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Important Phone Numbers and Addresses

Presbyterian Customer Service Center

Address:
Presbyterian Insurance Company, Inc.

Attention: Presbyterian Customer Service Center

P.O. Box 26267
Albuquerque, NM 87125-6267

Prior Authorization

Address:

Presbyterian Insurance Company, Inc.
Attention: Health Services Department
P.O. Box 26267

Albuquerque, NM 87125-6267

Claims

Address:

Presbyterian Insurance Company, Inc.
Attention: Claims Department

P.O. Box 26267

Albuquerque, NM 87125-6267

Appeals and Grievances

Address:

Presbyterian Insurance Company, Inc.
Attention: Grievance Department
P.O. Box 26267

Albuquerque, NM 87125-6267

OR

Address:

Office of Superintendent of Insurance
Managed Healthcare Bureau

P.O. Box 1689
Santa Fe, NM 87504-1689

Website
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Phone:

(505) 923-6980 or
1-800-923-6980
TTY 711

Phone:
[(505) 923-8469 or
1-866-597-7835]

Phone:
(505) 923-6980 or
1-800-923-6980

Phone:

(505) 923-5644 or
1-800-923-6980
Fax:

(505) 923-6111

Phone:
1-855-427-5674
Fax:

(505) 827-4734

www.phs.org
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Endorsement 1

THIS ENDORSEMENT MAY CHANGE YOUR AGREEMENT WITH US. IF THE TERMS OF
THIS ENDORSEMENT CONFLICT WITH ANY INFORMATION IN YOUR EOC, THE TERMS
OF THIS ENDORSEMENT CONTROL.

PRIOR AUTHORIZATION

Prior Authorization Requirement

Certain types of care require prior authorization by us.
This means that you or your provider must ask us to approve the care before you receive it.

A complete and current list of the services subject to prior authorization can be found here:
http://pel.phs.org/cs/groups/public/documents/communication/pel _00957159.pdf. The
prescription drugs that are subject to a prior authorization requirement can be found at
http://docs.phs.org/idc/groups/public/@phs/@php/documents/phscontent/wemdev1001476.
pdf.

We may decline payment for unauthorized care. If your provider is in-network, and you did not
agree to receive unauthorized care, your provider cannot bill you for the care. If you received
unauthorized care from a provider who is not in-network you may be fully responsible for the
resulting bills.

We do not require prior authorization for:
e emergency services;
e contraception services that are not subject to any Cost-Sharing; or
e an obstetrical or gynecological ultrasound.

However, we require authorization for continued in-patient care if you are admitted to a hospital
for emergency treatment, but your condition is stabilized. You or your provider must notify us as
soon as possible from when you begin receiving emergency in-patient treatment, and within 24
hours after the emergency ends and your condition stabilizes.

Prior Authorization Process

Your in-network provider is responsible for knowing what care requires prior authorization, and
for submitting a prior authorization request to us.

We will give any provider access to all necessary forms and instructions for making the request.
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An out-of-network provider is not required to submit a prior authoerization request for you. If you
visit one of these providers, and that provider will not submit a prior authorization request, you
may submit a prior authorization request on your own behalf, or on behalf of a dependent. We
will help you obtain required documents and show you the guidelines that apply to the request.
However, because your provider should be able to gather required information and submit it
sooner, we encourage you to have your provider request prior authorization whenever possible.

Prior Authorization Review Timelines

If we do not deny a complete prior authorization request within these time frames the request is
automatically approved:

* Urgent Care or Prescription Drugs — If you require urgent medical care, behavioral health care
or a prescription drug, we will resolve the request within 24 hours.
* Non-Urgent Medicine — if you do not have an urgent need for a prescription drug, we will
resolve the request within three business days if your provider:

e Uses the prior authorization request form approved by the New Mexico Office of

Superintendent of Insurance;

e Requests an exception from an established step therapy process; or

e Requests to prescribe a drug that we do not usually cover.
» Other Requests — We will resolve all other requests within seven business days.

Meeting these time frames depends on our receipt of sufficient information to evaluate the request.
Our utilization management staff can answer questions your provider might have concerning
required information or any aspect of the request submission process. If we require additional
information to evaluate a request, we will request it from your provider. Your provider will have
at least four hours to provide requested information in connection with an urgent prior
authorization request, and at least two calendar days for any other type of request.

Why We Review

Our review of a prior authorization request will determine if the proposed care involves a covered
service, is medically necessary and whether an alternative type of care should be pursued instead
of, or before, the requested care. Our decisions concerning medical necessity and care alternatives
will be guided by current clinical care standards and will be made by an appropriate medical
professional. Prior authorization does not guarantee payment. We are not required to pay for an
authorized service if your coverage ends before you receive the service.

After Care Review

If you received care without a required prior authorization, we may allow your provider to request
authorization retrospectively. Our utilization management team will assist your provider in the
submission of a retrospective authorization request. However, we do not routinely authorize care
retrospectively. To avoid uncertainty, it is always best to request prior authorization.
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Behavioral Health Care

Requests for behavioral health care and prescriptions are subject to the same prior and retroactive
authorization processes and timelines as requests for medical care and prescriptions.

Authorization Denial

We will inform you in writing if we deny a prior or retroactive authorization request. Our notice
to you will explain why we denied the request and will provide you with instructions for disputing
our decision if you disagree. A summary of the dispute resolution process is included in this
document. Please refer to the Table of Contents. You have a right to request information about the
guidance we followed to deny your request, even if you do not dispute our decision.
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Endorsement 2

THIS ENDORSEMENT MAY CHANGE YOUR AGREEMENT WITH US. IF THE TERMS OF
THIS ENDORSEMENT CONFLICT WITH ANY INFORMATION IN YOUR EOC, THE TERMS
OF THIS ENDORSEMENT CONTROL.

OUT-OF-NETWORK CARE AND BILLS

If you receive care under any of the circumstances below from a provider who is not in your
network, these are your rights:

If you receive emergency care out-of-network, including air ambulance service:

e You are only responsible for paying what you would owe for the same care from an in-
network provider or facility.

*  Youdo NOT need to get prior authorization for emergency services.

e Your care can continue until your condition has stabilized. If you require additional care
after stabilization, call us at (505) 923-8469 and we will help you receive that care from
an in-network provider.

e You cannot be balance billed.

If you receive care from an out-of-network provider at an in-network facility, such as a
hospital that is in your plan, you are only responsible for paying what you would owe for the
same care from an in-network provider if:

» you did not consent to services from an out-of-network provider,

» you were not offered the service from an in-network provider, or

» the service was not available from an in-network provider - as determined by your
healthcare provider and your health insurance company.

If you get a bill from an out-of-network provider under any of the above circumstances that you
do not believe is owed:

o Call us first at (505) 923-5678. We will try to the resolve the issue with the provider on
your behalf.

» Contact the New Mexico Office of Superintendent of Insurance if the problem has not
been resolved by us - www.osi.state.nm.us or 1-855-4ASK-OSI (1-855-427-5674).

To help stop improper out-of-network bills, we will:

» Notify you if your provider leaves our network and allow you transitional care with that
provider at the in-network benefit level for up to 90 days depending on your condition
and course of treatment.

o Verify the accuracy of our provider directory information at least every 90 days.
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» Confirm whether a provider is in-network if you contact us at (505) 923-5678. If our
representative provides inaccurate information that you rely on in choosing a provider,
you will only be responsible for paying your in-network Cost Sharing amount for care
received from that provider.

You have the right to receive notice of the following before you receive out-of-network care at
an in-network facility:

* A good faith estimate of the charges for out-of-network care.

e At least five days to change your mind before you receive a scheduled out-of-network
service. If you choose to receive out of network care you will be responsible for out-of-
network charges that we do not cover.

e A list of in-network providers and the option to be referred to any such provider who can
provide necessary care.

If you pay an out-of-network provider more than we determine you owe:

» The provider will owe you a refund within 45 days of receipt of payment by us.

e If you do not receive a refund within that 45-day period, the provider will owe you
the refund plus interest.

*  You may contact the New Mexico Office of Superintendent of Insurance at
www.osi.state.nm.us and 1-855-4ASK-OSI (1-855-427-5674) for assistance or to
appeal the provider's failure to provide a refund. You need to file the appeal within
180 days of the 45-day refund period expiration.
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Endorsement 3

Effective January 1, 2022, this endorsement amends your insurance contract
(including but not limited to the policy, certificate, SBCs and riders) to make the
following changes:

NO COST SHARING FOR BEHAVIORAL HEALTH SERVICES

Cost sharing is eliminated for all professional and ancillary services for the treatment,
rehabilitation, prevention and identification of mental illnesses, substance abuse
disorders and trauma spectrum disorders. This includes cost sharing for inpatient,
detoxification, residential treatment and partial hospitalization, intensive outpatient
therapy, outpatient and all medications, including brand-name pharmacy drugs when
generics are unavailable.

Cost sharing means any copayment, coinsurance, deductible or any other form of
financial obligation of an enrollee other than a premium or a share of a premium, or any
combination of any of these financial obligations.

The terms of this endorsement replace and supersede any conflicting provision of your
insurance contract and summary of benefits and coverage. All other requirements of the
policy not in conflict with this endorsement still apply.
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This Health Care Benefit Plan offers Coverage for a wide range of Healthcare Service. This
Section gives you the details about your benefits, Prior Authorization and other requirements,
Limitations and Exclusions.
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Your Healthcare Benefits are paid according to the conditions outlined in the Section. If you
paid Practitioners/Providers for services, this Section also outlines the process you should
follow if you need to be reimbursed.
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Welcome

Welcome to Presbyterian Insurance Company!

Welcome and thank you for enrolling in a Presbyterian Insurance Company, Inc. Preferred
Provider Organization (PPO) Plan. We are a Healthcare Insurer operated as a division of
Presbyterian Healthcare Services, a locally owned New Mexico healthcare system. When we use
the words "Presbyterian Insurance Company", "PIC", "we", "us", and "our" in this document, we
are referring to Presbyterian Insurance Company, Inc. When we use the words “you” and “your,”
we are referring to each Member.

We are pleased to provide you with access to a comprehensive network of physicians, Hospitals,
and outpatient medical providers, who provide services for Covered Benefits received both In-
network and Out-of-network. We also provide utilization management and quality improvement
oversight programs. We work closely with you, your Covered Dependents and your healthcare
Practitioners and Providers to provide choice and flexibility in a quality, affordable healthcare
plan.

Our Agreement with You

This is your Summary Plan Description (SPD) and it is a legal document. This Agreement, along
with the Summary of Benefits and Coverage, describes the Covered Healthcare Benefits and plan
features that you and your eligible Dependents may receive when you enroll.

This policy, including the endorsements and attached papers, if any, constitutes the entire
contract of insurance. No change in this policy shall be valid until approved by an executive
officer of the insurance company and unless such approval and countersignature be endorsed
hereon or attached hereto. No agent has authority to change this policy or to waive any of its
provisions.

Information you will find in this Agreement includes:

Your rights and responsibilities as a Member

Covered Benefits available through this Plan

How to access services from physicians, Practitioners, Providers, and Pharmacies
Services that require Prior Authorization

Limitations and Exclusions for certain Covered Benefits

Coverage for your Dependents who are outside of New Mexico

A Glossary of Terms used in this Agreement

e What to do when you need assistance

Throughout this Agreement, we ask you to refer to your Summary of Benefits and Coverage. The
Summary of Benefits and Coverage is a chart that shows some specific Covered Benefits this
Plan provides, the amount you may have to pay (Cost Sharing) and the Coverage Limitations
and Exclusions.
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Please take time to read this Agreement and Summary of Benefits and Coverage, including
Benefits, Limitations, and Exclusions. Understanding how this Plan works can help you make
the best use of your Covered Benefits. You should keep this Agreement, your Summary of
Benefits and Coverage, and any other attachments or Endorsements you may receive for future

reference.

Understanding This Agreement

We use visual symbols throughout this Agreement to alert you to important requirements,
restrictions and information. When one or more of the symbols is used, we will use bold print in
the paragraph or section to point out the exact requirement, restriction, and information. These
symbols are listed below:

Y

Refer to...

Exclusion

£)

Prior Auth.
Required

E &2
[~

Timeframe

Applies

Refer To — This “Refer To” symbol will direct you to read related
information in other sections of the Agreement or Summary of Benefits and
Coverage when necessary. The Section being referenced will be bolded.

Exclusion — This “Exclusion” symbol will appear next to the description of
certain Covered Benefits. The Exclusion symbol will alert you that there
are some services that are excluded from the Covered Benefits and will not
be paid. You should refer to the Exclusion Section when you see this
symbol.

Prior Authorization Required — This “Prior Authorization” symbol will
appear next to those Covered Benefits that require our Authorization
(approval) in advance of those services. To receive full benefits, your In-
network Practitioner/Provider must call us and obtain Authorization before
you receive treatment. You must call us if you are seeking services Out-of-
network. In the case of a Hospital in-patient admission following an
Emergency Room visit, you or your physician should call as soon as
possible.

Timeframe Requirement — This “Timeframe” symbol appears to remind
you when you must take action within a certain timeframe to comply with
your Plan. An example of a Timeframe Requirement is when you must
enroll your newborn within 31 days of birth.
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Important Information — This “Important Information” symbol appears

l.‘ when there are special instructions or important information about your
Covered Benefits or your Plan that requires special attention. An example
Important of Important Information would be if there are no Covered Benefits when
Information you receive care Out-of-network.
@ Call Presbyterian Customer Service Center — This “Call PCSC” symbol
appears whenever we refer to our Presbyterian Customer Service Center or

Call PCSC to remind you to call us for information.

In addition, some important terms used throughout this Agreement and the Summary of Benefits
and Coverage will be capitalized. These terms are defined in the Glossary of Terms Section.

Customer Assistance
Presbyterian Customer Service Center (PCSC)

If you have any questions about your Health Benefit Plan, please call our Presbyterian Customer
Service Center. We have Spanish and Navajo speaking representatives and we offer translation
services for more than 140 languages.

Our Presbyterian Customer Service Center representatives are available Monday
@ through Friday from 7 a.m. to 6 p.m. at (505) 923-6980 or 1-800-923-6980.
Hearing impaired users may call TTY 711. You may visit our website for useful

Call PCSC . . .
health information and services at www.phs.org.

Consumer Assistance Coordinator

If you need assistance completing any of our forms, if you have special needs, or if you need
assistance in protecting your rights as a Member, please call our Consumer Assistance
Coordinator at (505) 923-5644 or 1-800-923-6980. Hearing impaired users may call TTY 711 or
visit our website at www.phs.org.

Written Correspondence

You may write to us about any question or concern at the following address:

Presbyterian Insurance Company, Inc.

Attention: Presbyterian Customer Service Center
P.O. Box 26267

Albuquerque, NM 87125-6267
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Member Rights and Responsibilities

This Section explains your rights and responsibilities under this Agreement and how you
can participate on our Consumer Advisory Board.

As a Member of Presbyterian Insurance Company, Inc. (PIC), you have specific rights and
certain responsibilities.

In accordance with New Mexico Administrative Code, we implement written policies and
procedures regarding the rights and responsibilities of Covered Persons and implementation of
such rights and responsibilities. Your rights and responsibilities are important and are explained
in this Section and on our website at https://www.phs.org/Pages/member-rights.aspx.

Member Rights

The Summary Plan Description (SPD) shall include a complete statement that a Member shall
have the right to:

e Available and accessible services when medically necessary, 24 hours per day, seven
days per week for Urgent or Emergency Healthcare Services, and for other Healthcare
Services as defined by the GSA;

e A right to be treated with respect and recognition of their dignity and their right to
privacy;

e Be provided with information concerning our policies and procedures regarding products,
services, Providers, Appeals procedures and other information about Presbyterian
Insurance Company, Inc., and the benefits provided;

e To choose a Primary Care Practitioner within the limits of the Covered Benefits, plan
network, and as provided by this rule, including the right to refuse care of specific
Healthcare Professionals;

e Receive from the Covered Person’s Physician(s) or Provider, in terms that the Covered
Person understands, an explanation of his or her complete medical condition,
recommended treatment, risk(s) of the treatment, expected results and reasonable medical
alternatives, irrespective of our position on treatment options; if the Covered Person is
not capable of understanding the information, the explanation shall be provided to his or
her next of kin, guardian, agent or surrogate, if available, and documented in the Covered
Person’s medical record;

e All the rights afforded by law, rule, or regulation as a patient in a licensed Healthcare
Facility, including the right to refuse medication and treatment after possible
consequences of this decision have been explained in language the Covered Person
understands;

e Prompt notification, as required in this rule, of termination or changes in benefits,
services or Provider network;

e File a Complaint or Appeal with us or the Superintendent and to receive an answer to
those Complaints in accordance with existing law;
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e Privacy of medical and financial records maintained by us and our Healthcare Providers,
in accordance with existing law;

e Know upon request of any financial arrangements or provisions between Presbyterian
Insurance Company, Inc. and our Providers which may restrict referral or treatment
options or limit the services offered to Covered Persons;

e Adequate access to qualified Health Professionals for the treatment of Covered Benefits
near where the Covered Person lives or works within our Service Area;

e To the extent available and applicable to us, to affordable healthcare, with limits on Out-
of-pocket expenses, including the right to seek care from a non-participating (Out-of-
network) Provider, and an explanation of a Covered Person’s financial responsibility
when services are provided by a non-participating (Out-of-network) Provider, or
provided without required Prior Authorization;

e An approved example of the financial responsibility incurred by a Covered Person when
going Out-of-network; inclusion of the entire “billing examples” provided by the
Superintendent available on the Division’s website at the time of the filing of the plan
will be deemed satisfaction of this requirement; any substitution for, or changes to, the
Division’s “billing examples” requires written approval by the Superintendent, in our
Healthcare Benefit Plan that provides benefits for Out-of-network Coverage;

e Detailed information about Coverage, Maximum Benefits, and Exclusions of specific
conditions, ailments or disorders, including restricted Prescription benefits, and all
requirements that a Covered Person must follow for Prior Authorization and Utilization
Review;

e A complete explanation of why care is denied, an opportunity to Appeal the decision to
our internal review, the right to a secondary Appeal, and the right to request the
Superintendent’s assistance.

Additional Member Rights and Responsibilities

In addition to the rights and responsibilities afforded you by the state, we provide our Members
with the following additional rights to:

e Receive information about our organization, our services and benefits, how to access
Healthcare Services, our Practitioners and Providers, and your rights and responsibilities;

e Have a clear, private and candid discussion about appropriate or Medically Necessary
treatment options for your medical condition regardless of cost or benefit Coverage;

e Participate with your Practitioner/Provider in making decisions about your healthcare;

e Refuse care, treatment, medication or a specific Practitioner/Provider, after the
consequences of your decision have been explained in a language that you understand;

e Seek a second opinion for surgery from another In-network Practitioner/Provider when
you need additional information regarding recommended treatment or requested care;

e Receive Healthcare Services in a non-discriminatory fashion. This means that you may
not be denied Covered Services on the basis of race, color, sex, sexual preference, age,
handicap, cultural or educational background, religion or national origin, economic or
health status or source of payment for care. If you have a disability you have the right to
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receive any information in an alternative format in compliance with the Americans with
Disabilities Act;

e Make recommendations regarding our Members’ rights and responsibilities policies;

e Make your wishes known through an Advance Directive regarding healthcare decisions,
such as living wills or right-to-die directives, consistent with federal and state laws and
regulations;

e Choose a surrogate decision maker to assist with care decisions. If you are unable to
understand your medical care, to have the healthcare explanation provided to the next of
kin, guardian, agent or surrogate if available, and recorded in your medical record
including, where appropriate, a medical release that you signed authorizing release of
medical information;

You and or your legal guardian/representative have the responsibility to:

e Provide, whenever possible, the information that we and your Practitioners/Providers
need in order to provide services or care and to oversee the quality of those services or
care;

e Follow the plans and instructions for care that you have agreed upon with your treating
Practitioner/Provider. You may, for personal reasons, refuse to accept treatment
recommended by Practitioners/Providers. Practitioners/Providers may regard such refusal
as incompatible with continuing the Practitioner/Provider-patient relationship and as
obstructing the provision of proper medical care;

e Understand your health problems and to participate in developing mutually agreed upon
treatment plans and goals;

e Review your Summary Plan Description (SPD) and if you have questions, contact our
Presbyterian Customer Service Center Monday through Friday from 7 a.m. to 6 p.m. at

(505) 923-6980 or 1-800-923-6980. Hearing impaired users may call TTY
711. You may visit our website at www.phs.org for clarification of
@ Benefits, Limitations, and Exclusions outlined in this Subscriber

Agreement. Translation/Interpretation services to understand your benefits

are available, please call our Customer Service Center at the phone

numbers listed above;

e Notify us within 31 days of any changes of name, address, telephone number, marital
status, eligible Dependents or newborns;

e Immediately notify us or any loss or theft of your PIC Identification Card;

e Refuse to allow any other person to use your PIC Identification Card;

e Advise a Practitioner/Provider of your Coverage with us at the time of service. You may
be required to pay for services if you do not inform your Practitioner/Provider of our
Coverage;

e Pay all required, pre-determined Cost Sharing (Deductible, Coinsurance, Copayments) at
the time services are rendered when amounts due are made clear at that time;

e Pay for all services obtained prior to the effective date of this Agreement and subsequent
to its termination or cancellation;

e Insure that all information you give to us in Applications for enrollment, questionnaires,
forms or correspondence is true and complete;

Call PCSC
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e Be informed of the potential consequences of providing us with incorrect or incomplete
information as described in this Agreement;

e Obtain Prior Authorization as described in the Prior Authorization Section;

e Pay any charges over Medicare Allowable.

Consumer Advisory Board

We have established a Consumer Advisory Board and we want your participation. This Board
meets quarterly and provides Members’ perspectives, as healthcare consumers, on the products
and services that we offer. In addition, we share information with the Consumer Advisory Board
on how well the health plan is performing. The information we receive is very
valuable and helps us improve the health of individuals, families and communities.
@ If you are interested in serving on our Consumer Advisory Board, please call our
Presbyterian Customer Service Center, Monday through Friday 7 a.m. to 6 p.m., at
(505) 923-6980 or 1-800-923-6980. Hearing impaired users may call TTY 711.
You may also visit our website at www.phs.org.

Call PCSC
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How the Plan Works

This Section explains how to find Practitioners/Providers who are in our network (In-
network), get Healthcare Services both In-network and Out-of-network, requirements you
must follow when getting care and how to receive Covered Benefits under this Agreement.

This plan is a Preferred Provider Organization (PPO) Healthcare Plan. Each time you need
Healthcare Services, you can choose your Practitioners and Providers and the level of Covered
Benefits that will apply to their charges. You will receive the highest level of Covered Benefits
and the lowest cost to you when you obtain services from our In-network Practitioners/Providers.
You still have the flexibility provided by the Out-of-network benefits to see any
Practitioner/Provider you choose for many of your Healthcare Services.

This plan is a fully qualified High Deductible Health Plan (HDHP) which means that you must
meet an individual or family Deductible before any benefits (including pharmacy benefits) are
paid out by PIC. Once the Deductible is met, you will be required to pay a Coinsurance (in most
cases) or portion of the cost of the Covered services that are provided. This is explained in
greater detail in the General Information Section.

Preventive benefits, as defined by the Affordable Care Act (ACA) are not subject to the
Deductible. This means you can access this benefit and the plan will pay even if you have not
met the individual or family Deductible. Please see the “Clinical Preventive Services” benefit on
your Summary of Benefits and Coverage for further information. Prescription Drugs are not part
of the Clinical Preventive Services benefit and thus, are subject to the Deductible and
Coinsurance listed in the Summary of Benefits and Coverage.

This Plan is qualified for use in conjunction with a Health Savings Account (HSA). Please see
the “HSA Note(s)” posted throughout this document. Please remember, though, that this booklet
describes only the medical/surgical benefits available to you. HSAs are not administered by PIC
and are regulated by the United States Department of the Treasury (United States Treasury). For
more information, please see the United States Treasury’s website at:
https://home.treasury.gov/.

Under the Market Stabilization rule finalized on April 13, 2017, to the extent permitted by State
law, Presbyterian Insurance Company, Inc. may attribute to any past-due premium amounts
owed to it the initial premium payment made in accordance with the terms of the health
insurance policy to effectuate coverage, for coverage in the 12-month period preceding the
effective date. This is done in an effort to prohibit abuse of the grace period. Be aware that
failure to pay premiums in a preceding 12-month period may result in the group or
individual’s inability to effectuate new coverage until past-due premium payments and
initial premium payments are satisfied.

PIC accepts premium and cost-sharing payments from the following third-party entities from
plan enrollees (in the case of a downstream entity, to the extent the entity routinely collects
premiums or cost-sharing): a Ryan White HIV/AIDS Program under title XXVI of the Public
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Health Service Act, an Indian tribe, tribal organization, or urban Indian organization, and a local,
State, of Federal government program, including a grantee directed by a government program to
make payments on its behalf.

In-network Benefits

In order to be eligible to enroll and participate in this Plan you must work for an
- employer Group that is headquartered in the State of New Mexico (our Service
:r'} Area). Your Dependents may be eligible to enroll if they meet all of the terms and
Refer to... conditions for such Coverage as described in the Eligibility, Enrollment and
Effective Dates, Termination and Continuation of Coverage Section.

When you or your Covered Dependents receive care from Practitioners and Providers in our
network (In-network Practitioners/Providers), the In-network benefit level will apply to the cost
of the Healthcare Services. You will be responsible for your Cost Sharing amounts
— (Copayments, Deductibles or Coinsurance) at the time of service. As shown in your
‘H‘; Summary of Benefits and Coverage, your benefit levels are highest and your Out-of-
Refer to- pocket Cost Sharing amounts are lowest when you use our In-network
Practitioner/Providers.

Your In-network Practitioner/Provider will bill us directly for the cost of services. You will
generally not have claims to file or papers to fill out in order to be reimbursed for medical
services obtained from In-network Practitioners and Providers. In-network Practitioners and
Providers cannot bill you for any additional costs over and above your Cost Sharing amounts.

Hospital Inpatient Admission and some other Healthcare Services require our review
= and Prior Authorization before the services are provided. If you seek care from an
HL In-network Practitioner/Provider, your In-network Practitioner/Provider will notify
Refert us and handle all aspects of your care. Please refer to the Prior Authorization
Section for complete details on Prior Authorization.

Provider Directory

You will find our In-network Practitioners/Providers close to where you live and work across the
State. Our Provider Directory lists the In-network Practitioners, as well as In-network Hospitals,
pharmacies, outpatient facilities and other healthcare Providers. The Provider
Directory is available on our website at https://www.phs.org/Pages/find-a-
@ doctor.aspx. If you need additional information about a Provider, you may call our
Call PCSC Presbyterian Customer Service Center Monday through Friday from 7 a.m. to 6 p.m.
at (505) 923-6980 or 1-800-923-6980. Hearing impaired users may call TTY 711.

The Provider Directory is subject to change and you should always verify the
Practitioner/Provider’s network status by visiting our website at
https://www.phs.org/Pages/find-a-doctor.aspx. Updates are made to the provider directory on
a daily basis, so the online version is always the most current list. However, if you require a
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printed copy of the directory, you may request it by calling the Presbyterian Customer Service
Center at the number above.

Out-of-network Benefits

When you obtain care from a Practitioner/Provider who is not in our network (Out-

H_::‘ of-network Practitioner/Provider), the Out-of-network Covered Benefits will apply.

HL As shown in the Summary of Benefits and Coverage, the benefit levels are lower and
Refer to-.. your Cost Sharing (Copayments, Deductibles and Coinsurance) amounts are higher.
Additionally, when you receive care from Out-of-network Practitioners/Providers, our payments
to them for Covered Services will be limited to Medicare Allowable. You will be responsible for
any amount due above the Medicare Allowable Charges, in addition to any applicable Cost
Sharing amount. Medicare Allowable is defined in the Glossary of Terms Section.

If you pay a non-participating provider more than the in-network cost-sharing amount for
services provided under circumstances giving rise to a surprise bill, the non-participating
provider must refund to you within 45 calendar days of receipt of payment from Presbyterian
Insurance Company any amount paid in excess of the in-network cost-sharing amount. In
accordance with the hearing procedures established pursuant to the Patient Protection Act
[chapter 59A, Article 57 NMSA 1978], you may appeal Presbyterian Insurance Company’s
determination made regarding a surprise bill.

Out-of-network Practitioners/Providers may require you to pay them in full at the time of
service. You may have to pay them and then file your claim for reimbursement with us.

:ﬂ; Please refer to your Summary of Benefits and Coverage, the Benefit Section and the
Refor to. Exclusions Section for a complete listing of Covered and Excluded services.

For Hospital admissions and other services from Out-of-network
s Practitioners/Providers that require Prior Authorization, you are responsible for
ensuring that proper Prior Authorization has been obtained before being admitted
pmportant  to the Hospital or before receiving those services that require Prior Authorization
from Out-of-network Practitioners/Providers.

If you are referred to an Out-of-network Practitioner/Provider, services from that Out-of-network
Practitioner/Provider are subject to the Out-of-network benefit levels shown in the Summary of
Benefits and Coverage.

National PPO Providers

As an additional benefit PHP contracts with National Network Provider/ Healthcare Services
(MultiPlan/PHCS), a national preferred Provider organization with over 3,500 acute care
Hospitals and 400,000 practitioners. If you live or are traveling outside the State of New Mexico,
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and require medical attention, we encourage you to see MultiPlan/PHCS practitioners and
facilities. MultiPlan/PHCS Providers provide care to PHP Members at discounted rates, which
help keep the cost of Medical Care down. Additionally, you cannot be charged for any difference
between what PHP pays the Provider and what the Provider charges beyond your appropriate
Copayment and/or Deductible and Coinsurance.

The In-network Cost Sharing amounts you pay will apply toward the In-network Annual Out-of-
pocket Maximum after which In-network claims will be paid at 100 percent (100%).

These Practitioners/Providers are not responsible for obtaining Prior
o Authorization (if required). You must obtain Prior Authorization (if required) for
Important services provided by a National PPO Provider and follow all other rules regarding
Information — Qut-of-network Practitioners/Providers.

For additional information regarding National PPO Providers or to see if you need a
@ Prior Authorization for Out-of-network Services, the MultiPlan/PHCS Provider
directory is available through their website at www.multiplan.us or you can call our
Call PCSC Presbyterian Customer Service Center prior to obtaining services Monday through
Friday from 7 a.m. to 6 p.m. at (505) 923-6980 or 1-800-923-6980. Hearing
impaired users may call TTY 711.

Cost-sharing — Your Out-of-pocket Costs

Many Healthcare Services you receive from In-network and Out-of-network Practitioners and
Providers require some payment from you. We refer to these payments as Cost Sharing. These
are your Out-of-pocket costs and may be Deductibles, Coinsurance and/or Copayment amounts.
Cost-Sharing and benefits for an emergency healthcare service rendered by a non-participating
provider shall be the same as if rendered by a participating provider. Cost-Sharing and benefit
limitations for medically necessary, non-emergent healthcare services rendered by a non-
participating provider at a participating facility where the covered person had no ability or
opportunity to choose to receive the service from a participating provider or where no
participating provider is available to render the service shall be the same as if the service was
rendered by a participating provider.

Annual Contract Year Deductible

Certain services are subject to an Annual Contract Year Deductible. The Annual Contract Year
Deductible is the amount you and your Covered Dependents must pay for Covered
Healthcare Services each Contract Year before we begin to pay Covered Benefits
= for that Member. The Annual Contract Year Deductible may not apply to all
H} Healthcare Services. You will pay a lower Annual Contract Year Deductible
amount when you visit In-network Practitioners/Providers. Refer to your Summary
of Benefits and Coverage for the amount of your Annual Contract Year Deductible.
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Covered charges for In-network Practitioner and Provider services only apply to the In-network
Annual Contract Year Deductible limits and do not apply to the Out-of-network Annual Contract
Year Deductible limits shown in the Summary of Benefits and Coverage.

Covered charges for Out-of-network Practitioner and Provider services only apply to the Out-of-
network Annual Contract Year Deductible limits and do not apply to the In-network Annual
Contract Year Deductible limits shown in the Summary of Benefits and Coverage.

For Single coverage, the annual Contract Year Deductible requirement is fulfilled when one
Member meets the individual Deductible listed in the Summary of Benefits and Coverage.

For double or family coverage, with two or more enrolled Members, the entire Family the
annual Contract Year Deductible must be met before benefits will be paid for the family.
However, if one (family) Member reaches the Individual Deductible amount before the Family
has met the annual Contract Year Family Deductible, the Plan will begin paying benefits for that
Member who has met the Individual Deductible. The annual Contract Year Family and
Individual Deductible amounts are listed in the Summary of Benefits and Coverage.

Coinsurance

Certain services are subject to a Coinsurance amount. Coinsurance is the percentage of Covered
charges that you and your Covered Dependents must pay directly to the Practitioner/Provider for
Covered Services after the Annual Contract Year Deductible has been met. After
— you pay your Coinsurance amount, we will pay our percentage of the charges.

_rr} Coinsurance is included in your Annual Out-of-pocket Maximum. The amount of
Refer to.. your Coinsurance for each service can be found in your Summary of Benefits and
Coverage.

You will pay a lower percentage (Coinsurance) of Covered charges when you visit our In-
network Practitioners/Providers. When you receive services from Out-of-network
Practitioners/Providers, the Coinsurance you pay is higher and the Coinsurance will be applied to
Medicare Allowable or billed charges, whichever is less, that we allow or the particular
procedure. The Out-of-network Practitioner/Provider may bill you for any amounts over the
billed charges we allow and this amount does not apply to your Annual Contract Year
Deductible or your Coinsurance.

Covered charges for In-network Practitioner and Provider services only apply to the In-network
Coinsurance limits and do not apply to the Out-of-network Coinsurance limits shown in the
Summary of Benefits and Coverage.

Covered charges for Out-of-network Practitioner and Provider services only apply to the Out-of-
network Coinsurance limits and do not apply to the In-network Coinsurance limits shown in the
Summary of Benefits and Coverage.
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Refer to your Summary of Benefits and Coverage for the Coinsurance Amounts. Coinsurance
Amounts vary by type of service and by In-network and Out-of-network Practitioners/Providers.

Annual Out-of-pocket Maximum

This Plan includes an Annual Out-of-pocket Maximum amount to help protect you
and your Covered Dependents from high-cost catastrophic healthcare expenses. The
([ o Annual Out-of-pocket Maximum is the most you will pay in Cost Sharing in a
Important Contract Year for certain Covered Services. After you have met your Annual Out-
Information o f_pocket Maximum in a Contract Year, we pay 100 percent of the cost for Covered
Services, for the remainder of that Contract Year, up to the maximum benefit
amount, if any. Refer to your Summary of Benefits and Coverage for the Plan Annual Out-of-
pocket Maximum.

For single coverage, the Out-of-pocket Maximum requirement is fulfilled when one Member
meets the Individual Out-of-pocket Maximum listed in the Summary of Benefits and Coverage.

For double or family coverage, with two or more enrolled Members, the entire Family Out-of-
pocket Maximum must be met before benefits will be paid at 100 percent. However, if one
(family) Member reaches the Individual Out-of-pocket maximum amount before the Family has
met the Family Out-of-pocket maximum benefits will be paid at 100 percent for that Member
who has met the Individual Out-of-pocket maximum. The Family and Individual Out-of-pocket
maximums amounts are listed in the Summary of Benefits and Coverage.

You will pay less out of your pocket (Cost Sharing) to meet your Annual Out-of-pocket
Maximum when you visit an In-network Practitioner/Provider.

Covered charges for In-network Practitioner and Provider services only apply to the In-network
Coinsurance and Annual Out-of-pocket Maximum limits and do not apply to the Out-of- network
Coinsurance and Annual Out-of-pocket Maximum shown on the Summary of Benefits and
Coverage.

Covered charges for Out-of-network Practitioner and Provider services only apply
= to the Out-of- network Coinsurance and Annual Out-of-pocket Maximum limits and
fJ} do not apply to the In-network Limits shown on the Summary of Benefits and
Referto. Coverage. Refer to your Summary of Benefits and Coverage for the Plan Annual
Out-of-pocket Maximum.

To inquire about the status of your specific Annual Out-of-pocket Maximum, you
@ may call our Presbyterian Customer Service Center Monday through Friday from
Call PCSC 7 a.m. to 6 p.m. at (505) 923-6980 or 1-800-923-6980. Hearing impaired users may
call TTY 711.
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Office Visit Copayment

If your Plan has an Office Visit Copayment, this is the amount of Cost Sharing you must pay
each time you have an office visit with an In-network Practitioner/Provider. This
= Copayment is for the office visit only. All other services provided during the visit
_r% are subject to other Cost Sharing (Deductible and Coinsurance). Refer to your
Refer to... Summary of Benefits and Coverage for all Cost Sharing Copayment, Deductible and
Coinsurance amounts.

Specialist Care

As our Member, you must carefully follow all procedures and conditions for obtaining care from
In-network specialists and/or Out-of-network Practitioners/Providers. We no longer require a
paper referral from your PCP for your visits to specialists. However, it is important to your
healthcare that your PCP is included in the decisions about the specialists that you visit. Your
PCP continues to be your partner for good health and is the best person to help you determine
your needs for specialty care.

Effective communication about your medical history and treatment between your PCP and the
specialists that provide care for you is very important so that the best decisions can be made
about your medical care. We recommend that you contact your PCP’s office regarding your
desire to visit a specialist.

Please note that some specialists may require written referral even though we do not. Certain
procedures require Prior Authorization. Your In-network Practitioner/Provider must obtain this
Prior Authorization before providing these services to you. Please refer to the Prior
Authorization Section of this Agreement.

Obtaining Care after Normal Physician Office Hours

Most Physicians offer an after-hours answering service. For non-emergency situations, you
should phone your PCP. If needed, you can find your PCP’s phone number in the Provider
Directory.

If Emergency Healthcare Services are needed, you should call 911, or seek treatment at an

emergency room. If in need of Urgent Care, you may seek treatment at an Urgent Care Center
that is available and open for business. Please note that some Urgent Care Centers
are not open after 8 p.m. In such circumstances, it may be necessary to use an

:H} emergency room for care that is needed on an urgent basis. Please refer to the
Benefits Section, Accidental Injury / Urgent Care / Emergency Health Services

/ Observation /Trauma Services Benefits Section of this Agreement for a

detailed description of Coverage for Urgent and Emergency Healthcare Services.
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Utilization Management and Quality

We may review medical records, claims, and requests for Covered Services to establish that the
services are/were Medically Necessary, delivered in the appropriate setting, consistent with the
condition reported and with generally accepted standards of medical and surgical practice in the
area where performed and according to the findings and opinions of our professional medical
consultants. Utilization management decisions are based only on appropriateness of care and
service. We do not reward Practitioners or other Healthcare Professionals conducting Utilization
Review for denying coverage or services and we do not offer incentives to encourage
underutilization.

Members may seek a second opinion when questions arise as to the medical appropriateness of a
diagnosis or the appropriateness of medical and/or surgical services. Members may seek the
second opinion from any provider in or out-of-network. Typical cost-sharing will apply.

Technology Assessment Committee

We have a process to continuously evaluate evolving medical technologies, which include
medical procedures, drugs and devices. In-network Practitioners from our PPO Network and the
community along with other clinical staff are responsible for this process and are known as the
Technology Assessment Committee.

The Technology Assessment Committee evaluates new technologies and/or new applications of
existing technologies, determines the value of the new technology, and recommends whether the
technology should be a specified Covered Benefit of your Plan. Factors to be considered include
safety, comparison to existing drugs, procedures and technology, cost and effectiveness of the
new technology, and clinical skills and training of those proposing to provide the new
technology.

Transition of Care

If we terminate or suspend any contract with an In-network Practitioner/Provider from which
you are currently receiving care, we will notify you, in writing, within 30 days. We will assist
you in locating and transferring to another similarly qualified In-network Practitioner/Provider, if
available, for continued In-network benefits. You may elect to continue to receive care from this
Out-of-network Practitioner/Provider; however, we will only reimburse for such services in
accordance with applicable Out-of-network benefit level, if any, and then subject to Medicare
Allowable Charges except when you wish to continue an ongoing course of treatment with the
provider for a transitional period. This period shall continue for a time that is sufficient to permit
coordinated transition planning consistent with your condition and needs relating to the
continuity of the case and will not be less than 30 days. If you are in your third trimester of
pregnancy at the time of the provider’s disaffiliation, your transitional period will last through
the delivery and will allow for post-partum care. These transitional periods with your provider
will not be allowed if the provider’s disaffiliation was for reasons related to medical competence
or professional behavior. For transitional periods exceeding 30 days, continued care will be
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provided only if the provider agrees to accept reimbursement from Presbyterian Insurance
Company at the rates applicable prior to the start of the transitional period as payment in full.
Additionally, the provider must also agree to adhere to Presbyterian Insurance Company’s
quality assurance requirements, to provide necessary medical information related to such care,
and to follow Presbyterian Insurance Company’s policies and procedures, including but not
limited to procedures regarding referrals, pre-authorization and treatment planning approved by
Presbyterian Insurance Company.

Advance Directives

An Advance Directive is a legal document about your healthcare decisions. It is only used when
you are unable to make your wishes known and includes information about the person you want
to make healthcare decisions on your behalf as well as medical services you do and do not want.
These are documents you complete in advance and can share with your provider or person who
will speak on your behalf. Sharing your advance directives with your healthcare team helps make
your wishes clear.

34
PICSPDPPOHDHP LF 2022 01/01/2022



Prior Authorization

This Section explains what Covered Healthcare Services require Prior Authorization
before you receive these services and how to obtain Prior Authorization. This is not an
exhaustive list. You can obtain further information through your PCP or at our website at
www.phs.org. If you have questions about a Prior Authorization submitted by your
PCP/Provider, please contact us Monday through Friday from 8 a.m. to 5 p.m. at

(505) 923-8469 or 1-866-597-7835. Hearing impaired users may call TTY 711.

Before you are admitted as an Inpatient to a Hospital, Skilled Nursing Facility or other facility or
before you receive certain Covered Healthcare Services and supplies, you must request and
obtain approval, known as Authorization. All diabetes related services are provided in
accordance with State law. For diabetes related services, please refer to the Diabetes Services
Section. You may be responsible for the resulting charge except in cases of emergency.

What is Prior Authorization?

Prior Authorization is a clinical evaluation process to determine if the requested Healthcare
Service is Medically Necessary, a Covered Benefit, and if it is being delivered in the most
appropriate healthcare setting. Our Medical Director or other clinical professional will review the
requested Healthcare Service in consultations with your medical provider, and if it meets our
requirements for Coverage and Medical Necessity, it is Authorized or Certified (approved)
before those services are provided.

The Prior Authorization process and requirements are regularly reviewed and updated based on
various factors including evidence-based practice guidelines, medical trends,
Practitioner/Provider participation, state and federal regulations, and our policies and procedures.

A Prior Authorization will specify the length of time for which the Authorization is valid,
which in no event shall be for more than 24 months. You may revoke an Authorization at any
time.

A consumer or customer who is the subject of nonpublic personal information may revoke an
authorization provided pursuant to this rule at any time, subject to the rights of an individual who
acted in reliance on the authorization prior to notice of the revocation.

Prior Authorization when In-network

When you seek specific Covered Services from In-network Practitioners/Providers, our In-
network Practitioner/Provider is responsible for obtaining Prior Authorization from us before
providing the Covered Services, except for Emergency Care. You will not be liable for charges
resulting from the In-network Practitioner’s/Provider’s failure to obtain the required Prior
Authorization.
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Prior Authorization when Out-of-network

When you seek specific Covered Services from an Out-of-network Practitioner/Provider
(including National PPO Providers), you are responsible for obtaining Prior Authorization
from us before receiving the Out-of-network Services. If Prior Authorization (Certification) is
not obtained when required, then we may not Cover the services and you may be
responsible for the resulting charge. You may have your Out-of-network Practitioner/Provider
contact us on your behalf in order to provide necessary clinical information, but it is not the Out-
of-network Practitioner/Provider’s responsibility to obtain Prior Authorization.

If you need to obtain Prior Authorization for Out-of-network Services, please call
@ our Presbyterian Customer Service Center, as soon as possible before services are
Call PCSC provided, Monday through Friday from 7 a.m. to 6 p.m. at (505) 923-6980 or
1-800-923-6980. Hearing impaired users may call TTY 711. You may also visit our
website at www.phs.org.

Services That Require Prior Authorization In or Out-of-Network

Prior Authorization is required for Inpatient admissions, and all services related to the inpatient
admission before you receive these services In-network or Out-of-network from any
Practitioner/Provider, Healthcare Facility or other Healthcare Professional. Our network of
Practitioners/Providers will obtain Prior Authorization for you when you receive care In-
network. You are responsible for obtaining Prior Authorization before you receive care Out-of-
network, except for Emergency Care. Presbyterian Insurance Company will provide material that
contains in a clear, conspicuous and readily understandable form, a full and fair disclosure of the
plan’s benefits, limitations, exclusions, conditions of eligibility and prior authorization
requirements, within a reasonable time after enrollment and at subsequent periodic times as
appropriate.

The following services and supplies require Prior Authorization In-network and
% Out-of-network. Refer to the Benefits Section for detailed information about these
Refer to... services.

Note: Due to the ever-changing nature of healthcare services, updates are made to
@ the list from time-to-time throughout the year. For access to the most current list,
you may contact customer service, Monday through Friday from 7 a.m. to 6 p.m.
Call PCSC at (505) 923-6980 or 1-800-923-6980. Hearing impaired users may call TTY 711.
You may also visit our website at www.phs.org.

Acute Medical Detoxification

All Hospital admissions, Inpatient non-emergent

Applied Behavior Analysis

Bariatric Services and Surgery for the treatment of obesity
Clinical Trials (Investigational/Experimental)
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Certified Hospice Care
Computed Axial Tomography (CAT) scans in an outpatient setting
Durable Medical Equipment
Electroconvulsive Therapy (ECT)
Epidural Injections for Back Pain
Foot Orthotics
Gender Conformation Surgery
Genetic/Genomic Testing
Home Health Care Services/Home Health Intravenous Drugs
Hyperbaric Oxygen
Injectable Drugs, (includes Specialty Medications and Medical Drugs)
Magnetic Resonance Imaging (MRI) in an outpatient setting
Mental Health services - Inpatient, Partial Hospitalization and select
outpatient services
Mobile Cardiac Outpatient Telemetry and Real Time Continuous Attended
Cardiac Monitoring Systems
Newborn Delivery and Hospital Obstetrical services
Non-emergency care when traveling outside the U.S.
Nutritional Supplements
Observation Services greater than 24 hours
Organ transplants/Transplant Services
Orthotics
Positron Emission Tomography (PET) scans in an outpatient setting
Prescription Drugs/Medications
Prosthetic Devices
Proton Beam Irradiation
Reconstructive and potentially cosmetic procedures
Selected Surgical/Diagnostic procedures

o Blepharoplasty/Brow Ptosis Surgery
Breast Reconstruction following Mastectomy
Breast reduction for gynecomastia
Cholecystectomy by Laparoscopy
Endoscopy Nasal/Sinus balloon dilation
Hysterectomy
Lumbar/Cervical Spine Surgery
Meniscus Implant and Allograft/Meniscus Transplant
Panniculectomy
Rhinoplasty
Tonsillectomy
Total Ankle Replacement
Total Hip Replacement

o Total Knee Replacement

e Skilled Nursing Facility care

0O O OO0 OO OO0 OO OO 0O Oo
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e Special Inpatient services for - example, private room and board and/or
special duty nursing

Special Medical Foods

Substance Use Disorder services, Inpatient
Temporo/Craniomandibular Joint Disorders (TMJ/CMJ)

Transcranial Magnetic Stimulation

Virtual Colonoscopy

e Wireless Capsule Endoscopy

Authorizing Inpatient Hospital Admission following an Emergency

You do not need to get Prior Authorization when you receive Emergency

P Healthcare Services. If you are admitted as an Inpatient to the Hospital following
your Emergency Healthcare Services, your Practitioner/Provider or you should
jmeortant - contact us as soon as possible.

e FEligibility and benefits are based on the date you received the services, not the
date you received Prior Authorization.

e Ifyou lose Coverage under this plan, services received after Coverage ends
will not be Covered, even if we provided Prior Authorization.

Prior Authorization Decisions — Non-Emergency

We will evaluate non-emergent Prior Authorization requests and advise you and your
Practitioner/Provider of our decision within seven working days after receiving all needed
information.

Prior Authorization Decision — Expedited (Accelerated)

If your medical condition requires that we make a Prior Authorization decision quickly, we
will notify you and your Practitioner/Provider of an expedited decision, within 24 hours of our
receipt of the written or verbal request for an expedited decision.

Prior Authorization Review — Initial Adverse Determination

If we do not approve the Prior Authorization request (Adverse Determination) we will notify
you and your Practitioner/Provider by telephone (or as required by your medical situation) within
24 hours of making our decision.

We will also notify you and your Practitioner/Provider of the Adverse Determination by written
or electronic communication sent within one working day of a telephone notice. Our notice will
include:
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e Reasons for a Medical Necessity denial including why the requested healthcare service is
not Medically Necessary.

e The reason for a denial based on lack of coverage and a reference to all healthcare plan
provisions on which the denial is based and a clear and complete explanation of why the
Healthcare Service is not Covered.

e An explanation of how you may request our internal review of our Adverse
Determination including any forms that must be used and completed.

Please see the Complaints, Grievances and Appeals Section for information
|| ?ﬂ regarding how to request an internal review of any Adverse Determinations that we

make.
Refer to...
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Benefits

This Healthcare Benefit Plan offers Coverage for a wide range of Healthcare Services. This
Section gives you the details about your benefits, Prior Authorization and other
requirements, Limitations and Exclusions.

Specifically Covered

This Healthcare Benefit Plan helps pay for healthcare expenses that are Medically Necessary and
Specifically Covered in this Agreement. Specifically Covered means only those Healthcare
Benefits that are expressly listed and described in the Benefits Section of the
Agreement. In addition, you should refer to the Exclusions Section that lists
= services that are not Covered under your Healthcare Benefit Plan. All other benefits
H} and services not specifically listed as Covered in the Benefits Section shall be
Referto.. excluded, except for Clinical Preventive Health Services and except as required
by state or federal law.

There are no annual or lifetime limits on the dollar value of essential health benefits, as defined
under the Affordable Care Act. Presbyterian Insurance Company will not deny or limit coverage,
deny or limit coverage of a claim, or impose additional cost-sharing or other limitations or
restrictions on coverage, for any health services that are ordinarily or exclusively available to
individuals of one sex, to a transgender individual based on the fact that an individual’s sex
assigned at birth, gender identity, or gender otherwise recorded is different from the one to which
such health services are ordinarily or exclusively available.

We determine whether a Healthcare Service or supply is a specifically Covered Benefit. The fact
that a Practitioner/Provider has prescribed, ordered, recommended, or approved a Healthcare
Service or supply does not guarantee that it is a Covered Benefit even if it is not listed as an
Exclusion.

Specifically, Covered Benefits are subject to the Limitations, Exclusions, Prior Authorization
and other provisions of this Agreement.

Medical Necessity

This Healthcare Benefit Plan helps pay for healthcare expenses that are Medically Necessary and
specifically Covered in this Agreement.

Medical Necessity or Medically Necessary means Healthcare Services determined by a
Practitioner/Provider, in consultation with Presbyterian Insurance Company, Inc. (PIC), to be
appropriate or necessary, according to any applicable generally accepted principles and practices
of good medical care or practice guidelines developed by the federal government, national or
professional medical societies, boards and associations, or any applicable clinical protocols or
practice guidelines we developed consistent with such federal, national, and professional practice
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guidelines, for the diagnosis or direct care and treatment of a physical, behavioral or mental
health condition, illness, injury, or disease.

devices are not Covered. This does not include Clinical Trials. Please refer to

@ Experimental or Investigational drugs, medicines, treatments, procedures, or
Clinical Trials in the Benefit Section of this Agreement.

Exclusion

Care Coordination and Case Management

Care Coordination and Case Management are provided by our Care Coordination department
which is staffed with registered nurses, social workers, health educators, behavioral health
specialists and non-licensed care coordinators that coordinate Covered and non-Covered
Healthcare Services for you when you have ongoing or complex diagnoses.

The role of the care coordinator/case manager is to support and educate you and other Members,
so that you are able to make informed healthcare decisions. Our ongoing communication and
visits to you and to other Members who may have a chronic illness can trigger prompt
intervention and help in the prevention of avoidable episodes of illness. We are committed to the
personal service that care management provides to you when you are in need.

When you are in the Hospital, our care coordinators/case managers work with the Hospital, their
discharge planners and your Practitioners to make sure you get the appropriate level of care and
to coordinate your care after you leave the Hospital.

Disease management health coaches work with you to help you better manage your chronic
disease, such as Asthma, Coronary Artery Disease, Diabetes. Care is focused on helping you
gain a better understanding of your condition, establish self-management goals, and assist you in
making lifestyle modifications.

PresRN

Presbyterian Insurance Company Members have access to PresRN, a nurse advice line available
24 hours a day, seven days a week, including holidays. PresRN is a no-cost service for
Presbyterian Insurance Company Members. Please call at (505) 923-5570 or 1-866-221-9679.

Health Management Programs

Members have access to resources that support personal health management including online
tools, print materials and programs or services to help enhance quality of life in three areas:
Staying healthy, preventing illness and living with a chronic condition. We help you reach
optimum health through educational tools (such as those available on the myPRES Member
Portal). Preventive Health Guidelines (such as Mammography and childhood immunizations) as
well as with disease management for conditions such as Asthma, Coronary Artery Disease,
Diabetes, and/or hypertension.
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If you would like more information about these services visit
@ https://www.phs.org/tools-resources/member/Pages/default.aspx. Members can
also call our Presbyterian Customer Service Center at (505) 923-6980 or
Call PCSC 1-800-923-6980, Monday through Friday from 7 a.m. to 6 p.m. Hearing impaired
users may call TTY 711.

Covered Benefits

Accidental Injury (Trauma), Urgent Care, Emergency Healthcare Services, and
Observation Services

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

Urgent Care

Urgent Care is Medically Necessary medical or surgical procedures, treatments, or Healthcare
Services you receive in an Urgent Care Center or in a Practitioner’s/Provider’s office for an
unforeseen condition due to illness or injury. Urgent conditions are not life-threatening but
require prompt medical attention to prevent a serious deterioration in your health.

If you believe the condition to be treated is life threatening, you should seek Emergency
Healthcare Services as outlined below.

Emergency Healthcare Services

This Agreement covers acute Emergency Healthcare Services 24 hours per day, seven days per
week, when those services are needed immediately to prevent jeopardy to your health. If
Emergency Healthcare Services are administered by either an In-network or Out-of-network
Practitioner/Provider, benefits for the initial treatment are paid at the In-network benefit level.

If you, as a result of Emergency Healthcare Services, are admitted to an Out-of-network
Hospital, you may choose to be transferred to a Hospital that is in our Practitioner/Provider PPO
network (In-network). You must be medically stable and able to be safely
— transferred. Refer to Ambulance Services in the Summary of Benefits and
_r'} Coverage for the required Cost Sharing for inter-facility transportation costs. If you
Refer to... choose to remain at an Out-of-network Hospital after you are medically stable and
able to be safely transferred, Out-of-network benefits will apply.

We will provide reimbursement when you receive healthcare procedures, treatments or services
delivered after the sudden onset of what reasonably appears to be a medical condition that
manifests itself by symptoms of sufficient severity, including severe pain, that the absence of
immediate medical attention could reasonably be expected by a reasonable layperson to result in:
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e Jeopardy to the person’s health

e Serious impairment of bodily functions

e Serious dysfunction of any bodily organ or part
e Disfigurement to the person

(T—h Prior Authorization is not required for Emergency Healthcare Services. If you are
admitted as an Inpatient to the Hospital, you or your Practitioner needs to notify us
Timeframe within 48 hours so we can review your Hospital stay.
Applies

For Emergency Healthcare Services outside of our Service Area, you may seek Emergency
Healthcare Services from the nearest appropriate facility where Emergency Healthcare Services
can be rendered. These services will be Covered as In-network services. Non-emergent follow-
up care received from an Out-of-network Practitioner/Provider is Covered at the Out-of-network
level of benefits.

Observation Services

Observation services are defined as Outpatient services furnished by a Hospital and
Practitioner/Provider on the Hospital’s premises. These services may include the use of a bed
and periodic monitoring by a Hospital’s nursing staff which are reasonable and necessary to:

e Evaluate an outpatient’s condition
e Determine the need for a possible admission to the Hospital
e  When rapid improvement of the patient’s condition is anticipated or occurs

When a Hospital places a patient under Outpatient Observation, it is based upon the
Practitioner’s/Provider’s written order. To transition from Observation to an

..I..l Inpatient admission, our level of care criteria must be met. The length of time spent
v P 4 in the Hospital is not the sole factor determining Observation versus Inpatient stays.
Prior Auth. Medical criteria will also be considered. Observation Services for greater than 24
Required hours will require Prior Authorization. It is the responsibility of the facility to
notify us.

- All Accidental Injury (trauma), Urgent Care, Emergency Healthcare Services, and
:r'} Observation Services whether provided within or outside of our Service Area are
Refer to... subject to the Limitations listed in the Limitations Section and the Exclusions
listed in the Exclusions Section.
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Ambulance Services

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

The following types of Ambulance Services are Covered:

e Emergency Ambulance Services
e High-Risk Ambulance Services
e Inter-facility Transfer services

Emergency Ambulance Services are defined as ground or air Ambulance Services delivered to
a Member who requires Emergency Healthcare Services under circumstances that would lead a
Reasonable/Prudent Layperson acting in good faith to believe that transportation in any other
vehicle would endanger your health. Emergency Ambulance Services are Covered only under
the following circumstances:

e For transportation to the nearest appropriate facility where Emergency medical
Healthcare Services and treatment can be rendered. Such services must be provided by a
licensed Ambulance Service, in a vehicle that is equipped and staffed with life-sustaining
equipment and personnel.

e We will not pay more for air Ambulance Services than we would have paid for ground
Ambulance Services over the same distance unless your condition renders the utilization
of such ground transportation services medically inappropriate.

e In determining whether you acted in good faith as a Reasonable/Prudent Layperson when
obtaining Emergency Ambulance Services, we will take the following factors into
consideration:

o Whether you required Emergency Healthcare Services, as defined above

o The presenting symptoms

o Whether a Reasonable/Prudent Layperson who possesses average knowledge of
health and medicine would have believed that transportation in any other vehicle
would have endangered your health

o Whether you were advised to seek an Ambulance Service by your
Practitioner/Provider or by our staff. Any such advice will result in
reimbursement for all Medically Necessary services rendered, unless otherwise
limited or excluded under this Agreement

o Ground or air Ambulance Services to any Level I or II or other appropriately
designated trauma/burn center according to established emergency medical
services triage and treatment protocols

Ambulance Service (ground or air) to the coroner’s office or to a mortuary is not Covered, unless
the Ambulance had been dispatched prior to the pronouncement of death by an individual
authorized under state law to make such pronouncements.
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High-Risk Ambulance Services are defined as Ambulance Services that are:

e Non-emergency
e Medically Necessary for transporting a high-risk patient
e Prescribed by your Practitioner/Provider

Coverage for High-Risk Ambulance Services is limited to:

e Air Ambulance Service when Medically Necessary. However, we will not pay more for
air Ambulance Service than we would have paid for transportation over the same distance
by ground Ambulance Services, unless your condition renders the utilization of such
ground Ambulance Services medically inappropriate.

e Maternity/Neonatal Ambulance Services, including ground or air Ambulance Service to
the nearest Tertiary Care Facility is limited to:

o The medically high-risk pregnant woman with an impeding delivery of a
potentially viable infant.
o When necessary to protect the life of a newborn.

e Ground or air Ambulance Services to any Level I or II or other appropriately designated
trauma/burn center according to established emergency medical services triage and
treatment protocols.

Inter-facility Transfer Ambulance Services are defined as ground or air Ambulance Service
between Hospitals, Skilled Nursing Facilities or diagnostic facilities. Inter-facility transfer
services are Covered only if they are:

e Medically Necessary

e Prescribed by your Practitioner/Provider

e Provided by a licensed Ambulance Service in a vehicle which is equipped and staffed
with life-sustaining equipment and personnel

Bariatric Surgery

Surgical treatment of morbid obesity (bariatric surgery) is Covered only if it is Medically
Necessary as defined in this Agreement.

Bariatric surgery is Covered for patients with a Body Mass Index (BMI) of 35 kg/m? or greater
who are at high risk for increased morbidity due to specific obesity related co-morbid medical
conditions; and Prior Authorization is required and services must be performed at
an In-network facility that is designated by Presbyterian Insurance Company, and
E} designated as an accredited bariatric surgery center by the American Society of

i auh.  Metabolic and Bariatric Surgery/American College of Surgeons.
Required
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Clinical Trials

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

If you are a qualified individual participating in an approved Clinical Trial, you may receive
coverage for certain routine patient care costs incurred in the trial.

A qualified individual is someone who is eligible to participate in an approved Clinical Trial
according to the trial protocol with respect the treatment of cancer or another life-threatening
disease or condition; and either (1) the referring healthcare professional is a participating
provider and has concluded that participation in the clinical trial would be appropriate; or (2) the
participant or beneficiary provides medical and scientific information establishing that the
individual's participation would be appropriate.

An approved Clinical Trial is a phase I, phase II, phase III, or phase IV clinical trial that is
conducted in relation to the prevention, detection, or treatment of cancer or another life-
threatening disease or condition and is:

1. Conducted under an investigational new drug application reviewed by the Food and Drug
Administration,;

2. A drug trial that is exempt from having such an investigational new drug application; OR

3. Is approved or funded (which may include funding through in-kind contributions) by one
or more of the following:

The National Institutes of Health;

The Centers for Disease Control and Prevention;

The Agency for Healthcare Research and Quality;

The Centers for Medicare & Medicaid Services;

A cooperative group or center of any of the entities described in clauses (a)

through (d) or the Department of Defense or the Department of Veterans Affairs;

A qualified non-governmental research entity identified in the guidelines issued

by the National Institutes of Health for center support grants; OR

g. The Department of Veterans Affairs, the Department of Defense, or the
Department of Energy, if the Secretary of Health and Human Services determines
that the study has been reviewed and approved through a system of peer review
that (i) is comparable to the system of peer review of studies and investigations
used by the National Institutes of Health and (ii) assures unbiased review of the
heist scientific standards by qualified individuals who have no interest in the
outcome of the review.

o0 o

lmz)

Routine patient care costs that are covered are items or services that would be covered for a
member or beneficiary who is not enrolled in a clinical trial. All applicable plan limitations for
coverage of Out-of-network care will still apply to routine patient costs in clinical trials.
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Routine patient care costs do not include:

The actual clinical trial or the investigational service itself;

Cost of data collection and record keeping that would not be required but for the clinical
trial; Items and services provided by the clinical trial sponsor without charge;

Travel, lodging, and per diem expenses;

A service that is clearly inconsistent with widely accepted and established standards for a
particular diagnosis; and

Any other services provided to clinical trial participants that are necessary only to satisfy
the data collections needs of the clinical trial.

If the benefits for services provided in the trial are denied, you may contact the Superintendent of
Insurance for an expedited appeal.

Certified Hospice Care

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

Benefits for Inpatient and in-home Hospice services are Covered if you are terminally ill.
Services must be provided by an approved Hospice program during a Hospice benefit period and
will not be Covered to the extent that they duplicate other Covered Services available to you.
Benefits that are provided for by a Hospice or other facility require Prior Authorization.

The Hospice benefit period is defined as follows:

Beginning on the date your Practitioner/Provider certifies that you are terminally ill with
a life expectancy of six months or less.

If you require an extension of the Hospice benefit period, the Hospice must provide a
new treatment plan and your Practitioner/Provider must re-authorize your medical
condition to us.

You must be a Covered Member throughout your Hospice benefit period.

The following services are Covered:

Inpatient Hospice care

Practitioner/Provider visits by Certified Hospice Practitioner/Providers

Home Health Care Services by approved home health care personnel

Physical therapy

Medical supplies

Prescription Drugs and Medication for the pain and discomfort specifically related to the
terminal illness

Medical transportation
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Respite care (care that provides a relief for the caregiver) for a period not to exceed five
continuous days for every 60 days of Hospice care. No more than two respite care stays
will be available during a Hospice benefit period.

Clinical Preventive Health Services

[_T_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

=

Refer to...

We will provide Coverage for Clinical Preventive Health Services without any Cost
Sharing if you receive these services from our In-network Practitioners/Providers. If
you receive these services from Out-of-network Practitioners/Providers you are
responsible for the Out-of-network level Cost Sharing amounts. Refer to your
Summary of Benefits and Coverage for Out-of-network Cost Sharing amounts.

We will provide Coverage for preventive benefits, as defined by the Affordable Care Act (ACA),

ifyour

eceive these services from our In-network Practitioners/Providers, without Cost Sharing

regardless of sex assigned at birth, gender identity, or gender of the individual.

Clinical Preventive Health Services Coverage is provided for services under four broad

categories:
e Screening and Counseling Services
e Routine Immunizations
e Childhood Preventive Services
e Preventive Services for Women

Screening and Counseling Services

Screeni

ngs and counseling services will provide coverage for evidence-based services that have a

rating of A or B in the current recommendations of the U.S. Preventive Services Task Force
(USPSTF) for individuals in certain age groups or based on risk factors. Key screenings include

but are

not limited to:

Abdominal aortic aneurism screening for men ages 65 to 75 years old with a history of
smoking

Abdominal blood glucose and type 2 diabetes mellitus screening for adults ages 40 to 70
years old who are overweight or obese

Counseling for HIV, sexually transmitted infections and domestic violence and abuse
Falls prevention screening for adults age 65 and older

Hepatitis B screenings for persons at high risk of infection

Hepatitis C screenings for adults age 18 to 79 years old

Latent tuberculosis screening for high risk populations
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Lung cancer screenings for ages 55 to 80 with a history of smoking
Preventive Physical Examinations
Health appraisal exams, laboratory and radiological tests, and early detection procedures
for the purpose of a routine physical exam
Periodic tests to determine metabolic, blood hemoglobin, blood pressure, blood glucose
level, and blood cholesterol level, or alternatively, a fractionated cholesterol level
including a Low-Density Lipoprotein (LDL) level and a High-Density Lipoprotein
(HDL) level
Periodic stool examination for the presence of blood for all persons 40 years of age or
older
One baseline mammogram to persons of age 35 through 39, one mammogram biennially
to persons age 40 through 49, and one mammogram annually to persons age 50 and over
Colorectal cancer screening in accordance with the evidence-based recommendations
established by the United States Preventive Services Task Force for determining the
presence of pre-cancerous or cancerous conditions and other health problems including:

o Fecal occult blood testing (FOBT)

o Flexible Sigmoidoscopy E"|

o Colonoscopy, including anesthesia services and polyp removal - 4

when performed as a screening procedure Prior Auth.

Required
o Virtual Colonoscopy - Requires Prior Authorization -
o Double contrast barium enema
Smoking Cessation Program - Refer to Smoking Cessation
Counseling/Program in this Section. —
Screening to determine the need for vision and hearing correction _r'}
Syphilis infection screening in persons who are at an increased risk for Refer to...

infection and pregnant women

Preventive screening services including screening for depression,

diabetes, cholesterol, obesity, various cancers, HIV and sexually transmitted infections
and counseling, as well as counseling for drug and Tobacco use, healthy eating and other
common health concerns.

Health education and consultation from Practitioners/Providers to discuss lifestyle
behaviors that promote health and well-being including, but not limited to, the
consequences of Tobacco use, and/or smoking control, nutrition and diet
recommendations, and exercise plans. For Members 19 years of age or older, health
education also includes information related to lower back protection, immunization
practices, breast self-examination, testicular self-examination, use of seat belts in motor
vehicles and other preventive healthcare practices.

Certain prescription drugs for preventive care, the treatment of mental illness, behavioral
health, or substance use disorders will be Covered at No Charge to you, when obtained
from a participating pharmacy. See your Plan’s Covered drug list for details.

Routine Immunizations

Routine Immunization includes Coverage for Adult and Child Immunizations (shots or
vaccines), in accordance with the recommendations of:
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The Advisory Committee on Immunization Practices Centers for Disease Control and
Prevention
The U.S. Preventive Services Task Force (USPSTF)

o HPV Vaccine coverage for the Human Papillomavirus as approved by the United
States Food and Drug Administration (FDA) and in accordance with all
applicable federal and state requirements and the guidelines established by the
Advisory Committee on Immunization Practices (ACIP).

Childhood Preventive Health Services

Childhood Preventive Health Services includes Coverage for Well-Child Care in accordance
with the recommendations of the U.S. Preventive Services Task Force (USPSTF).

With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for the comprehensive guidelines supported by the Health Resources and
Services Administration (HRSA). Key preventive care includes:

Health appraisal exams, laboratory and radiological tests, and early detection procedures
for the purpose of a routine physical exam or as required for participation in sports,
school, or camp activities.

Hearing and Vision screening for correction. This does not include routine eye exams or
Eye Vision and Hearing screening to determine Refractions performed by eye care
specialists. One Eye Refraction per Contract Year is Covered for children under age six
when Medically Necessary to aid in the diagnosis of certain eye diseases.

Pediatric Vision — Please refer to the Rider at the end of this Agreement =

for benefit coverage and details. _r'}
Prophylactic ocular topical medications for all newborns to prevent Refer to...
gonococcal ophthalmia neonatorum

Behavioral Assessments

Screening for Alcohol and drug use, anemia, blood pressure, congenital hypothyroidism,
depression, developmental development and surveillance, dyslipidemia,
hematocrit/hemoglobin or sickle cell, lead, obesity, oral health, sexuality transmitted
infections, newborn screening for Phenylketonuria (PKU), other genetic inborn errors in
metabolism, and Tuberculin testing.

Skin cancer prevention behavioral counseling

Counseling from Practitioners/Providers to discuss lifestyle behaviors that promote health
and well-being including, but not limited to, the consequences of Tobacco use, and/or
smoking control, nutrition and diet recommendations, and exercise plans. For Members
under 19 years of age, this includes (as deemed appropriate by the Member’s
Practitioner/Provider or as requested by the parents or legal guardian) education
information on Alcohol and Substance Use Disorder, sexually transmitted infections, and
contraception.

Preventive benefits, as defined by the Affordable Care Act (ACA) for all recommended
preventive services, including services related to pregnancy, preconception and prenatal
care.
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Preventive Health Services for Women

Preventive Services for Women include all Clinical Preventive Health Services discussed in this
Benefits Section and those specific to Women:

Well-woman visits to include adult and female-specific screenings and preventive
benefits
Breastfeeding comprehensive support, supplies and counseling from trained providers, as
well as access to breastfeeding supplies, for pregnant and nursing women are covered for
1 year after delivery.
Cervical cancer screening for women ages 21 to 65 years old
Chlamydia and gonorrhea screenings for sexually active women ages 24 years or
younger and for older women at increased risk for infection
Contraception: Food and Drug Administration-approved contraceptive methods,
sterilization procedures, and patient education and counseling, not including abortifacient
drugs. Coverage for contraception is not subject to cost-sharing, utilization review, prior
authorization, step-therapy requirements, or any other restrictions or delays on coverage.
o Methods of preferred generic oral contraceptives, injectable contraceptives or
contraceptive devices. For a complete list of these preferred products, please see
the Presbyterian Pharmacy website at
http://docs.phs.org/idc/groups/public/@phs/@php/documents/phscontent/pel
_00143765.pdf.
o Coverage of a six-month supply of contraceptives at one time, provided that the
contraceptives are prescribed and self-administered.

Counseling for HIV, sexually transmitted infections and domestic violence and abuse.
Counseling interventions for pregnant and postpartum persons who are at an increased
risk of perinatal depression

Cytological Screening (PAP Smear) and Human Papillomavirus (HPV) screening to
determine the presence of precancerous or cancerous conditions and other health
problems. Coverage includes persons 18 years of age or older and for women who are at
risk of cancer or other health conditions that can be identified through Cytological
Screening.

Domestic and interpersonal violence screening and counseling for all women.
Gestational diabetes screening for women 24 to 28 weeks pregnant and those at high risk
of developing gestational diabetes.

Human Immunodeficiency Virus (HIV) screening and counseling for sexually active and
pregnant women. For pregnant women, the screening will be covered at any point of the
pregnancy, even those who present in labor with an unknown status

Human Papillomavirus (HPV) DNA Test: High risk HPV DNA testing every three years
for women with normal cytology results who are 30 or older.

HPV Vaccine coverage for the Human Papillomavirus as approved by the United States
Food and Drug Administration (FDA) and in accordance with all applicable federal and
state requirements and the guidelines established by the Advisory Committee on
Immunization Practices (ACIP).
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e Preeclampsia screenings in pregnant women throughout pregnancy

e Mammography Coverage for low-dose screening mammograms to determine the
presence of breast cancer. Coverage includes but is not limited to, one baseline
mammogram to persons age 35 through 39, one mammogram biennially to persons age
40-49 and one mammogram annually to persons age 50 and over.

e Screenings and Counseling for pregnant women including screenings for anemia,
bacteriuria, Hepatitis B, and Rh incompatibility and breastfeeding counseling.

e Sexually Transmitted Infections (STI) counseling for sexually active women.

e Sterilization services for women only. Other services, performed during
the procedure, are subject to deductible and coinsurance as outlined in =
your Summary of Benefits and Coverage. fJ}

Refer to...

You can obtain additional information about Women’s Preventive Services
recommendations and guidelines on the HealthCare.gov website at
https://www.healthcare.gov/preventive-care-women/.

Complementary Therapies

[_Tl_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

Acupuncture

Acupuncture is treatment by means of inserting needles into the body to reduce pain or to induce
anesthesia. It may also be used for other diagnoses as determined appropriate by your
Practitioner/Provider.

It is recommended that Acupuncture be part of a coordinated plan of care approved
16 by your Practitioner/Provider.
pportant — Acupuncture services are limited to 20 visits per Contract Year unless for
rehabilitative or habilitative purposes.

Acupuncture services must be provided by an appropriately licensed and credentialed healthcare
provider (i.e. a doctor of Oriental Medicine).

Chiropractic Services

Chiropractic services are available for specific medical conditions and are not available for
maintenance therapy such as routine adjustments. Chiropractic services are subject to the
following:
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e The Practitioner/Provider determines in advance that Chiropractic treatment can be
expected to result in Significant Improvement in your condition within a period of two
months.

e Chiropractic treatment is specifically limited to treatment by means of manual
manipulation; i.e., by use of hands, and other methods of treatment approved by us
including, but not limited to, ultrasound therapy.

e Subluxation must be documented by Chiropractic examination and documented in the
chiropractic record. We do not require Radiologic (X-ray) demonstration of Subluxation
for Chiropractic treatment.

e Chiropractic X-rays are only Covered when performed by a Chiropractor, unless
clinically relevant X-rays already exist.

Chiropractic services are limited to 20 visits per Contract Year unless for
rehabilitative or habilitative purposes.

(1

Important
Information

Biofeedback

Biofeedback is only Covered for treatment of Raynaud’s disease or phenomenon
[ g and urinary or fecal incontinence.

Important
Information

COVID-19

As a Presbyterian Insurance Company member, there will be no cost to you for anything related
to COVID-19 screening, testing, medical treatment, or vaccination. You will not pay Copays,
Deductibles or Coinsurance for visits related to COVID-19, whether at a clinic, Hospital or using
remote care. If you are on a high deductible plan (HDHP), these services will also be provided to
you at no cost.

Dental Services (Limited)

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

Dental benefits will be provided in connection with the following conditions when deemed
Medically Necessary except in an emergency situation as described in the Accidental Injury
(trauma), Urgent Care, Emergency Healthcare Services and Observation Services Section.
Covered Services are as follows:
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e Accidental Injury to sound natural teeth, jawbones or surrounding tissue. Dental injury
caused by chewing, biting, or Malocclusion is not considered an Accidental Injury
and will not be Covered.

e The correction of non-dental physiological conditions such as, but not limited to, cleft
palate repair that has resulted in a severe functional impairment.

e The treatment for tumors and cysts requiring pathological examination of the jaws,
cheeks, lips, tongue, roof and floor of the mouth.

e Hospitalization, day surgery, Outpatient and/or anesthesia for non-
Covered dental services, are Covered, if provided in a Hospital or D
ambulatory surgical center for dental surgery, with our approval of a Prior Auth.
Prior Authorization request. Plan benefits for these services include Required
coverage:

o For Members who exhibit physical, intellectual or medically compromising
conditions for which dental treatment under local anesthesia, with or without
additional adjunctive techniques and modalities cannot be expected to provide a
successful result and for which dental treatment under general anesthesia can be
expected to produce superior results.

o For Members for whom local anesthesia is ineffective because of acute infection,
anatomic variation or allergy.

o For Covered Dependent children or adolescents who are extremely uncooperative,
fearful, anxious, or uncommunicative with dental needs of such magnitude that
treatment should not be postponed or deferred and for whom lack of treatment can
be expected to result in dental or oral pain or infection, loss of teeth or other
increased oral or dental morbidity.

o For Members with extensive oral-facial or dental trauma for which treatment
under local anesthesia would be ineffective or compromised.

o For other procedures for which Hospitalization or general anesthesia in a Hospital
or ambulatory surgical center is Medically Necessary.

e Oral surgery that is Medically Necessary to treat infections or abscess of the teeth that
involved the fascia or have spread beyond the dental space.

e Removal of infected teeth in preparation for an Organ transplant, joint replacement
surgery or radiation therapy of the head and neck.

e Temporo/Craniomandibular Joint Disorders (TMJ/CMJ)

o The surgical and non-surgical treatment of
Temporo/Craniomandibular Joint disorders (TMJ/CMJ) such as

arthroscopy, physical therapy, or the use of Orthotic Devices E.l
(TMJ splints) are subject to the same conditions, limitations, and S éﬁ .
require Prior Authorization as they apply to treatment of any Required
other joint in the body.
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Diabetes Services

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

Covered Benefits are provided if you have insulin dependent (Type I) diabetes, non-insulin
dependent (Type 2) diabetes, and elevated blood glucose levels induced by pregnancy
(gestational diabetes). We will guarantee Coverage for the equipment, appliances, Prescription
Drug/Medications, insulin or supplies that meet the United States Food and Drug Administration
(FDA) approval, and are the medically accepted standards for diabetes treatment, supplies and
education.

Diabetes Education (Limited)

The following benefits are available when received from a Practitioner/Provider who is approved
to provide diabetes education:

e Medically Necessary visits upon the diagnosis of diabetes

e Visits following a Practitioner/Provider diagnosis that represents a significant change in
condition or symptoms requiring changes in the patient’s self-management

e Visits when re-education or refresher training is prescribed by a healthcare
Practitioner/Provider with prescribing authority

e Telephonic visits with a Certified Diabetes Educator (CDE)

e Medical nutrition therapy related to diabetes management

Practitioners/Providers who are approved diabetes educators must be a registered, certified or
licensed Healthcare Professional with recent education in diabetes management.

Diabetes supplies and services

The following equipment, supplies, appliances, and services are Covered when prescribed by
your Practitioner/Provider and when obtained through the designated network Provider:

e Preferred Insulin pumps — Some services require Prior Authorization. Refer to your
Formulary for Preferred Insulin pumps

e Specialized monitors/meters for the legally blind

e Medically Necessary Covered Podiatric appliances for prevention of feet
complications associated with diabetes. Refer to the Durable Medical =
Equipment Benefits Section. _r'}

e Preferred Prescriptive diabetic oral agents for controlling blood sugar Refer to...
levels — Refer to your Formulary for Preferred agents at
https://docs.phs.org/idc/groups/public/documents/communication/pel _00236101.pdf

e Glucagon emergency Kkits
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Preferred Insulin - Refer to your Formulary for Preferred Insulin

Syringes

Injection aids, including those adaptable to meet the needs of the legally blind

Preferred Blood glucose monitors/meters — Refer to your Formulary for Preferred
monitors

Preferred Test strips for blood glucose monitors — Refer to your Formulary for Preferred
Test strips

Preferred Lancets and lancet devices

Preferred Continuous Glucose Monitoring (CGM) including system, sensor, and
transmitter. Some services require Prior Authorization. Refer to the Prior
Authorization Section for Prior Authorization requirements. Refer to your Formulary
for Preferred CGM.

Visual reading urine ketone strips

Diagnostic and Imaging Services (tests performed to determine if you have a medical
problem or to determine the status of any existing medical conditions)

Coverage is provided for Diagnostic Services when provided under the direction of
your Practitioner/Provider. Some services require Prior Authorization. Refer to the
Prior Authorization Section for Prior Authorization requirements.

Refer to...

Examples of Covered procedures include, but are not limited to, the following:

Computerized Axial Tomography (CAT) scans — requires Prior Authorization
Magnetic Resonance Angiogram (MRA) tests, Magnetic Resonance

Imaging (MRI) tests — require Prior Authorization E"l
Sleep disorder studies in home or facility k. : .
Bone density studies Required

Clinical laboratory tests
Gastrointestinal lab procedures
Pulmonary function tests
Radiology/X-ray services

Diagnostic service includes services like mammography, PAP Smears and colonoscopies that
are also considered Preventative and are provided to you at $0 Cost Sharing. Some services like
exploratory surgery, angiograms, imaging, or follow-up procedures to Preventative services can
also be diagnostic, but not Preventative and would apply the appropriate Cost Sharing (Copay,
Coinsurance) based on the service.
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Durable Medical Equipment, Orthotic Appliances, Prosthetic Devices, Repair and
Replacement of Durable Medical Equipment, Prosthetics and Orthotic Devices, Surgical
Dressing Benefit, Eyeglasses/Contact Lenses and Hearing Aids

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

Durable Medical Equipment

Durable Medical Equipment is equipment that is Medically Necessary for treatment of an illness
or Accidental Injury or to prevent further deterioration. This equipment is designed
E-l for repeated use, used for treatment of a medical condition or illness, and includes
oy 4 items such as oxygen equipment, functional wheelchairs, and crutches. Durable
'E’;’uf:';j- Medical Equipment may require Prior Authorization. Only Durable Medical
Equipment considered standard and/or basic as defined by nationally recognized
guidelines are Covered.

Orthotic Appliances

body function. Orthotic Appliances must be Medically Necessary and may require

Orthotic Appliances include braces and other external devices used to correct a
E)
Prior Authorization.

Prior Auth.
Required

Orthotic Appliances are subject to the following limitations:

e Foot Orthotics or shoe appliances are not Covered, except for our Members with diabetic
neuropathy or other significant neuropathy.
e Pre-fabricated knee-ankle-foot orthoses (KAFO) and ankle-foot orthoses (AFO) are
Covered for our Members in accordance with nationally recognized guidelines.
e (Covered Orthotic Appliances including:
o Podiatric appliances for prevention of feet complications associated with diabetes.

Prosthetic Devices

Standard Prosthetic Devices are artificial devices, which replace or augment a
E‘l missing or impaired part of the body. The purchase, fitting and necessary
o 4 adjustments of Prosthetic Devices and supplies that replace all or part of the
Prior Auth. . . . . .
Required function of a permanently inoperative or malfunctioning body part are Covered
when they replace a limb or other part of the body, after accidental or surgical
removal, congenital conditions and/or when the body’s growth necessitates replacement.
Prosthetic Devices must be Medically Necessary and may require Prior Authorization.
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Examples of Prosthetic Devices include, but are not limited to:

breast prostheses when required because of mastectomy and prophylactic mastectomy
artificial limbs

prosthetic eye

prosthodontic appliances

penile prosthesis

joint replacements

heart pacemakers

tracheostomy tubes and cochlear implants

Repair and Replacement of Durable Medical Equipment, Prosthetics and Orthotic Devices

Devices requires Prior Authorization, except when provided for diabetes related
piorauh.  Services. All diabetes related services are provided in accordance with State law.
Required Please refer to the Diabetes Services Section.

Repair and replacement of Durable Medical Equipment, Prosthetics and Orthotic
E)

Repair and replacement are Covered when Medically Necessary due to change in your condition,
wear or after the product’s normal life expectancy has been reached.

There are no limitations on the number of pacemakers or joint replacement hardware a member
can receive in a plan year but each replacement must be Medically Necessary. You are required
to pay the applicable Coinsurance with each replacement until you reach your out-of-pocket
maximum.

One-month rental of a wheelchair is Covered if you owned the wheelchair that is being repaired.
Surgical Dressing

Surgical dressings that require a Practitioner’s/Provider’s prescription, and cannot be purchased
over the counter, are Covered when Medically Necessary for the treatment of a wound caused
by, or treated by, a surgical procedure.

Gradient compression stockings are Covered for:

e Severe and persistent swollen and painful varicosities, or lymphedema/edema or venous
insufficiency not responsive to simple elevation.

e Venous stasis ulcers that have been treated by a Practitioner/Provider or other Healthcare
Professional requiring Medically Necessary debridement (wound cleaning).

Lymphedema wraps and garments prescribed under the direction of a lymphedema therapist are
Covered.
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Eyeglasses and Contact Lenses (Limited)
The following will only be Covered:

e Contact lenses are Covered for the correction of aphakia (those with no lens in the eye) or
keratoconus. This includes the Eye Refraction examination.

¢ One pair of standard (non-tinted) eyeglasses (or contact lenses if Medically Necessary) is
Covered within 12 months after cataract surgery or when related to Genetic Inborn Error
of Metabolism. This includes the Eye Refraction examination, lenses and standard
frames.

Hearing Aids

Hearing Aids and the evaluation for the fitting of Hearing Aids are Covered every 36 months per
hearing impaired ear. Refer to your Summary of Benefits and Coverage for your Cost Sharing
(Deductible, Coinsurance, and/or Copayment) amount. This shall include the fitting and
dispensing services, including ear molds as necessary to maintain optimal fit, as provided by an
In-network Practitioner/Provider licensed in New Mexico

Electroconvulsive Therapy (ECT)

E} Electroconvulsive Therapy (ECT) requires Prior Authorization.

Prior Auth.
Required

Employee Assistance Program (EAP)

As a Presbyterian Insurance Company Member, you and your enrolled dependents have access to
an Employee Assistance Program (EAP). EAP services include up to three employee assistance
visits per issue. They are provided by local licensed professionals at The Solutions Group, a
division of Presbyterian Healthcare Services. These services are short-term, confidential
counseling sessions and can include mediation services, Substance Use Disorder
assessments/referrals and other services. Please contact The Solutions Group at 1-866-254- 3555
or (505) 254-3555 if you have any questions regarding EAP covered services and benefits.

Epidural Injections for Back Pain

Ej Epidural corticosteroid injections are utilized in the treatment of disc-related
- 4

diseases. Epidural injections for back pain require Prior Authorization.
Prior Auth.
Required
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Family, Infant and Toddler (FIT) Program

Coverage for children, from birth up to age three under the Family, Infant and
Toddler Program (FIT) administered by the Department of Health, provided
- eligibility criteria are met, is provided for Medically Necessary early intervention
Important services provided as part of an individualized family service plan and delivered by
Information — certified and licensed personnel in accordance with state law. Benefits used under
this Section will not be applied to your Annual Contract Year Deductible or Annual
Out-of-Pocket Maximum.

Genetic Inborn Errors of Metabolism Disorders (IEM)

[_TI_@ This benefit has one or more exclusions as specified in the Exclusions Section.

Exclusion

Coverage is provided for diagnosing, monitoring, and controlling of disorders of
Genetic Inborn Errors of Metabolism (IEM) where there are standard methods of
[ treatment, when Medically Necessary and subject to the Limitations, Exclusions,
Important and Prior Authorization requirements listed in this Agreement. Medical services
Information — yrovided by licensed Healthcare Professionals, including Practitioners/Providers,
dieticians and nutritionists with specific training in managing Members diagnosed
with IEM are Covered.

Covered Services include:

Nutritional and medical assessment
Newborn Screening for Metabolic Diseases
Clinical services

Biochemical analysis =
Medical supplies H}
Prescription Drugs/Medications — Refer to Prescription

Drugs/Medications Section

e Corrective lenses for conditions related to Genetic Inborn Errors of Metabolism

¢ Nutritional management

e Special Medical Foods are dietary items that are specially processed and

prepared to use in the treatment of Genetic Inborn Errors of Metabolism
to compensate for the metabolic abnormality and to maintain adequate v P 4
nutritional status when we approve the Prior Authorization request and Prior Auth.

when provided under the on-going direction of a qualified and licensed Required

healthcare Practitioner/Provider team. This does not include coverage of
nutritional items/food supplements that are available over-the-counter and/or without
prescription.
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Refer to your Summary of Benefits and Coverage for applicable Cost Sharing
= amounts (office visit Copayments, Inpatient Hospital, outpatient facility,
_(J} Prescription Drug/Medications and other related Deductibles, Coinsurance and/or
Referte..— Copayments).

Genetic/Genomic Testing

Genetic/genomic test means an analysis of human DNA, RNA, chromosomes,
E] proteins, or metabolites, if the analysis detects genotypes, mutations, or
> 4 chromosomal changes. However, a genetic test does not include an analysis of
proteins or metabolites that is directly related to a manifested disease, disorder, or
pathological condition. Genetic testing is not used as a screening test. Accordingly,
a test to determine whether an individual has a BRCA1 or BRCA2 variant is a
genetic test. Similarly, a test to determine whether an individual has a genetic variant associated
with hereditary nonpolyposis colorectal cancer is a genetic test. However, an HIV test, complete
blood count, cholesterol test, liver function test, or test for the presence of alcohol or drugs is not
a genetic test. Genetic testing requires Prior Authorization.

Prior Auth.
Required

Gym Membership

As a Presbyterian Insurance Company Member, you and your enrolled dependents (age 18 and
older) have access to a designated list of participating national, regional and local fitness,
recreation, and community centers.

Participating fitness facilities are subject to change. Presbyterian Insurance Company is not
responsible for ensuring certain facilities remain part of the participating network.

Habilitative Services

Habilitative Services are healthcare services that help you keep, learn, or improve skills and
functioning for daily living. These services are Covered and may require Prior Authorization.
Examples include therap