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RULE SUMMARY: Removes the definition of “mental or nervous condition." Adds a definition for “behavioral health
condition”, changes wording from "mental health condition” to "behavioral health condition" and updates the version of
the diagnostic materials used for the purpose for defining terms.

CHANGES TO RULE:

836-053-0012
Essential Health Benefits for Plan Years Beginning on and after January 1,2017 1

(1) This rule applies to plan years beginning on and after January 1,2017.9
(2) As used in the Insurance Code and OAR chapter 836:97
(a) "Applied behavior analysis" has that meaning given in Seetion2,chapter774-Oregontaws 2043 -asamended

by-Section9-chapter6/4,-Oregontaws2045:0RS 676.802.
(b) "Base benchmark health benefit plan" means the PacificSource Health Plans Preferred CoDeduct Value 3000

35 70 small group health benefit plan, including prescription drug benefits, as provided in Exhibit 1 to this rule;q
(c)"Behavioral health condition" has the meaning given in OAR 836-053-1404.9

(d) "Essential health benefits" or "EHB" means the following coverage provided in compliance with 45 CFR 156:9
(A) The base-benchmark health benefit plan with the exclusions and modifications of provisions of that plan as set
forth in section (3) to (7) of this rule=q]

(B) Pediatric dental benefits;

(C) Pediatric vision benefits; and{

(D) Habilitative services and devices.q

(de) "Habilitative services and devices" means services and devices that help a person keep, learn, or improve skills
and functioning for daily living (habilitative services). Examples include therapy for a child who is not walking or
talking at the expected age. These services and devices must include physical and occupational therapy, speech-
language pathology and other services and devices for people with disabilities in a variety of inpatient or
outpatient settings.$f
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(f) "Pedlatrlc dental benefits" means the beneflts descrlbed in the Dental Plan of the Oregon Health Plan
Children's' Health Insurance Plan as provided in Exhibit 2 of this rule. Pediatric dental benefits are payable to
persons under 19 years of age.ql

(g) "Pediatric vision benefits" means the benefits described in the vision provisions of the Federal Employee
Dental and Vision Insurance Plan Blue Vision High Option as provided in Exhibit 3 of this rule. Pediatric vision
benefits are payable to persons under 19 years of age.q[

(h) "Treatment of a mentbehavioral health condition" includes medical treatments and prescription drugs used to
treat a mentalernervousbehavioral health condition.q]

(3) The following exclusions and modifications are required supplementation to the base-benchmark health
benefit plan:q

(a) The following treatment limitations and exclusions of coverage currently included in the base-benchmark
health benefit plan are excluded:q

(A) The 24-month waiting period for transplant benefits; 9]

(B) Visit limits for inpatient and outpatient mentbehavioral health services, including but not limited to habilitative
and rehabilitative benefits;

(C) Age limits on treatments that would otherwise be appropriate for individuals outside of the limited age,
including but not limited to hearing aids, speech, physical and occupational therapy used in the treatment of
mentalernerveusbehavioral health conditions as defined in OAR 836-053-1404;9]

(D) Exclusions for the treatment of erectile dysfunction or sexual dysfunction as defined in the “Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition*{DSM-5}-erthe"Diagnesticand-Statistical-Manualof- Mental
Diserders,Fourth-Edit, Text Revision! (DSM-PA:5-TR).

(E) Exclusions for medically necessary surgeries and procedures related to sex transformations and gender
identity disorder or gender dysphoria; 1l

(F) Any blanket exclusion for a diagnosis made using the diagnostic criteria of the-BSM-5-erthe-DSM-

P Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR).9T

(G) Exclusions for court-order screening interviews or drug or alcohol treatment programs;q

(H) Any limitations or waiting periods for pre-existing conditions;q

(I) Time limits for treatment of jaw or teeth or orthognathic surgery; andql

(b) Dollar limits for coverage of durable medical equipment must comply with the following:qT

(A) Annual dollar limits must be converted to a non-dollar actuarial equivalent.q

(B) Lifetime dollar limits must be converted to a non-dollar actuarial equivalent.q]

(c) The following provisions of the base-benchmark plan must be modified:q

(A) Any waiting periods must be consistent with limitations imposed by state or federal law;{

(B) Wigs following chemotherapy or radiation therapy must be covered up to the actuarial equivalent of $150 per
calendar year;9

(C) The limitation on cosmetic or reconstructive surgery to one attempt within 18 months of injury or defect must
be modified to remove these limitations in cases of medical necessity in accordance with 45 CFR 156.125(a) and
to avoid discrimination based on health factors under 45 CFR 146.121;97

(D) Contraceptive coverage must comply with Centers for Medicare and Medicaid Services guidance and
requirements related to contraception issued jointly by the United States Departments of Labor, Health and
Human Services, and Treasury on May 11, 2015;9

(E) Provisions related to telemedical health services must reflect changes made to ORS 743A.058 by-chapter340;
Oregon Laws 204521, chapter 117 (Enrolled SeratHouse Bill 4442508); andq

(F) Housing and travel expenses for transplant services are not considered essential health benefits;q

(4) Aninsurer that issues a health benefit plan offering essential health benefits may not include as an essential
health benefit:q

(a) Routine non-pediatric dental services;q

(b) Routine non-pediatric eye exam services;q

(c) Long-term care or custodial nursing home care benefits; orq

(d) Non-medically necessary orthodontia services.q

(5) If both a state law and federal law require coverage of the same or similar service, the insurer must assure that
all elements of both laws are met and provide the coverage in the manner most beneficial to the consumer.q

(6) In the administration of essential health benefits and the EHB base benchmark health benefit plan, an insurer
may not discriminate against a provider acting within the scope of the provider's license.q

(7) In the administration of essential health benefits and the EHB base benchmark health benefit plan an insurer
may not exclude services provided by a naturopathic physician if the services are otherwise covered under the
plan and the naturopathic physician is acting within the scope of the provider's license. 9

(8) In the administration of essential health benefits and the EHB base benchmark health benefit plan an insurer
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may not exclude services provided by a doctor of chiropractic medicine if the services are otherwise covered
under the plan and the doctor of chiropractic medicine is acting within the scope of the provider's license §
[ED_NOTE: Exhibit ref. ¥ Hoblo : 1

Statutory/Other Authority: ORS 731.097

Statutes/Other Implemented: ORS 731.097,Or Laws 2021,ch 117

RULE ATTACHMENTS DO NOT SHOW CHANGES. PLEASE CONTACT AGENCY REGARDING CHANGES.

Page 3 of 190



i -

;L

#
~
s

Exhibit 1 to OAR 836-053-0012
Benchmark Sample

Group No.: GO000000
PREFERRED CODEDUCT VALUE 3000+35/70% 0812

Effective: 4/1/2013

PSGCC.OR.0113
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PacificSource

HEALTH PLANS

We're in it for the people.
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®

PacificSource

Welcome to your PacificSource group health plan. Your employer offers this coverage to help
you and your family members stay well, and to protect you in case of illness or injury. Your plan
includes a wide range of benefits and services, and we hope you will take the time to become
familiar with them.

Using this Handbook

This handbook will help you understand how your plan works and how to use it. Please read it
carefully and thoroughly. Although it is only a summary, it is intended to answer most of your
guestions. If there is a conflict between this benefit handbook and the group health contract,
this plan will pay benefits according to the contract language.

Within this handbook you’ll find Member Benefit Summaries for your medical plan and any other
health benefits provided under your employer’s group health contract. The summaries work with
this handbook to explain your plan benefits. The handbook explains the services covered by
your plan; the benefit summaries tell you how much your plan pays toward expenses and how
much you're responsible for.

If anything is unclear to you, the PacificSource Customer Service staff is available to answer
your questions. Please give us a call, visit us on the Internet, or stop by our office. We look
forward to serving you and your family.

Governing Law

This plan must comply with both state and federal law, including required changes occurring
after the plan’s effective date. Therefore, coverage is subject to change as required by law.

PacificSource Customer Service Department
Phone (541) 684-5582 or (888) 977-9299
Email cs@pacificsource.com

PacificSource Headquarters
PO Box 7068, Springfield, OR 97475-0068
Phone (541) 686-1242 or (800) 624-6052

Website
PacificSource.com

Para asistirle en espaniol, por favor llame el numero (800) 624-6052, extensién
1009, de Lunes a Viernes, 7:00 a.m. hasta 5:00 p.m.

This benefit book is printed on environmentally friendly paper that uses minimal chemicals and 50% fewer trees than
regular paper. PacificSource is proud to align business innovation with environmental responsibility.
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@) PacificSource

HEALTH PLANS PREFERRED CODEDUCT
MEDICAL BENEFIT SUMMARY VALUE 3000+35/70% 0812
POLICY INFORMATION
Group Name: Benchmark Sample
Group Number: G0000000
Plan Name: PREFERRED CODEDUCT VALUE 3000+35/70% 0812
Provider Network: Preferred PSN
EMPLOYEE ELIGIBILITY REQUIREMENTS
Minimum Hour Requirement: Twenty (20) Hours
Waiting Period for New Employees: 1st of month following ninety (90) days

SCHEDULE OF BENEFITS

Annual Deductible $3,000 per person / $9,000 per family

The deductible is an amount of covered medical expenses the member pays each calendar year before the plan’s benefits begin. The
deductible applies to all services and supplies except those marked with an asterisk (*). Once a member has paid a total amount
toward covered expenses during the calendar year equal to the per person amount listed above, the deductible will be satisfied for that
person for the rest of that calendar year. Once any covered family members have paid a combined total toward covered expenses
during the calendar year equal to the per family amount listed above, the deductible will be satisfied for all covered family members for
the rest of that calendar year. Deductible expense is not applied to the out-of-pocket limit.

Annual Out-Of-Pocket Limit

Participating Providers $5,000 per person / $10,000 per family

Non-participating Providers $8,000 per person

Only participating provider expense applies to the participating provider out-of-pocket limit and only non-participating provider expense
applies to the non-participating out-of-pocket limit. Once the participating provider out-of-pocket limit has been met, this plan will pay
100% of covered charges (after the co-payment is deducted) for participating and network not available providers for the rest of that
calendar year. Once the non-participating provider out-of-pocket limit has been met, this plan will pay 100% of covered charges (after
the co-payment is deducted) for non-participating providers for the rest of that calendar year. Deductibles, co-payments, benefits paid
in full and non-participating provider charges in excess of the allowable fee do not accumulate toward the out-of-pocket limit.
Co-payments and non-participating provider charges in excess of the allowable fee will continue to be the member’s responsibility
even after the out-of-pocket limit is met.

The member is responsible for the above deductible and the following co-pays and co-insurance.

PARTICIPATING PROVIDERS /

SERVICE: NETWORK NOT AVAILABLE: NON-PARTICIPATING PROVIDERS:
PREVENTIVE CARE

Well Baby/Well Child Care No charge* 30% co-insurance*

Routine Physicals No charge* 30% co-insurance*

Well Woman Visits No charge* 30% co-insurance*

Immunizations No charge* 30% co-insurance*

Routine Colonoscopy, age 50-75 No charge* 50% co-insurance
PROFESSIONAL SERVICES

Office and Home Visits $35 co-pay/visit* $35 co-pay/visit plus 30% co-insurance*

Office Procedures and Supplies 30% co-insurance 50% co-insurance

Surgery 30% co-insurance 50% co-insurance

Outpatient Rehabilitation Services 30% co-insurance 40% co-insurance
HOSPITAL SERVICES

Inpatient Room and Board 30% co-insurance 50% co-insurance

Inpatient Rehabilitation Services 30% co-insurance 50% co-insurance

Skilled Nursing Facility Care 30% co-insurance 50% co-insurance
OUTPATIENT SERVICES

Outpatient Surgery/Services 30% co-insurance 50% co-insurance

Advanced Diagnostic Imaging $100 co-pay/test plus 30% co-insurance $100 co-pay/test plus 50% co-insurance

Diagnostic and Therapeutic Radiology and No charge for the first $400 of covered 50% co-insurance

Lab expense*, then 30% co-insurance
URGENT AND EMERGENCY SERVICES

Urgent Care Center Visits $35 co-pay/visit* $35 co-pay/visit plus 30% co-insurance*

Emergency Room Visits $250 co-pay/visit plus 30% co-insurance**$250 co-pay/visit plus 50% co-insurance*"

Ambulance, Ground 30% co-insurance 30% co-insurance

This is only a brief summary of benefits. Please refer to the additional information provided for a further
explanation of benefits ipghdding: ligaitations and exclusions.



PARTICIPATING PROVIDERS /

SERVICE: NETWORK NOT AVAILABLE: NON-PARTICIPATING PROVIDERS:
Ambulance, Air 50% co-insurance 50% co-insurance

MENTAL HEALTH/CHEMICAL DEPENDENCY SERVICES
Office Visits $35 co-pay/visit* $35 co-pay/visit plus 30% co-insurance*
Inpatient Care 30% co-insurance 50% co-insurance
Residential Programs 30% co-insurance 50% co-insurance

OTHER COVERED SERVICES
Allergy Injections $5 co-payl/visit* $5 co-payl/visit plus 30% co-insurance*
Durable Medical Equipment 30% co-insurance 50% co-insurance
Home Health Care 30% co-insurance 50% co-insurance

* Not subject to annual deductible.
Co-pay waived if admitted into hospital. For emergency medical conditions, non-participating providers are paid at the participating
provider level.

AN

Payment to providers is based on the prevailing or contracted PacificSource fee allowance for covered services. Although
participating providers accept the fee allowance as payment in full, non-participating providers may not. Services of non-participating
providers could result in out-of-pocket expense in addition to the percentage indicated. Network Not Available payment is allowed
when PacificSource has not contracted with providers in the geographical area of the member’s residence or work for a specific
service or supply. Payment to providers for Network Not Available is based on the usual, customary, and reasonable charge (see
‘allowable fee’ in the Definitions section) for the geographical area in which the charge is incurred.




BENEFIT SUMMARY PHARMACY

Your PacificSource health plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. Your prescription drug plan qualifies as creditable coverage for Medicare Part D.

MEMBER COST SHARE (other than for Specialty Drugs)
Each time a covered pharmaceutical is dispensed, you are responsible for the co-payment and/or co-insurance below:

From a participating retail pharmacy using the PacificSource Tier 1: Tier 2; Tier 3:
Pharmacy Program (see below): Generic Preferred VDL Non-preferred
Up to a 30-day supply: $10 $50 $75

From a participating mail order service (see below):

Up to a 30-day supply: $10 $50 $75
31 to 60-day supply: $20 $100 $150
61 to 90-day supply: $30 $150 $225

From a participating retail pharmacy without using the
PacificSource Pharmacy Program, or from a Not covered, except 5 day emergency supply
non-participating pharmacy (see below):

MEMBER COST SHARE FOR SPECIALTY DRUG
Each time a covered specialty drug is dispensed, you are responsible for the co-payment and/or co-insurance below:

From the participating specialty pharmacy:

Up to a 30-day supply: $100 or 20%, whichever is less

From a participating retail pharmacy, from a participating mail
order service, or from a nonparticipating pharmacy or Not covered, except 5 day emergency supply
pharmaceutical service provider:

WHAT HAPPENS WHEN A BRAND NAME DRUG IS SELECTED
Regardless of the reason or medical necessity, if you request a brand name drug or if your physician prescribes a brand
name drug when a generic is available, you will be responsible for the non-preferred co-payment and/or co-insurance.

USING THE PACIFICSOURCE PHARMACY PROGRAM

Retail Pharmacy Network

To use the PacificSource pharmacy program, you must show the pharmacy plan number on the PacificSource ID
card at the participating pharmacy to receive your plan’s highest benefit level.

When obtaining prescription drugs at a participating retail pharmacy, the PacificSource pharmacy program can only be
accessed through the pharmacy plan number printed on the PacificSource ID card. That plan number allows the pharmacy
to collect the appropriate co-payment and/or co-insurance from you and bill PacificSource electronically for the balance.

Mail Order Service

This plan includes a participating mail order service for prescription drugs. Most, but not all, covered prescription drugs are
available through this service. Questions about availability of specific drugs may be directed to the PacificSource Customer
Service Department or to the plan’s participating mail order service vendor. Forms and instructions for using the mail order
service are available from PacificSource and on our website, PacificSource.com.

Specialty Drug Program

PacificSource contracts with a specialty pharmacy services provider for high-cost injectable medications and biotech
drugs. A pharmacist-led CareTeam provides individual follow-up care and support to covered members with prescriptions
for specialty medications by providing them strong clinical support, as well as the best drug pricing for these specific
medications and biotech drugs. The CareTeam also provides comprehensive disease education and counseling, assesses
patient health status, and offers a supportive environment for patient inquiries.

Participating provider benefits for specialty drugs are available when you use our specialty pharmacy services provider.
Specialty drugs are not available through the participating retail pharmacy network or mail order service. More information



regarding our exclusive specialty pharmacy services provider and health conditions and a list of drugs requiring
preauthorization and/or are subject to pharmaceutical service restrictions is on our website, PacificSource.com.
OTHER COVERED PHARMACEUTICALS

Supplies covered under the pharmacy plan are in place of, not in addition to, those same covered supplies under the
medical plan. Member cost share for items in this section are applied on the same basis as for other prescription drugs,
unless otherwise noted.

Diabetic Supplies
« Insulin, diabetic syringes, lancets, and test strips are available.
e Glucagon recovery kits are available for the plan’s preferred brand name co-payment.

* Glucostix and glucose monitoring devices are not covered under this pharmacy benefit, but are covered under your
medical plan’s durable medical equipment benefit.

Contraceptives

Any deductible co-payment, and/or co-insurance amounts listed above are waived for Food and Drug Administration (FDA)
approved contraceptive methods for all women with reproductive capacity, as supported by the Health Resources and
Services Administration (HRSA), when provided by a participating pharmacy. If a generic exists, preferred brand
contraceptives will remain subject to regular pharmacy plan benefits. When no generic exists, preferred brand is covered
at no cost. If a generic becomes available, the preferred brand will no longer be covered under preventive care.

Tobacco Cessation

Program specific tobacco cessation medications are covered with active participation in a plan approved tobacco
cessation program (see Preventive Care in the policy’s Covered Expenses section).

Orally Administered Anticancer Medications

Orally administered anticancer medications used to kill or slow the growth of cancerous cells are available. Co-payments
for orally administered anticancer medication are applied on the same basis as for other drugs. Orally administered
anticancer medications covered under the pharmacy plan are in place of, not in addition to, those same covered drugs
under the medical plan.

LIMITATIONS AND EXCLUSIONS

e This plan only covers drugs prescribed by a licensed physician (or other licensed practitioner eligible for
reimbursement under your plan) prescribing within the scope of his or her professional license, except for:

— Over-the-counter drugs or other drugs that federal law does not prohibit dispensing without a prescription (even if
a prescription is required under state law).

— Drugs for any condition excluded under the health plan. That includes drugs intended to promote fertility,
treatments for obesity or weight loss, tobacco cessation drugs (except as specifically provided for under Other
Covered Pharmaceuticals), experimental drugs, and drugs available without a prescription (even if a prescription is
provided).

— Some specialty drugs that are not self-administered are not covered by this pharmacy benefit, but are covered
under the medical plan’s office supply benefit.

— Immunizations (although not covered by this pharmacy benefit, immunizations may be covered under the medical
plan’s preventive care benefit.)

— Drugs and devices to treat erectile dysfunction.

— Drugs used as a preventive measure against hazards of travel.

- Vitamins, minerals, and dietary supplements, except for prescription prenatal vitamins and fluoride products, and
for services that have a rating of 'A’ or 'B’ from te U.S Preventive Services Task Force (USPSTF).

e Certain drugs require preauthorization by PacificSource in order to be covered. An up-to-date list of drugs requiring
preauthorization is available on our website, PacificSource.com.

e Certain drugs are subject to step therapy protocols. An up-to-date list of drugs subject to step therapy protocols is
available on our website, PacificSource.com.

< PacificSource may limit the dispensing quantity through the consideration of medical necessity, generally accepted
standards of medical practice, and review of medical literature and governmental approval status.

e Quantities for any drug filled or refilled are limited to no more than a 30-day supply when purchased at retail pharmacy
or a 90-day supply when purchased through mail order pharmacy service or a 30-day supply when purchased through



a specialty pharmacy.

« For drugs purchased at non-participating pharmacies or at participating pharmacies without using the PacificSource
pharmacy program, reimbursement is limited to an allowable fee.

* Non-participating pharmacy charges are not eligible for reimbursement unless you have a true medical emergency
that prevents you from using a participating pharmacy. Drugs obtained at a non-participating pharmacy due to a true
medical emergency are limited to a 5-day supply.

« The member cost share for prescription drugs (co-payments, co-insurance, and service charges) does not apply to the
medical deductible or out-of-pocket limit of the policy. You continue to be responsible for the prescription drug
co-payments and service charges regardless of whether the policy’s out-of-pocket limit is satisfied.

« Prescription drug benefits are subject to the plan’s coordination of benefits provision. (See Coordination of Benefits in
the policy’s General Limitations section.)

GENERAL INFORMATION ABOUT PRESCRIPTION DRUGS

A drug formulary is a list of preferred medications used to treat various medical conditions. The drug formulary for this
plan is known as the Value Drug List (VDL). The drug formulary is used to help control rising healthcare costs while
ensuring that you receive medications of the highest quality. It is a guide for your physician and pharmacist in selecting
drug products that are safe, effective, and cost efficient. The drug formulary is made up of name brand products. A
complete list of medications covered under the drug formulary is available on the For Members area on our website,
PacificSource.com. The drug formulary is developed by Caremark® in cooperation with PacificSource. Non-preferred
drugs are covered brand name medications not on the drug formulary.

Generic Drugs are equivalent to name brand medications. By law, they must have the same standards of their brand
name counterpart. Name brand medications lose their patent protection after a number of years. At that time any drug
company can produce the drug, and the manufacturer must pass the same strict FDA standards of quality and product
safety as the original manufacturer. Generic drugs are less expensive than brand name drugs because there is more
competition and there is no need to repeat costly research and development. Your pharmacist and physician are
encouraged to use generic drugs whenever they are available.

Step therapy means a program that requires the member to try lower-cost alternative medications (Step 1 drugs) before
using more expensive medications (Step 2 drugs). The program will not cover a brand name, or second-line medication,
until less expensive, first-line/generic medications in the same therapeutic class have been tried first.






USING THE PROVIDER NETWORK

This section explains how your plan’s benefits differ when you use participating and non-participating
providers. This information is not meant to prevent you from seeking treatment from any provider if you
are willing to take increased financial responsibility for the charges incurred.

All healthcare providers are independent contractors. PacificSource cannot be held liable for any claim
or damages for injuries you experience while receiving medical care.

PARTICIPATING PROVIDERS

Participating providers contract with PacificSource to furnish medical services and supplies to
members enrolled in this plan for a set fee. That fee is called the contracted reimbursement rate.
Participating providers agree not to charge more than the contracted reimbursement rate. Participating
providers bill PacificSource directly, and we pay them directly. When you receive covered services or
supplies from a participating provider, you are only responsible for the amounts stated in your Medical
Benefit Summary. Depending on your plan, those amounts can include a deductible, co-payment, or
co-insurance payment.

PacificSource contracts directly and/or indirectly with participating providers throughout our Oregon,
Idaho, and Montana service areas and in bordering communities in southwest Washington. We also
have an agreement with a nationwide provider network, The First Health® Network, which includes
more than 550,000 participating physicians and 5,000 participating hospitals. The First Health
providers outside our service area are also considered PacificSource participating providers under your
plan.

It is not safe to assume that when you are treated at a participating medical facility, all services are
performed by participating providers. Whenever possible, you should arrange for professional services
such as surgery, anesthesiology, and emergency room care to be provided by a participating provider.
Doing so will help you maximize your benefits and limit your out-of-pocket expenses.

A patrticipating provider contracts with PacificSource to furnish medical services and supplies to
members enrolled in PacificSource health benefit plans for a set fee. That fee is called the contracted
reimbursement rate. By agreement, a participating provider may not bill a member for any amount in
excess of the contracted reimbursement rate. However, the agreement does not prohibit the provider
from collecting co-payments, deductibles, co-insurance, and non-covered services from the member.
And, if PacificSource was to become insolvent, a participating provider agrees to continue to provide
covered services to a member for the duration of the period for which premium was paid to
PacificSource on behalf of the member. Again, the participating provider may only collect applicable
co-payments, deductibles, co-insurance, and amounts for non-covered services from the member.

NON-PARTICIPATING PROVIDERS

When you receive services or supplies from a non-participating provider, your out-of-pocket expense is
likely to be higher than if you had used a participating provider. If the same services or supplies are
available from a participating provider to whom you have reasonable access (explained in the next
section), you may be responsible for more than the deductible, co-payment, and co-insurance amounts
stated in your Medical Benefit Summary.

To maximize your plan’s benefits, always make sure your healthcare provider is a
PacificSource participating provider. Do not assume all services at a participating facility are
performed by participating providers.
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PacificSource bases payment to non-participating providers on our "allowable fee’ for the same
services or supplies. We use several sources to determine the allowable fee, depending on the service
or supply and the geographical area where it is provided. The allowable fee may be based on data
collected from the Centers for Medicare and Medicaid Services (CMS), Viant Health Payment
Solutions, other nationally recognized databases, or PacificSource.

In areas where our members have reasonable geographic access to a participating provider, the
allowable fee for professional services is based on PacificSource’s standard participating provider
reimbursement rate or a contracted reimbursement rate. Outside the PacificSource service area and in
areas where our members do not have reasonable access to a participating provider (see the Network
Not Available Benefits section, below), the allowable fee is based on the usual, customary, and
reasonable charge (UCR) at the 85t percentile. UCR is based on data collected for a geographic area.
Provider charges for each type of service are collected and ranked from lowest to highest. Charges at
the 85t position in the ranking are considered to be the 85" percentile.

To calculate our payment to non-participating providers, we determine the allowable fee, then subtract
the non-participating provider co-insurance shown in the 'Non-participating Provider’ column of your
Medical Benefit Summary. Our allowable fee is often less than the non-participating provider’s charge.
In that case, the difference between our allowable fee and the provider’s billed charge is also your
responsibility. That amount does not count toward this plan’s out-of-pocket maximum. It also does not
apply toward any deductibles or co-payments required by the plan. In any case, after any co-payments
or deductibles, the amount PacificSource pays to a non-participating provider will not be less than 50
percent of the allowable fee for a like service or supply.

To maximize your plan’s benefits, please check with us before receiving care from a non-participating
provider. Our Customer Service Department can help you locate a participating provider in your area. If
there is no participating provider for the service or supply you need, our staff will verify that your plan’s
Network Not Available benefits apply.

The following illustrates how payment could be made for a covered service billed at $120. In this
example, the Medical Benefit Summary shows a participating providers co-insurance of 20 percent and

a non-participating providers co-insurance of 30 percent. This is only an example; your plan’s benefits
may be different.

Participating Non-participating

Provider Provider

Provider’s usual charge $120 $120
PacificSource’s negotiated provider discount $20 $0

PacificSource’s allowable fee $100 $100
Patient’s co-insurance from Medical Benefit Summary 20% 30%
PacificSource’s payment $80 $70
Patient’s amount of allowable fee $20 $30
Charges above the allowable fee $0 $20
Patient’s total payment to provider $20 $50
Percent of charge paid by PacificSource 80% 58%
Percent of charge paid by patient 20% 42%

When you receive covered services from a participating provider, you are only responsible
for the amounts stated in your Medical Benefit Summary.
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NETWORK NOT AVAILABLE BENEFITS

The term 'network not available’ is used when a PacificSource member does not have reasonable
geographic access to a participating provider for a covered medical service or supply.

If you live in an area without access to a participating provider for a specific service or supply, your
plan’s Network Not Available benefits apply. Here’s how that works:

* You seek treatment from a nearby non-participating provider of that service or supply.

» PacificSource determines the allowable fee for that service or supply (the term ’allowable fee’ is
explained above under Non-patrticipating Providers).

* We apply the Network Not Available benefit level as stated in your Medical Benefit Summary to the
allowable fee to calculate covered expenses.

* You are responsible for any co-payments, co-insurance, deductibles, and amounts over the
allowable fee.

COVERAGE WHILE TRAVELING

Your PacificSource plan is powered by the PacificSource Network (PSN). The PSN Network covers
Oregon, Idaho, Montana, southwest Washington, and eastern Washington. When you need medical
services outside of the PSN Network, you can save out-of-pocket expense by using the participating
providers available through The First Health® Network.

To find a participating provider outside the regions covered by the PacificSource Network, call
The First Health® Network at (800) 226-5116. (The phone number is also printed on your
PacificSource ID card for convenience.) Representatives are available at any time to help you
find a participating physician, hospital, or other outpatient provider. Nonemergency care outside
of the United States is not covered.

» If a participating provider is available in your area, your plan’s participating provider benefits will
apply if you use a participating provider.

» If a participating provider is not available in your area, your plan’s Network Not Available benefits
will apply.

» If a participating provider is available but you choose to use a non-participating provider, your plan’s
non-participating provider benefits will apply.

In medical emergencies (see the Covered Expenses - Emergency Services section of this handbook),
your plan pays benefits at the participating provider level regardless of your location. Your covered
expenses are based on our allowable fee. If you are admitted to a hospital as an inpatient following the
stabilization of your emergency condition, your physician or hospital should contact the PacificSource
Health Services Department at (888) 691-8209 as soon as possible to make a benefit determination on
your admission. If you are admitted to a non-participating hospital, PacificSource may require you to
transfer to a participating facility once your condition is stabilized in order to continue receiving benefits
at the participating provider level.

FINDING PARTICIPATING PROVIDER INFORMATION

You can find up-to-date participating provider information:

* By asking your healthcare provider if he or she is a participating provider for PacificSource
Preferred plans.
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* On the PacificSource website, PacificSource.com. Simply click on 'Find a Provider’ and you can
easily look up participating providers or print your own customized directory.

* By contacting the PacificSource Customer Service Department. Our staff can answer your
guestions about specific providers. If you'd like a complete provider directory for your plan, just
ask--we’ll be glad to mail you a directory free of charge.

» By calling The First Health® Network at (800) 226-5116 if you live outside the area covered by the
PacificSource Network.

TERMINATION OF PROVIDER CONTRACTS

PacificSource will notify you within ten days of learning of the termination of a provider contractual
relationship if you have received services in the previous three months from such a provider when:

* A provider terminates a contractual relationship with PacificSource in accordance with the terms
and conditions of the agreement;

* A provider terminates a contractual relationship with an organization under contract with
PacificSource; or

» PacificSource terminates a contractual relationship with an individual provider or the organization
with which the provider is contracted in accordance with the terms and conditions of the agreement.

For the purposes of continuity of care, PacificSource may require the provider to adhere to the medical
services contract and accept the contractual reimbursement rate applicable at the time of contract
termination.

BECOMING COVERED

Employees

Your employer decides the minimum number of hours employees must work each week to be eligible
for health insurance benefits. Your employer may also require new employees to satisfy a probationary
waiting period before they are eligible for benefits. Your employer’s eligibility requirements are stated in
your Medical Benefit Summary. All employees who meet those requirements are eligible for coverage.

While you are insured under this plan, the following family members are also eligible for coverage:
* Your legal spouse or registered domestic partner.

e Your, your spouse’s, or your domestic partner’'s dependent children under age 26 regardless of the
child’s place of residence, marital status, or financial dependence on you.

* Your, your spouse’s, or your domestic partner's unmarried dependent children age 26 or over who
are mentally or physically disabled. To qualify as dependents, they must have been continuously
unable to support themselves since turning age 26 because of a mental or physical disability.
PacificSource requires documentation of the disability from the child’s physician, and will review the
case before determining eligibility for coverage.

* Your siblings, nieces, nephews, or grandchildren under age 19 who are unmarried, not in a
domestic partnership, registered or otherwise, and for whom you are the court appointed legal
custodian or guardian with the expectation that the family member will live in your household for at
least a year.

» ’'Dependent children’ means any natural, step, and adopted children you or your domestic partner
are legally obligated to support or contribute support for. It may also include any siblings, nieces,
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nephews, or grandchildren under age 19 who are unmarried and expected to live in your household
for at least a year, if you are the court appointed legal custodian or guardian.

No family or household members other than those listed above are eligible to enroll under your
coverage.

ENROLLING DURING THE INITIAL ENROLLMENT PERIOD

The 'initial enrollment period’ is the 31-day period beginning on the date a person is first
eligible for enroliment in this plan. Everyone who becomes eligible for coverage has an
initial enrollment period.

When you satisfy your employer’s probationary waiting period at the hours required for eligibility and
become eligible to enroll in this plan, you and your eligible family members must enroll within the initial
enrollment period. If you miss your initial enrollment period, you may be subject to a waiting period.
(For more information, see 'Special Enrollment Periods’ and 'Late Enrollment’ under the Enrolling After
the Initial Enrollment Period section.) To enroll, you must complete and sign an enroliment application,
which is available from your employer. The application must include complete information on yourself
and your enrolling family members. Return the application to your employer, and your employer will
send it to PacificSource.

Coverage for you and your enrolling family members begins on the first day of the month after you
satisfy your employer’s probationary waiting period. The probationary waiting period is stated in your
Medical Benefit Summary. Coverage will only begin if PacificSource receives your enrollment
application and premium with your employer’s premium payment for that month.

Your, your spouse’s, or your domestic partner’s natural born baby is eligible for enrollment under this
plan during the 31-day initial enrollment period after birth. PacificSource cannot enroll the child and pay
benefits until we receive an enrollment application listing the child as your dependent. A claim for
maternity care is not considered notification for the purpose of enrolling a newborn child. Anytime there
is a delay in providing enrollment information, PacificSource may ask for legal documentation to
confirm validity.

When a child is placed in your home for adoption, the child is eligible for enrollment under this plan
during the 31-day initial enroliment period after placement for adoption. 'Placement for adoption’ means
the assumption and retention by you, your spouse, or your domestic partner of a legal obligation for full
or partial support and care of the child in anticipation of adoption of the child. To add the child to your
coverage, you must complete and submit an enrollment application listing the child as your dependent.
You may be required to submit a copy of the certificate of adoption or other legal documentation from a
court or a child placement agency to complete enroliment.

If additional premium is required, then the natural born or adopted child’s eligibility for enrollment will
end 31-days after placement if PacificSource has not received an enrollment application and premium.
Premium is charged from the date of placement and prorated for the first month.

If no additional premium is required, then the natural born or adopted child’s eligibility continues as long

as you are covered. However, PacificSource cannot enroll the child and pay benefits until we receive
an enrollment application listing the child as your dependent.

If you marry, you may add your new spouse and any newly eligible dependent children to your
coverage during the 31-day initial enrollment period after the marriage. PacificSource must receive
your enrollment application and additional premium during the initial enroliment period. Coverage for
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your new family members will then begin on the first day of the month after the marriage. You may be
required to submit a copy of your marriage certificate to complete enroliment.

If you and your same-gender domestic partner have been issued a Certificate of Registered Domestic
Partnership, your domestic partner and your partner's dependent children are eligible for coverage
during the 31-day initial enroliment period after the registration of the domestic partnership.
PacificSource must receive your enroliment application and additional premium during the initial
enrollment period. Coverage for your new family members will then begin on the first day of the month
after the registration of the domestic partnership.You may be required to submit a copy of your
Certificate of Registered Domestic Partnership to complete enroliment.

If a court appoints you custodian or guardian of an eligible sibling, niece, nephew, or grandchild, you
may add that family member to your coverage. To be eligible for coverage, the family member must be:

* Unmarried

* Notin a domestic partnership, registered or otherwise;
e Under age 19; and

» Expected to live in your household for at least a year

PacificSource must receive your enroliment application and additional premium during the 31-day initial
enrollment period beginning on the date of the court appointment.Coverage will then begin on the first
day of the month following the date of the court order. You may be required to submit a copy of the
court order to complete enrollment.

This health plan complies with qualified medical child support orders (QMCSO) issued by a state court
or state child support agency. A QMCSO is a judgment, decree, or order, including approval of a
settlement agreement, that provides for health benefit coverage for the child of a plan member.

If a court or state agency orders coverage for your spouse or child, they may enroll in this plan within a
31-day initial enrollment period beginning on the date of the order. Coverage will become effective on
the first day of the month after PacificSource receives the enrollment application. You may be required
to submit a copy of the QMCSO to complete enrollment.

ENROLLING AFTER THE INITIAL ENROLLMENT PERIOD

If you are laid off and then rehired by your employer within nine months, you will not
have to satisfy another probationary waiting period or new exclusion period.

Your health coverage will resume the day you return to work and again meet your employer’'s minimum
hour requirement. If your family members were covered before your layoff, they can resume coverage
at that time as well. You must re-enroll your family members by submitting an enroliment application
within the 31-day initial enrollment period following your return to work.

Employees returning to work after a layoff are not subject to new exclusion periods for pre-existing and
other conditions. If the employee’s exclusion periods were satisfied (or partially satisfied) before the
layoff, they will be credited at the same level when the employee returns to work. However, your
dependents will be subject to new exclusion periods unless they have creditable coverage during the
layoff. For information about exclusion periods and creditable coverage, please see 'Exclusion Periods’
and 'Credit for Prior Coverage’ in the Benefit Limitations and Exclusions section of this handbook.

PSGCC.OR.0113 6
PacificSource.com



If you return to work after an employer-approved leave of absence of six months or less, you will not
have to satisfy another probationary waiting period. Your health coverage will resume the day you
return to work and again meet your employer’s minimum hour requirement. If your family members
were covered before your leave of absence, they can resume coverage at that time as well. You must
re-enroll your family members by submitting an enroliment application within the 31-day initial
enrollment period following your return to work.

Both you and your dependents will be subject to new exclusion periods unless you have creditable
coverage during the leave of absence. For information about exclusion periods and creditable
coverage, please see 'Exclusion Periods’ and 'Credit for Prior Coverage’ in the Benefit Limitations and
Exclusions section of this handbook.

Some employers have agreements with PacificSource allowing employees with other health coverage
to waive this plan’s coverage. In that case, both you and your family members may decline coverage
during your initial enroliment period. If you are eligible to decline coverage and you wish to do so, you
must submit a written waiver of coverage to PacificSource through your employer. You and your family
members may enroll in this plan later if you qualify under Rule #1, Rule #2, or Rule #3 below.

If the agreement between PacificSource and your employer requires all eligible employees to
participate in this plan, you must enroll during your initial enrollment period. However, your family
members may decline coverage, and they may enroll in the plan later if they qualify under Rule #1,
Rule #2, or Rule #3 below.

To find out if your employer’s plan allows employees to decline coverage, ask your health plan
administrator.

e Special Enroliment Rule #1

If you declined enrollment for yourself or your family members because of other health insurance
coverage, you or your family members may enroll in the plan later if the other coverage ends
involuntarily. 'Involuntarily’ means coverage ended because continuation coverage was exhausted,
employment terminated, work hours were reduced below the employer’s minimum requirement, the
other insurance plan was discontinued or the maximum lifetime benefit of the other plan was
exhausted, the employer’s premium contributions toward the other insurance plan ended, or
because of death of a spouse, divorce, or legal separation. To do so, you must request enroliment
within 31 days after the other health insurance coverage ends (or within 60 days after the other
health insurance coverage ends if the other coverage is through Medicaid or a State Children’s
Health Insurance Program). Coverage will begin on the first day of the month after the other
coverage ends.

e Special Enroliment Rule #2

If you acquire new dependents because of marriage, registration of domestic partnership, birth, or
placement for adoption, you may be able to enroll yourself and/or your newly acquired dependents
at that time. To do so, you must request enrollment within 31 days after the marriage, registration
of domestic partnership, birth, or placement for adoption. In the case of marriage or domestic
partnership, coverage begins on the first day of the month after the marriage or registration of the
domestic partnership. In the case of birth or placement for adoption, coverage begins on the date
of birth or placement.

e Special Enroliment Rule #3

If you or your dependents become eligible for a premium assistance subsidy under Medicare or a
State Children’s Health Insurance Program (CHIP), you may be able to enroll yourself and/or your
dependents at that time. To do so, you must request enrollment within 60 days of the date you

PSGCC.OR.0113 7
PacificSource.com



and/or your dependents become eligible for such assistance. Coverage will begin on the first day of
the month after becoming eligible for such assistance.

If you did not enroll during your initial enroliment period and you do not qualify for a
special enrollment period, your enroliment will be delayed until the plan’s anniversary
date.

A ’'late enrollee’ is an otherwise eligible employee or dependent who does not qualify for a special
enrollment period explained above, and who:

» Did not enroll during the 31-day initial enrollment period; or
» Enrolled during the initial enroliment period but discontinued coverage later.

A late enrollee may enroll by submitting an enrollment application to your employer during an open
enrollment period designated by your employer, just prior to the plan’s anniversary date. When you or
your dependents enroll during the open enroliment period, plan coverage begins on the plan’s
anniversary date.

The plan’s exclusion periods for pre-existing conditions, other conditions, and transplants then apply
from the date of coverage unless you have prior creditable coverage (see 'Exclusion Periods’ and
'Credit for Prior Coverage’ in the Benefit Limitations and Exclusions section of this handbook).

PLAN SELECTION PERIOD

If your employer offers more than one benefit plan option, you may choose another plan option only
upon your plan’s anniversary date. You may select a different plan option by completing a selection
form or application form. Coverage under the new plan option becomes effective on your plan’s
anniversary date.

TERMINATING COVERAGE

If you leave your job for any reason or your work hours are reduced below your employer’'s minimum
requirement, coverage for you and your enrolled family members will end. Coverage ends on the last
day of the last month in which you worked full time and for which a premium was paid. You may,
however, be eligible to continue coverage for a limited time; please see the Continuation section of this
handbook for more information.

You can voluntarily discontinue coverage for your enrolled family members at any time by completing a
Termination of Dependent Coverage form and submitting it to your employer. Keep in mind that once
coverage is discontinued, your family members may be subject to the late enrollment waiting period if
they wish to re-enroll later.

If you divorce, coverage for your spouse will end on the last day of the month in which the divorce
decree or legal separation is final. You must notify your employer of the divorce or separation, and
continuation coverage may be available for your spouse. If there are special child custody
circumstances, please contact the PacificSource Membership Services Department. Please see the
Continuation section for more information.

When your enrolled child no longer qualifies as a dependent, coverage will end on the last day of
that month. Please see the Eligibility section of this handbook for information on when your
dependent child is eligible beyond age 25. The Continuation and Individual Portability Policy
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sections include information on other coverage options for those who no longer qualify for
coverage.

If you dissolve your domestic partnership, coverage for your domestic partner and their children not
related to you by birth or adoption will end on the last day of the month in which the dissolution of the
domestic partnership is final. You must notify your employer of the dissolution of the domestic
partnership. Under Oregon state continuation laws, a registered domestic partner and their covered
children may continue this policy’s coverage under the same circumstances and to the same extent
afforded an enrolled spouse and their enrolled children (see Oregon Continuation in the Continuation of
Insurance section). Domestic partners and their covered children are not recognized as qualified
beneficiaries under federal COBRA continuation laws. Domestic partners and their covered children
may not continue this policy’s coverage under COBRA independent of the employee (see COBRA
Continuation in the Continuation of Insurance section).

A certificate of creditable coverage is used to verify the dates of your prior health plan coverage when
you apply for coverage under a new policy. These certificates are issued by health insurers whenever a
plan participant’s coverage ends. After your or your dependent’s coverage under this plan ends, you
will receive a certificate of creditable coverage by mail. We have an automated process that generates
and mails these certificates whenever coverage ends. We will send a separate certificate for any
dependents with an effective or termination date that differs from yours. For questions or requests
regarding certificates of creditable coverage, you are welcome to contact our Membership Services
Department at (541) 684-5583 or (866) 999-5583.

CONTINUATION OF INSURANCE

Under federal and state laws, you and your family members may have the right to continue this plan’s
coverage for a specified time. You and your dependents may be eligible if:

* Your employment ends or you have a reduction in hours

* You take a leave of absence for military service

* You divorce

* Youdie

* You become eligible for Medicare benefits if it causes a loss of coverage for your dependents
* Your children no longer qualify as dependents

The following sections describe your rights to continuation under state and federal laws, and the
requirements you must meet to enroll in continuation coverage.

USERRA CONTINUATION

If you take a leave of absence from your job due to military service, you have continuation rights under
the Uniformed Services Employment and Re-employment Rights Act (USERRA).

You and your enrolled family members may continue this plan’s coverage if you, the employee, no
longer qualify for coverage under the plan because of military service. Continuation coverage under
USERRA is available for up to 24 months while you are on military leave. If your military service ends
and you do not return to work, your eligibility for USERRA continuation coverage will end. Premium for
continuation coverage is your responsibility.
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The following requirements apply to USERRA continuation:

» Family members who were not enrolled in the group plan cannot take continuation. The only
exceptions are newborn babies and newly acquired dependents not covered by another group
health plan.

* To apply for continuation, you must submit a completed Continuation Election Form to your
employer within 31 days after the last day of coverage under the group plan.

* You must pay continuation premium to your employer by the first of each month. Your employer will
include your continuation premium in the group’s regular monthly payment. PacificSource cannot
accept the premium directly from you.

* Your employer must still be insured by PacificSource. If your employer discontinues this plan, you
will no longer qualify for continuation.

OREGON CONTINUATION

Under this plan, you may have continuation rights under Oregon state law.

If your employer has fewer than 20 employees, or if your group is not subject to the continuation of
coverage provisions of the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) as
amended, you may be able to continue your coverage for up to nine months.

You and your enrolled family members may continue coverage if you, the employee, no longer qualify
for coverage under the plan (for example, if your work hours are reduced or you quit your job). Your
spouse or registered domestic partner and dependent children may also continue coverage under this
plan if you divorce, dissolve your domestic partnership, become eligible for Medicare benefits, or die.
Your children may also continue coverage under this plan if they no longer qualify as a dependent
under the terms of this plan. Continuation coverage can last a maximum of nine months. Premium for
continuation coverage is the responsibility of you or your family member.

The following restrictions also apply to anyone taking Oregon continuation coverage:

» To qualify for continuation, you must have been covered under the PacificSource group policy for at
least three months. If your employer recently switched to this policy from another group health plan
without a break in coverage, you will receive credit for time under the previous plan.

» Family members who were not enrolled in the group plan cannot take continuation. The only
exceptions are newborn babies and newly acquired dependents not covered by another group health
plan.

» To apply for continuation, you must submit a completed Continuation Election Form and your initial
continuation premium payment to your employer within 31 days after the last day of coverage under
the group plan, or within ten days after you receive notification of your continuation right, whichever
is later.

* You must pay continuation premium to your employer by the first of each month. Your employer will
include your continuation premium in the group’s regular monthly payment. PacificSource cannot
accept the premium directly from you.

» Your employer must still be insured by PacificSource. If your employer discontinues this plan, you
will no longer qualify for continuation.

Although Oregon continuation coverage may last up to nine months, coverage will end before then if
any of the following occurs:
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* If you do not pay the premium to your employer on time, coverage will end on the last day of the last
month for which you paid premium.

 If you become eligible for Medicare, your coverage will end on the last day of the month prior to the
Medicare eligibility date.

* If your employer discontinues this group policy, your coverage will end on the last day the policy was
in effect.

* If you and your dependents become eligible for another group health plan (such as a spouse’s
employer’s plan or a plan at your new job), your coverage will end on the date you become eligible
for that plan.

When continuation coverage ends, you may be eligible to purchase an individual portability policy.
Please see the Individual Portability Policy section for more information.

Under Oregon continuation, you may continue the medical coverage you had before the qualifying
event. If your employer provides both medical and dental coverage and you were enrolled in both, you
may continue only the medical coverage.

Oregon continuation benefits are always the same as your employer’s current benefits. Your employer
has the right to change the benefits of its health plan or eliminate the plan entirely. If that happens, any
changes to the group health plan will also apply to everyone enrolled in continuation coverage.

WORK STOPPAGE

If you are a union member, you have certain continuation rights in the event of a labor strike. Your
union is responsible for collecting your premium and can answer questions about coverage during the
strike.

INDIVIDUAL PORTABILITY POLICY

When coverage under this policy ends, you may be able to purchase a PacificSource individual
portability policy. If you are eligible, you may purchase the policy when you lose coverage under this
policy, or during your continuation coverage, or as soon as continuation coverage ends. In order to be
eligible for the portability policy:

* You must live in Oregon.

* You must have been covered by this plan for at least six months (or by a combination of this plan
and another Oregon group health benefit plan with no break in coverage).

* You must apply for the portability policy within 63 days after coverage under this plan or your
continuation coverage ends.

* You must pay the premium to PacificSource on time each month.

You are not eligible to purchase a portability policy if you are eligible for this or any other plan provided
by your employer, or are covered under another health plan, or are eligible for Medicare. For
information on PacificSource individual portability policies, contact our Individual Sales Department at
(541) 684-5585 or (866) 695-8684.
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COVERED EXPENSES

This plan provides comprehensive medical coverage when care is medically necessary to treat an
illness or injury. Be careful--just because a treatment is prescribed by a healthcare professional does
not mean it is medically necessary under the terms of this plan. Also remember that just because a
service or supply is a covered benefit under this plan does not necessarily mean all billed charges will
be paid.

Some medically necessary services and supplies may be excluded from coverage under this plan. Be
sure you read and understand the Benefit Limitations and Exclusions section of this book, including the
section on Preauthorization. If you ever have a question about your plan benefits, contact the
PacificSource Customer Service Department.

Except for specified Preventive Care services, the benefits of this group policy are paid only toward the
covered expense of medically necessary diagnosis of treatment of illness or injury. This is true even
though the service or supply is not specifically excluded. All treatment is subject to review for medical
necessity. Review of treatment may involve prior approval, concurrent review of the continuation of
treatment, post-treatment review or any combination of these. For additional information, see ‘medically
necessary’ in the Definitions section of this handbook.

Be careful. Your healthcare provider could prescribe services or supplies that are not
covered under this plan. Also, just because a service or supply is a covered benefit
does not mean all related charges will be paid.

This plan provides benefits only for covered expenses and supplies rendered by a physician (M.D. or
0.D.), practitioner, nurse, hospital or specialized treatment facility, durable medical equipment supplier,
or other licensed medical provider as specifically stated in this handbook. The services or supplies
provided by individuals or companies that are not specified as eligible practitioners are not eligible for
reimbursement under the benefits of this plan. For additional information, see ‘practitioner’, ‘specialized
treatment facility’, and ‘durable medical equipment supplier’ in the Definitions section of this handbook.

This plan has an out-of-pocket limit provision to protect you from excessive medical expenses. The
Medical Benefit Summary shows your plan’s annual out-of-pocket limits for participating and/or
non-participating providers. If you incur covered expenses over those amounts, this plan will pay 100
percent of eligible charges, subject to the allowable fee.

Your expenses for the following do not count toward the annual out-of-pocket limit:
» Charges applied to deductible, if applicable to your plan

» Co-payments, if applicable to your plan

* Prescription drugs

» Charges over the allowable fee for services of non-participating providers

* Incurred charges that exceed amounts allowed under this plan

Charges over the allowable fee for services of non-participating providers, and incurred charges that
exceed amounts allowed under this plan, and co-payments will continue to be your responsibility even
after the out-of-pocket or stop-loss limit is reached.

Prescription drug benefits are not affected by the out-of-pocket or stop-loss limit. You will still be
responsible for that co-payment or co-insurance payment even after the out-of-pocket or stop-loss limit
is reached.
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PLAN BENEFITS

This plan provides benefits for the following services and supplies as outlined on your Medical Benefit
Summary. These services and supplies may require you to satisfy a deductible, make a co-payment, or
both, and they may be subject to additional limitations or maximum dollar amounts. For a medical
expense to be eligible for payment, you must be covered under this plan on the date the expense is
incurred. Please refer to your Medical Benefit Summary and the Benefit Limitations and Exclusions
section of this handbook for more information.

PREVENTIVE CARE SERVICES

This plan covers the following preventive care services when provided by a physician, physician
assistant, or nurse practitioner:

* Routine physicals for members age 22 and older according to the following schedule:

— Ages 22-34 One exam every four years
— Ages 35-59 One exam every two years

— Ages 60 and over One exam every year

Only laboratory work tests and other diagnostic testing procedures related to the routine physical
exam are covered by this benefit. Any laboratory tests and other diagnostic testing procedures
ordered during, but not related to, a routine physical examination are not covered by this
preventative care benefit. Please see Outpatient Services in this section.

e Well woman visits, including the following:

— Oneroutine gynecological exam each calendar year for women 18 and over. Exams may
include Pap smear, pelvic exam, breast exam, blood pressure check, and weight check.
Covered lab services are limited to occult blood, urinalysis, and complete blood count.

— Routine preventive mammograms for women as recommended.

° The deductible, co-payment, and/or co-insurance stated in your Medical Benefit Summary
for ‘Preventive Care - Well Woman Visits’ applies to mammograms that are considered
‘routine’ according to the guidelines of the U.S. Preventive Services Task Force.

° The deductible, co-payment, and/or co-insurance stated in your Medical Benefit Summary
for ‘Outpatient Services - Diagnostic and Therapeutic Radiology and Lab’ applies to
diagnostic mammograms related to the ongoing evaluation or treatment of a medical
condition.

- Pelvic exams and Pap smear exams at any time upon referral of a women’s healthcare
provider; and pelvic exams and Pap smear exams annually for women 18 to 64 years of age
with or without a referral from a women'’s healthcare provider.

— Breast exams annually for women 18 years of age or older or at any time when recommended
by a women'’s healthcare provider for the purpose of checking for lumps and other changes for
early detection and prevention of breast cancer.

» Colorectal cancer screening exams and lab work including the following:
— A fecal occult blood test
- A flexible sigmoidoscopy
— A colonoscopy

° The deductible, co-payment, and/or co-insurance stated in your Medical Benefit
Summary for ‘Preventive Care - Routine Colonoscopy’ applies to colonoscopies that
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are considered ‘routine’ according to th