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GROUP APPLICATION

Product SelectHealth Value HDHP
Employer WEBER COUNTY
Employer Contact Sarah Swan

Employer Address 2380 WASHINGTON BLVD

OGDEN, UT 84401

Affiliated Businesses/Subsidiaries Covered by this Application

Employer is hereby applying for, and agreeing to, the terms of the attached Group Health Insurance Contract with SelectHealth,
5381 Green Street, Murray, Utah 84123. SelectHealth is entering into this Contract in reliance upon the underwriting
information supplied by the employer, which shall be considered to be material representations of fact by employer to
SelectHealth. SelectHealth and employer agree upon the following:

1. Monthly Premiums.

On or before the first day of each month, the following designated Premiums shall be paid to SelectHealth:

$426.10 for each single party enroliment
$1002.90 for each Subscriber plus spouse enroliment
$1002.90 for each Subscriber plus child enroliment
$1215.20 for each Subscriber plus children enrollment
$1215.20 for each family enroliment

2. Eligibility, Prepayment and Enrollment Criteria.

In order to be Eligible, your employees and their Dependents must meet the criteria for participation and enroliment specified
in this Group Application and elsewhere in the Contract. A person may only be considered an employee if the employer
withholds and pays to the government Social Security and Medicare taxes and income tax withholding on the employee's
wages.

2.1 Scheduled hours of work per week.

Employees must be scheduled to work 30 hours per week to be Eligible for coverage under the Plan, unless the employer is
required to offer them coverage under the Affordable Care Act. During the Employer Waiting Period, the employee must work
the minimum required hours except for paid time off or time the employee does not work due to health status, a medical
condition, the receipt of health care, or disability. SelectHealth may require documentation to verify the number of hours an
employee has worked.
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2.2 Portion of Premium employer must contribute.

90% for all tiers

2.3 Limiting Age.

Children are eligible to the age of 26 except where the child meets the criteria for disabled children specified in Section 2-
"Eligibility" of the Certificate.

2.4 Retirees.
Retirees are covered.
Eligible Retirees may receive Health Insurance Benefits as specified below, provided they meet the following requisite criteria:

(A) Eligible Retirees under age 60 who are otherwise eligible for retirement from County service under the State s Non-
Contributory Retirement Program and Elected Officials (regardless of their age) who qualify under the definition of
Eligible Retirees, may receive five years of Health Insurance Benefits as defined herein.

(B) Eligible Retirees who are under age 65 but over 60 who are otherwise eligible for retirement may receive Health
Insurance Benefits for the number of months equal to the number of months they have remaining from the time they
retire until they reach age 65. Upon reaching age 65, the Eligible Retiree may receive Medicare supplement benefits
paid by the County for the number of months remaining in the five year period so that they receive a total of five
years of Health Insurance Benefits and Medicare supplement benefits.

(C) The Retired Employee shall pay any difference between the County s contribution and the actual cost of the plan as
well as any other costs attributable to the Retired Employee as defined herein. Such payment shall be made on an
annual basis and shall be due by January 15th for the benefit year. If payment is not received by the due date,
coverage shall be terminated and the employee shall not be allowed to reinstate coverage.

(D) Health Insurance Benefits shall be the same as currently carried by the Eligible Retiree, i.e., family, two-party or
single. If the Eligible Retiree has no Health Insurance Benefits paid in whole or in part by the County at the time of
retirement, none may be offered or provided. The County shall not provide an increased benefit level because the
Eligible Retiree changes his/her family status. However, if the Eligible Retiree s family status changes and dependent
coverage is no longer needed, the Retired Employee shall notify the County within 30 days so that excess coverage
may be terminated. If the Retired Employee fails to notify the County within 30 days of change in coverage, he shall
reimburse the County for the total cost of coverage the County has paid for excess coverage.

2.5 Domestic Partners.
Domestic partners are not covered.
2.6 Leave of Absence.

Eligible employees may be granted up to a 60 day leave of absence by employer or up to the time allowed for a qualifying leave
under the Family Medical Leave Act. Leave time can only be accrued and used by the employee using the leave time. Leave
banks beyond what is required by the FMLA, i.e. where employees share or purchase leave time from other employees, are not
allowed.
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2.7 Initial Eligibility Period.
The Initial Eligibility Period is 31 days.
2.8 Waiting Period.

There is no Employer Waiting Period and the Effective Date is the first day of the next calendar month following the date of
employment.

2.9 Other employees.
Leased employees and independent contractors are not Eligible for coverage by SelectHealth.
2.10 Termination.

Coverage will terminate on the end of the calendar month in which Subscriber and/or Dependents lose Eligibility. When a loss
of Eligibility is not reported in a timely fashion as required by the Contract and federal or state law prevents SelectHealth from
retroactively terminating coverage, SelectHealth has the discretion to determine the prospective date of termination.
SelectHealth also has the discretion to determine the date of termination for Rescissions.

3. Duration of Contract.

This Contract is effective on January 1, 2021 to December 31, 2021, for a term of 12 months.

4, Additional Terms.

4.1 Additional Eligibility.

A Subscriber's spouse ceases to be a Member on the date in which the final decree of divorce or annulment is granted.

"Commissioners Prerogative" means an employee, board member or Significant Volunteer of Weber County who may not
otherwise qualify under the standard benefit criteria for the county health insurance program but is designated by the board of
county commissioners on a Risk-Neutral Basis as an individual who may receive health insurance under the county's health
insurance program. Such insurance may be family, two party or single coverage as needed by the qualifying individual.

"Significant Volunteer" means an individual whose service is of significant value to the community as determined by the board
of county commissioners.

"Risk-Neutral Basis" means on the basis of the individual's contributions to Weber County and not taking into account any
information regarding the individual's medical condition(s), health status or insurability.
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Product: SelectHealth Value HDHP

Effective Date: January 1, 2021

Acknowledged and agreed:

Employer: WEBER COUNTY

By:

Printed Name:

Title:

Date:

SelectHealth:

” ()L s s mpentn

Printed Name: David A. Lemperle
Title: Vice President / Chief Sales and Marketing Officer
Date: 1/19/2021
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SECTION 1 INTRODUCTION

1.1 Contract

This group health insurance contract (Contract) is
made between SelectHealth, Inc. (we or us) and the
employerindicatedin the Group Application (you).
In exchange foryour payment of Premium, we
provide defined healthcare Benefits to Members.
Any payment of Premium will constitute your
agreementto the terms of the Contract, regardless
of whether you have actuallysignedthe Group
Application.

1.2 SelectHealth

SelectHealth isan HMO licensed by the State of
Utah located at 5381 Green Street, Murray, Utah
84123. Weare affiliated with Intermountain
Healthcare, butare aseparate company. The
Contractdoes notinvolve Intermountain Healthcare
or any other affiliated Intermountaincompanies, or
their officers or employees. Such companies are not
responsible forour obligations or actions.

1.3 Agency

You do not have the authority to actas our agent.
We are notyour agent for any purpose. You agree to
actin atimely and diligent manneras the agent of
your Subscribers for certain purposes, such as
enrollment and termination procedures, providing
consentto releaseinformation, and agreeing to the
conditionsin the Contract.

1.4 Administration of Contract

We may adoptreasonable policies, rules, and
procedures to helpin the administration of the
Contract. You agree to abide by all such reasonable
policies, rules, and procedures thatare not
inconsistent with the Contract.
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1.5 ERISA and SelectHealth's
Authority

If the Contractis part of an employee benefit plan
subjectto the Employee Retirement Income Security
Actof 1974 (ERISA), youor your designated
employee(s) will be the planadministrator and in
that capacity hereby delegate to us the following
discretionaryauthority:

Benefits under the Contract will be paid onlyif we
decide in ourdiscretion that the Claimantis entitled
to them. We also have discretion to determine
Eligibility for Benefits and to interpret the terms and
conditions of the benefit plan. Our determinations
under this reservation of discretion do not prohibit
or prevent a Claimantfrom seeking judicial review in
federal court.

The reservation of discretion made under this
provision onlyestablishesthe scope of review thata
federal courtwill apply when a Claimant seeks
judicial review of our determination of Eligibility for
Benefits, the payment of Benefits, or interpretation
of the terms and conditionsapplicable to the health
benefitplan.

We are an insurance company thatinsures the
Employer Plan and the federal court will determine
the level of discretionthatit willaccord our
determinations.

If the Contractis not part of an employee benefit
plan subjectto ERISA, this Provision 1.5 does not
apply andis notconsidered part of the Contract.

SECTION 2 PREMIUM

2.1 Employer Responsibility

Coverage under the Contractis contingent upon
your timely payment of Premium. The monthly
Premiumamountand duedate areset forth in the
Group Application. Your obligation to make Premium
payments is not contingent upon your ability to
collectany Subscriber contributions.



2.2 Premium Rates

The Premiumrates specified in the Group
Application will remain the same until the end of the
Contractterm. However, we may reasonably modify
the Premium if federal or state laws or regulations
mandate that we adjust Benefits under the Contract.

2.3 GracePeriod

There isa30-day Grace Period for the payment of
Premium. We will continue to pay Benefits during
the Grace Period, but you will be responsible for
reimbursing us for the amount of any Benefits paid if
you fail to pay Premium.

2.4 Refund of Premium

We are entitledto offset fromany refund the
amount of any claims paid for such individuals
before younotified us that they were not Eligible.

SECTION 3 COVERAGE

3.1 Certificate of Coverage

We will provide you with a copy of eachapplicable
Certificate of Coverage, whichdescribes the Benefits
offered under the Contractin exchange for your
paymentof Premium.

3.2 Administrative Processes

We establish reasonable administrative processes
for claims adjudication, Member Services,
Healthcare Management, and otherfunctions.
Members and Participating Providers and Facilities
are requiredto cooperate with these processes
when obtaining and providing Covered Services.

3.3 No Vested Rights

No Member has a vested right to any Covered
Services. Changes to the Contract may be made
without consulting with, or obtaining the consent of,
Members. The rights and interest of Members atany
particular time depend on the Contracttermsin
effectatthattime.
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SECTION 4 ELIGIBILITY AND
ENROLLMENT

4.1 Eligibility

In consultation with us, you decide which categories
of employees, retirees and Dependents are Eligible
to become Members and establish related Eligibility
requirements. The Eligibility criteria are specified in
the Certificate of Coverage and the Group
Application. You may not change, extend, expand, or
waive the Eligibility criteria without first obtaining
the advance, writtenapproval of an officer of
SelectHealth. Onlyindividuals who continuously
satisfy the Eligibility criteriaof the Contract may be
enrolledand continue as Members. You, your
Subscribers, and their Dependents are responsible
for obtaining and submitting to us evidence of
Eligibility.

4.2 Changesin Member
Information or Eligibility

You must notify us within 31 days wheneverthere is
a change inaMember's situation that may affect
Eligibility or enrollment. This includes the following
events:

a. Adoption ofachild, birth of achild, or
gaining legal guardianship of a child;

b. Childloses Dependent status;

c. Death;

d. Divorce;

e. Marriage;

f. Involuntary loss of othercoverage;

g. Member called to active military duty;

You receive a Qualified Medical Child
Support Order (QMCSO);

i.  Reductionin employment hours;

j-  Subscribertakes, returns from, or does not
return fromaleave of absence;

k. Termination of employment; and

I.  Othereventsasrequiredby federal law.



If you fail to notify us within 31 days of aMember's
termination from employment or otherevent that
resultsin the loss of a Member's Eligibility, you agree
to promptly pay us any amounts paid as Benefits for
such Memberbefore we were notified.

4.3 Enrollment

In order foran Eligible individual to receive Benefits,
you must enroll the individual, we must accept the
individual asa Member, and you must pay the
applicable Premiums. You agree to limit enrollment
to Subscribers and their Dependents. You are
responsible for submitting the enrollment materials
we require.

4.4 Enrolling a Dependent
Because of a Court Order

We will enroll Dependents as the result of a valid
courtorder. Compliance with, and administration of,
courtorders, including Qualified Medical Child
Support Orders (QMCSQ's), is your responsibility.
When you direct us to enroll anindividual on the
basis of a QMCSO, we reserve therightto review
and confirmthatthe orderis qualified.

4.5 COBRA or Utah mini-COBRA
Coverage (Continuation Coverage)

Continuation Coverage is yourobligation. We are not
the administrator of Continuation Coverage
procedures and requirements. We agree to assist
you in providing Continuation Coveragein certain
circumstances. Itis your responsibility to timely:
notify persons entitledto Continuation Coverage,
notify us of such individuals, and collect and submit
to usall applicable Premiums. If the Contractis
terminated, Continuation Coverage with us will
terminate. You are responsible for obtaining
substitute coverage. You may engage the servicesof
a third-party contractor to assist with the
administration of Continuation Coverage.
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4.5.1 Minimum Extent

Continuation Coverage will onlybe providedfor the
minimum time and only to the minimum extent
required by applicable state and federallaw. We will
not provide Continuation Coverageif you or the
Member fails to strictly comply with all applicable
notice and otherrequirements and deadlines.

4.5.2 Documentation

You are requiredto provide sufficient
documentationof a Member's eligibility for
Continuation Coverage. We determine whether the
documentationis sufficient.

4.6 Rightto Decline Enroliment

We may declineto enroll individuals who do not
satisfy the Eligibility criteriaof the Contract.

SECTION 5 RESPONSIBILITIES OF THE
PARTIES

5.1 Compliance

Each party is responsible forits own compliance with
applicable laws, rules, and regulations. For you, this
includesthe reporting and disclosure requirements
of ERISA, all applicable requirements under Titles |
and Il of HIPAA, and any other state and federal
requirements thatapply to the Employer Plan. You
must notify us when you receive Medicare
secondary payer information.

5.2 Indemnification

We agree to defendand indemnify you from and
againstany claims or other liability based uponour
failure to comply with our obligationsunder the
Contract.

You agree to defendand indemnify us fromand
againstany claims or other liability based uponyour
failure to comply with your obligations under the
Contract.



5.3 Reports

We will help you complywith applicable federal
reporting requirements by providing you with
necessary Benefits information in our possession.

5.4 Internal Revenue Code (IRC)
Section 6055 Reporting

You agree to request the Social Security Numbers of
your Employees and their Dependents, and provide
thisinformation to us, in the time and manner
required by IRC Section6055.

5.5 Summary of Benefits and
Coverage (SBC)

We agree to provide you with an SBC as defined by
the Affordable Care Act (ACA). You agreeto
distribute the SBC to eligibleindividuals in the time
and manner required by applicable law. We agreeto
provide the Uniform Glossary of Terms, as defined
by the ACA, on our website. Wealso agreeto
distribute the SBC and Uniform Glossary of Terms
created by us to those Members who contact us
directly. You agree to indemnify and holdus
harmlessin the eventthatyou fail to make any
required distributions of the SBC, make any
modifications to the SBC, or decide to use yourown
SBC.

SECTION 6 TERMINATION

6.1 ReasonsforTermination

The Contract, and coverage forall Members under
the Contract, can terminate forthe reasons listed
below.

6.1.1 Termination by Employer

You may terminate the Contract by providing us with
written notice priorto the date you wish coverage to
end. If you properly notifyus, coverage will
terminate on the last day of the month for which
Premium has beenpaid. We will notaccept
retroactive terminationdates.
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6.1.2 Termination of Employer Group by
SelectHealth

Your coverage under the Contract may be
terminated for any of the following reasons:

a. Youfailto pay Premiumsin accordance
with the Contract. Partial payment will be
treated as nonpaymentunless we, atour
sole discretion, indicate otherwisein
writing;

b. Youperformanactor practice that
constitutes fraud or make an intentional
misrepresentation of material factunder
the terms of the coverage;

c. NoMemberslive, reside, or workin the
ServiceArea;

d. Your membership in an association, through
which the Contract was made available,
ceases;

e. We cease to offerthis particularhealth
benefit productin accordance with
applicable state and federal law. In such
instance, we will give you at least 90 days
advance notice;

f.  We withdrawfromthe marketin
accordance with applicable state and
federal law. In such instance, we will give
you at least 180 days advance notice; or

g. Youfail to satisfy our minimum
participation requirements, if applicable.

6.1.3 Employer Notice of Termination to
Subscribers

It is your responsibility to provide Subscribers a 30-
day written notice of the Contract's termination. We
will provide you a sample notice upon request.

6.2 Rescission

Rescission may only occur forfraudor intentional
misrepresentation of material fact. You agree to
only requesta Member's Rescission in these limited
circumstances and to hold SelectHealth harmless for
any improper Rescissionthat you request.



6.3 Liability for Services After
Termination

We do notcoverServicesobtained after the date of
termination, regardless of when a condition arose
and despite care or treatment anticipated or already
in progress.

SECTION 7 GENERAL

7.1 Binding Effect

The Contract contains the entire agreement
between the parties. In the eventyouhave received
a written proposal, your compliance with the
minimum enrollmentand underwriting factors set
forth in the proposalis a conditionto the
effectiveness of the Contract. The Contractis binding
upon you, us, Members and their heirs, personal
representatives and assignees.

7.2 Partial Invalidity

If any provision of the Contractis held to be
unenforceable, it will be deemedto be omitted and
the remaining provisions shall continuein full force
and effect.

7.3 Non-Assignability

The parties to the Contract agree that they may not
transfer or assign theirrights or obligations without
the advance writtenapproval of the other party.

7.4 ChoiceoflLaw

The Contractwill be interpreted and enforced
accordingto the laws and regulations of the State of
Utah and any applicable federal laws or regulations.
If an inconsistency exists between the Contract and
any applicable law, the Contract will be construed to
include the minimum requirements of the applicable
law.
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7.5 Rightto Audit Employer
Records

We reservethe right to audit your personnel and/or
payrollrecords to verify the status and Eligibility of
Members.

7.6 Term

The term of the Contractis specified in the Group
Application.

7.7 Circumstances Beyond Control

Neither party will be responsible for adelayin
performing its obligations under the Contract dueto
circumstances reasonably beyond its control, suchas
natural disaster, epidemic, riot, war, terrorism, or
nuclear release.

7.8 Workers' Compensation
Insurance

The Contract does not provide or replace workers'
compensation coverage for youremployees.

7.9 No Waiver

Failure by either partyto insistupon strict
compliance with any part of the Contract or with any
procedure or requirement will not resultin a waiver
of its right to insist upon strict compliancein any
other situation.

7.10 Notices

Allrequired notices shall be sent by at least first-
class mail.

a. Anynotice we arerequired to send will be
sufficientif mailed to the address we have
onrecord.

b. Anynotice we arerequiredtosendtoa
Dependent will be sufficientif givento the
Subscriber.



c. Anynotice you arerequired to sendto us
will be sufficient if mailed to the principal
office of SelectHealth in Murray, Utah.

d. We do notprovide COBRA notification
services.

SECTION 8 DEFINITIONS

The Contract contains certain definedterms thatare
capitalized in the text and described in this section.
Words thatare notdefined have their usualmeaning
in everyday language.

8.1 Affordable Care Act(ACA)

The Patient Protectionand Affordable Care Actand
Health Care and Education Reconciliation Act of
2010 and associated regulations.

8.2 Benefit(s)

The payments and privileges to which Members are
entitled by the Contract.

8.3 Certificate of Coverage
(Certificate)

The document(s), considered part of the Contract,
which describe(s)the terms and conditions of the
health insurance Benefits with us. The Member

Payment Summary and any endorsements are
attached to, and considered part of, the Certificate.

8.4 COBRACoverage

Coverage required by the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA).

8.5 Continuation Coverage

COBRA Coverage and/or Utah mini-COBRA coverage.

8.6 Contract

The group health insurance contract, including the
Group Applicationand the Certificate of Coverage.
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8.7 Covered Services

The Services listedin the Certificatein Section 8
CoveredServices and applicable Optional Benefits
and notexcluded in the Certificatein Section 10
Limitations and Exclusions.

8.8 Dependents

A Subscriber's lawful spouse andany child who
meets the Eligibility criteria set forth in the
Certificate in Section 2 Eligibility, and the Group
Application.

8.9 Effective Date

The date on which coverage foraMemberbegins.
8.10 Eligible, Eligibility

In order to be Eligible, a Subscriberand his/her
dependents must meetthe criteria for participation
specifiedin the Group Application and in the
Certificate in Section 2 Eligibility.

8.11 Employer Waiting Period

The time period thata Subscriber and any
Dependents must wait after becoming Eligible for
coverage before the Effective Date. Subject to
approval by us, you specify the length of this period
inthe Group Application.

8.12 EmployerPlan

The group health plan sponsored by youand insured
under the Contract.

8.13 ERISA

The Employee Retirement Income Security Act
(ERISA), afederal law governingemployee benefit
plans.



8.14 Exclusion(s)

Situations and Servicesthatare not covered by us
under the Plan. Most Exclusions are setforth in the
Certificate in Section 10 Limitations and Exclusions,
butother provisions throughout the Certificateand
the Contract may have the effect of excluding
coveragein particularsituations.

8.15 Facility

An institution that provides certain healthcare
Services within specific licensure requirements.

8.16 Group Application

A formwe use both as your application for coverage
and to specify group-specificdetails of coverage. The
Group Application may contain modifications to the
language of the Contract. It also demonstrates your
acceptance of the Contract. Other documents, such
as Endorsements, may be incorporated by reference
into the Group Application.

8.17 Grace Period

A specifiedperiodof time after aPremiumis due
during which coverage underthe Contract continues
and you may pay the Premium.

8.18 Limitation(s)

Situations and Servicesin which coverageis limited
by usunder the Plan. Most Limitations are set forth
in the Certificate in Section 10 Limitations and
Exclusions, but other provisions throughout the
Certificate and the Contract may have the effect of
limiting coveragein particularsituations.

8.19 Member

A Subscriberand any Dependents, when properly
enrolledinthe Plan and acceptedby us.

8.20 Member Payment Summary

A summary of Benefits by category of service,
attached to and considered part of the Certificate.
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8.21 Optional Benefit

Additional coverage purchasedby you as noted in
the Certificate that modifies Limitations, Exclusions,
and/or Eligibility.

8.22 Plan

The specific combination of Covered Services,
Limitations, Exclusions, and other requirements
agreed uponbetweenyou and us as setforth in the
Certificate and the Contract.

8.23 Plan Sponsor

Asdefined in ERISA. The PlanSponsor is typically the
employer.

8.24 Premium(s)

The amountyou periodically pay to us as
consideration for providing Benefits underthe Plan.
The Premiumis specified in the Group Application.

8.25 Provider

A vendor of healthcare Services licensed by the state
where Services are provided and that provides
Services within the scope of its license.

8.26 Qualified Medical Child
Support Order

A courtorderfor the medical support of a child as
defined in ERISA.

8.27 Rescission

A cancellation or discontinuance of coverage that
has retroactive effect, except to the extentitis
attributable to a failure to timely pay required
Premiums or contributions towards the cost of
coverage.

8.28 Service Area

As definedin the Certificate(s) of Coverage.



8.29 Service(s)

Services, care, tests, treatments, drugs, medications,
supplies, or equipment.

8.30 Subscriber

The individual with an employment or otherdefined
relationship to the Plan Sponsor, throughwhom
Dependents may be enrolled. Subscribers are also
Members.

8.31 Utah mini-COBRA

Continuation coverage required by Utah law for
employers with fewerthan 20 employees.
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VALUE NETWORK / HSA QUALIFIED

CONDITIONS AND LIMITATIONS
Lifetime Maximum Plan Payment - Per Person
Pre-Existing Conditions (PEC)
Benefit Accumulator Period
MEDICAL DEDUCTIBLE AND MEDICAL OUT-OF-POCKET**
Self Only Coverage, 1 person enrolled - per calendar Year
Deductible
Out-of-Pocket Maximum
Family Coverage, 2 or more enrolled - per calendar Year
Deductible
Out-of-Pocket Maximum
(Medical and Pharmacy Included in the Out-of-Pocket Maximum)
INPATIENT SERVICES
Medical, Surgical and Hospice4
Skilled Nursing Facility4 - Up to 60 days per calendar Year
Inpatient Rehab Therapy: Physical, Speech, Occupational4
Up to 40 days per calendar Year for all therapy types combined
PROFESSIONAL SERVICES
Office Visits & Minor Office Surgeries
Primary Care Provider (PCP)1
Secondary Care Provider (SCP)l
Allergy Tests
Allergy Treatment and Serum
Major Surgery
Physician's Fees - (Medical, Surgical, Maternity, Anesthesia)
PREVENTIVE SERVICES AS OUTLINED BY THE ACA*®
Primary Care Provider (PCP)l
Secondary Care Provider (SCP)1
Adult and Pediatric Immunizations
Elective Immunizations - herpes zoster (shingles), rotavirus
Diagnostic Tests: Minor
Other Preventive Services
VISION SERVICES
Preventive Eye Exams
All Other Eye Exams
OUTPATIENT SERVICES*
Outpatient Facility and Ambulatory Surgical
Ambulance (Air or Ground) - Emergencies Only
Emergency Room - (In-Network facility)

Emergency Room - (Out-of-Network facility)

Intermountain InstaCare” Facilities, Urgent Care Facilities
Intermountain KidsCare® Facilities

Intermountain Connect Care”

Chemotherapy, Radiation and Dialysis

Diagnostic Tests: Minor?

Diagnostic Tests: Major2

Home Health, Hospice, Outpatient Private Nurse

Outpatient Cardiac Rehab

Outpatient Rehab/Habilitative Therapy: Physical, Speech, Occupational

MEMBER PAYMENT SUMMARY

IN-NETWORK

When using In-Network Providers, you are responsible to pay the amounts in this column.
Services from Out-of-Network Providers are not covered (except emergencies).

None
None
calendar Year
IN-NETWORK

$3,000
$3,000

$6,000
$6,000

IN-NETWORK
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible

IN-NETWORK

Covered 100% after Deductible
Covered 100% after Deductible
See Office Visits Above
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
IN-NETWORK
Covered 100%
Covered 100%
Covered 100%
Covered 100%
Covered 100%
Covered 100%
IN-NETWORK
Covered 100%
Covered 100% after Deductible
IN-NETWORK
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100%
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible

MPS-HMO HDHP 01/01/21

See other side for additional benefits
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IN-NETWORK

VALUE NETWORK / HSA QUALIFIED

MISCELLANEOUS SERVICES IN-NETWORK
Durable Medical Equipment (DME)" Covered 100% after Deductible
Miscellaneous Medical Supplies (MMS)3 Covered 100% after Deductible
Autism Spectrum Disorder See Professional, Inpatient, Outpatient, or
Mental Health and Chemical Dependency Services
Maternity and Adopti0n4’7 See Professional, Inpatient or Outpatient
Cochlear Implants4 See Professional, Inpatient or Outpatient
Infertility - Selected Services Covered 100% after Deductible
(Max Plan Payment $1,500/ calendar Year; $5,000 lifetime)
Donor Fees for Covered Organ Trans.plants4 Covered 100% after Deductible
TMJ (Temporomandibular Joint) Services - Up to $2,000 lifetime See Professional, Inpatient or Outpatient
OPTIONAL BENEFITS IN-NETWORK
Mental Health and Chemical Dependency’
Office Visits Covered 100% after Deductible
Inpatient Covered 100% after Deductible
Outpatient Covered 100% after Deductible
Residential Treatment” Covered 100% after Deductible
Injectable Drugs and Specialty Medications” Covered 100% after Deductible
Bariatric Surgery (Up to one surgery/lifetime) ¢ See Professional, Inpatient or Outpatient
Prescription Drug List (formulary) RxSelect®
Prescription Drugs - Up to 30 Day Supply of Covered Medications 4
Tier 1 Covered 100% after Deductible
Tier 2 Covered 100% after Deductible
Tier 3 Covered 100% after Deductible
Tier 4 Covered 100% after Deductible
Maintenance Drugs - 90 Day Supply (Mail-Order, Retail90 ®)-selected drugs 4
Tier 1 Covered 100% after Deductible
Tier 2 Covered 100% after Deductible
Tier 3 Covered 100% after Deductible
Generic Substitution Required Generic required or must pay Copay plus cost

difference between name brand and generic

1 Refer to selecthealth.org/findadoctor to identify whether a Provider is a primary or secondary care Provider.

2 Refer to your Certificate of Coverage for more information.

3 Frequency and/or quantity limitations apply to some Preventive care and MMS Services.

4 Preauthorization is required for certain Services. Benefits may be reduced or denied if you do not preauthorize certain Services with Out-of-Network Providers. Please refer to
Section 11--" Healthcare Management", in your Certificate of Coverage, for details.

5 All Deductible/Copay/Coinsurance amounts are based on the allowed amounts and not on the Providers billed charges. Out-of-Network Providers or Facilities have not
agreed to accept the Allowed Amount for Covered Services. When this occurs, you are responsible to pay for any charges that exceed the amount that SelectHealth pays for
Covered Services. These fees are called Excess Charges, and they do not apply to your Out-of-Pocket Maximum.

6 Certain Services as noted on this document and in your Certificate of Coverage are not subject to the Deductible.

7 SelectHealth provides a $4000 adoption indemnity as outlined by the state of Utah. Medical Deductible, Copay, or Coinsurance listed under the benefit applies and may exhaust
the benefits prior to any plan payments.

To contact Member Services, call 800-538-5038 weekdays, from 7:00 a.m. to 8:00 p.m., Saturdays, from 9:00 a.m. to 2:00 p.m. TTY users should call 711.

Benefits are administered and underwritten by SelectHealth, Inc. M (domiciled in Utah).
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VALUE NETWORK / HSA QUALIFIED

CONDITIONS AND LIMITATIONS
Lifetime Maximum Plan Payment - Per Person
Pre-Existing Conditions (PEC)
Benefit Accumulator Period
MEDICAL DEDUCTIBLE AND MEDICAL OUT-OF-POCKET**
Self Only Coverage, 1 person enrolled - per calendar Year
Deductible
Out-of-Pocket Maximum
Family Coverage, 2 or more enrolled - per calendar Year
Deductible
Out-of-Pocket Maximum
(Medical and Pharmacy Included in the Out-of-Pocket Maximum)
INPATIENT SERVICES
Medical, Surgical and Hospice4
Skilled Nursing Facility4 - Up to 60 days per calendar Year
Inpatient Rehab Therapy: Physical, Speech, Occupational4
Up to 40 days per calendar Year for all therapy types combined
PROFESSIONAL SERVICES
Office Visits & Minor Office Surgeries
Primary Care Provider (PCP)1
Secondary Care Provider (SCP)l
Allergy Tests
Allergy Treatment and Serum
Major Surgery
Physician's Fees - (Medical, Surgical, Maternity, Anesthesia)
PREVENTIVE SERVICES AS OUTLINED BY THE ACA*®
Primary Care Provider (PCP)l
Secondary Care Provider (SCP)1
Adult and Pediatric Immunizations
Elective Immunizations - herpes zoster (shingles), rotavirus
Diagnostic Tests: Minor
Other Preventive Services
VISION SERVICES
Preventive Eye Exams
All Other Eye Exams
OUTPATIENT SERVICES*
Outpatient Facility and Ambulatory Surgical
Ambulance (Air or Ground) - Emergencies Only
Emergency Room - (In-Network facility)

Emergency Room - (Out-of-Network facility)

Intermountain InstaCare” Facilities, Urgent Care Facilities
Intermountain KidsCare® Facilities

Intermountain Connect Care”

Chemotherapy, Radiation and Dialysis

Diagnostic Tests: Minor?

Diagnostic Tests: Major2

Home Health, Hospice, Outpatient Private Nurse

Outpatient Cardiac Rehab

Outpatient Rehab/Habilitative Therapy: Physical, Speech, Occupational

MEMBER PAYMENT SUMMARY

IN-NETWORK

When using In-Network Providers, you are responsible to pay the amounts in this column.
Services from Out-of-Network Providers are not covered (except emergencies).

None
None
calendar Year
IN-NETWORK

$3,000
$3,000

$6,000
$6,000

IN-NETWORK
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible

IN-NETWORK

Covered 100% after Deductible
Covered 100% after Deductible
See Office Visits Above
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
IN-NETWORK
Covered 100%
Covered 100%
Covered 100%
Covered 100%
Covered 100%
Covered 100%
IN-NETWORK
Covered 100%
Covered 100% after Deductible
IN-NETWORK
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100%
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible
Covered 100% after Deductible

MPS-HMO HDHP 01/01/21
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IN-NETWORK

VALUE NETWORK / HSA QUALIFIED

MISCELLANEOUS SERVICES IN-NETWORK
Durable Medical Equipment (DME)" Covered 100% after Deductible
Miscellaneous Medical Supplies (MMS)3 Covered 100% after Deductible
Autism Spectrum Disorder See Professional, Inpatient, Outpatient, or
Mental Health and Chemical Dependency Services
Maternity and Adopti0n4’7 See Professional, Inpatient or Outpatient
Cochlear Implants4 See Professional, Inpatient or Outpatient
Infertility - Selected Services Covered 100% after Deductible
(Max Plan Payment $1,500/ calendar Year; $5,000 lifetime)
Donor Fees for Covered Organ Trans.plants4 Covered 100% after Deductible
TMJ (Temporomandibular Joint) Services - Up to $2,000 lifetime See Professional, Inpatient or Outpatient
OPTIONAL BENEFITS IN-NETWORK
Mental Health and Chemical Dependency’
Office Visits Covered 100% after Deductible
Inpatient Covered 100% after Deductible
Outpatient Covered 100% after Deductible
Residential Treatment” Covered 100% after Deductible
Injectable Drugs and Specialty Medications” Covered 100% after Deductible
Bariatric Surgery (Up to one surgery/lifetime) ¢ See Professional, Inpatient or Outpatient
Prescription Drug List (formulary) RxSelect®
Prescription Drugs - Up to 30 Day Supply of Covered Medications 4
Tier 1 Covered 100% after Deductible
Tier 2 Covered 100% after Deductible
Tier 3 Covered 100% after Deductible
Tier 4 Covered 100% after Deductible
Maintenance Drugs - 90 Day Supply (Mail-Order, Retail90 ®)-selected drugs 4
Tier 1 Covered 100% after Deductible
Tier 2 Covered 100% after Deductible
Tier 3 Covered 100% after Deductible
Generic Substitution Required Generic required or must pay Copay plus cost

difference between name brand and generic

1 Refer to selecthealth.org/findadoctor to identify whether a Provider is a primary or secondary care Provider.

2 Refer to your Certificate of Coverage for more information.

3 Frequency and/or quantity limitations apply to some Preventive care and MMS Services.

4 Preauthorization is required for certain Services. Benefits may be reduced or denied if you do not preauthorize certain Services with Out-of-Network Providers. Please refer to
Section 11--" Healthcare Management", in your Certificate of Coverage, for details.

5 All Deductible/Copay/Coinsurance amounts are based on the allowed amounts and not on the Providers billed charges. Out-of-Network Providers or Facilities have not
agreed to accept the Allowed Amount for Covered Services. When this occurs, you are responsible to pay for any charges that exceed the amount that SelectHealth pays for
Covered Services. These fees are called Excess Charges, and they do not apply to your Out-of-Pocket Maximum.

6 Certain Services as noted on this document and in your Certificate of Coverage are not subject to the Deductible.

7 SelectHealth provides a $4000 adoption indemnity as outlined by the state of Utah. Medical Deductible, Copay, or Coinsurance listed under the benefit applies and may exhaust
the benefits prior to any plan payments.

To contact Member Services, call 800-538-5038 weekdays, from 7:00 a.m. to 8:00 p.m., Saturdays, from 9:00 a.m. to 2:00 p.m. TTY users should call 711.

Benefits are administered and underwritten by SelectHealth, Inc. M (domiciled in Utah).

MPS-HMO HDHP 01/01/21
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Fair Treatment Notice

SelectHealth obeys Federal civil rights laws. We do
not treat you differently because of your race, color,
ethnic background or where you come from, age,
disability, sex, religion, creed, language, social class,
sexual orientation, gender identity or expression,
and/or veteran status.

We provide free:

> Aid to those with disabilities to
help them talk with us. This may
be sign language interpreters or
info in other formats (large
print, audio, electronic).

> Help for those whose first
language is not English, such as
interpreters or member
materials in other languages.

Need help? Call SelectHealth
Member Services at 800-538-5038
or SelectHealth Advantage Member
Services at 855-442-9900 (TTY
users: 711).

If you feel you’ve been treated unfairly, call
SelectHealth 504/Civil Rights Coordinator at
1-844-208-9012 (TTY Users: 711) or the Compliance
Hotline at 1-800-442-4845 (TTY Users: 711). You
may also call the Office for Civil Rights at
1-800-368-1019 (TTY Users: 1-800-537-7697).

Language Access Services

ATENCION: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. Llame a
SelectHealth.

EE  NRCERTIETY, ErN G BIEEE
SIEBIARRS. SAEXE SclectHealth,

© 2020 SelectHealth. All rights reserved. 840031 12/20
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PAUNAWA: Kung nagsasalita ka ng Tagalog,
maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa SelectHealth.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfiigung. Rufhummer: SelectHealth.

BHUMAHMUE: Ecnu Bbl TOBOPUTE HA pyCCKOM
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nepeBoaunka. [lozBonute SelectHealth.

ATTENTION: si vous parlez frangais, des services
d’aide linguistique vous sont proposés gratuitement.
Contactez SelectHealth.
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SelectHealth: 1-800-538-5038
SelectHealth Advantage: 1-855-442-9900
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SECTION 1 INTRODUCTION

1.1 This Certificate

This Certificate of Coverage describes the termsand
conditions of the health insurance Benefits provided
under the Group HealthInsurance Contract. Please
read itcarefullyand keep it for future reference.
Technical terms are capitalized and describedin
Section 16 Definitions. Your Member Payment
Summary, which contains a quick summary of the
Benefits by category of service, is attached to and
considered part of this Certificate.

1.2 SelectHealth, Inc.

SelectHealth isan HMO licensed by and domiciled in
the State of Utah and is located at 5381 Green
Street, Murray, Utah 84123. SelectHealthis
affiliated with Intermountain Healthcare, butisa
separate company. The Contractdoesnotinvolve
Intermountain Healthcare or any other affiliated
Intermountain companies, or their officers or
employees. Suchcompanies are notresponsible to
you or any other Members for the obligations or
actions of SelectHealth.

1.3 ManagedCare

SelectHealth provides managed healthcare coverage.
Such management necessarily limits some choices of
Providers and Facilities. The management features
and procedures are described by this Certificate. The
Planisintended to meetbasic healthcare needs, but
not necessarily to satisfy every healthcare needor
every desire Members may have for Services.

1.4 YourAgreement

Asa condition to enrollmentand to receiving
Benefits from SelectHealth, you (the Subscriber) and
every other Member enrolled throughyour coverage
(your Dependents) agreeto the managedcare
featuresthatare a partofthe Planin which you are
enrolledand all of the other terms and conditions of
this Certificate and the Contract.

LE-CERTHMO 01/01/21

1.5 No Vested Rights

You are only entitled to receive Benefits while the
Contractisin effectand you, and your Dependents if
applicable, are properlyenrolledand recognized by
SelectHealth as Members. You do not have any
permanentor vested interestin any Benefits under
the Plan. Benefits may change as the Contractis
renewedor modifiedfromyear to year. Unless
otherwise expressly stated in this Certificate, all
Benefits end when the Contractends.

1.6 Administration

SelectHealth establishes reasonable rules,
regulations, policies, procedures, and protocolsto
helpitin the administration of your Benefits. You are
subjectto these administrative practices when
receiving Benefits, butthey do not change the
express provisions of this Certificate or the Contract.

1.7 Non-Assighment

Benefits are not assignable ortransferable. Any
attempted assignment or transfer by any Member of
the rightto receive payment fromSelectHealth will
be invalid unless approvedin advancein writing by
SelectHealth.

1.8 Notices

Any notice required of SelectHealth underthe
Contract will be sufficient if mailed to you at the
address appearing on the records of SelectHealth.
Notice to your Dependents will be sufficientif given
to you. Any notice to SelectHealth will be sufficient if
mailed to the principal office of SelectHealth. All
required notices must be sent by atleast first-class
mail.



1.9 Nondiscrimination

SelectHealth will not discriminate against any
Member basedonrace, sex, religion, national origin,
or any other basis forbidden by law. SelectHealth will
notterminate or refuse to enrollany Member
because of the health status or the healthcare needs
ofthe Member or because he or she exercisedany
rightunder SelectHealth’s complaint resolution
system.

1.10 Questions

If you have questions about your Benefits, call
Member Services at 800-538-5038, or visit
selecthealth.org. Member Services can also provide
you with a providerdirectory and informationabout
In-Network Providers, such as medical school
attended, residency completed, and board
certificationstatus. SelectHealth offers foreign
language assistance.

1.11 Benefit Changes

SelectHealth employees oftenrespond to inquiries
regarding coverage as part of their job
responsibilities. These employees do not have the
authority to extend or modify the Benefits provided
by the Plan.

a. Intheeventofadiscrepancybetween
information givenby a SelectHealth
employee and the writtenterms of the
Contract, the terms of the Contract will
control.

b. Anychangesormodifications that would
increase your Benefits must be provided in
writing and signed by the president, vice
president, or medical director of
SelectHealth.

c. Administrative errors will notinvalidate
Benefits otherwisein force orgive rise to
rights or Benefits not otherwise provided
for by the Plan.
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SECTION 2 ELIGIBILITY

2.1 General

Your employerdecides, in consultation with
SelectHealth, which categories of its employees,
retirees, and their Dependents are Eligible for
Benefits, and establishes the other Eligibility
requirements of the Plan. These Eligibility
requirements are described in this section and in the
Group Application of the Contract. In order to
become and remain a Member, you and your
Dependents must continuouslysatisfy these
requirements. No one, including your employer, may
change, extend, expand, or waive the Eligibility
requirements without first obtaining the advance,
written approval of an officer of SelectHealth.

2.2 Subscriber Eligibility

You are Eligible for Benefits as setforth in the Group
Application. During the Employer Waiting Period,
you must work the specified minimumrequired
hours except for paid time off and hours you do not
work due to a medical condition, the receipt of
healthcare, your health status or disability.
SelectHealth may require payroll reports from your
employerto verifythe number of hours you have
worked as well as documentationfrom you to verify
hoursthatyou did not work due to paid time off, a
medical condition, the receipt of healthcare, your
health status or disability.

2.3 Dependent Eligibility

Unless stated otherwise in the Group Application,
your Dependents are:
2.3.1 Spouse

Your lawful spouse. Eligibility may not be established
retroactively.



2.3.2 Children

The children (by birth or adoption, and children
placed for adoption or under legalguardianship
through testamentary appointment or court order,
butnotunder temporaryguardianship or
guardianship forschool residency purposes) of you
or your lawful spouse, who are younger than age 26.

2.3.3 Disabled Children

Unmarried Dependent children who meet the
Eligibility requirements in Subsection 2.3.2 may
enroll or remain enrolled as Dependents after
reachingage 26aslongasthey:

a. Areunableto engage in substantial gainful
employmentto the degree they can achieve
economicindependence due to medically
determinable physical or mental
impairment which canbe expectedto last
for acontinuous periodof notless than 12
months or resultin death;

b. Are chiefly dependentuponyouoryour
lawful spouse for supportand maintenance
since they reachedage 26;and

c. Have been continuously enrolledin some
form of healthcare coverage, with no break
in coverage of more than 63 days since the
date theyreachedage 26.

SelectHealth may require youto provide proof of
disability and dependency within 30 days of the
Effective Date or the datethe childreaches age 26
and annually after the two-year period following the
child’s 26th birthday.
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2.4 Court-Ordered Dependent
Coverage

When you or your lawful spouse are required by a
courtor administrative order to provide health
insurance coverage for a child, the child will be
enrolledin your family coverage according to
SelectHealth guidelinesand only to the minimum
extentrequired pursuantto Utah Code Annotated
31A-22-610through 611, and 718. If you are not
enrolledfor coverage at the time the courtor
administrative order becomes effective, onlyyou
and the affected Dependent will be allowedto enroll
for coverage. For moreinformation about
SelectHealth guidelines, please call Member
Services.

2.4.1 Qualified Medical Child Support
Order (QMCSO)

A QMCSO can be issued by acourtoflawor bya
state or local child welfare agency. In orderfor the
medical child support orderto be qualified, the
order must specify the following:

a. Your name and last known mailing address
(if any) and the name and mailing address
of each alternate recipient covered by the
order;

b. Areasonabledescriptionofthe type of
coverageto be provided, or the manner in
which the coverage will be determined; and

c. The periodto whichtheorderapplies.

2.4.2 National Medical Support Notice
(NMSN)

An NMSNis aQMCSO issued by a state or local child
welfare agency to withholdfromyourincome any
contributions required by the Plan to provide health
insurance coverage for an Eligible child.



2.4.3 Eligibilityand Enroliment

You and the Dependent child must be Eligible for
coverage, unless specifically required otherwise by
applicable law. You and/orthe Dependent child will
be enrolled without regard to an AnnualOpen
Enrollmentrestriction andwill be subject to
applicable Employer Waiting Period requirements.
SelectHealth will not recognize Dependent Eligibility
for aformer spouse as the result of acourtorder.

2.4.4 Duration of Coverage

Court-ordered coverage for a Dependent childwho
is otherwise eligible for coverage will be provided
until the courtorder is no longerin effect.

SECTION 3 ENROLLMENT

3.1 General

You may enrollyourself and your Dependentsin the
Plan during the Initial Eligibility Period, undera
Special Enrollment Right, or, if offered by your
employer, during an Annual Open Enrollment.

You and your Dependents will not be considered
enrolleduntil:

a. Allenrollmentinformationis providedto
SelectHealth;and

b. Premiumhasbeenpaid to SelectHealth by
your employer.

3.2 EnrollmentProcess

Unless separatelyagreedto in writing by
SelectHealth and your employer, you must enroll on
an Application accepted by SelectHealth. You and
your Dependents are responsible for obtaining and
submitting to SelectHealth evidence of Eligibility and
all other information required by SelectHealthin the
enrollment process. You enroll yourselfand any
Dependents by completing, signing, and submitting
an Application and any other required enrollment
materials to SelectHealth.

3.3 Effective Date of Coverage

Coverage foryou and your Dependents will take
effectasfollows:
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3.3.1 Annual Open Enrollment

Coverage elected during an Annual Open Enroliment
will take effect on the day the Contractis effective.

3.3.2 Newly Eligible Employees

Coverage youelectas a newly Eligible employee will
take effectas specifiedin the Group Application if
SelectHealth receives a properly completed
Application in atimely manner.

If youdo notenrollin the Plan foryourself and/or
your Dependents during the Initial Eligibility Period,
you may notenroll until an Annual Open Enrollment
unless you experiencean eventthatcreatesa
Special Enrollment Right.

3.3.3 Court or Administrative Order

When you or your lawful spouse are required by a
courtor administrative order to provide health
insurance coverage for a child, the Effective Date of
coverage will be the later of:

a. Thestartdate indicated inthe order;

b. The date anyapplicable Employer Waiting
Period is satisfied; or

c. The date SelectHealth receives the order.

3.4 Special Enroliment Rights

SelectHealth provides Special Enrollment Rights in
the following circumstances:

3.4.1 Loss of Other Coverage

If youdo notenrollin the Plan foryourself and/or
your Dependents when initially Eligible, you may
enroll atatime other than an Annual Open
Enrollmentif each of the following conditions are
met:

a. Youinitially declined to enrollin the Plan
due to the existence of otherhealth plan
coverage;



b. The loss of the other health plan coverage
occurredbecause of aloss of eligibility (this
Special Enrollment Right will not apply if the
other coverageislostdue to nonpayment
of Premiums). One exceptionto thisrule
exists: if a Dependentis enrolled on another
group health plan and the AnnualOpen
Enrollment periods of the two plans do not
coincide, the Dependent may voluntarily
drop coverage under theirgroup health
plan's open enrollmentand a special
enrollment periodwill be permittedunder
the Planin order to avoid a gap in coverage;
and

c. Youand/oryour Dependents who lost the
other coverage mustenrollin the Plan
within 31 days after the date the other
coverageis lost.

Proof of loss of the other coverage must be
submitted to SelectHealth as soon as reasonably
possible. Proof of loss of other coverage must be
submitted before any Benefits will be paid.

Coverage of any Members properly enrolled under
this Special Enrollment Right will be effective on the
date the other coverage was lost.

3.4.2 New Dependents

If you are enrolledin the Plan (orare Eligible to be
covered but previously declinedto enrall), and gain a
Dependent through marriage, birth, adoption,
placementforadoptionor placementunder legal
guardianship with you oryourlawful spouse, then
you may enroll the Dependents (and yourself, if
applicable) in the Plan. In the case of birth, adoption
or placement for adoption of a child, you may also
enrollyourEligible spouse, even if he or sheis not
newly Eligible as a Dependent. However, this Special
EnrollmentRightis only available by enrolling within
31 days of the marriage, birth, adoption, placement
for adoption or placement underlegal guardianship
(there is an exception for enrollinganewborn,
adopted child, child placedfor adoptionor under
legal guardianshipif enrollingthe child does not
change the Premium, as explained in Section 3.5
Enrollinga Newborn, Adopted Child, Child Placed for
Adoption or Under Legal Guardianship).

Coverage of any Members properly enrolled under
this Special Enrollment Right will be effective:

a. Asofthe date of marriage;
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b. Asofthe date of birth;

c. |Ifthechildislessthan 31 daysold when
adopted or placed foradoption, as of the
date of birth; if the child is more than 31
days old when adopted or placed for
adoption, as of the child’s date of
placement;or

d. Asofthe later of:

i The effective date of the guardianship
courtorderor testamentary
appointment; or

ii. The date the guardianship court order
or testamentary appointmentis
received by SelectHealth.

3.4.3 Qualification for a Subsidy Through
Utah’s Premium Partnership

You and/or your Eligible Dependents who qualify for
a subsidy throughthe state Medicaid programto
purchase health insurance may enrollin the Planif
application is made within 60 days of receiving
written notification of eligibility for the subsidy. If
you timely enroll, the Effective Date of coverageis
the first of the month following date of enrollment.

3.4.4 Loss of Medicaid or CHIP Coverage

If you and/or yourEligible Dependents lose coverage
under a Medicaid or CHIP plandue to loss of
eligibility, you may enrollin the Plan if application is
made within 60 days. If you enroll within 60 days,
the Effective Date of coverageis the first day after
your Medicaid or CHIP coverage ended.

3.4.5 AsRequired by State or Federal Law

SelectHealth will recognize other special enroliment
rights as required by state or federal law.

3.5 Enrolling aNewborn, Adopted
Child, or Child Placed for Adoption or
Under Legal Guardianship

You must enroll your newborn, adopted child, child
placed for adoption or child under legal guardianship
accordingto the following require ments:



a. Ifenrollingthechildrequires additional
Premium, you mustenroll the child within
31 days of the child’s birth, adoption, or
placementforadoptionor underlegal
guardianship.

b. If enrollingthechilddoesnotchangethe
Premium, you mustenroll the child within
31 days fromthe date SelectHealth mails
notification that a claim for Serviceswas
receivedfor the child.

If the child is not enrolled withinthese time frames,
then you may not enroll the child until an Annual
Open Enrollmentor if you experience an event that
creates aSpecial Enrollment Right.

If you lose Eligibility for coverage before the end of
the applicable time framelistedin (a) or (b) above,
you are still allowed to enrollthe child within the
applicable time frame. However, the child will only
be covered from the moment of birth, adoption, or
placementforadoptionor underlegal guardianship
until the date thatyou lost Eligibility for coverage.

3.6 Leave of Absence

If you are granted atemporary leave by your
employer, you and any Dependents may continue to
be enrolled with SelectHealth for up to the length of
time specifiedin the Group Application, as long as
the monthly Premiums for your coverage are paid to
SelectHealth by your employer. Military personnel
called into active duty will continue to be covered to
the extentrequiredby law. A leave of absence may
not be treated retroactively as a termination of
employment.

3.7 Family Medical Leave Act

If you are on aleave required by the Family Medical
Leave Act(FMLA), SelectHealth will administeryour
coverage asfollows:

a. Youandyourenrolled Dependents may
continue your coverage with SelectHealth
to the minimum extent required by the
FMLA as longas applicable Premiums
continue to be paid to SelectHealth by your
employer.
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b. If Premiumsare not paid, your coverage will
be terminated. Uponyourreturn to work,
you and any previously enrolled
Dependents who are still Eligible will be
prospectively reinstated if the applicable
Premium for you is paid to SelectHealth by
your employer within 30 days. SelectHealth
will not be responsible forany claims
incurred by youor your Dependents during
this break in coverage.

Any non-FMLA leave of absence granted by your
employerthat could have been classified as FMLA
leave will be considered by SelectHealth asan FMLA
leave of absence.

SECTION 4 TERMINATION

4.1 Group Termination

Coverage under the Plan for youand your
Dependents will terminate when the Contract
terminates.

4.1.1 Termination by Employer

Your employer may terminate the Contract, with or
without cause, by providing SelectHealth with
written notice of termination notless than 30 days
before the proposed termination date.

4.1.2 Termination of Employer Group by
SelectHealth

SelectHealth may terminate the Contract for any of
the following reasons:

a. Nonpaymentof applicable Premiums;

b. Fraud orintentional misrepresentation of
material fact to SelectHealth by your
employerin any matter related to the
Contractor the administration of the Plan;

c. Your employer'scoverage underthe
Contractis through an association and your
employerterminates membership in the
association;

d. Your employerfails to satisfy the minimum
group participation and/oremployer
contributionrequirements of SelectHealth;



e. Noemployeeslive, reside, or workin the
ServiceArea;

f. SelectHealth elects to discontinue offering a
particular health benefit plan. If that
happens, you will be givenatleast 90 days
advance notice; or

g. SelectHealth withdraws fromthe market
and discontinues all of its health benefit
plans. If that happens, you will be given at
least 180 days advance notice.

4.2 Individual Termination

Your coverage under the Plan may terminate even
though the Contract with youremployerremainsin
force.

4.2.1 Termination Date

If you and/or yourenrolled Dependents lose
Eligibility, then coverage will terminate either on the
date Eligibility is lost or the end of the month in
which Eligibility is lost, as specified in the Group
Application. However, when a Dependent child
ceasesto be a Dependent, coverage will terminate
at the end of the month in which Dependent status
is lost. When aloss of Eligibility isnotreported in a
timely fashion as required by the Contract, and
federal or state law prevents SelectHealth from
retroactivelyterminating coverage, SelectHealth has
the discretionto determine the prospective date of
termination. SelectHealth also has the discretion to
determinethe date of terminationfor Rescissions.

4.2.2 Fraud or Misrepresentation
a. Made During Enrollment:

i. Coverage foryou and/or your
Dependents may be terminated or
Rescinded during the two-year period
after you enrollif you orthey make an
intentional misrepresentation of
material factin connectionwith
insurability.

ii. Coverage foryou and/or your
Dependents may be terminated or
Rescinded atany time if you or they
make any fraudulent misrepresentation
in connection with insurability.
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iii. Please Note: If coverage is Rescinded as
described above, the termination is
retroactive to the Effective Date of
coverage.

b. Made After Enrollment: Coverage for you
and/or your Dependents may be
terminated or Rescinded if you or they
commit fraud or make an intentional
misrepresentation of material factin
connection with Benefits or Eligibility. At
the discretion of SelectHealth, the
Rescission may be effective retroactivelyto
the date of the fraud or misrepresentation.

c. If coverageforyouoryourDependentis
terminated or Rescinded forfraudor
intentional misrepresentation of material
fact, you or they are allowed to reenroll 12
months after the date of the termination,
providedthe Contractisstillin force. You
will be given notice of this provision at the
time of termination.

d. Thetermination fromthePlanofa
Dependentforcause does not necessarily
affectyour Eligibility or enrollment or the
Eligibility or enrollment of your other
Dependents.

4.2.3 Leaving the Service Area

Coverage foryou and/or your Dependents
terminatesif you no longerlive, work or reside in the
Service Area.

4.2.4 Annual Open Enroliment

You can drop coverage foryourself and any
Dependents during an Annual Open Enrollment.

4.2.5 Nonpayment of Premium or
Contributions

SelectHealth may terminate coverage for youand/or
your Dependents for nonpayment of applicable
Premiums or contributions. Terminationmay be
retroactive to the endof the Grace Period, and
SelectHealth may recoverfromyouand/oryour
Dependent(s) the amount of any Benefits you or
they received duringthe period of lost coverage.



4.2.6 Court or Administrative Order

In cases of court or administrative ordersthat grant
a divorceor annul/declarevoida marriage, subject
to SelectHealth policy, the effective date of the
change will be the date the court oradministrative
order was signed by the court or administrative
agency.

4.3 MemberReceiving Treatment
at Termination

All Benefits underthe Plan terminate whenthe
Contractterminates, including coverage for
Members hospitalized or otherwise within a course
of care or treatment. All Services received afterthe
date of termination are the responsibility of the
Member and not the responsibility of SelectHealth
no matter when the condition arose and despite
care or treatment anticipatedor already in progress.

4.4 Reinstatement

Members terminated from coverage for cause may
not be reinstated without the written approval of
SelectHealth.

SECTION 5 CONTINUATION
COVERAGE

If your coverage terminates, you or your enrolled
Dependents may be entitledto continue and/or
convert coverage. For detailed informationabout
your rights and obligationsunder your Employer’s
Plan and under federal law, contact youremployer.

5.1 COBRA orUtah mini-COBRA
(Continuation Coverage)

You and/or your Dependents may have the rightto
temporarily continue your coverage underthe Plan
when coverageis lost due to certainevents. The
federal law that governs this rightis called COBRA
(the Consolidated Omnibus Budget Reconciliation
Actof 1986) and generallyapplies to employers with
20 or more employees. For employers with fewer
than 20 employees, Utah law provides for mini-
COBRA coverage.
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5.1.1 Employer’s Obligation

Continuation Coverage is an employer obligation.
SelectHealth is not the administrator of Continuation
Coverage procedures and requirements.
SelectHealth has contractually agreed to assist your
employerin providingContinuation Coveragein
certain circumstances. Itis your employer’s
responsibility to do the following in a timely manner:

a. Notify persons entitled to Continuation
Coverage;

b. Notify SelectHealth of such individuals; and

c. Collectand submitto SelectHealth all
applicable Premiums.

If the Contractis terminated, your Continuation
Coverage with SelectHealth will terminate. Your
employeris responsible for obtaining substitute
coverage.

5.2 Minimum Extent

Continuation Coverage will onlybe providedfor the
minimum time and only to the minimum extent
required by applicable federal law or pursuant to
Utah Code Annotated 31A-22-722. SelectHealth will
not provide Continuation Coverage if you, your
Dependents, or your employer fails to strictly comply
with all applicable notices and other requirements
and deadlines.

SECTION 6 PROVIDERS/NETWORKS

6.1 Providers and Facilities

SelectHealth contracts with certain Providers and
Facilities (known as In-Network Providers and In-
Network Facilities)to provide Covered Services
within the Service Area. Not all available Providers
and Facilities and not all categories of Providers and
Facilities are invited to contract with SelectHealth.

6.1.1 Other Networks

For Dependent childrenresidingandreceiving care
outside of the Service Area, In-Network Benefits
apply for Services received from Providers in the
following networks:

a. SelectHealth Medin Utah;



b. SelectHealthinldaho;
c. SelectHealth Value in Nevada; and

d. Other networksaslisted on
SelectHealth.org.

Contact Member Servicesfor additional information.

6.2 Accessto Healthcare Providers

Regardless of networkstatus, you may be entitledto
In-Network Benefits for healthcare Services from the
following Providers if you live or reside within 30
paved road miles of the listed Providers, or if you live
or reside in closer proximity to the listed Providers
than to other In-Network Providers:

Independent Hospital(s)

Allen Memorial Hospital, Moab, Grand
County, Utah

Ashley Valley Medical Center, Vernal,
Uintah County, Utah

Beaver Valley Hospital, Beaver, Beaver
County, Utah

Brigham City Community Hospital, Brigham
City, Box Elder County, Utah

Cache Specialty Hospital, Logan, Cache
County, Utah

Central Valley Medical Center, Nephi, Utah

Duchesne Valley Medical Clinic, Duchesne,
Duchesne County, Utah

Emery Medical Center, Castledale, Emery
County, Utah

Enterprise Valley Medical Clinic, Enterprise,
Washington County, Utah

Garfield Memorial Clinic, Panguitch,
Garfield County, Utah

Green Valley/River Clinic, Green River,
Emery/Grand Counties, Utah

Halchita Clinic, San Juan County, Utah
Hurricane Family Practice Clinic, Hurricane,
Washington County, Utah

Kamas Health Center, Kamas, Summit
County, Utah

Kazan Memorial Clinic, Escalante, Garfield
County, Utah

Long Valley Medical, Kane County, Utah
Milford Valley Clinic, Milford, Beaver
County, Utah

Montezuma Creek Health Center,
Montezuma Creek, San Juan County, Utah
Monument Valley Health Center,
Monument Valley, Utah

Navajo Mountain Health Center, San Juan
County, Utah

Wayne County Medical Clinic, Bicknell,
Wayne County, Utah

Garfield Memorial Hospital, Panguitch, Utah
Gunnison Valley Hospital, Gunnison,
Sanpete County, Utah

Kane County Hospital, Kanab, Kane County,
Utah

Milford Valley Memorial Hospital, Milford,
Beaver County, Utah

Mountain West Medical Center, Tooele,
Tooele County, Utah

San Juan Hospital, Monticello, San Juan
County, Utah

Uintah Basin Medical Center, Roosevelt,
Duchesne County, Utah

FederallyQualified Health Centers

Beaver Medical Clinic, Beaver, Beaver
County, Utah

Blanding Family Practice/BlandingMedical
Center, Blanding, Utah

Bryce Valley Clinic, Cannonville, Utah
Carbon Medical Services, Carbon, Carbon
County, Utah

Circleview Clinic, Circleview, Piute County,
Utah
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This list may change periodically, please check on
our website or call for verification.

If you have questions concerning yourrightsto seea
Provideron this list, call Member Services at 800-
538-5038. If SelectHealth does not resolve your
problem, you may contact the Office of Consumer
Health Assistancein the Utah Insurance Department.



6.3 Providers and Facilities not
Agents/Employees of SelectHealth

Providers contractindependently with SelectHealth
and are not agents or employees of SelectHealth.
They are entitledand required to exercise
independent professional medical judgmentin
providing Covered Services. SelectHealth makes a
reasonable effort to credential In-Network Providers
and Facilities, butitdoes not guarantee the quality
of Servicesrendered by Providers and Facilities or
the outcomes of medical care orhealth-related
Services. Providers and Facilities, not SelectHealth,
are solely responsible for their actions, or failures to
act, in providing Services to you.

Providers and Facilities are not authorized to speak
on behalf of SelectHealth or to cause SelectHealth to
be legally bound by what they say. A
recommendation, order, or referral froma Provider
or Facility, including In-Network Providersand
Facilities, does not guarantee coverage by
SelectHealth.

Providers and Facilities do not have authority, either
intentionally or unintentionally, to modify the terms
and conditions of the Plan. Benefits are determined

by the provisions of the Contract.

6.4 Payment

SelectHealth may pay Providersin one or more
ways, such as discounted fee-for-service, capitation
(fixed payment per Member per month), and
payment of ayear-endwithhold.

6.4.1 Incentives

Some payment methods may encourage Providers to
reduce unnecessary healthcare costs and efficiently
utilize healthcare resources. No payment methodis
ever intended to encourage a Provider to limit
Medically Necessarycare.

6.4.2 Payments to Members

SelectHealth reserves the right to make payments
directly to you or your Dependents instead of to
Out-of-Network Providers and/or Facilities.
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6.5 Provider/Patient Relationship

Providers and Facilities are responsible for
establishing and maintainingappropriate
Provider/patient relationships with you, and
SelectHealth does notinterfere with those
relationships. SelectHealth is only involvedin
decisions about what Services will be covered and
paid for by SelectHealth under the Plan. Decisions
aboutyour Services should be made between you
and your Provider without reference to coverage
under the Plan.

6.6 Continuity of Care

SelectHealth will provide you with 30 days’ notice of
In-Network Provider termination if you or your
Dependentis receiving ongoing care from that
Provider. However, if SelectHealthdoesnotreceive
adequate notice of a Provider termination,
SelectHealth will notify you within 30 days of
receiving notice thatthe Provideris no longer In-
Network with SelectHealth.

If you or your Dependentis under the careof a
Providerwhen participation changes, SelectHealth
will continue to treat the Provideras a In-Network
Provideruntil the completionof the care (notto
exceed 90days), or until you oryour Dependent is
transferred to another In-Network Provider,
whichever occursfirst. However, if you or your
Dependentis receiving maternity care in the second
or third trimester, you or they may continue such
care throughthe first postpartum visit.

To continuecare, the In-Network Provider must not
have been terminated by SelectHealth for quality
reasons, remainin the Service Area, and agreeto do
all of the following:

a. Acceptthe Allowed Amountas paymentin
full;

b. FollowSelectHealth’s Healthcare
Management Program policies and
procedures;

c. Continue treating you and/or your
Dependent; and

d. Share informationwith SelectHealth
regarding the treatment plan.



SECTION 7 ABOUT YOUR BENEFITS

7.1 General

You and your Dependents are entitled to receive
Benefits while youare enrolled with SelectHealth
and while the Contractisin effect. This section
describes those Benefits in greater detail.

7.2 Member Payment Summary

Your Member Payment Summarylists variable
information about your specific Plan. This includes
information about Copay, Coinsurance, and/or
Deductible requirements, Preauthorization
requirements, visit limits, and expenses that do not
count againstyour Out-of-Pocket Maximum.

7.3 Identification (ID) Cards

You will be given SelectHealth ID cards that will
provide certaininformationabout the Plan in which
you are enrolled. Providers and Facilities may
requirethe presentation of the ID card plusone
other reliable form of identification as a conditionto
providing Services. The ID card does not guarantee
Benefits.

If you or your enrolled Dependents permit the use of
your ID card by any other person, the card will be
confiscated by SelectHealth or by a Provider or
Facility and all rights under the Plan will be
immediately terminated for you and/oryour
Dependents.

7.4 Medical Necessity

To qualify for Benefits, Covered Services must be
Medically Necessary. Medical Necessity is
determined by the Medical Director of SelectHealth
or another Physiciandesignated by SelectHealth. A
recommendation, order, or referral froma Provider
or Facility, including In-Network Providersand
Facilities, does not guarantee Medical Necessity.
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7.5 Benefit Changes

Your Benefits may changeif the Contract changes.
Your employerisresponsible for providing at least
30 days advance written notice of such changes.

7.6 Calendar-YearorPlan-Year
Basis

Your MemberPayment Summarywill indicate if your
Benefits are calculated on a calendar-Year or plan-
Year basis. Out-of-Pocket Maximumes, Limitations,
and Deductibles thatare calculated on a calendar-
Year basis start over each January 1st. Out-of-Pocket
Maximums, Limitations, and Deductiblesthatare
calculated on aplan-Year basis start overeach Year
on the renewal date of the Contract.

7.7 Lifetime Maximums

Your Member Payment Summary will specify any
applicable Lifetime Maximums.

7.8 In-Network Benefits

You must use In-Network Providersand Facilities to
receive Benefits for Covered Services unless
otherwise noted in the Contract. In-Network
Providers and Facilities have agreed to accept the
Allowed Amount and will not bill you for Excess
Charges.

7.9 Emergency Conditions

In-Network Benefits applyto emergencyroom
Services regardless of whetherthey arereceivedat
an In-Network Facility or Out-of-Network Facility.

If you or your Dependent is hospitalized foran
emergency:

a. Youoryourrepresentative must contact
SelectHealth once the conditionhas been
stabilized, or as soon as reasonably
possible; and



b. If youareinan Out-of-Network Facility,
once the Emergency Condition has been
stabilized, you may be asked to transfer to
an In-Network Facility in orderto continue
receiving In-Network Be nefits.

7.10 Urgent Conditions

In-Network Benefits applyto Services receivedfor
Urgent Conditionsrendered by an In-
NetworkProvider or Facility. In-Network Benefits
also apply to Servicesreceived for Urgent Conditions
renderedby an Out-of-Network Provider or Facility
more than 40 miles away from any In-Network
Provideror Facility.

7.11 Third Party Payments

SelectHealth will accept third-party Premium
payments fromthe following entities as required by
state and federal law:

a. Ryan White HIV/AIDS Program:

b. Indiantribes, tribal organizations, orurban
Indian organizations: and

c. Local,state, or federal government
programs, including grantees directed by a
government program to make payments on
its behalf.

d. Your family and friends.

e. SelectHealth will also accept Premium
payments from not-for-profit organizations
when the organization:

i Provides assistance basedon your
financial need;

ii. Is nota healthcare provider; and
iii. Is notfinancially interested.

An organization is financially interested when it
receives the majority of its funding from entities
with a pecuniaryinterestin the payment of health
insurance claims, or the organization is subject to
the direct or indirect control of an entity with a
pecuniary interestin the payment of health
insuranceclaims.

When you make a paymentdirectlyto us, we will not
require certificationor verification of the source of
the funds.
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If SelectHealth refuses an appropriate premium
payment fromathird party, we will notify you in
writing of the reason for refusing the paymentand
your rightto contact or file a complaint with the
Utah Insurance Department.

Third-party payments (including discounts and
coupons) may not apply towards your Deductible
and Out-of-Pocket Maximum.

7.12 Deductible Waiver

In addition to the Services listed on your Member
Payment Summary, the Deductible is waived for the
following Services:

a. Retinopathy screening for diabetes;
b. Hemoglobin Alc testing for diabetes;
c. Peakflowmeter for asthma;

d. International Normalized Ratio (INR) testing
for liver disease and/or bleeding disorders;
and

e. Low-density Lipoprotein (LDL) testing for
heartdisease.

SECTION 8 COVERED SERVICES

You and your Dependents are entitled to receive
Benefits for CoveredServices while youare enrolled
with SelectHealth and while the Contractisin effect.
This section describes those Covered Services
(exceptfor pharmacyCovered Services, which are
separately describedin Section 9 Prescription Drug
Benefits). Certain Services must be Preauthorized;
failure to obtain Preauthorization for these Services
may resultin areduction or denial of Benefits. Refer
to Section 11 Healthcare Management for a list of
Services that must be Preauthorized.

Benefits are limited. Services must satisfy all of the
requirements of the Contract to be covered by
SelectHealth. For additional information affecting
CoveredServices, referto your Member Payment
Summary and Section 10 Limitations and Exclusions.
In addition to this Certificate, you can find further
information aboutyour Benefits by doing any of the
following:

a. Loginto My Health at
selecthealth.org/myhealth;

b. Visit selecthealth.org;



c. Refertoyour Provider & Facility Directory;
or

d. CallMember Services at 800-538-5038.
8.1 Facility Services

8.1.1 Emergency Room (ER)

If you are admitted directlyto the Hospital because
of the condition for which emergency room Services
were sought, the emergencyroom Copay, if
applicable, will be waived.

8.1.2 Inpatient Hospital

a. Semiprivate roomaccommodations and
other Hospital-related Services ordinarily
furnishedand billed by the Hospital.

b. Private roomaccommodationsin
connection with a medical condition
requiringisolation. If you choose a private
roomwhen asemiprivate roomis available,
orisolation is notnecessary, you are
responsible for paying the difference
between the Hospital's semiprivate room
rate and the private roomrate. However,
you will not be responsible for the
additional charge if the Hospital only
provides private room accommodations or
if a private roomis the only roomavailable.

c. Intensive careunit.
d. Preadmissiontesting.

e. Short-terminpatient detoxification
providedby a SelectHealth-approved
treatment Facility for alcohol/drug
dependency.

f. Maternity/obstetrical Services.

g. Servicesin connection with an otherwise
covered inpatient Hospital stay.

8.1.3 Nutritional Therapy

Medical nutritional therapyServices are covered up
to five visits per Year as a Preventive Service,
regardless of diagnosis. Subsequentvisits are
covered as a medical Benefit.

Weight managementas partof a programapproved
by SelectHealth is also covered once peryear.
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8.1.4 Outpatient Facility and Ambulatory
Surgical Facility

Outpatient surgical and medical Services.

8.1.5 Skilled Nursing Facility

Only when Services cannot be provided adequately
through a home health program.

8.1.6 Urgent Care Facility

8.2 ProviderServices

8.2.1 After-Hours Visits

Office visits and minor surgeryprovided afterthe
Provider'sregular business hours.

8.2.2 Anesthesia

General anesthesia, deep anesthesia, and Monitored
Anesthesia Care (MAC) are only covered pursuant to
SelectHealth policy when administered in connection
with otherwise Covered Services and by a Physician
certifiedas an anesthesiologist or by a Certified
Registered Nurse Anesthetist (CRNA).

8.2.3 Dental Services
Only:

a. Whenrenderedto diagnoseor treat
medical complications of a dental
procedure and administered underthe
direction of a medical Provider whose
primary practiceis notdentistryor oral
surgery.

b. When SelectHealth determines the
following to be Medically Necessary:

i Maxillary and/or mandibular
procedures;

ii. Upper/lower jaw augmentation or
reductionprocedures, including
developmental corrections oraltering
of vertical dimension;

iii. OrthognathicServices; or

iv. Services for Congenital
Oligodontia/Anodontia.



c. Forrepairsof physical damage to sound
natural teeth, crowns, and the natural
supporting structures surrounding teeth
when:

i Such damage isadirectresultof an
accidentindependent of disease or
bodily infirmity or any other cause;

ii. Medical advice, diagnosis, care, or
treatment was recommended or
receivedfor the injury at the time of
the accident; and

iii. Repairsare initiated within one year of
the date of the accident.

Bleachingto restore teeth to pre-accident condition
is limited to $200.

Orthodontia and the replacement/repair of dental
appliances are not covered, even afteran accident.
Repairs for physical damage resultingfrom biting or
chewingare not covered.

8.2.4 Dietary Products
Only in the following limited circumstances:
a. For hereditary metabolicdisorders when:

i You or your Dependent has an error of
amino acid or urea cycle metabolism;

ii. The productis specificallyformulated
and used for the treatment of errors of
amino acid or urea cycle metabolism;
and

iii. The productis usedunder the direction
of a Physician, and its use remains
under the supervision of the Physician.

b. Certain enteral formulas according to
SelectHealth policy.

8.2.5 GeneticCounseling

Onlywhen rendered by an In-NetworkProvider.

8.2.6 GeneticTesting

Only when orderedor recommended by a medical
geneticist, a genetic counselor, or a provider with
recognizedexpertisein the area being assessed and
only when all of the following criteria are met:
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a. Diagnostic results from physical
examination, pedigree analysis, and
conventional testing areinconclusiveand a
definitive diagnosis is uncertain;

b. Theclinical utility of all requested genes
and gene mutations must be established;
and

c. Theclinical record indicates how test results
will guide decisions regarding disease
treatment, prevention, or management.

8.2.7 Home Visits

8.2.8 Infertility

Services for the diagnosis of Infertilityare only
covered in limited circumstances, including
fulguration of ova ducts, hysteroscopy,
hysterosalpingogram, certainlaboratorytests,
diagnostic laparoscopy, and some imaging studies.

8.2.9 Major Surgery

8.2.10 Mastectomy/Reconstructive
Services

In accordance with the Women’s Health and Cancer
Rights Act (WHCRA), SelectHealth covers
mastectomies and reconstructive surgery aftera
mastectomy. If you are receiving Benefitsin
connection with a mastectomy, coverage for
reconstructive surgery, including modifications or
revisions, will be providedaccordingto
SelectHealth’s Healthcare Manage ment Program
criteriaand in amanner determinedin consultation
with you and the attending Physician, for:

a. Allstagesofreconstructiononthe breast
on which the mastectomy was performed;

b. Surgeryand reconstructionofthe other
breastto produce asymmetrical
appearance; and

c. Prosthesesand treatment of physical
complications of the mastectomy, including
lymphedema.

Prophylactic mastectomies are covered in limited
circumstances in accordance with SelectHealth's
medical policy.



Benefits are subject to the same Deductibles,
Copays, and Coinsurance amounts applicable to
other medical andsurgical procedurescovered by
the Plan.

8.2.11 Medical/Surgical

In aninpatient, outpatient, or Ambulatory Surgical
Facility.

8.2.12 Maternity Services

Prenatal care, labor and delivery, and postnatal care,
including complicationsof delivery. Newborns are
subjectto their own separate cost sharing, including
Deductibles, Coinsurance, Copays, and Out-of-
Pockets Maximums.

8.2.13 Office Visits

For consultation, diagnosis, and treatment.
8.2.14 Preventive Services

8.2.15 Sleep Studies

Only when rendered by an In-NetworkProvider who
is aboard-certified sleepspecialist and:

a. Whenreceived at a Facility, the Facility is In-
Network and certifiedas a sleep center/lab
by the AmericanBoard of Sleep Medicine;
or

b. Whenreceived in the home, the Member
receiving Servicesis 18 or older.

8.2.16 Sterilization Procedures

8.3 Miiscellaneous Services

8.3.1 Adoption Indemnity Benefit

SelectHealth provides an adoption indemnity Benefit
as required pursuant to Utah Code Annotated 31A-
22-610. In orderto receive this Benefit, the child
must be placed with you for adoption within 90 days
of the child's birth. You must submita claimfor the
Benefit within one year fromthe date of placement.
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If you adopt more than one child from the same
birth (e.g., twins), only one adoptionindemnity
Benefitapplies. If you and/or your spouse are
covered by multiple plans, SelectHealth will covera
prorated share of the adoptionindemnity Benefit.

This Benefitis subject to Coinsurance, Copays, and
Deductibles applicable to the maternity Benefit as
indicated in your Member Payment Summary.

8.3.2 Ambulance/Transportation Services

Transport by alicensed service to the nearest Facility
expected to have appropriate Services forthe
treatment of your condition. Onlyfor Emergency
Conditions and not when youcould safelybe
transported by other means. Airambulance
transportation onlywhen ground ambulance is
either notavailableor, in the opinion of responding
medical professionals, would cause an unreasonable
risk of harm because of increasedtraveltime.
Transportation services in nonemergencysituations
must be approved in advance by SelectHealth.

8.3.3 Approved Clinical Trials

Services for an Approved Clinical Trial only to the
extentrequired by federal or state law and only
when the Memberis:

a. Eligible to participate in the trial according
to the trial protocol;

b. Thetreatmentisfor canceror anotherlife-
threatening disease (any disease or
condition from which the likelihood of
deathis probable unlessthe course of the
disease or conditionis interrupted); and

c. Either:

i The referring health care professional is
an In-Network Providerand has
concluded that the Member’s
participation in suchtrial would be
appropriate; or

ii. The Subscriber or Member provides
medical and scientificinformation
establishing thatthe Member’s
participation in suchtrial would be
appropriate.



8.3.4 Chemotherapy, Radiation Therapy,
and Dialysis

8.3.5 Cochlear Implants

For prelingual deafness in children or postlingual
deafnessin adultsin limited circumstances that
satisfy SelectHealthcriteria.

8.3.6 Durable Medical Equipment (DME)
Only:

a. Whenused in conjunction with an
otherwise covered conditionand when:

i Prescribed by a Provider;

ii. Primarily usedfor medical purposes
and not for convenience, personal
comfort, or other nontherapeutic
purposes;

iii. Requiredfor Activities of Daily Living;

iv. Not for duplicationor replacement of
lost, damaged, or stolen items; and

2 Not attached to ahome or vehicle.

b. Batteriesonly whenusedto power a
wheelchair, an insulin pump for treatment
of diabetes, or for a covered Cochlear
Implant.

c. Continuous passive motion therapy for any
indication for up to 21 days of continuous
coverage fromthe first day applied.

SelectHealth will not provide payment for rental
costs exceeding the purchase price. For covered
rental DME thatis subsequently purchased,
cumulative rental costs are deductedfrom the
purchase price.

8.3.7 Home Healthcare
a. Whenyou:

i Have a condition thatrequires the
services of alicensed Provider;

ii. Are home bound for medical reasons;

iii. Are physically unable to obtain
necessary medical careon an
outpatient basis; and

iv. Are underthe care of a Physician.
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b. In ordertobe considered homebound, you
must either:

i Have a medical condition that restricts
your ability to leave the home without
the assistance of anotherindividual or
supportive device or because absences
fromthe home are medically
contraindicated; or

ii. Leave the homeonly to receive medical
treatmentthatcannotbe providedin
your home or other treatments that
require equipmentthat cannot be
made available in your homeor
infrequentlyand for short periods of
time for nonmedical purposes.

You are notconsidered home bound if you leave the
home regularly for social activities, drivea car, or do
regular groceryor othershopping, work or business.

8.3.8 Hospice Care

8.3.9 Injectable Drugs and Specialty
Medications

Up to a 30-day supplyofinjectable drugsor specialty
medications may be covered. Infused drugs must be
administered by an In-Network Provider. Most
specialty oral and self-injectable medications must
be obtained from an In-Network specialty pharmacy.
Call Member Services to obtain information on
participating drugvendors.

8.3.10 Miscellaneous Medical Supplies
(MMS)

Only when prescribedby a Providerand not
generally usable in the absence of aniillness or
injury. Only 90 days of diabetic supplies may be
purchased atatime.

8.3.11 Neuropsychological Testing
(Medical)

As a medical Benefit, only as follows:

a. Testing performedas partofthe
preoperative evaluationfor patients
undergoing:

i. Seizure surgery;

ii. Solid organ transplantation; or



iii. Central nervous system malignancy.

b. Patientsbeingevaluatedfor
dementia/Alzheimer’s disease;

c. Patientswith Parkinson's Disease;

d. Stroke patients undergoing formal
rehabilitation; and

e. Post-traumatic-brain-injurypatients.

f. Allother conditions are considered under
the mental health Benefit, if applicable.

8.3.12 Organ Transplants
a. Onlyif:

i Providedby In-Network Providersin an
In-Network Facility unless otherwise
approved in writing in advance by
SelectHealth.

b. Andonlythe following:

i. Bone marrow as outlinedin
SelectHealth criteria;

ii. Combined heart/lung;

iii. Combined pancreas/kidney;

iv. Cornea;
V. Heart;
Vi. Kidney (but only to the extent not
covered by any government program);
Vii. Liver;
viii. Pancreas afterkidney;

iX. Single or doublelung; and
X. Small bowel.

For coveredtransplants, organ harvesting from
donorsis covered. Services for boththe donor and
the recipientare only covered under the recipient’s
coverage.

Costs of a chartered service if transportationto a
transplantsite cannot be accomplished within four
hours by commercial carrier.
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8.3.13 Orthotics and Other Corrective
Appliances for the Foot

Not covered unless they are part of alower foot
brace, and they are prescribed as part of a specific
treatment associated with recent, related surgery.

8.3.14 Osteoporosis Screening

Only central bone density testing (DEXA scan).

8.3.15 Private Duty Nursing

On ashort-term, outpatient basis during a transition
of care when ordered by a Provider. Not available for
Respite Care or Custodial Care.

8.3.16 Rehabilitation Therapy

Physical, occupational, and speech rehabilitative
therapy when requiredto correctan impairment
caused by acoveredaccidentorillness orto restore
anindividual’s ability to perform Activities of Daily
Living.

8.3.17 Temporomandibular Joint (TMJ)

8.3.18 TeleHealth

Servicesare coveredin accordance with
SelectHealth’s medical policy when rendered by an
In-Network Provider. Interprofessional assessment
or consultation between Providersas part of your
treatmentare payable underyour office visit
Benefit.

8.3.19 Tobacco Cessation

Screening fortobacco use and up to two quit
attempts per year, including:

a. Fourtobacco cessation counseling sessions;
and

b. AllFoodand Drug(FDA) approved tobacco
cessation medications, both prescription
and over-the-counter medications for a 90-
day treatmentregimen when prescribed by
an In-Network Provider.

8.3.20 Vein Procedures

Only when performed at an accredited vein clinicor
facility.
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8.3.21 Vision Aids
Only:

a. Contactsif diagnosed with keratoconus,
congenital cataracts, or when usedasa
bandage after eye trauma/injury; or

b. Monofocalintraocularlenses after cataract
surgery.

8.4 Prescription Drug Services

Refer to Section9 Prescription Drug Benefits for
details.

SECTION 9 PRESCRIPTION DRUG
BENEFITS

This section includes important information about
how to use your Prescription Drug Benefits. Note:
this section does notapply to you if your Member
Payment Summary indicatesthatyour Plan does not
provide Prescription Drug Benefits.

9.1 Prescription Drug Benefit
Resources

In addition to this Certificate, you can find additional
information about your Pharmacy Benefits by doing
any of the following:

a. Loginto My Health at
selecthealth.org/myhealth and use
Pharmacy Tools;

b. Visit selecthealth.org/pharmacy;

c. Refertoyour Provider & Facility Directory;
or

d. CallMember Services at 800-538-5038.

9.2 UselIn-Network Pharmacies

To getthe mostfromyour Prescription Drug
Benefits, use an In-Network Pharmacy and present
your ID card when filling a prescription. SelectHealth
contracts with pharmacy chains on a national basis
and with independent pharmacies in Utah.
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If you use an Out-of-Network Pharmacy, you must
pay full price for the drug and submit to SelectHealth
a Prescription Reimbursement Form with your
itemized pharmacy receipt. If the drugis covered,
you will be reimbursedthe Allowed Amount minus
your Copay/Coinsurance and/or Deductible.

9.3 Tiered Benefits

There are tiers (or levels) of covered prescriptions
listed on your ID card and Member Payment
Summary. This tiered Benefit allows you to choose
the drugs thatbest meetyour medical needs while
encouraging youand your Providerto discuss
treatment options and choose lower-tier drugs when
therapeuticallyappropriate.

Drugson eachtier are selected by an expert panel of
Physicians and pharmacists and may change
periodically. To determine whichtier adrugis
assigned to, call Member Services or login to My
Health.

9.4 Filling Your Prescription

9.4.1 Copay/Coinsurance

You generally will be chargedone
Copay/Coinsurance per covered prescriptionuptoa
30-day supply ataretail pharmacy. If your Provider
prescribes a dose of amedicationthatis not
available, you will be chargeda Copay for each
strength of the medication.

9.4.2 Quantity and Day Supply

Prescriptions are subject to SelectHealth quantity
and day-supply Limitations that have been defined
based upon FDA guidance orevidence-based
literature. The most currentinformation canbe
found by loggingin to My Health.

9.4.3 Refills

Exceptfor schedulell controlled substances, refills
are allowed after 75 percent of the last refill has
been used fora30-day supply,and 50 percent for a
10-day supply. Some exceptions may apply, and the
timing of refill limits may be adjusted as market
dynamics change. Call Pharmacy Services for more
information.



9.5 Generic Drug Substitution
Required

Your Member Payment Summarywill indicate if
genericsubstitutionis required. When generic
substitution is required, if you purchase a brand-
name druginstead of a Generic Drug, thenyou must
pay the difference between the Allowed Amount for
the GenericDrugandthe Allowed Amount for the
brand-name drug, plus your Copay/Coinsurance or
Deductible. The difference in cost betweenthe
GenericDrugand brand-name drug will not apply to
your pharmacy Deductible or Out-of-Pocket
Maximum. Based upon clinicalcircumstances
determined by SelectHealth’s Pharmacy and
Therapeutics Committee, some Prescription Drugs
are excludedfromthis requirement.

9.6 Maintenance Drugs

SelectHealth offers a maintenance drug Benefit,
allowing you to obtain a 90-day supply of certain
drugs. This Benefitis available for maintenance
drugsifyou:

a. Havebeenusingthedrugforatleastone
month;

b. Expecttocontinueusingthedrugforthe
nextyear; and

c. Havefilled the drugatleastonce within the
pastsix months.

Maintenance drugs are identified by the letter (M)
on the Prescription Drug List. You have two options
when filling prescriptions under the maintenance
drug Benefit: (1) Retail90SM, which is available at
certain retail pharmacies; and (2) mail order. Please
refer to your Member Payment Summaryor contact
Member Services to verify if the 90-day maintenance
drug Benefitis available on your Plan.
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9.7 Preauthorization of
Prescription Drugs

There are certaindrugs thatrequire
Preauthorizationby your Providerto be covered by
SelectHealth. Prescriptiondrugsthatrequire
Preauthorizationare identified on the Prescription
DrugList. The letters (PA) appear nextto eachdrug
that requires Preauthorization. Preauthorizationis
alsorequired if the drugis prescribed in excess of
the Plan limits (quantity, duration of use, maximum
dose, etc.). The most currentinformation canbe
found at the SelectHealth website.

To obtain Preauthorizationfor these drugs, please
have your Provider call SelectHealth Pharmacy
Services at 800-442-31209.

If your Provider prescribes a drugthatrequires
Preauthorization, you should verify that
Preauthorizationhas been obtained before
purchasing the medication. You may still buy these
drugsif they are not Preauthorized, but theywill not
be covered andyou will have to pay the full price.

9.8 Step Therapy

Certain drugs require your Provider to first prescribe
an alternative drug preferred by SelectHealth. The
alternative drug is generallya more cost-effective
therapy that does not compromise clinical quality. If
your Providerfeels that the alternative drug does
not meetyour needs, SelectHealth may cover the
drug without step therapyif SelectHealth
determinesitis MedicallyNecessary.

Prescriptiondrugs thatrequire step therapy are
identified on the Prescription Drug List. The letters
(ST) appear nextto each drug thatrequiresstep
therapy.



9.9 Coordination of Benefits (COB)

If you have other health insurance thatis your
primary coverage, claims must be submitted first to
your primary insurance carrier before being
submitted to SelectHealth. In some circumstances,
your secondary policy may pay a portion of your out-
of-pocketexpense. Whenyou mail a secondary claim
to SelectHealth, you mustinclude a Prescription
Reimbursement Form and the pharmacy receiptin
order for SelectHealth to process your claim. In some
circumstances, an Explanation of Benefits (EOB)
fromyour primarycarrier may also be required.

9.10 Inappropriate Prescription
Practices

In the interest of safety for our Members,
SelectHealth reserves the rightto not covercertain
prescriptiondrugs.

a. Thesedrugsinclude:
i. Narcotic analgesics;

ii. Other addictive or potentially addictive
medications; and

iii. Drugs prescribedin quantities, dosages,
or usages thatare outside the usual
standard of care for the medicationin
question.

b. Thesedrugsarenotcoveredwhentheyare
prescribed:

i Outside the usual standard of care for
the practitioner prescribing the drug;

ii. In amanner inconsistent with accepted
medical practice; or

iii. Forindications that are Experimental
and/or Investigational.

This exclusion is subject to review by the
SelectHealth DrugUtilization Panel and certification
by a practicing clinician who is familiar with the drug
and its appropriate use.
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9.11 Prescription Drug Benefit
Abuse

SelectHealth may limit the availability and filling of
any Prescription Drug thatis susceptible to abuse.
SelectHealth may require youto:

a. Obtain prescriptionsin limited dosages and
supplies;

b. Obtain prescriptionsonly fromaspecified
Provider;

c. Fillyour prescriptionsataspecified
pharmacy;

d. Participate in specifiedtreatmentfor any
underlying medical problem (such as a pain
management program);

e. Complete adrugtreatmentprogram;or

f. Adheretoany other specified limitationor
program designedto reduce or eliminate
drugabuse or dependence.

If you seek to obtain drugsin amounts in excess of
what is Medically Necessary, such as making
repeatedemergency room/urgent care visits to
obtain drugs, SelectHealth may denycoverage of any
medication susceptible of abuse.

SelectHealth may terminate you from coverage if
you make an intentional misrepresentation of
material factin connectionwith obtaining or
attempting to obtain drugs, such as by intentionally
misrepresenting your condition, other medications,
healthcare encounters, orother medicallyrelevant
information. At the discretion of SelectHealth, you
may be permitted to retain your coverageif you
comply with specified conditions.

9.12 PharmacyInjectable Drugs
and Specialty Medications

Injectable drugs and specialty medications must be
providedby an In-NetworkProviderunless
otherwise approvedin writing in advance by
SelectHealth. Most drugs received in a Provider’s
office or Facility are covered by your medical
Benefits. For more specificinformation, please
contact Member Services. Infusion therapyis only
covered at preapprovedinfusion locations.



9.13 Prescription Drug List (PDL)

The PDLis alist containing the most commonly
prescribed drugs in their most common strengths
and formulations. Itis nota complete list of all drugs
covered by your Formulary. Drugs notincluded on
the PDL may be covered atreduced benefits, or not
covered atall, by your Plan. For a printed copy of
your PDL, contact Pharmacy Member Servicesat 1-
800-538-5038. To view an electronic copy of the PDL
or to search acompletelist of drugs covered by your
Formulary, visit
selecthealth.org/pharmacy/pharmacy-benefits.

9.14 Exceptions Process

If your Provider believes thatyou require a certain
drugthatis noton your Formulary, normally
requires step therapy, or exceeds a Quantity Limit,
he or she may request an exceptionthrough the
Preauthorization process.

9.15 Prescriptions Dispensed in a
Provider’s Office

Prescriptions dispensedin a Provider’s office are not
covered unless expressly approved by SelectHealth.

9.16 Disclaimer

SelectHealth refers to many of the drugs in this
Certificate by their respective trademarks.
SelectHealth does not own these trademarks. The
manufactureror supplier of each drug owns the
drug’s trademark. By listing these drugs,
SelectHealth does notendorse orsponsor any drug,
manufacturer, or supplier. Conversely, these
manufacturers and suppliers do notendorse or
sponsor any SelectHealthservice or Plan, nor are
they affiliated with SelectHealth.

SECTION 10 LIMITATIONS AND
EXCLUSIONS

Unless otherwise notedin your Member Payment
Summary or Appendix A Optional Benefits, the
following Limitations and Exclusions apply.
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10.1 Abortions/Termination of
Pregnancy

Abortions are not covered except:

a. When determined by SelectHealth to be
Medically Necessaryto save the life of the
mother; or

b. Wherethe pregnancywas causedbyarape
orincestif evidence of the rape orincestis
presented either from medical records or
through the review of a policereportor the
filing of chargesthatacrime has been
committed.

Medical complications resulting from an abortion are
covered. Treatment of a miscarriage/spontaneous
abortion (occurring from natural causes)is covered.

10.2 Acupuncture/Acupressure

Acupuncture and acupressure Services are not
covered.

10.3 Administrative
Services/Charges

Services obtained foradministrative purposes are
not covered. Suchadministrative purposes include
Services obtained foror pursuant to legal
proceedings, court orders, employment, continuing
or obtaininginsurance coverage, governmental
licensure, home healthrecertification, travel,
military service, school, or institutional
requirements.

Providerand Facility charges for completing
insurance forms, duplication services, interest
(exceptwhererequired by Utah Administration Code
R590-192), finance charges, late fees, shipping and
handling, missed appointments, and other
administrative charges are not covered.

10.4 Allergy Tests/Treatments

a. Thefollowingallergytests are notcovered:
i Cytotoxic Test (Bryan's Test);
ii. Leukocyte Histamine Release Test;

iii. Mediator Release Test (MRT);



iv. Passive Cutaneous Transfer Test (P-K

Test);
V. Provocative Conjunctival Test;
vi. Provocative Nasal Test;

vii. Rebuck Skin Window Test;
viii. Rinkel Test;

iX. Subcutaneous Provocative Food and
Chemical Test; and

X. Sublingual Provocative Foodand
Chemical Test.

b. The followingallergytreatments are not
covered:

i Allergoids;
ii. Autogenous urine immunization;
iii. LEAP therapy;

iv. Medical devices (filtering air cleaner,
electrostaticair cleaner, air
conditioners etc.);

V. Neutralization therapy;
Vi. Photo-inactivated extracts; and
vii. Polymerized extracts.

10.5 Biofeedback/Neurofeedback

Biofeedback/neurofeedback is not covered.

10.6 Birthing Centers and Home
Childbirth

Childbirth in any place otherthan a Hospital or an In-
Network birthing center connected to a Hospital
either through abridge, ramp, or adjacent to the
labor and delivery unitis not covered. Thisincludes
all Provider and/or Facility charges related to the
delivery.

10.7 Certain Cancer Therapies

Neutron beamtherapy is not covered.

Proton beamtherapy is not covered exceptin the
following limited circumstances:
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a. Chordomas or chondrosarcomas arising at
the base of the skull or along the axial
skeleton without distant metastases;

b. Other central nervous systemtumors
located near vital structures;

c. Pituitary neoplasms;

d. Uveal melanomas confined to the globe
(notdistant metastases); or

e. In accordance with SelectHealth medical
policy.

Proton beamtherapy is not coveredfor treatment of
prostate cancer.

10.8 Certain lllegal Activities

Subjectto the nondiscrimination provisions of the
Health Insurance Portabilityand Accountability Act
(HIPAA), Services foran illness, condition, accident,
orinjury related directly to the following are not
covered:

a. A Member driving under the influence of
alcohol, drugs, or acombination of both to
a degreethatexceeds state law;

b. A Member’svoluntaryparticipationin an
illegal activity where the Memberis found
guilty, pleads guilty, entersapleain
abeyance, or enters ano-contest plea;

¢c. A Memberbeingfound liablefor anillegal
activity in a civil proceeding.

This exclusion does not applyfor any injuries
sustained froman act of domestic violenceor a
medical condition.

10.9 Chiropractic Services

Chiropractic Services are not covered. This Exclusion
doesnotapply if your Member Payment Summary
indicates thatyour Plan includes the Chiropractic
Optional Benefit.



10.10 Claims After One Year

Claims are deniedif submitted morethan oneyear
after the Serviceswere provided unless notice was
given, or proof of loss was filed, as soon as
reasonably possible. Adjustments or corrections to
claims can be made only if the supporting
information is submitted within oneyear afterthe
claim was first processed by SelectHealth unless the
additional informationrelating to the claimwasfiled
as soon as reasonably possible.

When SelectHealthis the secondary payer,
coordination of benefits (COB) will be performed
onlyif the supportinginformationis submitted to
SelectHealth within one yearafter the claim was
processed by the primary plan unless the
information was providedas soon as reasonably
possible.

10.11 Complementary and
Alternative Medicine (CAM)

Complementary, alternative and nontraditional
Services are notcovered. Such Services include
botanicals, homeopathy, homeopathic drugs, certain
bioidenticalhormones, massage therapies,
aromatherapies, yoga, hypnosis, rolfing, and
thermography.

10.12 Custodial Care

Custodial Care is not covered.

10.13 Debarred Providers

Services from Providers debarred by any state or
federal healthcare programare not covered.

10.14 Dental Anesthesia

Servicesincludinglocal, regional, general, and/or
intravenoussedationanesthesia, are not covered
exceptatIn-NetworkFacilities when members meet
the following criteria:

a. Youoryour Dependentis developmentally
delayed, regardless of chronological age;
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b. YouoryourDependent, regardless of age,
has a congenital cardiacor neurological
condition and documentation is provided
that the dental anesthesiais needed to
closely monitorthe condition; or

c. Youoryour Dependent youngerthan five
years of age and:

i The proposed dental work involves
three or moreteeth;

ii. The diagnosisis nursing bottle-mouth
syndrome or extreme enamel
hypoplasia; and

iii. The proposed procedures are
restoration or extractionfor rampant
decay.

10.15 Dry Needling

Dry needling procedures are not covered.

10.16 Duplication of Coverage

The following are not covered:

a. Servicesthatare coveredby, or wouldhave
been covered, if you or your Dependents
had enrolledand maintained coveragein
automobile insurance, including no-fault
type coverage up to the minimumamount
required by law. In the event of a claim, you
should provide a copyofthe Personal Injury
Protection (PIP) documentation fromthe
automobile insurance carrier.

b. Servicesthatare coveredby, or wouldhave
been covered, if your employer had
enrolledand maintained coveragein,
Workers’ Compensation insurance.

c. Services for which you have obtaineda
payment, settlement, judgment, or other
recoveryfor future paymentintended as
compensation.

d. Servicesreceivedby you or your Dependent
while incarceratedin a prison, jail, or other
correctional facility at the time Servicesare
provided, including care provided outside of
a correctional facilityto a person who has
been arrestedor is under a court order of
incarceration.



10.17 Exercise Equipment or Fitness
Training

Fitness training, conditioning, exercise equipment,
hot tubs, and membership feesto a spaor health
club are notcovered.

10.18 Experimental and/or
Investigational Services

Except for Approved Clinical Trials, Experimental
and/or Investigational Services are not covered.

10.19 Eye Surgery, Refractive

Radial keratotomy, LASIK, or other eye surgeries
performed primarily to correct refractive errors are
notcovered.

10.20 Food Supplements

Exceptfor DietaryProducts, as describedin Section 8
CoveredServices, food supplements and substitutes
are notcovered.

10.21 Hearing Aids

Exceptfor cochlearimplants, as describedin Section
8 CoveredServices, and unless otherwise noted in
your Member Payment Summary, the purchase,
fitting, or ongoing evaluationof hearing aids,
appliances, auditory brain implants, bone-anchored
hearing aids, or any other procedure or device
intended to establishor improve hearing or sound
recognition is not covered.

10.22 Home Health Aides

Services providedby ahome health aideare not
covered.

10.23 Immunizations

The followingimmunizationsare not covered:
anthrax, BCG (tuberculosis), cholera, plague,
typhoid, and yellow fever.
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10.24 Mental Health

Inpatientand outpatient mental health and chemical
dependencyServicesare not covered. This Exclusion
doesnotapply if your Member Payment Summary
indicates thatyour Plan includes the Mental
Health/Chemical Dependency Optional Benefit.

10.25 Non-Covered Service in
Conjunction with a Covered Service

When anon-Covered Serviceis performedas part of
the same operation or process as a Covered Service,
only chargesrelatingto the Covered Service will be
considered. Allowed Amounts may be calculated and
fairly apportionedto exclude any charges relatedto
the non-Covered Service.

10.26 Pain Management Services

The following Services are not covered:
a. Prolotherapy;

b. Radiofrequency ablation of dorsal root
ganglion; and

c. IV pamidronate therapyfor the treatment
of reflex sympatheticdystrophy.

10.27 Prescription Drugs/Injectable
Drugs and Specialty Medications

The following are not covered:

a. Appetite suppressants and weightloss
drugs;

b. Certaindrugs with atherapeuticover-the-
counter (OTC) equivalent;

c. Certain off-label drugusage, unless the use
has been approvedby a SelectHealth
Medical Director or clinical pharmacist;

d. Compound drugs whenalternative products
are available commercially;

e. Cosmetic health and beauty aids;
f.  Drugsnotonyour Formulary;

g. Drugspurchasedfrom Out-of-Network
Providers over the Internet;
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Drugs purchasedthrough aforeign
pharmacy. However, please call Member
Servicesif you have aspecial needfor
medications from a foreign pharmacy (for
example, for an emergency while traveling
outofthe country);

Flu symptom drugs, except when approved
by an expert panelof Physicians and
SelectHealth;

Human growth hormone for the treatment
of idiopathic shortstature;

Infertility drugs;
Medical foods;

Drugs not meeting the minimum levels of
evidence based upon one or more of the
following:

Food and Drug Administration (FDA)
approval;

The drug has no active ingredient
and/or clinically relevant studies as
determined by the SelectHealth
Pharmacy & Therapeutics Committee;

Nationally recognized compendium
sources currently utilized by
SelectHealth;

National Comprehensive Cancer
Network (NCCN); or

As defined within SelectHealth’s
Preauthorizationcriteria or medical

policy.
Drugs used for infertility purposes;
Minerals, fluoride, and vitamins otherthan
prenatal or when determinedto be

Medically Necessaryto treat a specifically
diagnosed disease;

Non-Sedating Antihistamines;

Over-the-counter (OTC)drugs, exceptas
required by the Patient Protection and
Affordable Care Act (ACA), or whenall of
the following conditions are met:

The OTCdrugis listed on a SelectHealth
Formulary asacovereddrug;
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The SelectHealth Pharmacy &
Therapeutics Committee has approved
the OTC drug as a medically
appropriate substitution of a
PrescriptionDrug; and

You or your Dependent has obtaineda
prescriptionfor the OTC drugfroma
licensedProviderand filled the
prescriptionatan In-Network
Pharmacy.

Pharmaceuticals approved by the Food and
Drug Administration as a medical device;

Prescription Drugsused for cosmetic
purposes;

Prescriptiondrugs usedto inhibitand/or
suppress drowsiness, sleepiness, tiredness,
or exhaustion, unless preauthorized by the
Plan;

Prescriptions written by a licensed dentist,
exceptforthe prevention of infection or
painin conjunctionwith adental
procedure;

Raw powders orchemical ingredients are
not covered unless specifically approved by
SelectHealth or submitted as partofa
compounded prescription;

Replacement of lost, stolen, or damaged
drugs;

Sexual dysfunctiondrugs. This Exclusion
doesnotapply if your Member Payment
Summary indicates thatyourPlan includes
the Sexual Dysfunction Optional Benefit;
and

Travel-related medications, including
preventive medicationfor the purpose of
travel to other countries. See
Immunizationsin Section 10 Limitations and
Exclusions.

10.28 Reconstructive, Corrective,
and Cosmetic Services

a.

Services providedfor the following reasons
are notcovered:

To improve form or appearance;



ii. To correctadeformity, whether
congenital or acquired, without
restoring physicalfunction;

iii. To cope with psychological factors such
as poor self-image or difficult social
relations;

iv. Asthe result of an accidentunless the
Serviceisreconstructive and rendered
within five years of the cause or onset
of the injury, iliness, or therapeutic
intervention, or a planned, staged
series of Services (as specifically
documented in the Member’s medical
record) is initiated within the five-year
period; or

V. To revise ascar, whetheracquired
through injury orsurgery, except when
the primary purposeisto improve or
correctafunctional impairment.

b. Treatmentfor venous telangiectasia (spider
veins).

10.29 Related Provider Services

Services provided, ordered, and/ordirectedfor you
or your Dependent by an immediate family member
are notcovered.

10.30 Respite Care

Respite Care is not covered.

10.31 Robot-Assisted Surgery

Direct costs for the use of arobot for robot-assisted
surgery are not covered.

10.32 Sexual Dysfunction

Services relatedto sexual dysfunctionare not
covered. This Exclusiondoes notapply if your
Member Payment Summary indicates that your Plan
includes the Sexual Dysfunction Optional Benefit.
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10.33 Specialty Services

Coverage for specificspecialty Services may be
restrictedto only those Providers who are board
certifiedor have otherformal training that is
considered necessary to perform those Services.

10.34 Specific Services

The following Services are not covered:
a. Anodyneinfrared device forany indication;
b. Auditory brainimplantation;

c. Automated home blood pressure
monitoring equipment;

d. ChronicintermittentinsulinlV
therapy/metabolicactivation therapy;

e. Coblationtherapyofthe softtissues of the
mouth, nose, throat, or tongue;

f. Computer-assistedinterpretation of X-rays
(except mammograms);

g. Computer-assistednavigationfor
orthopedic procedures;

h. Cryoablation therapyfor plantarfasciitis
and Morton’s neuroma;

i. Extracorporeal shock wave therapy for
musculoskeletal indications;

j. Freestanding/home cervical traction;

k. Infrared light coagulationfor the treatment
of hemorrhoids;

I. Interferential/neuromuscular stimulators;

m. Intimal Media Thickness (IMT) testing to
assess risk of coronary disease;

n. Magnetic Sourcelmaging (MSI);

0. Manipulation underanesthesiafor
treatment of back and pelvic pain;

p. Mole mapping;

g. Nonsurgical spinal decompression therapy
(e.g., VAX-D or DRS therapy);

r. Nucleoplasty or otherforms of
percutaneous disc decompression;

s. Oncofertility;



t. Pediatric/infantscales;

u. Peripheralnerve stimulation foroccipital
neuralgia and chronic headaches;

v. PlateletRich Plasma or other blood derived
therapies fororthopedicprocedures;

w. PressureSpecified Sensory Device (PSSD)
for neuropathy testing;

X. Prolotherapy;

y. Radiofrequency ablation forlateral
epicondylitis;

z. Radiofrequency ablation of the dorsal root
ganglion;

aa. Virtual colonoscopyasascreeningfor colon
cancer;and

bb. Whole body scanning.

10.35 Terrorism or Nuclear Release

Services for anillness, injury, or connected disability
are notcoveredwhen caused by or arising out of an
act of international or domestic terrorism, as defined
by United States Code, Title 18, Section2331, or
froman accidental, negligent, or intentional release
of nuclear materialor nuclear byproduct material as
defined by United States Code, Title 18, Section831.

10.36 Travel-related Expenses

Costs associated with travel to alocal or distant
medical provider, including accommodationand
meal costs, are not covered.

10.37 War

Services for anillness, injury, or connected disability
are notcovered when caused by or arising out of a
war or an act of war (whether or not declared)or
servicein the armedservices of any country.
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SECTION 11 HEALTHCARE
MANAGEMENT

SelectHealth worksto manage costs while protecting
the quality of care. The Healthcare Management
Programreviews three aspects of medical care:
appropriateness of the care setting, Medical
Necessity, and appropriateness of Hospital lengths
of stay. You benefit fromthis process because it
reduces unnecessary medical expenses, enabling
SelectHealth to maintain reasonable Premium rates.
The Healthcare Management process takes several
forms.

11.1 Preauthorization

Preauthorizationis prior approval from SelectHealth
for certain Services and is considered a Preservice
Claim (refer to Section 12 Claims and Appeals).
Preauthorizationis notrequired when SelectHealth
is your secondary plan. Obtaining Preauthorization
does notguarantee coverage. Your Benefits for the
Preauthorized Services are subject to the Eligibility
requirements, Limitations, Exclusions and all other
provisions of the Plan. Preauthorization
requirements for Prescription Drugs are also found
in Section 9 — Prescription Drug Benefits.

11.1.1 Services Requiring Preauthorization

Preauthorizationis requiredfor the following
Services:

a. Adenoidectomy;

b. Alladmissions to facilities, including
rehabilitation, transitional care, skilled
nursing, and all hospitalizations thatare not
for Urgentor Emergency Conditions;

c. Allnonroutine obstetrics admissions,
maternity stays longer than two days for a
normal delivery orlonger than four days for
a cesareansection, and deliveries outside of
the Service Area;

d. AllServices obtained outside of the United
States unless for Routine Care, an Urgent
Condition, or an Emergency Condition;

e. Bariatricsurgery;



Vi.

w.

X.

Certain advanced imaging including
Magnetic Resonance Imaging (MRI),
Computerized Tomography (CT) scans,
Positron Emission Tomography (PET) scans,
and cardiac imaging;

Certain genetictesting;

Certain medicaloncologydrugs;
Certain radiation therapies;
Certain sleepstudies;

Certain ultrasounds;

Certain vein procedures;
Cochlear Implants

Continuous glucose monitors;

Home Healthcare, Hospice Care, and Private
Duty Nursing;

Hysterectomy;
Jointreplacement;

Outpatient Rehabilitative, Habilitative, and
Chiropractic Services after 20 visits per
therapy type, per Year;

Organ Transplants
Pain management/painclinic Services;

Surgeries on vertebral bodies, vertebral
joints, spinal discs;

The following Durable Medical Equipment:
Insulin pumps;

Continuous Positive Airway Pressure
(CPAP) and Bilevel Positive Airway
Pressure (BiPAP);

Prosthetics (except eye prosthetics);

Negative pressure wound therapy
electrical pump (wound vac);

Motorized or customized wheelchairs;
and

DME with a purchase price over
$5,000;

The medications listedon
selecthealth.org/pharmacy-benefits. You
may also requestthis list by calling
Pharmacy Services at 800-538-5038:

Tonsillectomy;
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In addition to these Services, In-Network Providers
must Preauthorize other Services as specifiedin
SelectHealth medical policy.

11.1.2 Whois responsible for obtaining
Preauthorization

In-Network Providers and Facilities areresponsible
for obtaining Preauthorization on your behalf;
however, youshouldverify that they have obtained
Preauthorization priorto receiving Services.

You are responsible for obtaining Preauthorization
when using an Out-of-NetworkProvider or Facility.

11.1.3 How to request Preauthorization

If you need to request Preauthorization, call
Member Services at 800-538-5038. Generally,
preauthorizationis valid for up to six months.

You should call SelectHealth as soon as you know
you will be using an Out-of-Network Provider or
Facility for any of the Services listed.

11.1.4 Penalties

If you fail to obtain Preauthorizationwhenrequired,
Benefits may be reducedor denied. If reduced, the
Allowed Amount will be cut by 50 percentand
Benefits will apply to what remains accordingto
regular Plan guidelines. You will be responsible for
the 50 percent penalty, your Copay, Coinsurance,
and Deductible, and you may be responsible for any
amount that exceeds the Allowed Amount.



11.1.5 Statement of Rights Under the
Newborns’ and Mothers’ Health Protection
Act

Group health plans and health insuranceissuers
generally may not, under federal law, restrict
Benefits for any Hospital length of stay in connection
with childbirth for the mother or newborn child to
less than 48 hours following a vaginal delivery or less
than 96 hours followinga cesarean section.
However, federal law generally does not prohibit the
mother’s or newborn’s attending Provider, after
consulting with the mother, from dischargingthe
mother or her newbornearlierthan 48 hours(or 96
hoursasapplicable). In any case, plans and issuers
may not, under federal law, require thata Provider
obtain authorization from the plan or the issuerfor
prescribingalength of stay notin excess of 48 hours
(or96 hours).

11.2 Case Management

If you have certainserious or chronic conditions
(such as spinal cord injuries, diabetes, asthma, or
premature births), SelectHealth will workwith you
and your family, your Provider, and community
resources to coordinate a comprehensive planof
care. Thisintegratedapproach helps youobtain
appropriate carein cost-effective settings and
reduces some of the burdenthatyou and your
family might otherwise face.

11.3 Benefit Exceptions

On a case-by-case basis, SelectHealth may extend or
add Benefits that are not otherwise expressly
covered or arelimited by the Plan. In making this
decision, SelectHealth will consider the medical
appropriateness and cost effectiveness of the
proposedexception.

When making such exceptions, SelectHealth reserves
the rightto specify the Providers, Facilities, and
circumstances in which the additional care will be
providedand to limit paymentfor additional
Services to the amount SelectHealthwould have
paid had the Service been provided in accordance
with the other provisions of the Plan. Benefits paid
under this section are subject to all other Member
payment obligations of the Plan such as Copays,
Coinsurance, and Deductibles.
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11.4 Second Opinions/Physical
Examinations

After enrollment, SelectHealth has the rightto
requestthatyou be examined by a mutually agreed
upon Provider concerning a claim, asecond opinion
request, or arequestfor Preauthorization.
SelectHealth will be responsible for paying forany
such physical examination.

11.5 Medical Policies

SelectHealth has developed medical policies to serve
as guidelines for coverage decisions. These
guidelines detail whencertainServices are
considered Medically Necessaryor Experimental
and/or Investigational by SelectHealth. Medical
policies do not supersede the express provisionsof
this Certificate. Coverage decisions are subject to all
terms and conditionsof the applicable Plan,
including specific Exclusions and Limitations.
Because medical policies are based on constantly
changingscience, theyare periodicallyreviewedand
updated by SelectHealth. For questions about
SelectHealth’s medical policies, call Member Services
at 800-538-5038.

SECTION 12 CLAIMS AND APPEALS

12.1 Administrative Consistency

SelectHealth will follow administrative processes and
safeguards designed to ensure and to verify that
Benefit claim determinations are madein
accordance with the provisions of the Plan and that
its provisions have beenapplied consistently with
respectto similarly situated Claimants.

12.2 Claims and Appeals Definitions

This section uses the following additional
(capitalized) defined terms:



12.2.1 Adverse Benefit Determination

Any of the following: a Rescission of coverage or a
denial, reduction, or termination of a claim for
Benefits, or afailure to provide or make payment for
such aclaiminwhole orin part, including
determinations relatedto a Claimant’s Eligibility, the
application of areviewunder SelectHealth
Healthcare Management Program, and
determinations that particular Services are
Experimental and/or Investigational or not Medically
Necessary orappropriate.

12.2.2 Appeal(s)

Review by SelectHealth of an Adverse Benefit
Determination.

12.2.3 Authorized Representative

Someone you have designated to represent you in
the claims or Appeals process. To designate an
Authorized Representative, you must provide
written authorizationon aform provided by the
Appeals Department or Member Services. However,
where an Urgent Preservice Claimisinvolved, a
healthcare professional with knowledge of the
medical condition will be permitted to act as your
Authorized Representative without a prior written
authorization. In this section, the words youand
your include your Authorized Representative.

12.2.4 Benefit Determination
The decision by SelectHealth regarding the
acceptance ordenial of a claim for Benefits.

12.2.5 Claimant

Any Subscriber or Member making a claim for
Benefits. Claimants may file claims themselves or
may act through an Authorized Representative. In
thissection, the words you and your are used
interchangeably with Claimant.

12.2.6 Concurrent Care Decisions

Decisions by SelectHealth regardingcoverage of an
ongoing course of treatment that has been approved
inadvance.
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12.2.7 External Review

A review by an outside entity, at no cost to the
Member, of an Adverse Benefit Determination
(including a Final Internal Adverse Benefit
Determination).

12.2.8 Final Internal Adverse Benefit
Determination

An Adverse Benefit Determinationthat has been
upheld by SelectHealth at the completion of the
mandatory Appeals process.

12.2.9 Independent Review Organization
(IRO)

An entity that conducts independent External
Reviews.

12.2.10 Postservice Appeal

Arequestto changean Adverse Benefit
Determinationfor Services you have already
received.

12.2.11 Postservice Claim

Any claimrelated to Services you have already
received.

12.2.12 Preservice Appeal

A requestto changean Adverse Benefit
Determinationon aPreservice Claim.

12.2.13 Preservice Claim

Any claimthatrequires approval priorto obtaining
Services for youto receive full Benefits. For example,
a requestforPreauthorization under the Healthcare
Management programis a Preservice Claim.



12.2.14 Urgent Preservice Claim

Any Preservice Claim that, if subject to the normal
timeframes for determination, could seriously
jeopardizeyourlife, health or ability to regain
maximum function or that, in the opinionof your
treating Physician, would subject you to severe pain
that could not be adequately managedwithout the
requested Services. Whethera claimis an Urgent
Preservice Claim will be determined by an individual
acting on behalf of SelectHealth applying the
judgmentof aprudentlayperson who possesses an
average knowledge of health and medicine.
However, any claim that yourtreating Physician
determinesisan Urgent Preservice Claim will be
treated as such.

12.3 Howto File a Claim for
Benefits

12.3.1 Urgent Preservice Claims

In order to file an Urgent Preservice Claim, you must
provide SelectHealth with:

a. Information sufficient to determine to what
extent Benefits are covered by the Plan;
and

b. Adescription of the medical circumstances
that give rise to the needfor expedited
review.

Under certain circumstances provided by federal
law, if you fail to follow the proper procedures for
filingan Urgent Preservice Claim, SelectHealth will
notify you of the failure and the proper procedures
to be followed. SelectHealth will notify youas soon
as reasonably possible, but no laterthan 24 hours
after receiving the claim. This notice may be verbal
unless you specifically request otherwise in writing.
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Notice of a Benefit Determination will be providedas
soon as possible, taking into account the medical
circumstances, but no later than 72 hours after
receipt of the claim. However, if SelectHealth gives
you notice of an incomplete claim, the notice will
give you atleast48 hours to provide the requested
information. SelectHealth will then provide a notice
of Benefit Determination within 48 hours after
receiving the specified information or the end of the
period of time given youto provide the information,
whichever occursfirst. If the Benefit Determination
is provided verbally, it will be followedin writing no
later than three days afterthe verbal notice.

If the Urgent Preservice Claiminvolvesa Concurrent
Care Decision, notice of the Benefit Determination
will be providedas soon as possible but no later than
24 hours after receipt of your claim for extension of
treatmentor care, aslongas the claimis made at
least 24 hours before the prescribed period of time
expires orthe prescribed number of treatments
ends.

12.3.2 Other Preservice Claims

The procedurefor filing most Preservice Claims
(Preauthorization) is setforthin Section11
Healthcare Management. If there is any other
Benefitthat would be subjectto a Preservice Claim,
you may file a claim for that Benefit by contacting
Member Services. Under certain circumstances
providedby federal law, if you fail to follow the
proper procedures for filinga Preservice Claim,
SelectHealth will provide notice of the failure and
the properprocedures to be followed. This
notification will be provided as soon as reasonably
possible, but no later than five days after receipt of
the claim, and may be verbal unless you specifically
requestitin writing.



Notice of a Benefit Determination will be providedin
writing within areasonable period appropriate to
the medical circumstances, but no laterthan 15 days
after receipt of the claim. However, SelectHealth
may extend this period for up to an additional 15
daysif SelectHealth: 1) determines that such an
extension is necessary due to matters beyondits
control; and 2) provides you written notice, priorto
the end of the original 15-day period, of the
circumstances requiringthe extension and the date
by which SelectHealth expects to render a decision.
If an extension is necessarydueto your failure to
submitthe information necessary to decide the
claim, the notice of extension will describe the
required information, and you will be given 60days
fromyour receipt of the noticeto providethe
requested information.

Notice of an Adverse Benefit Determination
regarding a Concurrent Care Decision will be
providedsufficiently in advance of any termination
or reduction of Benefits to allow you to Appeal and
obtain a determination before the Benefitis reduced
or terminates.

12.3.3 Postservice Claims

a. In-Network Providers and Facilities. In-
Network Providers and Facilities file
Postservice Claims with SelectHealth and
SelectHealth makes paymentto the
Providers and Facilities.

b. Out-of-Network Providers and Facilities.
Out-of-Network Providers and Facilitiesare
notrequired to file claims with
SelectHealth. If an Out-of-Network
Provideror Facility does not submita
Postservice Claimto SelectHealth or you
pay the Out-of-Network Provider or Facility,
you must submitthe claimin writingin a
formapprovedby SelectHealth. Call
Member Services or your employerto find
out what information is needed to submita
Postservice Claim. All claimsmust be
received by SelectHealth within a 12-month
period fromthe date of the expenseor as
soon as reasonably possible. Claims
received outside of this timeframe will be
denied. Failure to file aclaim does not bar
recoveryunderthe policy if SelectHealth
fails to show it was prejudiced by the
failure.
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Notice of Adverse Benefit Determinations will be
providedin writing within areasonable period of
time, butno later than 30 days after receipt of the
claim. However, SelectHealth may extend this period
for up to an additional 15 days if SelectHealth: 1)
determines that such an extension is necessarydue
to matters beyondits control; and 2) provides you
written notice, prior to the end of the original 30-day
period, of the circumstances requiring the extension
and the date by which SelectHealth expects to
renderadecision.

The applicabletime period for the Benefit
Determinationbegins whenyourclaimisfiledin
accordance with SelectHealth’s procedures, even if
you have not submitted all the information
necessary to make a Benefit Determination.

12.4 Problem Solving

SelectHealth is committed to making sure that any
concerns or problemsregarding your claims are
investigated and resolved as soon as possible. Many
situations can be resolvedinformallyby a Member
Services representative. Call Member Services at
800-538-5038. SelectHealth offers foreign language
assistance.

12.5 Formal Appeals

If you are not satisfied with the result of working
with Member Services, you may file a written formal
Appeal of any Adverse Benefit Determination.
Written formal Appeals should be sent to the
SelectHealth Appeals Department. As the delegated
claims review fiduciary underyour Employer’s Plan,
SelectHealth will conducta full and fair review of
your Appealand has final discretionary authority and
responsibility for deciding all matters regarding
Eligibility and coverage.

12.5.1 General Rules and Procedures

You will have the opportunity to submit written
comments, documents, records, and other
information relating to your Appeal. SelectHealth
will consider this informationregardless of whether
it was considered in the Adverse Benefit
Determination.



During an Appeal, no deference will be afforded to
the Adverse Benefit Determination, and decisions
will be made by fiduciaries who did not make the
Adverse Benefit Determination and who do not
reporttoanyonewho did. If the Adverse Benefit
Determinationwas based on medical judgment,
including determinations that Services are
Experimental and/orInvestigational or not Medically
Necessary, thefiduciaries during any Appeal will
consult with a medical professional with appropriate
training and experiencein the appropriate field of
medicine and whowas neither consultedin
connection with the Adverse Benefit Determination
nor is the subordinate of suchan individual. Upon
request, you will be provided the identification of
any medical expert(s) whose advice was obtained on
behalf of SelectHealth in connection with the
Adverse Benefit Determination, whether or not the
advice wasrelieduponin making the Adverse
Benefit Determination.

Before SelectHealth can issue a Final Internal
Adverse Benefit Determination, you will be provided
with any new or additional evidence or rationale
considered, reliedupon, or generated by
SelectHealth in connection with the claim. Such
evidence will be provided as soon as possibleand
sufficiently in advance of the date on which the
notice of aFinal Internal Benefit Determination is
required to be providedto give you areasonable
opportunity to respond priorto the date.

12.5.2 Form and Timing

Allrequests foran Appeal of an Adverse Benefit
Determination (other than those involving an Urgent
Preservice Claim) mustbe in writing and should
include a copy of the Adverse Benefit Determination
and any other pertinentinformation that you want
SelectHealth to review in conjunction with your
Appeal.Send all informationto the SelectHealth
Appeals Department at the following address:

Appeals Department
P.O. Box 30192
Salt Lake City, Utah 84130-0192

You may Appeal an Adverse Benefit Determination
of an Urgent Preservice Claim on an expedited basis
either verballyor in writing. You may Appeal verbally
by calling the SelectHealth Appeals Department at
844-208-9012, by fax at 801-442-0762, or by
emailing appeals@imail.org.
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You must file aformal Appeal within 180 days from
the date you received notification of the Adverse
Benefit Determination.

Appeals that do not comply with the above
requirements are notsubjectto review by
SelectHealth or legal challenge.

12.5.3 Appeals Process

The Appeals process includes both mandatory and
voluntary reviews. You must exhaust all mandatory
reviews before youmay pursue civil action,
including, if applicable, under ERISA Section 502(a).
It is your choice, however, whetheror notto seek
voluntary review, and youare notrequiredto do so
before pursuing civil action. SelectHealth agrees that
any statute of limitations or other legal defense
based on timelinessis suspended during the time
that any voluntary Appealis pending. Your decision
whether or notto seekvoluntary review will have no
effecton your rights to any other Benefits.
SelectHealth will provide you, upon request,
sufficientinformationto enable you to make an
informed decision about whetheror notto engagein
a voluntary review.

After amandatory review process, you may choose
to pursue civil action, including, if applicable, under
ERISA Section 502(a). Failure to properly pursue the
mandatory Appeals process may resultin a waiver of
the rightto challenge the original decision of
SelectHealth.

12.5.4 Preservice Appeals

The processforappealinga Preservice Claim
provides one mandatory review, possible voluntary
reviews, and the right to pursue civil action,
including, if applicable, under ERISA Section 502(a).



Mandatory Review

Your Appeal will be investigated by the Appeals
Department. All relevant, available information will
be reviewed. The Appeals Department will notify you
in writing of the Appeal decision within areasonable
period of time appropriate to the medical
circumstances, but no later than 30 days afterthe
receiptof your Appeal. However, SelectHealth may
extend this period if SelectHealth: 1) determines that
such an extension is necessary due to matters
beyond its control; and 2) provides you written
notice, priorto the end of the original 30-dayperiod,
of the circumstancesrequiringthe extension and the
date by which SelectHealth expects to rendera
decision.

If your Appeal involves an Urgent Preservice Claim,
you may request an expedited review. You will be
notified of the Appeal decision on an expedited
review as soon as possible, taking into account the
medical circumstances, but no later than 72 hours
after the receipt of your Appeal. A decision
communicated verbally will be followed up in
writing.

Voluntary Review

After completing the mandatoryreview process
described above, you may pursue avoluntary
External Review or avoluntary internal review.
However, ExternalReviewis only availablein the
circumstances described below. If you choose to
pursue avoluntary External Review, you may not
pursue the voluntaryinternal review process.

LE-CERTHMO 01/01/21

34

Voluntary External Review

You may request an External Review of your Appeal
by an Independent Review Organization (IRO) if you
are appealing a Final Internal Adverse Benefit
Determinationregarding Medical Necessity,
appropriateness, health care setting, level of care,
effectiveness of a Covered Benefit, utilization
review, Experimental and/or Investigational, ora
Rescission of coverage. To request an External
Review, you must complete the Independent Review
Request Form. For a copyof this form, or for other
guestions, contact the Utah Insurance Commissioner
by mail at Suite 3110 State Office Building, Salt Lake
City, UT 84114; by phone at801-538-3077; or
electronically at healthappeals.uid@utah.gov. An
External Review request must be made within 180
days fromthe date the Appeals Department notifies
you of the Final Internal Adverse Benefit
Determination. An authorizationto obtain medical
records may be required. Also, you will be subject to
additional requirements foran External Review
regarding Experimental and/or Investigational
Services. The IRO will provide writtennotice of its
decision within 45 days afterreceipt of the request.

If your Appeal involves an Urgent Preservice Claim,
you may requestan expeditedreview. You will be
notified by the IRO of the Appeal decision on an
expedited review as soon as possible, taking into
accountthe medical circumstances, but no later than
72 hours after the receipt of your Appeal. A decision
communicatedverbally will be followedup in
writing.

If you pursue avoluntary External Review, it will be
your lastlevel of Appeal.



Voluntary Internal Review

If you choose to pursuethe voluntaryinternal review
process, you may request a review of your Appeal.
Depending on the nature of the Appeal, it will be
consideredby the Administrative and Clinical Appeal
Review Committee. Such arequest must be made in
writing to the Appeals Department within 60 days of
the date the Appeals Department notifies you of the
Final Internal Adverse Benefit Determination.
SelectHealth will notify you of the result of the
review in writing within 30 days of the date you
requested the review. If you are not satisfied with
the decision made by the reviewingcommittee, you
may requestareview by the SelectHealth Appeals
Committee. Such arequest mustbe madein writing
to the Appeals Department within 60 days of the
date the reviewing committee notifies you of its
decision. However, SelectHealth may extend this
period if SelectHealth: 1) determines that such an
extension is necessary due to matters beyondits
control; and 2) provides you written notice, priorto
the end of the original 30-day period, of the
circumstances requiringthe extension and the date
by which SelectHealth expects to render a decision.

12.5.5 Postservice Appeals

The process forappealinga Postservice Claim
provides one mandatory review, possible voluntary
reviews, and the rightto pursuecivil action,
including, if applicable, under ERISA Section 502(a).

Mandatory Review

Your Appeal will be investigated by the Appeals
Department. All relevantinformation will be
reviewed. The Appeals Department will notify youin
writing of the Appeal decision withinareasonable
period of time appropriate to the medical
circumstances, but no later than 60 days afterthe
receiptof your Appeal. However, SelectHealth may
extend this period if SelectHealth: 1) determines that
such an extension is necessary due to matters
beyond its control; and 2) provides you written
notice, priorto the end of the original 60-dayperiod,
of the circumstancesrequiringthe extension and the
date by which SelectHealth expects to rendera
decision.
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Voluntary Review

After completing the mandatoryreview process
described above, you may pursue either avoluntary
External Review or avoluntary internal review.
However, ExternalReview is only availablein the
circumstances described below. If you choose to
pursue the voluntary External Review process, you
may not pursue the voluntary internal review
process.

Voluntary External Review

You may request an External Review of your Appeal
by an Independent Review Organization (IRO) if you
are appealing a Final Internal Adverse Benefit
Determinationregarding Medical Necessity,
appropriateness, health care setting, level of care,
effectiveness of a Covered Benefit, utilization
review, Experimental and/or Investigational, ora
Rescission of coverage. To request an External
Review you must complete the Independent Review
Request Form. Also, youwill be subject to additional
requirements for an External Review regarding
Experimental and/or Investigational Services. For a
copy of thisform, or for other questions, contact the
Utah Insurance Commissioner by mail at Suite 3110
State Office Building, Salt Lake City, UT 84114; by
phone at 801-538-3077; orelectronically at
healthappeals.uid@utah.gov. An External Review
request mustbe made within180days from the
date SelectHealth sends the Final Internal Adverse
Benefit Determination. An authorization to obtain
medical records may be required. The IRO will
provide written notice of its decisionwithin 45 days
after receipt of the request.

If you pursue avoluntary External Review, it will be
your lastlevel of Appeal.



Voluntary Internal Review

If you choose to pursuethe voluntaryinternal review
process, you may request a review of your Appeal.
Depending on the nature of the Appeal, it will be
consideredby the Administrative and Clinical Appeal
Review Committee. Such arequest must be made in
writing to the Appeals Department within 60 days of
the date the Appeals Department notifies you of the
Final Internal Adverse Benefit Determination.
SelectHealth will notify you of the result of the
review in writing within 30 days of the date you
requested the review. If you are not satisfied with
the decision made by the reviewingcommittee, you
may requestareview by the SelectHealth Appeals
Committee. Such arequest mustbe madein writing
to the Appeals Department within 60 days of the
date the reviewing committee notifies you of its
decision. However, SelectHealth may extendthis
period if SelectHealth: 1) determines that such an
extension is necessary due to matters beyondits
control; and 2) provides you written notice, priorto
the end of the original 30-day period, of the
circumstances requiringthe extension and the date
by which SelectHealth expects to render a decision.

SECTION 13 OTHER PROVISIONS
AFFECTING YOUR BENEFITS

13.1 Coordination of Benefits (COB)

When you or your Dependents have healthcare
coverage under morethan one health benefit plan,
SelectHealth will coordinate Benefits with the other
healthcare coverage accordingto Utah
Administrative Code R590-131.

13.1.1 Required Cooperation

You are requiredto cooperate with SelectHealth in
administering COB. Cooperation may include
providing notice of other health benefit coverage,
copies of divorce decrees, bills and payment notices
from other payers, and/or signing documents
required by SelectHealth to administer COB. Failure
to cooperate may resultin the denial of claims.
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13.1.2 Direct Payments

SelectHealth may make a direct paymentto another
health benefit plan when the other plan has made a
payment that was the responsibility of SelectHealth.
Thisamount will be treated as though itwas a
Benefit paid by the Plan, and SelectHealth will not
have to pay that amount again.

13.2 Subrogation, Reimbursement
and Recovery

13.2.1 Payment of Claims When Another
Person or Entity is Liable

When you or your Dependents have anillness or
injury caused by another person or entity, regardless
of whether the personor entity isalso an insured
under the Plan or any otherinsurance policy
(hereinaftera Recovery Party), the RecoveryParty or
aninsurer for the RecoveryParty may be liable for
damages or may be willing to pay money in
settlement of a claim. This Plan does not cover
Benefits for Services you or your Dependents receive
forillnessesand injuries whenthe medicalexpenses
are the responsibility of, or are paid by, a Recovery
Party who has caused the illness or injury ora
Recovery Party insurer. In situations where
SelectHealth determines that a RecoveryParty may
be liable for your oryour Dependent’s medical
expenses, SelectHealth may nonetheless agree to
conditionally pay the claims relating to such
expensesin advance pendinga final determination
of a) whether aRecoveryParty or youare
responsible forsuchexpenses instead of
SelectHealth;and/orb) the claims are excluded from
coverage underthis Plan. Each Member agrees to
reimburse SelectHealth for such conditional
payments when a final determination is made by
SelectHealth thatitis notresponsible for the
payment of such claims.

13.2.2 SelectHealth’s Recovery Rights

If SelectHealth pays benefits under this Plan for an
illnessor injury and SelectHealth determines thata
Recovery Party is or may be responsible or liable for
damages to you or your Dependents, SelectHealth
has the rightto recover Benefits paid underthis Plan
and is subrogatedto all and any