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RESOLUTION NO. 2018-13

A RESOLUTION OF THE VILLAGE
COMMISSION OF THE VILLAGE OF
BISCAYNE PARK, FLORIDA APPROVING
THE SELECTION OF AVMED AS THE
VILLAGE’S HEALTH PLAN PROVIDER;
PROVIDING FOR AN EFFECTIVE DATE

WHEREAS, the Village of Biscayne Park’s current health plan contract is due to expire
on May 31, 2018; and

WHEREAS, Village administration has compared the renewal rates and benefits
provided by the current health plan company along with other major carriers; and

WHEREAS, the Village administration found that the AvMed health plan proposal
would improve benefits for plan participants; and

WHEREAS, the Village Commission finds it to be in the best interests of the Village to
approve the selection of AvMed as the Village’s health plan provider;

NOW THEREFORE BE IT RESOLVED BY THE VILLAGE COMMISSION OF THE
VILLAGE OF BISCAYNE PARK, FILORIDA:

Section 1. The foregoing "Whereas" clauses are hereby ratified and confirmed as
being truc and correct and hereby made a specific part of this Resolution upon adoption hereof.

Section 2. The selection of AvMed as the Village’s health plan provider is hereby
approved.

Section 3. This Resolution shall become effective upon adoption.

PASSED AND ADOPTED this 1* day of May, 2017.

The foregoing resolution upon being
put to a vote, the vote was as follows:

Resolution No. 2018-13
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Tracy Truppman, Mayor

Attest:

P

c?}(/;ayd.l/c‘"*—{wuo-ﬂ ©

Roseann Prado, Village Clerk

Approved as to form:

/?/I/r( J. Hearn, Village Attorney

Mayor Truppman: Yes

Vice Mayor Tudor: Yes
Commissioner Bilt: Yes
Commissioner Johnson-Sardella: Yes
Commissioner Ross: Yes

Resolution No. 2018-13
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AvMed E@#::ﬁza.m;

~ ‘GROUP CONFIRMATION

May 13, 2018

Village of Biscayne Park ' | _ Subscrlbmg Group. Vlllage of Blscayne Park
Attn: Marlen Martell S -' ~ Effective Date: 06/01/2018

640 NE 114th Street " Group Number: 127576

Biscayne Park, FL 33161 L S

Dear AvMed Client:

Thank you for selectmg AvMed for your healthcare needs Please accept this as a confumatlon of your
' group benefit plan. As of the effective date, the above-named Subscnbmg Group has selected the .
following plan:

‘BenefitPlan. - . ‘ Identlfler Lo S . Descnptlon . :
Achieve LG200-SG18 AVSG HG 1087 0118 e Summary ofBeneflts&Coverage

Enclosed you will find your AvMed Group Medi'cal & Hospital Service Contract, and applicable s
Benefit Summaries, Amendments apphcatlon, and rates, . The provisions contained in the Summary of
Beneﬁts & Coverage and all exh1b1ts and Amendments attached hereto are, by reference a part of th13 v
Contract, : - : :

Should you have questlons regardmg your beneﬁts please contact our Mem ber Engagement
Department at 1-800-376 6651. If you have questlons about your group pohcy, please feel free to
contact the Small Group Support Center at l 800 835 6131 or e-mail your Small Group
Representa’uve .

Best Regards,

es M. Repp
President and COO

CC: :
Maureen Pentland
EBS Advisors, Inc
(954)651-6060

- Av-SG-Selection Amendment I GIB 127576 (06/18) Village of Biscayne Park
MP-5833 (09/17) : :
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.. ERISA SUMMARY PLAN'DE_SCRIPTION INFORMATION

Official Plan Name:

Plan Sponsdr:
Plan Administrator:

Claims Administrator:

Plan 'Ye.a'r:

Effectlve Date of Plan

Employer Identlﬁcatlon Num ber
Plan Type: |

Sburée, of 'Fﬁnding ‘f(')r Plan:

Source of Contribution:

ERISA Plan No.:

Agent for Service of Legal Process:

Organization that Provides the Benefit:

~ Are you required to file form 5500:

Do you work with an agent/broker:

* Village of Biscayne Park

Village of Biscayne Park

640 NE 114th Street

Biscayne Park, FL 33161
(305)899-8000

Village of Biscayne Park
640 NE 114th Street '

. Biscayne Par»k,- FL 33161
- (305)899-8000

AvMed Inc“ _
d/b/a AvMed Health Plans
9400 S Dadeland Blvd.

v M1am1 FL 33156

2018 '
06/01/2018

596000277

: Fully—Insured Welfare Beneﬁt Plan: Small Group

Achleve o

. Benefits undervthe plan are prov1ded through a

fully-insured contract with AvMed Health Plans.

: Employer and Employee contriintibns The

amount of the contr1but1ons are determmed by Plan
Admmlstrator ‘

Not Available

Sfeve_n M. Ziegler
4300 NW 89th Blvd
Gainesville, FL 32606

AvMedInc.

d/b/a AvMed Health Plans
9400 S Dadeland Blvd.
Miami, FL 33156

No

Yes

09833036



AVMed

Small Group Achleve Plan o
Medlcal and Hospltal Serv1ce Contract

JamesM.Repp -
President & COO

AV-SG-Achieve-18 ' $G-1117 (01/18)
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AVMED CORPORATE OFFICE
9400 S, DADELAND BLVD, -
 MIAMI, FL 331569004

AVMED MEMBER ENGAGEMENT CENTER - ALL AREAS
SR 1-800-376-6651

- SERVICE AREAS
MIAMI U - GAINESVILLE . JACKSONVILLE
9400 South Dadeland Boulevard 4300 Northwest 89th Boulevard 1300 Riverplace Boulevard
Miami, Florida 33156-9004 " Post Office Box 749 - Suite 640
' (305) 671-5437 o Gamesvﬂle Florida 32627-0749 Jacksonvﬂle Florida 32207
- (800) 432-6676 . - - (352) 372-8400. ' - (904) 858-1300
MiamiDade (800) 346-0231 ~  (800) 227-4184
' R Alachua’ . Baker 5
FT.LAUDERDALE ' Bradford - o Clay
o 13450 West Sunrise Boulevard : ~Citrss - -+ Duval
“h Suite 370~ Columbia -~ .~ Nassau-
Sunnse Florida- 33323 2947 . Dixie * ' ... .St Johns
(954) 462-2520 Gilchrist g R
(800) 368-9189 Hamllton
Broward Levy - ' -
- Martin.. - -Marion = . TAMPA BAY/ SOUTHWEST
- Palm Beach Suwannee - - FLORIDA
St. Lucie -~~~ - Union - ° - 1511 North Westshore Boulevard
T (I T - Suite 450
ORLANDO = Tampa Florida 33607
1800 Pembrook Drive - (813) 281 5650
~Suite 190 ’ (800) 257-2273
Orlando, Florida 32810, ‘Hernando -
(407) 539-0007 . Hlllsborough
(800) 227-4848 - Lee © -
Lake Manateer
Orange Pasco
Osceola Pinellas
Seminole " Polk -
Volusm o

AV-SG-Achieve-18

- Sarasota - e
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... AvMed, Inc. .
SMALL GROUP ACHIEVE PLAN
MEDICAL AND HOSPITAL SERVICE CONTRACT

IN CONSIDERATION of the payment of monthly Premium as provided hérein, AvMed, Inc., a private Florida
not-for-profit corporation, state licensed as a health maintenance organization under Chapter 641, Florida Statutes
(hereinafter referred to as “AvMed”), and the Subscribing Group as named on the Master Application attached
hereto (hereinafter referred to as “Subscribing Group”), agree as follows:

1.1

1.2

1.3

1.4

L5

1.6

L 'INTRODUCT}I_O'N

Provision of Health Care Services and Benefits. The Subscribing Group engages AvMed on behalf of
the group health plan described herein (the “Plan”), to arrange for the provision of Health Care Services or
benefits which are Medlcally Necessary for the diagnosis and treatment of Meémbers of the Subscribing
Group. AvMed arranges for the delivery of Health Care Services or benefits, in accordance with the
covenants and conditions contained in this - Contract and does not drrectly provrde these Health Care
Services or benefits. AvMed shall rely upon the statements of the Subscriber in his Application in providing
coverage and benefrts hereunder : o

Interpretatmn 1In order to provide the advantages of Hospital and med1cal facilities and of the
Participating Providers, AvMed operates on a direct service rather than mdemmty basis. The interpretation
of this Contract shall be guided by the direct service nature of AvMed's - program and the definitions and
other prov151ons contained herein. : : ,

Important Considerations. When reading your Contract please remember that:

a. You should read this Contract in its entrrety in order to determine if a particular Health Care Service is

covered. :

b. Many of the prov131ons of this Contract are - interrelated. Therefore, reading Just one or two provisions
may give you a misleading impression. Many words used in this Contract have spec1al meanings (see
Part II. DEFINITIONS). - :

c. The headmgs of sections contained in this Contract are for reference purposes only and wﬂl not affect
in any way the meaning or interpretation of partlcular provisions.

Guaranteed Renewablhty of Contract. This Contract is guaranteed renewable and will stay in effect as
long as you remain eligible for coverage and Premiums are paid on time: You are subject to all terms,
conditions, Limitations, and Exclusions in this Contract and to all of the rules and regulations of the Plan.
By paying Prermums or having Prermums paid on your behalf, you accept the prov1s1ons of this Contract

References in thls Contract :

a. References. to ‘you’ or: ‘your’ throughout refer to you as the Subscrrber and to your Covered
Dependents, unless expressly stated otherwise or unless, in the context in which the term is used, it is
clearly intended otherwise. Any references which refer solely to you as the Subscriber or solely to your
Covered Dependents will be noted as such.

b. References to ‘we’, ‘us’ and ‘our’ throughout refer to AvMed.

. Whenever used, the smgular shall include the plural, and the plural the singular, and the use of any
- gender shall include all genders. :
References to the ‘Plan’ refer to this AvMed Small Group Achieve Plan.

e. If a word or phrase starts with a capital letter, it is either the first word in a sentence, a proper name, a
title, or a defined term. If a word or phrase has a defined meaning, it will either be in the “Definitions’
Section or defined within the particular Section where it is used.

You must notify us immediately of any address change (or email us if you have opted for electronic
communications).

AV-SG-Achieve-18 1 SG-1117 (01/18)
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IL. DEFINITIONS

As used in this Contract each of the followmg terms shall have the meanmg md1cated

2.1

2.2

2.3

2.4

2.5

2.6

2.7
2.8

2.9 -

2.10

Accidental Dental InJury means an injury to Sound Natural Teeth (not prev1ous1y comprormsed by decay)
-~ caused by a sudden, unintentional, and unexpected event or force. This term does not include injuries to the

- mouth, structures within the oral cavity, or mjunes to natural teeth caused by b1t1ng or chewmg, surgery or

treatment for a dlsease or ﬂlness

Adverse Benefit Determination means a denial, reductlon or termination of, or a fallure to arrange or
make payment (in whole or in part) for, a benefit, including any such denial, reduction, termination or
failure to arrange or: make payment that is based on a determination of a Member’s e11g1b111ty to participate

inthe Plan, and mcludmg a denial, reduction, or termination of, or a fajlure to provide or make payment (in
“whole or in part) for; a benefit resulting from the application of any Utilization Management Program, as

well as a failure to cover an item or service for which benefits are otherw1se prov1ded because 1t is
determmed to be- Exper1mental or Investigational ¢ or not Medrcally Necessary

Allowed Amount means the maximum amount upon which payment will be based for Covered Services

" rendered by Part1c1pat1ng Providers. - The Allowed Amount may be changed at any time w1thout notice to

you or.your consent.

'_'Ambu]atory Surgery Center means. a facﬂlty l1censed pursuant to Chapter 395 Florzda Statutes the

primary purpose of which is to provide surglcal care to a patlent admitted to, and dlscharged from, such
facility within the same working day. :

Attending Physncran means the Participating Phys1c1an prlmarﬂy responsrble for the care of a Member
with respect to any parttcular injury or illness, - :

Breast Reconstructive Surgery means surgery to re—estabhsh symmetry between the two breasts
followmg breast cancer treatment B .

Calendar Year begins January 1 and ends December 31St

Calendar Year Deductlble means the first payments up to'a specrfled dollar amount that a Member must
make in the applicable Calendar Year for Covered Benefits. It is the amount you owe for certain Covered
Services before AvMed begins to pay. The Calendar Year Deductible may not apply to all services. For

~more  information - ‘please see Part VL MONTHLY PREMIUM PAYMENTS COPAYMENTS

COINSURANCE AND DEDUCTIBLES

Calendar Yeéar Oit-of- Pocket Mammum means the maximum amount you will pay durmg a Calendar
Year before AvMed begins to pay 100% of the Allowed Amount for Covered Services. This limit never
includes your Premiums, Prescr1pt10n Drug brand addmonal charges or charges for health care that AvMed
does not cover. : - -

Claun means a request for beneﬁts under ﬂ’llS Contract made by or on behalf of a Member in accordance

' w1th AvMed's procedures for flhng benefit Claims:

- Pre-Service Claim means any C1a1m for beneflts under this Contract for which, in whole or in part, a .
Claimant must obtain authorization from AvMed in advance of such services bemg provided to or
received by the Member. -

* b: Urgent Care Claim means any Claim for med1ca1 care or treatment that could ser1ously Jjeopardize the |

Member’s life or health or the Member’s ability to regain maximum function or; in the opinion of a
' Physmlan with knowledge of the Member’s Condition, would subject the- Member to severe pam that
cannot be adequately managed w1thout the care or treatment requested

c. Concurrent Care Claim is any request by a Claimant that relates to an Urgent Care C1a1m to extend a
course of treatment beyond the initial period of time or number of treatments previously approved Any
reduction or termination by AvMed of Concurrent Care (other than by an amendment to this Contract
or termination), before the end of an approved period of time or number of treatments, shall constitute
an Adverse Benefit Determination. :

AV-SG-Achieve-18 2 SG-1117 (01/18)
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2.11
2.12

d. Post-Service Claim means any Claim for benefits under this Contract that is not a Pre-Service Claim.
Claimant means a Member or a Member’s authorized representative act'ing‘on behalf of a Member.

Coinsurance means the amount a Member must pay once any applicable Deductible has been met, and is
expressed as a percentage of the Allowed Amount for the Covered Benefit, or the percentage of an amount
based on the Maximum Medicare Allowable or Average Wholesale Price for the Covered Benefit. For more

" information please see Part VI. MONTHLY PREMIUM PAYMENTS, COPAYMENTS COINSURANCE

2.13

214

2.15

2.16

217

218

2.19

2.21

AND DEDUCTIBLES

Condltlon means a disease, illness, ailment, mJury or pregnancy

Contract means this AvMed Smiall Group Achieve Plan Medical and Hosprtal Service Contract which may

at times be referred to as “Group Contract” or “Subscribing Greup Contract” and all applications, Rate

Letters (as described in Section 17.25), schedules, amendments, and any other document approved by the
Florrda Ofﬁce of Insurance Regulatron for mcorporatron into this Contract from time to time.

Copayment means the fixed dollar amount established solely by AvMed vvhrch you are required to pay toa
Health Care Provider usually at the time Covered Services are rendered by that provider. For more
information please see Part V. MONTHLY PREMIUM PAYMENTS, COPAYMENTS COINSURANCE
AND DEDUCTIBLES ' _

Coverage Criteria are medical and pharmaceutlcal protocols used to determine payment of products and
services and- are based on 1ndependent clinical practice guidelines and' standards of care established by

' government agencies and medrcal/pharmaceutrcal societies. AvMed reserves the rrght to make changes in

Coverage Criteria for covered products and services.

‘Covered Benefits or Covered Services means those Health Care Servrces to whrch a Mernber 1s entrtled

under the terms of this Contract.

Covered Dependent means an Ehgrble Dependent who meets and contmues to meet all appllcable
eligibility fequirements and who is enrolled, and- actually covered under tlns Contract other than asa
Subscriber (see Sectron 3.2). S

Custodlal or Custodral Care means care that serves to assist an individual in the activities of darly living,

* such ‘as assistance in walkmg, getting in- and out of bed, bathing, dressing, feedmg, using the toilet,

preparation of special diets, and supervision of medication that usually can be self-administered: Custodial
Care essentially is personal care that does not requrre the continuing attention of trained medical personnel.
In determining whether a person is receiving Custodial Care, consideration is given to the frequency,

- intensity and level of care, medical supervision required and furnished, patient's diagnosis, type of
Condrtron degree of functronal hm_rtatron or rehabilitation potential.

2.20 Dental Care 1 means

a. dental x-rays, examinations and treatment of the teeth Or any services, supplres or charges directly
- related to: - : : : S : , e S
i.  the care, filling, removal or replacement of teeth or : -
' (i - the treatment of injuries to, or disease of, the teeth, gums or structures directly supportmg or

- attached to the. teeth, that are customarily provided by dentists (including orthodontics,
reconstructive jaw surgery, casts, splints and services for dental malocclusion).

b. Dental Care is covered only for children through the end of the Calendar. Year in wh1ch they turn 19,
- except as described in Section .9.11: For more information about covered pediatric dental benefits
- please see Part XVIIL PEDIATRIC DENTAL BENEFITS. : :

_Detoxrficauon means a process whereby an alcohol or drug intoxicated, or alcohol or drug dependent

individual is assisted through the period of time necessary to eliminate, by metabolic or other means, the

intoxicating ‘alcohol or drug, alcohol or drug dependent factors, or alcohol in combination with drugs, as

determined by a llcensed Health Professronal while keepmg the physrologrcal risk to the individual at a

" minimum.

AV-SG-Achieve-18 3 SG-1117 (01/18)
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222

2.23

o Ao o

Domestic Partner means an unmarried adult who:

a. cohabits with you in an emotronally comnntted and affectronal relat1onsh1p that is meant to be of
lasting duratlon

isnot related by | blood or marriage;
_isatleast 18 years of : age - .
is mentally competent to consent to a contract

has filed a domestic partnershrp agreement or reglstrauon with the Subscrlbmg Group, if available, in
the state (and/or city) of residence; ’

has shared financial- obligations: mcludmg basrc hvmg expenses for the twelve month per1od prior to
enrollment in the Plan;

g~ provides documentation sausfactory to AvMed as ev1dence of a Domestic Partner- relatronshtp, and

- h.” meets the dependent el1g1b1hty requirements of this Plan. -

Durable Medical Equipment (DME) is any eqmpment that meets all of the followmg reqmrements
a. can withstand repeated use; and ’
b. is prunarﬂy and customarrly used to serve a medical purpose and _
c. generallyis not useful to a person in the absence of an ﬂlness or mJury and-
_ . d. s appropriate for use in the home.
2.24 Effectrve Date means, with respect to E11g1ble Employees and El1g1ble Dependents properly enrolled,

: when coverage first becomes effective, at 12:00 a.m. (rmdnrght) on the date so specified in your Plan
mateérials. With Ttespect to eligible individuals who are subsequently: enrolled, it means 12:00 a.m,
_(rmdmght) on the date coverage will commence as specrfted in - Part IV ENROLLMENT AND
EFE ECTIVE DATE OF COVERAGE : :

2.25 - Eligible Dependent Ehgrble Dependent: means a Subscrrber § spouse or Domestlc Partner and children,
+ who meet and continue to meet the eligibility reqmrements as descnbed in Part III ELIGIBILITY FOR
COVERAGE ' , .
2.26 Ehglble Employee means an employee of the Subscr1b1ng Group who. meets and contmues to meet the
. eligibility requirements described in Part I1I. ELIGIBILITY FOR COVERAGE and the Master Application.
El1g1ble Employees must work or re51de in the Achreve Plan Serv1ce Area o
227 Emergency Medical Condxuon o o ' . :
- a. Emergency Medical Condition means a Condition mamfestmg 1tself by acute symptoms of suff1c1ent ‘
- severity such that the absence of nnmedlate medical attention could reasonably be expected toresultin
any of the followmg o : :
i.  serious Jeopardy to the health of a patrent mcludmg a pregnant woman or fetus
fi. serious impairment to bodily funchons , o ' o
i, serious dysfunct10n of any bodlly organ or part and
iv. - with respect to a pregnant woman: : I :
1) that there is inadequate time to effect safe transfer to another Hospltal prror to delivery;
2) thata transfer may pose a threat to the health and safety of the pat1ent or fetus or
3 that there is ev1dence of the onset and pers1stence of uterme contractlons or rupture of the
membranes L :
b. Examples of Emergency Medrcal Condltrons mclude heart attack stroke masswe mternal or external
‘ _ bleedmg, fractured hmbs or severe trauma o : A
2.28 'Emergency Medrcal Services and Care means medlcal screemng, exarmnatton and evaluation by a
Physician, or to the extent permitted by applicable law, by other appropriate personnel under the
supervision of a Physician, to determine if an Emergency Medrcal Condition exists and, if it does, the care,
AV-SG-Achieve-18 4 SG-1117 (01/18)
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treatment or surgery for a Covered Service by a Physician necessary to relieve or eliminate the Emergency
Medical Condition within the service capability of the Hospital.

a. In-area emergency does not include elective or routine care, care of minor illness or care that can
reasonably be sought and obtained from the Member’s Participating Physician. The determination as to
whether or not an illness or injury constitutes an Emergency Medical Condition shall be made by
AvMed and may be made retrospectively based upon all information known at the time the patient was
present for treatment. : S

" 'b. Qut-of-area emergency does not include care for Conditions for which a Member could reasonably
" have foreseen the need of such care before leaving the Service Area or care that could safely be delayed
until prompt return to- the Service Area. The determination as to whether or not an illness or injury
constitutes an Emergency Medical Condition shall be made by AvMed and may be made

» retrospectlvely based upon all mformatlon known at the time the patient was present for treatment.

2.29  Exclusion means any provision of this Contract vvhereby coverage for-a spec1f1c hazard, service or
Cond1t1on is entirely eliminated.

2.30 Expenmental or Investigational means: :

a. - any evaluation, treatment, therapy, or device which involves the apphcatmn admmrstratron or use, of
procedures, techmques equipment, supplies, products remedies, vaccines, biological products drugs,
pharmaceuticals; or chermcal compounds if, as determmed by AvMed:

i, such evaluation, treatment, therapy, or device cannot be lawfully marketed w1thout approval of
the FDA or the Florida Department of Health and approval for marketmg has not in fact, been
- ‘given at the time such is furnished to the Member;: '
ii. - such evaluatlon treatment; therapy or device is prov1ded pursuant to a written protocol which
“ " describes as among its objectives the.following: determinations of safety, efficacy, or efficacy in
comparison to the standard evaluation, treatment, therapy, or device; ‘
iii. - such evaluation, treatment, therapy, or device is delivered or should be dehvered subJect to the-
-~ approval and supervision of an institutional rev1ew board or other entity as requlred and defmed
by federal regulations;
iv..  Credible scientific evidence shows that such evaluation; treatment, therapy, or dev1ce is the
.. subject of an ongoing Phase I or II clinical investigation, or the experimental or research arm of a
Phase TII clinical investigation, or under study to determine: maximum tolerated dosages, toxicity,
safety, efficacy, or efficacy as compared w1th the standard means for treatment or d1agnosrs of the
- Condition in question; : v
S AN _Credtble sc1entrf1c ev1dence shows that the consensus of opinion among experts is that further
‘ studies, research; or clinical investigations are necessary fo determine: maximum tolerated
‘dosages, toxicity, safety, efficacy, or efficacy as compared with the standard means for treatment
or diagnosis of the Condition in question;-
vi.  Credible scientific evidence shows that such evaluatlon treatment, therapy, or device has not
~ been proven safe and effective for treatment of the Condition in question, as evidenced in the
. most recently published medical literature in the United States, Canada, or Great Britain, using
generally accepted scientific, medical, or public health methodologles or stattsttcal practices;

Vil ‘there is no consensus among pract1c1ng Physmtans that the treatment, therapy, or device is safe
~and effective for the Condition in question; or :

viii. - such evaluation, treatment, therapy 'or device is not the standard treatment therapy, or device
utilized by practicing Physicians in treating other patients with the same or sumlar Cond1t10n

b. Credible scientific evidence is defined by AvMed as one of the following:

i - records maintained by Phy31c1ans or Hospttals rendermg care or treatment to the Member or other
pattents with the same or similar Condition; e : : :

ii. = reports, articles, or written assessments in authoritative medical and scientific 11terature published
in the United States, Canada, or Great Britain; :

AV-SG-Achieve-18 5 SG-1117 (01/18)
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2.‘31

2.32

233

2.34

235

2.36

iii. published reports, articles, or other.literature of the United States Department of Health and
Human - Services or the United States Public- Health Service, including any of the National
Institutes of Health, or the United States Offrce of Technology Assessment;

iv.  the written protocol or protocols rehed upon by the Attendmg Physician or mstrtutron or the
protocols of another Physician or institution studying substantrally the same evaluation,
treatment, therapy, or device;

v. the written_informed consent used by the Attendmg Physmran or institution- or by another
Phys1c1an or mstrtutron studymg substantrally the same evaluatron treatment therapy or device;
- or . . .
vi. the records (mcludmg any reports) of any mshtutlonal review board of any mstrtutron which has
: reviewed the evaluation, treatment, therapy, or devrce for the Condition in question.

c. In determmmg whether a Health Care Service is Experimental or Investigational, we may also rely on
- the predominant opinion among experts, as expressed in the published authoritative literature, that
-usage of a particular evaluation; treatment, therapy, or device should be substantially confined to
research settings or that further studies are necessary in order to define safety toxrc1ty effectlveness or
effectiveness compared wrth standard alternatives. . :

Formulary List means the listing of preferred and non- preferred medrcatrons as determrned by AvMed’s

. Pharmacy and Therapeutics Committee based on the clinical efficacy, relative safety and cost in
“comparison to similar medications within a therapeut1c class. This multi-tiered list establishes different
. levels of cost~shar1ng for medications within therapeutic classes. As new medications become available,
- they may be considered excluded until they have been reviewed by AvMed’s Pharmacy and Therapeutics

Committee. Specific medications on the F ormulary List and their placement in a given therapeutic class are

‘subject to change at any time without prior notice to you or your approval. It is your responsibility to
. consult with- your Attendmg Physician to determine whether a medication is on the Formulary List at the

time the prescrrptlon is rendered. For moré mformatlon see Part XII PHARMACY MEDICATION
BENEFITS. . _

—,‘Full-Trme Student or Part Tlme Student means one ‘who. is attendmg a. recogmz'ed and accredited

college, university; vocational or secondary school and is carrying sufficient: credtts to quahfy as a Full-

- Time or Part-Time Student in accordance with the requrrernents of the school.

'Habilitation Services are services provrded in order for a person to attain and mamtam a skrll or functron

never learned or acquired due to a disabling Condition, They are services that are deemed necessary to meet
the needs of individuals with developmental disabilities in programs ‘designed to achieve .objectives of

) 1mproved health, welfare and the realization of individuals’ maximum physical, socral psychologrcal and
Avocatlonal potenhal for useful and productlve act1v1t1es For more mformatlon please see Sectron 9.21.

Health Care Providers means Health Professmnals and also mcludes mstrtutronal provrders such as
Hospitals, Medical Offices or Other Health Care Facilities that are engaged in the delivery of Health Care

‘Services and are hcensed and practice under an mstrtutional l1cense or other authorlty consrstent wrth state

law:

Health Care Servrces (except as limited or excluded by 1 thls Contract) means the professronal services of
Physicians and other Health Professionals, mcludmg med1cal surglcal d1agnost1c therapeuttc and
preventlve services that are:’ : : : o

generally and customarrly provided i in the Servme Area

B ‘b * performed, prescnbed or directed by Health Professmnals actmg within the scope of their licenses; and

c. - Medically Necessary (except for preventrve servrces as stated herem) for the d1agnosrs and treatment of
irgury or illness. : : ,

Health Professronals means allopatlnc and osteopatluc Physrmans podlatnsts chrropractors physrc1an
assistants, nurses, licensed clinical social workers, pharmiacists, optometrists, nutritionists, occupational

therapists, physical therapists, certified nurse midwives and midwives, and other professionals engaged in

the delivery of Health Care Services, who are appropriately licensed under applicable state law.
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243
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2.45

2.46

2.47

2.48

Home Health Care Services (Skilled Home Health Care) means Physician-directed professional,
technical and related medical and personal care services provided on an intermittent or part-time basis
directly by (or indirectly through) a home health agency, in your home or residence. Such services include
professional visiting nurses or other Health Professionals for services covered under this Contract. For

- purposes of this definition, a Hospital, Skilled Nursing Facility, nursing home or other facrhty will not be

considéred a home or residence.

Hospice means a public agency or private orgamzatlon which is hcensed pursuant to Chapter 400, Florida

. Statutes, 10 prov1de Hospice services. Such licensed entity must be principally engaged in providing pain

relief, symptom management and support1ve services to terminally ill Members and their families.

' Hospltal means a facility licensed pursuant to Chapter 395, Florida Statutes, that offers services which are

more intensive than those required for room, board, personal services and general nursing care; offers

facilities and beds for use beyond 24 hours; and regularly makes available at least clinical laboratory

services, diagnostic x-ray services and treatment facilities for surgery or obstetrical care or other definitive
medical treatment of similar extent. The term Hospital does not include: an Ambulatory Surgery Center;

- Skilled Nursing Facility; stand-alone Birthing Center; convalescent, rest or nursmg home; or facility which

primarily provides custodial, educational or rehablhtatlve theraples ,

a. If services specifically for the treatment of a physical disability are prov1ded in a licensed Hospital
which is accredited by The Joint Commission, the American Osteopathic . Assoc1at10n or the
:Commlssmn on the Accredltatlon of Rehabilitative Facilities, payment for these services wﬂl not be

- denied solely because such Hospital lacks ‘major surgical facilities and is. primarily of a rehabilitative

- nature. Recognition of these facilities does not expand the scope of Covered Services. It only expands
the seiting where Covered Services can be performed for coverage purposes. :

'Hospltal affiliated means under common ownersh1p licensure or control of a Hospital. As may be noted in
your Schedule of Benefits, the cost-sharing for some services can vary dependmg on whether or not they
are obtamed at a Hospital-affiliated facility. See also Section 2.42 below.

Identification Card means the cards AvMed issues to- Members. The card is our property and is not
transferable to another person. Possession of such card in no way ver1f1es that a partlcular mdmdual is

eligible for, or ‘covered under, this Contract.

Independent Facrllty means a faC111ty not under common ownershlp, hcensure or control of a Hospttal
and sometimes referred to as a non-Hospital- -affiliated facility. The cost- sharmg for some serv1ces may vary

- dependmg on whether or not they are obtained at an Independent Facility, -

InJectable Medlcatlon ‘means a medication that has been approved by. the Umted States Food and Drug

. Administration (FDA) " for. administration by one or more of the following routes: intra-articular,

iritracavernous; intramuscular, intraocular, mtrathecal intravenous or subcutaneous - mjecuon or
mtravenous mfusron Prior Authorlzatlon may be requrred for Inj ectable Med1cat10ns :

leltatlon means any prov1810n other than. an Exclusmn that restr1cts coverage under this Contract

Master Appllcatlon means the Subscr1b1ng Group apphcat10n form entitled ‘Master Application’ which
becomes a part of the Contract when the Master App11cat1on has been completed and executed by the

‘Subscribing Group and AvMed

Material Mlsrepresentatlon means the omission, concealment of facts or incorrect statements’ made on
any application or enrollment forms by an applicant, Subscriber or Covered Dependent which, had they

been known, would have affected our decision to issue this Contract, the issuance of dlfferent beneflts or

the issuance of thls Contract only ata hlgher rate. |

Mammum Allowable Payment means the maximum amount that AvMed wﬂl pay for any Covered Service
rendered by a Non-Participating Provider or supplier of services, medlcatlons or supplies, except for
Emergency Medical Servicés and Care as described in Section 9.20.

Medical Office means any outpatient facility or Physician’s office in the AvMed Achreve Plan Service Area
utilized by a participating Health Professional.
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Medically Necessary or Medical N ecessity.

a. Medically. Necessary or Medical Necessity means the use of any approprrate medical treatment,
service, equipment or supply as provided by a Hospital, Skilled Nursing Facility, Physician or other
provrder which is necessary, as determined by AvMed for the dragnos1s care or treatment of a
Member's illness or injury and which is: : :

i.  consistent with the symptoms, dlagnoms and treatment of the Members Condltron

ii. the most appropriate level of supply or servrce for the d1agnos1s and treatment of. the Member's
' Condrtron :

iii. in accordance wrth standards of acceptable commumty practrce

iv. not primarily intended for the personal comfort or convenience of the Member, the Member's
family, the Physician or other Health Professional; :

V. - approved by the appropriate medical body or. health care spec1alty mvolved as effectlve
: appropriate and essentlal for the care and treatment of the Members Condrtlon and

vi.. not Experunental or Investrgatronal

Medlcare means the federal health insurance provrded pursuant to T1t1e XVIII of the Socral Securrty Act
and all amendments thereto

Member means any person who meets all apphcable requlrements of Part III ELIGIBILITY FOR
COVERAGE and enrolls in the Plan as a Subscriber or Covered ‘Dependent; and for whom the Premium

‘prepayment required by Part V. MONTHLY PREMIUM PAYMENTS COPAYMENTS COINSURANCE

AND DEDUCTIBLES, has actually been recelved by AvMed ,
Non- Partrcrpatmg Provrder or Out- of-Network Provrder means any Health Care Provrder wrth whom

“AvMed has neither contracted nor made arrangements to render the professronal Health Care Servrces set
: forth herein as a Partrapatmg Prov1der : : : -

Other Health Care Facllrty(les) means any hcensed facrllty other than acute care Hosprtals and those
facilities provrdrng services to Ventrlator Dependent Care patlents which provides inpatient services at an
intermediate or lower level of care such as skrlled nursmg care, Resrdenhal Treatment and Rehablhtatron

L -~ Services. -
2.54

Outpatlent Rehabrhtatlon Facrhty means an entrty whrch renders through Health Professronals licensed
pursuant to Florrda law; outpatient physical, occupational, 'speech, and cardiac rehabilitation therapies for
the primary purpose of restoring or improving a bodily function 1mpa1red or eliminated by a Condition, and
with which AvMed has contracted or made arrangements for the provision of such services. The term

- Outpatient Rehabrlrtatron Facility, as used herein, shall not include any Hospital, mcludmg a general acute
.care Hospital, or any separately orgamzed unit of a Hospltal wh1ch provides comprehensrve medical
rehabilitation inpatient services, or rehabilitation outpatient services, including a Class TIT or Class IV

spec1alty rehabllltatlon hospltal” as described in Chapter 59A, Florida Admmzstratzve Code.

'Pam Management means pa1n assessment, medlcatron physical therapy brofeedback and counseling.

Pain rehabilitation programs are programs featurrng multrdrscrplmary services dlrected toward helpmg
those w1th chromc pain to reduce or limit their pain. - ,

Partlal Hospltahzatlon means treatment in whrch ‘an mdrvrdual receives at least seven hours of
institutional care du;rmg a portion ‘of a 24-hour period and returns home or leaves the treatment facility
durmg any period in which treatment is not scheduled A Hosprtal shall not be consrdered a home for
purposes of tlns definition; . : — - .

Parhcrpatmg Physrcran or- Parhcrpatmg Provrder means- any Health Care Prov1der wrth whom AvMed

has contracted or made arrangements to render the professional Health Care Services set forth herein to

AvMed Achieve Plan Members. For a listing of AvMed Achieve Plan Participating (In-Network) Physicians

' ‘and Prov1ders please refer to your Provrder D1rectory or vrsrt our onlme dtrectory at www.avimed. org.

Physman means any provrder licensed under Chapter 458 (Phys1c1an) 459 (osteopath) 460 (chrropractor)
or 461 (podiatrist), Florida Statutes.
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Premium means the total amount of monthly prepayment subscription charges required to be pa1d by the
Subscribing Group to AvMed in order for there to be coverage under this Contract.

Prescription Medication or Prescription Drug means a medication that has been approved by the FDA

- and that can only be dispensed pursuant to a prescription in accordarice with state and federal law. For more

information please see Part XII. PHARMACY MEDICATION BENEFITS. -

Primary Care Physwlan (PCP) means any Achieve Plan Partrapatmg Physician engaged in general or
family practice, pediatrics, inteinal medicine, geriatrics, obstetrics/gynecology or any Specialty Physician
from time to time designated by AvMed as a ‘Primary Care Physician’ in'AvMed’s current list of
Participating Physmans and Hospitals. A PCP is one who d1rectly prov1des or coordinates a range of Health

Care Services for a Member.

Prior Authorization means a decision by AvMed, prlor to the time a Health Care Service or other benefit
is to be delivered, that the Health Care Serv1ces are Medically Necessary. Prior Authonzatron is sometimes
called pre-authorization, prior approval o pre-certification: AvMed requires.you or your Physician to
obtain Prior Authorization for certain services and medications before you receive them to ensure that you
receive the most appropriate treatment. Prior Authorlzatlon is not a promise that AvMed will cover the cost
of such services or medications. - o

Prosthetic Device means a device which replaces all or part of a body part or an mternal body organ or

}replaces all or part of the functions of a permanently moperatwe or ma]funcuonmg body part or organ.

Rehablhtauon Services are Health Care Services that help a person keep, get back, or 1mprove skills and
functioning for daily llvmg that have béen lost or impaired because a person was sick, injured or disabled.

These services may include phys1ca1 and occupatmnal therapies, speech- language pathology and

psych1atrrc Rehablhtauon Semces ina vanety of mpatlent and outpatient seftings. -

Resxdentlal Treatment is a 24-hour intensive, structured and superwsed treatment program prov1dmg an
inpatient level of care but in a non-Hospital environment, and is utilized for those d1sorders that cannot be

effectively treated in an outpatlent or Partial Hosprtahzauon environment.

Retail Chmcs are a category of ‘walk-in medical facilities located lns1de pharmacres supermarkets and
other retail establishments that treat uncomphcated minor illnesses and provide preventivé Health Care
Servmes generally delivered by nurse practitioners, and often w1thout a Physxc1an on the premises.

'Serv1ce Area means those counties in the State of Florida where AvMed has been approved to. conduct

business by the Agency for Health Care Administration (AHCA) and where In-Network coverage under
AvMed'’s Small Group Achieve Plans is avallable

.-Skilled Nursmg Facility means an mst1tut10n or part thereof wh1ch is l1censed as a Skilled Nursmg Facility

by the State of Florida, is accredited as a Skilled Nursing Facility by The Joint Commission, or recognized

~as'a Skilled Nursing Facility by the Secretary of Health and Human Services of the United States under

Medlcare and with Wthh AvMed has’ contracted or made arrangements for the prov1sron of appropriate
services. . .

Sound Natural Teeth (T ooth) means teeth that are whole or properly restored (restoratmn w1th amalgams
resin or composite only); are without impairment, periodontal, or other Conditions; and are not in need of
services provided for any reason other than an Accidental Dental Injury. For purposes of this Contract, a

- tooth previously restored with a crown inlay, onlay, or porcelam restoratlon or treated by endodontlcs, is

not con31dered a Sound Natural Tooth.

Spec1alty Physician means any Pamc1patmg Physician licensed under Chapter 458 (Phys1(:1an) 459
(osteopath), 460 (chiropractor) or 461 (podiatrist), Florida Statutes, other than the Member's PCP.

Subscriber means an employee of the Subscrrbrng Group who meets all applicable requirements of Part
I ELIGIBILITY FOR COVERAGE, enrolls in the Plan, and for whom the Premium prepayment required
by Part VI . MONTHLY PREMIUM PAYMENTS. COPAYMENTS, COINSURANCE AND
DEDUCTIBLES, has actually been received by AvMed
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2.81

Subscribing Group means a corporation, partnershrp, limited liability company or other legal entity (and
its wholly-owned subsidiaries) that negotiates and agrees to contract for the Health Care Services and
benefits provided herein for its Ehgrble Employees

Substance Dependency means a Condition where a persons alcohol or drug use injures- his health,

Telehealth Servrces are live, interactive audio and v15ual transmissions of a:Physician-patient encounter
from one site to another, using telecommumcatrons technologies and may include transrmssrons of real-
time telecommumcatrons or those transmitted by store- and-forward technology. R

Telemedicine Services are Health Care Services prov1ded via telephone the Internet or other
communications networks or devices that do not involve direct, in person patient contact

Total Dlsablhty means a totally disabling Condrtron resultmg from an illness or. mJury which prevents the
Member from engaging in any employment or occupatron for which he may- otherwrse become qualified by
reason of education, trarnmg or experlence and for whrch the Member is under the regular care of a

- Physician.

Urgent Care Center means a facrlrty properly hcensed to provrde care for mmor HIJUI'IBS and illnesses that
require immediate attention, but are not severe enough for 4 trip to an emergency facility, including cuts,
sprains, eye injuries, colds, flu, fever, insect bites, and simple fractures. For purposes of this Contract, an
Urgent Care Center is not a Hosprtal Skilled Nursmg Fac1hty, Outpahent Rehablhtauon Facrhty or Retail
Clinic.

Urgent Medical Condltron means a Condrtlon ‘manifesting itself by acute symptoms that are of lesser
severity than that recognized for an Emergency Medical Condition, such that a prudent layperson who -
possesses an average knowledge of health and medicine could reasonably expect the illness or injury to

- place the health or safety of the Member or another individual in serious Jeopardy, in the absence of

medical treatment within 24 hours. Examples of Urgent Medical Conditions mclude high fever drzzmess
animal bites, sprains, severe pain, respiratory arlments and mfectrous ﬂlnesses

Urgent Medical Services and Care means: medical screenmg exammatlon and evaluation in an
ambulatory sefting outside of a Hosp1ta1 emergency department mcludmg an Urgent Care Center, Retail

“Clinic or PCP office after-hours, on a walk-in basis and usually without a scheduled appomtment and the
“Covered Services for those Condrtrons which, although not hfe threatenmg, could result in serious mJury or

dtsabrlrty if left untreated

Utilization Management Programs means those comprehensrve 1n1t1at1ves that are designed to vahdate

~ medical approprrateness mcludmg Medrcal Necessuy and to coordmate Covered Services and supphes
, mcludmg

a. concurrent. review of all patrents hospttahzed in acute care, psychratrrc rehabllrtatron and Skl]led

Nursmg Facilities, including on-site review when approprlate L

b. case management and discharge planning for all inpatients and those requrrmg continued care in an
alternative setting (such as home care or a Sk]lled Nursmg Facrhty) and for outpatrents when deemed
appropriate; and , :

C.  prospective revrews for select Health Care Servrces to ensure that servrces are Medrcally Necessary

Covered Benefrts under this Contract

Ventilator Dependent Care mieans care, other than acute: Hosprtal care, recerved in any fac111ty which
provides services to ventilator dependent patients, including all types of facrlltles known as sub-acute care
units, ventilator dependent units, alternative care units, sub-acute care centers and all other like facilities,
whether mamtamed in a free standmg facﬂrty or mamtamed in a Hosprtal or Skllled Nursmg Facility

. setting.
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HI.  ELIGIBILITY F OR COVERAGE

Any employee and the dependents of an employee who meet and continue to meet the ehglbrhty requirements
described in this Contract, shall be entitled to apply for coverage under this Contract. These eligibility requirements
- are binding upon-you ‘and your Eligible Dependents. We may require acceptable documentation that an individual
meets and continues to meet the eligibility requlrernents (e.g. proof of residency, copies of a court order naming the
Subscriber as the legal guardian, or appropriate adoption documentatlon as described in Part V. ENROLLMENT
AND EFFECTIVE DATE OF COVERAGE) ’

3.1  Subscriber Ehgrblhty

a. To be e11g1b1e to enroll as a Subscrrber a person must be

i. . an employee of the Subscrrbmg Group who works the requtred number of hours per week as set
o forth in the Master Application for this Contract The employee must either work or resrde in the
* - Achieve Plan Serv1ce Area; and
i employed for the perlod of time requrred for ehgtbthty as set forth in the Master Apphcatron and

iti. entitled on his own behalf to participate in the medrcal and Hospital care benefrts arranged by the
' ,Subscrlblng Group under this Contract oL

32 | Dependent Elrglblhty - : . o
“a. To be eligible to enroll asa Covered Dependent a person must be:

i~ the spouse of the Subscriber under a legally valid existing marriage (other than dunng open
- enrollment, a new spouse must be enrolled within 30 days after the date of the marrlage) or
i the Domestic Partner of the Subscrtber (the domestic partnershrp must be sworn upon by affidavit
" of the Subscriber); or
iii. achild of the Subscrlber the Subscriber’s covered spouse or the Subscr1ber s Covered Domestic
Partner, provrded that the fo]lowmg condrtlons apply: . :
1) The child is under the age of 26; and
2) The natural child or stepchlld of the Subscrrber or the Subscriber’s covered Domestic Partner
3) A legally adopted child in the custody of the Subscriber or the Subscriber’s covered Domestic
Partner {except as provided for newborns, newly acquired dependent children must be
enrolled within 30 days after the date they become eligible for coverage; and Wrrtten ev1dence
of adoption must be furnished to AvMed upon request)
- 4) A child for whom the Subscrrber ‘the Subscriber’s covered spouse or the Subscriber’s covered
~ Domestic Partnér has béen appomted legal' guardian pursuant to a Vahd court order (such
- court order must be furnished to AvMed upon request) or
5) The newborn child of a Covered Dependent of the Subscriber, other than the Subscnber s
spouse or Domestic Partner (such coverage termmates 18 rnonths after the birth of the
newborn chrld) ' : S

33 Extended Coverage for Dependent Chrldren
- a Deoendent Children Aged 26 to 30. An Eligible Dependent child who meets the fo]lowmg requirements
may be eligible for coverage until the end of the Calendar Year in Wthh the chrld reaches age 30, if the
child: :
| i s unmarrred and does not have a dependent of his own;
i resides within the Servrce Area or is a Full-Time or Part-Time Student; and ,
iii. - is not provided coverage under any other group, blanket or franchise health insurance polrcy or
individual health benefits plan, or is not entitled to benefits under Title XVIII of the Social
- Security Act.

iv.  Such child is not eligible to be covered unless the child was continuously covered by other
creditable coverage without a gap in coverage of more than 63 days.

AV-SG-Achieve-18 11 SG-1117 (01/18)

098 | 33 0f 36



34

3.5

3.6

3.7 -

'b. Dependent Students on Medrcally Necessary Leave of Absence. If an Elrgrble Dependent child is

covered because they are a Full-Time or Part-Time Student at a post-secondary school, and they no
~ longer meet the Plan’s definition of Full-Time or Part-Time Student due to a Medlcally Necessary leave
of absence coverage may be extended until the earlier of the followrng

/L. one year after the Med1cally Necessary leave of absence begrns or
ii. the date coverage would otherwise terminate under the Confract..

iti.  The Medically Necessary leave of absence or change in enrollment status must begm while the
 child is suffering from a serious illness or injury; or the leave of absence from the school must be
medically certified by the child’s Attendmg Physrcran : :
iv. Certification must state that the child is suffering‘from a serious illness or mJury and that the
leave of absence (or other change of enrollment) is Medically Necessary.
c. Chrldren with Disabilities, Attainment of the l1mrtmg age by an Eligible Dependent chrld shall not
- operate to exclude from or terminate the. coverage of such child, while such child is, and continues to
be, both:

‘i incapable of self- _sustaining employment by reason of mental retardatron or physrcal handicap;
and :

ii. chreﬂy dependent upon the Subscrrber for support and mamtenance prov1ded proof of such
incapacity and dependency is furnished to AvMed by the Subscrrber within 30 days after the date
 the child attains the limiting age and subsequently as may be required by AvMed, but not more

: frequently than annually after the two~year perrod followmg the child's attainment of the limiting
age. : :

Qualified Medical Chrld Support Orders (QMCSO) In the event an Ehgrble Dependent child does not

' reside with the Subscriber; coverage will be extended when the Subscriber is obligated to provide medical
-~ care by a QMCSO. You (or your beneficiaries) may obtain, without charge, copies of the Plan s procedures
'governmg QMCSOS and a sample QMCSO by contactmg the Plan Admrmstrator - =

- Notification Reqmrement It is the Subscrlber s responsrbllrty to notrfy AvMed when a Covered

Dependent no longer meets the eligibility requirements set forth herein. Termiriation of coverage may be

- retroactively applied if AvMed is not notified within 30 days after the date a dependent who is enrolled as a

Covered Dependent is no- longer eligible. Subscrrbers agree to provrde supportmg documentation upon

“request by AvMed. :
: Elrgrbrlrty Requlrements Control The elrgrbrlrty requrrements set forth herein shall at. all times control

and no coverage contrary thereto shall be effective. Coverage shall not be implied due to clerical or
administrative errors if such coverage would be contrary to this Part IIT (see also S ection 17. )

.Enrollment Restrlctron No person is eligible to enroll hereunder who has. had h1s coverage prevrously
‘ termmated under Sectlon 5. 4b, except w1th the wrrtten approval of AvMed :

R IV ENROLLMENT AND EFF ECTIVE DATE OF COVERAGE

Any mdrvrdual who is not properly enrolled hereunder w1ll not be covered under thls Contract AvMed will have no
obhgatmn whatsoever to any individual who is not properly enrolled '

41

4.2

‘Open Enrollment During the annual open enrollment period each year any Ehglble Employee on behalf

of himself and his Eligible Dependents, may elect to enroll in the Plan. Eligible Employees and Eligible
Dependents who enroll during the open enrollment period will be covered Members ‘as of the Effective
Date of this Contract or subsequent anniversary thereof.. -

Enrollment Trmelme Outside of the annual open enrollment period, and except as prov1ded for newborns,
Eligible Employees and their Eligible Dependénts, as described in Sections 3.1 and 3.2, must enroll within

30 days after the date of becoming eligible by subrmttrng any application, enrollment or status change

forms acceptable to or provided by AvMed along with any supporting documentation we require;
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otherwise, E11g1ble Employees and Ehgrble Dependents may not enroll until the next annual open
“enrollment perrod

4.3 Spec:al Enrollment. Under the c1rcumstances descr1bed below, an El1g1ble Employee or Fligible
Dependent may request to enroll in the Plan outside of the annual open enrollment period.

a.  If an Eligible Employee or their Eligible Dependent declined coverage under the Plan when it was first
offered because of other group health plan or insurance coverage, and such coverage is lost as a result
“of any of the following qualifying events, the loss of other coverage triggers a special enrollment
period. Loss of coverage due to an individual’s failure to pay Premiums (mcludmg COBRA Premiums)
on a timely basis, or termination of coverage for cause (fraud, mtentmnal rmsrepresentatmn etc.), will

_ not trigger a special enrollment period. - . : ,

i. Exhaustion of COBRA continuation coverage
| ii. Termlnatmn of employment or reduction in hours of employment;
ifi. - Termination of employer Premium contributions; '
iv.  Legal separation, divorce or annulment;
v. Change in dependent status;
vi.  Death of an employee;.
o vid, Chénge in legal custody or legal guardianship;
“viii. Relocation-out of an HMO service area;

- ix. - Gaining eligibility for Premium assistance subs1dy or termination of coverage due to loss of
eligibility, under Medicaid or the Children’s Health Insurance Plan (CHIP). '

b Ifa Subscriber acquires a new dependent (or dependents) as a result of any of the following qualifying
events, the Subscriber may enroll the new dependent during the special enrollment period; or, if an
Eligible Employee acquires a new dependent (or dependents) as a result of any of the following
qualifying events, the Eligible Employee, on behalf of himself and his new dependent, may enroll
during the specral enrollment penod Dependents must meet the e11g1b111ty requuements as descrrbed in -

Sectlon 3.2.
i Mamage v
i, Blrth or

i_ti. Adoption or placement for adoption.

c. In order for coverage to become effective, a completed application or status change form, and
supporting documentaﬂon as we rnay requlre must be rece1ved by us as spec1f1ed below.

44 Spec1a1 Enrollment Tlmellne

- a.. Except as provided for newborns Subscribers’ E11g1ble Dependents or Ehgtble Employees on behalf of
themselves and their Eligible Dependents, must enroll within 30. days after the date of becoming
e11g1ble by subrmttlng any enrollment or status change forms acceptable to or provided by AvMed and
any Supporting ¢ documentation we require. If a request to enroll is not received within the time frames
specified below, the Eligible Employee and E11g1ble Dependents must wait until the Subscr1b1ng
‘Group’s next open enrollment period. - v
i.  Within 30 days after the date of the loss of other coverage;
ii. . Within 30 days after the date of marriage, adoption or placement for adoption; .
iii.  Within 60 days after the birth of a child, mcludmg an adopted newborn child, as descnbed in

~ Section 4.5; L
iv.  Within 60 days after gaining ehgrblhty for Premium- assistance, or loss of e11g1b111ty under
Medicaid or CHIP.

4.5 Newborn Child Notification. In the case of a newborn child, AvMed should be notlfled in wntmg of the
Subscriber's intention to enroll the newborn chlld ,
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4.6

4.7

51

5.2

a. If notrce is given within 30 days after the date of birth, no additional Premium wﬂl be charged for the -

newborn child’s coverage during the 30 day period followmg the newborn’s birth. -

~ b. I notice is received within 31 to 60 days after the date of birth, we will charge the applicable Premium

from the moment of birth. You must pay the addrtronal Premium for coverage to be provrded to the
newborn child. :

c. If notice is not provrded vvrthm 60 days after the date of b1rth the child may not be enrolled until the
Subscrtbmg Group's niext open enrollment period. -

~ Effective Date of Coverage for Special Enrollments The effective dates descrrbed below are dependent

upon the timely receipt by AvMed of any enrollment or status change forms and supporting information we
may require. In order for coverage to become effective, such information must be received by AvMed
within the time frames specified above. If the’ request to enroll is received within the time frames specified,
coverage shall become efféctive as shown; otherwise, a Subscriber’s Ellglble Dependent, or an Eligible
Employee on behalf of himself and hlS Ehgrble Dependent may not enroll - untrl the next annual open
enrollment perrod

a. General Effective Date, Except as prov1ded for newborns and adopted chtldren (mcludmg adopted
newborns), the Effective Date of any coverage provided by AvMed will be the first day of the first
month followmg the date of the qualifying event. '

b. Newborns and Adopted Newborns. The Effective Date of any coverage provrded by AvMed for a

newborn child will be the moment of birth. For adopted newborns, coverage will be effective from the

" moment of birth provided a written agreement to adopt such child was entered into by the Subscriber
prior to the birth of the child; however, coverage shall not be effective if the child is not ultimately
placed in the Subscriber's residence, in comphance with Chapter 63, Florida Statutes o

- ¢. Adopted Children. For adopted children who are not newborns, the Effective Date of any coverage '

provided by AvMed will be the moment of placement in the Subscriber’s residence; however, coverage
~ shall not be effective if the child is not ultlmately placed in the- Subscrrbers resrdence in compliance
with Chapter 63, Florida Statutes. - ' -

Minimum Enrollment Reqmrement This Contract at the sole option of AvMed, will not be accepted if at
the time of the renewal offering to the Subscnbmg Group,  the total enrollmernt does not result in a

” predetermmed minimum enrollment as established by- AvMed, pursuant to Florida law. The required

minimum group enrollment is included in the Rate Letter (as defined in ectton 17 2 5) furnished to the
Subscrrbmg Group . , , :

~ ,v_; TERMINATION:

' Contract Term This Contract shall continue in effect for one year from the Effectlve Date hereof, and may

be renewed from year to year thereafter, subject to the following termination provisions. Additionally, the
Subscribing Group must meet group eligibility guidelines at each renewal period as specified in the Rate
Letter to the Subscribing Group Prior to the Subscribing Group’s Contract anniversary date, AvMed will
request written documentation to verify eligibility and _participation requirements. Failure to timely return
the appropriate documentation will result in the termmatron of this Group Contract on the Subscribing

Group s anmversary date. -

Termmauon of Group Contract by Subscrrbmg Group

Termmatlon on Anruversarv Date. The Subscrrbmg Group may termmate thlS Group Contract on the
anniversary date by giving written notice to AvMed 15 days prior to the Contract anniversary date. In
such event, benefits hereunder shall termmate for all Members at 12 00 a. m, (midnight) on the Group
Contract exprratron date.

b. Early Termination. The Subscrrbmg Group may. terminate this Group Contract by giving AvMed at

least 45 days prior written notice. In such event, benefits hereunder shall terminate for all Members at
12:00 a.m. (midnight) on the date specrfred by t the Subscrrbmg Group in therr ‘written notice to AvMed
and for which the Prermum was paid.
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53 - Termination of Group Contract by AvMed. AvMed may non-renew or discontinue this Group Contract
- based on one or more of the conditions listed below. In such event, benefits hereunder shall automatically
terminate for all Members at 12:00 a.m, (midnight) on the Contract termination date as described below.

~a. -~ Failure to Make Premium Payment. If the Subscribing Group fails to make payment of the monthly
Premium by the Premium due date and within the Grace Period, as provided in Section 6.1, coverage
hereunder shall terminate for all Members for whom Premium payment has not been recelved on the
last day for which the monthly Premium was received. Coverage will remain in effect during the Grace
Period; however, if Premium payments are not received by the end of the Grace Period, late payment
fees may apply and AvMed may retroacuvely terminate the Subscr1b1ng Group’s coverage as described
~ below: ' : : : :

i Retroacttve Termmatron AvMed will prov1de the Subscrrbmg Group with notice of cancellation
prior to the 45" day after the Premium due date. Such notice will be mailed to the Subscribing
Group’s last address provided to AvMed, and may provide for retroactrve cancellation back to

12:00 a.m. (midnight) on the date the Premium was due.

b. Fraud/Materral Misrepresentation. If the Subscribing Group has performed an act or practrce that
constitutes fraud-or made an- intentional misrepresentation of material fact' under the terms of this
Contract, the Subscribing Group s coverage will be immediately terminated. - -

¢. Breach of Material Contract Provision. If the Subscribing Group has failed to comply with a material

* provision of the Contract that relates to rules for employer Premium coniributions or group
participation, terrmnatron will be effecuve upon 45 days written notlce frorn AvMed to the Subscribing
Group _ : :

d. No Enrollees ini Serv1ce Area. I there are no longer any enrollees in connectron with the Plan who

.. work or reside in the Service Area, termination of coverage will be effect1ve on the last day of the
month for which Premium payments were received by AvMed. :

' Ve_. Coverage Ceases in Agp_hcable Market. If AvMed ceases to offer coverage in the apphcable market,
AvMed will provrde written notice to Subscrrbmg Group at least 180 days prior to such termination.

54  Termination of a Member’s Coverage. : Lo -
a. Lossof EllQ‘lbllltV Subject to the continuation rights under Sectron 5.8:

S ’Upon the loss of “a Subscriber’s eligibility as defined in Part IIL ELIGIBILITY FOR
COVERAGE, coverage for the Subscriber and the Subscriber’s Covered Dependents, if any, shall
automatically terminate at 12:00 a.m. (midnight) on the last day of the month for which the
monthly Premium was paid and durmg which the Subscriber was eligible for coverage.

ii.  Upon the loss of a Covered Dependents ehgrbrhty as defined in Part [II. ELIGIBILITY FOR

COVERAGE, coverage shall automatically terminate at 12:00 a.m. (midnight) on the last day of

* the month for which the monthly Premrum was pard and durmg which the Covered Dependent
was eligible for coverage

_ b Termmatron of Coverage for Caus :
L AvMed may terminate any Member umnedrately upon wrrtten notlce for the followmg reasons
' which lead to a loss of eligibility of the Member: -

1) fraud, Material Misrepresentation or omission in applymg for membershrp, beneﬁts or
coverage under this Contract. However, relative to a misstatement in the Application, after
two years from the issue date, only fraudulent misstatements in the Application may be used

- tovoid the Contract or deny any Claim for 2 loss occurred or drsabrhty startlng after the two
~ year perrod : :

2) misuse of AvMed's Identification Card furmshed to the Member;

3) furnishing to AvMed incorrect or incomplete information for the purpose of obtaining
membership, coverage or benefits under this Contract; or - ’

4) behavior which is disruptive; unruly, abusive or uncooperatrve to the extent that the Member's
continuing coverage under this Contract seriously impairs AvMed's ability to administer this
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Coniract or to arrange for the delivery of Health Care Services to the Member or other
Members, after AvMed has attempted to resolve the Member's problem.

9.5 Notification Requnrements

a. Loss of Eligibility of Subscriber. It is the respons1bll1ty of Subscrrbrng Group to notify AvMed in
. writing within 30 days after-the effective date of termination regarding any Subscriber or Covered
Dependent who becomes ineligible to participate in the Plan. Failure of the Subscribing Group to
~ provide timely written notice may lead to retroactive termination of the Subscriber or Covered
- Dependent. The effective date for such retroactive termination will be the last day of the month for
-which the Premium was received by AvMed and during which the Subscriber and any Covered
Dependents were eligible for coverage.._ Retroactlve adJustments in coverage wrll only be done for up to

a 60-day period from the date of notification, - :

b. Loss of Eligibility of a Covered Dependent. When a Subscnber ) Covered Dependent becomes
ineligible for coverage, the Subscriber is- required to notlfy AvMed in wr1t1ng wrthln 30 days after the
date of the dependent’s loss of eligibility. .

c.- Contract Termination. In the event this ‘Contract is termmated the Subscrlbmg Group agrees to provide
to its employees who are Subscribers under this Contract writteri notification 45 days prior to the date
- of such termination; and AvMed will be deemed to have complred w1th 1ts not1f1cat1on requirements.

5.6 AvMed’s Obllgatlons upon Termmatlon Upon terrmnanon of your coverage for any reason, we will have
no further habrllty or responsibility to you under this Contract, except as specifically described herein. In -
the event of retroactive termination due to the Subscnbmg Grotp's nonpayment of Premiums or failure to
timely notify AvMed of Member 1ne11g1b111ty AvMed shall not be responsible for Claims incurred by

- AvMed in arranging for the provision of benefits to-Members under the terms of this Contract after the
- effective date of such retroactive termination. In such event, AvMed reserves the, right to recover an amount
- equal'to the Allowed Amount of Maximum Allowable Payment for any benefits received by ] Members after
 the effective date of terrmnahon less any Premlums received by us for such Member’s coverage after such
date . . . . . .

5.7 Refund of Premlums Prenuums pald to AvMed by the Subscrrbmg Group for any Member after the date
on which that Member's eligibility ceased, or the Member was terminated; shall be refunded on a pro rata
basis, and limited to the total excéss Premium amouns paid, up to a maximum of 60 days from the date of
stch me11g1b111ty or termination, less any Claims incurred after the effective date of termination. Any
unearned portion of prepard Premiums will be returned to the Subscr1b1ng Group

5.8 Contmuatlon Coverage under COBRA.. Under certam provrsrons of COBRA the Subscriber or his
Covered Dependents may elect contmued coverage under the Plan 1f coverage is lost due to a qualifying
event .

a. Eligibility. -~

i.  Subscribers or their Covered Dependents w1ll become elrglble for contmuatron coverage under
COBRA after any of the following qualifying events result i in the loss of Plan coverage

1) lossof benef1ts due to a reduction in hours of employment;

- 2) termination of employment mcludmg retlrement but excludmg termmatlon for gross
: misconduct; - -
-3)  termination of employment followmg leave under the Farmly and Medrcal Leave Act of 1993
- (FMLA) in which case the qualifying event will occur on the earlier of the date you indicated
you were not returning to work or the last day of the FMLA leave; or-

4 the Subscriber or a Covered Dependent first becomes entitled to Med1care or covered under
' ‘another group health plan prior to the loss of coverage due to termination of employment or
reduction in hours.

ii. A Subscriber’s Covered Dependents w1ll become el1g1ble for COBRA contmuatlon coverage after
any of the following qualifying events occur to cause a loss of Plan coverage '

_1) the Subscrlber s death;
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2) d1vorce or legal separation;

3) the Subscriber first becomes entitled to Medrcare after a loss of coverage due to termination
of employment or reduction in hours; or

- 4) the Subscriber’s dependent child no longer qualifies as an E11g1ble Dependent under the Plan.

iii. A child who is born to (or placed for adoption with) a covered former employee during the
* . continuation coverage period has the same continuation coverage rights as a Covered Dependent
child described above. : »

b. Notlﬁcatmn Ifa quahfymg event other than divorce, legal separatton ‘loss of Ehgrble Dependent status

or entitlement to Medicare occurs, the Plan Administrator will be notified of the qualifying event by the

. Subscriber’s employer and will send the Subscriber an election form. To continue Plan coverage, the

election form must be returned within 60 days from the later of the date 1t is recerved or the date
coverage ends due to a quallfymg event.

i.  If divorce, legal separation, loss of Eligible Dependent status or entrtlement to Medlcare under the
Plan occurs, the’ Subscriber must notify the Plan Administrator that a qualifying event has
occurred. This notification must be received by the Plan Administrator within 60 days after the
later of the date of such event, or the date the Subscriber or Dependent would lose coverage on
account of such event. Failure to promptly notify the Plan Administrator of these events will
result in loss of the nght of the Subscriber and Covered Dependents to continue coverage.

Cik After rece1v1ng this notice, the Plan Admlmstrator w1ll send an electron form to the Subscr1ber
- within 14 days. If the Subscriber or his Covered Dependents wish to elect continuation coverage,
 the election form must be returned to the Plan Administrator within 60 days from the later of the

date it is received or the date coverage ends due to the qualifying event:

C: Cost If you elect to continte coverage, you must pay the entire cost of coverage (both the employer S
Premium contribution and the active employee portion ‘of the Premium), plus a2% adrmmstratlve fee
for the duration of COBRA continuation coverage.

i.  If a Subscriber or Covered Dependent is Social Security dlsabled (Socral Securlty drsablhty status
must occur as defined by Title II or Title XVI of the Social Security Act), continuation coverage
may be elected for the disabled person only or for some or all of COBRA e11g1ble family.

~© members for up to 29 months if the Subscriber’s employment is terminated or hours are reduced.
. The Subscriber must pay 102% of the cost of coverage for the first 18 months of COBRA
continuation coverage and 150% of the cost of coverage for the 19th through the 29th months of
coverage. The Social Security disability date must occur within the first 60 days of loss of
coverage due to the termination of employment or reduction in"hours. :

ii.  For COBRA coverage to remain in effect, payment must be received by the Plan Adrmmstrator by
the first day of the month for which the Premium is due. (The first payment is due no later than
45 days after the election to continue coverage and must cover the perrod of time back to the first
day of COBRA continuation coverage.) . : :

d. Duration, COBRA contmuatlon coverage can be extended for:

i. 18 months if coverage ended due to a reduction in work hours or termination of employment and
the Subscriber or one of his Covered Dependents is not Social Security disabled within 60 days of
the date of the loss of coverage due to termination of employment or reduction in hours, the

- Medicare entitled person may elect up to 18 months of COBRA. If the Subscriber is that

_ Medicare entitled person, the Subscriber’s Covered Dependents may: elect COBRA for the longer
of 36 months from the Subscriber’s prior Medicare ent1t1ement date, or 18 months from the date
‘of the termination or reduction in hours; or

ii. 36 months for Covered Dependents of the Subscrlber if those dependents lose eligibility for
medical coverage due to the Subscriber’s death, divorce or legal separation, entitlement to
_Medlcare after termination or reduction in hours, or a Covered Dependent child ceasing to qualify
as an Eligible Dependent under the Plan; or

iii. 29 months if coverage is lost due to termination of employment or reduction in hours and the
Subscriber or a Covered Dependent is disabled, as defined by Title II or Title XVI of the Social
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iv.

Security Act, within 60 days of the original qualifying event. In this case, coverage may be
continued for an additional 11 months after-the original 18- month per1od either for the disabled -
person only or for one or all of the covered family members; or.

To be eligible for extended coverage due to Social Securrty d1sab1hty a Subscrrber must notify
the' Plan- Administrator of the disability before the end of the. initial 18 months of COBRA

 continuation coverage and within 60 days after the date the Subscriber or a Covered Dependent is

determined to be disabled by the Social Security Administration. If the disabled individual should

- no longer be considered to be disabled by the Social Security Administration, the Subscriber must

notify the Plan Administrator within 30 days after the end of the disability. Coverage that has

.. exceeded the orlginal 18-month contmuatron per1od will end when the individual is no longer

Social Secur1ty disabled.

If more than one quallfymg event occurs, no more than 36 months total of COBRA continuation

coverage will be available. The COBRA beneficiary must experience the second qualifying event
during the first 18 months of COBRA continuation coverage, and must provrde notice to the Plan
Administrator within the required time period. COBRA continuation coverage will end ‘sooner if

‘the Plan terminates and the employer does’ not provrde replacement medical coverage, or if a

person. covered under COBRA:

1) fu’st becomes covered under another group health plan after the loss of coverage due to a

termination ‘or reduction in hours, provided- appropriate Premium payments for COBRA

~ coverage continue to be pald Coverage may only continue for the remamder of the orrgmal
COBRA period; '

2) farls to pay the full amount of the apphcable COBRA Prermum when due; -
3) frrst becomes entitled to Medlcare benefits after the 1n1tral COBRA quahfymg event; or

4) is extending the 18-month coverage perrod because of dlsablhty and 1s no longer drsabled as
" defmed by the Social Security Act.

5.9 Continuation Coverage during Leaves of Absence

a. Family and Medical Leaves of Absence tFMLA! Under FMLA a Subscrrber may be entrﬂed touptoa

~ total of 12 Weeks of unpatd Job-protected leave during ¢ each Calendar Year for the following:

i

i,

i,
iv.

the birth of the Subscriber’s child, to care for the newborn Chlld or for placement ofa Ch]ld in the
Subscr1ber s home for adoption or foster carei - - . .

* to care for aspouse, child or parent with a serrous health condltion or

for the Subscrlber S own serrous health condrtton

- If the FMLA leave is pald such pay will be- reduced by the Subscrrber s before-tax Premium
. contributions as usual for the coverage level in effect on the date FMLA leave begins. If FMLA
. leave is unpaid, the Subscriber will be reqmred to pay Prermum contrtbutrons directly to the
- employer until returning {o active pay status. .

‘Ifa Subscr1ber notifies the employer that he or she is termmatmg employment during FMLA

leave, coverage will end on the date of notification. If the Subscriber does not return to work on

the expected FMLA return date, and the employer is not notified of the intent to either terminate

employrnent or extend the perlod of leave coverage wﬂl end on the date. the Subscrrber was

expected to return.

‘Plan elections may not be changed dunng FMLA leave unless an open enrollment occurs and the
- Subscriber has a.change in status event or a special enrollment event under The Health Insurance

Portablhty and Accountability Act of 1996 (HIPAA)...

b Mll1tagy Caregwer Leave Entitlements. Subscnbers who need to prov1de care for m_]ured service
members may also be eligible for FMLA as follows, FMLA leave for.this purpose is called “military
caregiver leave”. Military caregiver leave allows an eligible Subscriber who is the spouse, son,
daughter, parent or next of kin of a covered service member with a serious injury or ﬂlness to takeupto
a total of 26 workweeks of unpaid leave during a single 12-month period to provide care for the service
member. A covered service member is a current member of the Armed Forces, including a member of
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~ the National Guard or Reserves, who is receiving medical treatment, recuperation, or therapy, or is in
- outpatient status, or is on the temporary disability retired list for a serious injury or illness.

c. Military Leaves of Absence. If a Subscriber is absent from work due to military service, continuation
coverage under the Plan (including coverage for Covered Dependents) may be elected for up to 18
months from the first day of absence (or if earlier, until the day after the date the Subscribér is required

‘to apply for or return to active employment with the employer under the Uniformed Services
Employment and Reemployment Rights- Act of 1994 (USERRA)). The Subscriber’s Premium
contributions for continued coverage will be the same as for 31mﬂarly situated active Members in the
Plan :

i.  Whether or not coverage is continued durmg m111ta1y service, a Subscriber may reinstate

coverage under the Plan option elected on return to employment under USERRA. The
* reinstatement will be without any waiting period otherwise required under the Plan, except to the
. extent that any requn‘ed waiting period was not completed prior to the start of the military service.

5.10 Extensmn of Beneﬁts In the event this Contract is terminated for any reasor, except nonpayment of
Premium or as set forth in this Section, such termination shall be without prejudice to any continuous losses
to'a Member which commenced while this Contract was in force, but any extension of benefits beyond the
date of termination shall be predicated upon the Member’s continuous Total Disability, as defined in

© Section 2. 76, and shall be limited to payment for the treatment of a spec1f1c accident or illness incurred
while coverage under this Contract was effective. -

a. The extensmn of beneflts covered under this Contract shall be lumted to the occurrence of the earliest
of the followrng events:

i.  the expiration of 12 months;
ii. ~ such time as the Member is no longer totally disabled; -

i a succeedmg carrier elects to provide replacement coverage without hmltatlon as to the dtsabrl1ty
condition; or

iv. the maximum benefits payable under this Contract have been pa1d

b. In the case of maternity coverage, when not covered by the succeeding carrier a reasonable extension
of this Contract's benefits will be provided to cover maternity expenses for a covered pregnancy that
commenced while the policy was in effect. The extension shall be for the per1od of that pregnancy only
and shall not be based upon Total Disability. . :

c. Except as provided above, no Subscriber is entitled to an extension of benefrts if the termination by
AvMed of this Contract is based upon one or more of the: followmg reasons:

i.  fraud or intentional Imsrepresentanon in applymg for any benefits under this Contract
SiR drsenrollment for cause; or : o : :

iii. the Subscnber has left the Ach1eve Plan Serv1ce Area W1th the intent to work and reside outside
the Achieve Plan Serv1ce Area. : : - :

5.11 Guaranteed Avaxlabllrty of Coverage

a. Conversion after Continuation Coverag Federal law prov1des for the guaranteed availability of
coverage; when continuation coverage as provided under the provisions of the Consolidated Omnibus
Budget Reconciliation Act of 1986 (COBRA) expires. Under these provisions, the Subscriber or
Covered Dependent may be eligible for coverage under an AvMed Individual Contract, and may apply
by completmg a coverage application form. Coverage is subJect to AvMed’s eligibility requirements
and ‘enrollment may be limited to annual open enrollment’ periods. To be considered for coverage
outside of the annual open enrollment period, subject to the rules of spec1al enrollment listed in Section
4.3, the required Premium payment, along with proof of a quallfyrng event and completed enrollment
application form must be submitted to:

AvMed Individual Sales
Accounts Receivable _
9400 South Dadeland Blvd.
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Suite 510
Miami, Florida 33156 -

ONTHLY PREMIUM PAYMENTS COPAYMENTS' | COINSURANCE AND DEDUCTIBLES

VL M .

Thrs Part explams the Prermum payment respon81bll1t1es of the Subscrtbmg Group under ﬂ'llS Contract and
Members’ monetary responsrblhty for expenses for Covered Services received. Members are responsible and will
be liable for applicable Deductibles, Copayments or Coinsurance amounts which must be paid to Health Care
Providers for certain services at the time services are rendered, as shown in the Schedule of Benefits. In addition to
the information explained in this Part, it is 1mportant that you refer to’ your Schedule of Beneftts to determine your
share of the cost for Covered Servrces . . Lo : :

6.1 Subscnbmg Group s Obllgauons

- a

Monthly Premium Pavment On or before the first day of each month for Wthh coverage is sought,

* Subscribing Group or its designated agent shall remit to AvMed, on behalf of each Subscriber and his

Covered Dependents, the monthly Premium based on' the Rate Letter and Master Appl1catron Only

“Members for whom the stipulated payment is- actually received by AvMed shall be entitled to the
Health Care Services covered under thls Contract and then only for the perrod for which such payment

is apphcable

Grace_ Penod Thrs Contract has a. 20- day Grace Perrod Thrs prowsmn means, that 1f any.required

Premium is- not paid on or before the date it is due, it must be paid during the Grace Period. The

- Contract will remain in force during the Grace Period; however, if payment is not received by the last

- day-of the Grace Period, termination of this- Contract for: nonpayment of the Premium will be

retroactive to 1200 a.m. (midnight) on the last day for which the Premium was received by AvMed,
unless Premium ‘payment has’ otherwise. been contractually adJusted and specrfred by the parties in a
fully executed addendum to this Contract. Acceptance of payment received after the Grace Perrod shall
be solely at AvMed s dlscreuon and may be subJect to late payment fees R

6.2 ‘ Member’s Obhgatrons

a.

Calendar Year Deductible. This amount, When apphcable must be satlsfred each Calendar Year before

- AvMed’s payment toward Covered- Services will begin. Only those expenses for Covered Services
- submitted on Claims to AvMed will be credited toward the Calendar Year Deductrble Certain Covered ‘

Services may not be subject to the Calendar Year Deductible, as shown in your Schedule of Benefits. -

i Individual Calendar Year Deductible. The Individual Calendar Year Deductrble when apphcable
- must be satisfied by each Member each- Calendar Year before AvMed s payment toward Covered
Serv1ces will begin during that Calendar Year. -

if. E amily- Calendar Year Deductible. The- Farmly Calendar Year Deduct1ble when appltcable may
- be satisfied by any combination of two or more family members meetmg the Family Deductible
- amount. The maximurn amotnt that any one Member in your family can ‘contribute toward the
Family - Calendar Year Deductible is the amount credited toward the Individual Calendar Year
Deductible. Once the Family Calendar Year Deductible has been satisfied, no othier Member of
the family will have any additional Calendar Year Deductible responsrbrlrty for the remainder of
that Calendar Year.

iii. Same Calendar Year Look-E Back Credrt Thrs prov1sron means that any ehgrble expense mcurred
.. by a Member while covered under the Subscrrbrng Group's prior carrier will be credited toward
' .sattsfactron of the Calendar Year Deduct1ble and Out-of-Pocket Maxrmum under this Plan if:

- '1) the expenses were 1ncurred before the’ Effecttve Date of this Plan bt w1thrn the same
..vCalendar Year; and : : : :

- 2) the expenses were applied toward sattsfactron of the Deductrble or Out—of Pocket Maximum
- under the prior coverage before the Effectwe Date of this Plan but w1th1n the same Calendar
Year;and , , :
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3) the expenses were for items or services that are Covered Benefits under this Contract.
However, in order to receive credit, you may be required to provide AvMed written proof of
what has been paid by the prior carrier.

'b. Copayment and Coinsurancé Requirements. Covered Services rendered by certam Health Care
Providers at certain locations or settings will be subject to a Copayment or Coinsurance requirement.
This is the fixed dollar amount (Copayment) or percentage of the Allowed Amount (Coinsurance) you
have to pay when you receive these services. Please refer to your Schedule of Benefits for particular

- Covered Services which are subject to a Copayment or Coinsurance. All apphcable Calendar Year
Deductible, Copaymient or Coinsurance amounts must be satisfied before we will pay any portton of the
" Allowed Amount for Covered Services.

¢.. Calendar Year Qut-of-Pocket Maximum. Deductrble Copayment and Coinsurance amounts paid for
Covered Benefits received during the Calendar Year will accumulate toward the Calendar Year Out-of-
Pocket Maximum. Services and expenses that are not Covered Benefrts erl not accumulate toward the

- Calendar Year Qut-of-Pocket Maximum. -

. i. . Individual Calendar Year Qut-of-Pocket Maxrmum Once a Member reaches the- Individual
Calendar Year Out-of-Pocket Maximum amount shown in your Schedule of Benefits, we will pay
for Covered Services received by that Member during the remainder of the Calendar Year at
100% of the Allowed Amount.

ii.  Family Calendar Year Qut-of-Pocket Maximum. If your Contract includes a Famrly Calendar
 Year Out-of-Pocket Maximum, orice your family has reached the Family Calendar Year Out-of-
. Pocket Maximum amount shown in your Schedule of Benefits, we will pay for Covered Services
received by you and your Covered Dependents during the remainder of that Calendar Year at
 100% of the Allowed Amount. The maximum amount any one Member in your family can
_contribute toward the Family Calendar Year Out-of-Pocket Maxrmum is the amount applied
~toward the Individual Calendar Year Out-of-Pocket Maximum.
iti. Expenses for items and services that are not, as determined. by AvMed Medtcally Necessary
Covered Benefits or Covered Services under this Contract will not accumulate toward the
’Calendar Year Out-of-Pocket Maximums. :

6.3 i Addltmnal Expenses You Must Pay. In addrtron to your share of the expenses descrrbed above you are
' . 'responsrble for payment of charges for: :

a. non-covered services; : .
~ b. Prescription Drug Brand Additional Charges and -

c. expenses for Claims denied because we did not receive mformatron requested from you regarding any
other coverage and the details of such coverage. - -

6.4  Estimate of Cost for Covered Services. You may obtain an estimate of the cost for particular services
: from Participating Physrcrans and Providers by contactmg AvMed’s Member Engagement Center at the
- telephone number on the cover of this Contract or on your AvMed Identification Card. The fact that we
~ may provide you'with such information does not mean that the parttcular servrce isa Covered Service. All
IR terms and condrtrons mcluded in your Contract apply

YVII.‘ PHYSICIANS HOSPITALS AN D OTHER PROVIDER OPTIONS

7.1 Provrder and Servrce Arrangement AvMed is comrmtted to arranging for comprehensrve prepaid Health
_ Care Services rendered to its Members through the Achieve Plan’s network of contracted independent
Physicians and Hosprtals and other independent Health Care Providers as described in this Contract, under
reasonable standards of quality health care. The professional judgment of a Physician licensed under
Chapter 458 (Physician), 459 (osteopath) 460 . (chiropractor) or 461 (podiatrist), Florida Statutes,
concerning the proper course of treatment of a Member shall niot be subject to modification by AvMed or its
Board of Directors, officers or administrators. However, this Section is not intended to and shall not restrict

any Utilization Management Program established by AvMed.

AV-SG-Achieve-18 21 SG-1117 (01/18)
098 | 33 of 36



1.2

7.3

7.4
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8.1

82

8.3

- Primary Care Physician Selection. With the AvMed Achieve Plan, each Member may select a PCP upon
~ enrollment, but is not required to do so. Although you have the option to select any prov1der you choose,
- we encourage you to select and develop a relatlonshrp wrth aPCP.. :

a. Advantages of utilizing a PCP.

i PCPs are tramed to prov1de a broad range of rned1cal care. Developing and contmumg a
relationship ‘with a PCP allows the Phys1c1an to become knowledgeable. about you and your
. family’s health h1story and act as a valuable resource to coordinate your overall healthcare needs.

ii.  APCP can help you determine when you need to_visit a Specialty Physrcran and also help you
find one based on your PCP’s knowledge of- you and your specific healthcare needs.

iti.  Care rendered byl PCPs usually results’ in lower out of- pocket expenses for you

- b, Selectinga PCP

i.  Types of PCPs 1nclude farmly, general and mtemal medlcme practltloners OB/GYNs who may
be selected as PCPs for women, and pedlatr1c1ans who may be selected as PCPs for children.

i, You must notify us of your PCP selection. Members must also notify and receive approval from
- AvMed prior to changing PCPs. PCP changes will' become effective on the first day of the month
after AVMed is not1f1ed PCP selectrons cannot be changed more than once per month '

~ Specialty Physrcrans You are entitled to see part1c1patmg Specialty . Phy51c1ans A referral from your PCP
. may be required for certam types of Spec1alty Physrcrans and Prror Authorjzation ; may be requrred from
AvMed for certain serv1ces : : : : :

Provider Drrectory ‘The names and addresses of Achleve Plan Partrcrpatmg Providers and Hospitals are
set forth in a separate booklet which, by reference, is made a part hereof. The list of Participating Providers,
which may change from time to time, will be provrded to all Subscrrbmg Groups. The list of Part1c1pat1ng ‘

_Prov1ders may also be accessed from AvMed'’s website at www.avmed.org. Health Profess1onals may from

time to time Cease their affiliation with AvMed. In such cases, Members may be requrred to receive services

~from another participating Health Professional. Notwrthstanding the printed booklet, the names and

addressés of Participating Providers on file wrth AvMed at any grven t1me shall const1tute the off1c1al and
controllmg list of Part1c1pat1ng Providers. -

'Resrdent Referra] to Skilled Nursmg Unit ¢ or Assrsted lemg Facrhty I you . currently resrde ina
Continuing care facrhty or a retirement facility con31stmg ofa nursing home or assisted living facility and

residential apartments, this notice applies to you. You may request to be referred to that facility’s skilled
nursing unit or assisted living facility. If the request for referral is denied, you may use the appeal process
descnbed in Part XIII REVIEW PROCEDURES/HOW TO APPEAL A CLAIM ( BENEFlT DENIAL).

VIII COVERED BENEFITS AND SERVICES

Covered Beneﬁts and Servrces Members are entltled to receive Covered Benefrts and Servrces only as
’ ,specrﬁed herein, appropnately prescribed or directed by Participating Physicians and Providers, in

conformity with. Part .II. DEFINITIONS, Part IX. COVERED SERVICE CATEGORIES, Part X.

" LIMITATIONS OF COVERED SERVICES, Part XI. EXCLUSIONS FROM COVERED SERVICES, and
“the Schedule of  Benefits, which: by referenice is incorporated herein. Except for Emergency Medical

Services and Care as'provided in Section 9.20, all services must be received from Participating Physicians
and Providers wrthm the Service Area, and AvMed shall have no liability or ‘obligation whatsoever on
account of services or benefits sought or received by any Member from any Non- -Participating Physician,
provider or other: person, institution: or organization, unless prior arrangements have been made for the
Member and confirmed by written referral or Prior Authorization from AvMed. ‘ :

_ Pre- ex:stmg condltron exclusxons are not appllcable under this Contract

" Medicare Secondary Payer Provrsmn When you become covered under Medlcare and are still eligible
~ and covered under this Plan, your coverage under thls Plan will be primary and Medicare benefits will be
secondary, but only to the extent required by law. In all other instances, such as when you turn 65 or

AV-SG-Achieve-18 22 SG-1117 (01/18)

09833 0f 36



become eligible for Medicare due to a disability other than End Stage Renal Disease (ESRD), your
‘coverage under this Plan will be secondary to any Medicare benefits. In such circumstances, enrolling in
Medicare when you are first eligible'can maximize your benefits. When your coverage under this Plan is

~ the primary payer, claims for Covered Services should be filed with us first. If you become covered under
Medicare and are still eligible and covered under this Plan, the Subscnbmg Group may not offer, subsidize,

~ procure or ‘provide a Medicare supplement policy to you. ‘Also, an employer may not persuade you to
decline or terminate your coverage under this Plan and elect Medicare as the primary payer. When you turn
65 or become eligible for Medicare due to ESRD, you must notrfy your employer ’

a. Individuals with ESRD. If you become entitled to Medrcare coverage because of ESRD, your coverage
under this Plan is primary for 30 months begmnmg with the earlier of:

i.  the month in which you became entrtled to Medicare Part A ESRD benefits; or

ii.  the first month in which you would have been entrtled to Medrcare Part A ESRD benefits if a
ttmely application had been made. - ,

8.4 Care Management Programs We have estabhshed (and from tlme to tune estabhsh) various Member-

‘ focused health education and information programs as well as benefit Utilization Management Programs

and ut111zat10n Teview programs. These voluntary programs collectrvely called the Care Management
Programs are designed to:

a. . prov1de you with. mformatlon that will help you make more mformed dec1510ns about your health

b. help us facrhtate the management and review of the coverage and benefrts prov1ded under our policies;
- and

i present opportun1t1es as explained below, to mutually agree upon alternative benefrts for cost-effective
- medlcally approprrate Health. Care Servrces :

8.5 Inpatrent Facrlrty Program Under the inpatient facxhty program, we may review Hosprtal stays Skilled
Nuising Facility services, and other Health Care Services rendered during the course of an inpatient stay or
treatment program.. We may conduct this review while you are an inpatient or after your discharge. The
review is conducted solely to determine whether we should prov1de coverage or payment for a particular
admission or Health Care Services rendered during that admission. Using our established criteria then in
effect, a concurrent review of the inpatient stay may occur at regular intervals, We erl prov1de nouflcatmn

 to your Physician when mpatlent Coverage Cr1ter1a is no longer met,

a. In adrmmstermg the inpatient facility program, we may review specrflc medical facts or mformatlon

and assess, among other things, the appropriateness of the services being rendered, health care setting

“or the level of care of an inpatient admission or other health care treatment program. Any such reviews

by us, and any reviews or assessments of specific medical facts or information which we conduct, are

solely for purposes of makmg coverage or payment dec1srons under thls Contract and not for the
purpose of recommending or providing medrcal care: ' :

b. In anticipation of your needs following an inpatient stay, we may provide you and your Physician with

information about other Care Management Programs which may be beneficial to you, and we may help

* ‘you and your Physrc1an identify health care resources which may be avallable in your commumty '

-~ Upon request, we-will answer questrons your Physrcran has regardmg your coverage or benefits
~ following drscharge from the Hospital.

e Please note that we reserve the right to discontinue or modlfy our Pnor Authonzatmn requlrements and
. any Care Management Programs at any time without your consent. :

8.6 Medical Necessnty In-order for Health Care Services to be covered under th1s Contract, such services must

~ meet all of the requirements to be a Covered- Beneflt or Covered Servrce mcludmg bemg Medlca]ly
Necessary, as defined by AvMed. ‘

a. Review of Medical Necessity. It is unportant to remember that any review of Medical Necessrty by us

~ is solely for the purposes of determining coverage, benefits or payment under the terms of this Contract

-~ and not for the. purpose of recommending or provrdmg ‘medical care. In this respect, we may review

o specrfrc medical facts or information pertaining to you. Any such review, however, is strictly for the

purpose of determining whether a Health Care Service provided or proposed meets the definition of
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8.8

8.9

‘Medical Necessity in this Contract, as determined by us. In applying the definition of Medical

Necessity in this Contract to a specific Health Care Service, we will apply our coverage and payment

~ guidelines then in effect. You are free to obtain a service even if we deny coverage because the service
is not Medically Necessary; however, you will be solely responsible for paying for the service.

b. Medical Necessity Examples. Examples of hosprtahzatron and other Health Care Services that are not

Medrcally Necessary include: : :
L staymg in the Hosp1ta1 because arrangements for d1scharge have not been completed ,
il stayingin the Hospital because supervision in the home, or care in the home, is not available or is
inconvenient; or being hospitalized for any service which could have been provrded adequately in
an alternate setting (e. g Hospital outpatient department) '
iti. - inpatient admissions to a Hospital, Skilled Nursing Fac1hty or any other facrhty for the purpose
of Custodial Care, convalescent care, or any other service prrmarrly for the convenience of a
Member, his family members or a provider; or - : :

iv.  use of laboratory, X ray, or other dragnostrc testmg that has no clear 1nd1cat1on or is not expected
' to alter your treatment. : : : : -

. C Whether ornota Health Care Serv1ce is specrftcally lrsted as an Exclusron the fact that a provrder may

prescribe, recommend, approve,. or furnish a Health Care Service does not mean that the service is
Medically Necessary (as defined by us) or a.Covered Service. Please refer to Part IL. DEFINITIONS
for the definitions of . Medrcally Necessary or ‘Medical Necessity’. _

, Decrsron-Makmg for Health Care Services. All decrsrons that require or pertain to- mdependent

professional medical/clinical judgment or training, or the need for Health Care Services, are solely your
responsibility and' that- of your treating Health Professionals. You and your Health Professionals are
responsible for deciding what medical care should be rendered or received and when that care should be
provided. We ‘are solely responsible for determmmg whether expenses incurred for Health Care’ Servrces

are covered under this Contract. In making coverage decisions, we will not be deemed to participate in or
“override your decisions concerning your health or the medical decisions of your Attend;mg Physicians and

other Health Care Providers. Subscribing Group and Members acknowledge that it is possible that a

- Member and his Physicians may determine that such services are appropnate even though such services are

not covered and will not be arranged or paid for by AvMed

Member’s Responsnblhty in Seekmg Covered Beneﬁts and Servrces You are solely responsible for
selecting a provider when obtammg Health ‘Care Services and for verlfymg whether that provider is a
Participating Provider at the time Health Care Services are rendered. You are also responsible for

- determining any corresponding payment options at the time the Health Care Services are rendered. If a

Member does not follow these access rules, he risks having the services and supplies received not covered
under this Contraci. In such a circumstance, any payment that ‘AvMed ‘may. make will not exceed the

- Maximum Allowable Payment and the Member will be responsible for relmbursmg AvMed for the services

and supplies received. It is the Member's respons1b1hty vvhen seekmg benefrts under this Contract to
1dent1fy himself as a Member of AvMed : :

Services that Reqmre Prior Authorlzatron ‘

. a  Members should remember that services prov1ded or recerved w1thout PHOI‘ Authonzatron from AvMed

when authorization is required, are not covered. except when required to treat an Emergency Medical
‘Condition.” Furthermore, if an inpatient admission is extended beyond the number of days initially
'approved “without Prior Authonzatron for the continged stay, it may result in services not being
covered. Before ‘a service is performed, you should verify with your Health Professional that the
service has received Prior Authorization. If you are unable to secure verxfrcahon from your Health
Professional, you may also call AvMed at 1-800-452-8633. - : :

b. Services that require Prior Authorization from AvMed include: -

i mpat1ent admissions (including Hosp1ta1 and observation stays Skﬂled Nursmg Facilities,
Ventilator Dependent Care, acute rehabilitation and inpatient mental health or substance abuse
services):

AV-SG-Achieve-18 24 : SG+1117 (01/18)

09833 0f38



i, surgical procedures or services performed in an outpatlent Hosprtal or Ambulatory Surgery
~ Center;

i, - ’complex dlagnostlc and therapeutic, and sub-specialty procedures 1ncludmg CT, CTA, MR,
MRA, PET, and nuclear med1c1ne)

iv. radratron oncology;

v. certain medications including Injectable Medications, and select medicatrons administered in a
Physician’s office, an outpatient Hospltal or infusion therapy setting;

vi. . all Home Health Care Services;
Vii. cardrac rehabrl1tat10n
- vili dralys1s services;
ix.  transplant services;
X.  non- emergency transport services;. : : :
xi. - care rendered by Non-Participating Providers (except for Emergency Medrcal Services and Care).

c. Servrces requiring Prior Authorization may change from time to time. For more information about
- which services require Prior Authonzatlon contact AvMed’s Member Engagement Center at 1-800-
376 6651 You should always make sure your Physrcran contacts us to obtain Prror Authorrzatlon

IX. COVERED SERVICE CATEGORIES

9.1  Allergy InJectrons and Allergy Skm Testmg and Treatments

9‘;_'2' ' Ambulance Servxces

‘a. Ambulance servrces provided by a local professmnal ground ambulance transport may be covered
'prov1ded it is necessary as determined by us to transport you from: .

i the place a medical emergency occurs to the nearest emergency fac111ty appropnately staffed and
“equipped to provide proper care; : : ,

ii. .- - a Hospital which is unable to provrde proper care to the nearest emergency facrl1ty appropnately'
- staffed and equlpped to provide proper care;

" iii, a Hospital to your nearest home or Skilled Nursmg Facrl1ty when assoc1ated with an approved
~ hospitalization or other confinement and. your Condmon requires the skﬂl of med1ca11y trained
personnel during the transport; or S : '

- iv.  a Skilled Nursing Facility to your nearest home or a Hosprtal when assoc1ated w1th an approved
+ - hospitalization or other confmement and your Condrtron requrres the sk111 of medrcally trained
personnel during transport. ' g :

b. Expenses for ambulance serv1ces by boat alrplane or hehcopter are covered under the followmg,
-circumstances: . : : :

i.  the p1ck up pomt is inaccessible by ground vehicle;
iil.  speed in excess of ground vehicle speed is critical; or

iii. - the travel distance involved in gettmg you to the nearest emergency facrllty approprrately staffed
- and equlpped to-provide proper care is too far for medical safety, as determined by us.

c. Member cost- sharmg for air and water arnbulance services is hrgher than for ground transportation.
9.3 ' Ambulatory Surgery Centers. Health Care Servrces rendered at parL1c1patmg Ambulatory Surgery Centers
* are covered and include: = :
a. use of operating and recovery rooms;
b. respiratory or inhalation therapy (e.g., oxygen); -
c. medlcatlons administered (except for take -home medlcatlons) at the Ambulatory Surgery Center;
d. intravenous solutions;
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9.9
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- dressings, including ordinary casts; -
anesthetics and their administration;
administration of, including the cost of, whole blood or blood products;
' transfus1on supphes and equipment; ' '

e

: dlagnostrc services, mcludmg radiology, ultrasound laboratory, pathology and approved machine
testing (e.g., EKG);and -

j. chemotherapy treatment for proven mallgnant dtsease

Anesthesia Adm:mstratron Services. Administration of- anesthesm by a PhyS1c1an or certrfled registered

nurse anesthetist (CRNA) may be covered. In those instances where the CRNA is actively directed by a

Physician other than the Physician who performed the ‘surgical - procedure, our payment for Covered

Services, if any, will be made for both the CRNA and the Physrcran Health Care Services at the lower
directed- -services amount. :

Cardiac rehablhtatlon means Health Care Serv1ces provrded under the superv1sron of a Physician, or
another appropriate Health Care Provider trained for cardiac therapy, for the purpose of aiding in the
restoration of normal heart function in- connection with-a’myocardial infarction, coronary occlusion or
coronary bypass surgery. Cardiac rehabilitation is covered for acute myocardial infarction, percutaneous
transluminal coronary angroplasty (PTCA)," coronary - artery bypass graft (CABG), and repair or
replacement ‘of heart valves or heart transplant Please refer to Sectron 101 for apphcable benefit
maximams and Limitations. : :

Child Cleft Lip and Cleft Palate Treatment For treatment of a ch11d under the age of 18 who has a cleft
lip or cleft palate, Health Care Services for child cleft lip and cleft palate, mcludmg medical, dental, speech
therapy, audiology, and nutrition services are covered ‘The speech therapy coverage provided herein is
subject to the Limitations shown in Section 10.14. Also see ‘Section 9.38. In order to be covered, the

~ Member'’s- Attending Physician must specifically prescribe such services and such services must be

consequent to. treatment of the cleft lip or cleft palate

'Chlld Health Supervrsron Services.

- Periodic Physrcran-dellvered or Physrc1an—superv1sed services from the rnoment of buth through the
end of the month in which a Covered Dependent child turns 19, are covered as follows:

i - per10d1c examinations, wh1ch include a hlstory, a physrcal examination, -and a- developmental
assessment and ant1c1patory gurdance necessary to momtor the normal growth and development
ofa chﬂd : :

ii.  immunizations; and
~ iii.  laboratory tests normally performed for a well Chl.ld

b. Servrces must be provided in'accordance W1th prevallmg medrcal standards conststent with the
Recommendatrons for Preventrve Pedlatrlc Health Care of the Amencan Academy of Pedlatrrcs

» Chlropractrc Servrces Offrce v151ts for the purpose of evaluatlon and d1agnos1s d1agnost1c x—rays manual

manipulation of the spine to correct subluxation and certain rehabilitative therapies when performed within
the scope of the practitioner’s license are covered when Medically N ecessary.

Clinical Trials. Routine patient care costs may be covered for Members enrolled in a quahfylng clrmcal
trial that is a Phase I, I, IIl or IV clinical trial conducted for the prevention, detection or treatment of:

‘a. cancer or other life-threatening disease or Cond1tron that i is, as determined by us, lrkely to lead to death

unless the course of the disease or Condition i is mterrupted or

b. "a Phase I, II or IIT clinical trial conducted for. the detectlon or treatment of cardrovascular disease
(card1ac/stroke) which is not life threatenmg, and ' :

c. surgical musculoskeletal disorders of the spme h1p and knees wh1ch are not ltfe threatemng
d. Routme patrent care ¢osts for quallfylng clmlcal tnals mclude , '
i Covered Services for which benefits are typically prov1ded absent a clm1cal tnal
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ii. -~ Covered Services required solely for the provision of the investigational item or service, the
clinically: appropriate monitoring of the effects of the item or service, or the prevention of
complications; and

iii. Covered Services needed for reasonable and necessary care arising from the provrslon of an
lnvestlgatlonal item or service. :

" e.- To be eligible for parhcrpatron in a clinical trial, the Member’s Physrc1an must prov1de documentation
establishing that the Member meets all mclusron criteria for the clinical trial as defined by the
researcher.

. f. Members are reqmred touse a Partrcrpatmg Prov1der for any clinical trrals covered under this Contract
g - The clinical trial must meet the criteria descrrbed in paragraphs i, ii or iii below: :
i A Federally funded or approved by one or more of the following:

1)

2)

3
B

5
) (DOD) or the Department of Veteran's Affairs (VA)

6)

N

the National Institutes of Health (NIH);
the Centers for Disease Conirol and Prevention;

_ the Agency for Healthcare Research and Quality;

the Centers for Medicare and Medlcmd Services;
a cooperative group or center of any of the entities listed above, or the Department of Defense

a qualified non governmental research entity identified in the NIH gurdelmes for center

support grants;

the VA, DOD, or Department of Energy as long as- the study or investigation has been

reviewed and approved through a system of peer review that i is determmed by the Secretaryi

of Health and Human Services to be both: ‘

a) comparable to-the system of peer review of studies and mvesttgatmns used by the NIH;

~and . : :

b) ensures unbiased review of the hlghest sc1ent1f1c standard by qualrfred 1nd1v1duals who

have no interest in the outcome of the review.

i »Conducted under an mvest1gat10nal new drug applrcatron reviewed by the Umted States Food and
Drug Administration; or ‘

iii.” A drug trial that is exempt from having such an mvestrgatlonal new drug application.

h. In addition, the clinical trial must have a written protocol that describes a scientifically sound study and
have been approved by all relevant institutional review boards before Members are enrolled in the trial.
AvMed may, at any time, request documentation about the trial. ' :

i. The subJect or purpose of the trial must be the evaluation of an item or service that meets the def1mt10n
of a Covered Service and is not otherwise excluded under this Contract. :

9.10 Complrcatrons of Pregnancy. Health Care Services provided to you for the treatment of comphcatrons of
. pregnancy are Covered. Services and shall be treated ‘the same as any other medlcal Condition.
-Comphcatrons of pregnancy include: ' : : L :

a. acute nephntts

@ moe a0 o

nephrosis; o

_cardiac decompensatlon ‘

eclampsia (toxemia wrth convuls1ons)

ectopic pregnancy;

uncontrolled vomiting requmng fluid replacement

missed abortion (i.e., fetal death without spontaneous abortlon)

therapeutic and missed abortion (i.e., termination of pregnancy before the time of fetal viability due to

medical danger to the pregnant woman or when the pregnancy would result in the birth of an infant
with grave malformation);
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9.11

9.12

9.13

9.14

9.15

i. -~ Conditions that may require other than a vaginal delivery; such as: uterine wound separation, premature

labor, unresponsive to tocolytic therapy, failed trial labor, dystocia (i.e., cephalopelvic disproportion,

~ failure to progress, dysfunctional labor), fetal distress requiring neonatal support/intervention, breech

- presentation where external version is unsuccessful, active clinical herpes at delivery, placenta previa,
transverse lie where external version is unsuccessful presence of fetal anomaly,

j mrscarnages :

k. medical and surg1ca1 Condltrons of sumlar severlty and
L Medrcally Ne ecessary non- electlve cesarean sectlon

Dental Care -

a Dental Care for Members over age 19 is l1mlted to the followmg

i.  care and stabilization treatment rendered w1thm 90 days of an Accidental Dental InJury provrded
such services are for the treatment of damage to Sound Natural Teeth;

ii.  extraction of teeth requrred prlor to radlatlon therapy when you ‘have a dragnosm of cancer of the
head or neck; - :

b. General anesthes1a and hosmtahzatron services are covered when reqmred to assure the safe delivery of
necessary dental treatment or surgery for a dental Condltron Wluch 1f left untreated, is hkely to result in
a medical Condrtlon if:

i .a Member has one or more med1ca1 Condrtrons that vvould create srgmﬁcant or undue medical
- risk for the Member in the course of delivery of any necessary dental treatment or surgery if not
rendered ina Hosprtal or Ambulatory Surgery Center;or . : : :

I | RN Covered ‘Dependent child is under eight years of age and it is determmed by a licensed dentist

and the Covered Dependent’s Attending Phys1c1an that dental treatment or surgery in a Hospital

~ or Ambulatory Surgery Center is necessary due to a s1gn1f1cantly complex dental Condition or a

developmental disability in which patrent management in the dental off1ce has proven to be
ineffective. -

c. .Pedtamc Dental Care is avarlable for Covered Dependent children through the end of the Calendar Year
 in which they turn-19. Services are available from Delta Dental PPO Providers; Delta Dental Premier
* Providers, or. Non-Delta Dental Prov1ders Serv1ces received from Premier or Non—Delta Dental
'Providers may. be. subject ‘to fees in excess of the Contracted. Fee, as. described. in Part . XVIIL
PEDIATRIC DENTAL BENEFIT S. Detalled mformatlon regardmg dental coverage and cost sharmg is-
also included in Part XVIIT XVIII '

Dermatologlcal Services. AvMed wrll cover off1ce visits to a. dermatologlst for Medlca]ly Necessary
Covered Serv1ces subJect to Sectrons 2.49 and 2. 80 No prlor referral is reqmred for these services.

Dlabetes Outpatrent Self-Management A]l Medlcally Necessary equipment, supphes and services to

- treat diabetes are covered. This includes outpatient self-management training and educational services if the
- Member's PCP; or the Phy31c1an to whom the Member has. been referred who specializes in diabetes
© treatment, certifies that the equipment, supphes or services are Med1ca]ly Necessary Diabetes outpatlent

se]f»management training and educational services must be provided under the direct supervision of a
certified diabetes educator or a board certified endocrmologlst under. contract with AvMed

Diabetic Supplies. Insulin and other covered anti- d1abet1c drugs and diabetic supplres mcludmg needles,

syringes, lancets, lancet devices and test strips, are covered under your Prescrrptron Drug benefits, Insulin

. pumps when- Medlcally Necessary and accompamed by a prescrrptron from: your Phys1c1an are covered
“under your medical benefits. Please see Sectron 9. 19. S :

Diagnostic Services. All prescribed dlagnostlc 1mag1ng, laboratory tests, and services are covered when
Medically Necessary and ordered by a Participating Physician as part of the diagnosis or treatment of a
covered illness or injury or as preventive Health Care Services. Specmhzed tests such as those to diagnose
Conditions that cannot be d1agnosed by traditional blood tests (e.g. allergy endocrmology, genetics, and
vrrology testmg) w111 have higher Member cost~shar1ng L :

'AV-SG-Achieve-18 | 28 SG-1117 (01/18)

098 | 33 of 36



9.16  Diagnostic testing and treatment related to Attention Deficit Hyperactivity Disorder (ADHD) is

covered subject to-Sections 2.49 and 2.80. Covered Servrces do not mclude those that are primarily
B educatronal or training in nature. e :

9.17 Dialysis services including equipment, trammg and med1ca1 supplies are covered when provided at an
AvMed contracted location by a participating Health Professional licensed to perform dialysis, including an
AvMed contracted Dialysis Center. A Dialysis Center is an outpatient facility certified by the Centers for
Medicare and Medicaid Services and the Florida Agency for Health Care Administration to provide
hemodralysrs and peritoneal dralysrs services and support. Dialysis services require Prior Authorization.

9.18  Drug Infusion Therapy. Infusion therapy medications are covered as a medical benefit if administered by
a Health Professional by way of intra-articular, intracavernous, intramuscular, intraocular, intrathecal,

_ 1ntravenous or subcutaneous injection; or mtravenous mfusmn Prlor Authorrzatlon may be required.

9.19 Durable Medical Equlpment (DME). _

a. Coverage includes purchase or rental when Medlca]ly Necessary, of such DME that: -

i, can withstand repeated use (i.e. could normally be rented and used by successive patlents)
i s prlmarrly and customarily used to serve a medical purpose; o
iii. - generally is not useful fo a person in the absence of illness or mJury and

v s approprrate for use in a Member’s home. S

b.” Some examples of DME are: standard hosp1ta1 beds, crutches, canes, walkers wheelchairs, oxygen,
respiratory. equipment, apnea momtors and insulin pumps. DME does not include hearing aids or

corrective lenses, dental devices, -or the professronal fee for- frttmg same. It also does not include
- medical supplies and devices, such as a corset; which do not requrre prescrrptrons AVMed will pay for
 rental of equipment up to the purchase price.

‘c. The determmatmn of whether a covered 1tem will be pa1d under the DME orthotics or prosthetics

" benefits ‘will be’ based upon its classification as defined by the Centers for Medlcare and Medicaid

, Servrces

9.20 ,Emergency Servxces AvMed W]]l cover all Medrcally Necessary Physrcran and Hospital services for an
Emergency Medical Condition. In the event Hospital inpatient services are provided following Emergency

- Medical Services and Care, AvMed should be notified by the Hosprtal Member or a designee within 24
hours of the mpatrent admission if reasonably possible. AvMed may recommend and elect to transfer the

Member to a participating Hospital after the Member’s Condition has been stablhzed and as soon as it is

medically appropriate to do so. :

a. Any Member Teéquiring medrcal Hosp1tal or ambulance services for emergenmes as descnbed in
Sections 2.26, and 2.28; while temporarily outside the Service Area, or within the Service Area but
before they can reach a Participating Provider, may receive the emergency benefits specified herein.
‘When Emergency Services for an-Emergency Medical Condition are rendered by an Out-of-Network
Provider; any Copayment or Coinsuranice amount applicable to In Network Provrders for Emergency
VServ1ces will also apply to such Out-of-Network Provider. ’ : :

'b. For out-of- network Emergency Medical Servrce_s and Care AvMed wﬂl pay an amount equal to the

- greater of the three amounts specified below:

i, .The median of the amount negotrated with Parhc1pat1ng Provrders for the Emergency Medical
. Services and Care furnished;

ii.  The amount for the emergency service calculated using AvMed’ s Max1mum A]lowable Payment
- which is the same method the Plan generally. uses to determme payments for out-of-network
services, and applying in-network cost-sharing; or : :

iii. The amount that would be paid under Medicare for the Emergency Medrcal Servu:es and Care
c. Any request for reimbursement of payment made by a Member for services received must be filed
~within 90 days after the emergency or as soon as reasonably possible but not later than one year unless
the Member was legally incapacitated. If Emergency Medical Services and Care are required while
outside the continental United States, Alaska and Hawaii, it is the Member’s responsibility to pay for
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such services S at the time they are received. For mformatron on frhng a Claim for such services see
Section 13. 3d. : : S

921 Habllltatlon Servrces

~a. Covered Services. consist. of physrcal occupatronal and speech therapres that are’ provrded for

- developmental delay, developmental speech or language disorder, developmental coordination disorder

and mixed developmental disorder. Therapy services must be performed by an appropriate registered

physrcal occupational or speech-language therapist licensed by the appropriate state hcensmg board,

and must be furnished under the direction and supervision of a Part1c1patmg Physician or an advanced

practice nurse in accordance with a written treatment plan estabhshed or cert1f1ed by the Attendmg
Physician or advanced practrce nurse. :

b. Covered Services must take place in a non-re51dent1al settrng separate from the home or facrhty in
. which the Member l1ves : L S : .

c. Services are covered up to the point. where no further progress can be documented Serv1ces are not
considered-a Covered Benefrt when measurable funchonal 1mprovement is not expected or progress has
plateaued = : : : :

d.” Covered Hab1l1tat10n Servrces do not 1nclude act1v1t1es or trammg to wh1ch the Member may be
- entitled under federal or state programs of pubhc elementary or secondary educat1on or federally aided
- vocational rehabllrtatlon : :

9.22  Home Health Care Serv1ces (Skllled Home Health Care) All Home Health Care Serwces requlre Prior
Authorization.
a. The Home Health Care Servrces listed below are covered when the followmg criteria are met:’

i, You are unable to leave your home wrthout con31derab1e effort and the a531stance of another
person because you are:

1) bedrrdden or chair bound or because you are restrlcted in ambulatlon whether or not you use
 assistive devices; or

2) you are significantly limited in phys1ca1 act1v1t1es due toa Condttron and

ii. The Home Health Care Services rendered have been prescribed by a Pammpatmg Physrcran by
way of a formal written treatment plan. The written treatment plan must be reviewed and renewed
by the prescrrbmg Phys1c1an at least every 30 days until benefits are exhausted. AvMed reserves
the right to request a copy of any written treatment plan in order to determme whether such
services are covered under this Contract and :

iii. The Home Health Care Servrces are prov1ded dlrectly by (or mdrrectly through) a home health
- agency, and”

v You are meeting or ach1ev1ng the desued treatment goals set forth in “the treatment plan as
documented in the clinical progress notes : : -

b Home Health Care: Serv1ces are limited to:.

i, intermittent (1 e., a visit of up to, but not exceedmg two. hours per day) nursing care by a
registered nurse, licensed practical nurse or home health aide services. Home health aide services
must be consistent with the plan of treatment ordered by a Part1crpat_1ng Physrcran and rendered ,
under the superv1sron ofa regrstered nurse; . :

E ii. medlcal social services;
iii. nutntlonal gu1dance
iv. resplratory, or inhalation therapy (e g oxygen) and
v. physrcal therapy by a physrcal therapist, occupatronal therapy by an occupatmnal therapist, and
- speech therapy by a speech therapist. :

9.23 - Hospice Services. Services are available for a Member whose Attendmg Phys1c1an has determmed the
Member's 1llness will result in a remaining life span of six months or less. - :
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9.24 -  Hospital Inpatient Care and Services. Inpatient services received at participating Hospitals are covered
when prescribed by Participating Physicians and pre-authorized by AvMed. Inpatient services include semi-
private room and board, birthing rooms, newborn nursery care, nursing care, meals and special diets when
Medically Necessary, use of operating rooms and related facilities, the intensive care unit and services,
diagnostic imaging, laboratory and other diagnostic. tests, medications, biologicals, anesthesia and oxygen

- supplies, physical therapy, radiation therapy, respiratory therapy and administration of blood or blood
plasma. See Sectlon 9.20, with regard to mpatrent admission followrng Emergency Medical Services and
Care.

9.25 _ Inpatlent Rehabrlrtatron Services are covered when the followmg criteria are met:

a.  Services must be provided under the direction of a Participating Phy31c1an and must be provided by a
Medicare-certified facility in accordance with a comprehensive rehabilitation program;

b. A plan of care must be developed and managed by a coordinated mult1—d15c1plmary team :

Coverage is- limited to the specific acute, catastrophlc target diagnoses of severe stroke, multrple
trauma, brain/spinal injury, severe neurologrcal motor disorders, and severe burns; - -

~d. For Members in inpatient non -psychiatric or substance abuse rehabilitation facilities, the Member must
.- be able to actively participate in at least two rehabilitative therapies and be able to tolerate at least three
~ hours per day of skilled Rehabilitation Services for at least five days a week and thelr Condmon must

be likely to result in significant improvement; and :

e The Rehabilitation Services must be required at such intensity, frequency and durat10n as to make it
* impractical for the Member to rece1ve services in a less intensive setting. = :

9.26 Mammograms One baseline mammogram is covered for female Members between the ages of 35 and 39.

A mammogram is available every two years for female Members between the ages of 40 and 49 and a

mammogram is available every year for female Members aged 50 and ‘older. In addition, one or more

mammograms a year are available when based upon a Phys1c1an s recommendation for any woman who is

at risk for breast cancer because of a personal or family history of breast caricer, because of having a history

of b1opsy proven bemgn breast disease, because of having a mother, sister or daughter who has had breast

cancer, or because a woman has not given birth before the age of 30. Mammograms are not subJect to the
Calendar Year Deductible or any cost-sharing.

9.27 ‘Mastectomy Surgery when Performed for Breast Cancer Mastectomy means the removal of all or part
.~ of the breast, when Medlcally Necessary for the treatment of breast cancer, as determmed by a Physician.

a. Coverage for post- mastectomy reconstructlve surgery- shall 1nc1ude
1. reconstruction of the breast on Wthh the mastectomy has been performed
_ii. - surgery and reconstruction on the other breast to produce a symmetrical appearance and
- prostheses and physical comphcatlons durmg all stages of mastectomy including lymphedemas.
b. The length of stay will not be less than that determined by the Attending Physician to be Medically
Necessary in accordance with prevaﬂmg medical standards and after consultation’ with the Member.
The Attending Physician, after consultation with the Member, may . choose that outpatient care be

_provided at the most med1cally appropriate setting, whrch may 1nclude the Hosp1ta1 Attending
- Physician’s office, outpatlent facility, or the Member’s home.

9.28  Mental Health Services. Inpat1ent intermediate and outpatrent ‘mental health services are covered when
Medically Necessary and may be covered when a Member is admitted to a partlcrpatmg Hosprtal or Other
Health Care Facility.

a. For those disorders that cannot be effectively treated in an outpatlent or Partral Hosprtahzatlon
environment, intermediate mental health services in a Residential Treatment facility may be covered
- under a 24-hour intensive and structured superv1sed treatment program providing an inpatient level of

care but in a non-Hospital environment. Prior Authorization is requlred
b. As an alternative to inpatient hosp1tahzat10n Partial Hospitalization may be covered under a stractured
program of active psychiatric treatment provided in a Hospital outpatient sefting or by a comrnunity
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9.29 .

9.30

9.31

9.32

mental health center, that is more intense than the care recexved in a Physrc1an s or theraprst s office.
. Prior Authorization is required. : »

- ¢. Outpatient and intensive outpatient treatment for mental health disorders may be covered when

provided by a state-licensed psychiatrist or .other Physrc1an clinical ‘psychologist, clinical social
worker, clinical nurse spec1ahst nurse practitioner, physician assrstant or other quahfled mental health
professronal as allowed under applicable state law. : :

.Newborn Care. A newborn child will be covered from the moment. of bll‘th provrded that the newborn

child is eligible for coverage and properly enrolled. Covered Services shall consist of coverage for injury or
illness, including the necessary care or treatment of medlcally d1agnosed congenital defects, birth
abnormalities, premature birth and transportation costs to the nearest facility appropriately staffed ‘and
equipped to treat the newborn's Condition, when such transportatron is Medically Necessary Cucumcrslons
are provided for up to one year from the date of b1rth ‘

- Non-Participating Provider Services. When, in the profess1onal Judgment of AvMeds Med1ca1 DlIECtOI’ a
‘Member needs covered Health Care Services or Hospital services which require skills or facilities not
available from Part1c1pat1ng Providers; and it is in the best interest of the Member to obtain the needed care

from a Non-Participating | Provider, upon authorization by the Medical Director, payment will be made not

" to exceed the Maxrmum Allowable Payment for such Covered Servrces rendered by a Non Partrc1patmg
~ Provider. - : e

Nutrition Therapy Prescrrptmn—requrred nutr1t10nal supplements and low protem mod1f1ed foods for use
at home by a Member nmay be covered when prescribed or ordered by a Part1c1pat1ng Physrcran only for the
treatment of an inborn efror of metabolism genetic disease, e.g., Disorder of Amino Acid metabolism such
as phenylketonuria (PKU), for a Member through the age of 24. Prior Authorization is required for
coverage of enteral, parenteral, or oral nutrition and any related supphes See Part X. LIMITATIONS OF
COVERED SERVICES for appllcable benefit maximums. - .~

Obstetrical ‘and Gynecologlcal Care. An annual gynecologrcal exammatron and Medlcally Necessary
follow-up care detected at that visit are available without the need for a referral from your PCP. You do not
need Prior Authorization from AvMed or from any other person (including a PCP) in order to obtain access
to obstetrical or gynecological care from a participating Health Professional who spec1ahzes in obstetrics or
gynecology. The Health Professional may be required to comply with certain _procedures mcludmg

_ obtaining Prior Authorization for certain services, following a pre-approved treatment plan, or procedures

for making referrals. For a list of participating Health Professionals who spec1a11ze in obstetrics or

- gynecology contact AvMed’s Member Engagement Center, or visit ‘us online at www.avmed.org.

Obstetrical care benefits as specified herein are covered and include Birthing Center care, Hospital care,
anesthesia, d1agnost1c imaging and laboratory services for Condmons related to pregnancy.

~a. The length of a matermty stay in a Hospital wrll be that determinied to be Medically Necessary in

- compliance with Florida law and in accordance with the Newborns and Mothers Health Protection
Act, as follows: : . : : _

i Hospltal stays of at least 48 hours followmg a normal vagmal dehvery, or at least 96 hours after a
. cesarean section;..
i, The Attendmg Phys1c1an does not need to obtam Prror Authorlzatlon from AvMed to prescribe a
- Hospital stay of this length;
iii. - AvMed will cover an extended stay if Medlcally Necessary however the Physmlan or Hospital
- must pre-certify the extended stay. .-
iv. Shorter. Hospital stays are permitted if the Attendmg Physrcran in consultatlon Wlth the mother,
determines that to be the best course of action.

b.- Brrthmg Center refers to a facrlrty or institution, other than a Hospltal or Ambulatory Surgery Center,
which is licensed pursuant to Chapter 383, Florida Statutes, in which births are planned to occur away
: ‘from the mother’s usual resrdence following a normal uncomphcated low-risk pregnancy.

c. All covered preventlve care and obstetrical services related to a pregnancy w1]l be covered without
regard to the circumstances or purpose of the pregnancy. :

AV-SG-Achieve-18 32 - §G-1117 (01/18)

098] 33 of 36



9.33-

9.34

9.35

9.36

9.37

9.38

Orthotic Appliances. Orthotic devices or appliances means any rigid or semi-rigid device needed to
support a weak or deformed body part or to restrict or eliminate body movement. Coverage for orthotic

~appliances is limited to custom-made leg, arm, back, and neck braces when related to a surgical procedure

or when used in an attempt to avoid surgery and is necessary to carry out normal activities of daily living,
excluding sports activities. Coverage includes the initial purchase, fitting; or adjustment. Replacements are
covered only when Medically Necessary due to a change in bodily configuration. All other orthotic
appliances are not covered. The determination of whether a covered item will be paid under the DME,
orthotics or prosthetics benefits will be based upon its classrfrcatton as defined by the Centers for Medicare
and Medicaid Services. :

'Osteoporosxs dlagnos:s and treatment when Med1cally Necessary for hlgh risk individuals, including

estrogen-deficient - individuals who ‘are at clinical risk for osteoporosis,- individuals - with vertebral
abnormalities, individuals on long -term glucocortlcmd (steroid) therapy, - md1v1duals vsnth primary
hyperparathyroidism, and individuals wrth a farmly history of osteoporosis. '

_ 'Other Health Care Facility(es). All Med1cally Necessary Covered Servrces of Other Health Care
_ Facilities, including Skilled Nursing Facilities, such as Physrcran visits, physiotherapy, diagnostic imaging
_and laboratory work are covered for Conditions that cannot be adequately treated with Home Health Care

Services, or on an ambulatory basis when a Member is admitted to such a facility following d1scharge from

a Hospital. Residential Treatment facility services are covered for mental health or substance use disorders

that cannot be adequately treated on an outpatrent or Partral Hosp1tahzat10n bas1s and no prror Hosprtal

' stay is required.

. 'Outpatlent Therapeuhc Services. Covered Servrces for therapeutlc treatments recerved on an outpatlent
_basis in your home, Physician’s -office, Other Health Care Facility or Hospltal mcludmg intravenous

chemotherapy or other intravenious infusion therapy and Injectable Medlcatlons

Pain Management. Outpatlent pain management mcludmg pain assessment, medication, physical therapy,

biofe_edback_ and counseli_ng may be covered when Medtcally Necessary in order to reduce or limit chronic
pam.v : : . : :

Physlca] 0ccupatmnal and Speech Theraples

a. Short term rehabilitative physical, occupatronal and speech theraples provrded in an outpatlent or home
- care setting are covered to improve or restore phy51cal funct1on1ng following disease, mJury orloss of a
‘body part.

b Habilitative phys1cal occupattonal and speech therap1es prov1ded in an outpatient settmg are covered

* ‘when prov1ded to help a person keep learn or improve skills and functlomng for daily living.

¢. Clinical documentation or a treatment plan to support the need for therapy services or continuing

therapy must be submitted for review. Please refer to Part X. LIMITATIONS OF COVERED

- SERVICES for applicable benefit max1mums and L1rmtat10ns and Part XL EXCLUSIONS FROM
COVERED SERVICES.

d. Contmued therapy is only Medically Necessary when prescr1bed by a Part1c1patmg Phys1cran in order
o S1gn1ﬁcantly improve, develop or restore physical functions that have been lost or impaired. Using
additional diagnoses to obtain additional therapy for the same Condition is not considered Medically
Necessary. Once maximum therapeutic benefit has been achieved, and there is no longer any
progression, or a home exercise program could be used for any further gains, continuing supervised
therapy is not considered Medically Necessary, Therapy for persons whose - Condition is neither
regressing nor improving is considered not Medically Necessary. Therapy for asymptomatic persons or

* in persons without an identifiable clinical Condition is considered not Medically Necessary.
e. Additional therapy can be considered for a new or separate Condition in a person who previously
received therapy for another indication. An exacerbation or ﬂare—up of a chronic illness is not

: consrdered a new incident of illness,

f.  Home-based physical therapy is Medically Necessary in selected cases based upon the Member s needs,
i.e.; the Member must be homebound. This may be considered Medically Necessary in the transition of

the Member from Hospital to home, and may be an extension of case management services.
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9.39

9.40

941

9.42

9.43

- Physician Care Inpatient. All Health Care Services. rendered by Participating Physicians and other
- participating Health Professionals when requested or directed by the Attending Physician,  including

surgical procedures, anesthesia, consultation and treatment by participating Specialty Physicians, laboratory

~and diagnostic imaging services, and physical. therapy are covered while the Member is admiited to a

participating Hospital as a. registered bed patient, When available and requested by the Member, the
services of a CRNA licensed under Chapter 464 F]onda Statures will be covered.

: Physrcran Care: Outpatient.

a. Diagnosis and Treatment. All Health Care Services rendered by Participating Physicians and other
participating . Health Professionals are covered when Medically Necessary. and when provided at
Medical Offices, including surgical procedures, routine hearing examinations and vision examinations
for glasses for children through the end of the month in which they turn 19 (such examinations may be
provided by optometrists licensed pursuant to ‘Chapter 463, Florida Statutes or by ophthalmologists
licensed - pursuant to Chapter 458 or 459, Florida Statutes); and consultation and treatment by
participating Specialty Physicians. Also included are non-reusable materials and surgical supplies, Such
services, materials and supplies are subject to the ermtatlons outlined in Part X. LIMITATIONS OF
COVERED SERVICES and. Exclusions. as outlined in’ Part XL EXCLUSIONS FROM COVERED
SERVICES.

b. Preventive and Health Mamtenance Serv1ces Sew1ces of part1c1pat1ng Health Professmnals for illness
~prevention and health maintenance, including items’or services that have an ‘A’ or ‘B’ rating in the
* current recommendations of the United States Preventive Services Task Force (USPSTF) with respect
to the Member involved; immunizations recommended by the Advisory Committee on Immunization
- Practices of the Centers for Disease Control and Prevention; evidence- informed. -preventive care and
screenings for infants, children, and adolescents as provided for in comprehensive guidelines supported
by the Health Resources and Services Admmlstratlon (HRSA); and evidence informed preventive care
and screening for women as provided for in comprehenswe gutdelmes supported by the HRSA. A
listing of preventive health services with cuirent ‘A’ or ‘B’ ratings is available on the USPSTF website.
Important note- about gender-specific - preventive care benefits: Covered . expenses include any
recommended preventive care benefits described above that are determined by your Health
Professional to be Medically Necessary regardless of the sex you were a331gned at buth your gender
1dent1ty or-your recorded gender..

: Prescrrphon Medlcatrons Retail Prescnptlon Medrcaﬁons may be covered when accompamed by a

prescription from your Attendmg Physician. Coverage of retail Prescrrpnon Medications is subject to the
cost-sharing shown in your Schedule of Benefits. A]lergy serums and chemotherapy for cancer pattents are

- covered: Coverage for msulm and other diabetic supplies is described in Section 9.14: Certain preventive
- medications that have an ‘A’ or ‘B’ rating in current recommendations of the USPSTF may be covered at no

cost to you when deemed Medically Necessary and accompanied by a prescription from your Attendmg
Physician. See Part XII. PHARMACY MEDICATION BENEFITS for additional mformat1on

Prosthetlc Devrces This Contract prov1des benefrts When Medlcally Necessary, for Prosthettc Devices

' de51gned to restore bodily furiction or replace : a physical portion of the body. Coverage for Prosthetic

Devices is limited to artificial limbs, artificial joints, and ocular prostheses. Coverage includes the initial
purchase; fitting, or adjustment. Replacement is covered only when Medically Necessary due to a change in
bodily configuration. The initial Prosthetic' Device following a covered: mastectomy is also covered.
Replacement of intraocular lenses is covered only if* there is a change in prescription that cannot be
accommodated by eyeglasses. All other Prosthetic Devices are not covered, including Prosthetic Devices
for Deluxe, Myo-electric and electronic Prosthetic Devices. The determination of whether a covered item

“will be paid under the DME, orthotics or prosthetrcs beneflts W111 be based upon 1ts classxﬂcatlon as defmed
by the Centers for Med1care and Medicaid Serv1ces :

Second Medlcal ‘Opinions. Members are entltled to a.second med1cal oprmon when. d1sputmg the
appropriateness or necessity of a surg1ca1 procedure or when subject to a serious injury or illness.

a. A Member may choose to obtain the second medical opinion from any Participating or Non-
Part1c1patmg Physician. If a Participating Phy51c1an is chosen, the applrcable office visit cost-sharing
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will apply. If a Member chooses a Non-Participating Provider, the Member will be  responsible for 40%
of the amount of the Maximum Allowable Payment for the second medical opinion.

b. Once a second medical opinion has been réndered, AvMed shall review and determine AvMed’s
obligations under this Contract and that judgment by AvMed is controlling. Any treatment the Member
obtains. that is not authorized by AvMed shall be at the Member's expense. AvMed may limit second
medical opinions in connection with a particular diagnosis or treatment to three per Calendar Year, if
AvMed deems additional opinions to be an unreasonable over- utrhzatron by the Member.

9.44  Skilled Nursing Facilities: ’ '

a. The followmg Health Care Servrces ‘may be Covered Serv1ces When you are a patrent in a Skilled
: Nursmg Facrhty : : : »

i, roomandboard; S
il :resplratory pulmonary, or mhalatlon therapy (e g oxygen)
iil. medications and medrcmes adrmmstered while an mpatrent (eXcept take home medrcatlons)
v, ‘,_mtravenous solutions; - ' :
v ’adrmmstrauon of, mcludmg the cost of, whole blood or blood products
Vi dressmgs including ordinary casts;
vii. transfusion supplies and equipment;

viii. _dragnostlc services, including radlology, ultrasound, Iaboratory, pathology and approved machine
~ testing (e.g., EKG); -

ix. - chemotherapy treatment for proven malrgnant drsease and
X. physrcal occupatronal and speech therap1es

b. - We reserve the right to request a treatment plan for deterrmnmg coverage and payment Please refer to
Sectlons 10.17 and 11.50 for apphcable benefit maximums or Limitations.

9.45 Speech Therapy See Section 9. 38
9.46  Spinal Manipulation. See Section 9.8 .

9.47  Substance Abuse Services. Inpatient, intermediate and outpatlent substance abuse services are covered
’ when Medically Necessary and may be covered when a Member is admltted to a participating Hospltal or
Other Health Care Facrhty '

a.  For those disorders that cannot be effectrvely treated in an outpatrent or Partial Hosprtalrzatron

- environment, intermediate substance abuse services in a Residential Treatment facility may be covered

" under a 24-hour intensive and structured superv1sed treatment program prov1dmg an mpatrent level of
care but in a non- Hosprtal environment. Prior Authorrzatron is required. ‘

b. As an alternative to inpatient hosprtahzatron Partial Hosprtalrzation may be covered under a structured

program of active psychiatric tréatment provided in a Hospital outpat1ent setting or by a community

~mental health center, that is more mtense than the care received in a Physmlan s or therapist’s office.
Prior Authorization is requrred

C. Outpattent and mtenswe outpatient treatment for substance use drsorders may ‘be covered when
provided by astate-licensed psych1atrlst or other Physician, clinical psychologist, clinical social
worker, clinical nurse specialist, nurse practitioner, phy51c1an assistant, or other quahfred mental health
professronal as allowed under applicable state law. : »

9.48 Supphes Ostomy, urostony and wound care supphes are covered when Medlcally Necessary

a. Items which are not medical supplies or which could be used by the Member or a family member for
purposes other than ostomy care are not covered.

b. - Wound care supplies are covered as part ‘of an approved treatment plan, when one of the followmg
criteria is met: treatment of a wound caused by, or treated by, a surg1ca1 procedure; or treatment of a
. wound that requires debridement.

9.49  Surgical procedures when performed by a Partrcrpattng Physrcran may be covered.
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9.50 ‘Transplant services, lirmted to the procedures listed below, are covered through AvMed s In-Network
* Center of Excellence facilities located within the State of Florida, subject to the conditions and Limitations
described below. Transplant services are subject to Prior Authorization before benefits are paid. Transplant
includes pre transplant transplant and post- discharge services, and treatment of complicatrons after
transplantation. S : :
a. We will pay benefits only for services, care and treatment received or prov1ded in connection with a:

i.  Bone Marrow Transplant, which is spec1f1cally listed in Rule 59B-12.001, F]onda Administrative
Code, or any successor or similar rule or covered by Medicare as described in the most recently
published Medicare -National Coveérage Determinations Manual issued by the Centers for

. Medicare and Medicaid Services. Coverage includes costs - associated. with - the donation or
acquisition of an organ or tissue for the Member once the donor has been'identified and has
agreed to the donation. Coverage for the reasonable expenses of searchmg for the donor will be
limited to a search among 1mmed1ate family members and donors 1dent1ﬁed through the National
Bone Marrow Donor Program. ’ , : ’ :

1) Bone Marrow Transplant means. human blood precursor cells adrmmstered to a patlent to
restore’ normial hematological and. _immunological functions  following - ablative therapy.
Human blood precursor cells may be obtained from the patient in an aatologous transplant, or
an allogeneic transplant from a med1cally acceptable related or unrelated donor, and may be
derived from bone marrow, the circulating blood, or a combination of bone marrow and
circulating blood. If chemotherapy is an integral part of the treatment involving bone marrow
transplantation, the term ‘Bone Marrow Transplant’ includes the transplantat1on as well as the
“administration of chemotherapy and the chemotherapy medications. The term-‘Bone Marrow
Transplant also includes any services or supplies relating to any treatment or therapy
involving the use of high dose or intensive dose chemotherapy and human blood precursor
cells and includes any and all Hospital, Physician or other. Health Care Provider services
- which are rendered in order to treat the effects of, or complications arising from, the use of
high dose or intensive dose chemotherapy or human blood precursor cells (e.g., Hospital

" room and board and ancillary services); .

il corneal transplant; '
i heart transplant (mcludmg a ventrlcular assmt dev1ce 1f mdlcated When used asa bridge to heart
© - transplantation); - :
iv.  heart-lung combination transplant
o v liver transplant;
Vi. kidney transplant;
- vii. pancreas only transplant;
: viii pancreas transplant performed sunultaneously with a k1dney transplant or
“ix.  lung-whole single ot whole bilateral transplant : o
b. - We will cover donor costs and organ acquisition for transplants other than Bone Marrow Transplants
- provided ‘such costs are not covered in whole or in’ part by any other camer orgamzation or person

other than the donor’s family or estate. s e : L .

9.51  Urgent Care Services; All Medically Necessary Covered Services received in Urgent Care Centers, Retail
Clinics or your PCP’s office after-hours to treat-an ‘Urgent Medical Condition will bé covered by AvMed.
Any request for reimbursement of payment made by a Member for services received must be filed within

-90 days or as soon as reasonably possible but not later than one year unless the. Member was legally
- incapacitated. If Urgent Medical Services and Care are required while outside the continental United States,
- Alaska and Hawaii, it is the Member’s resp0n31bil1ty to pay for such services at the time they are received
~ For information on frlmg a Claim for such services see Sectlon 13 3d.

9.52 Vrsmn Servrces (Pedratnc Only) Coverage mcludes one pediatric VlSlOl’l exammation for glasses and one

- pair of standard eyeglass lenses and frames (from a pre-selected group of frames), or contact lenses, per
Calendar Year for children through the end of the month in which they turn 19, as well as consultation and
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treatment by participating Specialty Physicians. Such examinations may be provided by optometrists
- licensed pursuant to Chapter 463, Florida Statutes or by ophthalmologrsts licensed pursuant to Chapter 458
or 459 Florida Statutes. . : _

X. LIMITATIONS OF COVERED SERVICES

The rlghts of Members and obhgattons of Part1c1pat1ng Health Care Provrders hereunder are subJect to the
following Limitations.

10.1 -

102 -
- occupational and speech therapies, and cardiac rehabilitation, are limited to 35 visits per Calendar Year.

10.3

104

10.5

10.6
10.7
10.8
10.9

10.10

1011

® oo s="

Cardiac Rehabilitation. Outpatlent cardiac rehabilitation, combmed with outpatient rehabilitative
physical, occupational and speech therapies, and chn*opractrc services, is 11rmted to 35 visits per Calendar
Year. Cardiac rehabilitation requires Prior Authorlzatlon

Chlropractlc Services. Chiropractic services, combmed w1th outpatlent rehabilitative physical,

Habilitative Physical, Occupational and Speech ~Therapies. Outpatient - habilitative physical,

occupational and speech therap1es are hrmted toa combmed maximum of 35 visits per Calendar Year.
Home Health Care Serv1ces (Skllled Home Health Care) Serv1ces are limited to:

‘a. intermittent (i.e., a visit of up to, but ot exceeding, two hours per day) nursing care by a reg1stered

. nurse, licensed practical nurse and/or home health aide services. Home health aide services consistent
- with a plan of treatment ordered by a Physician and rendered under the supervision of a registered
-nurse are limited to 20 visits per Calendar Year mcludmg 40 hours of part time services at 8 hours per
day; oo :
- medical soc1al services,
nutntlonal guidance;
respiratory or inhalation therapy (eg. oxygen) and;

physical therapy by a physmal therapist, occupatlonal therapy by an occupatlonal therapist, and speech
therapy by a speech therapist.

Hyperbaric oxygen treatments are limited to 40 treatments per Condmon as approprrate pursuant to the

Centers for Medicare and Medicaid Services guidelines, and are subject to the cost-sharing shown in your
Schedule of Benefits for physical, occupational and speech therapies.

Inpatient Acute Rehabilitation Services. Inpatient acute Rehabllltatlon Servrces rece1ved in a Hospital are

limited to 30 days per Calendar Year

Licensed Dietitians/Nutritionists. Visits to licensed d1et1t1ans/nutr1tlomsts for treatment of diabetes, renal
disease or morbld or non-morbid obesity control are lumted to three outpatient visits per Calendar Year.

Mental health and substance abuse services in a Res1dent1al Treatment facility are hrmted toa combined
maximum of 60 days per Calendar Year. :

Nutrition Therapy Pr1or Authorrzatlon is requtred for coverage of enteral parenteral or oral nutrition and
any related supplies that exceed $2,500 in a Calendar Year. . : : o

Orthotic Devices. Coverage for orthotic devices or appliances is limited to custom-made leg, arm, back
and neck braces when related to a surgical procedure or when used in an attempt to avoid surgery and when
necessary to carry out normal activities of daily living; excludmg sports activities. . :

Other Health Care Facnllty(les) Medically Necessary inpatient services of Other. Health Care Fac1l1t1es

" including Skilled Nursing Facilities are covered up to a combined maximum of 60 post- hosp1tal1zat10n days

10.12

per Calendar Year, excludmg treatment of mental health and substance use disorders (see S ection 10.8).

Prosthetic Devices. Coverage for Prosthet1c Devices is 11mlted to art1f1c1al hmbs art1f1c1al JOlIltS ocular
prostheses and cochlear implants.
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10.13

10.14

10.15

Rehabilitative Physrcal Occupatmnal and Speech Therapres Outpatrent -rehabilitative physical,
occupational and speech therapies, combined. with cardiac rehabilitation and ch1ropract1c services, are
limited to 35 visits per Calendar Year, mcludmg evaluatrons :

Routme Dental and Eye Exams for Children, Routrne dental exams are 11m1ted to 6ne exam every six
months for children through the end of the year in which they turn 19. Routine eye exams are limited to one
visit per Calendar Year for children through the end of the month in which they turn 19 and one standard
pair of child eyeglasses (lenses, and frames from a pre- selected group of frames)

Second Medlcal Opmmns AvMed may limit second medical opmrons in connectron with a particular

- diagnosis or treatment to three per Calendar Year, if AvMed deems add1t10nal opinions to be an

10.16

10.17

10.18

10.19

unreasonable over-utilization by the Member.

»Skllled Nursing Facrlmes and Rehabxhtatlon Centers See Sectron 10 12
- Spinal Mampulatmn See Section 10. 2. ’ ' IR

Supphes Provision of ostomy and urostorny supphes is llrmted to a one- month supply every 30 days.

‘ Coverage is limited to $2,500 per Calendar Year, subj ect to apphcable Copayments and Cornsurance

Transplant Services. Transplant services are hrmted to  AvMed’s In-Network Center of Exce]lence
facilities located within the State of Florida. Transportatron costs for-a companion to accompany the

~~_Member (or two companions when the patient.is a minor) are covered only if the Member has to travel

10.20

greater than a 50-mile rad1us to receive. the transplant and. are limited to $200 per day up to a '$10,000
lifetnne maxrmum : : : : . ,

Ventllator Dependent Care is limited to a hfetlme maximum of 100 calendar days

This Contract expressly excludes expenses for the followmg services. These Exclusmns are in addttron to any
Exclusions specified in Part [X. COVERED SERVICE CATEGORIES and any antatlons specrfred in Part X.
LIMITATIONS OF COVERED SERVICES. '

11.1  General Exclusrons include expenses for : : . .
© a. services recelved prior to your Effective Date or after the date your coverage termmates R
b. --services not within the service categor1es described in Part VIIL COVERED BENEFITS  AND
- SERVICES and any amendments attached hereto unless such services are spec1f1cally required to be
. covered by apphcable law; , : :
c serv1ces provrded by a Physrcran or other Health Care Prov1der related to you by blood or mamage
d. services beyond the scope of practice ¢ authorlzed for a Health Professronal under apphcable state law; -
“‘e. services which are not ‘Medically Necessary as defined in this Contract and as determined by AvMed.
~ The ordering of a service by a Health Care Provider does not in 1tse1f make such service Medlcally
Necessary ora Covered Service; : : :
f. services rendered at o charge
g services to diagnose or treat any Condition which m1t1ally occurred or resulted from. you being under
- the influence of alcoholic beverages, any chemical substance set forth in Section 877.111, Florida
~ Statutes, or any substance controlled under Chapter 893, Florida Statutes (or, with respect to such
statutory provisions; any successor statiufory provisions).. Notwithstanding, this' Exclusion shall not
apply to the use of any Prescrrphon Medication by you if such med1cat10n is taken on the specrﬁc
, adv1ce ofa Physrcran in a manner consistent with such advice;’ o
h. services rendered by or through a medical or: dental departrnent malntamed by or on behalf of an
- employer, mutual association, labor union, trust, or similar person or group; A
i. services to diagnose or treat a Condrtron Wthh drrectly or mdrrectly, resulted from or is in connection
with: , :
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i. - medical care connected with Armed Forces service (for both sickness and injury); services
-received at military or government facilities; services received to treat an injury arlsmg out of
your service in the Armed Forces, Reserves or National Guard; or

ii. - your participation in, or comrmssron of, any act punishable by law as a misdemeanor or felony

whether or not you are charged or convicted, or which. constitutes riot or rebellion; or your

~ engaging in an illegal occupation. Coverage will be available if a Member demonstrates that an

injury resulted from an act of domestic violence or a Condition, whether or not the Condmon was
,dlagnosed before the occurrence of the mJury :

'j. any expenses for Claims denied because we did not receive mformatmn requested from you about

whether or not you have other coverage (including personal injury motor vehicle insurance (PIP) or
supplemental insurance plans) and the details of such coverage;

k. treatment, services or supplies received for injury or illness arising out of, or in the course of
employment for wage or profit, provided the Member is covered under or could be covered under any
Worker’s Compensation Act Occupatmnal D1sease Act or. similar act or law, unless the Member is
self- employed '

Addrtronal Exclusmns

11.2

11.3

11.4

11.5
11.6

11.7

11.8

11.9

AldS or’ devxces that asmst with nonverbal commumcatlons mcludmg commumcatron boards pre—
recorded - speech. devices, laptop ‘ computers, . desktop computers,. personal digital assistants, Braille

- typewrrters visual alert systems for the deaf and memory books,

Anesthesia admlmstratlon services when performed by an operating Physrc1an or the Physman S partner,
or assocrate SR : _ . .

Assisted - reproductive therapy (mfertﬂrty) including - infertility evaluatmn testmg diagnosis and
treatment, including medication and supplies, to determine or correct the reason for infertility or inability to
achieve conception. This includes artificial insemination (Al), in-vitro fertilization (IVF), ovum or embryo
placement or transfer, gamete intra-fallopian | transfer (GIFT) or cryogemc or other preservation techniques

- used in such or ‘similar procedures

Autopsy or postmortem exammatlons unless specifically requested by AvMed

Bariatric Surgery/Treatment of Morbid Obesrty Gastric stapling, gastrrc bypass ‘gastric banding, gastric
bubbles, and other procedures for the. treatment of obesity or morbid obesity, as well as any related
evaluations. or diagnostic tests. Ongoing visits for the treatment. of obe31ty, other than estabhshmg a

: program of obesity control are also excluded.

Behavioral Health Services. Services for marriage or pre—marrtal counselmg services for courmrdered
care or testing including any care or testmg required as a condition of parole or probation; services for
testing. of - aptitude, ability, intelligence or. interest; services for testing and evaluation for the purpose of
maintaining employment; services for cognitive remediation; services for educattonal purposes and
inpatient confinements that are prunarlly intended as a change of environment. :

Breast reductlon or augmentation surgery except as requrred for the cornprehenswe treatment of breast
cancer. .

Complementary or alternative medicine including acupuncture aromatherapy, Ayurvedic medicine such
as ‘lifestyle modifications, purification and massage therapies, biofield therapies, bioelectromagnetic
applications and med1c1ne biofeedback, chelation therapy, cognitive therapy, environmental medicine
including the field of clinical ecology, herbal therapies, homeopathic medicine and counseling,

‘hypnotherapy, mind-body interactions such as meditation, imagery, yoga, dance and art therapy, manual

healing methods such as the Alexander technique, massage therapy, craniosacral balancing; Feldenkrais
method, Hellerwork, reflexology, Rolfing, shiatsu, traditional ‘Chinese massage, Trager therapy, trigger-
point myotherapy, and polarity therapy, naturopathic medicine, prayer and mental healing, Reichian
therapy, Reiki, self-care and self-help training, sex therapy, SHEN therapy, sleep therapy, therapeutic touch,
thermography traditional Chinese medicine and vocational rehabilitation.
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11.10 - Complications of any non-covered service, including the evaluation, diagnosis or treatment of any
- Condition that arises as a complication of a non- covered service (e. g, services to treat a complication of
_cosmetic surgery are not covered) . .

11.11  Cosmetic services including any procedures which are undertaken pnmarlly to 1mprove or otherwise
 modify the Member’s external appearance, except for reconstructive surgery to correct and repair a
functional disorder as.a result of a disease, injury or: congemtal defect; and initial 1mp1anted prosthesis and
reconstructive surgery incident to a mastectomy for cancer of the breast: Also excluded are surgical
excision or reformation of any sagging skin of any part of the body, mcludlng the eyelids, face, neck,
abdomen, arms, legs, or buttocks; any services performed in connection with the enlargement, reduction,
implantation or change in appearance of a portion of the body, mcludmg the face, lips, jaw, chin, nose, ears,
 breasts; or genitals (including circumcision, except newborns for up to one year from the date of birth); hair
transplantat1on chemical face peels or abrasion of the skin, electrolysm dep11at10n removal of tattooing, or
any other surgical or non-surgical procedures which are ‘primarily for cosmetic purposes or to create body
- symmetry. Additionally, all medical comphcatmns as a result of cosmetic surglcal or non-surgical
procedures are excluded. : : :

11.12 Costs related to- telephone consultat1ons failure to keep a scheduled appomtment or completion and
preparat1on of any form or medical mformatron mcludmg requests for medical records

11.13 Custodial Careé and any service of a custodial nature, mcludmg without hmltatton services primarily to
assist in the activities of daily living, rest homes, home compamons or sitters, home parents domestic maid
services, food or home delivered meals, housmg, respite care and provision of services: wh1ch are for the
sole purpose of allowing a famlly member or caregwer ofa Member to return to work :

11.14 Dental Care for Membei's over age 19, except as descr1bed in Section 9.11, treatment of the teeth or their

supportmg structures or gums, or dental procedures mcludmg extraction of teeth; resioration of teeth with

- or without fillings, crowns or other materials; bridges; cleaning of teeth;. dental implants; dentures;

. periodontal or endodontic- procedures; orthodontic treatment (e.g., braces) intraoral Prosthetic Devices;

- palatal expansion devices; bruxism appliances; dental x-rays; and dental services provided more: than 62

. days after the date of an Accidental Dental InJury regardless of whether or not such services could have

been rendered within 62 days. This Exclusion also applies to services related to the diagnosis and treatment

~of temporomandrbular joint (TMJ) dysfuncnon except when Medically Necessary and all dental treatment
~for TMJ. .

ll.15 Diagnostic Serwces Non~pat1ent -specific professmnal services assoc1ated w1th machme or other test_mg
mcludmg over51ght of a medical laboratory to assure t1me1mess rehabﬂrty and usefulness of test results
“and overseemg cahbrauon of laboratory testmg eqmpment ’

11.16 VDlalys1s semces rece1ved from Out- of Network Prov1ders

.' 11.,»1_:7_' Durable. Medlcal Equipment (DME) items that are not covered include;-

a. Bed related items: bed trays; over-the- bed tables, bed wedges plllows custom bedroom equipment,
- mattresses, including non-power matiresses, custom mattresses and posturepedic matresses;

| _b.- Bath related items: bath lifts, non- portable whlrlpools bathtub rails, toilet rails, ralsed torlet seats bath
T ‘benches, bath stools, hand held showers, paraffm baths bath mats and spas; -
¢. Chairs, hfts and standing devices: computenzed or gyroscop1c moblhty systems, ro]l about chairs,
~ geriatric chairs, hip chairs, seat lifts (mechanical or motorized), patient lifts' (mechanical or motorlzed -
- manual hydraulic lifts are covered if patient is 2-person transfer); and auto tilt chairs;

d.  Electric or powered scooters; non-standard custormzed wheelchalrs motortzed or manual;
*e. Fixtures to real property, mcludmg ceiling 11fts and wheelchalr ramps; - '
f. Car/van modifications;
- g Air quality 1tems air’ condrtloners room hurmd1f1ers vapor1zers alr purlﬁers and electrostatic
"~ machines; - ~ : - , :
h. Blood/injection related items: blood pressure cuffs centrlfuges riova pens and needleless mJectors
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11.18
11.19

11.20

11.21

11.22

11.23

11.24

11.25

11.26

11.27

11.28

i. Other equipment: heat lamps, heating pads, cryounits, cryotherapy machines, electronic-controlled

therapy units, ultraviolet cabinets, sheepskin pads and boots, postural drainage board, AC/DC adaptors,
enuresis alarms, magnetic equipment, scales (baby and adult), stair gliders, elevators, saunas, any
exercise equipment, emergency alert equipment, and d1athermy machines.

e The replacement of DME solely because it is old or used is excluded

Emergency Fac1hty Serwces for Non-Emergency Purposes See Sections 2.26, 2 28 and 9 20

Exercise programs gym mernbershlps or exercise eqmpment of any kmd mcludmg exercise bicycles,

- treadmills, stairmasters, rowing machines, free weights or resistance equipment. Also excluded are massage

dev1ces portable whirlpool pumps, hot tubs, Jacuzzm sauna baths, swimming pools and similar equipment.

"Experlmental or Investlgatlonal services and supphes are excluded except as otherw1se covered under

the Bone Marrow Transplant provision of Sectton 9.50.

Eye Care for Members Over Age 19.
a. Eye care, including:

- i services to diagnose or treat vision problems which are not a direct consequence of trauma or
prior ophthalmic surgery; :

i, eye examinations; eye exercises or visual trammg and
il eye glasses and contact lenses and their fitting. '

b In addition to the above, any surg1ca1 procedure performed pr1mar11y to correct or unprove myopla or

other refractive disorders (e.g., radial keratotomy, PRK and LASIK) are not covered.

c.. This Exclusion does not include pediatric vision services which are covered as an Essential Health
Benefit, as set forth under PPACA, Section 1302(b) of the Federal Act for children through the end of
the month in wh1ch they turn 19

-Foot care (routme) mcludmg any service mvolvmg the feet or parts of the feet in the absence of disease,
~including non—surg1ca1 treatment of bunions; flat feet; fallen arches; chronic foot strain; trimming of

toenalls corns, or ca]luses This Exclusion does not apply to services otherwise covered under Sectlon 9.13.

Foot supports 1ncludmg orthopedlc or specmlty shoes, shoe build- ups shoe orthotlcs shoe braces, and
shoe supports. » = :

Gender Transition Servrces Gender reassignment surgery . and any treatment, service, supply or
medication associatéd with or as a result of gender dysphoria is excluded, unless a Member who is age 18
or over has a diagnosis of gender dysphoria by an AvMed Network Provider, the recommended services are
deemed Medically Necessary, and all criteria under AvMed’ s current coverage guidelines are met.
Coverage guidelines are available at www. avmed.org.

Habllltatl_on Services. Non-covered Habilitation Services include residential, institutional and home-based

Habilitation Services; personal assistance/attendant care services; errand services; transportation to and

from training facilities unless provided by the training facility; family education and training; family
support services; pre- -vocational services des1gned to assist a Member in acquiring basic work skills;
supportive employment habilitation; respite care camps hotel resp1te room and board; services that are
purely ¢ educaﬂonal in nature and personal training or hfe coaching.

Hearmg aids (external or 1mplantable) and serv1ces related to the f1tt1ng or provision of hearmg aids,
mcludmg tinnitus maskers batteries, and the cost of repairs. :

Hearing examinations for Members over age 19 for the purpose of. determmmg the need for hearing
correction. Pediatric hearinig screenings are covered through the end of the month in which a Member turns

19,

Homemaker or domesﬁc} maid services; sitter or companion services; services rendered by an employee
or operator of an adult congregate living facility, an adult foster home, an adult day care center, or a nursing
home facility.
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11.29

11.30.

11.31

11.32

11.33

11.34

11.35

11.36

11.37

11.38

- Home monitoring devices and measuring devices (other than apnea monitors and Holter monitors), and
any other equipment or devices for use outside the Hosp1tal that are not covered elsewhere in this Contract.

Immumzatrons and medrcatrons for the purpose of forergn travel or: employment
Infertllrty D1agnos1s, Treatment and Supphes See Sect10n 11.4. '

Mandibular and maxrllary osteotomles except when Med1cally Necessary to treat COIldltiOIlS caused by
' -congemtal or developmental deforrmty disease or 1nJury , o

Medical care or surgery not rendered by a Participating Prov1der except for Emergency Medrcal Services
and Care, or not within the benefits covered by AvMed. : : :

Medical supplies including pre-fabricated splmts "I’hromboembolettc/support hose and all other bandages
except as provided in Section 9.33. :

Non-Participating Providers. Any treatment or service. from a Non—Part1c1patmg Provrder except in the

case of an emergency or. when specifically pre-authorized by AvMed, including Hospltal care from a non-
participating Attending Physician or a non-participating: Hospital if elected by a Member. In such

circumstances, coverage is excluded for the entire episode of care except when the admlss1on was due to an

emergency or with the pnor wrltten authorlzatton of AvMed

Nutrltlonal therapy except as descnbed in Secttons 9. 31 and 10 10,

Oral surgery except as prov1ded under Section 9. 11.

Organ Donor Treatment and Services. The Health Care Services and Hospltal services for a donor or

~. . ‘prospective donor who is an AvMed Member when the rec1p1ent of an organ transplant is not an AvMed

11.39

11.40

1141

11.42

1143

11.44
11.45

Member.-

Orthotic devices except as provided under Sectton 9 33 Expenses for arch supports shoe mserts des1gned
to effect conformational changes in the foot or foot al1gnment orthopedic shoes, over-the-counter, custom-

- made or built-up shoes; cast shoes, sneakers, ready -made compression hose or support hose, or similar type

dev1ces/app11ances regardless of intended use (except for therapeunc shoes, - mcludmg inserts and
modifications for the treatment of severe diabetic foot d1$ease) ‘expenses for orthotlc apphances or devices,
which stra1ghten or re- shape the conformatlon of the head or bones of the skull or cranium through cranial

: bandmg or moldmg (e. g dynanuc orthotic cramoplasty or'molding helmets); and expenses for devices
- Decessary to exercise, train, or participate:in sports e.g custom—made knee braces. : ~

0ver—the counter medications and Prescrlptton Med1cat10ns not otherw1se covered 1nclud1ng hypodermlc

- needles-and syringes and self-administered InJectable Med1cattons except msulm and 1nsulm syrmges for

the treatment of diabetes as outhned in Sect1on 9.14.
Pain Management Inpatlent rehablhtatlon for Pa1n Management is excluded

Personal comfort, hygiene or convenience items and services deemed to be not Medically Necéssary and
not directly related to your treatment including beauty and barber services; clothing (including support

~ Hose); radio and television; guest meals and accommodations; telephone charges; take-home supplies;

travel expenses (other than Med1cally Necessary ambulance serv1ces) motel/hotel- accommodatrons air

~ conditioners, furnaces, air filters, air or water pur:ﬁcatmn systems, water softenmg systems, humidifiers,

dehumidifiers, vacuum cleaners or any other similar equipment and devices used for environmental control

or to enhance an environmental setting; hot tubs, jacuzzis, heated spas, pools, or memberships to health
- Clubs; heatmg pads, hot water bottles or ice packs  physical fitness equipment; and hand rails and grab bars.

Physrcal examinations or tests that are otherwrse requlred by a thlrd party, such as premantal blood
tests or tests for contlnumg employment educatlon l1cens1ng or msurance

Private Duty Nursing care or services rendered at any locatton

Prosthetic Devices except- as covered under Sectlon 9. 42 Expenses for rmcroprocessor controlled or
myoelectric artificial limbs (e.g. C-legs); and expenses for cosmet1c enhancements to art1f1c1al limbs are
also not covered.
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11.46

11.47
11.48
11.49

11.50
11.51

11.52

1153

Rehabilitative Therapies. Rehabilitative therapies. for chronic Conditions are not covered. Therapies
provided on either an inpatient or outpatient basis, for the purpose of maintaining rather than improving
your Condition are excluded. Maintenance therapy begins when the therapeutic goals of a treatment plan
have been met or no further functional progress is expected. Services that inivolve non-diagnostic, non-
therapeutic, routine, or repetitive procedures to maintain general welfare and do not require the skilled
assistance of a licensed therapist are excluded. Therapy for abnormal speech pathology, including lisping
and stuttering; rehabilitative therapy modalities that are considered investigational including cognitive
therapy, Interactive Metronome Program, Augmented Soft Tissue Mobilization, Kinesio Taping/Taping,
MEDEK Therapy, Hands-Free Ultrasound and Low—Frequency Sound (lnfrasound) and H1vamat Therapy
(Deep Oscillation Therapy) are excluded.

Removal of benign skin lesrons mcludmg warts, moles skin tags, lipomas, keloids and scars is not
covered, even with a recommendation or prescription from a Physician.

Reversal of voluntary surgrcally-mduced sterility mcludmg the reversal of ‘tubal ligations and
vasectomies. - _

Sexual Dysfunctron All medlcatlons devices and other forms of treatment related toa d1agnosrs of sexual
dysfunctron regardless of etiology. :

Skilled Nursing Facilities. Expenses for an inpatient adrmss1on toa Skllled Nursing Facﬂrty for purposes
of Custodial Care, convalescent care, or any other service prlmarrly for the convenience of you or your
family members or the provider. :

.Sports-related devices, services and medications used to affect performance primarily in sports-related

activities; all expenses related to physical conditioning programs such as athletic training, bodyburldmg,
exercise, fitness, flexibility, and diversion or general motivation.

Surgically implanted devices and any associated external devices, except for- cardiac pacemakers,
intraocular lenses, cochlear 1mplants artificial JOll’ltS orthopedlc hardware and vascular grafts, Dental

: '-apphances other corrective lenses (except child eye glasses) and hearmg aids, including the professional

fee for fitting ¢ them are not: covered.
Temporomandrbular Jomt (TMJ) Dysfunctron Services. related to the dlagnosrs/treatment of T™]

B except when Medically Necessary all dental treatment for TMJ. .

11.54

11.55

11.56

Termination of pregnancy unless’ deemed Medically Necessary, subject to appl1cable state and federal
laws.

Trmmng and educatlonal programs or materials, mcludmg programs or materrals for Pam Management
and vocational rehabilitation, except as prov1ded under Section 9. 13 :

Transplant Services. Expenses for the fo]lowmg are excluded
a. transplant procedures excluded under this Contract (e. g Experrmental or Investlgatronal transplant
- procedures); - . :
transplant procedures mvolvmg the. transplantatron or unplantatlon of any non-human organ or tlssue

c. transplant procedures related to the donation or acqulsrtlon of an organ or tissue for a recrprent who is
- not covered by AvMed;

d transplant procedures mvolvmg the unplant of an artlfrcral organ mcludmg the implant of the artificial

. orgari; _ :

e. any organ, tissue, marrow, or stem cells wh1ch isfare sold rather than donated ,

f. any Bone Marrow Transplant, as deﬁned herein, which is not specifically listed in Rule 59B 12 001,
Florida Administrative Code, or any successor or similar rule or covered by Medicare pursuant to a
national coverage decision made by CMS as evidenced in the most recently publrshed Medicare
National Coverage Determinations Manual;

g. - any service in connection with the 1dent1f1cat10n of a donor from a local, state or natronal lrstmg except
in the case of a Bone Marrow Transplant;
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11.57
11.58

11.59

1160

11.61

11.62

Qo

h. any non-medical costs, mcludmg temporary lodgmg or transportation costs for you or your family to
and from the approved facility, except as described in Section 10.20;

i. any artificial heart, mechanical devrce or ventrlcular assrst device (VAD) that replaces either the atrium
* or the ventricle; - : S

-~ collection and storage costs associated with the bankmg of umbilical cord blood
k. transplant services and procedures provrded by or at facilities that are not AvMed In-Network Center of
- Excellence facilities located within the State of Flor1da :

Transportat]on to or from a provrder except as descnbed in Sectlons 9.2 and 10. 20

Travel or vacation expenses mcludmg expenses for ambulance services to and from ‘a Physician or

Hosprtal except in accordance with Section 9.2, even if prescr1bed or ordered by a provider.

Treatment, services, or supplies received outside the United States. However benefits will be payable
for Covered Services required to treat an Emergency Medical Condition or Urgent Medical Condition

arising durmg travel outside of the continéntal United States, Alaska and Hawaii. Members are responsible

for payment’ of such services at the time they are recerved and should subrmt the Cla1m to AvMed as
described in Section 13.3d. - - , v e : :

Ventilator Dependent Care except as prov1ded in Sectron 10 21 for 100 days llfettme maxunum Dbenefit.

Volunteer services, or services which would normally be provided free of charge and any charges
associated with Deductible, Comsurance or Copayment (1f apphcable) requlrements Wthh are waived by a
Health Care Provider. | SRR :

.Welght control serv1ces except those semces deemed preventlve and grven an A or ‘B’ ratmg in current

recommendations by the USPSTF, any service, treatmerit or program to Tose, gain,; or maintain weight,
including and without limitation, appetite suppressants dietary regimens, food or food supplements except
as described in Section 9. 31 and exercise programs or equrpment whether or not a part of a treatment plan

o fora Condition."

11.63

11.64

12.1

ngs or cramal prosthesrs

Workers' Compensatlon Benefits. Any s1ckness or mjury for ‘which the Member is pa1d beneflts or may -
be paid benefits if claimed, if the Member is covered or requlred to be covered by Workers' Compensatton
In addition, if the Member enters into a settlement giving up rrghts to recover ‘past or future medical
benefits under a Workers’ Compensatton law, AvMed shall not cover past or future Health Care Services
that are the subject of or related to that settlement. Furthermore, if the Member is covered by a Worker’s
Compensation program that limits benefits if other than specified Health Care Providers are used and the

- Member receives care or services from a Health Care Provider not spec1f1ed by the program AvMed shall
© not cover the balance of any costs remammg after the program has pa1d ' :

: ;XII-. : PHARMACY MEDICATION, BENEFIT S

Pharmacy Beneﬁts Deﬁmtlons For purposes of thls Contract the fo]lowmg terms have the meanmgs set
forth below. See also Part I1. DEFINITIONS. L _— : . .

Brand Medlcatmn means a Prescrrptlon Drug that is usually manufactured and sold under a name or
 trademark by a pharmaceutrcal manufacturer or a medication that is identified as a Brand Medication
by AvMed. AvMed delegates determination of Generrc/Brand status to our Pharmacy Benefits Manager.

b.  Brand Additional Charge means the additional charge that must be paid if you choose a Brand

Medication when a Generic equivalent is available. The charge is the difference between the cost of the
Brand Medication and the Generic Medication.. This charge must be paid in addition to the non-
preferred brand. cost-sharmg amount. However, if the prescnbmg Physmran or other participating
Health Professional authorized to prescribe medications within the scope of his or her license indicates
. on the prescription ‘Brand Medrcally Necessary’ or_ ‘dispense as written’ for a medication for which
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there is a Genertc equrvalent the Brand Medication sha]l be dlspensed for the apphcable non-preferred
brand cost- -sharing amount only.

c. Dental-specific Medication is medication used for dental—specrflc purposes mcludmg fluoride
medications and medications packaged and labeled for dental-specific purposes.

d. Generic Medication means a medication that has the same active ingredient as a Brand Medication or
is identified as a Generic Medication by AvMed’s Pharmacy Benefits Manager. ’

e. Mamtenance Medication is a medication that has been approved by the FDA, for whrch the duration
of therapy can reasonably be expected to exceed one year, as determmed by the Pharmacy Benefits
Manager.

f. Parncrpatmg Pharmacy means a pharmacy (retail, mail order or spec1a1ty pharmacy) that has entered
into an agreement to provide Prescription Medications to AvMed Members and has been designated as
a Participating Pharmacy. Except for emergenc1es covered Prescr1pt1on Medications must be ‘obtained
at Part1c1patmg Pharmacies.

g. Specralty Medications are hrgh cost medrcatrons that ‘are self admtmstered by Members. These
medications  may be limited in distribution to participating. specialty pharmacies. ‘Many of these
medications requlre Prior Authorrzatton and are limited to a maxrmum 30-day supply per dispensing.

12.2 Pharmacy Coverage Crlterla Your: Prescription. Medication coverage includes outpatient medications

: - (including certain contraceptrves) that require a prescription, are prescribed by a Physician in accordance
with AvMed’s Coverage Criteria, and are filled at an AvMed Participating Pharmacy ‘AvMed reserves the
right to make changes in Coverage Criteria for covered products and services. -

12.3  Prior Authorization and Progressive Medlcatton Program Your Prescrtptton Medication coverage may
require Prior Authorization, and such Prior Authorization may include the Progressive Medication Program
~ for certain covered medications. The prescribing Physician or the Participating Pharmacy must obtain
approval ‘(prior to dispensing) from AvMed.. The list of Prescription Medications - requiring Prior
Authorization is subject to periodic review and modification by AvMed and may be amended without
notice. A copy of the list of covered Prescription Medications, drugs requiring Prior Authorization and
drugs that are a part of the Progressive Medication Program are available from AvMed's Member
Engagement Center or from the AvMed website. The Progressive Medication Program encourages the use
of therapeuttcally—eqmvalent lower-cost medications by requiring certain medications to be utilized to treat
a Condition prior to approving another medication for that Condition. The Progressive Medication Program
includes the first-line use of preferred ‘medications that are proven to be safe and effective for a given
_Condition and can provrde the same health benefit as more expenswe non preferred medrcatrons at a lower.
cost.’ : : : : :

12.4 Cost- Sharmg and Reﬁllmg Prescnptmns Your retall Prescrtptron Drug coverage mcludes up to a 30-day
supply of a medication for the cost-sharing amounts shown in your Schedule of Benefits. Your prescription
may be refilled via retail or mail order after 75% of your previous fill has been used and subject to a
maximum of 13 refills per year. You also have the opportunity to’ obtain a 90- -day supply of Prescription
Medications used for chronic Conditions ‘including asthma, cardiovascular disease and diabetes, from a
retail Part1c1patmg Pharmacy or v1a ma11 order for.the apphcable cost-sharing per 30-day supply

12.5  Quantity Limits for Prescrlptlons Quantlty limits are set in accordance with FDA approved prescrlbmg
- limitations, general practice guidelines supported by medical speualty organ1zat1ons or. evidence-based,
' statlstlcally valid clinical studies without published conflicting data. This means that a medication- -specific
quantity limit may apply to Prescrlptron Medications that have an increased potential for over- -utilization or

~ an increased potentral for a Member to experience an adverse effect at higher doses. . :

12,6 Obtmmng Prescribed Medications. To obtain your Prescription Medication, take your prescrtptron to, or
" have your Physician call, an AvMed Participating Pharmacy. Present your prescription along with your
AvMed Identification Card. Pay any applicable Calendar Year Deductible and Copayment or Coinsurance
(as well as the Brand Additional Charge if you choose a Brand Medication when a Generic eqmvalent is

available; or if the prescribing Physician indicates ‘Brand Medically Necessary’ or ‘dispense as written’ on
the prescription for a medication for which there is a Generic equivalent, the applicable non-preferred
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brand cost- -sharing amount) - shown - in your Schedule ‘of Benefits. Your Physician should submit

‘ prescrrpttons for Specralty Medlcatrons to AvMed’s part1crpat1ng spec1aIty pharmacy

12.7 Mall Semces for PI'eSCI‘lpthIlS Mail-order Prescr1pt1on Drug coverage mcludes uptoa 90- -day supply of
a routine Maintenance Medication for the cost- -sharing amount shown in your Schedule of Benefits. If the
amount. of medrcatlon is less than a 90-day supply, you will still be charged the mail order cost-sharing
amount. Mail service is a benefit option for Maintenance Medications needed for chronic or long-term
health Conditions. It is often best to get an initial prescription filled at your retail Part1c1pat1ng Pharmacy.
Ask your Physician for an additional prescription for a 60-90-day supply of your medication to be ordered
through mail service. Please refer to your Schedule of Benefrts for cost- sharmg amounts for Prescrrptton

_ Medications ordered through mail services. : R '

12.8  Pharmacy Benefits Disclaimer. Fllhng a prescrrpuon ata pharmacy is not a Claim for benefits and is not
subject to the Claims and Appeals procedures under the Employee Retirement Income Security Act of 1974
(ERISA). However, any Prescription Medications that require Prior Authorization will be treated as a Claim
for benefits subject to the Claims and Appeals Procedures as outlined in this Contract. - , '

129 Pharmacy Benefits Limitations and Exclusxons The following items are Ilrmted or excluded from your

- Prescription Medication c coverage ' Lo
a. Allergy serums; however, medications adrmmstered by the Attendmg Physrcran to treat the acute
- phase of an illness, and chemotherapy for cancer patients, are covered in accordance w1th this Contract;
- b. Compounded prescriptions, except pediatric: preparatlons, _ - R
c : Cosmetlc products mcludmg hair growth 'skin bleachmg, sun damage and anti wrmkle medications;.
d - Dental-specrfic medications for dental purposes, including ﬂuorrde medrcatlons (except for children
less than five years of age with a non-fluorinated water supply) 7 :
e. Experimental or Investigational drugs (except as required by Florida Statute) (See Part XI.
- EXCLUSIONS FROM COVERED SERVICES) o :
B Ferullty drugs :
g. Immunizations (except for those preventive immunizations for routine use in. chﬂdren adolescents,
-~ and: adults that have in effect a recommendation from the Adwsory Committee on: Immumzatron
. Practrces of the Centers for Disecase Control and Preventron) : :
h. Medlcal supphes mcludmg therapeutrc dev1ces dressmgs apphances and support garments
i.  Medications not mcluded on AvMed's Formulary List (See Part IT. DEFINITION S);
j. Medlcatmns or devices for the d1agnosrs or treatment of sexual dysfunctron ’
~-k. Medications which do not require a prescnpt]on (i.e. over-the-counter medrcatrons) or when a non-
prescription alternative is available, unless otherwise mdtcated on AvMed's Formulary List; or unless
- considered preventive and. given an ‘A’ or ‘B’ rating in the current recommendations of the United
States Preventive Services Task Force, and . accompanied by a prescription from your Attending
Physician; Nutrltlonal supplements except as. descrrbed as covered in. thls Contract (See Section
9.31); ‘ : O
- L Prescrlpt]on and non—prescrlptlon appetlte suppressants and products for the purpose of weight
- loss; - , , , ;
m. Prescrlptlon and non—prescrlptmn v1tamms and mmerals except prenatal v1tam1ns and
n. Replacement Prescrlptron Drug products resultmg from a'lost, stolen exprred broken or destroyed
Co prescrrptton order or refrll _ o S R
: XIII REVIEW PROCEDURES/HOW TO APPEALA CLAIM _' BENEFIT DENIAL

13.1. Member s Rrghts of Rev1ew Members have the rlght to a rev1ew of any complamt regarding the services
or benefits covered under this Contract AvMed encourages the informal resolution of complaints. If you
‘have a'complaint; yot or someone you name to act on your behalf (an authorized representative) may call
AvMed’s Member Engagement Center, and a Representative will try to resolve the complaint for you over
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the phone. If you ask for a written response, or if the complaint is related to quality of care, we will respond

in writing. The Member Engagement Center can also advise you how to name your authorized

representative, AvMed may establish procedures for determining whether an md1v1dual is authorized to act
- on behalf.of a Member.

13.2 Filinga Grlevance If a Member’s complaint cannot be resolved informally it may be subrmtted to AvMed

 in writing, We call this ‘filing a Grievance’. A Grievance is any complaint relating to Plan services, other

than one that-involves a request (Claim) for benefits or an appeal of an Adverse Benefit Determination.

Grievances must be filed within 365 days of the occurrence of the event or action that led to the Grievance.

- Grievances will be deemed to have been filed on the date recerved by AvMed, and will be processed
through AvMed's formal Member Grievance Procedures. -

a. Grrevances relatmg to Plan services may be subrmtted in wr1t1ng to:

- AvMed Member Engagement o
P.0O. Box 569008 - . o
Miami, Florida 33256-9906

»Telephone 1-800-376-6651
Fax: (305) 671 4736

b. AvMed will acknowledge and investigate the Grrevance and prov1de a wr1tten response advising of the
. drspos1t10n within 60 days after receipt of the Grrevance .

c. If you are not satisfied with AvMed's final decrs1on you may file a wrrtten Grrevance with the
‘Department of Financial Services (DFS) within 365 days of receipt of AvMed’s final decision letter.
“You also have the right to contact DFS at any time to 1nform them of an unresolved Grievance. DFS
may be contacted at the address below: - - P : SR

_ Florida Department of Financial Services =~ -
200 East Gaines Street o
Tallahassee, Florida 32399
Telephone: 1-877-693-5236

13.3  Claims for Benefits. All Claims for benefits will be deemed to have been filed on the date received by

' AvMed. If a Claim is an Urgent Care or Pre-Service Claim, a Health Professional with knowledge of the

Member’s Condition shall be permitted to act as the Member’s authortzed representatrve and will be
notrﬁed of all approvals on the Member’s behalf.

a. P_re—Serv1ce Clatms
i. Initial Cla1m '

1) AvMed shall notify the Clarmant of the beneﬁt determination w1th respect to a Pre-Service
-~ Claim not later than 15 days after receipt of the Claim,

2) AvMed may extend this period one time for up to 15 days 1f we determme that such an

-extension is necessary due to matters beyond otr control, and we notify the Claimant, before

- the expiration of the initial 15-day period, of the circumstances requlrmg the extension of

time and the date by which we expect to render a decision, .

a)  If such an extension is necessary because the Claimant failed to submit the information
required to decide the Claim, the notice of extension shall specifically describe the

* required information, and the Claimant shall be afforded at least 45 days from receipt of
. the notice to prov1de the specified information.

b) In the case of a failure by a Claimant to follow AvMeds procedures for filing a Pre-

Service Claim, the Claimant shall be notified of the failure and the proper procedures to
- be followed not later than five days following such failure. -

o) AvMed's perlod for making the benefit determination shall be tolled from the date the
notification of the extension is sent to the Claimant, until the date the Clarmant responds
to the request for additional mformatron

3 the Claimant fails to supply the requested information wrthm the 45-day period, the Claim
- shall be denied.
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ii. Agpeal of a Pre-Service Claim. A Claimant may appeal an Adverse Benefit Determination with
~ respect to a Pre-Service Claim within 365 days of receiving the Adverse Benefit Determination.

1) AvMed shall notify the Claimant of its determination on review not later than 30 days after
'AvMed receives the Claimant’s request. An appeal of an Adverse Beneflt Determination with
respect to a Pre-Service Claim may be subrmtted to: :

AvMed Member Relat1ons
P.O. Box 749 : :

- Gainesville, Florida 32627
-Telephone: 1-800-376-6651
Fax: (352) 337-8794

b. Urgent Care Claims, . : :

i Initial Claim, Generally, the determmat1on of whether a Claun is'an Urgent Care Claim shall be
made by an individual acting on behalf of AvMed applying the Jjudgment of a prudent layperson
possessing an average knowledge of health and medicine, However, if a Physician with
knowledge of the Member’s Condrtlon determmes that the Clarm isan Urgent Care Claim, it shall
be deemed urgent

1) AvMed shall not1fy the Clalmant of the benefrt determmatlon as soon as possrble takmg into
‘account the medical exigencies, but not later than 72 hours after receipt of the Urgent Care
Claim, unless the Claimant fails to provide sufficient information to determine whether or to
what extent benefits are covered or payable under this Contract

2) If such- mformatron is not provided ‘AvMed shall notify the Claunant not later than 24 hours
~after receipt of the Claim, of the specific information necessary to complete the Claim. The
- Claimant shall be afforded not less than 48 hours to prov1de the specrfred information. -

- a)  AvMed shall notrfy the Clarmant of the benefrt determmatlon no later than 48 hours after
- the earlier of: .

i) AvMed's recelpt of the specrﬁed mforrnatron or

i) the end of the perrod afforded the Claunant to provrde the specrﬁed add1t10na1
information. . -

.. by : If the Claimant fails to supply the spec1f1ed mformatmn w1th1n the 48 hour perrod the -
- -Claun shall be denied. -~

3) AvMed may notify the Claimant of the beneﬁt determmatlon orally or in. wr1t1ng If the
~ notification is provided orally; a written or electromic notification shall also be provrded to the
o Claunant no later than three days after the oral notrﬁcatmn

B 'Agpeal of an Urgent Care Claim. A Clalmant may appeal an Adverse Benefit Deterrmnat1on with
respect to an Urgent Care Claim within 365 days of receiving the Adverse Benef1t Determination.

1) AvMed shall notify the Claimant of the beneflt determination on review as soon as p0551b1e
taking. into account the medical exigencies, but not later than 72 hours after receipt -of the
- Claimant’s request. An appeal of an Adverse Benefit Determination with respect to an Urgent
~ Care Claim may be submitted to AvMed s Member Relatlons Department at the address listed
, mSect10n133a11 » B R . S ,
C. Concurrent Care C1a1ms . e : o
i, In the event a Concurrent Care Claim results in an Adverse Beneﬁt Determmatmn AvMed shall
' notify the Claimant at a time suff1c1ently in advance’ of the reduction or termination to allow the
- Claimant to appeal and obtam a determmatron on rev1evv before the benefrt is reduced or:
-~ terminated. : : ~
1) Any request by a Clarmant that relates fo an Urgent Care Clarm to extend the cotrse of
treatment beyond the period: of time or number of treatments previously authorized shall be
~decided as soon as possible, taking into account the medical exigencies, and AvMed shall
notrfy the Claimant of the benefit determmatron within 24 hours after recerpt of the Claun
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2

provided the Claim is made to AvMed at least 24 hours before the exprratron of the prescribed
period of time or number of treatments. : :

Notification and appeal of any Adverse Benefit Determmauon concerning a request to extend
a course of treatment, whether involving an Urgent Care Claim or not, shall be made in
accordance with Sections 13.4 through 13.7:

d. Post-Service Claims.
i, Initial Claim. Post-Service Claims must be submitted to AvMed within 90 days from the date of
service or within one year unless the Member was Iegally mcapac1tated otherw13e such a Claim
will be waived. :

1)

Post-Service Claims must include all of the mformatron hsted below. If a Claim is for
services received to treat an Emergency Medical Condition or an Urgent Medical Condition

. while outside the continental United States, Alaska and ‘Hawaii, the information must be
- translated into English.

)

3)

~a) The place of service and the date of service; :
b A descrrptron of the services mcludmg any applicable procedure codes

) ‘ The dragnosrs including any applicable dragnosm codes
d) The provider’s name and address;

- ¢) * The amount actually charged by. the prov1der and a copy of the paid receipts;

f) . The name of the individual who recelved the services; and

g) ‘The Member’s ‘name and Member D number as they" appear on the Member

' Identlfrcauon Card.

AvMed shall notify the Claimant of the benefit determmatlon not later than 30 days after

receipt of the Post-Service Claim.

- AvMed may extend this perrod one time for up to 15 days if we determine such an extension

is necessary due to matters beyond our control and we notify the Claimant before the
expiration of the initial 30-day period, of the circumstances requiring the extension of time
and the date by which we expect to render a decision. -

- a) If such an extension is necessary because the Claimant failed to submit the information

'y

required to decide the Claim, the notice of extension shall specifically describe the
- required information, and the Claimant shall be afforded at least 45 days from recerpt of
the notice to provide the specrﬁed mformatmn

b) AvMed's period for making the benefit determmatron shall be tolled from the date the

‘notification of the extension is sent to the Clalmant untﬂ the date the Claimant responds
to'the request for addrtlonal mformatlon '

If the Clarmant falls to supply the requested mformatlon within the 45 day period, the Claim

shall be demed

B 5 Appeal ofa Post Servrce C1a1m A Clatmant may appeal an Adverse Benefrt Determination with
’ respect to a Post-Service Claim within 365 days of receiving. the Adverse Benefit Determination.

1)

AvMed shall notrfy the Claimant of the determination on review not later than 60 days after
receipt of the Claimant’s request An appeal of an Adverse Benefit Determination with
respect to a Post-Service Claim may be submitted to AvMed s Member Relations
Department, at the address listed in Section 13. 3a ii.

13.4  Manner and Content of Initial Claims Determmatlon Notlﬁcatlon AvMed shall provide a Claimant
with written or electronic notification of any Adverse Benefit Determination. The notification shall set forth
the following, in a manner calculated to be understood by the Claimant:

"a. - the specific reasons for the Adverse Benefit Determination;
b.  reference to the specific-Cont'ract provisions on which the detérmination is based;
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c. a descrrptmn of any additional material or information necessary for the Clarmant to perfect the Claim
and an explanation’ of why such material or information is necessary;

d. " adescription of AvMed’ S review procedures and the applrcable time limits;

e. - in the case of an Adverse Benefit Determination mvolvrng an Urgent Care Claim, a descr1pt10n of the
expedlted review process applicable to such Claim;

f. any internal rule, guideline, protocol or othér sumlar crrterron rehed upon- in. makrng the Adverse '
_ Benefit Determination; or a statement that such rule, guideline, protocol or other similar criterion was
relied upon and that a copy shall be provided free of charge to the Claimant upon request;

g if the Adverse Benefit Determination is based on whether the treatment or service is Experlmental or

Investigational, or not Medlcally Necessary, either an explanation of the scientific or clinical judgment

for the determination, applying the terms of this Contract to the Member’s medlcal c1rcumstances ora
statement that such explanation shall be provrded free of charge upon request.

13.5 . Review Procedure upon Appeal AvMed s appeal procedures shall' include the followmg substantive
: . procedures and safeguards : :

- a. Claimants may- submrt written comments documents records and other mformatlon relating to a
Claim. . _

‘b Upon request and free of charge, Claimants shall have reasonable access t0 and copres of- any Relevant
- - Documents. Relevant Document means any documentation that (i) was relied upon in making a benefit

determination; (i) was submitted, considered or generated in"the course of making a benefit

*determination, without regard to whether it was relied upon in makmg the" determination; (iii)

: demonstrates compliance. with the Plan’s administrative process; and. (iv) constitutes a statement of
policy. or ‘guidance. with respect to-the Plan concerning the Adverse. Benefit Determination for the -

- Claimant’s diagnosis, without regard to whether such advrce or statement was rehed upon in makrng'
the Adverse Benefit Determination. . e -

c.  The appeal shall take-into account all comments, documents -records and other 1nformatron the
- Claimant submitted relating to the Claim, without regard to. whether such information was subrmtted or
considered in the initial Adverse Benefit Determination. »

d The appeal shall be conducted by an approprlate named frducrary of AvMed who is neither the
~ individual who. made the initial Adverse Benefit Determination nor the subordmate of such individual.
Such person shall not defer to the m1t1al Adverse Benefit Deterrmnatlon L

e.  In deciding an’ appeal of any Adverse Benefit Determination that is based in whole or in part on a
medical judgment, including determinations with regard to whether a particular treatment, medication,

~ . or other item is Experimental or Investigational, or not Medically Necessary, the appropriate named
fiduciary shall consult with a Health Professional who has approprrate trarmng and. expenence in the
field of medicine mvolved in the medical Judgment '

£ The appeal shall prov1de for the 1dent1f1cat10n of: medrcal or vocatronal experts whose advice was
obtained on behalf of AvMed in connection with a Claimant’s Adverse Benefit Deterrmnat1on without
regard to ‘whether the advrce was relied upon in makmg the Adverse Beneﬁt Determmatron
g. The appeal shall prov1de that the Health Professional engaged for purposes of a consultatron shall be an
individual who is neither an individual who was consulted in connection w1th the initial Adverse
, Beneflt Determination that is the subject of the appeal, nor the subordmate of any such individual.
“h. “Inthe case of an Urgent Care Claim, there sha]l be an expedited review process pursuant to which: -

L a request for an expedlted appeal of an Adverse Benefrt Deterrnmatron rnay be subrmtted ora]ly or
“in wr1tmg by the Claimant; and : : .

ii. all necessary information, inchiding AvMed s beneﬁt deterrmnatron on review, shall be
transmitted between AvMed and the Clarmant by telephone facs1rn11e or other available smularly
exped1t10us methods : : :

13.6  Manner and Content of Appeal Notlﬁcat]on AvMed shall provrde a Claunant w1th written or electromc
- notification of its benefit determination upon’ revrew In the case of an Adverse Benefit Determination,
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13.7

13.8

AvMed will notify both the Member and the Health Professional, and the notification shall set forth all of
the following as appropriate, in a manner calculated to be understood by the C1a1mant

a. the specific reasons for the Adverse Benefrt Determination;
b. reference to the specific Contract provisions on which the Adverse Benefit Determination is based;

c. a statement that the Claimant is entitled to receive reasonable access to, and coples of, any Relevant
Documients, upon request and free of charge;

- d. astatement describing any voluntary appeal procedures offered by AvMed and the Claimant’s right to

obtain information about such procedures, and a statement of the Claimant’s rrght to bring an action
‘under ERISA Section 502(a) when applicable;. :

~ e. any internal rule, guideline, protocol, or other similar criterion rehed upon-in makmg the Adverse

Benefit Determination; or a statement that such was relied upon and that a copy sha]l be prov1ded free
of charge to the Claimant upon request; : -

f. if the Adverse Benefit Determination is based on whether a treatment or serV1ce is Experimental or
Investigational, or not Medically Necessary, either an explanation of the scientific or clinical judgment
for the determination, applying the terms of the Contract to the Member's medical circumstances; or a
statement that such explanatron shall be provided free of charge upon request. :

External Review. In the event of a final internal Adverse Benefit Determination, a Claimant. may be
entitled to an external review of the Claim. This request must be submitted in writing on an External
Review Request form within 120 days of receipt of the Adverse Benefit Determination. The external
reviewer will render a recommendation within 45 calendar days unless the request meets expedited criteria,

in which case it will be resolved as soon as admrmstratrvely possrble but.not later than 72 hours. The
- external reviewer’s recommendation will be binding. The external reviewer will notify the Claimant of its

decision in writing, and the Plan will take action as appropriate to comply with such recommendation. For
detailed information about the external review process, please contact AvMed’s Member Engagement
Center. : : , ' S : o

Remedles if Process “Deemed Exhausted.” |

a. If we continue to deny the payment, coverage or service requested or you do not receive a tlmely

decision, you may be able to request an external review of your Claim by an independent third party,

- .who will review the denial and issue a ‘final decision. You may contact AvMed’s Member Engagement

Center at 1-800-376-6651 with any questions on your rights t0 external review. Please understand that

if you want to be informed about the legal remedies that may be available to you and whether they are a

~better option for you than seeking: independent external review, you should consult a lawyer of your

choice. AvMed cannot provide you w1th legal adv1ce We can only explam the procedures for obtaining
independent external review.

b. If this Plan is subject to ERISA, please see the Addendum to thlS Group Med1ca1 and Hospital Service

Contract: You also have the right to seek- such legal remedies as may be avarlable to you under ERISA
Sectron 502 or state law : : : : , _

XIV COORDINATION OF BENEFITS

Coordination of Benefrts (COB) isa limitation Of coVerage and benefits to be p'roVided by AvMed. This provision is

required by and subject to applicable federal and Florida law concerning coordination of health care benefits and
will be modified to the extent necessary to enable us to comply with such laws. COB determines the manner in
which expenses will be paid when you are covered under more than one health plan, program or policy providing
benefits for Health Care Serwces COB is desrgned to avord the costly duphcatron of payment for Covered
Servrces

14.1

Items Subject to COB Health plans, programs or pohc1es Wthh may be subject to COB include the
following, which will be referred to as ‘plans’ for purposes of this Part: , -

o a, any group or non—group health insurance, or HMQ plan;
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14.2

143

144

145

b. any other plan, program or insurance policy, including an automobile PIP insurance pol1cy or medical
- payment coverage which the law permits us to coordinate benefits with;

. Medicare, Medlcald and other government programs and

d. tothe extent perrmtted by law, any other government sponsored health insurance program

| Member s Responsrbrhtres to Avoid Dupllcatlon of Coverage It is your respons1b111ty to provide us and

your, Physician with information concerning any duphca‘uon of coverage under any other health plan,
program, or policy you or your Covered Dependents may have. This means you must notify us in writing if
you have other apphcable coverage. You may be requested to provide this information at the time you apply
for this' Contract or at enrollmenit, by written correspondence annually thereafter or in connection with a

. specific Health Care Service you receive. If we do not receive the information we ‘request from you we
‘may deny your Clalms and you wrll be responslble for payment of any expenses related to denied

Claims,

-Prlmary Payer The amount of our payment, lf any, when we coordmate beneﬁts under th1s Part is based

on whether or not AvMed is the primary payer. When we are primary, we will pay for Covered Services
without regard to coverage under other plans. When AvMed is not primary, - our payment for Covered
Services ‘may be reduced so. that total benefits under. all your plans will not exceed 100% of the total
reasonable expenses actually incurred for Covered Servrces For purposes of this Part, .in ‘the event you

receive Covered Services from a Participating Provider, ‘total reasonable expenses’ shall mean the amount

we are obligated to pay to the provider pursuant to the apphcable provrder agreement we have with such
provider; or if there is no such- provider agreement the amount we are obhgated to pay the provider
pursuant to state or federal law . o : :

_ Payment in. Excess of Contracted Amount. When AvMed is not the primary payer, and the primary

payer’s payment exceeds AvMed’s contracted amount, no payment will be made for such services.

Determination of Order of Benefits. The follovvmg rules shall be. used to estabhsh the order in which
benefits under the respectlve plans will be determined.

oA When we cover you:as a Covered Dependent and another plan covers you as other than a. dependent

: _we will be secondary :
b When we cover a dependent child whose parents are not separated or divorced:
. the plan of the parent whose bnthday, excludmg year of birth, falls earher in the year wﬂl be
- primary;or "
ii.  ifboth parents have the same b1rthday, excludmg year of brrth and the other plan has covered one
' of the parents longer than us, we will be secondary

c. When we cover a dependent child whose parents are separated or d1vorced

i ifa parent W1th sole parental respon31b111ty 1s not remarned the plan of the parent wrth custody is
'.'prlmary o . o
il cifa parent with sole parental respon31b111ty has remarned the plan of the parent wrth sole parental
responsibility is primary; the step parent ] plan is: secondary and the plan of the parent without
parental respons1brllty pays last; and -

i, regardless of which parent has sole’ parental respons1b111ty whenever a court order specrfles that
- one parent is fmancrally respon31ble for the Ch].ld s health care expenses the plan of that parent is

v primary. : _
d. When We COVer a. dependent Ch].ld and the dependent Chlld is also covered under another plan
© the plan of the parent who is neither laid off nor retlred will be primary; or

ii.  if the other plan is not subject to this rule, and if, as a result such plan does not agree on the order
of beneflts this paragraph shall not apply.. :

e. If you have continuation of coverage under COBRA or the Florida Health Insurance Coverage
Continuation Act (FHICCA or ‘mini COBRA’), COBRA or FHICCA would be primary.
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f. When paragraphs a. through e. above do not establish an order of benefits, the plan which has covered
you the longest shall be primary, unléss you are age 65 or-older and covered under Medicare Parts A
and B. In that case, the Medicare Secondary Payer provisions will deterrmne which coverage is
primary. - _

g. If the other plan does not have rules that estabhsh the same order of benefits as under thls Contract, the

_ benefits under the other plan will be determined primary to the benefits under this Contract. -

h. We will not coordinate beneflts agamst an’ mdemmty type policy, an excess insurance pohcy, a policy
- with coverage limited to specified illnesses or acc1dents or a Medicare supplement policy.

14.6 Facrhty of Payment Whenever payments Wthh are payable by us under this Contract are made by any
- other person; plan, or organization, we will have the right, exercisable alone and in our sole discretion, to
pay over to any such person, plan, or organization making such other payments, any amounts we determine
to be required in order to satisfy our coverage obligations hereunder. Amounts so paid shall be deemed to
be paid under this Contract and, to the extent of such payments, we will be fully discharged from hab111ty

14.7 - Non- Duphcatlon of Coverage. The benefits under this Contract shall not duplicate any benefits to which
- you or your. Covered Dependents are entitled to, or eligible for, under any insurance policy. (except as
specifically provided in this- Part XIV, government programs - (e.g.; Medicare, Medicaid, Veterans
Administration) or Workers’ Compensation to the extent allowed by law, or under any extension of benefits

of coverage under a prror plan or program whrch may be provided or requrred by law.

XV SUBROGATION AND RIGHT OF RECOVERY

15.1 AvMed’s Right of Subrogatlon and Recovery. IfAvMed arranges health care benefrts under this Contract
for a Member, for i injuries or illness for which another party is or may be responsrble then AvMed retains
the right to repayment of the full cost of all benefits provided by AvMed on behalf of the Member that are
associated with the injury or illness for which another party is or may be responsible. AvMed’s rights of
recovery apply to any recoveries made by or on behalf of the Member from the followmg thnd—party
sources, as allowed by law, including payments made by a third-party tortfeasor or any insurance company
on beha]f of the third-party tortfeasor; any payments or awards under an uninsured or tnderinsured motorist
coverage policy; any worker’s compensatron or disability award or settlement; medical payments coverage
under -any automobile policy, - premises or homeowners medical payments coverage Or premises or
homeowners insurance coverage; any other payments from a source intended to compensate a Member for
injuries resulting from an accident or alleged negligence. For purposes of this Contract, a tortfeasor is any

- party who has committed injury, or wrongful act done willingly, negligently or in circumstances involving
strict 11ab111ty but not including breach of contract for which a civil suit can be brought

15.2  Member Specrfically Acknowledges AvMed’s nght of Subrogatmn When AvMed provrdes health care
: benefits for injuries or illnesses for which a third party is or may be responsible, AvMed shall be subrogated
to the Member s rights of recovery against any party to the extent of the full cost of all benefits provided by
-AvMed, to the fullest extent perrmtted by law. AvMed may proceed agamst any party with or without the

~ Member's consent o

153  Member Specnﬁcally Acknowledges AvMed'’s nght of Relmbursement Thrs rrght of reimbursement

" attaches, to the fullest extent permitted by law, when AvMed has provided health care benefits for injuries
or illness for which another party is or may be respon51ble and the Member or the Member’s representatrve
has recovered any amounts from the third party or any party making payments on the third party’s behalf.
By providing any benefit under this Contract,- AvMed is granted an ‘assignment of the proceeds of any
‘settlement, judgment or other payment received by the Member to the extent of the full cost of all benefits
provided by AvMed. AvMed'’s right of reimbursement is cumulative with and not excluswe of AvMed'’s
subrogation right and AvMed may choose to exercise either or both rights of recovery.

154  Assent for Member Notification. Member and the Member’s representatives further agree to:
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- -a. notify- AvMed promptly and in writing when notice is given to any third party of the intention to
investigate or pursue a claim to recover damages or obtain compensation due to 1nJur1es or illness
- sustained by the Member that may be the legal respon51b1hty of a third party; and -

b. cooperate with AvMed and do whatever is necessary to secure AvMed's rrghts of subrogauon and
reimbursement under this Contract and -

c. give AvMed a first- pr1or1ty lien on . any recovery, settlement or Judgment or other source of
- compensation which may be had from a third party to the extent of the full cost of all benefits provided
by AvMed that are associated with injuries or illness for which a third party is or may be. responsible
(regardless of whether speaﬁcally set forth in- the recovery, settlement Judgment or compensatron
agreement); and =~ : : : : :

d. pay, as the:first pnonty from any recovery, _settlement or Judgment or other source of compensatlon

- “any and all amounts due AvMed as reimbursement for the full cost of all benefits provided by AvMed
that are associated with i injuries or illness for which a third party is or may be responsible (regardless of
whether specrflcally set forth in the recovery, settlement, Judgment or compensahon agreement) unless
otherwise agreed to by AvMed in writing; and

e. do nothmg to preJud1ce AvMed's rights as- set forthvabove This mcludes reframmg from makmg any
settlement or recovery which spec1frcally attempts to reduce or exclude the full cost of all benefits
“provided by AvMed.. - . : S :

155  Recovery of Full Cost. AvMed may recover the full cost of all benefits’ provrded by AvMed under this

: Contract w1thout regard to any claim of fault on the part of the Member, whether by comparative
neghgence or otherwise. No court costs or attorney fees may be deducted from AvMed's recovery without
the prior express written consent of AvMed. In the event the Member or the Member’s representative fails
to cooperate with AvMed, the Member shall be respansible for all benefits paid by AvMed in addition to
costs and attorney s fees mcurred by AvMed in obtammg repayment

XVI DISCLAIMER OF LIABILITY AND RELATIONSHIPS BETWEEN THE PARTIES

16.1 Indemmty of Subscrlbmg Group Nelther Subscrlbmg Group nor its agents servants or employees nor

~any Member is the agent or representative of- AvMed, and none ‘of them shall be liable for any acts or

omissions of AvMed, its agents or employees, or of a part1c1pat1ng Hospital, or a Part1c1patmg Physician, or

~ any other person or orgamzatron with which AvMed has made or hereafter shall make arrangements for the
performance of services under this Contract,

16.2 -'Indemmty of Members Members shall not be 11able to AvMed or’ Part1c1patmg Providers except as
. specrﬁcally set forth herein, prov1dedallprocedures set forth herem are followed L

| 16.3 'Indemmty of AvMed Neither AvMed nor 1ts agents; sefvants or employees is the agent or representatlve
- of the Subscribing Group, and none of them shall be liable for any acts or omissions of Subscrlbmg Group,
its agents or employees or any other person representmg or actmg on behalf of Subscrlbmg Group

16.4 .Relat]onshrp of AvMed and Partrcnpatmg Providers. AvMed does. not d1rectly employ ‘any practicing
. Physicians nor any ‘Hospital personnel or Physicians. These Health Care Providers® are independent
~ contractors and are not the agents or employees of AvMed. AvMed shall be deemed not to be a Health Care
Provider with respect to any - services: performed or rendered by any such independent contractors.
Participating Providers maintain the Phy51c1an/pat1ent relationship with Members and are solely responsible

for all Health Care Services which Participating Providers render to Members. Therefore, AvMed shall not

be liable for any negligent act or omission committed by any independent practicing. Phys1C1ans nurses or
medical personnel, nor any Hospital or health care fac111ty, its personnel, other Health Professronals or any
of their employees or agents, who may from time to time provide Health Care Services to a Member of
AvMed. Furthermore, AvMed shall not be vicariously liable for any neghgent act or omission- of any of

these 1ndependent Health Professionals vvho treat:a Member of AvMed

‘165  AvMed and Health Care Providers. Neither AvMed nor any of its offrcers d1rectors or employees
prov1des Health Care Servrces to you. Rather we. are ‘engaged 1n making coverage and benefit dec131ons
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under this Contract. By accepting our coverage and benefits, you agree that making such coverage and
benefit decisions does not constitute the rendering of Health Care Services and that Health Care Providers
rendermg those services are not our employees or agents. In this regard, we hereby expressly disclaim any
agency relat1onsh1p, actual or 1mp11ed with any Health Care Provider. : .

16.6  AvMed’s Role. We do not, by virtue of making coverage benefit, and payment. decisions, exercise any
’ control or direction over the medical judgment or clinical decisions of any Health Care Provider. Any
decisions we make concerning appropriateness of setting, or whether any service. is Medlcally Necessary,
~ shall be deemed to be made solely for purposes of determining whether such services are covered, and not
for purposes of recommendmg any treatment or non-treatment. In addition, we assume no liability for any

loss or damage arising as a result of acts or omissions of any Health Care Provider.

16.7 Member s Ability to Refuse Procedures and Treatment and Consequences Therein. Certain Members
- may, for personal reasons, refuse to accept procedures or treatment - recommended: by Participating
‘Physicians. Physicians may regard such refusal to accept their recommendations as incompatible with the
continuance of the Physrc1an/pat1ent relationship and-as obstructing the provision of proper medical care
and the Physician may terminate his provider relationship with the Member. If a Member refuses to accept
the medical treatment or proceduré recommended by the Participating Phys1c1an and if, in the judgment of
the Participating Physician, no professionally’ acceptable alternative exists or if an alternative treatment
does exist but is not recommended by the Participating Physician, the Partlcrpatmg Physician shall advise

the Member of its determmatmn , Lo .

“XVIL GENERAL PROVISIONS

17.1 Amendment The terms of coverage and beneﬁts to be prov1ded by us may be amended annually on this
Contract's anniversary date, without your consent or the consent of any other person, upon 45 days prior
written notice to the Subscribing Group. In the event the amendment is unacceptable to the Subscribing
Group, the Subscribing Group may terminate this Contract upon at least 15 days prior written notice to us.
Any such amendment will be without prejudice to Claims filed with us and related to Covered Services
prior to the date of such amendment. No agent or. other person, except a duly authorized officer of AvMed,

“has the authonty to modlfy the terms of this Contract, or to bind us in any manner not expressly described

_ herem including the making ¢ of any promise Or representation, or by giving or receiving any information.
“The terms of coverage and benefits to be provided by us may not be amended by the Subscrlber unless such
amendment is evidenced in writing and signed by a duly authortzed off1cer of AvMed

17.2  Assignment and Delegation. Your rights and obl1gat10ns arlsmg hereunder may not be assrgned delegated
or otherwise transferred by you without our written consent. We may assign our rights and coverage or
benefit obligations to our successor in interest or an affiliated entity without your consent at any time. Any

: a331gnment delegatlon or transfer made in vrolatlon of ﬂ'llS pI‘OVlSlOIl shall be void. - :

17.3  Circumstances Not Reasonably Within the Control of AvMed. Tn the event of crrcumstances ‘not
reasonably within the conirol of AvMed, including major disasters and under such circumstances as
complete or partial destruction of facilities, an act of God, war, riot, civil insurrection, disability of a
significant part of a Hospital or participating medical personnel or similar causes, if the rendition: of Health
Care Services and Hospital services provided under this Contract is delayed or rendered impractical, neither
AvMed, Part1c1patmg Providers, nor any Phy31c1an shall have any liability or obhgatmn on account of such
delay or failure to provide services; however, AvMed shall make a good faith effort to arrange for the
trmely provision of Covered Serv1ces durmg such event. :

174 Clerrcal Errors Clerical errors shall neither depr1ve any md1v1dual Member of any beneﬁts or coverage
’ prov1ded under this Group Contract, nor shall such errors act as authorrzauon of beneﬁts or coverage for
-the Member that is not otherwise validly in force. -

17.5 Compliance with State and Federal Laws and Regulatmns The terms of coverage and beneflts to be

- provided by us under this Contract shall be deemed to have been modified by the parties, and shall be

interpreted, so as to comply with appllcable state or federal laws and regulat10ns dealing with rates,
benefits, eligibility, enrollment, termination, conversion, or other rights and duties of you, or AvMed.
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17.6

17-7

Conﬁdentlahty

a. Except as otherwise’ specrﬁcally provrded herem and except as may be requlred in order for us to
administer coverage and benefits, specific medical information concerning you, received by providers,
shall be kept confidential by us in conformity with applicable law. Such information may be disclosed

~ to third parties for use in connection with bona fide medical research and education, or as reasonably

’ necessary in'connection with the administration of coverage and benefits, specifically ircluding our
quality assurance and Care Management Programs. Additionally, we may disclose such information to
entities affiliated with us or other persons or entities we utilize to assist in providing coverage, benefits
or services under this Contract. Further, any documents or information properly subpoenaed in a
judicial proceedmg ‘'or by order of a regulatory agency, shall not be  subject to this provision,

b. Our arrangements with a provider may require that 'we release certain Claims and medical mformatton
about persons covered under this Contract to that prov1der even if treatment has not been sought by or
through that provider. By accepting coverage, you hereby authorize s to release to providers Claims
information; including related medical information, pertammg to you in order for any such provrder to
evaluate your financial responsrbrhty under thts Contract. :

Contracting Parties. By executing this Contract, Subscrrbmg Group and AvMed agree to make the Health
Care Services and Hospital services specified herein . available to. persons who are e11g1ble under the
provisions of Part ITi. ELIGIBILITY FOR COVERAGE. Subscrtbmg Group hereby represents that it has

~ met the non-discrimination testing requirements under U. S Code Section 105(h).. The delivery of benefits

- and services covered in this Contract shall be subject to the provisions, Lumtatrons and Exclusions set forth

178
179
17.10°

17.11

17.12

17.13

17.14

herein and any amendments, modifications and Contract termination provisions spe01f1ed herein and by the

‘mutual agreement between AvMed and Subscrlbmg Group, without the consent or concurrence of the

Members. By electmg or accepting Health Care Services and Hosprtal or ‘other benefits hereunder; all

’Members legally capable of contracting ‘and. ‘the legal representatrves of all Members mcapable of

contractmg, agree to all terms conditions and provisions hereof

Contract Revrew by Subscnbmg Group. The Subscrrbmg Group may, if this Contract is not satisfactory

for any reason, return this Contract within three days after receipt and receive a full refund of the deposit

paid, if any, unless the services of AvMed were utilized during the three days. If this Contract is not
returned within three days after receipt, then this Contract shall be deemed to have been accepted

Cooperation. Requrred of You and Your Covered Dependents. “You must cooperate wrth us, and must
exectte and submit to us any consents, releases, assignments, and other documents we may request in order
to administer, and € exercise our rights hereunder, Failure to-do so may result in the denral of Clalms and will
constitute grounds for terrmnat10n for cause by us (see art V. TERMINATION!

Entire Agreement. This Contract, including the apphcatmn for coverage and any enrollment forms sets
forth the exclusive and éntire understanding and agreement between you and AvMed and shall be binding
upon Subscrrbmg Group; all Members, AvMed, and any: of their subsidiaries, affiliates, successors, heirs,”
and permiited ass1gnees All prior negotratrons agreements ‘and understandmgs are superseded hereby

Evidence of Coverage You have been provrded with this. Contract as evrdence of coverage

ERISA. When this Contract is purchased by the Subscrlbmg Group to provrde benefits under a welfare
plan governed by ERISA; AvMed shall be considered a fiduciary to the extent that it performs any
discretionary functions on behalf of the Plan, Ifa Member has questrons about the group s welfare plan, the
Member should contact the Subscribing Group. ' ‘

Florida Agency for Health Care Admlmstratmn (AHCA) Performance Outcome and Fmancral Data
The performance outcome and financial data publrshed by AHCA pursuant to Section 408.05, Florida
Statutes, or any successor statute, located at the website address may be accessed through the link provided
on AvMed's website at www.avmed.org.

Governing Law. The terms of coverage and benefits to be provrded hereunder and the r1ghts of the parties
hereunder, shall be construed in accordance w1th the laws of the State of Florida and the Umted States,
when applicable.
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17.15

17.16

Identification Cards. Cards issued by AvMed to Members pursuant to this Contract are for purposes of
identification only. Possession of an AvMed Identification Card confers no right to Health Care Services or
other benefits under this Contract. To be entitled to such services or benefits the holder of the card must be,

" in fact, a Member on whose behalf all applicable Premiums under this Contract have actually been paid and

accepted by AvMed. Please carry your Identification Card with you at all times, and present it before
Covered Services are rendered. If your Identification Card is missing, lost, or stolen, contact AvMed’s
Member Engagement Center at 1-800-376-6651 or visit AvMed’s website at www.avmed.org. Member
Identification Cards are AvMed’s property and _upon request shall be returned to AvMed within 30 days of
the termination of your coverage.

Membership Application. Members or apphcants for membershtp shall complete and subrmt to AvMed

“such applications or other forms or statements as AvMed may reasonably request. If a Member or applicant

- fails to provide accurate information which AvMed deems material then, upon ten days written notice,

17.17

17.18

17.19

17.20

1121

AvMed may deny membership to such individual. Any person who- knovvmgly and with intent to injure,
defraud or deceive any insurer files a statement of Claim or an application containing any false, incomplete
or misleading information is guilty of a felony, punishable as provided by Florida Statutes.

Misrepresentation of Material Fact by Party Applying for Coverage. Time limit on certain defenses:
Fraudulent or intentional misrepresentation of material facts made by the applicant; Subscriber, or Covered
Dependents which are discovered by AvMed w1thm two years of the issue date of the Contract may prevent
payment of benefits under this Contract and may void this Contract for the individual making the
misrepresentation or fraudulent statement. Fraudulent misstatements discovered by AvMed at any time,

smay résult in this Contract being v01ded or Clalms bemg denied for the md1v1dual about whom the

fraudulent rmsstatement is made. :
Mlsstatement of Age, Residence or Tobacco Use If any wr1tten mformatlon has been rmsstated by you

* upon 30 days notice from AvMed, the Premium amount owed under this Contract will be what the Premium

would have been had the correct information been prov1ded to AvMed. If such misstatement causes us to

.accept- Premiums for a time period during which we would riot have accepted' Premiums if the correct’
information had been ‘stated, our only liability will be the return of any unearned Premium. We will not

provide any coverage for that time period. ThlS r1ght is in addition to any other rlghts we may have under
this Contract and applicable laws. :

Modification of AvMed Provider Network and Participation Status, The AvMed Achieve Plan provider
network and the part1c1pat10n status of mdmdual providers available under this Contract are subject to

: change at any time without prior notice to you or. your approval. Addltlonally, ‘we may at any time

terminate or modify the terms of any provrder contract and may enter into additional provider contracts

_without prior notice to or approval by you. It is your responsibility to determine whether a Health Care
- Providerisa Part1c1pat1ng Prov1der at the time the Health Care Service is rendered

Non-Walver of Defaults. Any faﬂure by us at any time, or from time to t1me to enforce or to require the
strict adherence to any of the terms or conditions described herein, will in no event constitute a waiver of
any such terms or conditions. Further, it will riot affect our r1ght at any time to enforce or avall ourselves of
any such remedles as we may be entitled to under applicable law or this Contract.

Notlces Any notice required or perrmtted hereunder will be deemed given if hand delivered or if mailed by

* the United States Postal Service, postage prepaid, and addressed as listed below. Such HOthB will be
deemed effective as of the date delivered or so deposited in the mail,

a. Ifto us:
- To the address printed on the AvMed ldentlﬁcatron Card

- b, Iftoyou

To the latest address provided by you according to our records or to the Member's latest address on
enrollment forms actually delivered to us.

c. If to Subscribing Group: ' '
To the address provided in the Group Master Apphcatmn
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17.22

17.23

17.24

17.25 -

17.26

Plan Administration. AvMed may from time to time adopt reasonable policies, procedures, rules and
interpretations to promote the orderly and efficient admrmstratron of th1s Contract.

Premium Tax/Surcharge If any government ent1ty shall impose a Premium tax or surcharge then upon 30

days notice from AvMed, the sums due from the Subscribing Group under the terms of this Contract shall
be increased by the amount of such Premium tax or surcharge :

Promlssory Estoppel No oral statements representations or understandmg by any person can change,
alter, delete add or otherwise modrfy the express written terms ‘of this Contract

Rate Letter The term ‘Rate Letter’ refers toa comprlatron of documents which constrtute AvMed's formal

_notice to the Subsciibing Group of: (i) the Premium rates’ apphcable to the Subscribing Group, (i) the
“conditions under which the rates are valid, (iif) the Premium payment terms and due dates, and (iv) the

additional charge which will apply to all late Premium’ payments. AvMed reserves the right to adjust (re-

- rate) the Premium rates to account for matenal changes 1n group size. or in the data supplied by the
- Subscnbmg Group to AvMed

Right to Recelve Necessary Information. We have the r1ght to receive, from ‘you and any Health Care
Provider rendering services to you, information that is reasenably necessary, as. determined by us, in order
to administer the coverage and benef1ts we provide, subject to all applicable conﬁdentlahty requirements
listed above. By accepting coverage, you authorize every . Health Care Provider who renders services to
you, to disclose to us or to entities affiliated with us, upon request, all facts, records, and reports pertaining

- to.your care; treatment _and physical or mental Condrtron and to perrmt us to copy any such records and
- reports 50 obtained. : :

17.27

18.1

18.2

‘Third Party Beneficiary: ThlS Contract was 1ssued by . AvMed to the Subscr1ber and was’ entered into

solely and. specifically - for the benefrt of AvMed and the Subscriber, The terms and- ‘provisions ‘of the
Contract shall be binding solely upon, and inure solely to the benefit of, AvMed-and the Subscriber, and no
other person shall have any rights, interest or claims hereunder, or be entitled to sue for a breach hereof as a
third-party benef1c1ary or otherwise. AvMed and the Subscriber hereby specifically express their intent that

‘Health Caré Providers that have not éntered into contracts with AvMed to render the professmnal Health

Care Serv1ces set forth herem shall not be tlnrd—party benef1c1ar1es under this Contract

XVIII. : PEDIATRIC DENTAL B‘ENEFITS ‘

- Provision of Pedxatrnc Dental Services and Beneﬁts AvMed has arranged for the dehvery of pediatric

dental services and Benefits for Covered Dependent children from birth through the end of the Calendar
Year in which they turn 19, to be administered by Delta Dental Insurance Company (heremafter referred to
as “Delta Dental”) BT

a. Member Identlflcatron Number Please provrde the Enrollee S AvMed Member 1dent1f1cat10n (“ID”)
number to- your Dental Provider whenever you receive pediatric’ dental services. The Member ID
number should be included on all claims submitted for. -payment. Dental ID cards are not required, but
if you wish to have one you may obtain one by v1s1t1ng Delta’s websrte at www. deltadentalms com.

~ b.. Customer Service. For mote 1nformat10n about the pediatric dental services and Benefits, please visit

www.deltadentalins. com, or call' Delta Dental’s Customer Service Center. A Customer Service
Tepresentative can answer questions you may have about obtaining dental care, help you locate a Dental
- Provider, explain Benefits, check the status of a claim and assist you in filing a claim, ‘You can access
the automated information line at 800-521-2651 to obtain information about your ehgrbrhty Benefits or
claim status or'to speak to a dental Customer Service representative for ass1stance ' »

" Dental Plan’ Deﬁmtmns The following are. words that have special ‘or techmcal meamngs under the

pediatric dental services and Benefits descnbed in this Part XVIII, and made avadable under this Contract.

a. Accepted Fee means the amount the attendmg Dental Prov1der agrees to accept as payment in full for
services rendered.

b. Benefits mean the amounts that will be paid for covered pediatric dental'servicesT
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t;

Claim Form means the standard form used to file a dental clarm request a dental Pre-Treatment
Estimate, or request Prior Authorization. :

Contract Benefit Level is the percentage of the Maximum Contract Allowance pald under the dental

~ plan.

Dental Deductible means the dollar amount that an Enro]lee must satlsfy for certam covered dental

-services before dental Benefits are paid.

Dental Qut-of-Pocket Maximum means the maximum amount that a Member wﬂl pay durmg a
Calendar Year for Pediatric dental Benefits from a PPO Provider before Delta Dental begins to pay
100% of the PPO Contracted Fee. Coinsurance and other cost-sharing, including' balance billed
amounts, will continue to apply for covered Dental Services from a Dental Premier and Non-
Partlc1pat1ng Providers even after the Out-of- Pocket Maximum has been met.

Dental Provider means a person licensed to practrce dentistry when and where services are performed
‘and may be referred to as a “PPO Provider”, a “Premier Provider” or a “Non-Delta Dental Provider”. A

Dental Provider shall also include a dental partnershlp, dental professronal corporation or dental clinic.

* Eligible Ped1atr1c Individual means a Covered. Dependent Chlld under age 20 who is e11g1ble for the
* pediatric dental Benefrts descrlbed herein.

Enrollee means. a Covered Dependent child who is an Elrglble Pediatric lndmdual (“Pediatric

Enrollee”) enrolled to receive Benefits under the dental plan

. Enrollee Pay means a Member’s fmanmal obhgatmn for services, calculated as the drfference between

the amount shown as the ‘Accepted Fee’ and the portion shown as ‘Delta Dental Pays on the cla1ms
statement when a claim is processed.

“Essenttal Health Benefits (“Pedlatrlc Benefits”). Essential Health Beneﬁts are  ertain ped1atr1c oral

services that are required to be included under the Affordable Care Act. The services considered to be
Essential Health Benefits are determmed by state and federal agenaes and are avatlable for Ehgtble

- Pediatric lnd1v1duals

Maximum Contract Allowance is the reunbursement under the Enrollee s Plan agamst which the Dental
* Provider payment and the Member’s financial obligation are calculated. Subject to adjustment for

extreme difficulty or unusual circumstances, the Maximum Contract Allowance for services provrded

i.. by.a PPO Provrder is the lesser of the Provider’s Submitted Fee or the PPO Prov1der s
Contracted Fee; or

i by a Prermier Provrder is the lesser of the Provider’s Submitted Fee or the PPO Provider’s

. Contracted Fee for a PPO Provider in the same geographrc area; or

iii. | by a Non-Delta Dental Provider, is the lesser of the Provider’s Submitted Fee or the Dental PPO
Prov1der 's Contracted Fee for a PPO Provider in the same geographic area.

Non-Delta Dental Provider means a Provider who is not a Dental PPO or Dental Prenuer Prov1der and

© whois not contractually bound to abide by the dental plan administrative guidelines.

PPO Contracted Fee is the fee for each Smgle Procedure that a PPO Prov1der has contractually agreed

1o accept as payment in full for covered services.

PPO Provider means a Dental Provider who contracts with the dental plan and agrees to accept the PPO
Contracted Fee as payrnent in full for services prov1ded under the dental plan.

Premier Coniracted Fee is the fee for each Single Procedure that a Prermer Prov1der has contractually
agreed to accept as payment in full for covered services. ,

Premier Provider means a Dental Provxder who contracts with. the dental plan, and agrees to accept the
Premier Contracted Fee as payment in full for services provided under the dental plan.

Pre Treatment Estimate is an estimate of the allowable Beneftts under this dental plan | for the services

: 'proposed assuming the person is an eltgtble Enrollee.

Procedure Code is the Current Dental Terminology (CDT®) number assigned toa Smgle Procedure by
the American Dental Association.

Single Procedure means a dental procedure that is assigned a separate Procedure Code

AV-SG-Achieve-18 59 SG-1117 (01/18)

098 | 33 of 36



“u. Submrtted Fee is the amount a Dental Provider bills and enters on a claim for a specrfrc procedure

183  Overview of Dental Beneﬁts The information provrded below will give you a better understandmg of how
' ‘the dental plan works and how to.make it work best for you

a. Beneﬁts errtanons and Exclusrons

i

ii.

Dental Benef1ts are payable only for covered services. The dental plan covers several categorles
of Benefits when a Dental Provider furmshes the services and when they are necessaiy and within.

~ the standards of generally accepted dental practice. Claims shall be processed in accordance with

the dental plan standard processing pohcres Dentists (dental consultants) may be used to review
treatment plans,- diagnostic materials or prescribed treatments to determine generally accepted
dental: practices and to determine if treatment has a favorable prognosis. If you receive dental
services from a Dental Provider outside the state of Florida, the Provider will be paid according to

 the dental network payment provisions for said state accordmg to the terms of the Coniract.

If a primary dental procedure includes component procedures that are performed at the same time
as the primary procedure, the comporent procedures are considered to be part of the primary
procedure for purposes of determining the Benefit payable. Even if the Dental Provider bills -

- separately for the primary procedure and each of its component parts, the total Benefit payable for

all related charges will be limited to the maximum Benefrt payable for the primary procedure.

b. Enrollee Coinsurance.

i

ii.

The dental plan will pay a percentage of the Max1mum Contract Allowance for covered services,
subject to certain Limitations, and you are responsible for. paying the balance: What you pay is

-~ called ‘the enrollee coinsurance (“Enrollee Coinsurance”) and is part of your out-of-pocket cost.

You may have to sat1sfy a Deductible. before dental Benef1ts are pa1d You pay the- Enrollee
Comsurance even after a Deductlble has been met.

The amount of your Enrollee Comsurance will depend on the type of service and the Dental

__Provrder fumlshmg the service (see Section 18.4 Selectmg Your Dental Provider.) Providers are
“required to collect Enrollee Coinsurance for covered services, If the Provider discounts, waives or
rebates any portion of the Enrollee Coinsurance to you, the dental plan will be obligated to

provide as Benefits only the applicable percentages of the Provider’s fees or allowances reduced

o by the amount of the fees or allowances that is discounted, waived or rebated.

)
- Contract Allowarice as payment in full for covered services, which typically results in lower out-

It is to your advantage to select PPO Prov1ders because they have agreed to accept the Maximum

of-pocket costs for you Please refer to Sectron 18 4 Selectmg Your Dental Provider., for more
information: '

c. Pre—Treatment Estrmates

i

Pre-Treatment Estimate requests are not requlred however your Provider may file a Claim Form

. before’ begmnmg treatment, showmg the. services to be. prov1ded to ‘you. A Pre-Treatment

ii.

Estimate will. estimate the amount - of Benefits payable under the dental plan for the listed
services. By asking your Dental Provider for a Pre-Treatment Estimate before the Enrollee

- receives any prescribed treatment, you will have an estimate up front of what your dental Benefits
“will pay and the difference you will need to. pay. The Benefits will be processed according to the

terms of the dental plan when the treatment is actually performed Pre-Treatment Estimates are

valid for 365 days or until an earlier occurrence of any one of the followmg events:

1) the date this Contract terminates; -

'2) the date the Enrollee’s coverage ends or

3) ‘the date the Dental Provider’s agreement with the dental plan ends

A Pre~Treatment Estimate does not guarantee payment It is an estimate of the amount the déntal

plan will pay if you are covered and meet all the requirements of the plan at the time the planned
treatment is completed and may not take mto account any Deductlbles SO please remember to
figure in your Deductible if necessary L :

d. Coordmatron of Benefits.
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i. ~ Delta Dental coordinates the dental Benefits under this dental plan with your benefits under any
other group or pre pard plan or insurance plan designed to fully integrate with other plans If this
plan is the “primary” plan, Delta Dental will not reduce Benefits, If this plan is the * ‘secondary”
plan, Delta Dental may reduce Benefits so that the total benefits pard or provrded by all plans do
not exceed 100% of total allowable expense.

ii.. ~ How does Delta Dental determine which Plan is the “ prlmary plan'?

1)

)

3)

5)

_6)

AV-SG-Achieve-18

The plan covermg the Enrollee as an employee is prrmary over a plan covering the Enrollee

~asa dependent

The plan coverrng the Enrollee as an employee is prrmary over a plan covering the insured
person as a dependent; except that if the insured person is also a Medicare beneficiary, and as
a result of the rule established by Title XVIII of the Social Securrty Act and melementmg
regulatrons Medicare is:

- a) secondary to the plan covering the msured person asa dependent and

b)  primary to the plan covering the insured person as other than a dependent (e.g. a retired
employee) then the benefits of the plan covering the insured person as a dependent are
. determined . before those of the ‘plan. covermg that msured person as other than a
dependent - : :

Except as stated in paragraph 4) when this plan and another plan cover the same chrld as a
dependent of different persons, called parents: :

) the benefits of the plan of the parent whose birthday fa]ls earher in a year are determined

before those of the plan of the parent whose birthday falls later-in that year; but

| b) - if both parents have the same birthday, the benefits of the plan covering one parent

longer are determined before those of the plan coverrng the other parent for a shorter
-period of time.

© | - However, if the other plan does not have the b1rthday rule descrrbed above, but instead
~has a rulé based on the gender of the parent, and if, as a result, the plans do not agree on
_ the order of benefits, the rule in the other plan determines the order of benefits.

In the case of a dependent child of legally separated or drvorced parents, the plan covering the
Enrollee as a dependent of the parent with legal custody or as a dependent of the custodial
parent’s spouse (i.e. step-parent) will be primary over the plan covering the Enrollee as a
dependent of the parent without legal custody. If there is a court decree establishing financial
responsibility for the health: care expenses with respect to the child, the benefits of a plan
covering the child as a dependent of the parent with such financial responsibility will be
determined before the benefits of any other policy covering the child as a dependent child.

If the specrﬁc terms of a court decree state that the parents will share Jomt custody without
- stating that one of the parents is responsible for the health care expenses of the child, the

plans covermg the: chrld will follow the order of beneﬁt deterrmnatron rules outlmed in

o paragraph 3).

The benefits of a plan covering an msured person as an employee who is neither laid-off nor
retired are determined before those of a plan covering that insured person as a laid-off or
retired employee The same would hold true if an insured person is a dependent of a person

" covered as a retiree or an employee. If the other plan does not have this rule, and if, as a

result, the plans do not agree on the order of benefits, this rule 6) is ignored.

If an insured person whose coverage is provided under a right of continuation pursuant to
federal or state law also is covered under another plan, the followmg will be the order of
benefit determination.

a) Frrst the benefits of a plan covermg the msured person as an employee (or as that
insured person’s dependent). - :

b) Second, the benefits under the continuation coverage. -
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“c)' - If the other plan does not have the rule described above and if, as a result, the plans do
not agree on the order of benefits, this rule 7) is ignored. :

*8) - If none of the above rules determines the order of benefits, the benefits of the plan covering
" an employee longer are determlned before those of the plan covermg that insured person for
the shorter term.

9) When determmatron cannot be made m accordance with the above for Pedlatrrc Benefits, the
benefits of -a plan that is a med1cal plan covering dental as a benefrt shall be prrmary to.a
dental only plan. , o

18.4 N Selectmg Your Dental Provider.

a. Free Choice of Provider. You may See any Dental Provrder for your covered treatment whether the
. Provider is a PPO Provider, Premier Provider or a Non-Delta Dental Provider. This plan is a dental
PPO plan and the greatest benefits ~ 1ncludmg out-of- -pocket savings — occur when you choose a PPO
- Provider. To take full advantage of your Berefits, you should verify a‘dentist’s statiis within the dental
-network before each appointment. Review this section for an explanation of the dental plan payment
procedures to understand the method of payments apphcable to your Dental Prov1der selection and how

that may impact your out-of-pocket costs, :

b.  Locating a PPO Provider You may access mformatlon at www. deltadentalms com. You may also call
Delta Dental’s Customer Service Center and a representative will provide you with information
regarding a Provrder s network participation, specralty and office locauon ' ’

C. Choosmg a PPO Prov1der

i,  ThePPO plan potentrally allows the greatest reductlon in Enrollees’ gut- of -pocket expenses since
this select group of Providers will provide dental Benefits at a charge that has been contractually
agreed upon. Payment for covered servrces performed by a PPO Provider is based on the
Maximum Contract Allowance. : :

ii. - Costs iricurred by the Pediatric Enrollee for covered servrces w1th a PPO Prov1der apply towards
- the Qut-of- Pocket Maximum for ped1atr1c dental Beneflts : '

: d Choosmga Premier Provrder

i A Premier Provider is a partrcrpatmg provrder under this dental plan however the Prermer ’
' Provider has not agreed to the features of the PPO plan. The amount charged may be above that
accepted :by PPO Providers, and Enrollees will be responsible for balance billed amounts.
Payment for covered services performed by ‘a Premier Provider is based on the Maximum
Contract Allowance, and the Enrollee may be balance bllled up to the Premrer Provider’s
Contracted Fee. : -

ii.  Costs incurred by the Pedratrtc Enrollee with a Prermer Provrder do not count towards the Out of-
Pocket Maximum for Pediatric Benefits. Enrollee Coinsurance and other cost—sharmg including
‘balance billed amounts, continue to apply when a Premier Prov1der is used even if the Qut-of-
Pocket Maximuim for Pediatric Enrollees has been iet. :

e Choosmg a Non Delta Dental Provider . » -

i, If a Provider is a Non-Delta Dental Provider, the amount charged to Enrollees may be above that
accepted by PPO. Providers, and Enrollees will be responsible’ for balance billed amounts.
Payment for covered services performed by a Non-Delta Dental Provider is based on the
Maximum Contract Allowance, and- the Enrollee ‘may be balance bﬂled up to the Provider’s

- Subrmtted Fee. . ' : : : :

i, Costs mcurred by the Pedratrrc Enrollee W1th a Non Delta Dental Provrder do not count towards
the Out-of-Pocket Maximum for Pediatric Benefits. Enrollee Coinsurance and other cost-sharing,
including balance billed amounts, continue to apply when a Non-Delta Dental Provider is used
even if the Out-of-Pocket Maximum for Ped1atr1c Enrollees has been met. -

S f Addrtlonal Obhgatmns of PPO Provrders

i, The PPO Provider or Premier Provider must accept a331gnment of Benefrts meaning these
Providers will be paid directly after satisfaction of the Deductible and Enrollee Coinsurance. The
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Enrollee does not have to pay all the dental charges while at the dental office and then submit the
claim for reimbursement.

ii. ~The PPO Provider or Premier Provider will complete the dental Claim Form and submit it to the
- dental plan for reimbursement.

iii. The PPO Provider will accept contracted fees as payment in full for covered services s and will not
balance bill if there is a difference between Subrmtted Fees and PPO Contracted Fees.

g How to Submita Cla1m o :
i. Claims for Benefits must be filed on a standard Claim Form that is available in most dental
offices. PPO and Premier Providers will fill out and submit your claims paperwork for you. Some
Non-Delta Dental Providers may also provide this service upon your request. If you receive
services from a Non-Delta Dental Provider who does not provide this service, you can subrmt
your own claim directly to the dental plan Please refer to the section titled “Dental Claim Form”
for more information. S :

ii.  Your dental office should be able to assist you in filling out the Claun Form Frll out the Claim
Form completely and send it to: :

‘Delta Dental
- PO.Box 1809 - -

~ Alpharetta, GA 30023- 1809
678-297-1972 fax-

h. Payment Gurdelmes
i PPQor Premier Providers are not paid any incentive as an mducement to deny reduce, limit or
, - delay any appropriate service. o
i, If you or your Provider files a claim for services more than 12 months after the date you received
the services, payment may be denied. If the services were received from a Non-Delta Dental
~Provider, you are still responsible for the full cost. If the payment is denied because your PPO or
Premier Prov1der failed to submit the.claim on time, you may not be responsible for that payment.
However, if you did not tell your PPO or Premier Provider that you were covered under this
dental plan at the time. you received the service, you may be responsrble for the cost of that
—— service..
. This dental coverage is arranged by AvMed and admmrstered by Delta Dental If Delta Dental is
_ ‘unable to pay a dental claim for covered services, AvMed remains responsible for payment of
such claim conS1stent with the terms and conditions of this Contract

iv. . If you have any questions about any dental charges processing policies: or how your claim is
, ~ paid, please contact Delta Dental. ,
S Provrder Relat10nshrps

‘i, AnyPPO, ‘Premier or Non-Delta Dental Provrder including any Prov1der or employee associated
with or employed by them, who provides dental services to an Enrollee does so as an independent
contractor and shall be solely responsible for dental advice and for performance of dental
servrces or lack thereof to the Enrollee. -

185 Grlevances and Appeals. _ : -

' - you have questions about any pedratrrc dental services received, please first dtscuss the matter with
your Dental Provider. However, if you continue to have concerns, please call Delta Dental’s Customer
Service Center. You can also email questions by accessing the ° Contact Us” 'sectron of the dental plan
website at www. deltadentahns com :

b. Grievances.

i. Grievances regardmg el1g1b111ty the denial of dental services or claims, the polrcres procedures
or the quality of dental services performed by the Dental Provider ‘may be directed in writing to
the dental plan or by calling toll-free at 800- 521 2631,
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ii. ~ When you write, please include the name of the Enrollee, the AvMed Member ID number and
your telephone number on all correspondence. You should also include a copy of the Claim Form,
claim statement or other relevant information. Your claim statement will have an -explanation of
the claim review and any grievance process and time limits applicable to such process.

ili.  You and your Provider will be notified if Benefits are denied for services submitted on a Claim
Form, in whole or in part, based upon lack of medical necessity. Any such denial will be based
upon - a determmatton by a Provider who holds a non-restricted license in the same or an
appropriate ‘specialty that typically manages the dental condition, procedure or treatment under
review. You and your Provider have at least 180 days after receiving a notice of denial to request
a review in writing giving reasons Why you believe the demal was wrong Send your grievance to

~ the address shown below: ' - :

Delta Dental

P.O. Box 1809 ‘
Alpharetta GA 30023- 1809
678-297-1972 fax :

iv. Delta Dental will send you a written acknowledgment w1thtn five (5) days upon recerpt of your
' grievance and will review and send you a decision within 30 days. The review will take into
~ account all comments, documents, records or other information, regardless of whether such -
information was submitted or considered initially, If the review is of a denial based in whole or in
part on lack of dental necessity, experimental treatment or clinical judgment in applying the terms
of the dental Benefits there will be consultation with a dentist who has appropriate training and
experience. The review will be conducted by a person who is neither the individual who made the
ST c1a1m denial that i is subJect to the rev1ew nor the subordmate of such md1v1dual
C. Appeals : . : '
C i If you beheve you need further rev1ew of your dental clarm you may contact your Florida
. Department of Financial Services. If the group health plan is subject to the Employee Retirement
Income Sectrity Act of 1974 (ERISA); you may contact the U.S. Department of Labor, Employee
Benefits Security Administration (EBSA), for further review of the claim or if you have questions
about the rights under ERISA. You may also brmg a crvrl actron under Sectron 502(a) of ERISA.
The address of the U.S. Department of Labor is:

U.S: Department of Labor, -

Employee Benefits Security Administration (EBSA)
200 Constitution Avenue, N.W.

Washmgton D. C 20210.

18.6 General Prov1s10ns
'_a_. Chmcal Exarmna’uon

i. - Before. approvmg a dental cla1m Delta may requrre mformauon and records relatmg to
’ attendance to or examination, or treatment prov1ded to you, to administer the claim; or may have
you be examined by a dental consultant when and as often as may be reasonably requrred during

- the pendency of a claim, in or near your communrty or resrdence :

b. Wrrtten Notrce of Dental Clarrn/Proof of Loss.

i, There must be written proof of loss within 12 months after the date of the loss. Farlure to furnish
' such proof within the time required will not invalidate nor reduce any claim if it was not
: reasonably possible to give written proof in the time required, provided that the proof is filed as
soon as reasonably possible. A notice of claim submitted by you, on your behalf, or on behalf of

: your benefrcrary with information sufficient to identify you will be considered notice of claim.

i Send your Notice of Claim/Proof of Loss to at the address shown below '

Delta Dental
P.O. Box 1809 .
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~ Alpharetta, GA 30023-1809
678-297- 1972 fax

C. Claun Form;

i W1th1n 15 days afiter recelvmg a notice of a claim, you or your Dental Provider will be provided

~ with a Claim Form to make claim for Benefits. To make a claim, the form should be completed

and. signed by the Provider who performed the services, and by the patient (or the parent or
guardian if the patient is a mmor) and submitted to the address above.

it. ~ If a Claim Form is not sent to you or your Provider within 15 days’ after you or your Provider
~ gave notice regarding a claim, the requirements for proof of loss outlined in the section “Wiritten
Notice of Claim/Proof of Loss” above will be deemed to have been complied with as long as you
give written proof that explains the type and the extent of the loss that you are making a claim for,
within the time established for filing proofs of loss. You may also download a Claim Form from

the dental plan website at www.deltadentalins. com.

d. Time of Paymeiit.

i Dental claims payable for any loss other than loss that is a per10d1c payment will be processed no
later than 30 days after written proof of loss is received in the form required. You and your
~ Provider will be IlOtlfled of any add1t1onal mformatlon needed to process the claim within thls 30
.day per1od : .

e To Whom Beneﬂts Are Pa1d

i Itisnot requlred that the service be prov1ded bya spec1ﬁc dentlst Payment for services provided

~© by a PPO or Premier Provider will be made directly to the dentist. Any other payments will be
made to you unless you request in writing when filing a proof of claim that the payment be made
directly to the Dental Provider providing the services. All Benefits not paid to the Provider will be
payable to you or to your estate, or to an alternate recipient as directed by court order, except that
if the person is a minor or otherwise not competent to' give a valid release, Benefits may be
payable to his or her parent, guardlan or other person actually suppomng h1m or her

18.7 Deductlbles, Maxxmums Contract Beneﬁt Levels and Enrollee Comsurances

Annual Deductible s S -
Pediatric Enrollee .~ | . -$65 each Calendar Year -

‘Out-of-Pocket Maximum* } S :
Pediatric Enrollee $350 each Calendar Year for only one covered Pediairic Enrollee
Multlple Pediatric Enrollees | $700 each Calendar Year for two or more covered Pediatric Enrollees

% Out-of- Pocket Maxnnum applies only to Essentml Health Beneflts that are prowded by PPO Providers

~ for Pediatric Enrollees. Once: the amount paid by Pediatric' Enrollees equals the Dental Out-of-Pocket
" Maximum, no further payment will be required by the Pediatric Enrollees for the remainder of the
Calendar Year for covered services received from PPO Providers. Enrollee Coinsurance and other cost

- sharing, including balance billed amounts, will continue to apply for covered services from Premier or
Non-Delta Dental Providers even after the Dental Out-of- Pocket Maximum is met.

# If two or more Pediatric Enrollees are covered, the financial obhgatlon for covered services received
from PPO Providers is not more than the multiple-Pediatric Enrollees Dental Out-of-Pocket Maximum,
However, once a Pediatric Enrollee meets the Dental Out-of-Pocket Maximum for one covered Pediatric

" Enrollee, that Pediatric Enrollee will have satisfied his/her Dental Out-of-Pocket Maximum. Other
covered Pediatric Enrollees must continue to pay Enrollee Coinsurance for covered services received
from PPO Providers until the total amount paid reaches the Dental Out-of-Pocket Maximum for multiple
Pediatric Enrollees.
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Dental Plan’ e I
Dlagnostxc and Preventlve Services _ 100% . 0%
‘Basic Services 50% ] . 50%
| Major Services - ’ : C50% 50%
Medrcally Necéssary Orthodontlc Servrces 'i 50% f - 50% ’
| (requires prior authorrzatmn) 5 .
‘Waltmg Periods - f ’ " No Wa1t1ng Per1ods

Relmbursement is based on PPO Contracted Fees for PPO Premler and Non- Delta Dental Prov1ders
The dental plan will pay or otherwise dlscharge the Contract Benefit Level accordmg to the Maximum

Contract Allowance for covered services. Note: payment is the same Contract Benefit Level for covered
services performed by a PPO Provider, Premier Provider and a Non-Delta Dental Provider. However, the
amount charged to Enrollees for covered services performed by a Premier Provider or Non-Delta Dental
Provider may be above that accepted by PPO Prov1ders and Enrollees will be responsible for balance
billed amounts. ' L - : -

18.8

| Descrlptlon of Dental Servnces S . :
a. The dental plan will pay or otherwise drscharge the Contract Benefit Level shown in Sectton 18.7 for

Essential Health Benefits when provided by a Dental Provider and when necessary and customary

under generally accepted dental practice standards and for medlcally necessary Orthodontic Services.

- Orthodontic treatment is a benefit of this dental plan only when medrcally necessary as evidenced by a

. severe handrcappmg rnalocclusron and when a prior authorization is obtained.- Severe handicapping

- malocclusion is not a cosmetic condition. Teeth must be severely misaligned causing functional

- problems that compromise oral and/or general health. Benefits  for medlcally necessary orthodontics
- will be provided in periodic payments based on contmued enrollment :

b. Diagnostic and Preventive Serv1ces

' |procedures‘to aid the Prov1der in determmmg reqtured dental treatment

“|Consultations:

+|1. |Diagnostic:
2 ’Preventlve, S cleanmg (penodontal cleanmg in the presence of inflamed gums is consrdered
" lto be a Basic Benefit for payment purposes) topical apphcatron of fluoride
o solutions, space maintainers. -
3. |Sealants: topically applied. acrylic; plastlc ‘or composrte materrals used to seal
~|developmental grooves and p1ts in permanent molars for the purpose of
S preventmg decay. - _ : :
4. |Specialist ' opm1on or advice requested by a general dentrst

c. Basic Services -

when admlmstered by a Provider for covered Oral Surgery or selected

Restorative:

1.  |General =
. |Anesthesiaor  |endodontic and perrodontal surg1cal procedures o
| {IV Sedation: . | o :
- |2. |Periodontal perlodontal mamtenance; B
-|Cleanings: - B AR , T AR R
3. Palli_ative: emergency treatment to rel1eve pam .
4. amalgam and resin-based composite restoratlons (frllmgs) and prefabncated ,

|stainless. steel restorations for treatment of carious lesions’ (vxsrble destruction

~d. Major SerVices_

|of hard tooth structure resultmg from the process of decay)

L

Crowns and

_ |treatment of carious lesions (visible decay of the hard tooth structure) when

Inlays/Onlays:
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2. Pr_osthodontic's: procedures for construction of fixed bridges, partial or complete dentures and

the repair of fixed bridges; implant surgical placement and removal; and for
: , implant supported prosthetics, including implant repair and recementation.

3. |Oral Surgery:  |extractions and certain other surgical procedures (mcludmg pre-and post-
operative care), »

4. |Endodontics: treatment of diseases and injuries of the tooth pulp.
5. |Periodontics: treatment of gums and bones supporting teeth. ~
6. Denture : repair to partial or complete dentures, mcludmg rebase procedures and relmmg
. |Repairs: .
7. |Night " |intraoral removable appliances provided for treatment of harmful oral habits.
Guards/Occlusal , :

Guards:.

18.9  Limitations.

a.

Services that are ‘more expensive than the form of treatment customarily provrded ‘under accepted
dental practice standards are called “Optional Services”. Optronal Servrces also include the use of
specialized techniques instead of standard procedures : :

If an Enrollee receives Optronal Servrces an altemate Benefit will be allowed which means the dental
plan wﬂl base Benefits on the lower cost of the customary service or standard practice instead of on the

“higher cost of the Optional Service. The Enrollee will be responsible for the difference between the
higher cost of the Optional Servrce and the lower cost of the customary service or standard procedure.

Claims shall be processed in accordance with the dental plan’s standard processing policies. The
processing policies may be revised from time to time; therefore, the dental plan shall use the processing
policies that are in effect at the time the claim is processed. Dentists (dental consultants) may be used to
review treatment plans, diagnostic materials and/or prescribed treatments to determine generally

accepted dental practices and to determine if treatment has a favorable prognosrs '

If a primary dental procedure includes component procedures that are performed at the same time as

. the primary procedure, the component procedures are considered to be part of the primary procedure

for purposes of determining the dental Benefit payable. If the Provider bills separately for the primary
procedure and each of its ‘component parts, the total benefit payable for all related charges will be

* limited to the maximum benefit payable for the prunary procedure
. Exam and cleanmg lrmrtatmns '

i.  The dental plan will pay for oral examinations (except after hours exams and exams for
observation) and routine cleanings no more than once every six (6). months. Periodontal
maintenance in the presence of inflamed gums are limited to four (4) times in a 12-month period.
Up to four (4) periodontal maintenance procedures and up to two (2) routine cleanings not to
exceed four (4) procedures or any combination thereof in a 12-month period.

i A full mouth debridement is allovved once in a lrfetrme and counts toward the cleanmg frequency

in the year provided.

ifi. . Note that periodontal cleanings and full mouth debrrdement are covered as a Basic Benefit, and
routine cleanings are covered as a Diagnostic and Preventive Benefit. Perrodontal maintenance is
only covered when performed following active periodontal therapy. '

iv. Caries rrsk assessments are allowed once in 36 months for Enrollees age three (3) to 19

X-ray limitations:
i.  The dental plan will hrmt the total re1mbursable amount to the Provrder s Accepted Fee for a
- complete intraoral series when the fees for any combination of intraoral x-rays in a single
treatment series meet or exceed the Accepted Fee for a complete mtraoral series..
ii.  When a panoramic film is submitted with supplemental films, the dental plan will limit the total
rermbursable amount to the Provider’s Accepted Fee for a complete mtraoral series.
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iii. If a panoramic film is taken in conjunction- w1th an intraoral complete series, the dental plan
considers the panoramic film to be included in the complete series.

iv. A complete intraoral series and panorarmc film are each limited to once every 60 months.

v.  Bitewing x -rays are limited to once every six (6) months. B1tew1ngs of any type are disallowed
within 12 months of a full mouth series unless warranted by special circumstances.

g. The fee for pulp v1tahty tests are mcluded in the fee for any defrmttve treatment performed on the same
date. : : : .

h. Top1ca1 apphcatlon of ﬂuortde solutlons is hmlted to tw1ce within a 12-month perlod

i. - The removal of a fixed space maintainer is consrdered to be included in the fee for the space
maintainer;  however, an exception 1s made 1f the removal is performed by a different -
Provrder/Provrder s office. - »

j. Sealants are lumted as follows :
i to permanent molars if they are w1thout caries (decay) or restorations on the occlusal surface.

ii.  repair or replacement of a Sealant on any tooth wrthm 36 months of its applrcatton is included in
the fee for the original placement :

k Spec1altst Consultatmns are l1rmted to. once per lrfetune per Provrder and count toward the oral exam
- frequency. . , - _
l. The dental plan wrll not cover replacement of an amalgam or resm—based composrte restorations
 (fillings) within 24 months of treatment if the service is provided by the same Provider/Provider office.
Prefabncated crowns are limited to once per. Enrollee per tooth in any 60- month per1od Replacement
restorations within 24 months are included i in the fee for the orrgmal restoration.,

m Protective restorattons (sedative ftllmgs) are allowed when definitive treatment is not performed on the
same date of service. The fee for protective restoratrons are included in the fee for any definitive
treatment performed on the same date. : :

n. - Prefabricated stamless steel crowns are allowed on baby (dec1duous) teeth and permanent teeth up to
age 16. : . o y .
0. Therapeut1c pulpotomy is limited to baby (dec1duous) teeth only an allowance for an_emergency

' palliative treatment is made when performed on permanent teeth, _ ,

- p. Pulpal. therapy (resorbable filling) is limited to once in a hfetrme and to primary’ incisor teeth for
-Enrollees up to age 6 and for primary molars and cusprds up to age 11. Retreatment of root canal
therapy by the same Prov1der/Prov1der off1ce vvlthm 24 months is con51dered part of the ortgmal

-.-procedure v : N s - . U :

q. Apexrﬁcatron is only benef1ted on permanent teeth wrth mcomplete root canal development or for the
. repair of a perforation.

r. Retreatment of apical surgery by the same Prov1der/Prov1der office w1thm 24 months 1s con31dered part
* of the original procedure. - : ~ : : - - :

s. Fees for additional pins on the same tooth on the same date are cons1dered a component of the initial
~ pin placement. : :

t. Palliative treatment is covered per visit, not per tooth and the fee for palhatlve treatment provided in

s ,conJunctron with any procedures other than X-1dys Or. select Dragnostrc procedures is considered
- included in the fee for the defrmttve treatment :

u. - Periodontal limitations:

i, Benefits for pertodontal scalmg and root plamng 1n the same quadrant are hrmted to once in every
~ 24-month penod : :

ii. = Periodontal surgery in the same quadrant is hrmted to once in every 36 month period and
- includes any surgrcal re-entry or scalmg and root plamng

iii. Periodontal services, including graft procedures are only covered for the treatment of natural teeth
and are not covered when submitted in conjunction with extractions, periradicular surgery, ridge
augmentation or implants.
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iv.  Periodontal surgery is subject to a 30 day wait following periodontal scahng and root planing in
the same quadrant.

v.  Cleanings (regular and periodontal) and full mouth debridement are subject to a 30 day wait
following perrodontal scaling and root planing if performed by the same Provider office.

v. Collection and apphcatron of autologous blood concentrate product are limited to once every 36
months: B _ : ,

w. Crowns and Inlays/Onlays are covered not more often than once in any 60 month period. except when
the dental plan determines the existing Crown or Inlay/Onlay is not satisfactory and cannot be made
sat1sfactory because the tooth involved has expenenced extensive loss or changes to tooth structure or
supporting tissues. Servicés will only be allowed on teeth that are developmentally matyre.

x. Core buildup, including any pins, are covered not more than once in any 60 month perrod
y. Resin infiltration of mcrptent smooth surface lesions is covered once in any 36 morth period.

z. When allowed within six (6) months of a restoration, the Benefit for a Crown, Inlay/Onlay or fixed
prosthodont1c service will be reduced by the Beneflt pard for the restoration.

aa. Prosthodontic apphances unplants and/or 1mp1ant supported prosthetrcs (except for 1mplant/abutment
supported removable dentures) that were provided under any dental program will be replaced only after
60 months have passed, except when it is determined that there is such extensive loss of remaining
teeth ‘or change in- supporting -tissue that the existing fixed bridge or denture cannot be made
 satisfactory. Replacement of -a prosthodontic appliance ' and/or implant supported prosthesis not
provided urider a the dental program will be made if it is determined to be unsatisfactory and cannot be
- made sattsfactory Services will only be allowed on teeth that are developmentally mature. Diagnostic
~ and:treatment facrhtatrng aids for implants are considered a part of, and included in, the fees for the
definitive treatment. The dental plan’s payment for 1mplant removal is limited to one (1) for each
implant within a 60-month period.- :
bb. Debridement and/or osseous contouring of a perr-rmplant defect, or defects surroundmg a single
implant, and includes surface cleaning of the exposed unplant surface, mcludrng flap entry and closure
is allowed once every 60-month period.

- cc. An 1mp1ant is a covered procedure of the plan only if determined to be a dental necessity. If an arch can
be restored with a standard prosthesis or restoration, no benefits will be allowed for the individual
implant or 1mplant procedures. Only the second phase of treatment (the prosthodontic phase placmg of

. the implant crown, brrdge denture or partral denture) may be subJect to the alternate benefit provision

- of the plan. : :
dd: When a posterior fixed brtdge and a removable partral denture are placed in the same arch in the same

treatment episode, only the partial denture will be a Beneﬁt
ee. Recementation of Crowns Inlays/Onlays or brrdges is included in the fee for the Crown Inlay/Onlay
- or bridge when performed by the same Provrder/Prowder office wrthm six (6) months of the initial
placement. .
ff. The initial installation of a prosthodontic applrance and/or 1mp1ants is not a Benefrt unless the
- prosthodontic apphance and/or implant, bridge or denture is made necessary by natural, permanent
teeth extraction occurring during a time the Enrollee was under a the dental plan. - ,
gg. The dental plan limits payment for dentures to a standard pamal or complete denture (Enrollee
Coinsurances apply). A standard denture means. a removable appliance to. replace missing natural,
permanent teeth that is made from acceptable materials by conventional means and includes routine
post-delivery care mcludmg any adjustments and relines for the first six (6) months after placement.
i. * Denture rebase is limited to one (1) per arch in a 36-month period and mcludes any relining and
- adjustments for six (6) months following placement.
ii.  Dentures, removable partlal dentures and relines include adj ustments for six (6) months following
installation. After the initial six (6) months of an adJustment or reline, relining are hmlted to one
(1) per arch in a 36-month period. -
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it Tissue conditioning is not allowed as a separate Benefrt when performed on the same day as a
denture, reline or rebase service. :

hh. Occlusal guards are covered by report for Enrollees age 13 or older when the purpose of the occlusal

~ guard is for the treatment of bruxism or dragnoses other than temporomandibular joint dysfunction
(TMJD). Occlusal guards are limited to one (1) per 12 consecutive month period. The repair or
replacement of : any appliances for Night Guard/Occlusal Guard are not covered

i, _ermtatrons on Orthodonttc Services:

i Serv1ces are llrmted to medrcally necessary orthodontrcs when provrded by a Provrder and when
necessary and customary under generally accepted dental practice standards. Orthodontic
treatment is a benefit of this dental plan only when medrcally necessary as ev1denced by a severe
handrcappmg malocclusmn and when a prior authortzanon is obtained. '

B i AOrthodontrc procedures are a benefit only when the dragnostlc casts verlfy a minimum score of 26
~ points on the Handicapping Lablo—ngual Deviation. (HLD) Index or one of the automatic qualrfymg
- conditions below exist. - : . _

kk. The automatlc quahfymg conditions are:

i Cleft: palate deforrmty If the cleft palate is not v151ble on the d1agnostrc ‘casts written
_documentatron from a credentialed specialist shall be submltted on their professronal letterhead,
with the prior authorization request, :

A deep 1mp1ng1ng overbite in which the lower incisors are destroymg the soft USsue of the palate,
iii.  Acrossbite of mdmdual anterior teeth causmg destructton of soft t1ssue
iv. - Severe traumatlc deviation. K : g

L The followmg documentatron must be submltted w1th the request for prtor authorrzatwn of servrces by
the Provider: - :

i ADA 2006 or newer claim form wrth service: codes requested
ii. Dlagnostlc study models (trimmed) with bite registration; or OrthoCad eqmvalent
iii. Cephalometrrc radiographic image or panoramic radiographic image; -
iv.  HLD score sheet completed and s1gned by the Orthodontrst and o
v, Treatment plan. ‘

mm. The allowances for comprehenswe orthodontrc treatment procedures (D8080 'D8090) include all
“appliances, -adjustments, insertion, removal and post treatment stablhzatron (retent1on) No additional
charge to the Enrollee is perrmtted L

nn, Comprehensrve orthodontic treatment mcludes the replacement reparr and removal of brackets bands

and arch wires by the original Provider. ‘ Lo

0o. Orthodontic procedures are benefrts for medlcally necessary handrcappmg malocclusron cleft palate_

. - andf facial growth management cases for Enrollees under the age of 19 and shall'be prtor authorrzed
pp. Only those cases with permanent dentrtron shall be consrdered for medrcally necessary handlcappmg
malocclusion, unless the Enrollee is age. 13 or older with primary teeth remaining. Cleft palate and
~ craniofacial anomaly cases are a benefit for prrmary mixed and permanent dent1t1ons Cramofacral'
anomalies are treated using facial growth management
qq. All necessary procedures that may affect orthodont1c treatment shall be completed before orthodontic
“treatment is cons1dered D :

rr.- When specralrzed orthodontrc appllances or procedures chosen for aesthetic cons1derat10ns are
provided, the dental plan will make an allowance for the cost of a standard orthodontrc treatment. The
Enrollee is responsible for the difference between the allowance made towards the standard orthodontrc

-~ treatment and the dentist’s charge for the specialized orthodontic appliance or procedure. '

ss. Repair and replacement of an orthodontic appliance inserted under tlns dental plan that has been
damaged lost, stolen, or rmsplaced isnota covered serv1ce :

18._ 10 Exclusrons Dental Benefits are not payable for:
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a. - services that are not Essential Health Benefits.

b. treatment of injuries or illness covered by workers’ compensat1on or employers’ llabrlrty laws; services
received wrthout cost from any federal, state or local agency, unless this exclusron is prohibited by law.

¢. cosmetic. surgery or procedures for purely cosmetic reasons.

d. maxillofacial prosthetics. . ,
provrsronal and/or temporary restorations (except an mterlm removable partral denture to replace
extracted anterior permanent teeth during the healing period for children 16 years of age or under).
Provisional and/or temporary restorations are not separately payable procedures and are mcluded in the
fee for completed service.

f. services for congenital (heredrtary) or developmental (following birth) malformations, including cleft
palate, upper and lower jaw malformations, enamel hypoplasia (lack of development) fluorosis (a type
of discoloration of the teeth) and anodontia (congemtally missing teeth), except those services provided
to children for medicalty dlagnosed congenital defects or birth abnormalities.

g. treatment to stabilize teeth, treatment to restore tooth structure lost from wear, erosion, or abrasion or
treatment to rebuild or maintain chewing surfaces due to teeth out of alignment or occlusion. Examples
include but are not limited to: equilibration, periodontal splinting, or complete occlusal adjustments.

h. any Single Procedure provided prior to the date the Enrollee became el1g1ble for services under this
plan. : _

i, prescribed drugs, medication, pam killers, antlrmcroblal agents or experlmental/mvestlgatlonal
procedures S -

j. charges for anesthes1a other than general anesthesia and IV sedat1on admrnrstered by a Provider in
connection with covered oral surgery or selected endodontic and periodontal surgical procedures. Local
anesthesia and regional/or trigeminal bloc anesthesia are not separately payable procedures.

extraoral grafts (grafting of tissues from outside the mouth to oral tissues).
laboratory processed crowns for Enrollees under age 12.

. dendodontic denosseous implants. , '
indirectly fabr1cated resin-based Inlays/Onlays

charges by any hospital or other surgical or treatment facrlrty and any addrtronal fees charged by the
Provider for treatment in any such facility.

treatment by someone other than a Provrder or a person who by law may work under a Provider’s direct
supervision. : : v

q. charges mcurred for oral hygrene instruction, a plaque control program preventrve control programs
including home care times, dietaty instruction, x-ray duplications, cancer screening, tobacco counselmg
or broken appomtments are not separately payable procedures. :

r. -dental’ ‘practice adrmmstratrve services mcludmg preparation of claims, any non~treatment phase of
dentistry such as provision of an antiseptic environment, sterﬂrzatron of equipment or infection control,
or any ancillary materials used during the routine course of provrdmg treatment such as cotton swabs

- gauge, bibs, masks or relaxation techniques such as music.

S. procedures havmg a questronable prognos1s based ona dental consultant s professronal review of the
submitted documentation.

t. any tax 1mposed (or incurred) by a government state of other entity; in connection w1th any fees
charged for Benefits provrded under the Contract will be the responsrblhty of the Enrollee and not a
 covered Benefit.

u.. Deductibles and/or any service not covered under the dental plan.

v.. services covered under the dental plan but exceed Benef1t lmutatmns or are not.in accordance with
processing pohc1es in effect at the time the clalm is processed. :
w. the initial placement of any prosthodontic appliance or implants, unless such placement is needed to

replace one or more natural, permanent teeth extracted while the Enrollee is covered under the Contract
or was covered under any dental care plan. The extraction of a third molar (wisdom tooth) will not

cp g~ F

"p .
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qualify under the above. Any stich deniture 6'_r 'f'ixe-'d, bridge must include the replacement of the
extracted tooth or teeth. :

X. services for any disturbance of the temporomand1bular (jaw) joints (TM]) or assoaated musculature
nerves and other tissues.

y. services for Orthodontm treatment (treatment of malocclusmn of teeth and/or Jaws) except medlcally
necessary Orthodontics provided a prior authorization is obtamed :

z. missed and/or cancelled appointments. -
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Amendment AvMed

Review Procedures/How to Appeal a Claim (Beneﬁt Demal)

As of the Contract Effectlve Date, the Small Group Medncal and Hospltal Servnce Contract is hereby
amended, as shown below.

Part XIII. REVIEW PROCEDURES/HOW TO APPEAL A CLAIM (BENEFIT DENIAL), is revised as
follows (words stricken are deleted; words underlined are added):

13.3 Claims for Benefits.
Subsection a.ii.1);

1) Appeal of a Pre-Service Claim. AvMed shall notify the Claimant of its determination on review
~ not later than 30 days after AvMed receives the Claimant’s request, except in limited cases when
' AvMed provides new information to the Claimant that AvMed is considering in the appeal. and
gives the Claimant an opportunity to respond. An appeal of an Adverse Benefit Determination
with respect to a Pre-Service Claim may be submitted to:
Subsect1on b.i.1):

1) Appeal of an Urgent Care Claim. AvMed shall notify the Claimant of its determination on review
as soon as possible, taking into account the medical exigencies, but not later than 72 hours after

receipt of the Claimant’s request, except in limited cases when AvMed provides new information

to the Claimant that AvMed is considering in the appeal, and gives the Claimant an opportynity
to respond. An appeal of an Adverse Benefit Determination with respect to an Urgent Care Claim

may be submitted to AvMed’s Member Relations Department, at the address listed in Sectlon
13.3a.ii.

Subsection d.ii.1):

1)  Appeal of a Post- Serv1ce Claim. AvMed shall notify the Claimant of the determination on review
not later than 60 days after receipt of the Claimant’s request except in limited cases when AvMed
prov1des new information to the Claimant that AvMed is considering in the appeal, and g;ves the
Claimant an opportunity to respond. An appeal of an Adverse Benefit Determination with respect
to a Post-Service Claim may be submitted to AvMed s Member Relations Department at the
address listed in Section 13.3a.ii.

13.5 Review Procedure Upon Appeal.
Subsections c. through h.:

c. If any new or additional ev1dence is rehed upon or ,qenerated by us during the determination of the
appeal, or any new or additional rationale for our decision is considered, we will provide it to you free.
of charge and sufficiently in advance of the due date of the response to the adverse benefit
determination. Notw1thstand1ng any other regun‘ement for_the t1mmg of ‘our_decision _on appeal,

" Claimants will be given a reasonable amount of time to respond to any new or additional evidence or
' ngw ’ :

ed. The appeal shall take into account all comments, documents, records and other information the
Claimant submitted relating to the Claim, without regard to whether such information was submitted or
considered in the initial Adverse Benefit Determination.

de. The appeal shall be conducted by an appropriate named fiduciary of AvMed who is neither the
individual who made the initial Adverse Benefit Determination nor the subordinate of such individual.
Such person shall not defer to the initial Adverse Benefit Determination.

ef. In deadmg an appeal of any Adverse Benefit Determination that is based in whole or in part on a

. medical judgment, including determinations with regard to whether a particular treatment, medication,
or other item is Experimental or Investigational, or not Medically Necessary, the appropriate named
fiduciary shall consult with a Health Professional who has appropriate training and experience in the
field of medicine involved in the medical judgment.
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Amendment AvMed

fg. The appeal shall prov1de for the 1dent1f1cat1on of med1cal or vocational experts whose advice was
obtained on behalf of AvMed in connection with a Claimant's Adverse Benefit Determination, without

A regard to whether the adv1ce was relied upon in makmg the Adverse Benef1t Determmatlon '
gh. The appeal shall prov1de that the Health Professronal engaged for purposes ofa consultation shall be an

individual who is neither an individyal who was consulted in connection with the initial Adverse
Benefit Determmatlon that is the subject of the appeal nor the subordinate of any such 1nd1v1dua1

B In the case of an, Urgent Care Claim, there shall be an’ expedlted review process purstiant to ‘which: -
i. . arequest for an exped1ted appeal of an Adverse Beneflt Determination may be subrmtted orally or
- in writing by the Claimant; and - : : = = -

ioall necessary information, including AVMed s beneflt determmaﬂon on review, shall be transmltted
- between AvMed and the Claimant by telephone facsmule or other avallable s1rm1arly exped1t10us
methods : :

All other provisions of Part XIII REVIEW PROCEDURES/HOW TO APPEAL A CLAIM (BENEFIT
DENIAL), remain unchanged from the ongmal as descrlbed in; the 2018 Small Group Med1ca1 and Hosprtal
Service Contract. : : . _

 James M. Repp, President & COO
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Addendurri to the AvMed Group Medical
and Ho_épital Service Contract

Th1s addendum together Wlth the benef1ts prov1s1ons of the AvMed Group Medical and Hospltal Service
Contract (the “Contract”) and the other attached documents constitute the summary plan description for this
portion of your Subscribing Group’s Welfare and/or Benefit Plan (the “Plan”). To the extent there are any
inconsistencies between the provisions of this Addendum and the provisions of the Contract, the terms and
provisions of this Addendum will govern. The official Plan document contains the full Plan details. This
document does not create a contract of employment between the Subscribing Group and any employee. The
Subscribing Group reserves the right to discontinue, amend or replace this Plan at its discretion at any time
for any reason. If you have further questions about the Plan or would like a complete copy of the Plan
document ‘contact your human resources representanve :

Statement of ERISA Rxghts

As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (“ERISA”). ERISA provides that all Plan part1c1pants shall be entitled to:

_ Recelve Information About Your Plan and Beneﬁts

Fxamine, without charge, at the Plan Adnumstrator s office and at other spec1f1ed 1ocat10ns such as
worksites and union halls, all documents governing the Plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest annual report (Form 5500 series), if any, filed by the Plan
with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits
Security Administration. :

Obtain, upon written request to the Plan Administrator; copies of documents governing the operation of the
Plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual
report (Form 5500 series), if any, and updated summary plan description (SPD) The Plan Administrator may
make a reasonable charge for the copies. -

Receive a summary of the Plan's annual Form 5599, if any is required by ERISA to be prepared, in which
case, the Plan Administrator is requued by law to furnish each Participant with a copy of this summary
annual report.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan Participants, ERISA imposes duties upon the people who are
respons1b1e for the operation of the employee benefit plan. The people who operate your Plan, called

"fiduciaries" of the Plan, have a duty to do so prudently and in the interest of you and other Plan Participants -
and beneficiaries. No one, including your employer, your union, or any other person, may fire you or
otherwise discriminate against you in any way to prevent you from obtaining a Plan (pens1on/we1fare) benefit
or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a (pension/welfare) benefit is denied or ignored, in whole or in part, you have a right to
know why this was done, to obtain copies of documents relating to the decision without charge, and to appeal
any denial; all within certain time schedules. Under ERISA there are steps you can take to enforce the above
rights. For instance, if you request a copy of Plan documents or the latest annual report (Form 5500) from the
Plan and do not receive. them within 30 days, you may file suit in a Federal court. In such a case, the court
may require the Plan Administrator to provide the materials and pay you up to $110 a day until you receive
the materials, unless the materials were not sent because of reasons beyond the control of the administrator.
If you have a claim for benefits which is denied or ignored in whole or in part, you may file suit in a state or
federal court. In addition, if you disagree with the Plan's decision or lack thereof concerning the qualified
status of a domestic relations order or a medical child support order, you may file suit in federal court.

If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a

1of2 MP-6046 (01/18)
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federal court. The court will decide who should pay court costs and legal fees. If you are successful the court
may order the person you have sued to pay these costs and fees. If you lose, the court may order you to pay
these costs and fees, for example if it finds your claim is frivolous. . ' ' L o
Assistance with Your Questions ST T ; o Co -
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor (listed in your telephone directory), or. contact the
Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue N.W,, Washington, D.C. 20210. You may also obtain certain publications
- about your rights and responsibilities under ERISA by calling the publications hotline of the Employee
Benefits Security Administration. I N ' L
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Summary of Benefits-and Coverage: What this Plan Covers & What You Pay For Covered Services

Small Group Achieve LG200-SG18

AvMed
e’

Coverage Period: 06/01/2018 - 05/31/2019
Coverage for: Individual or individual + Family] Plan Type: HMO

e Summary of Benefits and 0o<ma@m Ame document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for 8<m_.ma :mm: care services. ”_zo._.m__ﬁ,. _aoqamﬂ_o:_mucﬁEm.ao% of Ew

is plan (called the premium) will be 3<_%,a_mmu_maﬂm_sqs_w_m o=_<m
complete terms of coverage, call 1-800-376-6651 or visit www.avmed.org. For

;. .o_:mEm:om._,.,,_, ommKBmaamacQ_c_m mas%: or other underlined terms see

What is ?y. overall
deductible? _

1$1,500 individual / $3,000 family

i Omzma_? <oc chﬁ 8< all the nom.a :os n_,os%a.% to the qma:g_c_m msoca

before this plan begins to pay. If you have other family members on the plan,
each family member must meet their-own individual deductible until the total
amount of deductible expenses paid by all family members meets the overall
family deductible %%Q_a_m.

%%Q__u_mo

<mm.,,._ Preventive care, office visits; tests &

atient surgery at independent fac lities, om;m_:
prescription aEQm urgent m:a eme

.ﬁ:w u_|m|

n covers some. _ﬁmam and services if.you haven't yet met the deductible
ita Or coinsurance may apply. For example; this plan
o< s certai : a<ma_<m m_z_o% _59_ ,ﬂ.m:m::m m:g cao_,m <oc Bmﬂ your

Are there other deductibles
for mum%n services?

<mm emm cmq child ,ﬂoﬁv_uma_m:_o cmam_
> apply fo the overall deductible. Thereare no other

_Uomm:_ﬁ

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

<<=m. Em oﬁ.o cooxm
__3; 0 5_m _.v_lml.v

mumo_ﬁ c %aca_zmm

I The o:*.a. yocket fimit is the most you could pay in'a year for covered services. If

| pocket __s_a until the  overall fam ly out-of ocket: __s_ﬁ has been met.

you have other family members in this plan, they have to meet 5985: ocﬂ.o*.

What is not included inthe
out-of-pocket limit?

_uas_cam uma_m:_n amam_ %aco:zm wamo:m:o

drug brand additional charges, and services this
plan doesn't cover.

Even though you pay these expenses, they don't count toward the o :@mmcn_a
limit.

m_ :mg rk s_ﬁ,os%_\v

 , mas% _,Um_ﬂoa you ”@mﬁ mmz_omm.v

1Do you need a referral o
see a specialist? -

No.

You can see the s specialist you choose. without a aﬁm:m_

A\ICr> LI 1NO7T N110

OMB Control Numbers pmum-NNNP 1210-0147, and 0938-1146

| Y RIS G

LA Afar

098 | 33 of 36



>= 80m<§m=~ m:a 8528:8 Sma msoss 5 5_m %mn ma mnmq <oE

%q:a_c_m zmm _umm: 3& ifa %a:%w_m mcu__mm

9338 e ‘
Medical Event Spvioes YouMay Need . |

<<:m~ <o: << nm<

l.l}!x;%il!l]ixl:v..l..tllxl..xxl,.l.'l.l}..izi.ll.fl‘(.aklx:!.l!ilt!,.l;xi[!nl!exz!a‘

an AvMed ngo% Provider | an Out of Network Provider

(You will pay the most)

! ions, Exceptions, & Other _suo;ma
m Information -

Not Covered

B >%_:o:m~ %mamm may mnué for non-

preventive services performed in the
.v:<m_o_m: s office.

o_mm:omﬁ_o test Ax.a? _u_ooa
s\oi U

-1$100 copay/ visitat -

independent facilities;.
~1$150 copay/ visit after
deductible at all.other

facilities; $25 copay/ visit for

lab work at certain

Not Covered-

_ foffice. Charges for certain other labs and

Aommamm_ for office visits 3,m<__m%_<__ if
services are performed in a Physician's

mumo_m_a\ labs will be higher.

participating labs

AVSG_HG_1087 0118
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Common

- Medical Event

mm:mzoaemm A_.:mﬂ 1)

What You Wil Pay

: ><_sma Network Provider
ro will pay the _mmmc

ws copay/ prescription
(retail); $25 copay/
prescription (mail order)

[

.x‘lnlxtlx«.!lrl..k..llxpllelllal..!.s..!liil:z_-.i.itvi.,.llllr‘t..).kl:fxf!.f\.kf.!;lsl

_A an Out of Network Provider

Not Covered

_._S;m:o:m mxamcﬁ_osm woﬁzmﬂ _Bno: :ﬁ
, _;noﬁsm:o:

,_ prescription (mail oama

$80 copay/ Emmo:n:o:
(retail); $200 copay/
prescription (mail order)

Not Covered

independent facilities; $750
copay/ visit after deductible at

m__ oﬁ:mﬂ kﬁmn__;_mm

Not Covered

AvMed must be notified within 24-hours of
inpatient admission following emergency
services, or as soon as reasonably possible.
Charges are waived if admitted.

$125 copay/ visit at urgent
care facilities; $25.copay/ visit-
at retail clinics

- fwm 885 visit after

deductible at urgent care
facilities; $25 copay/ visit after

Physician/surgeon fees

deductible at retail clinics

"~ {No charge after deductible

Azo\mhmzmﬂma |

Prior authorization required

AVSG_HG_1087 0118

098 | 33 of 36



i OQSBS .
- Medical Event

mm ces You .z_% zmwmm 5 ] - | :mﬁ_o:,m_ Exceptions, & Other Importa
5 : R _N Information

+Hospital stay: $750 copay/
day for the first 3-days per
admission after deductible;

Residential stay: $250 copay/
day for the first 5. days per
admission after deductible

Prior authorization required. Residential stay

Not Govered is limited to 60 days per calendar year.

: , " Routine OB & Midwife U :
AR T A P v, it : _<_m$3;< care may include tests and
Childbirth/delivery - services: $25 copay/ 1st visit. | .. .
professional senvices  only: m:ummncmg <_m;m atno zg_.noswaa_ | o services described .m_mms:ma in Em SBC

_.Am_._@ 0. :Emmo::&., :

JAVSG_HG_1087_0118
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<<jm~ <oc W __ _um<

T !l\x.!xil!.\l‘xl..?(!x,slz\.\x:.\.l.ll.il\l}:llv‘i.:iltrar'\l!..

: ><_<_ma ngo} Provider |
Q uwill pay the _mmmc

$50 copay! visit after
deductible

n Out of Network Provider
You will pay the most).

Not Covered

Limitations, mxnmE_o:m & Other _Suo:ma
_:*232_0:

_._3;3 to 20 skilled visits per 8_%%: <mmﬂ
Approved treatment plan required.

Limited 8 35 sm_a per calendar year for
rehabilita : oﬂ.m._._.._omammo
rehab, and %_Bcag_o services ooagzma

: 0ma_mo rehab requires prior mcﬁso:Nmﬁ_o:

$50-copay/ visit

Not Covered

_:3;8 to 35 visits per calendar year for
outpatient habilitative PT, OT and ST
combined.

- irequired.

| Limited to 60 days’ uoﬂ-:omo_a__Nmﬁ_o:,nma :

per calenda ,<mmﬂ ,._u o&&:o:Nm:o:,..,_

$100 copay/ episode of
iflness

Not Covered

mxo_c%wé:_o_m Boa_dﬂ_ommozm. :oam

‘tmodifications, exercise equipment, and

Dbathroom equipment.

_._3;8 to1 m<m exam per om_msam_,_v\mmﬁ 8.

amﬁm::_:m the :mma 5 m_@z,no:,moﬁ_o:.

iNo ¢charge *Q Em<m3_<m care

at'Delta-Dental zmgo%
_ua<_%a

_ua<ma_<m care 3m<_ cm

subject to cost sharing if g__ma

charges exceed allowed -

“tamount -

Limited to 1 exam every 6 months. See the:
dental attachment to your AvMed Contract
for 8<m8mm details. ,

AVSG_HG_1087_0118
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Check your policy or plan document for mor uded ¢

. >m%:_:a..:,8 | B ¢ :mml:@.,b,.__aw . . V;___uz<m_$-c.5< z:a.:_@

+  Bariatric Surgery * Infertility Treatment *  Routine Eye Care (Adult)
*  Cosmetic Surgery R + Long-Term Care - . . e Routine Foot Care
* - Dental Care A>Q,c__c L -~ * . Non-Emergency Care When #m_<m__:@_.oc§% e Weight _.omm__vamaam.

o oo theUS. T

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is: the Florida Office of Insurance Regulation at 1-877-693-5236 or www.floir:com/consumers, the U.S. Department of Labor, Employee Benefits Security .
Administration, at 1-866-444-3272 or www.dol.gov/ebsa/contactEBSA/consumerassistance.htmi; or the U.S. Department of Health and Human Services at 1-877-267-
2323 61565 or www.cciio.cms.gov. Other coverage options may be available to'you too, including-buying individual insurance.coverage through the Health Insurance
‘Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-25%6. . . - . L _ .

Your Grievance and-Appeals Rights:There are agencies that can help if you have a complaint against your plan for-a denial of a claim. This ‘complaintis-called a
grievance or appeal. For more-information about your rights, look at the explanation of benefits you will recsive for that medical claim. Your plan docurents aiso
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For:more information about.your rights, this notice, or assistance,
contact AvMed's Member Engagement Center at 1-800-376-6651. For plans subject to ERISA, you may also contact the U.S. Department of Labor's Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. Additionally; a consumer assistance-program can help you file.your appeal.
Contact the Florida Department of Financial Services, Division of Consumer Services, at 1-877-693-5236 or wwwi.floir.com/consumers.

ccmmiw u_.m:vas% Minimum Essential Coverage? Yes.. o e . ST
If you don't have Minimur Essential Coverage for amonth; you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that Boa:., e _ , R ,

Does this plan mieet Minimum Value Standards? Yes. | T
If your plan doesn't meet the Minimum Value Standards, you may be _m_ae_m_.aﬂm remium tax credit to sm__c_u@_aw aplan Eac@:_,ﬁ:.m.._,\_m_,x%_mom.

Language Access Services: -~ .- . o0
Para obtener asistencia en Espafiol, llame al.1-800-376-6651. . -

To see examples of how this plan might .8,<,m»8_m_~w_.\.o» a _mmsu\m sm&mm\ QE&@; Mmm _Sm_ next wm,g.%. —

.AVSG_HG. 1087 0118
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About .N:mmm 0o<m3@m Examples:

This is:not a cost estimator. ﬁmmﬁamzw m:os are Emﬂ examples of how this plan might cover medical care. Your actual. costs will be different
%om:a_:@ on Em moEm car oc mom_<m :_m price <oS _,o<a2 %mam m:a Bm: oﬂ:m:nmoaa _uoocm o: Sm omﬁ m:m::m maocam

_,__,_,,_umn_w__._m<_:@mwmg\ PER : ,,Zm:mg.:@,.,_om_m_g_umN.chmam n e zmm.wmman_m _..E_oaa,

(9 months of in-network pre-natal careanda -~ @ (a year of routine in-network care of awell- | in-network emergency:room visit and follow up

F hospital delivery) - GRS o controlled 8:%83 e care) .

o ._.:m plan's overall qmaca_c_m o | $1,500 = “The u_msm o<m8= deductible . .ea._moo. & The u_mzm overall %%Q_a_m “ $1,500
58 Specialist copayment © " $50 @ Specialistcopayment ~ -~ $50 @ Specialistcopayment $50
% Hospital (facility) copayment - $750 & Hospital (facility) copayment $750 & Hospital (facility) copayment $750
B Other 8525:8 S . -NIA & Other coinsurance N/A & Other coinsurance N/A
This mx>z_v_.m_m<ma _=o_=%m services like: _ This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) ~ Primary care physician office <_m_a ASQESQ - Emergency room care (including medical
Childbirth/delivery professional services . disease education) _ . supplies) =

Childbirth/delivery facility services Diagnostic tests (blood work) _ - Diagnostic test (x-ray)

Diagnostic tests (ulfrasounds.and Ecoo. _\_\o%. ~ Prescription drugs - Durable medical equipment (crutches)

mnma_m__ﬂ visit AmammSmm@ S ~~ .. Durable 38_8_ Bc_usma @:8% 3&3 . Rehabilitation services (physical therapy)

e ,___= this _,mxmau_m. Joe would pay: In this mxmac_m g_m soca um<

Deductbles | §1500 Deductbles

. _ | - $0° ‘Deductibles B
Copayments R 1 $1,790 ° Copayments - S | $4,200 - Copayments' I ) 81,500
Coinsurance . Coinsurance

Coinsurance $0

hat isn't covered

Limits or exclusions Limits or exclusions

Limits or exclusions

The u._gsac_a be responsible for the .052_ costs of these EXAMPLE covered services.

AVSG_HG_1087 0118
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AMMed  Schedule of Benefits

DEDUCTIBLE. . , _ ) .
PER CALENDAR YEAR NDIVIDUAL/FAMILY $1,500/ $3,000 | Not Applicable
QUT-OF-POCKET  INDIVIDUAL / FAMILY

_<_>X=<_=_$1m_~Nﬁ&:&mu%&znﬁgm noﬁmcsumbﬁ mn&ooEmzﬁmmnmmome m?moo\wm.hoo . Zoﬁ>@v:ow_o_m
CALENDAR YEAR covered benefits = .. .- , S S e . . v

“Primary Care v:zm_n_mz Office visits (including consultations): o No-charge for the firsttwonon-- .~ - Not Covered -
Services S T . ' preventive visits; mmm copay wmw visit - v
S , Emammmma
e Services in Physicians’ offices include: . o :
o Minor surgical procedures Zo.wamEo:mHowmwmm i o Not Covered
© Diagnostic imaging, radiology and EUQSSQ services L
Specialty Physician ~e. Office visits (including ngm::mnosmv o wmo noﬁm% pervisit - .~ . NotCovered
Services . ..ZEE mﬁmwom_ procedures : . o . .mmo copay per visit - S ..Zoﬁ Covered .
. ° Uﬁmmno%:o _mdoBﬁo&\ services : . Zo. Charge - : ‘Not Oo<m8m
° U_mmmo%ao :swm_bm AEnE&bm xray) . - $50 copay per visit: : Not Covered
e “Advanced i imaging ?un_z&:m MRI) . RS - ... %50 copaypervisit . " . . . NotCovered. -
" Additional charges may apply for other non-preventive - . . L
services performed in the Nu\c\&ﬁms s o%.nm Qmanm visit
charges also apply.
Other Physician Services - Allergy.injections and allergy skin ﬁmmﬁsm Office visit $50.copay pervisit - - Not Covered
. cost sharing may also apply. :
e - Podiatry services -~ IR - $25 copay per visit - : Not Covered
o Coverage includes services associated ,SE mooﬂ care . o .
for diabetics and any other Bm&om:% umommwma\ care. .
o Diabetes care management: - - 850 copay per visit . Not Covered
o FoEamm nmam._,. .mm:nmno?. m:m,.::ﬁugm_ nornmm_Em. .
Nutritional no:ammbm% limited to three visits per .
nm.\mm&mw w.mm.w
AVSG-HG-$1,500/$3,000-$4,200/8,400-$25-$50-$500-8750AD-$50AD-$50-18 -~~~ -t oo o0 _ SGDS-1087 (01/18)
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Schedule of Benefits

Preventive Care and o Preventive care services provided by a Participating : .
Services Provider include: : No Charge : . Not Covered
Annual physical examinations and immunizations
Breastfeeding support and supplies
~Colorectal cancer screening, including colonoscopies
HIV screening-
Preventive radiology and laboratory services
Prostate spécific antigen (PSA) testing
Routine screening mammeograms
Voluntary family planning services
Well-child care and immunizations, including routine
vision and hearing screenings by apediatrician
o Well-woman examinations, including Pap smears

OOO_OOOOOO

For a comprehensive list of coveréd-preventive services, see
https./fwww.healthcare. mom\\noﬁ\mwmmm\uﬂmﬁxmbm<m.nmwm- .

benefits/.

“¢. Routine outpatient laboratory tests and blood work

o Certain vmz_oﬁmcnm labs : $25 novm%vmu visit Not Covered
o  Other labs o . - $500 copay per visit Not Covered
e Specialty labs . $500 copay per visit Not Covered
. HEmmEm mbm :o:.NEmmSm tests onn_c&sm xT1ay) . . $100 copay per visit at Bn_m@m:mma .. Not Covered
© 7 facilities;

$150 copay per visit after deductible at
all other facilities
e Advanced imaging services (MRI, MRA, PET, CT, $350 copay per visit mﬁ independent Not Covered
Nuclear Medicine) facilities;
: S A $500 copay per visit m?m_. mmncnn_u_m at
: v S “all other facilities -
Certain services require prior authorization.

AVSG-HG-$1,500/$3,000-84,200/8,400-525-$50-$500-$750AD-$50AD-$50-18 -~ .~ oo SGDS-1087 (01/18)
20of7

098 | 330f 36



AMed  Schedule of Benefits

Generic Drugs - 30 or 90 day supply available at participating retail $10-copay per: .wﬁmmoavao.b (retail); -~ Not Covered
wrmbumn_mm 60-90 day- mc%_% via mail o&ma S $25. copay per Emmn:waoz ABQ_ .
R TR o oded - e
Preferred Brand Drugs - .wo or mo mm% m:E&% m<8_m£m md,. wmﬁun_ﬁmgm HmSH_ " $40 copay per Emmozcao: @mﬁ:c © " Not Covered
. wrmﬁsmewm 60-90. mm% mcwE% via Em: order = $100 copay per Emmozwcon (mail
. v _order) v .
Nen-Preferred wﬂmsa 30 or 90 day supply m<mam_u_m at wmazn%mﬁmm retail $80 copay per Emmnawmo:vo,mﬁmé. Not Covered
Drugs v vrmnzmn_mm 60-90 am%.msgq via mail ordér : $200 copay per ﬁwmmozvnos (mail : :
: . . . : order)
Specialty Drugs Available E. 30 day supply.only; not m<m=mzm via mail order = 50% coinsurance after mmaznczm ) Not Covered

(retail only)

Brand m&%ng& %mﬂmm may mbuu\ ifa m.&:& Is w&m&m&
when a.Generic:is available: Certain drugs require ﬁ.aow
m:QEENmES Retail Qumﬁ%m mﬁﬁbmm per 30-day supply..

Drug Therapy: - o Drug-therapy administered v% a'medical- Eowmwm_oum_ Zmﬂ,o.o«m_,ma
. . o InaPhysician’s office. S
o In'the home

o' Inan outpatient facility

-~No, charge after deductible

Requires prior authorization.

Chemotherapy e Chemotherapy ?o@% mQEENmﬁmmob and wmnEQ No charge after deductible Not Covered
charges) : o v .

¢ QOutpatient surgeries oun_z&:m nma&mn nmﬁmﬁmnnmaomm -$500 copay per visit at Ea%mbmma
mbn_ mbmSEwmao ., , facilities;: .
: , - $750 oovw% per visit mmmw mmmznczm at
all other facilities .

Not Covered .

3 mg\munwmn mbm surgeon services . - . No Charge . o -Not Covered

o . Dialysis services (available from .F;Emgoh» xmmiﬁmm and $500 copay per visit . Not Covered
Physicians Qm&%mmmmm Q\}\.\S& as am approved dialysis

provider) . , . . .

- -Radiation therapy .~ | L : ~ $500 copay per course of treatment - Not Covered

’ O:ﬂmbmm» Tfacility services Hm@Eﬁm prior m:SoBNmbon.

AVSG-HG-$1,500/$3,000-$4,200/8,400-$25-850-8500-$T50AD-$50AD-§50-18 -~~~ - | SGDS-1087 (01/18)
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AvMéed - ~ Schedule of Benefits

Emergency Services o Emergency room services. Copay waived if admitted as -$500 copay per visit
v  aninpatient. .
AvMed must be notified §SE .24 hours of inpatient:
admission following emergency services or as soon as

wmoo copay per Smn

reasonably possible.
Ambulance e . Ambulance transport for emergency services ; T o .
o Ground transport $150 copay per one way transport $150 copay per one way transport
o. Air and water transport : : . 50% coinsurance after deductible 50% coinsurance after deductible
o Non-emergent ambulance services are oo<m8m when . $150 copay per one way: Qmuw@o: $150 copay per one way transport

the skill of medically trained personnel is required and
the Member cannot be safely transported: by other
means. Non-emergent ambulance services require

prior authorization.

Urgent/Immediate Care ¢ Medical Services at urgent/immediate care facilities $125 copay per visit
o Medical Services at a retail clinic $25 copay per visit

$125 copay per visit after deductible
$25 copay per visit after deductible

- o Inpatienit care at Hospitals includes:

-0 Room and comﬁa unlimited days AmmBT@HEm@ . $750 .oogu\ per day for the first three

o -Anesthesia, use of operating and Bnost rooms, days per admission after deductible
" oxygen, drugs and medication . :
Intensive care unif and other mvam_ units, mmsmum; and
special duty nursing
Laboratory and diagnostic imaging -
- Required special diets
Radiation and inhalation EmBEmm
Maternity services ,
¢ Physician and surgeon services No charge after deductible

Inpatient services require prior authorization.

o}

0000

Not Covered ,.

Not Covered

o Office visits S : wwm copay per visit

e Inpatient care for acute mental :mm:.: and substance use $750 copay per day for the first three
disorders, and partial hospitalization - : : days per admission after deductible

e Inpatient intermediate residential care. hSEmQ to md Qmu\m $250 copay per day for the first five
per calendar year. .. : . - days per. m&Emed w@mﬁdmngzm

Inpatient services wquwm prior mﬁmo:mm tion.

Not Covered -
Not Covered

“Not Covered

AVSG-HG-$1,500/$3,000-$4,200/8,400-$25-$50-$500-$750AD-$50AD-$50-18 . :
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aMéd  schedule of Benefits

¢ Pre-and coﬂ.:mﬁ& care:’

o . Rouitine. 058 visits - o $25 copay for the first visit;.
subsequent visits at no-charge
o mvmoum:mﬁ ommom visits S : $50 copay pervisit
o Childbirth/delivery Eowmmm_oum; services . : -
o HNoﬁEm OB . L : . o $25 copay for the first visit;
: L v T subsequent visits at no charge
) .Zaémmm services $25 copay for the first visit;

wcvmoncwa visits.at-no nrwamm
Q:EU:E\%ESWQ mwn_rq services

‘o -Hospital . - : : | - $750 copay per mm% for the first three

. . days per admission mﬁmu awmzonzm
o} qu::m nmamw N : . wmm copay per visit
Inpatient services meE:m ﬁhoﬁm:&obwmng. EmSENQ care
may include tests and services described elsewhere in this
document (e.g. ultrasound). = - .

Home Health Care o Home health care visits - o .wucvno@m% v.mwim: after deductible

Coverage is bE:mQ to20 m»&m& visits per calendar year.
Approved treatment plan and prior authorization required.

Not Covered -

- Not Covered
‘Not Covered

-Not: Covered

. ..Zoﬁ.og.\mnmm. :

~"Not Covered

Not Oo<.m,$a

Rehabilitation Services e . Short-term physical, occupational and speech Em&?mm for  $50 copay per visit
. acute conditions | : ,
o Cardiac rehabilitation for the following conditions: $50 copay per visit
o Acute myocardial infarction: S
- o . Percutaneoustransluminal nowozm.d% mbmgow_mma\
. (PTCA) -
0. . Repairor BEmntmE of heart <m_<mm
o Coronary artery bypass graft AO.Ew@
o Imm:qma%_mﬁ S : . LT
o Qﬁo?mocn services - $25 copay per visit
Coverage is limited to 35 visits per nm.\mbam.w kmmn - for
rehabilitative outpatient PT, OT, ST, cardiac rehabilitation,
and nEw&eﬁmnnn services combinei. .Qmw&mnwmbmbﬁumnou
E@Enmm mﬁo& authorization.

Not Covered

Not Covered

Not Oo,\.mumn_
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AMed  Schedule of Benefits

Habilitation Services o Habilitative physical, occupational ‘and speech therapies $50 copay per visit Not Covered
Coverage is limited to a combined maximum of 35 visits per
calendar year for outpatient habilitative physical,
occupational and speech therapies.

Skilled Nursing Facilities o Skilled nursing care $250 copay per day for the first five Not Covered
Coverage is limited to 60 days post- be%:.mb.wmno: care per days per admission after deductible
calendar year. Requires prior authorization.

Durable Medical o . Equipment includes: . . '$100 copay per episode of illness Not Covered
Equipment and Orthotic . o Standard Hospital beds :
Appliances o Walkers
: o Crutches
‘0 - 'Wheelchairs . A v
e - Enteral and mmamsnﬁ& ::a.:uon m:SoQNmng ﬁmmE:mQ " No charge after deductible ‘Not Covered
for benefits usage in excess.of $2,500 per calendar year. ;
e Orthotic appliances are limited to: . $100 copay per device Not Covered
. . v ©. Leg,arm, back, and neck custom-made braces L L )
Prosthetic Devices o Prosthetic devices are limited to: . - S0 0 $100 copay per-device - o Not Covered
o Artificial limbs v
o  Artificial joints -
o Ocular prostheses

Hospice | e Physician certification required $250 copay vmw me_mm_o: wm”ma Not Covered
: ammcnsEm S

Pediatric Vision - o One exam per calendar year to determinethe need for

$35 copay per allowed exam Not Covered
sight correction: :

oDzm@m#omm%mmumwmmw@mmnm_mnamawmmaan_:mmm mwonovw% vmu m:oémmvm.maomm_mmmmmZoﬁ,no,\muma
standard lenses and frames. Members may choose @oQ a R
pre-selected: group of frames.)

Pediatric Dental e Dental services are subject to a separate omwmbama year "No charge for preventive care from " Preventive care may be subject to.cost-

deductible of $65 per child. Delta Dental Network providers sharing if billed charges exceed

» Cost-sharing for dental services from Delta Dental . : : .allowed amount.
Network providers-is limited to a separate out-of-pocket
maximum of $350 per child; or $700 for two or more -
children: The out-of-pocket Bmx:sc..a_ does not m%q to
Out-of-Network benefits. . .

o - Exams are limited to one every six months. Emmmm see.

_your Contract for Qmﬁm;m regarding benefits.and cost-

sharing.
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AMed  Schedule of Benefits

‘Treatmentfor TMJ .~ - . . .. - Sameasanyotherillnessbasedon  Not Covered
. . : type of provider and service location -

o AvMed In-Network Center of Excellence Facilities . . Same as any otherillness based on -~ Not O\o<mamm
. SRR - o type of provider and service location

Limitations apply. Please see konw.ﬁoQOQ&uw details,

For cost-sharing information about items or services not :.mﬁa.wbﬁmm, document, pléase see ,%o:,u .Ooquﬁr or nm.:. ,.?\Zma'm.zms_u.ma Engagement Center at 1-800-376-6651.

FOR >DU_._._OZ>r _Z_..O_N_,\_.P.:Oz v_.m>mm CALL: ‘_ 800- 376-6651.

This mnrmmc_m of Benefits is not a contract. Emmmm see %oE AvMed mEmE ﬂao% Plan Medical and
S : - Hospital Service Coritract for specific information ori-benefits, exclusions and limitations.
UEQBSQ HEm cmsmmﬁ Emb SE Um man:EmﬁmBm in wooo&mbnm <SE the. Hma::aam:ﬁm of state mbm mmmmBH _mi E&:&:m the Patient Protection and Affordable Care Act. .
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- Key Benefits for your Plan: Achieve LG200-SG18

ividual / $3,000 family

NotCovered

oyeia]l deductible

for Pediatuc Dental e N
, ‘Not Applicable
specific deducmbles. i

/ $8,400 famﬂy

2 ot more chﬂdxen '

Jental is limited to $350 pei —

Not Covered

v1s1t ﬂlereaftu ,

two non-preventive -

Not Covered

NotCovered S

for the ﬁrst 3 days per_.j | Not C Veie di" .,:,

gent care
ay/ v1s1t at retaﬂ

o L$50“ copay/ v151t

spay/ visit after deducttble at

,;urg t care facilities; $25 copay/ v1s1t'
';"afte deducuble at Letajl chmcs .

t mdependent
pay/ visit after :
’er facﬂmes

_i Not COYeI¢d .

| Not Covered . -

":_Not_KCQ‘Vetéd '-
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