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Welcome

Thank you for selecting the CU Health Plan as your insurance provider. By choosing this plan, you're
backed by a team dedicated to providing you with the best health coverage possible and helping you
save money at a time when healthcare costs are rising. You’re committed to your dental health, and so
are we.

If you’re reading this, you’re probably looking for information on how your plan works. You have
enrolled in a health benefit plan that, pursuant to the terms of this booklet, pays for many of your
health care expenses, including most expenses for physician and outpatient care, emergency care and
hospital inpatient care.

This plan is self-funded by the University of Colorado Health and Welfare Trust. That means all of the
claims you make will be paid by the trust, which is funded by contributions from you and other
subscribers at the University of Colorado and CU Medicine. Kaiser Permanente provides administrative
services only, including provider network contracting, member services, pharmacy benefits
management, care management, and other administrative support.

This booklet is a guide to your plan. Please review this document to become familiar with your benefits,
including their limitations and exclusions. Keep it in a convenient place for quick reference when you
need it. By learning how your coverage works, you’ll be able to make the best healthcare decisions
possible and take advantage of all the great benefits available to you.

For questions about coverage or how benefits are administered, please visit BeColorado.org or call
Kaiser’s Member Services department. The toll-free Member Services department number is located on
your Health Benefit ID Card.

Thank you for selecting the CU Health Plan for your healthcare needs. We wish you good health.
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Tony DeCrosta
Chief Plan Administrator
University of Colorado Health and Welfare Trust
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INTRODUCTION

This is not an insured benefit plan. Plan benefits are self-insured. The University
of Colorado Health and Welfare Trust (the “Trust”) is responsible for payment of
Plan Benefits. Kaiser Permanente Insurance Company provides only
administrative services on behalf of the University of Colorado Health and
Welfare Plan and Trust and does not insure the Plan benefits.

The Regents of the University of Colorado (the "Plan Sponsor") and the University of
Colorado Health and Welfare Trust Committee are pleased to sponsor the CU Health
Plan- Kaiser (known in this Benefits Booklet as the “Plan”) but which is a component
benefit plan of the University of Colorado Health and Welfare Plan.

The Plan covers, and the Trust pays for the benefits described in this Benefits Booklet.
Kaiser Permanente Insurance Company (KPIC) provides administrative services for the
Plan but is not an insurer of the Plan or financially liable for Plan benefits. The Plan
Sponsor self-insures the Plan. The Plan Sponsor retains exclusive and ultimate
responsibility for administration of the Plan.

This Benefits Booklet describes the basic features of the Plan and contains only a
summary of the key parts of the Plan and a brief description of your rights as a
Participant. This Benefits Booklet is not the complete official Plan document. If there is a
conflict between the Plan document and this Benefits Booklet, the Plan document will
govern. A complete description of the Plan is on file at the office of the Plan Sponsor.

The Plan is an Exclusive Provider Organization plan (EPO). Therefore, you must
receive all Covered Services from Network Providers, except that you can receive
covered Emergency Services, Post-Stabilization Care, and Out-of-Area Urgent
Care from non-Network Providers as described in the “Emergency Services and
Non-Emergency, Non-Routine Care” section.

When you enroll in the Plan, your care will be provided in one of the following Kaiser
Permanente Regions: Denver/Boulder, Southern Colorado or Northern Colorado. Each
Kaiser Permanente Region has its own Service Area, but you can receive Covered
Services in any Region’s Service Area.

Lanquage Assistance

SPANISH (Espaiol): Para obtener asistencia en Espaiol, llame al 866-213-3062

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 866-213-3062
CHINESE (4 X): InRHEBZHhXHEE, BKITX1NSHE 866-213-3062

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 866-213-3062

Plan reserves the right to amend, reduce, suspend or terminate any of the terms of the plan or coverage with a Notice of
Material Modifications to enrollees not later than 60 days prior to the date on which such modification will become
effective.




CUSTOMER SERVICE PHONE NUMBERS

General Member Service

Colorado Region 877-883-6698
TTY 877-870-0283

Utilization Management for Out-of-Network Emergency Services

Colorado Region 303-338-3800

Advice Nurses

Colorado Region 866-311-4464

Interpreter Services

Colorado Region 877-883-6698

Pharmacy Benefit Information

Colorado 866-427-7701

Claims Administrator:

KPIC Self-Funded Claims Administrator
P.O. Box 30547

Salt Lake City, UT 84130-0547

Payor ID # 94320



DEFINITIONS

In this Benefit Booklet, Participants and Dependents may be referred to as “You
/you” or “Your / your.”

The following terms, when capitalized and used in any part of this Benefits
Booklet mean:

Adverse Benefit Determination:

* A denial, reduction, or termination of a benefit by the Plan, or a failure of
the Plan to provide or make payment (in whole or in part) for a benefit,
including any denial, reduction, termination, or failure to provide or make
payment that is based on a determination of your, or your beneficiary’s,
eligibility to participate in the Plan.

e A denial, reduction, or termination of a benefit by the Plan, or a failure of
the Plan to provide or make payment (in whole or in part) for a benefit
resulting from the application of any utilization review; and a failure of the
Plan to cover an item or service for which benefits are otherwise provided
because such item or service is determined to be experimental or
investigational or not Medically Necessary or appropriate.

Allowable Amount: The amount the provider has contracted to accept for services
rendered. This amount is based on a case rate for bundled professional and facility
services, a contract rate or a network fee schedule. In the case of pharmaceuticals, the
Allowable Amount is an amount based on the average wholesale price plus a dispensing
fee.

Allowance: A dollar amount the Plan will pay for benefits for a service during a
specified period. Amounts more than the Allowance are your responsibility to
pay and do not apply toward your Out-of-Pocket Maximum.

Claims Administrator: Kaiser Permanente Insurance Company (KPIC) is the
self-funded Claims Administrator. You can find the Claims Administrator’s
address in the “Customer Service Phone Numbers” section and on your Kaiser
Permanente ID card.

Clinically Stable: You are considered Clinically Stable when your treating
physician believes, within a reasonable medical probability and in accord with
recognized medical standards, that you are safe for discharge or transfer and
that your condition is not expected to get materially worse during, or because of,
the discharge or transfer.

COBRA: Consolidated Omnibus Budget Reconciliation Act of 1985. COBRA
shall also refer to the generally parallel continuation requirements provided under
the Public Health Service Act.



Coinsurance: A percentage of Eligible Charges that you must pay for certain
Covered Services.

Community Pharmacy: A retail pharmacy under contract with Kaiser
Permanente.

Copayment: A specified dollar amount that you must pay for certain Covered
Services.

Cost Sharing: Copayments, Coinsurance and Deductibles.

Covered Service: Services that meet the requirements for coverage described
in this Benefits Booklet.

Deductible: The amount you are required to pay for certain types of Covered
Services during a plan year, before benefits will be paid.

Dental Services: Items and Services provided in connection with the care,
treatment, filling or removal, or replacement of teeth or structures directly
supporting the teeth. (Structures supporting the teeth mean the periodontium,
which includes the gingivae, dentogingival junction, periodontal membrane,
cementum of the teeth and alveolar process.)

Dependent: A person who is enrolled in the Plan if the person’s relationship to
the Participant meets the Employer’s requirements for eligibility. A dependent
includes a Spouse/Partner, as defined by the Employer. This Benefits Booklet
sometimes refers to a Dependent or Participant as “you.” Third generation
dependents or dependents of a dependent are covered for the first 31 days of
life. See Eligibility section for more information regarding Grandchildren.

Durable Medical Equipment (DME): Durable Medical Equipment (DME) is a
device or instrument of a durable nature that meets all of the following
requirements:

e It can withstand repeated use;

e ltis primarily and customarily used to serve a medical purpose;

e It is generally not useful to a person in the absence of illness or injury;

and
e It is appropriate for use in your home.

Eligible Charges:
e For Services provided by the Plan, the charge in the relevant Kaiser
Foundation Health Plan's schedule of Kaiser Permanente charges for
Services provided to participants.



For Services that Network Providers (other than Kaiser Permanente)
provide under a contract with Kaiser Permanente, the amount that the
provider has agreed to accept as payment in full under that contract.

For items obtained at a pharmacy owned and operated by Kaiser
Permanente, the amount the pharmacy would charge you for the item if
your benefits did not cover the item (this amount is an estimate of: the cost
of acquiring, storing, and dispensing drugs and other items, the direct and
indirect costs of providing Kaiser Permanente pharmacy Services, and the
pharmacy program's contribution to the net revenue requirements of the
relevant Kaiser Foundation Health Plan).

For all other Services, the amounts that the Plan pays for the Services or,
if the Plan subtracts Cost Sharing from its payment, the amount the Plan
would have paid if it did not subtract Cost Sharing.

Emergency Services: All the following with respect to an Emergency Medical
Condition:

A medical screening examination (as required under the Emergency
Medical Treatment and Active Labor Act) that is within the capability of the
emergency department of a hospital, including ancillary services routinely
available to the emergency department to evaluate the Emergency
Medical Condition.

Within the capabilities of the staff and facilities available at the hospital,
the further medical examination and treatment that the Emergency
Medical Treatment and Active Labor Act requires to Stabilize the patient.

Emergency Medical Condition: A medical or psychiatric condition manifesting
itself by acute symptoms of sufficient severity (including severe pain) such that a
prudent layperson, who possesses an average knowledge of health and
medicine, could reasonably expect the absence of immediate medical attention
to result in any of the following:

o Placing the person’s health (or, with respect to a pregnant woman, the

health of the woman or her unborn child) in serious jeopardy

o Serious impairment to bodily functions; or

o Serious dysfunction of any bodily organ or part

A mental health condition is an Emergency Medical Condition when it meets the
requirements of the paragraph above, or when the condition manifests itself by acute
symptoms of sufficient severity such that either of the following is true:

The person is an immediate danger to himself or herself or to others
The person is immediately unable to provide for, or use, food, shelter, or

clothing, due to the mental disorder

Employer: University of Colorado and University of Colorado Medicine.



Family: A Participant and all of his or her Dependents.

Hearing Aid: An electronic device you wear for amplifying sound and assisting
the physiologic process of hearing, including an ear mold if necessary.

HIPAA: Health Insurance Portability and Accountability Act of 1996, as
amended.

Hospice: A specialized form of interdisciplinary health care designed to provide
palliative care and to alleviate the physical, emotional, and spiritual discomforts
you may experience during the last phases of life due to a terminal iliness. It also
provides support to your primary caregiver and your family.

Kaiser Permanente: A Network of Providers that operate through eight Regions,
each of which has a Service Area. For each Kaiser Permanente Region, Kaiser
Permanente consists of Kaiser Foundation Hospitals (a California nonprofit
corporation) and the Medical Group for that Region:
e Kaiser Foundation Health Plan, Inc., for the Northern California Region,
the Southern California Region, and the Hawaii Region
e Kaiser Foundation Health Plan of Colorado for the Colorado Region
e Kaiser Foundation Health Plan of Georgia, Inc., for the Georgia Region
e Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., for the Mid-
Atlantic States Region
e Kaiser Foundation Health Plan of the Northwest for the Northwest Region
e Kaiser Foundation Health Plan of Washington for the Washington Region

KPIC: Kaiser Permanente Insurance Company, which provides claims
administrative services for the Plan.

Medically Necessary: A Service is Medically Necessary if, in the judgment of
the Plan, it meets all the following requirements:
e It is required for the prevention, diagnosis, or treatment of your medical
condition;
e Omission of the Service would adversely affect your condition;
e ltis provided in the least costly medically appropriate setting; and
e It is in accord with generally accepted professional standards of practice
that is consistent with a standard of care in the medical community.

Medicare: A federal health insurance program for people age 65 and older, and
certain people with disabilities or end-stage renal disease (ESRD).

Network Provider: A Network Hospital, Physician, Pharmacy, Skilled Nursing
Facility, Medical Group, or any other health care provider under contract with
Kaiser Permanente to provide Covered Services. Network Providers are subject
to change at any time without notice. For current locations of Network facilities
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please call Customer Service at the number listed in the “CUSTOMER SERVICE
PHONE NUMBERS” section. To find a Kaiser Pharmacy visit
kp.org/cuhealthplan - select the My Health Manager tab, select Pharmacy
center.

Network Facility: Any facility listed in the provider directory which can be found
by visiting kp.org/cuhealthplan. Note: Facilities are subject to change at any
time, for the current locations, call Customer Service.

Network Hospital: A licensed hospital owned and operated by Kaiser
Foundation Hospitals or another hospital which contracts with Kaiser Foundation
Hospitals to provide Covered Services.

Network Optical Sales Office: An optical sales office owned and operated (or
designated) by Kaiser Permanente. Please refer to KP.org for a list of Plan
Optical Sales Offices in your area. Plan Optical Sales Offices are subject to
change at any time without notice. For the current locations of Plan Optical Sales
Offices, please go to KP.org or call the Customer Service phone number listed
under “Customer Service Phone Numbers” in the Legal and Administrative
Information section.

Network Pharmacy: A pharmacy owned and operated by Kaiser Permanente, or
another pharmacy that Kaiser Permanente designates.

Network Physician: A licensed physician who is a partner, shareholder, or
employee of the Medical Group, or another licensed physician who contracts with
the Medical Group to provide Covered Services.

Network Ancillary Providers: Non-MD providers such as
Psychologists, MFCCs, LCSWs, Optometrists, Physical, Speech, and
Occupational Therapy. Such providers will be subject to the primary
care Costshare, however, verify referral requirements in the How to
Obtain Services section.

Network Primary Care Provider: Family Practice, Internal Medicine,
Pediatrics, and Obstetrics / Gynecology. Note: Physician Assistants
and Nurse Practitioners may be treated as Primary Care Providers or
Specialists based the supervising physicians’ provider status.

Network Specialist: Medical Doctor with a specialty not considered
primary care. Note: Physician Assistants and Nurse Practitioners may
be treated as Primary Care Providers or Specialists based the
supervising physicians’ provider status.

Medical Group: The following medical groups for the following Kaiser
Permanente Regions:



e The Permanente Medical Group for the Northern California
Region

e The Southern California Permanente Medical Group for the
Southern California Region

e Colorado Permanente Medical Group, P.C., for the Colorado
Region

e The Southeast Permanente Medical Group, Inc., for the Georgia
Region

e Hawaii Permanente Medical Group, Inc., for the Hawaii Region

e Mid-Atlantic Permanente Medical Group, P.C., for the Mid-
Atlantic States Region

e Northwest Permanente, P.C., Physicians & Surgeons, for the
Northwest Region

e Washington Permanente Medical Group, P.C.

Network Skilled Nursing Facility: A licensed facility that provides inpatient
skilled nursing care, rehabilitation services, or other related health services that
contracts with Kaiser Permanente to provide Covered Services. The facility’s
primary business is the provision of 24-hour-a-day skilled nursing care. The term
“Skilled Nursing Facility” does not include convalescent nursing homes, rest
facilities, or facilities for the aged, if those facilities furnish primarily custodial
care, including training in routines of daily living. A “Skilled Nursing Facility” may
also be a unit or section within another facility if it continues to meet the
definition.

Non-Network Provider or Out-of-Network Provider: Any provider that is not a
Network Provider.

Out-of-Pocket Maximum: The maximum dollar amount you can be required to
pay for certain Covered Services you receive during a plan year. This amount
includes Cost Sharing amounts.

Participant: Participant means the person in whose name the membership is
established. This Benefits Booklet sometimes refers to a Dependent or
Participant as “you.”

Plan: The plan named in the “Introduction” section: CU Health Plan-Kaiser.

Plan Document: A comprehensive written instrument which sets for the rights of
the plan’s participants and beneficiaries. It sets forth what benefits are available,
who is eligible, how benefits are funded, who is the named fiduciary, how the
plan can be amended and the procedures for allocating plan responsibilities.

Plan Sponsor: The Regents of the University of Colorado.



Plan Year: The date span (Plan begin and end dates) July 1 to June 30.

Post-Stabilization Care: Medically Necessary Services related to your
Emergency Medical Condition that you receive after your treating physician
determines that your condition is Clinically Stable.

Primary Care: Care provided by a Network Provider who specializes in internal
medicine, pediatrics or family practice Services.

Prior Authorization: Medical Necessity approval obtained in advance which is
required for certain services to be Covered Services under the Plan.
Authorization is not a guarantee of payment and will not result in payment for
services that do not meet the conditions for payment by the Plan.

Prosthetics and Orthotics: An external prosthetic device is a device that is
located outside of the body which replaces all or a portion of a body part or that
replaces all or portion of the function of a permanently inoperative or
malfunctioning body part. Internally implanted prosthetic devices are devices
placed inside the body through a surgical incision which replaces all or a portion
of a body part or that replaces all or portion of the function of a permanently
inoperative or malfunctioning body part. Orthotics are rigid or semi-rigid external
devices that are used for the purpose of supporting a weak or deformed body
part, improving the function of moveable parts or for restricting or eliminating
motion in a diseased or injured part of the body.

Reconstructive Surgery: Surgery to improve function and under certain
conditions, to restore normal appearance after significant disfigurement.

Region: A geographic area serviced by Kaiser Permanente. See “Kaiser
Permanente” in this “Definitions” section.

Self-Funded Medical Plan: An arrangement in which the employer assumes the
financial risk for providing health care benefits to enrolled employees and
dependents. Instead of paying a fixed premium to an insurance carrier or HMO,
the employer pays health care claims out of its own pocket as the claims are
incurred. Claims are usually processed through a third-party administrator.

Services: Healthcare, including mental health care, services and items.
Service Area: A smaller geographic area of a Kaiser Permanente Region.

Specialty Care: Care provided by a Network Provider who provides Services
other than Primary Care Services.

Spouse: Your legal spouse/partner, as defined by the Employer. Spouses are
eligible for COBRA coverage. Partners and children of partners are eligible
8



through the Employer for continuation of coverage under the same time
conditions and time periods as COBRA.

Stabilize: To provide the medical treatment of the Emergency Medical Condition
that is necessary to assure, within reasonable medical probability that no material
deterioration of the condition is likely to result from or occur during the transfer of
the person from the facility. With respect to a pregnant woman who is having
contractions, when there is inadequate time to safely transfer her to another
hospital before delivery (or the transfer may pose a threat to the health or safety
of the woman or unborn child), “Stabilize” means to deliver (including the
placenta).

Urgent Care: Medically Necessary Services for a condition that requires prompt
medical attention but is not an Emergency Medical Condition. If you think you
may need Urgent Care, call the Urgent Care or advice nurse telephone number
(see the “Customer Service Phone Numbers” section or www.kp.org). Note:
Urgent Care received in a Kaiser Permanente Service Area from a Non-Network
provider or emergency department is not covered.

For information about Urgent Care outside the Service Area, please refer to the
"Emergency, Post-Stabilization, and Out-of-Area Urgent Care You Receive from
Non—Network Providers" section.

ELIGIBILITY, ENROLLMENT AND EFFECTIVE DATE

Plan eligibility requirements
You must meet the Plan’s eligibility requirements listed below:

Service Area eligibility requirement

The Participant must live/work in a Kaiser Colorado Service Area at the time of
enrollment. You cannot enroll or continue enrollment as a Participant or
Dependent if you cease to live/work within a Kaiser Service Area as identified on
kp.org.

Note: You may receive Urgent and Emergent care outside a Kaiser Service Area;
see the Emergency, Post-Stabilization, and Out-of-Area Urgent Care You
Receive from Non-Network Providers section for more information.

Participant
The Participant means in whose name the membership is established.



Eligibility is defined by the Employer as defined in Appendix Il of the University of
Colorado Health and Welfare Plan, found at www.becolorado.org/trust.

Dependents
A Participant’s Dependents may include the following:

Spouse/Partner, as defined by the Employer.

Newborn child. A newborn child born to the Participant or Participant’s
Spouse is covered under the Participant’'s membership for the first 31 days
after birth. If the mother of the newborn child is a Dependent child of the
Participant see the “Grandchild” heading in this section.

During the first 31—day period after birth, benefits for a newborn child shall
consist of Medically Necessary care for injury and sickness, including well
child care and treatment of medically diagnosed Congenital Defects and Birth
Abnormalities, without regard to the limitations and exclusions applicable to
other conditions or procedures or services covered under this Benefits
Booklet. Services provided during the first 31 days of coverage may be
subject to the Cost Sharing requirements and any benefit maximums
applicable to other sicknesses, diseases and conditions otherwise
covered.

To continue the newborn child’s participation in the coverage beyond the 31-
day period after the newborn child’s birth, the Participant must complete and
submit a Benefits Enrollment/Change Form or online submission to the
Employer to add the newborn child as a Dependent child to the Participant’s
plan. The Employer must receive the Benefits Enrollment/Change Form or
online submission within 31 days after the birth of the child to continue
coverage for the 32nd day and thereafter. For example: the newborn child is
born on January 15" you have 31 days from the birth to notify the Employer
of the newborn’s birth. If the current coverage is a single only plan and the
child is to continue coverage beyond 31 days, the effective date of coverage
for the newborn child is on the date of birth and the change in the premium
payment is effective on February 1st.

Adopted child. An unmarried child (who has not reached 18 years of age)
adopted while the Participant or the Participant's Spouse is eligible for
benefits will be covered for 31 days after the date of placement for adoption.

“Placement for adoption” means circumstances under which a Participant
assumes or retains a legal obligation to partially or totally support a child in
anticipation of the child’s adoption. A placement terminates when the legal
obligation for support terminates.

To continue the adopted child’s eligibility in the Plan beyond the 31-day
period after the adopted child’s placement, the Participant must complete and
submit a Benefits Enrollment/Change Form or online submission to the
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Employer to add the adopted child as a Dependent child to the Participant’s
benefit Plan. The Employer must receive the Benefits Enrollment/Change
Form or online submission within 31 days after the placement of the child for
adoption to continue coverage for the 32nd day and thereafter. For example:
the placement of the adopted child is on January 15" you have 31 days from
the placement to notify the Employer of the adoption. If the current coverage
is a single only plan and the child is to continue coverage beyond 31 days,
the effective date of coverage for the adopted child is on the date of
placement and the change in the premium payment is effective on February
1st.

Dependent child. A Participant’s son, daughter, stepson, stepdaughter or
eligible foster child, including a legally adopted individual or an individual who
is lawfully placed with the Participant for legal adoption, or a child for whom
the Participant has established parental responsibility (as evidenced by court
documents), may be covered under the terms of this Benefits Booklet through
the end of the calendar month in which the child turns 27. There may be tax
consequences to the Participant when enrolling his or her child through the
calendar month in which the child turns age 27. There may also be tax
consequences to the Participant when enrolling his or her partner’s child. A
Dependent child of a Participant who is no longer eligible for coverage may
be eligible for continuation coverage. Information can be found under the
heading “Continuation of Benefits” in this section of this Benefits Booklet
The dependents (spouse or child) of a Dependent child are not eligible for
coverage under this Benefits Booklet.

Disabled Dependent child. An unmarried child who is 27 years of age or
older, medically certified as disabled, and a Dependent of the parent may be
covered under the terms of this Benefits Booklet. The Employer must receive
notice of the disability for the disabled Dependent coverage to continue after
the Dependent child turns age 27.

Grandchild. After the first 31 days of life, a grandchild of a Participant or a
Participant’s Spouse is not eligible for benefits unless the Participant or the
Participant’s Spouse is the grandchild’s court-appointed permanent guardian
or has adopted the grandchild. The Participant must submit a Benefits
Enrollment/Change Form or online submission and evidence of court
appointment as permanent guardian or documents evidencing a legal
adoption to the Employer.

Medicare-Eligible Members

Before you become age 65, or if you qualify for Medicare benefits through other
circumstances, you are responsible for contacting the local Social Security
Administration office to establish Medicare eligibility. You should then contact
your Employer to discuss your options.

11



For information on how the benefits will be coordinated with Medicare when
coverage under this Benefits Booklet is continued, see the “Coordination of
Benefits” section of this Benefits Booklet.

Enrollment Process

For eligible employees and their eligible Dependents to participate in the Plan,
the Participant must follow the Employer’s enroliment process, which details who
is eligible and what forms are required for enrollment. Eligibility for benefits
under this Benefits Booklet begins as of the Effective Date as indicated in the
Employer’s files. No services received before the date of coverage will be paid
by the Plan.

You need to contact your Employer at the department below for details
regarding required documentation for adding Spouses and Dependents.

e University of Colorado — Employee Services
e University of Colorado Medicine — Human Resources

Note: Submission of an Employer required Enroliment Change/Form or online
submission to the Employer does not guarantee your enrollment.

Initial Enroliment

Eligible employees may apply for benefits for themselves and their eligible
Dependents by submitting a Benefits Enroliment/Change Form or online
submission. The Employer must receive the Benefits Enrollment/Change Form
or online submission within 31 days after the date of hire or within 31 days of the
expiration of the waiting period, as defined in the Employer’s new hire policy.
The Effective Date of eligibility for benefits will be determined in accordance with
any established waiting period as determined by the Employer. The Employer
will inform the employee of the length of the waiting period.

Open Enroliment
Any eligible employee may re-enroll during the Employer’s annual Open
Enrollment period, which is generally a 2-3-week period before the beginning of
the Plan year. The Employer will provide the Open Enrollment period date to the
eligible employee.

Newly Eligible Dependent Enroliment
A current Participant of this coverage may add a Dependent who becomes newly
eligible due to a qualifying event. Qualifying events include marriage,
partnership, birth, placement for adoption or issuance of a qualified medical child
support court order. The Employer must receive a Benefits Enroliment/Change
Form or online submission for the addition of the Dependent within 31 days after
the date of the qualifying event. Eligibility for benefits will be effective on the first
of the month following the qualifying event.
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When the Participant or the Participant’s Spouse is required by a qualified
medical child support order to provide medical benefits, the eligible Dependent
must be enrolled within 31 days of the issuance of such order. The Employer
must receive a copy of the court or administrative order with the Benefits
Enrollment/Change Form or online submission.

Special Enroliment for Eligible Employees and Eligible Dependents

Special enrollment is available for eligible employees and their eligible
Dependents who currently are not enrolled in the Employer benefit plan. Special
enrollment is allowed when a family status change occurs or when an involuntary
loss of coverage occurs.

Family Status Change

Qualifying events for special enrollment due to a family status change include
marriage, partnership, divorce, birth, placement for adoption or the issuance of a
qualified medical child support order. Benefits under this Plan will be effective on
the date of the qualifying event or the first of the month following the qualifying
event, depending on the nature of the qualifying event. When the qualifying
event is a birth, and the mother is not previously enrolled, any charges related to
labor and delivery due to the birth are not covered. The Employer must receive
the completed Benefits Enrollment/Change Form or online submission within 31
days after the date of the qualifying event. Proof of the qualifying event may be
required by the Employer.

Involuntary Loss of Coverage

For the eligible employee and/or eligible Dependent to qualify for special
enrollment due to involuntary loss of the other group health insurance coverage,
the loss of coverage must be due to termination of employment, reduction in the
number of hours of employment, involuntary termination of creditable coverage,
death of an employee, legal separation or divorce, cessation of dependent
status, the other plan no longer offering any benefits to the class of individuals, or
the termination of Employer contributions toward the coverage. If the employee
is approved for special enrollment, coverage will be effective on the day following
the loss of other coverage.

If the eligible employee and/or the eligible Dependents had health insurance
coverage elsewhere and voluntarily canceled such coverage, the eligible
employee and/or the eligible Dependents do not qualify for special enrollment.
However, the eligible employee and/or the eligible Dependents will be allowed to
enroll at the Employer’s annual Open Enrollment period.

Status Change of State Medicaid Plan or State Child Health Insurance
Program (SCHIP)

Loss of eligibility from a state Medicaid or SCHIP health plan is also a qualifying
event for special enrollment for the eligible employee and/or eligible Dependents.
The employee must properly file an application with the Employer within 60 days
after coverage has ended. In addition, special enroliment is allowed for the
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employee who becomes eligible for premium assistance, with respect to
coverage under the Employer's health coverage, under a state Medicaid or
SCHIP health plan, including any waiver or demonstration project conducted
under or in relation to these plans. Similarly, the employee must properly file an
application with the Employer within 60 days after the eligibility date for
assistance is determined.

Special enroliment due to court or administrative order.

Within 31 days after the date of a court or administrative order requiring a
Participant to provide health care coverage for a Spouse or child who meets the
eligibility requirements as a Dependent.

Your Employer will determine the effective date of an enrollment resulting from a
court or administrative order, except that the effective date cannot be earlier than
the date of the order and cannot be later than the first day of the month following
the date of the order.

Special enroliment due to a Section 125 qualifying event.

You may enroll along with any eligible Dependents and existing Participants may
add eligible Dependents, if you experience an event that your Employer
designates as a special enroliment qualifying event.

Military Service

Employees going into or returning from military service may elect to continue
Plan coverage as mandated by the Uniformed Services Employment and
Reemployment Rights Act (USERRA) under the following circumstances. These
rights apply only to employees and their Dependents covered under the Plan
before the employee leaves for military service Benefits under USERRA
continuation of coverage shall end on the day after the date on which the person
was required to apply for or return to a position of employment and fails to do so.

A person who elects to continue health plan coverage may be required to pay up
to 102% of the full contribution under the Plan, except a person on active duty for
30 days or less cannot be required to pay more than the employee’s share, if
any, for the coverage.

An exclusion or waiting period may not be imposed in connection with the
reinstatement of coverage upon reemployment if one would not have been
imposed had coverage not been terminated because of service. However, an
exclusion or waiting period may be imposed for coverage of any illness or injury
determined by the Secretary of Veterans Affairs to have been incurred in, or
aggravated during, the performance of uniformed service.

How to Change Coverage

If your Employer provides you with multiple health care options, eligible
employees may switch coverage for themselves and/or their eligible Dependents
to another benefit Plan offered by the University of Colorado Health and Welfare
Plan during Open Enroliment.
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Termination
Your benefits end on the first occurrence of one of the following events:

On the date the Plan described in this Benefits Booklet is terminated.
Upon the Participant’s death.

When the required benefit contribution or administrative fee have not been
paid.

When you commit fraud or intentional misrepresentation of material fact.

When you are no longer eligible for benefits under the terms of this Benefits
Booklet.

When your Employer gives Kaiser Permanente notice that the Participant is
no longer eligible for benefits. Benefits will be terminated as determined by
your Employer. The Trust reserves the right to recoup any benefit payments
made for dates of service after the termination date.

When Kaiser Permanente receives notification to cancel coverage for any
Participant, benefits will end at the end of the month following notification or at
the end of the month of the qualifying event.

When you move and therefore no longer reside within your service area, you
must notify your Employer within 31 days of such a change in location.
Coverage will end on the last day of the month in which the change of
residence is reported; until that time, the only out-of-area services covered
will be Emergency care and Urgent care.

If you do not notify your Employer of a change of residence to an area outside
the Denver/Boulder, Northern Colorado or Southern Colorado Service Areas,
and Kaiser Permanente or Your Employer later becomes aware of the
change, your benefits may be retroactively terminated to the date of the
change of residence. You will be liable to the Trust and/or the Providers for
payment for any services covered in error.

For Cause - Upon written notice to the Participant, the eligibility of the Participant

and his or her Dependents may be immediately terminated if the Participant
or Dependent(s):

(1) Threaten(s) the safety of any person or property at a Network Provider
office or Facility.

(2) Commit(s) theft from a Network Provider or Network Facility.

(3) Perform(s) an act that constitutes fraud, or make(s) an intentional
misrepresentation of material fact in procuring coverage, such as
knowingly (1) misrepresenting participation status, (2) presenting an
invalid prescription or physician order, or (3) misusing or letting
someone else misuse a KPIC card or Medical Record Number to
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obtain care under false pretenses. Note: Any Participant’s or
Dependent’s fraud will be reported to the authorities for prosecution
and appropriate civil remedies will be pursued.
Termination will be effective on the date notice is sent. All rights cease as
of the date of termination.
e When Kaiser Permanente ceases operations.

Dependent Coverage Termination

To remove a Dependent from the Plan, the Participant must complete a Benefits
Enrollment/Change Form or online submission and submit it to the Employer.
The change will be effective at the end of the month Kaiser Permanente is
notified of the change. The Trust reserves the right to recoup any benefit
payments made after the termination date.

Benefits for a Dependent end on the last day of the month for the following
qualifying events:

e When the Employer notifies Kaiser Permanente to cancel benefits for a
Dependent.

e When the Dependent child no longer qualifies as a Dependent by definition.
Such a Dependent has the right to elect COBRA /continuation coverage.

e On the date of a final divorce decree or legal separation for a Dependent
Spouse. Such a Dependent has the right to elect COBRA /continuation
coverage.

e When legal custody of a child placed for adoption is terminated.

e Death of the Dependent.

What The Trust Will Pay for After Termination

The Trust, will not authorize payment for any services provided after your
benefits end even if Services were preauthorized, unless prohibited by law.
Benefits cease on the date your participation ends as described above. You will
be responsible for services provided after your benefits have been terminated.

The Trust does not cover services received after your date of termination even if:
e Kaiser Permanente preauthorized the Service; and/or

e The Services were made necessary by an accident, iliness or other event that
occurred while benefits were in effect.
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HOW TO OBTAIN SERVICES

As a Participant, you must receive all Covered Services from Network Providers,
except where specifically noted in the “Emergency. Post-Stabilization, and Out-
of-Area Urgent Care You Receive from Non—Network Providers” section

The Kaiser Permanente medical care program gives you access to all of the
Covered Services you may need, such as routine care with your own personal
Network Physician, hospital care, laboratory and pharmacy Services, Emergency
Services, Urgent Care, and other benefits described in the "Benefits and Cost
Sharing" section.

Routine Care

Routine appointments are for medical needs that are not urgent, such as routine
preventive care. Try to make your routine care appointments as far in advance as
possible.

Urgent Care

You may need Urgent Care if you have an illness or injury that requires prompt
medical attention but is not an Emergency Medical Condition. If you think you
may need Urgent Care, call the Urgent Care or advice nurse telephone number
(see the “CUSTOMER SERVICE PHONE NUMBERS” section listed on the first
page of this Benefits Booklet after the Table of Contents). Note: Urgent Care
received in a Kaiser Permanente Region from a Non-Network emergency
department is not covered.

For information about Urgent Care outside the Service Area, please refer to the
"Emergency, Post-Stabilization, and Out-of-Area Urgent Care You Receive from
Non—Network Providers" section.

Note: Urgent Care received in a Kaiser Permanente Region from a Non-Network
emergency department is not covered, except prior authorized Durable Medical
Equipment related to Urgent care you received outside the Service Area.

Advice Nurses

Sometimes it's difficult to know what type of care you need. That's why Kaiser
Permanente has telephone advice nurses available to assist you. These advice
nurses can help assess medical symptoms and provide advice over the phone,
when medically appropriate. They can often answer questions about a minor
concern, tell you what to do if a Network Provider is closed, or advise you about
what to do next, including making a same-day appointment for you if it's
medically appropriate. To reach an advice nurse, please call the advice nurse
phone number listed in the “CUSTOMER SERVICE PHONE NUMBERS” section
this Benefits Booklet.
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Your Personal Network Physician

Personal Network Physicians provide Primary Care and play an important role in
coordinating care, including hospital stays and referrals to specialists. For the
current list of physicians who are available as Personal Network Physicians, and
to find out how to select a Personal Network Physician, please call customer
service at the number listed in the “CUSTOMER SERVICE PHONE NUMBERS”
section of this Benefits Booklet or visit kp.org/cuhealthplan, by clicking on clinical
staff directory under the “Get Started Now” heading, select your region, select
HMO and then select Colorado Kaiser Permanente (CPMG) practitioners. You
can change your Personal Network Physician for any reason. Every member of
your family should have his or her own primary care Personal Network Physician
(PCP).

Telemedicine

Interactive visits between you and your Personal Network Physician using phone,
interactive video, internet messaging applications and email are intended to
make it more convenient for you to receive medically appropriate Covered
Services. When available, you may receive Covered Telemedicine Services
listed under the Benefits and Cost Sharing section, subject to the “General
Limitations, Coordination of Benefits, and Reductions” section. You are not
required to use Telemedicine Services, but if you do, plan deductible may apply.

Referrals

You are required to obtain a referral from your Network physician prior to
receiving specialty care services under the Plan. If you receive specialty care
services for which you did not obtain a referral, you will be responsible for all the
charges associated with those services.

A written or verbal recommendation by a Network Physician that you obtain non-
covered Services (whether Medically Necessary or not) is not considered a
referral and is not covered.

A referral is limited to a specific Service, treatment, series of treatments and
period. All referral Services must be requested and approved in advance. You
will receive a copy of the written referral when it is approved. The Trust will not
pay for any care rendered or recommended by a non-Network Physician beyond
the limits of the original referral unless the care is specifically authorized by your
Network Physician and approved in advance.

Self-Referrals

You do not need a referral or prior authorization to receive care from any of the
following:

e Your Personal Network Physician
e Generalists in internal medicine, pediatrics, and family practice
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e Specialists in optometry, psychiatry, substance use disorders

e Obstetrical or gynecological care from a Plan Provider who
specializes in obstetrics or gynecology

e Chiropractic and Acupuncture services

Although a referral or prior authorization is not required to receive care from
these providers, the provider may have to get prior authorization for certain
Services.

Additionally, some regions allow self-referral to certain specialties:

Colorado Region

e Denver/Boulder Service Area
You may self-refer for consultation (routine office) visits to
specialty-care departments within Kaiser Permanente except for
the anesthesia clinical pain department, laboratory, and radiology
and for specialty procedures such as a CT scan, MRI, colonoscopy
or surgery.

e Northern and Southern Colorado Service Areas
You may self-refer for consultation (routine office) visits to Network
Physician specialty-care providers identified as eligible to receive
direct referrals in the Provider Directory www.kp.org, click “Locate
our services” then “Medical staff directory.” You can obtain a paper
copy of the directory by calling Member Services toll-free at 1-888-
681-7878 or TTY 1-800-521-4874.

A self-referral provides coverage for routine visits only. Authorization from
Kaiser Permanente is required for: (i) Services in addition to those
provided as part of the visit, such as surgery; and (ii) visits to Network
Physician specialty-care providers not eligible to receive direct referrals;
and (iii) non-Network Physicians. Medical Group physicians in the
Denver/Boulder Service Area will not be eligible for self-referrals. Services
other than routine office visits with a Network Physician specialty-care
provider eligible to receive self-referrals will not be covered unless
authorized by Kaiser Permanente before Services are rendered.

Prior Authorizations

Certain Services require Prior Authorization for the Plan to cover them. Your
Network Physician will request Prior Authorization when it is required, except that
you must request Prior Authorization in order to receive covered Post-
Stabilization Care from Non-Network Providers.

Prior Authorization is required for Services provided by: (i) non-Network
Providers or non-Network Facilities and (ii) Services provided by any provider
outside your Service Area. Authorization may be required for Services performed

19



in any facility other than the physician’s office. A referral for these Services will
be submitted by the Network Physician. You will be notified of the determination
regarding Authorization for coverage.

The provider to whom you are referred will receive a notice of Authorization by
fax. You will receive a written notice of the Authorization in the mail. This notice
will tell you the physician’s name, address and phone number. It will also tell you
the time for which the referral is valid and the Services Authorized.

Required Prior-Authorization List

e All inpatient and outpatient facility services (excluding emergencies)

e Office based habilitative /rehabilitative care: Occupational; Speech, and
Physical therapies.

e All services provided outside a KP facility

e All services provided by non-network providers

e Drugs and Durable Medical Equipment not contained on the KP formulary

Note: for care received in a Kaiser Permanente facility or by Kaiser Permanente
providers, authorization is managed by your physician and a component of your
physician’s referral within the Kaiser system. For care received outside a Kaiser
Permanente facility or by non-Kaiser Permanente providers, your physician will
request prior authorization and or referral for care.

Second Opinions
Upon request and subject to payment of any applicable Copayments or
Coinsurance, you may obtain a second opinion from:

e A Network Physician about any proposed Covered Services or

e A Non-Network Provider with Prior Authorization.

Your Ildentification Card

Your Kaiser Permanente identification card (ID card) has a medical or health
record number on it, which you will need when you call for advice, make an
appointment, or go to a provider for Covered Services. When you get care,
please bring your Kaiser Permanente ID card and a photo ID. Your medical or
health record number is used to identify your medical records and coverage
information.
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Submit a claim

Your ID card is for identification only. For the Plan to cover Services, you must be
a current Participant or Dependent on the date you receive the Services. Anyone
who is not a Participant or Dependent will be billed for any Services he or she
receives, and the amount billed may be different from the Eligible Charges for the
Services.

Receiving Care in Other Kaiser Permanente Regions

You will probably receive most Covered Services in the Service Area of the
Kaiser Permanente Region where you live or work. However, if you are visiting
in the Service Area of another Kaiser Permanente Region, you will also be able
to receive Services from Network Providers in that Region. Referrals or Prior
Authorization may differ among Regions. For information about Network
Providers in other Kaiser Permanente Regions, please call customer service.
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Moving Outside of the Service Area

If you move to an area not within a Colorado Kaiser Permanente Service Area
you will be required to change your health plan to one that serves your area.
Please contact your Employer for instruction.

Getting Assistance

Kaiser Permanente wants you to be satisfied with the health care you receive. If
you have any questions or concerns about the care you are receiving, please
discuss them with your Personal Network Physician or with any other Network
Providers who are treating you. They want to help you with your questions. You
may also call customer service at the number listed in the “Customer Service
Phone Numbers” section.

Interpreter services

If you need interpreter services when you call or when you get Covered Services,
please let Kaiser Permanente know. Interpreter services are available 24 hours a
day, seven days a week, at no cost to you, at Network Facilities. For more
information, please call customer service at the number listed in the “Customer
Service Phone Numbers” section.

Network Facilities

At most Network Facilities, you can usually receive all the Covered Services you
need, including specialty care, pharmacy, and lab work. You are not restricted to
a particular Network Facility within your selected sub region, and you are
encouraged to use the Network Facility that will be most convenient for you:

o All Network Hospitals provide inpatient Services and are open 24 hours
a day, seven days a week.

e Emergency Services are available from Network Hospital Emergency
Departments (please refer to kp.org/cuhealthplan for Emergency
Department locations in your area).

e Same-day appointments are available at many locations (please refer to
kp.org/cuhealthplan for Urgent Care locations in your area).

e Many Network Facilities have evening and weekend appointments.

e Many Network Facilities have a customer services department (refer to
kp.org/cuhealthplan for locations in your area).

Network Facilities for your area are listed in greater detail on kp.org, which
details the types of Covered Services that are available from each Network
Facility in your area because some Network Facilities provide only specific types
of Covered Services. It explains how to make appointments, lists hours of
operation, and includes a detailed telephone directory for appointments and
advice
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Emergency, Post-Stabilization, and Out-of-Area Urgent Care You
Receive from Non—Network Providers

This section explains how to obtain covered emergency, post-stabilization, and
out of area Urgent Care from non—Network Providers. The Non—Network
Provider care discussed in this section is not covered unless it meets both
following requirements:

e This "Emergency, Post-Stabilization, and Out-of-Area Urgent Care You
Receive from Non—Network Providers" section says the care is covered;
and

e The care would be covered if you received the care from a Network
Provider.

For example, non-Network Skilled Nursing Facility care is not covered as part of
authorized Post-Stabilization Care unless both of the following are true:

e Kaiser Permanente authorizes the care and the care meets the definition
of "Post-Stabilization Care"; and

e The care would be covered if you received the care from a Network Skilled
Nursing Facility inside the Service Area.

You do not need to get Prior Authorization from Kaiser Permanente to get
Emergency Services or Urgent Care outside the Service Area from non—Network
Providers. However, you (or someone on your behalf) must get Prior
Authorization from Kaiser Permanente to get covered Post-Stabilization Care
from Non—Network Providers.

Emergency Services

If you have an Emergency Medical Condition, call 911 (where available) or go to
the nearest hospital emergency department. You do not need prior authorization
for Emergency Services. When you have an Emergency Medical Condition, we
cover Emergency Services you receive from Network Providers or Non-Network
Providers anywhere in the world, as long as the Services would have been
covered under the “Benefits and Cost Sharing” section (subject to the “General
Exclusions and Limitations” section) if you had received them from Network
Providers.

Emergency Services are available from Hospital emergency departments 24
hours a day, seven days a week.

For ease and continuity of care, you are encouraged to go to a Network Hospital
emergency department if you are inside the Service Area, but only if it is
reasonable to do so, considering your condition or symptoms. If you have been
admitted to a Non-Network hospital, your stay will be covered if Kaiser
Permanente is notified within 24hours or as soon as reasonably possible of
stabilization of your condition.
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Post-Stabilization Care

Post-Stabilization Care is Medically Necessary Services related to your
Emergency Medical Condition that you receive after your treating physician
determines that your Emergency Medical Condition is Clinically Stable. Post-
Stabilization Care also includes Medically Necessary Covered Durable Medical
Equipment after discharged from a hospital and related to the same Emergency
Medical Condition. For information on covered Durable Medical Equipment see
Durable Medical Equipment (DME), External Prosthetics and Orthotics. Post-
Stabilization Care received from a Non—Network Provider, including inpatient
care at a non—Network Hospital, is covered only if Kaiser Permanente provides
Prior Authorization for the care.

To request prior authorization to receive Post-Stabilization Care from a Non—
Network Provider, you (or someone on your behalf) must call Kaiser Permanente
toll free at the telephone number on your Kaiser Permanente ID card before you
receive the care if it is reasonably possible to do so (otherwise, call as soon as
reasonably possible). A Kaiser Permanente representative will then discuss your
condition with the Non—Network Provider. If Kaiser Permanente decides that you
require Post-Stabilization Care and that this care would be covered if you
received it from a Network Provider, they will authorize your care from the Non—
Network Provider or arrange to have a Network Provider (or other designated
provider) provide the care. If Kaiser Permanente decides to have a Network
Hospital, Network Skilled Nursing Facility, or designated Non—Network Provider
provide your care, they may authorize special transportation services that are
medically required to get you to the provider. If this occurs, then those special
transportation services will be covered even if they would not normally be
covered (under Ambulance Services in the Benefits and Cost Sharing section)
had a Network Provider provided them.

Be sure to ask the Non—-Network Provider to tell you what care (including any
transportation) Kaiser Permanente has authorized, because unauthorized Post-
Stabilization Care or related transportation provided by Non—Network Providers
is not covered.

Sometimes extraordinary circumstances can delay your ability to call Kaiser
Permanente to request authorization for Post-Stabilization Care from a Non-—
Network Provider (for example, if you are unconscious, or if you are a young
child without a parent or guardian present). In these cases, you (or someone on
your behalf) must call Kaiser Permanente as soon as reasonably possible.
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Out-of-Area Urgent Care

wi» WHERE TO GO FOR
NON-EMERGENCY URGENT CARE
AWAY FROM HOME

DOMESTIC travel in the USA

WITHIN A KP SERVICE AREA/REGION
* Nearest KP urgent care clinic

* Nearest urgent care clinic

DOMESTIC travel in the USA
ﬁ IN A STATE WITHOUT KP

* Nearest urgent care facility

* Nearest CVS MinuteClinic

INTERNATIONAL TRAVEL outside the USA
E * Nearest urgent care facility
* Nearest hospital

WHERE YOU CAN FIND
KAISER PERMANENTE

WASHINGTON .

OREGON
COLORADO
- MARYLAND
CALIFORNIA (8
. B wasHINGTON, D.C.
VIRGINIA
>
HAWALII
. Kaiser Permanente MinuteClinic Locations

e If you get care at a MinuteClinic or any other urgent care facility within a state where Kaiser Permanente
operates, you'll be asked to pay up front for services you receive and file a claim for reimbursement.
Note: Urgent Care received in Kaiser Permanente Service Areas from a Non-Network provider or

emergency department is not covered.

e If you get care as a MinuteClinic outside a state where Kaiser Permanente operates, you'll be charged

your standard copay or co-insurance.



If you need prompt medical care due to an unforeseen illness, unforeseen injury,
or unforeseen complication of an existing condition (including pregnancy), your
Plan covers Medically Necessary Services that you receive from a Non—Network
Provider outside the Service Area to prevent serious deterioration of your (or
your unborn child's) health if all the following are true:

e You receive the Services from Non—Network Providers while you are
temporarily outside the Service Area;

e The care cannot be delayed until you return to our Service Area; and

e You reasonably believed that your (or your unborn child's) health would
seriously deteriorate if you delayed treatment until you returned to the
Service Area.

Follow-up care from a Non-Network urgent care provider is not covered, except
prior authorized Durable Medical Equipment related to Urgent care you received
outside the Service Area.

Note: Urgent Care received in Kaiser Permanente Service Areas from a
Non-Network provider or emergency department is not covered.

Network Urgent Care is also available outside a state where Kaiser Permanente
facilities are located (CA WA, OR GA, VA, MD & DC) from CVS Minute Clinics
™. To check availability and location log onto kp.org or call the KP Advice
Nurses.

How to get care

Appointments and advice

Routine care

Urgent care Connect for care advice
- Merge -are .
Emergency car Get advice
specialty care Available 24/7

Mental health and wellness mportant: if you think you're having a medical or
psychiatnc emergency, ot 1
lmely access to care e l. Do not atterng

Care while traveling — :
Get phone numbers

Interpreter services
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Services Not Covered Under this "Emergency, Post-Stabilization, and Out-
of-Area Urgent Care You Receive from Non—Network Providers" Section

The following Services are not covered under this "Emergency, Post-
Stabilization, and Out-of-Area Urgent Care You Receive from Non—Network
Providers" section (instead, refer to the “Benefits and Cost Sharing Section”):

e Services that are not Emergency Services, Post-Stabilization Care, or
Urgent Care that you receive outside the Service Area, even if those
Services are related to your Emergency Medical Condition.

e Emergency Services, Post-Stabilization Care, and Urgent Care you
receive from Network Providers.

Payment and Reimbursement

If you receive Emergency Services, Post-Stabilization Care, or Urgent Care
outside the Service Area from a Non-Network Provider, you must pay the
provider and file a claim for reimbursement unless the provider agrees to bill us.
To request payment or reimbursement, you must file a claim as described in the
"Claims and Appeals" section.

Cost Sharing

The Cost Sharing for Emergency Services, Post-Stabilization Care, and Urgent
Care outside the Service Area that you receive from a Non—Network Provider is
the Cost Sharing required for the same Services provided by a Network Provider
as described in the "Summary Chart" section. Your required Cost Sharing will be
subtracted from any payment made to you or the Non—Network Provider.

e If you receive Emergency Services in the Emergency Department of a
Non-Network Hospital you pay the CostShare for an Emergency
Department visit.

e If you were given prior authorization for inpatient Post-Stabilization Care in
a Non-Network Hospital, you pay the CostShare for hospital inpatient
care.

e If you were given prior authorization for Durable Medical Equipment
necessary for discharge from a Non-Network Hospital, you pay the
CostShare for Durable Medical Equipment.

Out-of-Area Benefit Non-Urgent or Emergency Care (dependents only)

A limited benefit is available to Dependents who are outside the Denver/Boulder,
Northern Colorado or Southern Colorado Service Area. The out-of-area benefit
applies to Services listed in the Summary Chart. The Plan will pay a percentage
of Charges for eligible Services, and the Participant is responsible for paying the
remaining amount.

Exclusions and Limitations:
1. Services received outside the United States are not covered.
2. Transplant Services are not covered.
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3. Services covered outside the Service Area under another section of this
Benefits Booklet (e.g., Emergency or Urgent Services) are not covered under the
Out-of-Area Student Benefit.
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BENEFITS AND COST SHARING

The only Services that are covered under this Plan are those that this “Benefits
and Cost Sharing” section says that are covered, subject to exclusions and
limitations described in this “Benefits and Cost Sharing” section and to all
provisions in the “General Exclusions and Limitations” section. Exclusions and
limitations that apply only to a particular benefit are described in this “Benefits
and Cost Sharing” section. Exclusions, limitations, coordination of benefits, and
reductions that apply to all benefits are described in the “General Exclusions and
Limitations” section.

The Services described in this “Benefits and Cost Sharing” section are covered
only if all the following conditions are satisfied:

e You are a Participant or Dependent on the date that you receive the
Services;

e A Network Physician determines that the Services are Medically
Necessary;

e The Services are provided, prescribed, Authorized, or directed by a
Network Physician except where specifically noted to the contrary in the
“Emergency Services and Non-Emergency, Non-Routine Care” section;
and

e You receive the Services from Network Providers inside the Service Area
except where specifically noted to the contrary in the following sections for
the following Services:

o Authorized referrals as described under “Getting a Referral” section
in the “How To Obtain Services” section;

o Emergency Services, Post-Stabilization Care, and Out-of-Area
Urgent Care as described in the “Emergency Services and Non-
Emergency, Non-Routine Care” section; or

o Emergency ambulance Service as described under “Emergency
Services and Non-Emergency, Non-Routine Care ” section.

Medical necessity

A Kaiser Permanente health professional will determine if services are medically
necessary for each member. A service is considered medically necessary if it's
medically required to prevent, diagnose, or treat a member’s condition or clinical
symptoms and it’s consistent with generally accepted professional standards of
care in the medical community.

Cost Sharing (Copayments and Coinsurance)

The “Summary Chart” describes the Cost Sharing you must pay for Covered
Services. Cost Sharing is due at the time you receive the Services. For items
ordered in advance, you pay the Cost Sharing in effect on the order date
(although the item will not be covered unless you still have coverage for it on the
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date you receive it). Unless specified otherwise, when services can be provided
in different settings, the Cost Sharing is applied according to the place of service
in which the care is delivered and according to the type of provider providing the
service. For example: if the service is provided during a hospital admission, the
Inpatient Hospital Services Cost Sharing is applied. If the same service is
performed in an office setting by a specialist, the specialty care office visit Cost
Sharing is applied. If services are provided in a hospital clinic setting, separate
cost shares may apply to the hospital clinic charges and the physician charges;
both hospital clinic and physician charges will be subject to applicable
deductibles and cost share. Coinsurance is a calculated percentage of the
provider Allowable Amount.

To estimate
your cost

#% KAISER PERMANENTE sharing and
plan your
medical
expenses go to
www.Kp.org
Coverage and costs then select
Coverage and

There were no new charges in the current billing period. COStS

My Health Medical Record Message Center Appointments Pharmacy

Then select Get a cost
estimate. From this page,
you will be taken to an
external estimation tool

View my payment history and IOgged out of Kp.org.

Get a cost estimate

View my medical bills
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Benefit Maximums and Benefit Limits

The “Summary Chart” describes dollar limits, Benefit or Plan Maximum Benefit
Allowances and any day, visit or quantity limits applicable to Covered Services.

Plan year Out-Of-Pocket Maximums

There are limits to the total amount of Cost Sharing you must pay in a plan year
for certain Covered Services that you receive in the same plan year. Those limits
can be found in the “Summary Chart”.

If you are part of a Family that includes at least two people (counting the
Participant and any Dependents), you reach the plan year out-of-pocket
maximum when you meet the maximum per Participant or Dependent, or when
your Family meets the maximum for a Family (whichever happens first).

After you reach the plan year out-of-pocket maximum, you do not have to pay
any more Cost Sharing for Service subject to the plan year out-of-pocket
maximum through the end of the plan year. You will continue to pay Cost
Sharing for Covered Services that do not apply to the plan year out-of-pocket
maximum.

For the plan year out-of-pocket maximum by benefit, please refer to the
“‘Summary Chart” in this Benefits Booklet.

Outpatient Services

The following outpatient care is covered for Services to diagnose or treat an
injury or disease:

e Primary care visits: Services from family medicine, internal medicine,
and pediatrics

e Specialty care visits: Services from providers that are not primary care,

as defined above

Acupuncture

Allergy Services

Ambulance

Bariatric Surgery - you must meet the certain criteria to be eligible for

coverage

Biofeedback

Blood and blood products and their administration

Chemotherapy

Chiropractic care

Dental Services for, Dental Radiation, Dental Anesthesia

Diagnostic x-rays and lab test and other diagnostic tests such as EEGs

/ EKGs performed during an office visit

e Dialysis Services
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Drugs that require administration or observation by medical personnel.
Consultations with clinical pharmacists (at Kaiser Permanente
Pharmacies Only)

Durable Medical Equipment

Habilitative and Rehabilitative Services

Health Education

Hearing Exam and Hearing Aids / Services — minor children

House calls by a Network Physician when care can best be provided in
your home

Infusion Services provided in an outpatient setting

Injections (except preventive immunizations)

Medical supplies used during an outpatient visit

Medically necessary surgical or non-surgical treatment of
temporomandibular joint (TMJ) dysfunction. Dental treatment of TMJ is
not covered

Maternity - Pre-natal and post-partum visits

Outpatient surgery - including FDA approved internally implanted
prosthetic devices such as breast implants following a covered
mastectomy

Physical, Occupation & Speech Therapies

Preventive care Services (see “Preventive Care Services” in this
“Benefits and Cost Sharing” section for more details)

Prosthetics and Orthotics

Radiation therapy

Respiratory therapy

Surgical procedure performed in the office

Ultraviolet light treatments

Note: See “Preventive Exams and Services” for information on covered
preventive Services.

Hospital Inpatient Services

The following inpatient Services are covered:

Acute inpatient rehabilitation (including physical, occupational, and speech
therapy)

Anesthesia

Bariatric surgery when you meet certain medical criteria

Blood and blood products and their administration

Diagnostic x-rays and lab tests, and other diagnostic tests such as EEGs
EKGs and endoscopic procedures

Dialysis

Dressings and medical supplies used or applied during an inpatient
hospital admission
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e Drugs that require administration or observation by medical personnel

e Network Physician Services (including consultation and treatment by
specialists)

e General nursing care and private duty nursing care, if Medically
Necessary

e Medical social Services

e Medically necessary surgical or non-surgical treatment of TMJ (Dental
treatment of TMJ dysfunction is not covered)

e Maternity care and delivery (including cesarean section and newborn
care)

e Operating and recovery room (including FDA approved internally
implanted Prosthetic devices such as pacemakers or artificial hips)

e Respiratory therapy

e Room and board (including a private room, if Medically Necessary)

e Specialized care and critical care units

Acupuncture Services

Acupuncture and Acupressure services for pain relief and normalization of
physiologic functions are covered. Services include passing long, thin needles
through the skin to specific points and application of pressure at acupuncture
sites.

To Locate a Network Provider Contact:
Colorado Region  (no acupuncture network—utilize any willing provider)

Allergy Services

Specialty or Primary Cost Share is based on the rendering provider. Services
include allergy testing, serum and injections.

Ambulance Services

Emergency

Emergency Services provided by ground or air licensed ambulance is covered
when you have an Emergency Medical Condition and are transported to an
emergency facility. If provided through the 911 emergency response system,
ambulance services are covered if you reasonably believed that a medical
emergency existed even if you are not transported to a hospital.

Scheduled

Non-emergency, scheduled ambulance trips are covered when a Network
Physician determines that your condition requires the use of Services that only a
licensed ambulance (or psychiatric transport van) can provide and that the use of
other means of transportation would endanger your health. These Services are
covered only when the vehicle transports you to or from Covered Services. Any
applicable Cost Sharing is waived when you are transferred transfer from a Non-
Network Facility to a Network facility for care.
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The following destinations are covered when medically necessary:

Hospital to hospital

Exclusion:

Home to hospital and return
Home to skilled nursing facility
Hospital to skilled nursing facility
Skilled nursing facility to hospital
Skilled nursing facility to home
Home to doctor’s office

Skilled nursing facility to dialysis center and return

Transportation by car, taxi, bus, gurney van, wheelchair van, minivan, and any
other type of transportation (other than a licensed ambulance or psychiatric

transport van) is not covered, even if it is the only way to travel to a facility.

Chiropractic Services

Chiropractic services for the treatment of neuro musculoskeletal disorders are
covered. Services include plain x-rays and adjunctive therapy associated with

spinal, muscle or joint manipulation.

To Locate a Network Provider Contact:

Colorado Region Kaiser Centers for Complementary Medicine
1-844-800-0788 or kpccm.org.

Centers for Complementary Medicine locations

Highlands Ranch Medical Offices
9285 Hepburn St.
Highlands Ranch, CO 80129

Lakewood Medical Offices
8383 W. Alameda Ave.
Lakewood, CO 80226

Midtown Medical Office Building
1960 N. Ogden St., Suite 100
Denver, CO 80218

Smoky Hill Medical Offices
16290 E. Quincy Ave.
Aurora, CO 80015

Westminster Medical Offices
11245 Huron St.

Westminster, CO 80234
Acupuncture and massage only.

Baseline Medical Offices
580 Mohawk Drive
Boulder, CO 80303
Chiropractic services only.

Briargate Medical Offices
4105 Briargate Parkway, Suite 125
Colorado Springs, CO 80920

Greeley Medical Offices
2429 35th Ave.
Greeley, CO 80634

Loveland Medical Offices
4901 Thompson Parkway
Loveland, CO 80534
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Exclusions:
The following services are not covered:
e Chiropractic services for conditions other than Neuromusculoskeletal
Disorders
e Behavior training and sleep therapy
e Thermography
e Any radiologic exam, other than plain film studies, such as magnetic
resonance imaging (MRI), computed tomography (CT), positron emission
tomography (PET), bone scans and nuclear radiology
e Non-medical self-care or self-help, any self-help physical exercise training,
and any related diagnostic testing
e Services for vocational rehabilitation
e Air conditioners, air purifiers, therapeutic mattresses; chiropractic appliances,
supplies and devices
e Hospital Services, anesthesia, manipulation under anesthesia, and related
Services
e Adjunctive therapy not associated with spinal, muscle, or joint manipulations,
Vitamins, minerals, nutritional supplements, and similar products

Clinical Trials

In-Network and referred Non-Network Services for an Approved Clinical Trial are
covered for Qualified Individuals to the extent services identified in the “Summary
Chart” are covered outside an Approved Clinical Trial.

“Qualified Individual” means an enrollee who is eligible to participate in an Approved
Clinical Trial per the trial protocol with respect to treatment of cancer or other life-
threatening condition (a condition from which the likelihood of death is probable
unless the course of the condition is interrupted), as determined in one of the
following ways:

e The referring provider is a Network provider who has made this determination; or
e The patient provides medical and scientific information establishing this

determination.

“Approved Clinical Trial” means a phase |, phase Il, phase lll, or phase IV clinical
trial that is conducted in relation to the prevention, detection, or treatment of cancer
or other life-threatening condition and that meets one of the following requirements:
e The study or investigation is approved or funded (which may include funding
through in-kind contributions) by at least one of the following:

o The National Institutes of Health

o The Centers for Disease Control and Prevention

o The Agency for Health Care Research and Quality

o The Centers for Medicare & Medicaid Services
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o A cooperative group or center of any of the above entities or of the
Department of Defense or the Department of Veterans Affairs
o A qualified non-governmental research entity identified in the guidelines
issued by the National Institutes of Health for center support grants
o The Department of Veterans Affairs or the Department of Defense or the
Department of Energy, but only if the study or investigation has been
reviewed and approved though a system of peer review that the HHS
Secretary determines meets all the following requirements:
i. It is comparable to the National Institutes of Health system of
peer review of studies and investigations; and
ii. It assures unbiased review of the highest scientific standards by
qualified people who have no interest in the outcome of the
review.
e The study or investigation is conducted under an investigational new drug
application reviewed by the Food and Drug Administration
e The study or investigation is a drug trial that is exempt from having an
investigational new drug application

Exclusions:
e Non-Approved Clinical Trials
¢ Investigational items or services
e ltems and services that are provided solely for data collection and analysis
and that are not used in the direct clinical management of the patient
e Services which are clearly inconsistent with widely accepted and
established standards of care for the patient’s diagnosis

Dental Related Medical Care

Dental Services for radiation treatment
Dental evaluation, X-rays, and extractions necessary to prepare your jaw for
radiation therapy of cancer in your head or neck are covered.

Dental anesthesia

For dental procedures, general anesthesia in a Network Hospital or ambulatory
surgery center and the Services associated with the anesthesia are covered if any of
the following are true:

e You are under age 7;

e You are developmentally disabled;

e You are not able to have dental care under local anesthesia due to a
neurological or medically compromising condition; or

e You have sustained extensive facial or dental trauma.

Any other Service related to the dental procedure, such as the dentist's Services is
not covered.
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Exclusions:

e Accidental injury to teeth — the repair of sound natural teeth, related to an
accidental injury.

e Dental coverage will not be provided for extractions, treatment of cavities, care of
the gums or structures directly supporting the teeth, treatment of periodontal
abscess, removal of impacted teeth, orthodontia (including braces), false teeth,
or any other dental Services or supplies, except as listed above. Structures
supporting the teeth mean the periodontium, which includes the gingivae,
dentogingival junction, periodontal membrane, cementum of the teeth, and
alveolar process.

e Dental procedures and appliances to correct disorders of the temporomandibular
(jaw) joint (also known as TMD or TMJ disorders). This exclusion does not
include medical Services to correct TMJ disorders.

Dialysis Care

The Plan covers dialysis Services related to acute renal failure and end-stage renal
disease if the following criteria are met:

1) The Services are provided inside our Service Area;

2) You satisfy all medical criteria;

3) The facility is certified by Medicare and is a Network Facility; and

4) A Network Physician provides a written referral for care at the facility.

After the referral to a dialysis facility, the Plan covers equipment, training and
medical supplies required for home dialysis. Home dialysis includes home
hemodialysis, intermittent peritoneal dialysis, and home continuous ambulatory
peritoneal dialysis.

Durable Medical Equipment (DME), External Prosthetics and Orthotics

DME

DME must be on Kaiser Permanente’s DME, External Prosthetic and Orthotic
formulary to be covered. A formulary is a list of DME, external prosthetics and
orthotics covered by Kaiser Permanente. Examples of covered items include
wheelchairs, hospital beds and oxygen. Medical supplies of an expendable nature,
such as oxygen tubing, are covered if they are required for the effective use of the
DME. Drugs purchased at the pharmacy for use in DME equipment are covered
under the “Outpatient Prescription Drugs” benefit and not this benefit. To have
coverage you must meet Kaiser Permanente’s criteria for use of any equipment and
obtain items from a Network Provider. Coverage is limited to the standard item of
equipment that adequately meets your medical needs. Kaiser Permanente will
decide whether to rent or purchase the covered equipment for your use. You will
have to pay for non-covered equipment. Coverage includes fitting and adjustment.
When the item continues to be Medically Necessary, coverage includes repair and
replacement of the standard item in cases of loss, irreparable damage, wear or
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replacement required because of a change in your medical condition. You must
return the equipment or pay the fair market price of the equipment when it is no
longer covered.

The formulary guidelines allow you to obtain non-formulary DME (those not listed on
the formulary for your condition) if they would otherwise be covered if KP criteria are
met. To request a formulary exception contact Customer Service.

Internally implanted devices

Prosthetic and orthotic devices such as pacemakers, intraocular lenses, cochlear
implants, osseointegrated hearing devices, and hip joints, must implanted during an
approved surgery covered under another section of this "Benefits and Cost Sharing"
section.

External Prosthetics

External Prosthetics must be on Kaiser Permanente’s DME, External Prosthetic and
Orthotic formulary to be covered. Examples of external Prosthetic covered items
include:

Artificial arms and legs

Ostomy and urological supplies

Feeding tubes and enteral nutrition that is administered via a feeding tube
Contact lenses following cataract surgery and glasses and contacts when the
intraocular lens is absent and cannot be replaced such as in aphakia or when
all or part of the iris is missing as in aniridia

Orthotics
Orthotics must be on Kaiser Permanente’s DME, External Prosthetic and Orthotic
formulary to be covered.

Services to determine the need for an external Prosthetic or an Orthotic and any
subsequent fittings and adjustments are covered under the heading “Outpatient
Services”.

Exclusions:

Comfort, convenience and luxury items and features

Replacement of lost items

Repair necessitated by misuse

Exercise or hygiene equipment

Shipping and handling, or restocking charges associated with obtaining DME,
Prosthetics and Orthotics

Spare or back up equipment

o Batteries or replacement batteries, except those specialized batteries used in
covered DME equipment
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Education and Training for Self-Management

Health education and training for self-management is covered when provided by a
Network Physician or a qualified Network non-physician using a standardized
curriculum to teach you how to self-manage your disease or condition. Education
and training may be provided in group or individual sessions. Where available,
sample conditions include:

Asthma

Diabetes

Coronary artery disease

Obesity

Weight management

Pain management

Emergency Services

Emergency Services include professional, facility and ancillary services such as
laboratory, x-ray or imaging services necessary to diagnose and stabilize your
condition in an Emergency Department. See the “Emergency, Post-Stabilization,
and Out-of-Area Urgent Care You Receive from Non—Network Providers” section for
more information. Any applicable Cost Shares for emergency Services are waived
when you are directly admitted to the hospital from the Emergency Department.

Fertility Services

Inpatient and outpatient fertility Services include any necessary procedures,
laboratory and radiology Services and drugs administered by medical personnel.
Fertility Services include correcting underlying medical conditions causing infertility
and artificial insemination. Services to rule out the underlying medical causes of
Infertility are part of the medical benefit.

Note: Drugs, supplies and supplements are not covered under this section (see
“Drugs, Supplies and Supplements” to find out if any drugs for the treatment of
infertility are covered).

Exclusions:

e Donor semen or eggs, and Services related to their procurement and storage,
including long term cryopreservation

e Advanced reproductive technologies such as in vitro fertilization (IVF); zygote
intrafallopian transfer (ZIFT) and variations of these procedures

e Services to reverse voluntary, surgically induced infertility (for example, because
of a vasectomy or tubal ligation)

e Any experimental, investigational or unproven procedures or therapies

e Fertility services when infertility is caused by or related to voluntary sterilization
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Hearing Aids - Pediatric
The following Services are covered up to the benefit limit listed in the “Summary
Chart”:
e Tests to det