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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 4 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.

» 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.

» 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.

o 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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This Helath 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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This Section lists services that are not Covered for certain Benefits in your Health Benefits
Plan. All other benefits and services not specifically listed as Covered in the Benefits Section
shall be Excluded Services except as required by state or federal law.

Accidental Injury (Trauma), Urgent Care, Emergency Healthcare Services, and
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Charges in Excess of Medicare Allowable Unreasonable..............cccccceuveeeneee. 90
Clothing or Other Protective DeVICeS ........eevvviiieiiieeeiiee et 90
Clinical Preventive Health Services........ccccoevcviiiiiiiiecciieeceeeeeeeee e 90
Complementary TRETapIes ........c.eeeveuiieiriiiieeiie et e 90
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Cosmetic Treatments, Devices, Orthotics, and Prescription Drugs/Medications

Costs for Extended Warranties and Premiums for Other Insurance Coverage 91
DeNtal SETVICES.....eiviiiieiieitieeiie ettt ettt et 91
DIADELES SEIVICES ..uveeuvieiieiieeiieeieeieette sttt ettt sttt e e s 91

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
N e P TRUTSRRPP 91
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Experimental or Investigational drugs, Diagnostic Genetic Testing, Medicines,

Treatments, Procedures, OF DEVICES........uuuuuuiuiiieiiieiiiiieieeeeeeeeeeeeeeereeeeeeeseeaeeeennes 93
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TTanSPlant SETVICES ...cccvieeeeeiieieiiieeceee ettt e e see e e e e e e e s rre e e saeeaeenns 99

Treatment While INCarcerated.......... e eeeeneeeeeeeeee e 100
WomEN’S HEAITNCATE ... ..o 100
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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.

NOLICE OF ClAIM ... e e 101
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In-network Practitioners/Providers ..........ccccooovveiimiiiiiiiiiiiieeiecieeeeeeeee e 101
Out-of-network Practitioners/Providers.......cccocuueeeeeiiiiiiiiciiiieieeeeeeeeeeeeeeen 102
Procedure for Reimbursement..............eevvviiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeee e 102
Services Received Outside the United States ........ocoovvvvvveeeeiiiiiiiiiiiiiieeeeeeee, 103
Claim Fraud.......oooooeiiieieeeeeeeeeeeeee et 103

Effects of Other Coverage .........ccoeeeccvcneecsccnneccscsnnrccssnencsscnseecseess 104

This Section explains how we will coordinate benefits hsould you have medical coverage
through another group Health Benefits Plan.fcxdg

Coordination of Benetits........ccceeecuiiiiiieiiieciieciiecieeee e 104
IMEAICATE ......eeeeeiieeeiee ettt e ettt e e et e e e tae e e sstaee e ssaeeesssaeeensnaeesnnseens 106
MEAICAIA.....eeiiiiieiiiecieeetee ettt e e et e e e eta e e aae e 106
Subrogation (Recovering Healthcare Expenses from Others)........................ 106

Summary of Health Insurance Grievance Procedures.................108
This Section explains how to file a Complaint, Grievance and Appeal

What types of decisions can be reviewed?.........cccoeeveeriienciieniiieniieeieee e 108
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Review of an Adverse DetermMINatiOnN ........eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeaeesesneeees 108
Review of an Administrative DECISTION «....u.eeveeeeeeeee e eeeeeeeeeeeeeeeeeeeeeeeneeaes 114

General INTOIrMAtION .coeee e e e e e e e e e e e aeeae e 115

RECOTAS auereeeereeireeereeereeeereneeceeecceseesssesessessssesssssssssssssssssssessssssassessase L 17

Y our medical records are important documents needed in order to administer your Health
Benefits Plan. This Section explains how we ensure the confidentiality of these records and
how these records are used to administer your plan.

Creation of Non-Medical Records ..........cceveuieniiiniiiiniiiiieeiceieeeeseeee, 117
Accuracy of Information............ccceieeeiieiiiiiiecee e 117
Consent for Use and Disclosure of Medical Records.........cccceeviieniieniennnen. 117
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This Section explains important information and provisions not covered in other Sections of
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This Section defines some of the important terms used in this Agreement. Terms defined in
this Section will be capitalized throughout the Agreement.

Exhibit A — Statement of ERISA Rights........ccccceeeevvvnnnnnneeicccceeess. 168
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Welcome

Welcome to Presbyterian Health Plan!

Welcome and thank you for joining Presbyterian Health 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 Health Plan™, “PHP”, “we”, “us”, and
“our” in this document, we are referring to Presbyterian Health Plan. When we use the words

“you” and “your” we are referring to each Member.

As part of Presbyterian Healthcare Services, the health plan represents an organization with over
100 years of community services to New Mexicans. Our priority has been and will continue to
be improving the health of individuals, families and communities. We are working to make sure
that you receive quality care and service.

We are pleased to provide you with access to a comprehensive network of Physicians, Hospitals,
and outpatient medical Providers, who provide services for your Covered Benefits. We provide
utilization management and quality improvement oversight programs with our commitment to
Member service. We work closely with you, your Covered Dependents and your healthcare
Practitioners and Providers to provide a quality, affordable healthcare plan.

Our Agreement with You

This is your Group Subscriber Agreement (Agreement) 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:

e 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

What to do when you need assistance
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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.

Please take time to read this Agreement and Summary of Benefits and Coverage, including
Benefits, Limitations, and Exclusions. This Agreement describes your benefits and your rights
and responsibilities as our Member. It also gives details on how to choose or change your
Primary Care Provider (PCP), what limits are placed on certain benefits, and what services are
not Covered at all. 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:

= Refer To — This “Refer To” symbol will direct you to read related
H} information in other sections of the Agreement or Summary of Benefits and
Refer to... 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
Exclusion symbol.

Prior Authorization Required — This “Prior Authorization” symbol will
appear next to those Covered Benefits that require our Authorization
| Y l (approval) in advance of those services. To receive full benefits, your In-
, network Practitioner/Provider must call us and obtain Authorization before

Prior Auth_ you receive treatment. You must call us if you are seeking services Out-of-
Required 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.
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—_ Timeframe Requirement — This “Timeframe” symbol appears to remind
g g 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

Timeframe enroll your newborn within 31 days of birth.

Applies
Important Information — This “Important Information” symbol appears
." 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 how Dependent Students may receive
Information Covered Benefits.
% 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) 923-5678 or 1-800-356-2219.
Hearing impaired users may call the TTY line at 711. You may visit our website

Call PCSC . . .
for useful 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) 923-5678 or 1-800-356-2219. Hearing impaired users may call the TTY
711 or visit our website at www.phs.org.
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Written Correspondence

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

Presbyterian Health Plan

Attention: Presbyterian Customer Service Center
P.O. Box 27489

Albuquerque, NM 87125-7489
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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 Health Plan (PHP) 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. Your rights and
responsibilities are important and are explained in this Section and on our website at

www.phs.org.
Member Rights

The Group Subscriber Agreement (GSA) shall include a complete statement that a Member shall
have the right to:

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

e Aright 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 Health
Plan;

e To choose a PCP 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; of 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 Practitioner/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
Health Plan and our Practitioners/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 in urgent or emergent situations only, 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; and

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 Group Subscriber Agreement (GSA) and if you have
questions, contact our Presbyterian Customer Service Center, Monday
through Friday from 7 a.m. to 6 p.m. at (505) 923-5678 or 1-800-356- @
2219. 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, phone number, marital status,
eligible Dependents or newborns;

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

e Refuse to allow any other person to use your PHP 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 and/or
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

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

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; and

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 from 7 a.m. to 6
p-m. at (505) 923-5678 or 1-800-356-2219. Hearing impaired users may call TTY
711. You may also visit our website at www.phs.org.

Call PC5C
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How the Plan Works

This Section explains how your Health Benefit Plan works, how to access your PCP to get
Healthcare Services, requirements you must follow when getting care and how to receive
Covered Benefits under this Agreement.

This plan is an “HMO” (Health Maintenance Organization). People who receive Healthcare
Benefits through an HMO are sometimes called “Enrollees” or “Subscribers. We strive to work
closely with Subscribers, their Covered Dependents, and their healthcare Practitioners/Providers
to prevent illness and provide quality, cost-effective healthcare. Because of this close working
relationship, we consider our Enrollees and Subscribers to be Members of our health plan.

PHP 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
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.

We require that:

e You must physically live or work (commuting daily) in the State of New Mexico (our
Service Area) unless you are a Dependent and meet all of the terms and conditions for
such Coverage as outlined in the Eligibility, Enrollment and Effective Dates,
Termination and Continuation of Coverage Section.

e All of your Healthcare Services are provided by provided by In-Network Contract
Practitioner/Providers in our Service Area, except for Urgent and Emergency Healthcare
Services situations. Please refer to the Benefits Section Accidental Injury / Urgent Care
/ Emergency Healthcare Services / Observation / Trauma Services.

e You select a PCP from the Provider Directory to coordinate all of your care.

¢ You pay your pre-determined Cost Sharing (Deductible, Coinsurance and/or
Copayments) at the time you receive Covered Services. We will
reimburse the Practitioner/Provider the balance for Covered Services =
based upon Total Allowable Charges (some services may not require a :HL
Cost-Sharing Deductible, Coinsurance and/or Copayment). Refer to your Refer to...
Summary of Benefits and Coverage to find Covered Services subject to
Cost-Sharing amounts.

e Under the Market Stabilization rule finalized on April 13, 2017, to the extent permitted
by State law, Presbyterian Health Plan 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.
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To receive care under our plan, you must select an In-network PCP to manage your healthcare
needs. Your PCP will be able to meet most of these needs. A list of Practitioners/Providers who
serve as In-network PCPs may be found in the Provider Directory. PCPs include, but are not
limited to, general practitioners, family practice physicians, internists, pediatricians, and
Obstetricians/Gynecologists (if applicable). As a Member of the health plan, you may choose as
your PCP any provider, doctor or Nurse Practitioner on that list.

If you do not designate a PCP on your enrollment form, we will suggest one for you.

Provider Directory

You will find our PCPs close to where you live and work across the State. 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

@ Presbyterian Customer Service Center, Monday through Friday from 7 a.m. to 6

p-m. at (505) 923-5678 or 1-800-356-2219. Hearing impaired users may call TTY

711.

Call PCSC

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
printed copy of the directory, you may request it by calling the Presbyterian Customer Service
Center at the number above.

Obtaining Healthcare
How to Obtain Primary Care Services

To receive care under this plan, you and all Covered Members of your family must select an In-
network PCP to manage your healthcare needs. PCPs include, but are not limited to, general
practitioners, family practice physicians, internists, pediatricians and Obstetricians/Gynecologists
(if applicable).

Establishing a relationship with your PCP is an important part of your healthcare benefits.
Remember to contact or see your PCP before you seek medical treatment. Your PCP’s role
extends far beyond treating you when you are ill; he or she understands the importance of
preventing illness and promoting healthier lifestyles. Your PCP expects to manage all of your
health concerns and develop an understanding of your health history.

You may want to ask relatives or friends if they have a PCP they would recommend. A Physician
may not be a PCP for him/herself or immediate family members. If you do not designate a PCP
on your enrollment form, PHP will select one for you. You may change your PCP by contacting
our Presbyterian Customer Service Center. The requested change will be effective the next
business day after you call our Presbyterian Customer Service Center.
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Women’s Healthcare Provider/Practitioner

Any female Member age 13 or older may select an In-network Women’s healthcare
Practitioner/Provider listed as a PCP in our Provider Directory as her PCP. In addition, a female
Member age 13 or older who has not selected a Women’s healthcare Practitioner/Provider as her
PCP may consult with an In- network Women’s healthcare Provider/Practitioner, without a
referral from her PCP, for any gynecological service.

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. Out-of-network
Practitioners/Providers are Covered for Emergency Care only or if Medically Necessary care is
not reasonably available in-network. Continuity of care may also allow out-of-network coverage
for a temporary period. 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 Provider 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 PCPs phone 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

?} 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.

Refer to...
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In-Network Practitioners/Providers

In-network Practitioners/Providers, including PCPs, specialists, facilities and ancillary
Healthcare Professionals, must be utilized, except in cases of an emergency. Members are
responsible for paying the appropriate Cost Sharing (Deductible, Coinsurance and/or
Copayments) directly to the In-network Practitioner/Provider at the time services are rendered
when such amounts are clearly specified by the Practitioner/Provider. 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 In-network Practitioner/Provider, your
In-network Practitioner/Provider will notify us and handle all aspects of your care. If that
Practitioner/Provider fails to obtain a required Prior Authorization and the claim is denied, you
will not be held accountable for those charges. Please refer to the Prior Authorization Section
for complete details on Prior Authorization.

Generally, you will not have claims to file or papers to fill out in order for a claim to be paid.
The Practitioner/Provider will bill us directly for the cost of services. Most services require Cost
Sharing (Deductible, Coinsurance and/or Copayments) at the time of service. The amount of
Cost Sharing for each service can be found in your Summary of Benefits and Coverage. In-
network Practitioners and Providers cannot bill you for any additional costs over and above your
Cost-Sharing amounts.

We do not require our In-network Practitioners/Providers to comply with any specified
numbers, targeted averages, or maximum duration of patient visits.

Out-of-network Practitioners/Providers

Out-of-network Practitioners/Providers are healthcare Practitioners/Providers, including non-
medical facilities, who have not entered into an agreement with us to provide Healthcare
Services to PHP Members.

Covered Healthcare Services obtained from an Out-of-network Practitioner/Provider or outside
the Service Area will not be Covered unless such services are not reasonably available from an
In-network Practitioner/Provider or in cases of an emergency. You will not pay higher or
additional Cost-Sharing amounts under such circumstances.

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 days of receipt of payment from Presbyterian any amount
in excess of the in-network cost-sharing amount. In accordance with the hearing procedures
established pursuant to the Patient Protection Act [Chapter 59, Article 57 NMSA 1978], you may
appeal Presbyterian’s determination made regarding a surprise bill.

Services provided by an Out-of-network Practitioner/Provider, except Emergency services,
require that your PCP request and obtain written approval (Authorization) from our Medical
Director BEFORE services are rendered. Otherwise, you may be responsible for payment. Please

29
PHPGSAHMO OFF 2022 01/01/2022



refer to the Prior Authorization Section for more information on Prior Authorization
requirements.

If the services of an Out-of-network Practitioner/Provider are required, your In-network
Practitioner/Provider must request and obtain Prior Authorization from our Medical Director
BEFORE services are performed, otherwise, we may not Cover the services and you may be
responsible for payment.

Before the Medical Director may deny a request for specialist services that are unavailable from
an In-Network Practitioner/Provider, the request must be reviewed by a specialist similar to the
type of specialist to whom the Prior Authorization is requested.

In determining whether a Prior Authorization to an Out-of-network Practitioner/Provider is
reasonable, we will consider the following circumstances:

e Availability — The In-network Practitioner/Provider is not reasonably available to see you
in a timely fashion as dictated by the clinical situation.

e Competency — The In-network Practitioner/Provider does not have the necessary training
or expertise required to render the service or treatment.

e Geography — The In-network Practitioner/Provider is not located within a reasonable
distance from your residence. A “reasonable distance” is defined as travel that would not
place you at any medical risk.

e Continuity — If the requested Out-of-network Practitioner/Provider has a well-established
professional relationship with you and is providing ongoing treatment of a specific
medical problem, you will be allowed to continue seeing that specialist for a minimum of
30 days as needed to ensure continuity of care.

e Any Prior Authorization requested simply for your convenience will not be considered
to be reasonable.

Services of an Out-of-network Practitioner/Provider will not be Covered unless this Prior
Authorization is obtained prior to receiving the services. You may be liable for the charges
resulting from failure to obtain Prior Authorization for services provided by the Out-of-
network Practitioner/Provider.

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. We will
only pay this claim if the service provided was Authorized by us or was due to an Urgent or
Emergency Healthcare situation.

Restrictions on Services Received Outside of the PHP Service Area

Emergency Healthcare Services and/or Urgent Care services outside of the State of New Mexico
will be Covered. For Emergency Healthcare Services and/or Urgent Care services received
outside of New Mexico, you may seek services from the nearest appropriate facility where
Emergency Healthcare Services / Urgent Care services may be rendered. Cost-Sharing and
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benefits for an Emergency Healthcare Service rendered by a non-participating provider shall be
the same as if rendered by a participating provider.

National Health Care Practitioner/Provider Network

When receiving Urgent or Emergency Healthcare Services outside of the State of New Mexico
you can help reduce the cost of such services by seeking care from one of our National Health
Care Provider Network Practitioners/Providers. These cost savings can help minimize future
premium increases.

For additional information regarding National Health Care Practitioner/Providers
@ please call our Presbyterian Customer Service Center prior to obtaining services

Monday through Friday from 7 a.m. to 6 p.m. at (505) 923-5678 or 1-800-356-
2219. Hearing impaired users may call TTY 711.

Call PCSC

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 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. Cost-Sharing and benefit limitations for a
medically necessary, non-Emergent Healthcare Service where no participating provider is
available to render the service shall be the same as if the service was rendered by a participating
provider. It is recommended that you verify with Presbyterian Customer Service Center that
services will be covered prior to receiving non-Emergent Healthcare Services from a non-
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
:H} for that Member. The Annual Contract Year Deductible may not apply to all
Refer to... Healthcare Services. Refer to your Summary of Benefits and Coverage for the
amount of your Annual Contract Year Deductible.

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.
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For double or family coverage - The annual Contract Year deductible can be satisfied by any
combination of the family members. No one Member can contribute more than the stated
Member amount. Once a Member meets their individual amount their annual Contract Year
deductible is considered met. 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 In-network
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.
Coinsurance is included in your Annual Out-of-pocket Maximum. The amount of your
Coinsurance for each service can be found in your Summary of Benefits and Coverage.

Annual OQut-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 Annual Out-of-pocket
Maximum is the most you will pay in Cost Sharing in a Contract Year for certain Covered
Services. After you have met your Annual Out-of-pocket Maximum in a Contract Year, we pay
100 percent (100%) 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 (100%). 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 (100%) 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.

The Annual Out-of-pocket Maximum includes Deductible, Coinsurance and Copayments. It
does not include non-covered charges including charges incurred after the benefit maximum has
been reached. PHP pays 100 percent (100%) of Covered charges after the Out-of-pocket
Maximum is met.

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
7 a.m. to 6 p.m. at (505) 923-5678 or 1-800-356-2219. Hearing impaired users may
CellPESC  call TTY 711,

32
PHPGSAHMO OFF 2022 01/01/2022



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 are subject to other Cost
Sharing (Deductible and Coinsurance). Refer to your Summary of Benefits and Coverage for all
Cost-Sharing (Copayment, Deductible and Coinsurance) amounts. Cost-Sharing and benefit
limitations for a medically necessary, non-Emergent Healthcare Service where no participating
provider is available to render the service shall be the same as if the service was rendered by a
participating provider. It is recommended that you verify with the Presbyterian Customer Service
Center that services will be covered prior to receiving non-Emergent Healthcare Services from a
non-participating provider.

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 in-network provider. If you’d like to request a second opinion from an
out-of-network provider, Presbyterian will assist you in making the arrangements. Typical cost-
sharing will apply. If you’d like to request a second opinion from an out-of-network provider,
please call the Presbyterian Customer Service Center Monday through Friday from 7 a.m. to 6
p.m. at (505) 923-5678 or 1-800 356-2219 and tell them you’d like to request a second opinion
from an out-of-network provider. PCSC staff will submit the request to Utilization Management
on your behalf.

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 Provider 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
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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 postpartum 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
provided only if the provider agrees to accept reimbursement from Presbyterian 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’s quality assurance requirements, to provide
necessary medical information related to such care, and to follow Presbyterian’s policies and
procedures, including but not limited to procedures regarding referrals, pre-authorization and
treatment planning approved by Presbyterian.

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.
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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 consultation with your medical provider, and if it meets our
requirements for Coverage and Medical Necessity, it is Authorized (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 Is Required

Benefits for certain services and supplies are subject to Prior Authorization as specified in the
Prior Authorization Section. Benefits may not be payable for services from Out-of-network
Practitioners/Providers if you fail to obtain Prior Authorization.

If a required Prior Authorization is not obtained for services by Out-of-Network
Practitioners/Providers, except for Emergency Care, the Member may be responsible for the
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resulting charges. Services provided beyond the scope of the Prior Authorization may not be
Covered.

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.

Prior Authorization when Qut-of-Network

Covered services obtained from an Out-of-network Practitioner/Provider or outside New
Mexico will not be Covered unless such services are not reasonably available from an In-
network Practitioner/Provider or in cases of an emergency.

If required medical services are not available from In-network Practitioners/Providers, the PCP
must request Prior Authorization and obtain written Authorization from our Medical
Director before you may receive Out-of-network services. Services of an Out-of-network
Practitioner/Provider may not be Covered unless this Authorization is obtained prior to
receiving the services. You may be responsible for charges resulting from failure to obtain Prior
Authorization for services provided by the Out-of-network Practitioner/Provider.

In determining whether a referral to an Out-of-network Practitioner/Provider is necessary, we, in
consultation with your referring In-network Physician and/or PCP will consider the following
circumstances:

e Auvailability — The In-network Practitioner/Provider is not reasonably available to see you
in a timely fashion as dictated by the clinical situation.

e Competency — The In-network Practitioner/Provider does not have the necessary training
or expertise required to render the service or treatment.

e Geography — The In-network Practitioner/Provider is not located within a reasonable
distance from the patient’s residence. A “reasonable distance” is defined as travel that
would not place you at any medical risk.

e Continuity — If the requested Out-of-network Practitioner/Provider has a well-established
professional relationship with you and is providing ongoing treatment of a specific
medical problem, you will be allowed to continue seeing that specialist for a minimum of
30 days as needed to ensure continuity of care.

e Any Prior Authorization requested simply for your convenience will not be considered
to be reasonable.
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Services That Require Prior Authorization In or OQut-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 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.

If you want to know more about Prior Authorization, please call our Presbyterian Customer
Service Center, as soon as possible before services are provided, Monday through Friday from
7 a.m. to 6 p.m. at (505) 923-5678 or 1-800-356-2219 Hearing impaired users may call TTY
711.

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

Please 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 our Presbyterian Customer Service Center, Monday
Call PCSC through Friday from 7 a.m. to 6 p.m. at (505) 923-5678 or 1-800-356-2219.
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)

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 Conformational Surgery

Genetic/Genomic Testing

Home Health Care Services/Home Health Intravenous Drugs
Hyperbaric Oxygen
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e Injectable Drugs, (includes Specialty Medications and Medical Drugs)

e Magnetic Resonance Imaging (MRI) in an outpatient setting

e Mental Health services - Inpatient, Partial Hospitalization and select
outpatient services

e 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

e Special Inpatient services for - example, private room and board and/or
special duty nursing

e Special Medical Foods

e Substance Use Disorder services, Inpatient

e Temporo/Craniomandibular Joint Disorders (TMJ/CMJ) Transcranial
Magnetic Stimulation

O O O O O O OO0 OO0 0 o0

e Virtual Colonoscopy
e Wireless Capsule Endoscopy
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Authorizing Inpatient Hospital Admission following an Emergency

You do not need to get Prior Authorization when you receive Emergency Healthcare Services.
If you are admitted as an Inpatient to the Hospital following your Emergency Healthcare
Services your Practitioner/Provider or you should contact us as soon as possible.

Prior Authorization and Your Coverage

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 7 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 phone (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 phone notice. Our notice will
include:

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

:F% 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, 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 Health Plan will not deny 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. Clinical Preventive Health Services do not have to be
“Medically Necessary”.

Medical Necessity or Medically Necessary means Healthcare Services determined by a
Practitioner/Provider, in consultation with Presbyterian Health Plan (PHP), 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.

Experimental or Investigational drugs, medicines, treatments, procedures, or devices are
not Covered. This does not include Clinical Trials. Please refer to Clinical Trials in the Benefit
Section of this Agreement.

Care Coordination and Case Management

Case 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 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, and/or hypertension. 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 Health Plan 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
Health Plan 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 our website at
@ www.phs.org. Members can also call our Presbyterian Customer Service C