it had not
existed. We may rescind your coverage,deny claims at any time, for fraud or intentional
material misrepresentation.

Examples of fraud and material misrepresentatiociude butare not limited to:
a. Enrollingsomeone who is natligible
b. Givingfalse informationor withholding information that is the basis for eligibility
c. Submittingfalse or altered claims

We havethe right tokeep anypremiums paid as liquidated damag&®u will have to repasny
benefitsthat have beerpaid. We will tell you of a rescission 30 days befoyeur coverage is
canceléed.

10.7.7  WeRefuse to Renew
Under certain circumstances (describaadder Guaranteed Renewability section12.2), we can
refuse to renew this policy at the end of any period for which premiums are paid.

10.8 B IGIBILITMAUDIT

We havethe right to make sure you areligide. We may ask fordocumentation including but

not limited to medical and certain financial records and birth certificates, adoption paperwork,
marriage or domestic partnerdocumentation proof of residency and any other evidence
necessary to documeryour eligibility on the policy.
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SECTION 11DEFINITIONS

Ancillary Servicesare support services provided to a member in the course of care. They include
such services as laboratory and radiology.

Authorization see Prior Authorization.

Balance Billingsthe difference between the maximum plan allowar@PA) Y R (1 KS LINR OA F
billed charge.You will have to pay this amount when you choose to use @robnetwork

provider. You cannot be balance billed if an eaftnetwork provider igperforming services atra

in-network facility andyou did not choose the provideior when otherwise prohibited by law

Balance billing is not a covered expense underRlaan

Behavioral Healthrefers tomental health and/or substance use disorder and the services to treat
these conditions.

Calendar Yeais a period beginning January* &nd ending December S1

Coinsurancas apercentage of covered expenstst you pay If your coinsurance is 20%, you
pay 20% of the covered charge and we pay the other 80%.

Copayor Copaymentis afixed dollar amountyou payto a provider whernyou geta covered
service For example, you may have a $25 copay every time you see your primary care physician.
This would be all you pay for the office visit (but other services you get at the same time may
have other cost sharing).

Cost Sharings the share of costgou must pay whenyou geta covered servicelt includes
deductible, copayments or coinsurance. Cost sharing does not include premiums, balance billing
amounts for outof-network providers or the cost of necovered services.

Covered Services a service or supplyat is specifically described as a benefit of the Plan.

Custodial Caremeans care that helpgou conduct common activitiesuchas bathing, eating,
dressing getting in and out of bedpreparation of special diets and supervision of medication
that usualyy can be selddministered It is care that can be provided by people without medical
or paramedical skills.

Deductibleis the amount of covered expenses you must pay beforéPfaastarts paying.
Dental Careis services or supplies to prevent, diagmoor treat diseases of the teeth and
supporting tissues or structuresich as your gums.iiicludesservices or supplies to restoyeur
ability to chew and to repair defects that have developed because of tooth loss.

Dependentis any person who is or may become eligible for coverage under the terms of this
policy because aheir relationship to the subscriber.

Domestic Partnersa person joined with the subscriber in a partnership that has been registered
under the laws of anyefderal, state or local government.
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Effective Datdsthe date coverage actually begirfsor new policyholders, this issuallythe first

day of the monthafter we receive youapplication. For new dependents,is the date of birth

for a newborn child, he date of the adoption decree for an adopted child, and the date of
placement for a child placed for adoption or foster care. For new spouses and domestic partners,
or if youqualify due to loss of minimum essential coveragés tihe first day of the math after

the qualifying event.

EmergencyMedical Conditionis a medical condition or behavioral health crisis with acute
symptoms, including severe pain, that a prudent layperson with an average knowledge of health

and medicine could reasonably expectwi place the healttor mental healthof a member, or

a fetus in the case of a pregnamtember, in serious jeopardyithout immediate medicabr A
behavioral healthattention. A behavioralhealth crisisis| RA @ NHzLJG A2y Ay | LISN
emotional stability or functioning resulting in an urgent need for immediate outpatient treatment

in an emergency department or admission to a hospital to prevent a serious deterioration in the
LISNE2Y Q& Y &yhédith. 2 NJ LK@ & A

Emergency Medical Screening Examinatinthe medical history, examination (which may

include behavioral health assessment), related tests and medical determinations required to
confirm the nature and extent of an emergency medical conditiBnbehavioral health
assessmenis an evaluation by a behavioral health provider, in person or using telemedicine, to
RSGSNNYAYS | LISNE2YQa YSSR F2NJAYYSRAFGS ONRA&A

Emergency Servicemre emergencymedicalservices transport as well &®akhcare items and
serviceg/ou getin an emergency department of a hospital. All related services routinely available
to the emergency department to the extent they are requitedstabiliz a memberand further
medical examination and treatment required stabilize a membeand within the capabilities of

the staff and facilities available at the hospjtale included.

At an outof-network emergency care facilityemergency services maglso include post
stabilization services such as outpatient obséioraor an inpatient or outpatient stayinlessthe
attending physician determinegou are able to travel using nonmedical or nonemergency
medicaltransportation to an imetwork facility.

Experimental or Investigationamneans servicesuppliesand medicationshat meet one of the
following:
a. Involve a treatment for which scientific or medical assessment has not been completed,
or the effectiveness of the treatment has not been generally establisiibs includes a
treatment program that maye proven for some uses, but scientific literature does not
support the use as requested or prescribed. An example is a medication that is proven as
a treatment when used alone, but scientific literature does not support using it in
combination with otheitherapies.
b. Areavailable in the United States only as part of a clinical trial or research program for
the illness or condition being treated
c. Are not provided by an accredited institution or provider within the United States or are
provided by one that hasot demonstrated medical proficiency in the provision of the
service or supplies
d. Are not recognized by the medical community in the service area in which they are
received

DEFINITIONS 61
ModaORndvEPObHR-1-2024 B900GBD rev10/27



e. Involve a treatment for which the approval of one or more government agencies is
required, but has not been obtained at the time the services and supplies are provided or
are to be provided

Health Benefit Planis any hospital and/or medical expense policy or certificate, healthcare
service contractor or health maintenance organizatiabscriber contract, any plan provided by

a multiple employer welfare arrangement, or other benefit arrangement defined in the federal
Employee Retirement Income Security Act of 1974, as ameridespolicyis a health benefit
plan.

llinessis a disease pbodily disorder that results in a covered service.
Implantisa material inserted or grafted into tissue.

Injury is physical damage tgour body causedby a foreign object, force, temperature or
corrosive chemicalt is the direct result of an accident, independent of iliness or any other cause.

In-network refers to providers contracted undene of our approved network® provide care
to you.

Maximum Plan Allowanc€MPA)is the maximum amountve will reimburse poviders. For an
in-network provider, the MPA is the amount the provider has agreed to accept for a particular
service.

MPA for outof-network services isithera supplemental provider fee arrangememé may have

in place or the amount calculated usiagy one of the following methods: a percentage of the
Medicare allowable amount percentage of the allowable amount established by the Oregon
Health Authoritya percentile of fees commonly charged for a given procedure in a given area, a
percentage of thecquisition cost or a percentage of the billed charge.

MPA for emergency servicgsu getout-of-network, out-of-network air ambulance, or otuf-
network services in an inetwork facility whereyou arenot able to choose the provides based

on the median innetwork rate. Otherwise, the MPA is the amount determined by state
guidelines.

MPA for prescription medications at cof-network pharmacies is no more than the prevailing
pharmacy network fee based on average wholesale price (AWP) minus a pgreelgcount.

In certain instances, when a dollar value is not availabereview the claim to determine a
comparable code to the one billedhe claim is processedsing the comparable code aras
described above.

Whenyou use an outof-network provder, you may have to pagny amountoverthe MPA(this
is the balance billing amoungxcept when balance billing is prohibited by law

Medical Conditionisany physical or mental conditipimcluding one resulting from iliness, injury
(whether or not the injury is accidental), pregnancybath defect Genetic information in and

of itself is not a conditionGeneticinformation is information related to you or your relative
about genetic tests, a request for or receipt of genetic services, or participation in clinical
research that includes genetic services. It also includéda | disea8&San disorder.
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Medically Necessaryneans healthcare services, medications, suppdiesterventions that a
treating licensed healthcare provider recommends and all of the following are met:
a. It is consistent with the symptoms or diagnosis yafur condition and appropriate
considering the potential benefit and harm you
b. The service, madation, supply or intervention is known to be effective in improving
health outcomes
c. The service, medication, supply or intervention is eftctive compared to the
alternative intervention, including no intervention

The fact that a provider prescribgorders, recommends, or approves a service or supply does
not, of itself, make the service medically necessary or a covered service.

We may require proof that services, interventions, supplies or medications (including-court
ordered care) are medicallyecessary. No benefits will hmaid if the proof is not received or is

not acceptable, or if the service, supply, medication or medication dose is not medically
necessary. Claims processing may be delaye® ifequireproof of medical necessitgnd itis

not provided by the health service provider.

We use scientific evidence from peesviewed medical literature to determine effectiveness for
services and interventions for the medical condition and patient indications being considered.

Medically necesary care does not include custodial c&8ee Treatment Nd¢ledicaly Necesary
in the General ExclusionSéction §for more information

Member isa person whose application for individual health coverage has been accepted and who

is enrolled for coverage under the terms of this policy. A member may be the subscriber or a
dependent ofthe subscriber2 KSNE UKAa 0221 NBFTSNR 02 daeé2dz
member.

Mental Health Provideiis any of the following statdicensed professionals:

Boardcertified psychiatrist

Psychologisbr psychologist associate

Psychiatric mental health nurse pratoner

dinical social worker, mental health counsetomrmarriage and family therapist

A program licensed, approved, established, maintained, contracted with or operated by
the Oregon Office of Mental Health & Addiction Services

An associate or residem the field of counseling, marriage and family therapy, social
work or psychology who is practicing under a boeeedtified supervision plan with a
provider who is contracted and credentialed with Moda Health

Poo o

-

Moda Healthrefers to Moda Health Plan, Ilt. K SNBE (KA a 060221 NBFTSNER G2
referring to Moda Health or its employees.

Network isa group of providers who contract to provide healthcareytm at negotiated rates.
Thesegroups are calle&xclusivé’roviderOrganizationsHPOs), and provide inetwork services
in their specific service areaSeeSection Sor more information about networks.

Out-of-network refers to providers that are not contracted undame of our approved networks
to charge discounted rates tmu. Out-of-network services are generally not covered by Bian
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Out-of-Pocket Maximumis the maximum amounyou pay outof-pocket every yearlt includes
the deductible, coinsurance and copaysydti reach the outof-pocket maximum in a calendar
year,we will pay 100% ofour eligible expenses for theest of the year.

ThePlanis the individual health benefit plan insured undke terms of this policy between the
subscriber and Moda Health.

Policyis the contract between the subscriber and Moda Health that contains all the conditions
of the insurance coverage. The policy includes this handbook, the individual applicati@nyand
declaration pages, addendums, endorsements or amendments.

Prior Authorizationor Prior Authorizedrefers to getting approvalfrom usbefore the date of
service. Acomplete list ofservicesand medications that require prior authorization is available
on your Member Dashboarar you can aslkCustomer Servicéd service, supply or medication
that is not priorauthorizzd when requiredwill not be coveredsee sectiorb.1).

Professional Provideiis any statelicensed or statecertified healthcare professional, when
providing medically necessary services within the scope of their licersstdication.

Providerisan entity, including a facility, a medical supplier, a program or a professional provider,
that is statelicensed or statecertified and approved to provide a covered service or supply.

Service Areas the geographical areahere innetwork providers provide their services.

Subscriberis the person in whose name the policy is isswter we acceptthat person's
individual application.
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SECTION 12GENERAPROVISIONS LEGAL NOTICES

12.1 MEMBERDISCLOSURES

What aremy rights and responsibilitiess a Moda Health membér
Youhave the right to:
a. Information about thepolicyand how to use it, the providers who will care fgyu, and
your rights and responsibilities
b. Be treated with respect and dignity
c. Urgent and emergencservices, 24 hours a day, 7 days a week
d. Participate in decision making regardiymur healthcare. This includes
i. changngto a new primary care physician (PCP)
ii. a discussion of appropriate or medically necessary treatment options, no matter how
much they ost or if they are covered
iii. the right to refuse treatment and be informed of the possible medical result
iv. filing a statement of wishes for treatment (i.e., an Advanced Directive), ongyiv
someone else the right to make healthcare choit@syouwhen you are unable to
(Power of Attorney)
e. Privacy. Personal and medical information will only be used or shared as required or
allowed by state and federal law
f. Appeal a decision or file a complaint about fh@icy, and to receive a timely response.
g. Free languagassistance services when communicating wigh
h. Make suggestions regardimogir member rights and responsibilities policy

Youhave the responsibility to:
a. Read this policy and make suyreu understandit. Youshould call Customer Serviceydu
have any questions
b. Select a PCé&nhd tell us who you have chosen

c. To the extent required by the Plan, seek medical services onlyyiourPCP This includes
gettingapproval fromyour PCP before going to a specialist

d. Treat all providers and their staff with courtesy and respect

e. Be on time for appointments, and call the office ahead of tiny@ifwill be late or need to
cancel

f. Getregular health checkups and preventive services

g. Giveyour provider all the informatiorthey need to provide good healthcate you

h. Participate in making decisions aboutur medical care and forming a treatment plan

I. Follow plans and instructions for cayeu have agreed to witlyour provider

j. Use urgent and emesgcy services appropriately

k. Showyour medicallD card when seeking medical care

|.  Tell providers about any other insurance policies that may provide coverage

m. Reimburseausfrom any third party paymentgoumay receive

n. Provide informationwe need to correctly administer benefits and resolve any issues or

concerns that may arise

More information aboutyour rights and responsibilities is belowWoumay also call Customer
Service with any questions.
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Will someone tell mef my PCP is no longer participating the network?
If your PCP ends their participation in the netwovke will tell youandgive youinstructions on
how to changeyour PCP.

What if | havea medical emergency?
If youbelieveyouhave a medical emergenggall 911 or seek care from the nearest appropriate
LINE A RSNE &adzOK la | LIKeaAOAlyQa Z2FFAOS 2N Of A

Youdo not need to contacyour PCP beforgou getemergency treatmentYoushould contact
your PCP as soon asasonably possible afterard.

How will I know if my benefits change oend?
We will send you a letter telling you if yotsenefits change.Youmay findyour current benefits
on your Member Dashboard aeskCustomer Service aboyibur benefits.

What are the prior authorization and utilization review criteria?

Getting prior authorization isyour assurance that the services and supplies recommended by
your provider are medically necessary and coveredybyr policy. Youmay contact Customer
Service or it your Member Dashboard for a list of services that require prior authorization.

We will respondo a provider request for prior authorization within 2 business dayselheed

more information, we will ask for it within 2 business days and will resg to the prior
authorization request no more than 15 days after receiving it. Except in the case of fraud or
misrepresentation, prior authorization for benefit coverage and medical necassigdingfor

60 days, and eligibilitig binding for 5 busings days from the date of the authorization.

Utilization review is the process of reviewing services after they are provided to ensure that they
were medically necessary and appropriate with regard to widely accepted standards of good
medical practice.

You can get avritten summary of information that may be includedaar utilization review of a
particular condition or disease by calling Customer Service.

2 KFG FNB Yé NARIKGA dzyRSNJ GKS 22YSyQa I SIHtdK |
You havébenefits for mastectomy related serviceBhisincludesall stages ofreconstruction and

surgery to achieve symmetry between the breasts, prostheses and complications resulting from

a mastectomy, including lymphedema. Contact Customer Service for more information.

How are important documents, such as medical records, keptfidential?
We protect your information in several ways:
a. We havea written policy to protect the confidentiality of health information
b. Only employees who need to accegsur information in order to perform their job
functions are allowed to do so
c. Disclosire outside Moda Health is permitted only when necessary to perform functions
related to providing coverage and/or when otherwise allowed by law
d. Most documentation is stored securely in electronic files with designated access

If | amnot satisfied with the policy, how carl file an appeal or complaint?
Youcan file an appeal or complaint by writing a letter to Moda Health. Customer Service can help
youif needed. Complete information is in secti9r2.
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Youmay alsdile a complaint omask for help from the Oregon Division of Financial Regulation
Phone: 503-947-7984 or tolifree 888877-4894

Mail: PO Box 14480, Salem, Oregon 978805
Internet: dfr.oregon.gov/help/complaintdicenses/Pages/filcomplaint.aspx
email: dfr.InsuranceHelp@oregon.gov

How can norEnglish speaking members get information about the policy?
Customer Service will coordinate the services of an interpreter oveptitone wherthey call.

How canl participate in the development offour corporate policies and practices?

We welcome any suggestions improveour health benefit plans or serviced/e haveadvisory
committees to allow participation in the development obrporate policies and to provide
feedback.Youmaycontact us fomore information.

What is provider risk sharing?

This plan includes risk sharing arrangements with some providers. Under -ahaiskg
arrangement, providers are subject to some financial risk or reward for the services they deliver.
Contactusfor more information.

What additional informationabout Moda Healthis available?
Thesedocuments are available free of charge by calling Customer Service:
a. Ourannual report on complainfgppealsand prior authorizations
b. Ourefforts to monitor and improve the quality of health services
c. Procedures for credentialing network providers and how to obtain the names,
qualifications, and titles of the providers responsibleyour care
d. Prior authorization and utilization review predures

The following informatiorabout ourhealth benefit plans is available from the Oregon Division of
Financial Regulation:

The results of all publicly available accreditation surveys A

I &adzYYINE 2F az2RI | SFfiKQa KSldivitiégs LINPY2UGA2Y
An annual summary of appealad prior authorizations

An annual summary of utilization review policies

An annual summary of quality assessment activities

An annual summary of scope of network and accessibility of services

~0 00T

Contact:
Oregon Divisio of Financial Regulation
PO Box 14480, Salem, Oregon 978805
503-947-7984 or tolifree 888877-4894
dfr.oregon.gov
dfr.InsuranceHelp@oregon.gov

12.2 GENERAE: MISCELLANEOUS

Contract Provisions

This policy plus any endorsements or amendments is the entire contract between the parties. No
promises, terms, conditions or obligations exist other than those contained in the contract. This
policy plus any endorsements or amendments shall supersedetladir communications,
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representations or agreements, either verbal or written between the partlesany term,
provision, agreement or condition is held by a court of competent jurisdiction to be invalid or
unenforceable, the remainder of the provisiortsa#l remain in full force and effect and shall in
no way be affected, impaired or invalidated.

Confidentiality of Member Information

Keepingyour protected health informatiorfPHIonfidential is very important tas. FHlincludes
enrollment, claims, andanedical and dental informationVe use this information to pay your
claims and authori services It is also used for referralsgase management and quality
management programs/Ne do not sellyour information. The Notice of Privacy Practidess
more ddail about howwe use your PHI Follow the Privacy Centelink on the Moda Health
website for a copy of the noticey call8554254192

Right to Collec& Release Needed Information
Youmust giveus, or authorize a provider to gives, any informationwe need to pay benefits.
Wemay release to or collect from any person or organization any needed information yaut

Disclosure of Benefit Reduction

We will notify the subscriber if there is materid reduction in covered services or benefits no
later than 30 days before the change effective (more informationis under Guaranteed
Renewability, beloyw

Transfer of Benefits
Only members are entitled to benefits under this policy. These benefits arassignable or
transferable to anyone else excetbie provider.

Correction of Payments drecovery of Benefits

If Moda Health mistakenly makes a payment for a member to which they are not entitled, or pays

a person who is not eligible for payments #{ we havethe right to recover the payment from

the person paid or anyone else who benefited from it, including a providierright to recovery

includes the right to deduct the amount paid from future benefite would provide for a
memberevenifther AA G+ 1Sy LI &YSyd g1 a y20 YIRS 2y GKI G

If benefits that this Plan should have paid are instead paid by another plan, this Plan may
reimburse the other plan. Amounts reimbursed are plan benefits and are treated like other plan
benefitsing UAdaFTeAy3d UKS tftlyQa tAlLOAfALED

Warranties

All statements made by the applicant or a member, unless fraudulent, are considered
representations and not warranties. No statement made for the purpose of obtaining coverage

will void the coverage areduce benefits unless contained in a written form and signed by the
YSYOSNE | O2LJk 2F gKAOK Kla o06SSy 3IAAQGSY 02 0KS

No Waiver

Any waiver of any provision of this policy or any performance under this policybmustwriting

and signed by the waiving party. Any such waiver shall not operate as, or be deemed to be, a
waiver of any prior or future performance or enforcement of that provision or any other
provision. If we delay or fail to exercise any right, power remedy provided in this policy, 5
AYOftdzZRAY3 | RStle 2N 2YAaaAzy Ay RSyeAy3d | Of
enforce the provisions of the policy.
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Responsibility for Quality of Medical Care

You alwaysave the right to choosgour provider.We arenot responsible for the quality gfour
medical careYourproviders act as independent contractordVe cannot be held liable for any
injuriesyou getwhile receiving medical services or supplies.

Compliance with Federal & State Mandates

Moda Health provides benefits in accordance with the requirements of all applicable state and
federal laws and as described in this policy. This includes compliance with federal mental health
parity requirements and coverage of essential health benefits fiset® by the Affordable Care

Act, except that the policy does not provide the required pediatric dental coverage. If you bought
this policy outside of the Marketplace, you must have also got separate pediatric dental coverage
through a Marketplace certifek pediatric dental plan. This applies whether the member is an
adult or a child. Find a list of Marketplace certified pediatric dental plans using the Marketplace
website. Delta Dental Plan of Oregon, part of the Moda Health organization, offers plans that
include pediatric dental coverage. Visit the Moda Health website to see the available options.

If you have not met the requirement to obtain pediatric dental coverage, conisiftr help.

Governing Law
To the extent this policy is governed btate law, it shall be governed by and construed in
accordance with the laws of the state of Oregon.

Where any Legal Action must be Filed
Any legal action arising out of this policy must be filed in either state or federal court in the state
of Oregon.

Time Limit for Filing a Lawsuit

Any legal action arising out of, or related to, this policy and filed against Moda Health by a
member or any third partymust be filed in court no more than 3 years after the time the claim
was filed (see sectio®.l). All internal levels of appeal under tRéanmust be exhausted before
filing a legal action in court.

Evaluation of New Technology

Moda Health developmedical necessity criteria for new technologies and new use of current
technologies. The medical necessity criteria committee reviews information consisting of medical
studies, national, regional or local clinical practice guidelines, and local and riatiemger
benefits to develop the criteria. The reviews are performed once a year, or more often if needed.

Guaranteed Renewability
We arerequired to renewyour coveragef the subscribemwants to renew Medicare eligibility is
not a basis for nomenewd of this policy.

Coverage may only be discontinued or rremewed: . 5
a. If you have not paithe required premiumsWewillendii KS L2t A 0& gAGK wmn |
we do not receive youpremiumson time
b. For fraud or misrepresentation by a member
c. Whenyouareenrolled in Medicare
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d. Whenwe discontinue offering and/or renewing all otir individual health benefit plans in
Oregon or in a specified service area within Oregon. Discontinuing a policy under this
provision will bedonein accordance witiOregon law

e. When the director orders Moda Health to discontinue coverage adagro procedures
specified or approved by the directarhen itfindsthat continuirg the coverage would:

i. Not be in the best interests of its members ; ; o
i. LYLJI ANJ az2RI | S| ftacé&n@actual abligdtidnsi € 02 YSSU A

f. If this is aplan that delivers covered services through a specified network of healthcare
providers,and youno longer live, reside or work in the service area of the provider network
The termination of coverage is not relatéol the health status of any member

g. If this is gplan that is offered in the individual market only through one or more bona fide
associationsand yourmembership in the associatiands.The termination of coverage is
not related to the health status ofry member

Wemaymake changesifodificationg to yourindividual health benefit plawhen your coverage
renews. The modification is not a discontinuation as described under paragtipib¢ve

Notices

Any notice to youor to a provider that we are reqred to provide is considered properly given if
written notice is deposited in the U.S. mail or with a private carrier. Notices will be addressed to
the last known address in our records. If we receive a U.S. Postal Service change of address form,
we will yodate our records with that new address. Any notice you are required to send to us may
be mailed to our Customer Service address. Notice to us is not considered given to us and
received by us until we have physically received it.
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SECTION 13VALUEADDED SERVICEBI®COUNTS

Membership with Moda Health includesther advantages as well. We give you access to
additional services, programs and tools to suppartir physical, mental and emotional health.
When youuse these programs/oumay receive savings on an item or service that is covered by
the PlanThese resources are not part of the Plan, and they are not insurAocess these extras
throughyour Member Dashboard.

Your enrollment on the policy automatically gives yameess to these programs. Youcass to
these services ends whemour coverage under th@olicyends.We may also discontinue these
services foreveryone If we do this, we will notify thesubscriber30 days before these services
are discontinued.

We mayhave drawings for gift cards to encourage you to set up accounts from our Moda Health
website or other program sites. When an offer is available, we will let you know the details and
how to participate.

Individual Assistance Program

Through the Individal Assistance Progra(hAP)with Canopy you get 3 counseling sessions per
incidentfor things like

Work issues, includingaoeer developmenor conflicts at work

Family relationshipsncluding narital problems

Depressionanxietyor grief

Stressmanagement

Alcohol or drug abuse

Cooop

Youare also eligible for
a. Hnancial coaching
b. Legal/Mediation help: on80-minute consultation (up to 3 in a yeahd a25% discount
for follow-up services
c. lIdentity theft services: one 6finute consultation with a FralResolution Specialist

These services are fre@ll 800-826-9231to start the program.

Travel Assistance Services

When you are traveling f®0 daysor less, and your trip takes you outside of the United States
or more than 100 miles fromyour permanent home, Assist Americ@rovidestravel assistance.
Services include:

Medical consultation, evaluation and referral

Foreign hospital admission assistance

Emergency medical evacuation

Arrangements to be transported home or to a rehabilitation facikfger you are
discharged from the hospital

e. Care of minor children left unattended as a result of medical emergency

oo

Download theAssist Americanobile app for ondouch calling when you real help. Yowanalso
call Assist Americat 800-872-1414 or email amedservices@assistamerica.com
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Diabetes Management Program

Throughl A @ 2 diab@te€@anagement program, you can get these things for free:
a. A connected glucose meter, strips, lancing device and lancets
b. Monitoring blood glucose readings
c. Coaching on nutrition and lifestyle questions

Gontact Livongoat 800-945-4355t0 access the program

Chronic Kidney Disease Management
GComprehensive support for chronic kidney disease and-gtade renal disease (ESRD) through
Strive Healths available if you qualify. It is free amtludes

a. Access to direct care centers offering disease managemenedinchtion

b. Phone and virtual visits, including 24 hour access for questions and emergencies

c. Support through wellness checks, disease management and education

d. Transition planning and support, facility navigation and renal replacement therapy

If you havechronic kidney diseaseouwill beinvitedto participate in the program. The invitation
will tell you how to get startedpr you can callStrive Healthat 503-664-9111

Prescription Savings Program

If you havediabetesor cardiovascular conditionsthe Sempre Healthprescription savings
programencourags you to refill your prescriptionson time. When you refill yourqualifying
diabetes and cardiovasculanedications as prescribegou can receive cost sharing discounts
through Sempre HealthYouwill get alerts when it is time to refiliyour prescriptions Your
discountsmay increase as you continuertfill your prescriptions on time.

If youare prescribed qualifying medicatigngou will be invited tgarticipate. The invitation will
tell you how to get started. It is free to joi@ontact Sempre Healtlat 855-910-0555if you have
guestions.

Gym Membership throughActive&Fit Direct

Through the Active&Fit Direcprogram you can get discounted gym mesrhips.Choose from
more than12,200 locationsnationwide You carthangeyour membership to a differengymat

any time There are also thousands difgital workout videos and digital resources and classes
available online.

To participateyou pay aone-time enrollment fee of 84 (good as long ag/ou continue your
enrollmen? and an ongoin§28monthly membership fee.

Find out whicHitness centerparticipate withActive&Fit Direcby going to their websitéhrough
your Member Dashboard/ou maycall Customer Service 884-646-2746for help.

Active&Fit Directis throughAmerican Specialty Health Fitness, Inc., a subsidiary of American
Specialty Health Incorporated (ASHWSHhas the right to changeany part of the program
including the enrothent or monthly membership feeASHwill notify youat least 30 daybefore
changng any feesFitness centers, amenities, and classes vary by locaiahtaxes may apply
Any nonstandard services that typically require an additional fee are not irclud
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Wellness Products and Services
ChooseHealthgives youhe following health and wellness servicasno cost
a. Discounts on popular health and fitness brands
b. Savings of up to25% on services from specialty health practitioners including
acupuncture, chliopractic and therapeutic massage
c. Access to naost online health classes

You maycall Customer Service 81 7-335-2746for help. TheChooseHealthgrogramis provided
by ChooseHealthy, Inc., a subsidiary of American Specialty Heatitporated (ASH).
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Moda does not discriminate

Moda, Inc. follows federal civil rights laws. We do not discriminate
based on race, color, national origin, age, disability, gender identity,

sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate with
us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation

services and/or materials in other languages.

If you need any of the above,
call Customer Service at:

888-217-2363 (TDD/TTY 711)

If you think we did not offer these
services or discriminated, you
can file a written complaint.
Please mail or fax it to:

Moda, Inc.

Attention: Appeal Unit
601 SW Second Ave.
Portland, OR 97204
Fax: 503-412-4003

Dave Nesseler-Cass coordinates
our nondiscrimination work:

Dave Nesseler-Cass,

Chief Compliance Officer

601 SW Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint
with the U.S. Department of Health and
Human Services Office for Civil Rights at
ocrportal.nhs.gov/ocr/portal/lobby.jsf,
or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

800-368-1019, 800-537-7697 (TDD)

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.

moda E==m
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