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Welcome to your PacificSource Student plan. Your plan includes a wide range of benefits and
services.

This student guide will help you understand how your plan works and how to use it. Many terms
used in this student guide are defined in the Definitions section of this student guide. You can
identify such terms by their being capitalized.

If anything is unclear to you, our Customer Service team is available to answer your questions.
Please give us a call, email, or visit our website. We look forward to serving you.

This plan must comply with both state and federal law, including required changes occurring
after the plan’s effective date. Therefore, coverage is subject to change as required by law.
Unless federal law is found to apply, the validity and interpretation of this plan, and the rights
and obligations of the Members, will be governed by the state’s laws where your Policyholder’s
plan is issued.

This plan includes coverage for pediatric dental care, which is considered an Essential Health
Benefit under the Affordable Care Act (ACA).

You may request information regarding premiums, cost sharing, Provider networks, utilization
review, Appeals and Grievances, accreditation, benefits, pharmacy formulary, definitions of
terms, and confidentiality policies. This information is available from our Customer Service team
or on the PacificSource website.

If you are in need of a PacificSource Member ID card you may contact our Customer Service
team or visit our website, PacificSource.com/members/getting-care/id-card.

PacificSource Customer Service

Medical
Phone 855-274-9814
Email studenthealth@pacificsource.com

Dental
Phone 866-373-7053
Email dental@pacificsource.com

Para asistencia en espafiol, por favor llame al nimero 866-281-1464.

PacificSource Headquarters
555 International Way, Springfield, OR 97477
PO Box 7068, Springfield, OR 97475-0068
Phone 541-686-1242 or 800-624-6052

PacificSource Website
pacificsource.com/studenthealth
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@) PacificSource
HEALTH PLANS Navigator Gold 500+35_20 S4

Benefit Year: August 1, 2023 — July 31, 2024
Provider Network: Navigator
Who is eligible?

Willamette University requires that all half time or more domestic Students and all international
Students have medical insurance coverage comparable to that offered through the school's
comprehensive Student Health Insurance Plan.

Unless specifically waived with proof of coverage with another plan, Students will automatically be
covered under the Student Health Insurance Plan, and the premiums charged to their account with
the school.

Enroliment/waivers for eligible Students meeting the corresponding credit hours is/are annual and will
apply for the entire 2023-2024 plan year. Students who waive/enroll Fall 2023 semester are choosing
to waive/enroll for both Fall and Spring semester (if eligible both Fall and Spring semester based on
credit requirement), the opportunity to waive/enroll will NOT be provided again in Spring 2024
semester. Spring open enroliment and waiver period is only applicable to new incoming Students or
Students NOT enrolled in classes Fall 2023 semester. Late enrollment or waiver requests will not be
accepted, no exceptions.

Contact your school with specific questions tied to eligibility.

Dependent enrollment is voluntary. Domestic Dependent premium is due at the time of enroliment
and will be billed to and collected from the Student.

Note: Undergraduate domestic visiting Students, Certificate Program domestic Students and
domestic Low-Residency Students are not eligible to purchase health insurance.

Student Spouse Per Child
International - Fall $1,503.00 $1,453.00 $1,453.00
International - Spring $1,953.00 $1,903.00 $1,903.00

The premiums above include a $50 administration fee, per student, charged by your school.
This plan has an Actuarial Value of 86.59% which satisfies the gold metal level of the ACA.

Deductible Per Benefit Year In-network Out-of-network
Individual/Family $500/$1,000 $1,000/$2,000
Out-of-Pocket Limit Per Benefit Year In-network Out-of-network
Individual/Family $4,500/$9,000 $9,000/$18,000

Note: In-network deductible and out-of-pocket limit accumulate separately from the out-of-network
deductible and out-of-pocket limit. Even though you may have the same benefit for in-network and
out-of-network, your actual costs for services provided out-of-network may exceed this plan’s
out-of-pocket limit for out-of-network services. In addition, out-of-network providers may in certain
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situations bill you for the difference between the amount charged by the provider and the amount
allowed by the insurance company (called balance billing). Balance billing amounts are not counted
toward the out-of-network out-of-pocket limit. For additional information about balance billing or
allowable fees, see your student guide.

The member is responsible for any amounts shown above, in addition to the
following amounts:

In-network Out-of-network

Service/Supply Member Pays Member Pays

Preventive Care

Well baby/Well child care, ages birth - 21 No deductible, 0% After deductible, 0%

Preventive physicals

No deductible, 0%

After deductible, 0%

Preventive STD screening

No deductible, 0%

After deductible, 0%

Well woman visits

No deductible, 0%

After deductible, 0%

Preventive mammograms

No deductible, 0%

After deductible, 0%

Immunizations

No deductible, 0%

After deductible, 0%

Preventive colonoscopy

No deductible, 0%

After deductible, 0%

Professional Services

Office and home visits No deductible, $35 No deductible, $35
Naturopath office visits No deductible, $35 No deductible, $35
Specialist office and home visits No deductible, $35 No deductible, $35
Telehealth visits No deductible, 0% No deductible, 0%

Newborn nurse home visits No deductible, 0% After deductible, 0%
After deductible, 20%  After deductible, 40%
Surgery After deductible, 20%  After deductible, 40%
After deductible, 20%  After deductible, 40%

After deductible, 20% After deductible, 40%

Office procedures and supplies

Outpatient rehabilitation services

Acupuncture (12 visits per benefit year)

Chiropractic manipulation/Spinal

1 o) H (o)
manipulation (20 visits per benefit year) After deductible, 20% After deductible, 40%

Hospital Services

Inoatient room and board After deductible, $100  After deductible, $100
P plus 20% plus 40%

. e e i After deductible, $100  After deductible, $100
Inpatient rehabilitation services olus 20% olus 40%
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Out-of-network
Member Pays

In-network
Member Pays

Service/Supply

After deductible, $100
plus 20%

After deductible, $100

Skilled nursing facility care plus 40%

Outpatient Services
Outpatient surgery/services After deductible, 20%

After deductible, 20%

After deductible, 40%
After deductible, 40%

Diagnostic imaging — advanced

Diagnostic and therapeutic
radiology/laboratory and dialysis —
non-advanced

No deductible up to
$400, then after
deductible, 20%

After deductible, 40%

Urgent and Emergency Services

No deductible, $35
After deductible, $2004
After deductible, $2004

Urgent care center visits No deductible, $35

Emergency room visits — medical emergency After deductible, $200*

After deductible, $200*

Emergency room visits — non-emergency

Ambulance, ground

After deductible, $100

After deductible, $100

Ambulance, air

Maternity Services**

Physician/Provider services (global charge)

After deductible, $100

After deductible, 20%

After deductible, $100

After deductible, 40%

Hospital/Facility services

Office visits

After deductible, 20%

Mental Health and Substance Use Disorder Services

No deductible, $35

After deductible, 40%

No deductible, $35

Inpatient care

After deductible, $100

After deductible, $100

Other Covered Services

Allergy injections

After deductible, 20%

plus 20% plus 40%
Residential After deductible, $100  After deductible, $100
esidential programs olus 20% olus 40%

After deductible, 40%

Durable medical equipment

After deductible, 20%

After deductible, 40%

Home health services

After deductible, 20%

After deductible, 40%

Transplants

After deductible, 20%

After deductible, 40%

Infertility

After deductible, 20%

After deductible, 40%

Impacted wisdom tooth extraction

After deductible, 20%

After deductible, 20%
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This is a brief summary of benefits. Refer to your student guide for additional
information or a further explanation of benefits, limitations, and exclusions.

A Copay applies to ER physician and facility charges only. Copay waived if admitted into hospital.

** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, copayment, or
coinsurance.
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Additional information

What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You'll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, the individual deductible applies for each member only until the family
deductible has been met.

Note that there is a separate category for in-network and out-of-network when it comes to meeting
your deductible. Only in-network expense applies to the in-network deductible and only
out-of-network expense applies to the out-of-network deductible.

What is the out-of-pocket limit?

The out-of-pocket limit is the most you’ll pay for covered services during the benefit year. Once the
out-of-pocket limit has been met, the plan will pay 100 percent of allowed amounts for covered
services for the rest of that benefit year. The individual out-of-pocket limit applies only if you enroll
without dependents. If you and one or more dependents enroll, the individual out-of-pocket limit
applies for each member only until the family out-of-pocket limit has been met. Be sure to check your
student guide, as there are some charges, such as non-essential health benefits, penalties and
balance billed amounts that do not count toward the out-of-pocket limit.

Note that there is a separate category for in-network and out-of-network when it comes to meeting
your out-of-pocket limit. Only in-network expense applies to the in-network out-of-pocket limit and
only out-of-network expense applies to the out-of-network out-of-pocket limit.

Payments to providers

Payment to providers is based on the prevailing or allowable fee for covered services. In-network
providers accept the allowable fee as payment in full. Services of out-of-network providers could
result in out-of-pocket expense in addition to the percentage indicated.

Prior authorization

Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. Prior authorization does not change your
out-of-pocket expense for in-network and out-of-network providers. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
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Prescription Drug Benefit Summary

@) PacificSource
OR 20-35-55 S3 ODL

HEALTH PLANS

Benefit Year: August 1, 2023 — July 31, 2024

Formulary: Oregon Drug List (ODL)

This plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. This plan complies with federal healthcare reform. To check which tier your
prescription falls under, call our Customer Service team or visit PacificSource.com/find-a-drug.

The amount you pay for covered prescriptions at in-network pharmacies applies toward your plan’s
in-network medical out-of-pocket limit, the amount you pay for covered prescriptions at out-of-network
pharmacies applies toward your plan’s out-of-network out-of-pocket limit which is shown on the
Medical Benefit Summary. The copayment and/or coinsurance for prescription drugs obtained from
an in-network or out-of-network pharmacy are waived during the remainder of the benefit year in
which you have satisfied the medical out-of-pocket limit.

Affordable Care Act Standard Preventive No-cost Drug List

Your prescription benefit includes preventive care drugs at no cost to you and are not subject to a
deductible or MAC penalties. This benefit includes some drugs required by the Affordable Care Act,
including tobacco cessation drugs. These drugs are identified on the drug list as Tier 0.

Contraceptives

Contraceptives approved by the Food and Drug Administration (FDA) are covered as required under
state law and as recommended by the USPSTF, HRSA, and CDC. Any deductibles, copayments,
and/or coinsurance amounts are waived if a generic is filled. When no generic exists, brand name
contraceptives may be covered at no cost. If your provider prescribes a non-formulary contraceptive
due to medical necessity, it may be subject to prior authorization for coverage at no charge.

If an initial three month supply is tried, then a 12 month refill of the same contraceptive is covered at
an in-network pharmacy in accordance with pharmacy benefits, regardless if the initial prescription
was filled under this plan.

Each time a covered prescription is dispensed, you are responsible for the
amounts below:

Service/
Supply

Up to a 30 day
supply:

Tier 1 Member
Pays

No deductible,
$20

Tier 2 Member
Pays

No deductible,
$35+

Tier 3 Member
Pays

No deductible,
$55+

Tier 4 Member
Pays

In-network Retail Pharmacy

No deductible,
$125

In-network Mail Order Pharmacy

Up to a 30 day No deductible, No deductible, No deductible, No deductible,
supply: $20 $35+ $55+ $125
PSSHPS.OR.RX.2023 F




Serwcel Tier 1 Member Tier 2 Member Tier 3 Member Tier 4 Member
Su pp|y Pays Pays Pays Pays
In-network Mail Order Pharmacy

31 - 60 day No deductible, No deductible, No deductible, No deductible,
supply: $40 $70+ $110+ $250

61 - 90 day No deductible, No deductible, No deductible, No deductible,
supply: $60 $105+ $165+ $375

Compound Drugs**

Up to a 30 day No deductible, $55
supply:

Out-of-network Pharmacy

30 day maximum
fill, no more than

three fills No deductible, No deductible, No deductible, No deductible,
allowed per $20 $35 $55 $125
year:

+Formulary prescription insulin is not subject to a deductible and may not exceed $80 per 30 day
supply.
**Compounded medications are subject to a prior authorization process. Compounds are generally

covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.

Specialty Medications must be filled through an in-network specialty pharmacy and are limited to a 30
day supply.

MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s
copayment and/or coinsurance plus the difference in cost between the brand name drug and its
generic equivalent. If your prescribing provider requires the use of a brand name drug, the
prescription will be filled with the brand name drug and you will be responsible for the brand name
drug’s copayment and/or coinsurance. The cost difference between the brand name and generic drug
does not apply toward the medical out-of-pocket limit. Does not apply to formulary tobacco cessation
and preventive bowel prep kits covered under USPSTF guidelines.

See your student guide for important information about your prescription drug benefit,
including which drugs are covered, limitations, and more.
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PaCiﬁCSOUfCG Vision Benefit Summary
HEALTH PLANS Vision S2

Benefit Year: August 1, 2023 — July 31, 2024

The following shows the vision benefits (including vision exams, lenses, and frames when applicable)
available under this plan when performed or prescribed by a licensed ophthalmologist or licensed
optometrist. Coverage for pediatric services will end on the last day of the month in which the
member turns 19. Medical deductible, copayment, and/or coinsurance for covered charges apply to
the medical plan’s out-of-pocket limit.

Service/Su pply In-network Member Pays Out-of-network Member Pays
Members Age 18 and Younger

Eye exam No deductible, 0% No deductible, 40%
Vision hardware No deductible, 0% No deductible, 40%

Members Age 19 and Older

Eye exam Medical Deductible then 0% Medical Deductible then 0%

Benefit Limitations: members age 18 and younger
e One vision exam every benefit year.

e Vision hardware includes one pair of glasses (lenses and frames) or contacts (lenses and fitting)
once per benefit year.

Benefit Limitations: members age 19 and older

e One vision exam every benefit year.

Exclusions

e Charges for services or supplies covered in whole or in part under any medical or vision benefits
provided by an employer.

e Expenses covered under any workers’ compensation law.

e Eye exams required as a condition of an academic program, employment, required by a labor
agreement or government body.

e Lens tint, for members age 19 and older.

e Lenses, frames, or contact lenses, for members age 19 and older.

e Medical or surgical treatment of the eye.

e Nonprescription lenses.

e Plano contact lenses.

e Services or supplies not listed as covered services.

e Services or supplies received before this plan’s coverage begins or after it ends.
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e Special procedures, such as orthoptics or vision training.
e Special supplies, such as sunglasses and subnormal vision aids, for members age 19 and older.
e Visual analysis that does not include refraction.

Important information about your vision benefits

Your plan includes coverage for vision services. To make the most of those benefits, it's important to
keep in mind the following:

In-network Providers: PacificSource is able to add value to your vision benefits by contracting with a
network of vision providers. Those providers offer vision services at discounted rates, which are
passed on to you in your benefits.

Paying for Services: Our provider contracts require in-network providers to bill us directly whenever
you receive covered services and supplies. Providers will verify your vision benefits.

In-network providers should not ask you to pay the full cost in advance. They may only collect your
share of the expense up front, such as copayments and amounts over your plan’s maximum benefit.
If you are asked to pay the entire amount in advance, tell the provider you understand they have a
contract with PacificSource and they should bill PacificSource directly.

Sales and Special Promotions (sales and promotions are not considered insurance): Vision
retailers often use coupons and promotions to bring in new business, such as free eye exams,
two-for-one glasses, or free lenses with purchase of frames. Because in-network providers already
discount their services through their contract with PacificSource, your plan’s in-network benefits
cannot be combined with any other discounts or coupons. You can use your plan’s in-network
benefits, or you can use your plan’s out-of-network benefits to take advantage of a sale or coupon
offer.

If you do take advantage of a special offer, the in-network provider may treat you as an uninsured
customer and require full payment in advance. You can then send the claim to PacificSource yourself,
and we will reimburse you according to your plan’s out-of-network benefits.
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o g Pediatric Dental Benefit Summary
@ Pac'f'CHSEg}H‘[LCANeS Pediatric Dental S2

Benefit Year: August 1, 2023 — July 31, 2024

This plan covers the following services when performed by a provider to the extent that they are
operating within the scope of their license as required under law in the state of issuance, and when
determined to be necessary, usual, and customary by the standards of generally accepted dental
practice for the prevention or treatment of oral disease or for accidental injury, including masticatory
function (chewing of food).

In-network dentists contract with PacificSource to furnish dental services and supplies for a set fee.
That fee is called the allowable fee. In-network providers agree not to collect more than the allowable
fee. When you use an in-network provider, you will pay only the in-network provider amounts below. If
you choose not to use an in-network provider, or don’t have access to one, reimbursement is based
on the allowable fee. If charges exceed the allowable fee, the excess charges are your responsibility.

This plan covers dental services for members age 18 and younger, as required under the
Affordable Care Act. Coverage for pediatric services will end on the last day of the month in
which the member turns 19.

Deductible Per Benefit Year In-network Out-of-network
Individual/Family None/None See yousrlz\"nfrig’fy' Benefit
Out-of-Pocket Limit Per Benefit Year In-network Out-of-network
Individual/Family See your Medical Benefit None/None

Summary

Note: Even though you may have the same benefit for in-network and out-of-network, your actual
costs for services provided out-of-network may exceed this plan’s out-of-pocket limit for
out-of-network services. In addition, out-of-network providers can bill you for the difference between
the amount charged by the provider and the amount allowed by the insurance company, and that
amount does not count toward your out-of-pocket limit. Please see allowable fee in the Definitions
section of your student guide.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Out-of-network Member

Service/Su pp Iy In-network Member Pays Pays
Class | Services (Covered for members age 18 and younger.)
Examinations No deductible, 0% After deductible, 30%

Bitewing films, full mouth x-rays,

No deductible, 0% After deductible, 30%
cone beam x-rays, and/or panorex
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Service/Supply

In-network Member Pays

Out-of-network Member

Pays

Dental cleaning (prophylaxis and
periodontal maintenance)

No deductible, 0%

After deductible, 30%

Fluoride (topical or varnish
applications)

No deductible, 0%

After deductible, 30%

Sealants

No deductible, 0%

After deductible, 30%

Space maintainers

No deductible, 0%

After deductible, 30%

Athletic mouth guards

No deductible, 0%

After deductible, 30%

Brush biopsies

Fillings

No deductible, 0%

Class Il Services (Covered for members age 18 and younger.)

No deductible, 30%

After deductible, 30%

After deductible, 50%

Simple extractions

No deductible, 30%

After deductible, 50%

Periodontal scaling and root
planing

No deductible, 30%

After deductible, 50%

Full mouth debridement

Complicated oral surgery

No deductible, 30%

Class lll Services (Covered for members age 18 and younger.)

No deductible, 50%

After deductible, 50%

After deductible, 50%

Pulp capping

No deductible, 50%

After deductible, 50%

Pulpotomy

No deductible, 50%

After deductible, 50%

Root canal therapy

No deductible, 50%

After deductible, 50%

Periodontal surgery

No deductible, 50%

After deductible, 50%

Tooth desensitization

No deductible, 50%

After deductible, 50%

Crowns No deductible, 50% After deductible, 50%
Dentures No deductible, 50% After deductible, 50%
Bridges No deductible, 50% After deductible, 50%

Replacement of existing prosthetic
device

No deductible, 50%

After deductible, 50%

Implants

No deductible, 50%

After deductible, 50%

Orthodontia for medically
necessary reasons for enrolled
individual’s age 18 and younger

No deductible, 50%

After deductible, 50%
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This is a brief summary of benefits. Refer to your student guide for additional
information or a further explanation of benefits, limitations, and exclusions.
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Additional information
What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You'll
see that some services are covered by the plan without you needing to meet the deductible. Your
medical and dental deductible are combined. See your Medical Benefit Summary for your deductible
amount. The individual deductible applies if you enroll without dependents. If you and one or more
dependents enroll, the individual deductible applies for each member only until the family deductible
has been met.

Deductible applies only to out-of-network expenses.
What is the out-of-pocket limit?

The out-of-pocket limit is the most you'll pay for approved medical and pediatric dental expenses
during the benefit year. Once the out-of-pocket limit has been met, the plan will pay 100 percent of
allowed amounts for covered services for the rest of that benefit year. Non-essential health benefits,
penalties, and balance billed amounts over the allowable fee do not accumulate toward the
out-of-pocket limit.

Prior authorization

Coverage of certain services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. You can search for procedures and services that
require prior authorization on our website, Authgrid.PacificSource.com (select Commercial for the line
of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
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UNDERSTANDING HOW YOUR BENEFITS ARE PAID

This section of the student guide contains information to help you understand the benefits of the plan
and how certain aspects of your plan work, including Deductibles, Copayments, Coinsurance,
out-of-pocket limits, and benefit maximums. For more information, see the benefit summaries for plan
details.

BENEFIT YEAR

A contract year is a 12 month period beginning on the date the insurance contract is issued or the
anniversary of the date the insurance contract was issued. Many benefits and provisions in this plan
are calculated on a contract year basis. Each year these provisions renew and may change, and you
must satisfy the new or revised amounts for that year.

YOUR DEDUCTIBLE

Except for certain services that do not require satisfaction of the Deductible, PacificSource will only
begin to pay benefits for Covered Services once a Member satisfies the Deductible by incurring a
specific amount of expenses during the Benefit Year. The amount that accrues to the Deductible is
the Allowable Fee.

Your expenses for the following do not count toward the Deductible and will be your responsibility:
e Charges over the Allowable Fee;

e Charges for non-Covered Services; and

e Charges for any Coinsurance or Copayments.

Covered Services used to satisfy the Deductible also accrue to the annual or Lifetime Maximumes, if
any apply.

YOUR COPAYMENT

This plan may include a Copayment on certain services or supplies each time you receive a specified
service or supply. Copayments are fixed dollar amounts. Any Copayment required will be the lesser
of the fixed dollar amount or the Allowable Fee for the service or supply. The Provider will collect any
Copayment.

YOUR COINSURANCE

After a Member has satisfied the individual Deductible or the family Deductible, if any applies, this
plan may include a Coinsurance payment on certain services or supplies each time the Member
receives a specified service or supply until the Member meets any applicable out-of-pocket limit.
Coinsurance is a percentage of the Allowable Fee. Any Coinsurance required will be based on the
lesser of the billed charges or the Allowable Fee. The Provider will bill you and collect any
Coinsurance payment.

YOUR OUT-OF-POCKET LIMIT

This plan has an out-of-pocket limit provision. The benefit summaries show your plan’s annual
out-of-pocket limits. If you incur Covered Service expenses over those amounts, this plan will pay 100
percent of the Allowable Fee for the remainder of the Benefit Year.

The allowed amounts Members pay for Covered Services will accrue toward the annual out-of-pocket
limit except for the following, which will continue to be your responsibility:
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e Charges for non-Covered Services;
e Incurred charges that exceed amounts allowed under this plan; and

e Charges for the difference in cost between brand name medication and generic equivalent as
explained under Prescription Drugs section.

ESSENTIAL HEALTH BENEFITS

This plan covers the Essential Health Benefits as defined by the Secretary of the U.S. Department of
Health and Human Services. Annual and Lifetime Maximum dollar limits will not be applied for any
service that is an Essential Health Benefit.

UNDERSTANDING MEDICAL AND DENTAL NECESSITY

In order for a service or supply to be covered, it must be both a Covered Service and
Medically/Dentally Necessary.

Be careful — just because a treatment is prescribed or recommended by a Provider does not mean it
is Medically/Dentally Necessary under the terms of this plan. This plan provides coverage only when
such care is necessary to treat an lliness or Injury or the service qualifies as preventive care. All
treatment is subject to review for Medical/Dental Necessity. Review of treatment may involve prior
authorization, concurrent review of the continuation of treatment, post-treatment review, or any
combination of these. A second opinion (at no cost to the Member when requested by PacificSource)
may be required for a Medical/Dental Necessity determination.

Some Medically/Dentally Necessary services are not Covered Services. Medically/Dentally
Necessary services and supplies that are specifically excluded from coverage under this plan can be
found in the Benefit Exclusions section.

If you ever have a question about your benefits, contact our Customer Service team.

UNDERSTANDING EXPERIMENTAL, INVESTIGATIONAL, OR
UNPROVEN SERVICES

This plan does not cover services or treatments that are Experimental, Investigational, or Unproven.

To ensure you receive the highest quality care at the lowest possible cost, we review new and
emerging technologies and medications on a regular basis. Our internal committees make decisions
about PacificSource coverage of these methods and medications based on literature reviews,
standards of care and coverage, consultations, and review of evidence-based criteria. You and your
Provider may request information regarding our criteria for determining these services or treatments.

ELIGIBLE PROVIDERS

This plan provides benefits only for Covered Services and supplies rendered by an eligible Provider,
Hospital, Specialized Treatment Facility, Durable Medical Equipment Supplier, or other licensed
Providers. The services or supplies provided by individuals or companies that are not specified as
eligible Providers are not eligible for reimbursement under the benefits of this plan. To be eligible, the
Providers must be practicing within the scope of their licenses.

COVERED SERVICES

This section of the student guide contains information about the benefits provided under the plan. The
following list of benefits is exhaustive. You are responsible for all charges for services that are not a
Covered Service.
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As described in the prior section, these services and supplies may require you to satisfy a Deductible,
make a Copayment, and/or pay Coinsurance. They may be subject to additional limitations or
maximum dollar amounts (maximum dollar amounts do not apply to Essential Health Benefits). For an
expense to be eligible for payment, you must be a Member of this plan on the date the expense is
incurred and eligible Providers practicing within the scope of their licenses must render the services.
A treatment or service may be Medically/Dentally Necessary, yet not be a Covered Service. For
information about exclusions, see the Benefit Exclusions section.

Subject to all the terms of this plan, the following services and supplies are covered according to the
benefit summaries.

PREVENTIVE CARE SERVICES

This plan covers preventive care services in accordance with the age limits and frequency guidelines
according to the recommendations of the United States Preventive Services Task Force (USPSTF) —
the A and B list of preventive services, the Health Resources and Services Administration (HRSA),
and by the Advisory Committee on Immunization Practices of the Centers for Disease Control and
Prevention. If one of these bodies adopts a new or revised recommendation, this plan has up to one
year before coverage of the related services must be available and effective under this benefit.

For a list of the services that fall within this benefit, please visit the USPSTF website,
uspreventiveservicestaskforce.org/uspstf/recommendation-topics/uspstf-a-and-b-recommendations or
the HRSA website, hrsa.gov/womens-guidelines (note that these websites may change). For
Members who do not have Internet access or have additional questions, please contact our Customer
Service team for a complete description of the preventive services lists. Below are some of the
services that fall within this benefit. In addition to the Affordable Care Act (ACA) required benefits as
explained above, the list also includes state mandated benéefits. If this plan qualifies as a Health
Savings Account (HSA) plan, only ACA required preventive services are covered before Deductible at
In-network Providers.

This plan covers colorectal cancer screening as required under ACA. Screening coverage includes a
follow up colonoscopy performed after a positive non-invasive stool based screening or direct
visualization. For colorectal cancer screenings not required to be covered as preventive under ACA,
see the Diagnostic and Therapeutic Radiology/Laboratory and Dialysis — (non-advanced) section.

This plan covers age-appropriate childhood and adult immunizations for primary prevention of
infectious diseases as recommended and adopted by the USPSTF, Centers for Disease Control and
Prevention (CDC), or similar standard-setting body. This benefit does not include immunizations that
are determined to be elective or Experimental, Investigational, or Unproven.

This plan covers appropriate screening radiology and laboratory tests and other screening
procedures. Screening exams and laboratory tests may include, but not limited to, depression
screening for all adults including pregnant and postpartum women, blood pressure checks, weight
checks, occult blood tests, urinalysis, complete blood count, prostate exams, cholesterol exams, stool
guaiac screening, EKG screens, blood sugar tests, and tuberculosis skin tests. Only laboratory tests
and other routine screening procedures related to the preventive physical are covered by this benefit.
Diagnostic x-ray and lab work outside the scope of the preventive physical will be subject to the
standard cost sharing.

e Benefits are limited as follows: Age 22 and older once per Benefit Year.
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This plan covers appropriate screening that includes, but not limited to, a digital rectal exam and a
prostate-specific antigen test.

This plan covers Tobacco Cessation Program services when provided by an In-network Provider.

This plan covers well baby/well child examinations. Only laboratory tests and other routine screening
procedures related to the well baby/well child exam are covered by this benefit. Diagnostic x-ray and
lab work outside the scope of the preventive physical will be subject to the standard cost sharing.

e Benefits are limited as follows:
— At birth: One standard in-Hospital exam
— Ages 0-2: 12 additional exams during the first 36 months of life
— Ages 3-21: One exam per Benefit Year

This plan covers ACA recommended Women’s Healthcare Services. Services include, but not limited
to, preventive mammograms including 3D, preventive gynecological exams, pelvic exams, pap
smears, and maternity related services to be covered as preventive under the ACA. For diagnostic
mammograms, see the Diagnostic and Therapeutic Radiology/Laboratory and Dialysis —
(non-advanced) section.

PROFESSIONAL SERVICES

This plan covers services for acupuncture.
e Benefits are limited as follows: Up to 12 visits per Benefit Year.

This plan covers audiological (hearing) tests.

This plan covers biofeedback services to treat migraine headaches, urinary incontinence, or other
conditions for which biofeedback is not deemed Experimental, Investigational, or Unproven.

o Benefits are limited as follows: Lifetime Maximum of ten sessions.

This plan covers Cardiac Rehabilitation.
e Benefits are limited as follows:
— Phase | (inpatient) services are covered under inpatient Hospital benefits.

— Phase Il (short term outpatient) services provided in connection with a Cardiac Rehabilitation
exercise program that does not exceed a Lifetime Maximum of 36 visits.

— Phase Il (long-term outpatient) services are not covered.
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This plan covers child abuse medical assessments which includes the taking of a thorough medical
history, a complete physical examination and interview by or under the direction of a Provider trained
in the evaluation, diagnosis, and treatment of child abuse. Child abuse medical assessments are
covered when performed at a community assessment center. Community assessment center means
a neutral, child-sensitive community-based facility or service Provider to which a child from the
community may be referred to receive a thorough child abuse medical assessment for the purpose of
determining whether the child has been abused or neglected.

This plan covers services for chiropractic manipulation/spinal manipulation.
e Benefits are limited as follows: Up to 20 visits per Benefit Year.

This plan covers Routine Costs of Care associated with Approved Clinical Trials. Expenses for
services or supplies that are not considered Routine Costs of Care are not covered. A qualified
individual is someone who is eligible to participate in an Approved Clinical Trial and either the
referring Provider is an In-network Provider and has concluded that the trial would be appropriate for
the individual, or the individual provides medical or scientific information establishing that the trial
would be appropriate. If an In-network Provider is participating in an Approved Clinical Trial, the
qualified individual may be required to participate in the trial through that In-network Provider if the
Provider will accept the qualified individual as a participant.

This plan provides cosmetic or reconstructive services in the following situations:
e When necessary to correct a functional disorder or Congenital Anomaly;

e When necessary because of an Accidental Injury or lliness, or to correct a scar or defect that
resulted from treatment of an Accidental Injury or lliness; or

e When necessary to correct a scar or defect on the head or neck that resulted from a covered
surgery.

Some cosmetic or reconstructive surgeries require prior authorization. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Cosmetic or reconstructive surgery is provided for one attempt and must take place within 18 months
after the Injury, surgery, scar, or defect first occurred unless determined otherwise through Medical
Necessity review.

This plan covers dental and orthodontic services for the treatment of craniofacial anomalies when
Medically Necessary to restore function. Coverage includes, but not limited to, physical disorders
identifiable at birth that affect the bony structure of the face or head, such as a cleft palate, cleft lip,
craniosynostosis, craniofacial microsomia and Treacher Collins syndrome. Coverage is limited to the
least costly clinically appropriate treatment. Cosmetic procedures and procedures to improve on the
normal range of functions are not covered.
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This plan covers services for diabetic education and management of anorexia nervosa or bulimia
nervosa if provided by a qualified Provider or as required under ACA for obesity. Coverage for other
diagnoses will be determined by Medical Necessity review.

This plan covers routine foot care for Members with diabetes mellitus.

This plan covers Medically Necessary gender affirming surgery and related procedures, including
hormone therapy, and requires prior authorization.

This plan covers services of a board-certified or board-eligible genetic counselor for evaluation of
genetic disease.

This plan covers treatment for inborn errors of metabolism involving amino acid, carbohydrate, and fat
metabolism for which widely accepted standards of care exist for diagnosis, treatment, and
monitoring, including quantification of metabolites in blood, urine or spinal fluid or enzyme or DNA
confirmation in tissues. Coverage includes expenses for diagnosing, monitoring, and controlling the
disorders by nutritional and medical assessment, including, but not limited to, clinical visits,
biochemical analysis and medical foods used in the treatment of such disorders.

This plan covers injectable drugs and biologicals when administered by a Provider and Medically
Necessary for diagnosis or treatment of an lliness or Injury. For information about drugs or biologicals
that can be self-administered or are dispensed to a patient, see the Prescription Drugs section.

This plan covers the services of a Provider to treat Injury of the jaw or natural teeth. Except for the
initial examination, such services require prior authorization.

This plan covers newborn nurse home visiting services for a newborn child up to the age of six
months.

This plan covers office visits and treatments, including associated supplies and services such as
therapeutic injections and related supplies.

This plan covers Urgent Care visits, including facility costs and supplies at the Urgent Care Treatment
Facility. This benefit includes a visit requested by the Member for the purpose of obtaining a second
opinion regarding a covered medical diagnosis or treatment plan.

All professional services performed in the office that are billed separately from the office visit or are
not related to the actual visit (for example, separate laboratory services billed in conjunction with the
office visit) are not considered part of the office visit and are subject to the applicable benefit for such
service.

This plan covers services of a Provider for orthognathic (jaw) surgery.
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e Benefits are limited as follows:
— When Medically Necessary to repair an Accidental Injury; or
— For removal of a malignancy, including reconstruction of the jaw.

This plan covers orthopedic shoes.
o Benéefits are limited as follows: Up to a maximum benefit of $200 per Benefit Year.

This plan covers facility charges of a Hospital or Ambulatory Surgical Center.
e Benefits are limited as follows: One visit per Benefit Year and is subject to prior authorization.

This plan covers physical examinations required for the purpose of school related travel, the school
scuba program, study abroad, and the school athletic program.

e Benefits are limited as follows: Once per Benefit Year.

This plan covers sleep studies when ordered by a pulmonologist, neurologist, otolaryngologist,
internist, family practitioner, or certified sleep medicine specialist.

This plan covers surgery and other outpatient services performed in a Providers office or an
Ambulatory Surgical Center. Some surgeries require prior authorization. You can search for
procedures and services that require prior authorization on our website, Authgrid.PacificSource.com
(select Commercial for the line of business).

This plan covers Medically Necessary Telehealth services when provided by a Provider.

This plan covers Medically Necessary therapy and services for the treatment of traumatic brain Injury.

This plan covers medical expenses for services of a Provider for removal of one or more impacted
wisdom teeth.

AMBULANCE SERVICES

This plan covers services of a state certified ground or air ambulance to the nearest facility capable of
treating the condition, when other forms of transportation will endanger your health. There is no
coverage for services that are for personal or convenience purposes. Air ambulance service is only
covered when ground transportation is medically or physically inappropriate. Non-emergency ground
or air ambulance between facilities requires prior authorization.

BLOOD TRANSFUSIONS

This plan covers blood, blood products, and blood storage, including services and supplies of a blood
bank.
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BREAST PROSTHESES

This plan covers removal, repair, and/or replacement of breast prostheses due to a contracture or
rupture, but only when the original prosthesis was for a Medically Necessary Mastectomy. Prior
authorization by PacificSource is required, and eligibility for benefits is subject to the following criteria:

e The contracture or rupture must be clinically evident by a Provider’s physical examination, imaging
studies, or findings at surgery;

e Removal, repair, and/or replacement of the prosthesis is not covered when recommended due to
an autoimmune disease, connective tissue disease, arthritis, allergenic syndrome, psychiatric
syndrome, fatigue, or other systemic signs or symptoms.

COCHLEAR IMPLANTS

This plan covers single or bilateral cochlear implants when Medically Necessary, including
programming and reprogramming. The cost of repair and replacement parts are covered if the repair
or replacement parts are not under warranty. Some services may require prior authorization. You can
search for procedures and services that require prior authorization on our website,
Authgrid.PacificSource.com (select Commercial for the line of business). For more information, see
the Durable Medical Equipment section.

CONTRACEPTIVES AND CONTRACEPTIVE DEVICES/FAMILY
PLANNING

This plan covers IUD, diaphragm, and cervical cap contraceptives and contraceptive devices along
with their insertion or removal, as well as hormonal contraceptives including injections, formulary oral,
patches, and rings prescribed by your Provider. Contraceptive drugs, devices, and other products
approved by the Food and Drug Administration (FDA) and on the formulary are covered by your plan
when prescribed.

Over-the-counter contraceptive drugs approved by the FDA, purchased without a prescription, are
reimbursable by the plan.

This plan covers tubal ligation and vasectomy procedures.

DIABETIC EQUIPMENT, SUPPLIES, AND TRAINING

This plan covers certain diabetic equipment, supplies, and training, as follows:

e Some supplies may require prior authorization. You can search for procedures and services that
require prior authorization on our website, Authgrid.PacificSource.com (select Commercial for the
line of business).

e Diabetic supplies other than insulin and syringes (such as lancets, test strips, and glucostix).
e Insulin pumps.

e Diabetic insulin and syringes are covered under your Prescription Drug benefit. Formulary lancets
and test strips are also available under your Prescription Drug benefit in lieu of those covered
supplies under the medical plan.

e Outpatient and self-management training and education for the treatment of diabetes. The training
must be provided by a Provider with expertise in diabetes.

e Medically Necessary Telehealth, via two-way electronic communication, provided in connection
with the treatment of diabetes.
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DIAGNOSTIC AND THERAPEUTIC RADIOLOGY/LABORATORY AND
DIALYSIS - (NON-ADVANCED)

This plan covers diagnostic and therapeutic radiology/laboratory services provided in a Hospital or
outpatient setting when ordered by a Provider. These services may be performed or provided by
laboratories, radiology facilities, Hospitals, and Providers, including services in conjunction with office
visits.

A colonoscopy that is not required to be covered as preventive under ACA, or is performed for the
evaluation or treatment of a known medical condition, is paid at no cost share when provided by an
In-network Provider. Non-preventive colonoscopies performed by an Out-of-network Provider will be
covered under the diagnostic benefit and is subject to cost sharing.

A mammogram related to the ongoing evaluation or treatment of a medical condition is not
considered to be a preventive service and is paid under this benefit.

Please see the Medical Benefit Summary for cost sharing information on benefits (other than
colonoscopy which is at no cost share for In-network Provider) that fall under this category.

This plan covers therapeutic radiology services, Chemotherapy, and renal dialysis provided or
ordered by a Provider. Covered Services include a prescribed, orally administered anticancer
medication used to kill or slow the growth of cancerous cells.

Absent an Allowable Fee amount based on the Medicare allowable, benefits for Members who are
receiving renal dialysis are limited to 125 percent of the current Medicare allowable amount for
In-network and Out-of-network Providers. In all situations and settings, benefits are subject to the
Deductibles, Copayments, and/or Coinsurance stated in the Medical Benefit Summary for Outpatient
Services — Diagnostic and therapeutic radiology/lab and dialysis — (non-advanced).

DIAGNOSTIC IMAGING - ADVANCED

This plan covers Medically Necessary advanced diagnostic imaging for the diagnosis of lliness or
Injury. For the purposes of this benefit, advanced diagnostic imaging includes CT scans, MRIs, PET
scans, CATH labs, and nuclear cardiology studies. In all situations and settings (excluding emergency
room services), benefits require prior authorization and are subject to the Deductibles, Copayments,
and/or Coinsurance stated in the Medical Benefit Summary for Outpatient Services — Diagnostic
Imaging — Advanced. Please note that the Copayment for these services is per test. For example, if
separate MRIs are performed on different regions of the back, there will be a Copayment charged for
each region imaged. Some diagnostic imaging requires prior authorization. You can search for
procedures and services that require prior authorization on our website, Authgrid.PacificSource.com
(select Commercial for the line of business).

DURABLE MEDICAL EQUIPMENT

This plan covers services and applicable sales tax for Durable Medical Equipment. Durable Medical
Equipment must be prescribed.

This plan covers Prosthetic Devices and Orthotic Devices to restore or maintain the ability to
complete activities of daily living or essential job-related activities and are not for comfort or
convenience. Repair or replacement of a Prosthetic Device and Orthotic Device is covered when
needed due to normal use. This plan covers maxillofacial prostheses to control or eliminate pain or
infection or to restore functions such as speech, swallowing, or chewing.

e Benefits are limited as follows:
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— The cost of Durable Medical Equipment that is not considered an Essential Health Benefit is
covered up to $5,000 per Benefit Year. Examples of Essential Health Benefits are Prosthetic
Devices and Orthotic Devices, oxygen and oxygen supplies, diabetic supplies, wheelchairs,
breast pumps, and medical foods for the treatment of inborn errors of metabolism.

— Some Durable Medical Equipment requires a prior authorization. You can search for
procedures and services that require prior authorization on our website,
Authgrid.PacificSource.com (select Commercial for the line of business).

— Benefits will be paid toward either the purchase or the rental of the equipment for the period
needed, whichever is less. Repair or replacement of equipment is also covered when
necessary, subject to all conditions and limitations of the plan. If the cost of the purchase,
rental, repair, or replacement is over $2,500, prior authorization by PacificSource is required.

— Only expenses for Durable Medical Equipment, or Prosthetic and Orthotic Devices that are
provided by a PacificSource contracted Provider or a Provider that satisfies the criteria of the
Medicare fee schedule for Suppliers of Durable Medical Equipment, Prosthetics, Orthotics,
Supplies (DMEPOS) and Other Items and Services are eligible for reimbursement.

— Medically Necessary treatment for sleep apnea and other sleeping disorders is covered when
prior authorization has been received by PacificSource. Coverage of oral devices includes
charges for consultation, fitting, adjustment, follow-up care, and the appliance. The appliance
must be prescribed by a Provider specializing in evaluation and treatment of sleep disorders.

— Hearing Aids: Hearing Aids, Hearing Assistive Technology Systems, and ear molds are
provided in accordance with state and federal law. Contact our Customer Service team for
specific coverage requirements. The Durable Medical Equipment benefit covers one Hearing
Aid per hearing impaired ear every 36 months or more frequently if modification to an existing
Hearing Aid will not meet the needs of the Member.

— Wheelchairs: Purchase, rental, repair, lease, or replacement of a power-assisted wheelchair
(including batteries and other accessories) requires prior authorization and is payable only in
lieu of benefits for a manual wheelchair.

— Lenses: Only lenses to correct a specific vision defect resulting from a severe medical or
surgical problem are covered subject to the following limitations:

o The medical or surgical problem must cause visual impairment or disability due to loss of
binocular vision or visual field defects (not merely a refractive error or astigmatism) that
requires lenses to restore some normalcy to vision.

o The maximum allowance for glasses (lenses and frames), or contact lenses in lieu of
glasses, is limited to one pair per Benefit Year when surgery or treatment is performed on
either eye. Other plan limitations, such as exclusions for extra lenses, other hardware,
tinting of lenses, eye exercises, or vision therapy, also apply.

o Benefits for subsequent Medically Necessary vision corrections to either eye (including an
eye not previously treated) are limited to the cost of lenses only.

o Reimbursement is subject to the Deductible, Copayment, and/or Coinsurance stated in the
Medical Benefit Summary for Durable Medical Equipment and is in lieu of, and not in
addition to any other vision benefit payable.

— Breast Pumps: Manual and electric breast pumps are covered at no cost share when provided
by an In-network Provider, or purchased from a retail outlet, and are limited to once per
pregnancy. Hospital-grade breast pumps are not covered.
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—  Wigs: Wigs following Chemotherapy or Radiation Therapy are covered up to one synthetic wig
per Benefit Year.

This plan covers maxillofacial prosthetic services when prescribed by a Provider as necessary to
restore and manage head and facial structures. Coverage is provided only when head and facial
structures cannot be replaced with living tissue, and are defective because of disease, trauma, or
birth and developmental deformities. To be covered, treatment must be necessary to control or
eliminate pain or infection or to restore functions such as speech, swallowing, or chewing.

e Benefits are limited as follows: Coverage is limited to the least costly clinically appropriate
treatment, as determined by the Provider. Cosmetic procedures and procedures to improve on the
normal range of functions are not covered.

ELEMENTAL ENTERAL FORMULA

This plan covers Medically Necessary non-prescription elemental enteral formula ordered by a
Provider for home use to treat severe intestinal malabsorption disorder when the formula comprises a
predominant or essential source of nutrition.

EMERGENCY ROOM - PROVIDER AND FACILITY

This plan covers an Emergency Medical Screening Exam and Emergency Services to evaluate and
treat an Emergency Medical Condition. Any referred services or treatment after discharge from the
emergency room will be covered under the applicable benefit for such services and treatment. For
Emergency Medical Conditions, Out-of-network Providers are paid at the In-network Provider level. If
you are admitted to an out-of-network Hospital, PacificSource will coordinate your transfer to an
in-network facility if necessary.

If you need immediate assistance for a medical emergency, call 911, or go to the nearest emergency
room or appropriate facility.

HOME HEALTHCARE SERVICES

This plan covers Home Healthcare services, including home infusion services that cannot be
self-administered, when provided by a licensed home health agency.

e Benefits are limited as follows: Private duty nursing is not covered.

HOSPICE CARE SERVICES

This plan covers Hospice Care services intended to meet the physical, emotional, and spiritual needs
of the patient and family during the final stages of lliness and dying, while maintaining the patient in
the home setting. Services are to supplement the efforts of an unpaid caregiver and include pastoral
care and bereavement services.

This plan covers respite care provided in a nursing facility to provide relief for the primary caregiver.
e Benefits are limited as follows:

— Hospice Care: The plan does not cover services of a primary caregiver such as a relative,
friend, or private duty nurse. Care is provided for a terminally ill Member for an initial period of
six months. An additional six months of care may be provided when determined Medically
Necessary.
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— Respite care: Care is subject to a maximum of five consecutive days and to a Lifetime
Maximum benefit of 30 days. The Member must be enrolled in a hospice program to be eligible
for respite care benefits.

INFERTILITY DIAGNOSTIC SERVICES

This plan covers Infertility diagnostic services when Medically Necessary. Covered Services include
office visits and diagnostic procedures related to the diagnosis of Infertility. For more information, see
the Benefit Exclusions section.

In-vitro fertilization and procedures determined to be Experimental, Investigational, or Unproven in
nature are not covered.

INPATIENT SERVICES

This plan covers Hospital inpatient services up to the Hospital’'s semi-private room rate, except when
a private room is determined to be necessary.

This plan covers hospitalization for dental procedures under limited circumstances and requires prior
authorization. For more information, see Pediatric Dental Care Requiring General Anesthesia in the
Professional Services section.

This plan covers inpatient habilitation services when Medically Necessary to help a person keep,
learn, or improve skills and functioning for daily living. These services must be consistent with the
condition being treated, and must be part of a written treatment program prescribed by a Provider and
are subject to prior authorization and concurrent review by PacificSource.

e Benefits are limited as follows: Up to 30 days per Benefit Year with extensions subject to Medical
Necessity review. Additional treatment may be considered when criteria for individual benefits are
met.

This plan covers inpatient Rehabilitation Services when Medically Necessary to keep, restore, or
improve skills and function for daily living that have been lost or impaired due to lliness, Injury, or
disability. Recreation therapy is only covered as part of an inpatient admission.

e Benefits are limited as follows: Up to 30 days per Benefit Year with extensions subject to Medical
Necessity review. Additional treatment may be considered when criteria for individual benefits are
met.

This plan complies with all federal laws and regulations related to the Mental Health Parity and
Addiction Equity Act of 2008. Treatment of Substance Use Disorder and related disorders is subject
to placement criteria established by the American Society of Addiction Medicine, Third Edition.

This plan covers crisis intervention, diagnosis, and treatment of Mental Health Conditions and
Substance Use Disorders including chemical dependency detoxification by a Mental Health and/or
Substance Use Disorder Healthcare Provider or Mental Health and/or Substance Use Disorder
Healthcare Program or Mental Health and/or Substance Use Disorder Healthcare Facility, except as
otherwise excluded in this plan. Services are also covered when provided by a qualified Provider for
covered diagnoses when the Member is in a Skilled Nursing Facility.
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This plan covers Skilled Nursing Facilities and Convalescent Homes and are subject to admission
notification and concurrent review.

e Benéefits are limited as follows: Up to 60 days per Benefit Year. Confinement for Custodial Care is
not covered.

MATERNITY SERVICES

This plan covers services of Providers practicing within the scope of their license for prenatal and
postnatal (provided within six weeks of delivery) maternity, childbirth, and complications of pregnancy.
A Hospital stay of at least 48 hours (vaginal) or 96 hours (cesarean) is covered.

Medically Necessary services, medication, and supplies to manage diabetes during pregnancy, from
conception through six weeks postpartum, will not be subjected to a Deductible, Copayment, or
Coinsurance.

This plan covers routine nursery care of a newborn child born to a Member while the mother is
hospitalized and eligible for pregnancy-related benefits under this plan if the newborn is also eligible
and enrolled in this plan.

This plan covers labor and delivery services at an out-of-network facility when a Member is unable to
be treated by an in-network facility during a declared public health emergency. These services will be
paid at the in-network cost sharing amount.

Please contact our Customer Service team as soon as you learn of your pregnancy. Our team will
explain your plan’s maternity benefits and help you enroll in our prenatal care program.

OUTPATIENT SERVICES

This plan covers ABA according to PacificSource’s guidelines for Medical Necessity. Prior
authorization and a treatment plan are required.

This plan complies with all federal laws and regulations related to the Mental Health Parity and
Addiction Equity Act of 2008. Treatment of Substance Use Disorder and related disorders is subject
to placement criteria established by the American Society of Addiction Medicine, Third Edition.

This plan covers crisis intervention, diagnosis, and treatment of Mental Health Conditions and
Substance Use Disorders including chemical dependency detoxification by a Mental Health and/or
Substance Use Disorder Healthcare Provider or Mental Health and/or Substance Use Disorder
Healthcare Program, except as otherwise excluded in this plan.

This plan covers Physical/Occupational Therapy, and speech therapy services, subject to a
prescription that includes site, modality, duration, and frequency of treatment.

e Benefits are limited as follows: Up to a combined maximum of 30 visits per Benefit Year with
extensions subject to Medical Necessity review. Additional treatment may be considered when
criteria for individual benefits are met.
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This plan covers outpatient Rehabilitation Services to help a person keep, restore, or improve skills
and function for daily living that have been lost or impaired due to lliness, Injury, or disability. Services
must be prescribed in writing and include site, modality, duration, and frequency of treatment.

e Benéefits are limited as follows: Up to 30 visits per Benefit Year with extensions subject to Medical
Necessity review. Additional treatment may be considered when criteria for individual benefits are
met.

Services for speech therapy are only covered to correct stuttering, hearing loss, peripheral speech
mechanism problems, and deficits due to neurological disease or Injury. Speech and/or cognitive
therapy for acute llinesses and Injuries are covered up to one year post Injury when the services do
not duplicate those provided by other eligible Providers.

Outpatient pulmonary rehabilitation programs are covered for Members with severe chronic lung
disease that interferes with normal daily activities despite optimal medication management.

PEDIATRIC DENTAL SERVICES

Pediatric dental services are covered for Members age 18 and younger. Coverage for pediatric
services will end on the last day of the month in which the Member turns 19. Frequency limits are as
required under the Affordable Care Act (ACA).

CLASS | SERVICES (COVERED FOR MEMBERS AGE 18 AND YOUNGER)

e Examinations (routine or other diagnostic exams) are limited to two examinations per Benefit
Year. Separate charges for review of a proposed treatment plan or for diagnostic aids are not
covered. Problem focused and emergency examinations are covered.

e Complete full mouth series of X-rays, a cone beam X-ray, or panorex are limited to one
complete full mouth series of X-rays, cone beam X-ray, or panorex in any 60 month period and
further limited to one bitewing set in a six month period. When an accumulative charge for
additional periapical X-rays in a one year period matches that of a complete full mouth series of
X-rays, no further benefits for periapical X-rays, cone beam X-rays, complete full mouth series of
X-rays, or panorex are available for the remainder of the year.

¢ Dental cleaning (Prophylaxis and Periodontal Maintenance) are limited to a combined total of
two procedures per Benefit Year. The limitation for dental cleaning applies to any combination of
Prophylaxis and/or Periodontal Maintenance in the Benefit Year. A separate charge for
periodontal charting is not a Covered Service. Periodontal Maintenance is not covered when
performed within three months of Periodontal Scaling and Root Planing and/or Curettage.

e Fluoride (topical or varnish applications) is limited to a combined total of four applications per
Benefit Year.

e Application of sealants are limited to one application in a 36 month period to permanent molars
and bicuspids, except for visible evidence of clinical failure.

e Space maintainers are covered.
e Athletic mouth guards are limited to a Lifetime Maximum of one.

e Brush biopsies used to aid in the diagnosis of oral cancer are covered.

CLASS Il SERVICES (COVERED FOR MEMBERS AGE 18 AND
YOUNGER)

o Palliative (emergency) treatment of dental pain is covered.
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Composite Resin and Amalgam Restoration (fillings) are limited to the same tooth once every
24 months, up to four surfaces per tooth.

Simple extractions of teeth and other minor oral surgery procedures are covered.

Periodontal Scaling and Root Planing and/or Curettage is limited to only one procedure per
quadrant in any 24 month period. For the purpose of this limitation, eight or fewer teeth existing in
one arch will be considered one quadrant.

Full mouth debridement is limited to once every 24 months. This procedure is only covered if the
teeth have not received a Prophylaxis in the prior 24 months and if an evaluation cannot be
performed due to the obstruction by plaque and calculus on the teeth. This procedure is not
covered if performed on the same date as a dental cleaning (Prophylaxis or Periodontal
Maintenance).

CLASS Ill SERVICES (COVERED FOR MEMBERS AGE 18 AND
YOUNGER)

Complicated oral surgery procedures, such as the removal of impacted teeth, frenulectomy,
and frenulosplasty are covered.

Pulp capping is only covered when there is an exposure to the pulp. These are direct pulp caps.
Coverage for indirect pulp caps are covered as part of the Restoration fee and are not covered as
a separate charge.

Pulpotomy is only covered for primary teeth.
Root canal therapy is covered.

Periodontal surgery is limited to procedures accompanied by a periodontal diagnosis and history
of conservative (non-surgical) periodontal treatment.

Tooth desensitization is covered as a separate procedure from other dental treatment.

General anesthesia administered by a Provider in their office when used in conjunction with
approved oral surgery procedures is covered.

Administration of nitrous oxide is covered.
Oral pre-medication anesthesia for conscious sedation is covered.

Crowns and other cast or laboratory-processed Restorations are limited to the Restoration of any
one tooth every 60 months.

Initial cast partial denture, full denture, immediate denture, or overdenture are limited to the
cost of a standard full or cast partial denture. Charges for denture adjustments and repairs are
covered. Benefits for subsequent rebases and relines are provided only once every 12 months.
Cast Restorations for partial denture Abutment teeth or for splinting purposes are not covered
unless the tooth in and of itself requires a Cast Restoration.

Initial fixed bridges or removable cast partials are covered.

Replacement of an existing prosthetic device is only covered when the device being replaced
is unserviceable, cannot be made serviceable, and has been in place for at least 60 months.

Crowns, onlays, bridges. The completion date is the cementation date (seat date) regardless of
the type of cement utilized.

Implants. Surgical placement and removal of implants are limited to a Lifetime Maximum of one
per tooth space. Benefits include final crown and implant Abutment over a single implant, final
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implant-supported bridge Abutment, and implant Abutment or pontic. An alternative benefit per
arch of a conventional full or partial denture for the final implant-supported full or partial denture
prosthetic device is available.

e Orthodontia with diagnosis of cleft palate and/or cleft lip is covered for Members age 18 and
younger or whose treatment began and was not completed prior to turning age 19. Prior
authorization and a treatment plan are required by PacificSource.

PRESCRIPTION DRUGS

This plan covers certain prescription medications included on your Drug List. Please refer to
PacificSource.com/find-a-drug for an up-to-date list of drugs and other information about your
prescription benefit including quantity limits and prior authorization requirements. If you have any
questions about your coverage, please contact our Customer Service team.

To use your PacificSource prescription benefits, you must show your PacificSource Member ID card
at the in-network pharmacy.

PacificSource’s Prescription Drug List (also known as formulary) includes drugs that are used to treat
all medically recognized conditions that are not otherwise excluded by your benefits. All formulary
drugs are placed on a tier. Formularies are reviewed and updated monthly, and a drug may be
added, removed, or moved to a higher or lower tier. We will notify you prior to making any change
that may impact your care.

e Tier 0 — Affordable Care Act Standard Preventive No-cost Drug List is comprised of preventive
drugs, including tobacco cessation drugs, mandated to be covered under the ACA and are offered
at no charge when provided by an In-network Provider.

e Tier 1is comprised of medications that are mostly Generic Drugs.
e Tier 2 is comprised of preferred medications that are mostly brand name drugs.

e Tier 3 is comprised of non-preferred medications that are mostly brand name drugs. This tier can
contain some Specialty Drugs.

e Tier 4 is comprised of medications that are mostly Specialty Drugs.
See the Prescription Drug Benefit Summary for cost sharing information.

Some medications may qualify for third party Copayment assistance programs that could lower your
out-of-pocket costs for those products. For any such medication where third party Copayment
assistance is used, the Member shall not receive credit toward their Deductible or out-of-pocket limit
for any Copayment or Coinsurance amounts that are applied to a manufacturer coupon or rebate.

This plan includes mail order service for Prescription Drugs. Questions about mail order may be
directed to our Customer Service team. More information is available on our website,
PacificSource.com/members/prescription-drug-information/resources.

Specialty Drugs are designated with SP on the Drug List available on our website. Specialty Drugs
often require special handling, storage, and instructions. PacificSource contracts with Specialty
Pharmacies for these high-cost medications (oral and injectable). A pharmacist-led care team
provides individual follow-up care and support to covered Members with prescriptions for Specialty
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Drugs by providing them strong clinical support, as well as the best overall value for these specific
medications. The care team also provides comprehensive disease education and counseling,
assesses patient health status, and offers a supportive environment for patient Inquiries.

Fills of Specialty Drugs are limited to a 30 day supply and must be filled through our exclusive
network Specialty Pharmacies. Specialty Drugs are not available through the in-network retail
pharmacy network, mail order service, or non-exclusive Specialty Pharmacies without authorization.
For more information, including prior authorization requirements, see our website,
PacificSource.com/members/prescription-drug-information/resources.

Medications and supplies covered under your prescription benefit are in place of, not in addition to,
those same covered supplies under the medical portion of this plan.

Refer to your Drug List, available on our website, to see which diabetic supplies are covered under
your prescription benefit. Some diabetic supplies, such as glucose monitoring devices, may only be
covered under your medical benefit. Diabetic testing supplies are subject to plan quantity limits. For
more information, see the Diabetic Equipment, Supplies, and Training section.

Contraceptives approved by the FDA are covered as required under state law and as recommended
by the USPSTF, HRSA, and CDC. Any Deductibles, Copayments, and/or Coinsurance amounts are
waived if a generic is filled. When no generic exists, brand name contraceptives may be covered at
no cost. If your Provider prescribes a non-formulary contraceptive due to Medical Necessity, it may be
subject to prior authorization for coverage at no charge.

If an initial three month supply is tried, then a 12 month refill of the same contraceptive is covered at
an in-network pharmacy in accordance with prescription benefits, regardless if the initial prescription
was filled under this plan.

Orally administered and self-administered anticancer medications used to kill or slow the growth of
cancerous cells are available when prescribed. All orally administered cancer medications will be
covered on the same basis and at no greater cost sharing than imposed for IV or injected cancer
medication. See the Prescription Drug Benefit Summary for cost sharing information.

Any removal of a medication from your Drug List will be posted on our website 60 days prior to the
effective date of the change, unless the change is done on an emergency basis or an equivalent
generic medication becomes available without prior notice. In the event of an emergency change, the
change will be posted as soon as practicable.

To ensure your medication is effective, it's important to take it exactly as prescribed. This can be
challenging if you take multiple medications that refill at different times and require many trips to the
pharmacy. Through our medication synchronization program, your ongoing prescriptions can be
coordinated so refills are ready at the same time. If you wish to have your medication refills
synchronized, please ask your Provider or pharmacist to contact our Pharmacy Services team at
844-877-4803, or email pharmacy@pacificsource.com. We will work with your Providers to evaluate
your options and develop your synchronization plan.
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e This plan only covers drugs prescribed by eligible Providers prescribing within the scope of their
professional licenses. This plan does not cover the following:

— Drugs for any condition excluded under the medical plan.

— Some Specialty Drugs that are not self-administered are not covered by this prescription
benefit, but may be covered under the medical plan’s office supply benefit. For a list of drugs
that are covered under your medical benefit and which may require prior authorization, please
refer to the medical authorization grid on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

— Some immunizations may be covered under either your medical or pharmacy benefit. Vaccines
covered under the pharmacy benefit include, but not limited to: influenza, hepatitis B, herpes
zoster (shingles), and pneumococcal. Most other immunizations must be provided by your
Provider under your medical benefit.

— Some drugs and all devices to treat erectile or sexual dysfunction unless defined in the current
edition of the Diagnostic and Statistical Manual of Mental Disorders.

— Vitamins, minerals, and dietary supplements except for prescription prenatal vitamins, fluoride
products, and for drugs that have a rating of A or B from the USPSTF, some restrictions may
apply.

— Drugs provided to an international covered Member in their home country.

e Certain drugs require prior authorization (PA). An up-to-date list of drugs requiring prior
authorization along with all of our requirements is available on our website.

e Certain drugs are subject to Step Therapy (ST) protocols, which means we may require you to try
a pre-requisite drug before we will pay for the requested drug. An up-to-date list of drugs requiring
Step Therapy along with all of our requirements is available on our website.

e Certain drugs have quantity limits (QL), which means we will generally not pay for quantities
above posted limits. An up-to-date list of drugs requiring quantity limit exceptions along with all of
our requirements is available on our website.

e For most prescriptions, you may refill your prescription only after 75 percent of the previous supply
has been taken. This is calculated by the number of days that have elapsed since the previous fill
and the days’ supply entered by the pharmacy. PacificSource will not approve early refills, except
under the following circumstances:

— The request is for ophthalmic solutions or gels, refillable after 70 percent of the previous supply
has been taken.

— The Member will be on vacation in a location that does not allow for reasonable access to a
network pharmacy for subsequent refills.

All early refills are subject to standard cost share and are reviewed on a case-by-case basis. A
pharmacist can approve an early refill of a prescription for eye drops as required by law.

Requests for formulary exceptions can be made by the Member or Provider by contacting our
Pharmacy Services team. Determinations on standard exception requests will be made no later than
72 hours, expedited requests are determined within 24 hours following receipt of the request.
Formulary exceptions and coverage determinations must be based on Medical Necessity, and
information must be submitted to support the Medical Necessity including all of the following:

PSSHP.OR.STUDENTGUIDE.MEDICAL.PD.2023 18



e Documented intolerance or failure to the formulary alternatives for the submitted diagnosis;
e Formulary drugs were tried with an adequate dose and duration of therapy;
e Formulary drugs were not tolerated or were not effective;

e Formulary or preferred drugs would reasonably be expected to cause harm or not produce
equivalent results as the requested drug;

e The requested drug therapy is evidence-based and generally accepted medical practice; and

e Special circumstances and individual needs, including the availability of service Providers in the
Member’s region.

For the complete Formulary Exception Criteria, please refer to our website.

TRANSPLANT SERVICES

This plan covers the following Medically Necessary organ and tissue transplants including supplies,
treatment and facility fees for both donors and recipients: bone marrow, peripheral blood stem cell
and high-dose Chemotherapy; corneal transplants; heart; heart — lungs; intestine; kidney; kidney —
pancreas; liver; lungs; and pancreas whole organ transplantation. Expenses for the acquisition of
organs or tissues for transplantation are only covered when the transplantation itself is covered under
this plan, and is limited to selection, removal of the organ, storage, and transportation of the organ or
tissue.

e Benefits are limited as follows:

— Except for corneal transplants which do not require prior authorization, transplant supplies,
treatments, services and evaluations, including pre-transplant evaluations, require prior
authorization.

— Transplants of human body organs and tissues.
— Transplants of animal, artificial, or other non-human organs and tissues are not covered.

— Limited travel and housing expenses for the Member and one caregiver are limited to $10,000
per transplant. Travel and living expenses are not covered for the donor.

— Testing of related or unrelated donors for a potential living related organ donation is payable at
the same percentage that would apply to the same testing of an insured recipient.

— Expense for acquisition of cadaver organs is covered, payable at the same percentage and
subject to the same limitations, if any, as the transplant itself.

— Medical services required for the removal and transportation of organs or tissues from living
donors are covered. Coverage of the organ or tissue donation is payable at the same
percentage as the transplant itself up to $8,000 if the recipient is a PacificSource Member.

— If the donor is not a PacificSource Member, only those complications of the donation that occur
during the initial hospitalization are covered, and such complications are only covered to the
extent that they are not covered by another health plan or government program. Coverage is
payable at the same percentage as the transplant itself.

— If the donor is a PacificSource Member, complications of the donation are covered as any
other lliness would be covered.

— Transplant related services, including human leukocyte antigen (HLA) typing, sibling tissue
typing, and evaluation costs, are considered transplant expenses and accumulate toward any
transplant benefit limitations and are subject to PacificSource’s Provider contractual
agreements. For more information, see Payment of Transplant Benefits.
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If a transplant is performed at an in-network Center of Excellence transplantation facility, covered
charges of the facility are subject to this plan’s in-network transplant benefit. If our contract with the
facility includes the services of the medical professionals performing the transplant, those charges are
also subject to this plan’s in-network transplant benefit. If the professional fees are not included in our
contract with the facility, then those benefits are provided according to the Medical Benefit Summary.

Transplant services that are not received at an in-network Center of Excellence and/or services of
out-of-network medical professionals are paid at the Out-of-network Provider percentages stated in
the Medical Benefit Summary. The maximum benefit payment for transplant services of
Out-of-network Providers is 125 percent of the Medicare allowance.

VISION SERVICES

This plan covers vision exams, lenses, and frames when performed or prescribed by a Provider
practicing within the scope of their licenses.

If charges for a service or supply are less than the Allowable Fee, the benefit will be equal to the
actual charge. If services are provided out-of-network and the Provider’s billed charges are greater
than the Allowable Fee, Balance Billing will apply.

See the Vision Benefit Summary for cost share information and benefit details.

This plan covers vision examinations for Members age 19 and older.

Coverage for pediatric services will end on the last day of the month in which the Member turns 19.

This plan covers preventive vision examinations and hardware including lenses, frames, or contact
lenses for Members age 18 and younger.

WOMEN’S HEALTH AND CANCER RIGHTS

This plan covers breast reconstruction in connection with a Medically Necessary Mastectomy, as
required by the Women’s Health and Cancer Rights Act of 1998. Coverage is provided in a manner
determined in consultation with the attending Provider and for:

e All stages of reconstruction of the breast on which the Mastectomy was performed;

e Surgery and reconstruction of the other breast to produce a symmetrical appearance;
e Prostheses; and

e Treatment of physical complications of the Mastectomy, including lymphedema.

Benefits for breast reconstruction are subject to all terms and provisions of the plan, including
Deductibles, Copayments, and/or Coinsurance.

This plan covers post-Mastectomy care for a period of time as determined by the attending Provider
and, in consultation with the Member, determined to be Medically Necessary following a Mastectomy,
a lumpectomy, or a lymph node dissection for the treatment of breast cancer.
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BENEFIT EXCLUSIONS

This plan does not cover the following:

Abdominoplasty for any indication.

Academic skills training. This exclusion does not apply if the program, training, or therapy is part
of a treatment plan for a pervasive developmental disorder.

Aesthetic (cosmetic) dental procedures — Services and supplies provided in connection with dental
procedures that are primarily aesthetic, including bleaching of teeth and labial veneers.

Antimicrobial agents — Localized delivery of antimicrobial agents into diseased crevicular tissue
via a controlled release vehicle.

Athletic injuries sustained while competing or practicing for a professional or semiprofessional
athletic contest.

Aversion therapy.
Biofeedback (other than as specifically noted under the Covered Services section).

Charges for missed appointments, get acquainted visits, completion of claim forms, or reports
PacificSource needs to process claims unless otherwise contracted with the Provider.

Charges that are the responsibility of a third party who may have caused the lliness or Injury, or
other insurers covering the incident (such as workers’ compensation insurers, automobile
insurers, and general liability insurers).

Chelation therapy including associated infusions of vitamins and/or minerals, except as Medically
Necessary for the treatment of selected medical conditions and medically significant heavy metal
toxicities.

Computer or electronic equipment for monitoring asthmatic, similar medical conditions, or related
data.

Connector bar or stress breaker.

Cosmetic/reconstructive services and supplies — Services and supplies, including drugs, rendered
primarily for cosmetic/reconstructive purposes (does not apply to Emergency Services).
Cosmetic/reconstructive services and supplies are those performed primarily to improve the
body’s appearance and not primarily to restore impaired function of the body, unless the area
needing treatment is a result of a Congenital Anomaly or gender dysphoria.

Court-ordered sex offender treatment programs.

Day care or Custodial Care, including non-skilled care and helping with activities of daily living,
except as specified above in conjunction with Home Healthcare or Hospice Care.

Dental examinations and treatment, for Members age 19 and older, to prevent, diagnose, or treat
diseases or conditions of the teeth and supporting tissues or structures, including treatment that
restores the function of teeth.

Denture replacement due to loss, theft, or breakage, unless otherwise noted in Covered Services.
Diabetic shoes and shoe modifications.

Drugs and biologicals that can be self-administered (including injectables) are excluded from the
medical benefit, except those provided in a Hospital, emergency room, or other institutional
setting, or as outpatient Chemotherapy and dialysis, which are covered. Covered drugs and
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biologicals that can be self-administered are otherwise available under the pharmacy benefit,
subject to plan requirements.

Drugs or medications not prescribed for inborn errors of metabolism, diabetic insulin, or autism
spectrum disorder that can be self-administered (including Prescription Drugs, injectable drugs,
and biologicals), unless given during a visit for outpatient Chemotherapy or dialysis or during a
Medically Necessary Hospital, emergency room, or other institutional stay.

Educational or correctional services or sheltered living provided by a school or halfway house,
except outpatient services received while temporarily living in a shelter.

Electronic Beam Tomography (EBT).
Equine/animal therapy.
Equipment commonly used for non-medical purposes and/or marketed to the general public.

Equipment used primarily in athletic or recreational activities. This includes exercise equipment for
stretching, conditioning, strengthening, or relief of musculoskeletal problems.

Expense incurred by a Member; not a United States citizen; for services performed within the
Student’s home country; if the Student’s home country has a socialized medicine program.

Experimental, Investigational, or Unproven — This plan does not cover services, supplies,
protocols, procedures, devices, Chemotherapy, drugs or medicines, or the use thereof that are
Experimental, Investigational, or Unproven for the diagnosis and treatment of the Member. This
limitation also excludes treatment that, when and for the purpose rendered: has not yet received
recognized compendia support (for example, UpToDate, Lexicomp, FDA) for other than
Experimental, Investigational, or Unproven, or clinical testing; is not of generally accepted medical
practice in your plan’s state of issuance or as determined by medical advisors, medical
associations, and/or technology resources; is not approved for reimbursement by the Centers for
Medicare and Medicaid Services; is furnished in connection with medical or other research; or is
considered by any governmental agency or subdivision to be Experimental, Investigational, or
Unproven, not reasonable and necessary, or any similar finding.

If you or your Provider have any concerns about whether a course of treatment will be covered,
we encourage you to contact our Customer Service team. We will arrange for medical review of
your case against our criteria, and notify you of whether or not the proposed treatment will be
covered.

Eye exercises and eye refraction, therapy, and procedures.

Eye glasses/Contact lenses for Members age 19 and older — The fitting, provision, or replacement
of eye glasses, lenses, frames, contact lenses, or subnormal vision aids intended to correct
refractive error.

Eye orthoptics, vision therapy, and procedures intended to correct refractive errors.
Fitness or exercise programs and health or fitness club memberships.

Foot care (routine) — Services and supplies for corns and calluses of the feet, conditions of the
toenails other than infection, hypertrophy, or hyperplasia of the skin of the feet, and other routine
foot care, except in the case of Members being treated for diabetes mellitus.

Gingivectomy, gingivoplasty, or crown lengthening in conjunction with crown preparation or fixed
bridge services done on the same date of service.

Gnathological recordings, occlusal equilibration procedures, or similar procedures.
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Growth hormone injections or treatments, except to treat documented growth hormone
deficiencies.

Homeopathic medicines or homeopathic supplies.
Hypnotherapy.
Immunizations when recommended for, or in anticipation of, exposure through work.

Indirect pulp caps are to be included in the Restoration process, and are not a separate Covered
Service.

Instructional or educational programs, except diabetes self-management programs when
Medically Necessary.

Intra and extra coronal splinting — Devices and procedures for intra and extra coronal splinting to
stabilize mobile teeth.

Jaw — Services or supplies for developmental or degenerative abnormalities of the jaw,
malocclusion, dental implants, improving placement of dentures, Prosthetic Devices for treatment
of TMJ conditions, and artificial larynx.

Maintenance supplies and equipment not unique to medical care.
Massage or massage therapy, even as part of a physical therapy program.
Mattresses and mattress pads unless Medically Necessary to heal pressure sores.

Mental health treatment related to the following are excluded: court-mandated psychological
evaluations for child custody determinations; voluntary mutual support groups such as Alcoholics
Anonymous; adolescent wilderness treatment programs; mental examinations for the purpose of
adjudication of legal rights; psychological testing and evaluations not provided as an adjunct to
treatment or diagnosis of a Mental Health Condition; stress management, parenting skills, or
family education; and assertiveness training.

Modifications to vehicles or structures to prevent, treat, or accommodate a medical condition.

Motion analysis, including videotaping and 3-D kinematics, dynamic surface and fine wire
electromyography, including Provider review.

Myeloablative high dose Chemotherapy, except when the related transplant is specifically covered
under the transplantation provisions of this plan.

Naturopathic supplies.

Nicotine related disorder treatment, other than those covered through Tobacco Cessation
Program services.

Obesity or weight reduction control — Surgery or other related services or supplies provided for
weight reduction control or obesity (including all categories of obesity), whether or not there are
other medical conditions related to or caused by obesity. This also includes services or supplies
used for weight loss, such as food supplementation programs and behavior modification
programs, regardless of the medical conditions that may be caused or exacerbated by excess
weight, and self-help or training programs for weight reduction control. Obesity screening and
counseling are covered for children and adults. For more information, see dietary or nutritional
counseling in the Professional Services section.

Oral/facial motor therapy for strengthening and coordination of speech-producing musculature and
structures, except as Medically Necessary in the restoration or improvement of speech following a
traumatic brain Injury or for Members diagnosed with a pervasive developmental disorder.
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Orthodontic services — Repair or replacement of orthodontic appliances.

Orthodontic services — Treatment of misalignment of teeth and/or jaws, or any ancillary services
performed because of orthodontic treatment, except as specified in the Covered Services section.

Orthognathic surgery — Services and supplies to augment or reduce the upper or lower jaw,
except to repair an Accidental Injury or for removal of a malignancy, including reconstruction of the
jaw.

Over-the-counter non-Prescription Drugs, unless included on your Drug List or is otherwise listed
as a Covered Service in this student guide. Does not apply to tobacco cessation medications
covered under USPSTF guidelines.

Panniculectomy (removal of panniculus, or excess skin, from lower abdomen) for any indication.
Periodontal probing, charting, and re-evaluations.

Personal items such as telephones, televisions, and guest meals during a stay at a Hospital or
other inpatient facility.

Photographic images.

Physical or eye examinations required by an employer.
Precision attachments.

Private nursing service.

Programs that teach a person to use medical equipment, care for family members, or
self-administer drugs or nutrition, except for diabetic education benefit.

Psychoanalysis or psychotherapy received as part of an educational or training program,
regardless of diagnosis or symptoms that may be present.

Pulpotomies on permanent teeth.
Recreation therapy — outpatient.

Rehabilitation — Functional capacity evaluations, work hardening programs, vocational
rehabilitation, community reintegration services, and driving evaluations and driving training
programs, except as Medically Necessary in the restoration or improvement of speech following a
traumatic brain Injury or for Members diagnosed with a pervasive development disorder.

Removal of clinically serviceable Amalgam Restorations to be replaced by other materials free of
mercury, except with proof of allergy to mercury.

Replacement costs for worn or damaged Durable Medical Equipment that would otherwise be
replaceable without charges under warranty or other agreement.

Screening tests — Services and supplies, including imaging and screening exams performed for
the sole purpose of screening and not associated with specific diagnoses and/or signs and
symptoms of disease or of abnormalities on prior testing (including, but not limited to, total body
CT imaging, CT colonography, and bone density testing). This does not include preventive care
screenings listed in the Preventive Care Services section.

Self-help health or instruction or training programs.

Sensory integration training. This exclusion does not apply if the program, training, or therapy is
part of a treatment plan for a pervasive developmental disorder.

Services for rebuilding or maintaining chewing surfaces due to teeth out of alignment or occlusion,
or for stabilizing the teeth.
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Services or supplies covered under any plan or program established by a domestic or foreign
government or political subdivision, unless such exclusion is prohibited by law.

Services or supplies not listed as a Covered Service, unless required under federal or state law.

Services or supplies with no charge, or for which the Member is not legally required to pay, or for
which a Provider or facility is not licensed to provide even though the service or supply may
otherwise be eligible. This exclusion includes any service provided by the Member, or any
licensed professional that is directly related to the Member by blood or marriage.

Services required by state law as a condition of maintaining a valid driver license or commercial
driver license.

Services, supplies, and equipment not involved in diagnosis or treatment but provided primarily for
the comfort, convenience, alteration of the physical environment, or education of a patient. This
includes appliances like adjustable power beds sold as furniture, air conditioners, air purifiers,
room humidifiers, heating and cooling pads, home blood pressure monitoring equipment, light
boxes, conveyances other than conventional wheelchairs, whirlpool baths, spas, saunas, heat
lamps, tanning lights, and pillows.

Sexual disorders — Services or supplies for the treatment of erectile or sexual dysfunction, unless
defined in the current edition of the Diagnostic and Statistical Manual of Mental Disorders.

Sinus lift grafts to prepare sinus site for implants.

Snoring — Services or supplies for the diagnosis or treatment of snoring, except when attributed to
the diagnosis of sleep apnea.

Social skills training. This exclusion does not apply if the program, training, or therapy is part of a
treatment plan for a pervasive developmental disorder.

Stress-breaking or habit-breaking appliances.
Support groups.

Temporomandibular joint (TMJ) — Related services, or treatment for associated myofascial pain
including physical or orofacial therapy. Advice or treatment, including physical therapy and/or
orofacial therapy, either directly or indirectly for temporomandibular joint dysfunction, myofascial
pain, or any related appliances. For related provisions, see jaw and orthognathic surgery in this
section and in the Professional Services section.

Tooth transplantation — Services and supplies provided in connection with tooth transplantation,
including re-implantation from one site to another, splinting, and/or stabilization. This exclusion
does not relate to the re-implantation of a tooth into its original socket after it has been avulsed.

Transplants — Any services, treatments, or supplies for the transplantation of bone marrow or
peripheral blood stem cells or any human body organ or tissue, except as expressly provided
under the provisions of this plan for covered transplantation expenses.

Treatment after insurance ends — Services or supplies a Member receives after the Member’s
coverage under this plan ends. The only exception is for Class Ill Services ordered and fitted
before enroliment ends and are placed within 31 days after enroliment ends.

Treatment not Dentally Necessary, according to acceptable dental practice, or treatment not likely
to have a reasonably favorable prognosis.

Treatment not Medically Necessary — Services or supplies that are not Medically Necessary for
the diagnosis or treatment of an lliness or Injury.
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e Treatment of any lliness or Injury resulting from an illegal occupation or attempted felony, or
treatment received while in the custody of any law enforcement other than with the local
supervisory authority while pending disposition of charges.

e Treatment of any work-related lliness or Injury except as described in On-the-Job lliness or Injury
and Workers’ Compensation.

e Treatment prior to enroliment.

e Unwilling to release information — Charges for services or supplies for which a Member is unwilling
to release medical, dental, or eligibility information necessary to determine the benefits covered
under this plan.

e War-related conditions — The treatment of any condition caused by or arising out of an act of war,
armed invasion, or while in the service of the armed forces unless not covered by the Member's
military or veterans coverage.

UTILIZATION REVIEW

PacificSource has a utilization review program to determine coverage. This program is administered
by our Health Services team for prior authorization, concurrent reviews, and post-service reviews.
Questions regarding Medical/Dental Necessity, possible Experimental, Investigational, or Unproven
services, appropriate setting, and appropriate treatment are forwarded to the PacificSource Medical
Director for review and Benefit Determination.

If you would like information on how we reached a particular utilization review Benefit Determination,
please contact our Health Services team by phone at 888-691-8209, or by email at
healthservices@pacificsource.com.

PRIOR AUTHORIZATION

Coverage of certain services requires a Benefit Determination by PacificSource before the services
are performed. This process is called prior authorization.

Prior authorization is necessary to determine if certain services and supplies are covered under this
plan, and if you meet the plan’s eligibility requirements.

Your Provider can request prior authorization from the PacificSource Health Services team. If your
Provider will not request prior authorization for you, you may contact us yourself. In some cases, we
may ask for more information or require a second opinion (at no cost to the Member when requested
by PacificSource) before authorizing coverage.

Because of the changing nature of care, PacificSource continually reviews new technologies and
standards. Therefore, procedures and services requiring prior authorization is subject to change. You
can search for procedures and services that require prior authorization on our website,
Authgrid.PacificSource.com (select Commercial for the line of business). Our prior authorization
search tool is not intended to suggest that all items listed are covered by the benefits in this plan.

When services are received from an In-network Provider, the Provider is responsible for contacting
PacificSource to obtain prior authorization.

If your treatment does not receive prior authorization, you can still seek treatment, but your claim will
be subjected to retrospective authorization. If a treatment requires prior authorization but was not
received, the claim must be submitted within 60 days. If the claim is not submitted within 60 days or if
the review determines the expenses were either not covered by this plan or were not
Medically/Dentally Necessary, you will be held responsible for the expense. Remember, any time you
are unsure if an expense will be covered, contact our Customer Service team.
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Notification of PacificSource’s Benefit Determination will be communicated by letter, fax, or electronic
transmission to the Hospital, the Provider, and you. If time is a factor, notification will be made by
telephone and followed up in writing. For more information regarding the timelines for review of
Pre-service Claims and Post-service Claims, see Claim Handling Procedures in the Claims Payment
section.

In a medical emergency, services and supplies necessary to determine the nature and extent of an
Emergency Medical Condition and to Stabilize the Member are covered without prior authorization
requirements. A Hospital or other healthcare facility must notify PacificSource of an emergency
admission within two business days.

PacificSource reserves the right to employ a third party to perform prior authorization procedures on
its behalf.

If your Provider’s prior authorization request is denied as not Medically/Dentally Necessary or as
Experimental, Investigational, or Unproven, your Provider may Appeal our Benefit Determination. You
retain the right to Appeal our Benefit Determination independent from your Provider.

CASE MANAGEMENT

Case management is a program designed to provide early detection and intervention in serious cases
of lllness or Injury that have the potential for ongoing major or complex resource use. Case
management services may be initiated by PacificSource when there is a high utilization of health
services or multiple Providers, or for health problems such as, but not limited to, transplantation, high
risk obstetric or neonatal care, spinal cord Injury, trauma or traumatic Injury, or any acute or chronic
condition that may necessitate specialized treatment or care coordination.

Case managers are experienced licensed healthcare professionals with specialized skills to respond
to the complexity of a Member’s healthcare needs. When case management services are
implemented, a case manager will work in collaboration with a Member’s Provider and the
PacificSource Medical Director to enhance the quality of care, maximize available benefits, and
propose individual supplemental benefits. PacificSource reserves the right to employ a third party to
assist with, or perform the function of, case management.

INDIVIDUAL/SUPPLEMENTAL BENEFITS

An individual/supplemental benefit may be available if PacificSource approves coverage for services
or supplies that are not a Covered Service under this plan (for example, continuation of home health
physical therapy beyond the benefit limit, if Medical Necessity determines that continuation would
prevent a Hospital stay). PacificSource may cover these supplemental benefits through case
management if PacificSource determines that supplemental benefits are Medically Necessary and will
result in an overall reduction in covered costs and improved quality of care. The decision to allow
supplemental benefits will be made by PacificSource on a case-by-case basis. PacificSource and the
Member’s attending Provider must concur in the request for supplemental benéefits in lieu of specified
Covered Services before supplemental benefits will be covered. PacificSource’s determination to
cover and pay for supplemental benefits for a Member does not set a precedent for coverage of
continued or additional supplemental benefits for a Member. No substitution will be made without the
consent of the insured.

USING THE PROVIDER NETWORK

This section explains how your plan benefits differ when you use Bishop Wellness Center, In-network
and Out-of-network Providers. This information is not meant to prevent you from seeking treatment
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from any Provider if you are willing to take increased financial responsibility for the charges incurred.
Your network name is listed on your PacificSource Member ID card.

All Providers are independent contractors. PacificSource cannot be held liable for any claim for
damages or injuries you experience while receiving care. Members have the right to choose their
Providers.

Under this plan, you are free to seek care, including Women’s Healthcare Services, from any Provider
without a referral. You may, however, be required to comply with certain procedures, including
obtaining prior authorization for certain services or following a pre-approved treatment plan.

Nothing in this plan is designed to restrict Members from contracting to obtain any healthcare
services outside the plan on any terms Members choose.

BISHOP WELLNESS CENTER

The Policyholder has a Student Health Center that provides services to Students. Services at the
Student Health Center are covered by the Policyholder’s Student health fee and are provided at no
cost to the Student.

Student Health Services provided at the Bishop Wellness Center are available to all degree seeking
Willamette University Students enrolled half time or more during the school year when classes are in
session.

IN-NETWORK PROVIDERS

In-network Providers contract with PacificSource to provide services and supplies for an Allowable
Fee. In-network Providers bill PacificSource directly, and we pay them directly. When you receive
Covered Services or supplies from an In-network Provider, you are only responsible for any
applicable Deductibles, Copayments, and/or Coinsurance amounts. To ensure the highest level of
benefits, access care from an In-network Provider, including specialists and Hospitals.

PacificSource contracts directly and/or indirectly with In-network Providers throughout our networks’
Service Area. We also have agreements with nationwide Provider networks. These Providers outside
our Service Area are also considered PacificSource In-network Providers under your plan.

It is not safe to assume that when you are treated at an in-network facility that all services are
performed by In-network Providers. Whenever possible, you should arrange for professional services,
such as surgery and anesthesiology, to be provided by an In-network Provider. Doing so may help
you maximize your benefits and limit your out-of-pocket expenses.

By agreement, an In-network Provider may not bill a Member for any amount in excess of the
Allowable Fee. However, the agreement does not prohibit the Provider from collecting Deductibles,
Copayments, Coinsurance, and amounts for non-Covered Services from the Member. If
PacificSource was to become insolvent, an In-network Provider agrees to continue to provide
Covered Services to a Member for the duration of the period for which premium was paid to
PacificSource on behalf of the Member. Additional information on PacificSource’s risk-sharing
arrangements is available by contacting our Customer Service team.

YOUR PRIMARY CARE PROVIDER

Some In-network Providers for your plan are designated as primary care Providers (PCPs). PCPs are
family practitioners, physician assistants, pediatricians, internists, nurse practitioners, and Women’s
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Healthcare Providers. PCPs are noted in your plan’s Provider directory.

When enrolling in this plan, Members are highly encouraged to select a PCP from the Provider
directory. You have the right to designate any PCP who participates in the network and who is
available to accept Members. You do not need prior authorization from your PCP in order to obtain
access to obstetrical or preventive gynecological care from a Provider in the network who specializes
in obstetrics or gynecology. The Provider may be required to comply with certain procedures,
including obtaining prior authorization for certain services or following a pre-approved treatment plan.
The PCP assumes primary responsibility for medical care and maintains your medical records. Your
PCP will assist in coordinating your medical care, including specialist services, Hospital services, and
urgent medical needs.

Once you have chosen a PCP, if you are not an existing patient, you may want to phone the
Provider’s office and introduce yourself as a new PacificSource Member. When you call, you may
arrange for your medical records to be transferred and find out how to contact your PCP after hours.

You may change your PCP by contacting our Customer Service team.
The PCP change will be effective on the first of the month after we receive your request.

SHARED DECISION MAKING

Shared decision making (SDM) is a collaborative process that allows Members and their Providers to
make healthcare decisions together, taking into account the best scientific evidence available, as well
as the Member’s values and preferences. SDM honors both the Provider’s expert knowledge and the
Member’s right to be fully informed of all care options and the potential harms and benefits. This
process provides Members with the support they need to make the best decisions about their care,
while allowing Providers to feel confident in the care they prescribe. For certain procedures, Members
may be required to complete SDM tools for review with their Providers in order to receive the highest
level of benefits.

Under this plan, you are free to seek care from Providers other than your PCP without a referral.

In addition to the In-network Providers for your plan, PacificSource has agreements with a number of
medical centers and specialized treatment programs. If you need services for which PacificSource
has Provider contracts, you will be required to use the contracted Providers for your treatment to be
covered at the plan’s highest benefit level.

FINDING AN IN-NETWORK PROVIDER

You can find up-to-date In-network Provider information:

e On the PacificSource website, pacificsource.com/studenthealth, go to Find a Doctor to easily look
up In-network Providers, specialists, behavioral health Providers, and Hospitals. You can also
print your own customized directory.

e Contact our Customer Service team. Our team can answer your questions about specific
Providers and can mail you a directory free of charge.

OUT-OF-NETWORK PROVIDERS

When you receive services or supplies from an Out-of-network Provider, your out-of-pocket expense
is likely to be higher than if you had used an In-network Provider. If the same services or supplies are
available from an In-network Provider, you may be responsible for more than the applicable
Deductibles, Copayments, and/or Coinsurance amounts.
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PacificSource’s payment to Out-of-network Providers may be derived from several sources,
depending on the service or supply and the Service Area where it is provided. To calculate our
payment to Out-of-network Providers, we determine the Allowable Fee, then subtract the
Out-of-network Provider benefits.

When you get emergency care or get treated by an Out-of-network Provider at an in-network Hospital
or Ambulatory Surgical Center, you are protected from Balance Billing. In these cases, you shouldn’t
be charged more than your plan’s Copayments, Coinsurance, and/or Deductible.

What is Balance Billing (sometimes called ‘surprise billing’)?

When you see a doctor or other healthcare Provider, you may owe certain out-of-pocket costs, like a
Copayment, Coinsurance, or Deductible. You may have additional costs or have to pay the entire bill
if you see a Provider or visit a healthcare facility that isn’t in your health plan’s network.

Out-of-network means Providers and facilities that haven’t signed a contract with your health plan to
provide services. Out-of-network Providers may be allowed to bill you for the difference between what
your plan pays and the full amount charged for a service. This is called ‘Balance Billing’. This amount
is likely more than in-network costs for the same service and might not count toward your plan’s
Deductible or annual out-of-pocket limit.

‘Surprise billing’ is an unexpected Balance Bill. This can happen when you can’t control who is
involved in your care - like when you have an emergency or when you schedule a visit at an
in-network facility but are unexpectedly treated by an Out-of-network Provider. Surprise medical bills
could cost thousands of dollars depending on the procedure or service.

You are Protected from Balance Billing for:
e Emergency Services:

If you have an Emergency Medical Condition and get Emergency Services from an Out-of-network
Provider or facility, the most the Provider or facility may bill you is your plan’s in-network
cost-sharing amount (such as Copayments, Coinsurance, and Deductibles). You can’t be Balance
Billed for these Emergency Services. This includes services you may get after you're in stable
condition, unless you give written consent and give up your protections not to be Balance Billed
for these post-stabilization services.

e Certain Services at an in-network Hospital or Ambulatory Surgical Center:

When you get services from an in-network Hospital or Ambulatory Surgical Center, certain
Providers there may be out-of-network. In these cases, the most those Providers can bill you is
your plan’s in-network cost-sharing amount. This applies to emergency medicine, anesthesia,
pathology, radiology, laboratory, neonatology, assistant surgeons, hospitalists, or intensivist
services. These Providers can’t Balance Bill you and may not ask you to give up your protections
not to be Balance Billed.

If you get other types of services at these in-network facilities, Out-of-network Providers can’t
Balance Bill you, unless you give written consent and give up your protections.

You’re never required to give up your protections from Balance Billing. You also aren’t required to
get out-of-network care. You can choose a Provider or facility in your plan’s network.

When Balance Billing Isn’t Allowed, You also have the Following Protections:
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You are only responsible for paying your share of the cost (like the Copayments, Coinsurance, and
Deductibles) that you would pay if the Provider or facility was in-network. Your health plan will pay
any additional costs to Out-of-network Providers and facilities directly.

Generally, your health plan must:

e Cover Emergency Services without requiring you to get approval for services in advance (also
known as ‘prior authorization’);

e Cover Emergency Services by Out-of-network Providers;

e Base what you owe the Provider or facility (cost-sharing) on what it would pay an In-network
Provider or facility and show that amount in your explanation of benefits; and

e Count any amount you pay for Emergency Services or out-of-network services toward your
in-network Deductible and out-of-pocket limit.

If you think you’ve been wrongly billed, you may file a Complaint with the Oregon Division of
Financial Regulation at dfr.oregon.gov/help/complaints-licenses/Pages/file-complaint.aspx or by
calling 503-947-7984 or 888-877-4894; and/or file a Complaint with the federal government at
cms.gov/nosurprises/consumers or by calling 1-800-985-3059.

Visit cms.gov/nosurprises/consumers for more information about your rights under federal law.

The following provides an example of how a payment could be made for In-network or Out-of-network
Providers.

PacificSource will pay 80 percent of the Allowable Fee for In-network Providers and 60 percent of the
Allowable Fee for Out-of-network Providers. The benefits would appear as follows:

In-network Provider Out-of-network Provider

Payment: After Deductible, Member pays 20% Payment: After Deductible, Member pays 40%
of the Allowable Fee. of the Allowable Fee and the balance of billed
charges unless the service qualifies for Balance
Billing protection (see Your Rights and
Protections Against Surprise Medical Bills and
Balance Billing).

In this example, the Provider’s charge for a service is $5,000 and the Allowable Fee for an In-network
Provider is $4,000. This example assumes that the Member has met the plan’s Deductible during the
Benefit Year, but has not yet met the out-of-pocket limit for the Benefit Year:

In-network Provider:

PacificSource would pay 80 percent of the Allowable Fee and the Member would pay 20 percent of
the Allowable Fee, as follows:

Amount the In-Network Provider must discount (Allowable Fee): $1,000
Amount PacificSource pays (80% of the $4,000 Allowable Fee): $3,200
Amount the Member pays (20% of the $4,000 Allowable Fee): $800

Total: $5,000
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Out-of-network Provider:

PacificSource would pay 60 percent of the Allowable Fee. (For this example, $4,000 is also the
charge upon which the Out-of-Network Provider's Allowable Fee is established.) Because the
Out-of-Network Provider does not accept the Allowable Fee and may charge more, the Member
would pay 40 percent of the Allowable Fee, plus the $1,000 difference between the Out-of-Network
Provider’s billed charges and the Allowable Fee, as follows:

Amount PacificSource pays (60% of the $4,000 Allowable Fee): $2,400

Amount the Member pays (40% of the $4,000 Allowable Fee and the $1,000 $2,600
difference between the billed charges and the Allowable Fee):

Total: $5,000

Your plan’s actual benefits may vary, so please review the benefit summaries and Covered Services
section to determine how your benefits are paid. Please remember that the Allowable Fee may vary
for a Covered Service depending upon the selected Provider.

COVERAGE WHILE TRAVELING

If you are away from home but within the Service Area, you may find an In-network Provider by using
the PacificSource directory, pacificsource.com/studenthealth or by contacting our Customer Service
team.

If you are outside of the Service Area, go to the link above and follow the instructions to find
In-network Providers outside the Service Area. The listed Providers are part of nationwide Provider
networks with whom we have agreements. Providers on these networks are considered in-network
when and only when you are outside your Service Area.

Non-emergency care outside of the United States is covered. This plan’s benefits are available for
non-emergency care outside the United States, subject to the provisions of this plan.

e If an In-network Provider is available in your area, your plan’s In-network Provider benefits will
apply if you use an In-network Provider.

e If an In-network Provider is available but you choose to use an Out-of-network Provider, your
plan’s Out-of-network Provider benefits will apply.

e When abroad, your plan’s In-network Provider benefits will apply for Covered Services.

If you use an Out-of-network Provider for emergency Covered Services, PacificSource will pay
benefits at the In-network Provider level.

If you are admitted to an out-of-network Hospital and require additional services to further Stabilize
your Emergency Medical Condition, your Provider or Hospital should contact our Health Services
team at 888-691-8209 as soon as possible. PacificSource may coordinate your transfer to an
in-network facility.

Emergency care outside of the United States is covered. Members will need to pay for these services
upfront and submit a claim for reimbursement. Your claim for reimbursement must include a detailed
invoice from the treating facility.
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EPIDEMIC

PacificSource will work in conjunction with local authorities and health systems to coordinate in the
communication of health services to assist you with accessing care in the event of an epidemic.
Critical care and Emergency Services are given the highest priority.

DEPENDENT CHILDREN RESIDING OUTSIDE THE SERVICE AREA

If a Dependent Child under age 26 does not live with the Student and lives outside of the Service
Area, they are not required to use the services of a PCP to receive benefits from this plan. These
Dependent Children may access the highest level of benefits by using the services of a PacificSource
In-network Provider o