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ARTICLE 1

ESTABLISHMENT OF PLAN

1.1 Purpose
The Plan Sponsor established this Plan to provide for the payment or

reimbursement of covered medical expenses incurred by Plan Members.

1.2 Exclusive Benefit
This Plan is established and shall be maintained for the exclusive Benefit
of eligible Members.

1.3 Compliance
This Plan is established and shall be maintained with the intention of

meeting the requirements of all pertinent laws. Should any part of this
Plan Description for any reason be declared invalid, such decision shall
not affect the validity of any remaining portion, which remaining portion
shall remain in effect as if this Description has been executed with the
invalid portion thereof eliminated.

1.4 Legal Enforceability
The Plan Sponsor intends that terms of this Plan, including those relating

to coverage and Benefits provided, are legally enforceable by the
Members, subject to the Employer’s retention of rights to amend or
terminate this Plan as provided elsewhere in this Plan Description.

1.5 Note to Members

This Plan Description describes the circumstances when this Plan pays for
medical care. All decisions regarding medical care are up to a Member
and his Physician. There may be circumstances when a Member and his
Physician determine that medical care, which is not covered by this Plan,
is appropriate. The Plan Sponsor and the Third Party Claim Administrator
do not provide or ensure quality of care.

Each network contracts with the in-network providers under this Plan.
These providers are affiliated with the PPO Networks and the Travel
Network and do not have a contract with the Plan Sponsor or Third Party
Claim Administrator.
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ARTICLE 2

ELIGIBILITY AND PARTICIPATION

The Plan is administered in accordance with Section 125 Regulations of
the Internal Revenue Code and the Arizona Administrative Code.

2.1 Eligibility
Please see ARTICLE 15 for definitions of the terms used below.

Benefit Services will provide potential members reasonable notification of
their eligibility to participate in the Plan as well as the terms of
participation.

Both Benefit Services and the Medical Network Vendor have the right to
request information needed to determine an individual’s eligibility for
participation in the Plan.

2.2 Member Eligibility
Eligible employees, eligible retirees, and eligible former elected officials

may participate in the Plan.

In certain situations, an individual may be eligible to enroll as both a
member and a dependent. This individual should enroll either as a
member or as a dependent but never both.

2.3 Dependent Eligibility
Members’ spouse and eligible children until the age of 26 may participate

in the Plan.

In certain situations, an individual may be eligible to enroll as both a
member and a dependent. This individual should enroll either as a
member or as a dependent but never both.

In certain situations, an individual may be eligible to participate as a
dependent of more than one member. This individual should be enrolled
as the dependent of only one of the members.

2.4 Continuing Eligibility through COBRA
See Section 2.14 of this article.
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2.5 Non-COBRA Continuing Eligibility
The following individuals are eligible for continuing coverage under the
Plan.

Eligible Employee on Leave without Pay

An employee who is on leave without pay for a health-related reason,
that is not an industrial iliness or injury may continue to participate in the
Plan by paying both the state and employee contribution. Eligibility shall
terminate on the earliest of the employee:

e Receiving long-term disability benefits that include the benefit of
continued participation;

e Becoming eligible for Medicare coverage; or

e Completing 30 months of leave without pay.

An employee who is on leave without pay for other than a health-related
reason may continue to participate in the Plan for a maximum of six
months by paying both the state and employee contributions.

Surviving Dependent(s) of Insured Retiree

Upon the death of a retiree insured under the Plan, the surviving
dependents are eligible to continue coverage under the Plan, provided
each was insured at the time of the member’s death, by payment of the
retiree premium.

If the spouse survives, he/she, for purposes of Plan administration, will
be reclassified as a member. As such, he/she may enroll dependents as
allowed under Section 2.3. Coverage for the surviving spouse may be
continued indefinitely.

In the case where children, who are eligible dependents of the surviving
spouse, survive, they may continue participation in the Plan if enrolled by
the surviving spouse as allowed under Section 2.3.

In the case where children survive but no spouse survives or the children
are not eligible dependents of the spouse, each child, for purposes of Plan
administration, will be reclassified as a member. As such, each child may
enroll dependents as allowed under Section 2.3. In this circumstance,
coverage for each surviving child may be continued indefinitely.

Please note that a dependent not enrolled at the time of the member’s
death may not enroll as a surviving dependent.
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Surviving Spouse/Child of Insured Employee Eligible for
Retirement under the Arizona State Retirement System (ASRS)
Upon the death of an insured employee meeting the criteria for
retirement under the ASRS, the surviving spouse and children, provided
each was enrolled at the time of the member’s death, are eligible to
continue participation in the Plan by payment of the retiree premium.

If the insured spouse survives, he/she, for purposes of Plan
administration, will be reclassified as a member. As such, he/she may
enroll dependents as allowed under Section 2.3. Coverage for the
surviving spouse may be continued indefinitely.

In the case where insured children, who are eligible dependents of the
surviving spouse, survive, they may continue participation in the Plan if
enrolled by the surviving spouse as allowed under Section 2.3.

In the case where insured children survive but no spouse survives, each
child, for purposes of Plan administration, will be reclassified as a
member. As such, each child may enroll dependents as allowed under
Section 2.3. In this circumstance, coverage for each surviving child may
be continued indefinitely.

Please note that a child/spouse not enrolled as a dependent at the time
of the member’s death may not enroll as a surviving child/spouse.

Surviving Spouse of Elected Official or Insured Former Elected
Official (EORP)

Upon the death of a former elected official insured under the Plan, the
surviving spouse may continue participation in the Plan, provided that
he/she was enrolled at the time of the member’s death, by payment of
the retiree premium. The surviving spouse, for purposes of Plan
administration, will be reclassified as a member. As such, he/she may
enroll dependents as allowed under Section 2.3. Coverage for the
surviving spouse may be continued indefinitely.

Please note that a spouse not enrolled at the time of the former elected
official’s death may not enroll as a surviving spouse.

Upon the death of an elected official who would have become eligible for
coverage upon completion of his/her term, the surviving spouse may
continue participation in the Plan, provided that he/she was enrolled at
the time of the elected official’'s death, by payment of the retiree
premium. The surviving spouse, for purposes of Plan administration, will

4 AZ Benefit Options —PPO 010116V1

The wording contained within this Plan Description may be revised at any time for
clarification purposes without prior notice.



be reclassified as a member. As such, he/she may enroll dependents as
allowed under Section 2.3. Coverage for the surviving spouse may be
continued indefinitely.

Please note that a spouse not enrolled at the time of the elected official’s
death may not enroll as a surviving spouse.

Surviving Dependent(s) of an Active Employee Participating in
the Public Safety Personnel Retirement System (PSPRS)

Upon the death of an insured employee meeting the criteria under A.R.S.
§ 38-1103, the surviving spouse and/or dependent, provided each is
enrolled at the time of the member’s death, are eligible to continue
participation in the Plan.

2.6 Eligibility Audit

Benefit Services may audit a member’'s documentation to determine
whether an enrolled dependent is eligible according to the Plan
requirements. This audit may occur either randomly or in response to
uncertainty concerning dependent eligibility.

Both Benefit Services and the Medical Network Vendor have the right to
request information needed to determine an individual’s eligibility for
participation in the Plan.

2.7 Grievances Related to Eligibility
Individuals may file a grievance with the Director of the Benefit Services

Division regarding issues related to eligibility. To file a grievance, the
individual should submit a letter to the Director that contains the
following information:

Name and contact information of the individual filing the grievance;
Nature of the grievance; and

Nature of the resolution requested

Supporting Documentation

The Director will provide a written response to a grievance within 60 days.

2.8 Enroliment Procedures and Commencement of Coverage
New enrollments or coverage changes will only be processed in certain

circumstances. Those circumstances are described below.

2.9 Initial enrolilment
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Once eligible for coverage, potential members have 31 days to enroll and
provide required documentation for themselves and their dependents in
the Plan.

It should be emphasized that coverage begins only after an individual has
successfully completed the enrollment process by submitting a completed
election and providing any required documentation within 31 days.
Benefits will be effective as referenced on the following table.
Documentation may be required.

The table below lists pertinent information related to the initial enroliment

process.

Category Must enroll within | Enrollment Coverage begins
31 days contact on the?
Eligible state Date of hire Agency liaison first day of first pay
employee period after
completion of
enrollment process
Eligible Date of hire Human Resources | first day of first pay
university Office period after
employee completion of
completion of
enrollment process
Eligible Date of hire Human Resources | Please contact the
participating Office appropriate Human
political Resources Office
subdivision
employee
Eligible retiree | Date of retirement | Benefit Services first day of first
month after
completion of
enrollment process?
Eligible former | Date of leaving Benefit Services first day of first
elected official | office or retiring month after
completion of
enrollment process3

1 Under no circumstance will coverage for a dependent become effective prior to the
member’s coverage becoming effective.
2 For state employees entering retirement and their dependents, coverage begins the
first day of the first pay period following the end of coverage as a state employee.
This results in no lapse in coverage.

3 Eligibility is subject to A.R.S. § 38-802.
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2.10 Open Enroliment
Before the start of a new plan year, members are given a certain amount

of time during which they may change coverage options. Potential
members may also elect coverage at this time. This period is called open
enrollment.

In general, open enrollment for eligible employees, retirees and former
elected officials is held in October or November.

At the beginning of each year’s open enrollment period, enrollment
information is made available to those eligible for coverage under the
Plan. This information provides details regarding changes in benefits as
well as whether a current member is required to re-elect his/her coverage
during open enrollment (called a “positive” open enrollment).

Elections must be made before the end of open enrollment. Those
elections - or the current elections, if no changes were made and it was
not a positive open enrollment — will be in effect during the subsequent
plan year.

Coverage for all groups begins on the first day of the new plan year.

It should be emphasized that coverage options change only after an
individual has successfully completed the enrollment process by
submitting a completed election and providing any required
documentation within 31 days of the end of the open enrollment period.

2.11 Qualified Life Event Enrolilment

If a qualified life event occurs, members have 314 days to enroll or change
coverage options.

Changes made as a result of a qualified life event must be consistent with
the event itself.

It should be emphasized that coverage options change only after an
individual has successfully completed the enrollment process by
submitting a completed election form and providing any required
documentation within 31 days of qualifying event.

4 Pursuant to the Children’s Health Insurance Program (CHIP) Reauthorization Act,
individuals who lose Medicaid or CHIP coverage due to ineligibility have 60 days to
request enrollment.
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State employees should contact the appropriate agency liaison when they
choose to change coverage options as a result of a qualified life event.
University and political subdivision employees should contact the
appropriate human resources office. Retirees and former elected officials
should contact Benefit Services

For state employees, most coverage changes become effective on the
first day of the first pay period after completion of enrollment. For
retirees and former elected officials, most coverage changes become
effective on the first day of the first month after completion of the
enrollment process. University and political subdivision employees
should contact the appropriate human resources office for information
regarding the effective date of coverage changes.

The table below lists pertinent information related to the qualified life
event enrollment process. It should be noted that not all qualified life
events are listed below.

Type of event Must enroll/change | Coverage/change in
coverage within 31 | coverage begins on
days of: the>:

Marriage date of the event See above

Death of dependent date of the event See above

Divorce, annulment, date of the event

. See above
or legal separation

Employment status date of the event See above

change (beginning
employment,
termination, strike,
lockout, beginning/
ending FMLA, full-time
to part-time)

Change in residence date of the event See above

Loss/gain of date of the event See above
dependent eligibility
(other than listed
below)

> University and political subdivision employees should contact the appropriate human
resources office for information regarding effective date of coverage changes.
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Type of event Must enroll/change | Coverage/change in
coverage within 31 | coverage begins on
days of: the>:

Newborn® date of birth date of birth’

Adopted child date of placement for | date of adoption®
adoption

Child placed under date member granted | date member granted

legal guardianship legal guardianship legal guardianship®

Child placed in foster date of placement in See above

care foster care

2.12 Change in Cost of Coverage
If the cost of benefits increases or decreases during a plan year, Benefit

Services may, in accordance with plan terms, automatically change your
elective contribution.

When Benefit Services determines that a change in cost is significant, a
member may either increase his/her contribution or elect less-costly
coverage.

2.13 Termination of Coverage
Coverage for all members/dependents ends at 11:59 p.m. on the date

the Plan is terminated. Termination of coverage prior to that time is
described in the table below.

Category Coverage ends at 11:59 p.m.
on the earliest of:
Eligible e last day of the pay period for/in which the
state/university member:
employee > makes last contribution;
> fails to meet the requirements for
eligibility; or
> becomes an active member of the armed
forces of a foreign country; or
e l|ast day member is eligible for extension of
coverage.

6 Born to member or member’s legal spouse.

7 Coverage ends on 315t day after date of birth if member does not enroll newborn in
the Plan.

8 A child adopted, placed under legal guardianship, or placed in foster care covered
from date of adoption only if member subsequently enrolls child in the Plan.
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Category

Coverage ends at 11:59 p.m.
on the earliest of:

Eligible participating
political subdivision
employee

Please contact the appropriate human resources
office

Eligible
retiree®/former
elected official

e last day of the month for/in which the
member:
» makes last premium payment; or
> fails to meet the requirements for
eligibility.

Eligible long-term
disability recipient

e last day of the month in which the disability
benefit ends.

Eligible dependent

e the last day of the month which the dependent
child reaches the limiting age of 26;
e day the dependent:
> dies;
> loses eligibility for reason other than
limiting age; or
» becomes an active member of the armed
forces of a foreign country; or
e day the member:
> is relieved of a court-ordered obligation to
furnish coverage for a dependent child; or
» is no longer covered.

Eligible employee on
leave without pay

e last day of period in which member becomes
eligible for:
> long-term disability benefits for which there
is eligibility to continue coverage under the
Plan; or
» coverage under Medicare; or
e 30 months after the leave-without-pay period
began.

Surviving
child/spouse of
eligible retiree

e last day of the period for which the member
makes last payment; or

e day the surviving child fails to be eligible as a
child.

Surviving spouse of
elected official or
eligible former
elected official

e last day of the period for which the member
makes last payment.

° Excluding long-term disability recipient.
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2.14 Continuing Eligibility through COBRA
Eligibility of Enrolled Members/Dependents

In accordance with the Consolidated Omnibus Budget Reconciliation Act
of 1985 (COBRA), a member/dependent who has had a loss of coverage
due to a qualifying event may extend his/her coverage under the Plan for
a limited period of time.

To be eligible for COBRA coverage, a member/dependent must be
covered under the Plan on the day before the qualifying event. Each
covered individual may elect COBRA coverage separately. For example,
a dependent child may continue coverage even if the member does not.

Members and dependents would be eligible for COBRA coverage in the
event that the state of Arizona files bankruptcy under Title 11 of the U.S.
Code.

The table below lists individuals who would be eligible for COBRA
coverage if one of the corresponding qualifying events were to occur.

Category Duration of Qualifying event

COBRA coverage
Eligible Up to 18 months!® | ¢ Voluntary or involuntary
employee, termination of member’s
dependent employment for any reason other

than "gross misconduct"; or

e Reduction in the number of hours
worked by member (including
retirement)!!,

Dependent Up to 36 months e Member dies; or
Member and dependent spouse
divorce or legally separate

Dependent | Up to 36 months e Dependent child no longer meets
child eligibility requirements.

2.15 Subsequent Qualifying Events

10 If the member and/or dependent has a disability when he/she becomes eligible for
COBRA or within the first 60 days of COBRA coverage, duration of coverage may be
extended to 29 months. See Section 2.17 for Special Rules Regarding Disability.

11 1If the member takes a leave of absence qualifying under the Family and Medical
Leave Act (FMLA) and does not return to work, the COBRA qualifying event occurs on
the date the member notifies ADOA that he/she will not return, or the last day of the
FMLA leave period, whichever is earlier.
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An 18-month COBRA period may be extended to 36 months for a
dependent if:

e Member dies; or
e Member and dependent spouse divorce or legally separate; or
e Dependent child no longer meets eligibility requirements.

This clause applies only if the second qualifying event would have caused
the dependent to lose coverage under the Plan had the first qualifying
event not occurred.

2.16 Eligibility of Newly Acquired Eligible Dependents
If the member gains an eligible dependent during COBRA coverage, the

dependent may be enrolled in the Plan through COBRA. The member
should provide written notification to Benefit Services within 31 days of
the qualifying life event. Newly acquired dependents may not enroll in
the COBRA coverage after 31 days.

2.17 Special Rules Regarding Disability
The 18 months of COBRA coverage may be extended to 29 months if a

member is determined by the Social Security Administration to have a
disability at the time of the first qualifying event or during the first 60
days of an 18-month COBRA coverage period. This extension is available
to all family members who elected COBRA coverage after a qualifying
event.

To receive this extension, the member must provide Benefit Services with
documentation supporting the disability determination within 60 days
after the latest of the:

e Social Security Administration makes the disability determination;
e Qualifying event occurs; or
e Date coverage is/would be lost because of the qualifying event.

2.18 Payment for COBRA Coverage

Participants who extend coverage under the Plan due to a COBRA
qualifying event must pay 102% of the active premium. Participants
whose coverage is extended from 18 months to 29 months due to
disability may be required to pay up to 150% of the active premium
beginning with the 19th month of COBRA coverage.

COBRA coverage does not begin until payment is made to the COBRA
administrator. A participant has 45 days from submission of his/her
12 AZ Benefit Options —PPO 010116Vl
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application to make the first payment. Failure to comply will result in
loss of COBRA eligibility.

2.19 Notification by the Member/Dependent

COBRA coverage cannot be elected if proper notification is not made.
Under the law, the Plan must receive written notification of a divorce,
legal separation, or child’s loss of dependent status, within 60 days of the
later of the:

e Date of the event; or
e Date coverage would be lost because of the event.

Notification must include information related to the member and/or
dependent(s) requesting COBRA coverage. Documentation may be
required.

Written notification should be directed to:

ADOA-Benefit Services Division
100 N. 15th Avenue, Suite 260
Phoenix, AZ 85007

2.20 Notification by the Plan
The Plan is obligated to notify each participant of his/her right to elect

COBRA coverage when a qualifying event occurs and the Plan is notified
in accordance with Section 2.19.

2.21 Electing COBRA Coverage
Information related to COBRA coverage and enrollment may be obtained

through an agency liaison or by calling Benefit Services at 602-542-5008
or 1-800-304-3687 or by writing to the address provided in Article 14.

2.22 Early Termination of COBRA Coverage
The law provides that COBRA coverage may, for the reasons listed below,

be terminated prior to the 18-, 29-, or 36-month period:

e The Plan is terminated and/or no longer provides coverage for
eligible employees;

e The premium is not received within the required timeframe;

e The member enrolls in another group health plan; or

e The member becomes eligible for Medicare.
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For members whose coverage was extended to 29 months due to
disability, COBRA coverage will terminate after 18 months or when the
Social Security Administration determines that the member no longer has
a disability.

2.23 Contact Information for the COBRA Administrator
COBRA-related questions or notifications should be directed to the Benefit
Services.

2.24 Certificate of Creditable Coverage
When COBRA coverage ends, the Medical Network Vendor will send a

certificate of creditable coverage. This certificate confirms that each
participant was covered under the Plan and for what length of time. The
certificate may be used as credit against a new plan’s pre-existing
condition limitation.
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ARTICLE 3

PRE-CERTIFICATION/PRIOR AUTHORIZATION AND
NOTIFICATION FOR MEDICAL SERVICES AND PRESCRIPTION
MEDICATION

3.1 Pre-Certification/Prior Authorization and Notification
Pre-Certification/Prior Authorization is the process of determining the
Medical Necessity of services before the services are incurred. This
ensures that any medical care a member receives is a covered benefit
under the Plan and that it meets the Medical Necessity requirements of
the Plan. The definition and requirements of Medical Necessity are
identified in Article 15. Pre-Certification/Prior Authorization is required if
the plan is considered primary as defined in Article 9. Pre-
Certification/Prior Authorization is initiated by calling the toll-free Pre-
Certification/Prior Authorization number shown on your ID card and
providing information on the planned medical services. Pre-
Certification/Prior Authorization may be requested by vyou, your
dependent or your Physician. However, the Member is ultimately
responsible to ensure Pre-Certification/Prior Authorization is obtained.

All decisions regarding medical care are up to a Patient and his/her
Physician. There may be circumstances when a Patient and his/her
Physician determine that medical care, which is not covered by this Plan,
is appropriate. The Plan Sponsor and the Third Party Claim Administrator
do not provide or ensure quality of care.

Pre-Certification/Prior Authorization should be initiated for specific
services noted in the Plan Description by calling the Medical Network
Vendor Customer Service Center and providing information on the
planned medical services. The patient or the physician/facility may
request Pre-Certification/Prior Authorization; however, the member is
ultimately responsible to ensure Pre-Certification/Prior Authorization is
obtained.

3.2 Medical Services Inpatient Admissions
Pre-Certification/Prior Authorization for inpatient admissions refers to the

process used to certify the medical necessity and length of any hospital
confinement as a registered bed patient. Pre-Certification/Prior
Authorization is performed through a utilization review program by a
Medical Management Organization with which the State of Arizona has
contracted. Pre-Certification/Prior Authorization should be requested by
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you, your dependent or an attending physician by calling the Pre-
Certification/Prior Authorization phone number shown on your ID card
prior to each inpatient hospital admission. Pre-Certification/Prior
Authorization should be requested, prior to the end of the certified length
of stay, for continued inpatient hospital confinement.

Expenses incurred for which benefits would otherwise be paid under this
plan will be subject to the Pre-Certification/Prior Authorization penalties
stated above unless Pre-Certification/Prior Authorization is received: (a)
prior to the date of admission; or (b) in the case of an emergency
admission, by the end of the second scheduled business day after the
date of admission.

In any case, those expenses incurred for which payment is excluded by
the terms set forth above will not be considered as expenses incurred for
the purpose of any other part of this Plan.

You should start the Pre-Certification/Prior Authorization process by
calling the Medical Management Organization prior to an elective
admission, prior to the last day approved for a current admission, or in
the case of an emergency admission, by the end of the second scheduled
business day after the admission. The Medical Management Organization
will continue to monitor the confinement until you are discharged from
the hospital. The results of the review will be communicated to the
Member, the attending Physician, and the Third Party Claim
Administrator.

The Medical Management Organization is an organization with a staff of
Registered Nurses and other trained staff members who perform the Pre-
Certification/Prior Authorization process in conjunction with consultant
Physicians.

3.3 Notification of Maternity Services
While Pre-Certification/Prior Authorization is not required for maternity

services in the physician’s office, outpatient, and inpatient within
federally mandated stay limits, we encourage you to contact the Medical
Management Organization if you will be receiving any maternity services.
This will assist in the Pre-Certification/Prior Authorization process should
inpatient services be required that exceed 48 hours for a normal delivery
and 96 hours for a cesarean section. Notification also enables the Medical
Management Organization staff to assist you with education and/or
resources to maintain your health during your pregnancy.

3.4 Other Services and Supplies
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Pre-Certification/Prior Authorization should be requested for those
services that require Pre-Certification/Prior Authorization. Pre-
Certification/Prior Authorization should be requested by you, your
dependent or your physician by calling the toll-free phone number shown
on your ID card prior to receiving services. Services that should be pre-
certified include, but are not limited to:

1.

2.

o w

® N

10.
11.
12.

13.

14.

15.
16.

17.

18.

17

Inpatient services in a hospital or other facility (such as hospice
or skilled nursing facility);

Inpatient maternity services in a hospital or birthing center
exceeding the federally mandated stay limit of 48 hours for a
normal delivery or 96 hours for a cesarean section;

A separate Pre-Certification/Prior Authorization is required for a
newborn in cases where the infant has been diagnosed with a
medical condition requiring in-patient services independent of the
maternity stay;

Outpatient surgery in a hospital or ambulatory surgery center as
required by the Third Party Claim Administrator;

Accidental dental services;

Dental confinements/anesthesia required due to a hazardous
medical condition;

Inpatient mental/nervous and substance abuse services;
Outpatient and ambulatory magnetic resonance imaging
(MRI/MRA), PET Scans, BEAM (Brain Electrical Activity Mapping);
Non-emergency ambulance transportation;

Organ transplant services;

Cancer clinical trials;

Epidural and facet injection, radio frequency ablation and
biofeedback;

Infusion/IV Therapy in an Outpatient setting including, but not
limited to: Infliximab (Remicade), Alefacept (Amevive), and
Etanercept (Enbrel);

Injectable medication in the Physician’s office to include but not
limited to: Alefacept (Amevive), Etanercept (Enbrel), Sodium
Hyaluronate (Hyalgan, Synvisc), Infliximab (Remicade),
Omalizumab (Xolair), Lupron, Syranel, Forteo, Lupron Depot;
Home health including parenteral;

Outpatient and ambulatory cardiac testing, angiography, sleep
testing (including sleep studies and polysomnography), video
EEG;

All Purchase or rental of Durable Medical Equipment and
prosthetics as required by the Third Party Administrator;
Coverage for repair or replacement equipment;
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19. Foot Orthotic devices and inserts (covered only for diabetes
mellitus and any of the following complications involving the foot:
Peripheral neuropathy with evidence of callus formation; or
history of pre-ulcerative calluses; or history of previous
ulceration; or foot deformity; or previous amputation of the foot
or part of the foot; or poor circulation.);

20. Repair or replacement of prosthetics;

21. End Stage Renal Disease services (including dialysis);

22. Services not available through an in-network provider;

23. Services which have a potential for a cosmetic component,
including but not limited to, blepharoplasty (upper lid), breast
reduction, breast reconstruction, ligation (vein stripping), and
sclerotherapy;

24. CAT/CT imagery;

25. Injections given during an office visit as required by the Third
Party Administrator;

26. Cochlear Implants, and hearing aids;

27. Treatment for Autism Spectrum Disorder;

28. Medical foods, metabolic supplements and Gastric Disorder
Formula;

29. Orthognathic treatment or surgery.

3.5 Services Not Available From A Participating Provider
If you require non-Emergency or Urgent services which are not available

from a Participating Provider, approval may be requested to allow the
Member to receive services at a Non-Participating Provider under the In-
Network benefit level. To obtain Pre-Certification/Prior Authorization for
these services, contact the Medical Management Organization.

3.6 Prescription Medications

Medicare Part D participants have dual coverage. For drugs covered
under Medicare Part D, the following does not apply, please refer to
www.medicaregenerationrx.com/stateofaz. For drugs not covered under
Medicare Part D the following applies.

For purposes of member safety, certain prescriptions require “prior
authorization” or approval before they will be covered, including but not
limited to an amount/quantity that can be used within a set timeframe,
an age limitation has been reached and/or exceeded or appropriate
utilization must be determined. The Pharmacy Benefit Management
Vendor (PBM), in their capacity as pharmacy benefit manager,
administers the prior authorization process for prescription medications.
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Prior Authorization (PA) may be initiated by the pharmacy, the physician,
you, and/or your covered family members by calling the PBM. The
pharmacy may call after being prompted by a medication denial stating
“"Prior Authorization Required.” The pharmacy may also pass the
information on to you and require you to follow-up.

After the initial call is placed, the Clinical Services Representative obtains
information and verifies that the plan participates in a PA program for the
particular drug category. The Clinical Services Representative generates
a drug specific form and faxes it to the prescribing physician. Once the
fax form is received by the Clinical Call Center, a pharmacist reviews the
information and approves or denies the request based on established
protocols. Determinations may take up to 48 hours from the PBM’s
receipt of the completed form, not including weekends and holidays.

If the prior authorization request is APPROVED, the PBM calls the person
who initiated the request and enters an override into the PBM processing
system for a limited period of time. The pharmacy will then process your
prescription.

If the prior authorization request is DENIED, the PBM pharmacist calls the
person who initiated the request and sends a denial letter explaining the
denial reason. The letter will include instructions for appealing the denial.
For more information see the "“Appeals Procedures” section of this
document.

The criteria for the Prior Authorization program are based on nationally
recognized guidelines; FDA approved indications and accepted standards
of practice. Each specific guideline has been reviewed and approved by
the PBM for appropriateness. Prescription medications that require prior
authorization prior to dispensing include but are not limited to:

1. Anabolic steroids - injectable (Deca-Durabolin®, Virilon IM®);

2. Anabolic Steroids - Oral (Anadrol-50®, Android Testred®,
Oxandrin®, Winstrol®);

3. Anabolic Steroids - Topical (Androderm®, Androgel®, Testoderm®);

4. Botulinum Toxins (Myobloc®, Botox®);

5. Sporanox®.

Medication(s) included in medication management programs, including
but not limited to, an amount or quantity that can be used within a set
timeframe or an age limitation, may be subject to prior authorization.
Medication Management programs are subject to change and are
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maintained and updated as medications are FDA approved within the
defined therapeutic class and as clinical evidence requires. Medications
subjected to prior authorization resulting from medication management
programs include, but are not limited to certain medications listed below:

1. Topical Anti-acne products after the age of 24;

2. Medications for Attention Deficit Hyperactivity Disorder/ Narcolepsy
after the age of 19;

3. Oral Antiemetics beyond defined quantity limitations;

4. Medications to treat insomnia beyond defined quantity limitations;

5. Medications used to treat migraine headaches beyond defined
quantity limitations.

A certain class of medications will be managed through the Pharmacy
Benefit Management Vendor’s Specialty Pharmacy Program. For more
information, on what covered see the “Specialty Pharmacy” section of
this document. Medications that may be included in this program are used
to treat chronic or complex health conditions, may be difficult to
administer, may have limited availability, and/or may require special
storage and handling. A subset of the medications included in the PBM
Specialty Pharmacy Program requires prior authorization and include, but
are not limited to:

Xolair®;

Remicade®, Amevive®, Enbrel®, Kineret®, Humira®, Raptiva®;
Hyalgan ®, Supartz® , Synvisc®;

Forteo® ;

Lupron®, Synarel®;

Lupron Depot®, Viadur®, Zoladex®, Eligard®, Trelstar®; and
Synagis®; and

Growth Hormones.

NGO RWN

To confirm whether you need prior authorization and/or to request a prior
authorization, you may call the Pharmacy Benefit Management Vendor
listed on your ID card or visit the PBM website to review the formulary.
Please have the information listed below when initiating your request for
prior authorization:

Name of your Medication

Physician’s Name

Physician’s Phone Number
Physician’s Fax Number, if available
Member ID number (from your card)

20 AZ Benefit Options -PPO 010116V1

The wording contained within this Plan Description may be revised at any time for
clarification purposes without prior notice.



e RXx Group ID number (from your card)
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ARTICLE 4

CASE MANAGEMENT / DISEASE MANAGEMENT AND
INDEPENDENT MEDICAL ASSESSMENT

4.1 Case Management
Case Management is a service provided through an organization

contracted with the State of Arizona, which assists individuals with
treatment needs that extend beyond the acute care setting. The goal of
Case Management is to ensure that patients receive appropriate care in
the most effective setting possible whether at home, as an outpatient, or
an inpatient in a hospital or specialized facility. Should the need for Case
Management arise, a Case Management professional will work closely
with the patient, his or her family and the attending physician to
determine appropriate treatment options which will best meet the
patient’s needs and keep costs manageable. The Case Manager will help
coordinate the treatment program and arrange for necessary resources.
Case Managers are also available to answer questions and provide
ongoing support for the family in times of medical crisis.

Case Managers are Registered Nurses (RNs) and other credentialed
health care professionals, some trained in a clinical specialty area such
as high risk pregnancy or mental health, and others who work as
generalists dealing with a wide range of conditions in general medicine
and surgery. In addition, Case Managers are supported by physician
advisors who offer guidance on up-to-date treatment programs and
medical technology. While the Case Manager may recommend alternate
treatment programs and help coordinate needed resources, the patient’s
attending physician remains responsible for ordering and guiding the
actual medical care.

You, your dependent or an attending physician may request Case
Management services by calling the toll-free phone number shown on
your ID card during normal business hours, Monday through Friday. In
addition, the Third Party Claim Administrator or a utilization review
program may refer an individual for Case Management.

Each case is accessed to determine whether Case Management is
appropriate. You or your dependent will be contacted by an assigned
Case Manager who explains in detail how the program works.
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Participation in the program is voluntary - no penalty or benefit reduction
is imposed if you do not wish to participate in Case Management.

Following an initial assessment, the Case Manager works with you, your
family and physician to determine the needs of the patient and to identify
what alternate treatment programs are available. (For example, in-home
medical care in lieu of extended hospital convalescence.) You are not
penalized if the alternate treatment program is not followed.

The Case Manager arranges for alternate treatment services and
supplies, as needed. (For example, nursing services or a hospital bed
and other durable medical equipment for the home.)

The Case Manager also acts as a liaison between the Third Party Claim
Administrator, the patient, his or her family and physician as needed.
(For example, by helping you to understand a complex medical diagnosis
or treatment plan.)

Once the alternate treatment program is in place, the Case Manager
continues to manage the case to ensure the treatment program remains
appropriate to the patient’s needs.

Case Management professionals may offer quality, cost-effective
treatment alternatives, as well as provide assistance in obtaining needed
medical resources and ongoing family support in a time of need.

4.2 Disease Management
Disease Management is a service provided through an organization

contracted with the State of Arizona, which assists members with
treatment needs for chronic conditions. Disease Management is a
voluntary program - no penalty or benefit reduction is imposed if you do
not wish to participate in Disease Management.

If you are being treated for certain conditions which have been initiated
under this program, you will be contacted by the Disease Management
staff with further information on the program. The goal of Disease
Management is identification of areas in which the staff may assist you
with education and/or resources to maintain your health.

4.3 Independent Medical Assessment

The Plan reserves the right to require independent medical assessments
to review appropriateness of treatment and possible alternative
treatment options for any member participating in the Plan. The

23 AZ Benefit Options -PPO 010116V1

The wording contained within this Plan Description may be revised at any time for
clarification purposes without prior notice.



individual medical assessments may take place on site or via medical
record review and will be carried out by a licensed/board certified medical
doctor specializing in the area of treatment rendered to the member.
Independent medical assessments may be utilized in instances where
current treatment is atypical for the diagnosis, where the current
treatment is complex and involves many different providers, and/or the
current treatment is of high cost to the Plan. If an independent medical
assessment is required, the enrolled person will be notified in writing.
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ARTICLE 5

TRANSITION OF CARE

5.1 Transition of Care

If you are a new Member, upon written request to the Medical
Management Organization, you may continue an active course of
treatment with your current health care provider who is not a
Participating Provider and receive in-network benefit levels during a
transitional period after the effective date of coverage if one of the
following applies:

1. You have a life threatening disease or condition;

2. If you have been receiving care and a continued course of covered
treatment is medically necessary, you may be eligible to receive
“transitional care” from the Non-Participating Provider;

3. Entered the third trimester of pregnancy on the effective date of
enrollment; or

4. If you are in your second trimester of pregnancy and your doctor
agrees to accept our reimbursement rate and to abide by the Plan’s
policies and procedures and quality assurance requirements.

There may be additional circumstances where continued care by a
provider no longer participating in the network will not be available, such
as when the provider loses his license to practice or retires.

Transitions of Care request forms are available by contacting the Medical
Network Vendor Customer Service Center or by visiting their website.
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ARTICLE 6

SCHEDULE OF MEDICAL BENEFITS
COVERED SERVICES AND SUPPLIES

6.1 Schedule of Medical Benefits Covered Services and
Supplies Chart

It is important to note that all inpatient services and certain
prescription medications require Pre-Certification/Prior
Authorization. Please refer to Article 3 of this document for
details.

Co-payment
In-Network Out-of-Network
Deductible Deductible
Deductible per Plan Year $500%* $1,000%*
Single Employee
Deductible per Plan Year $1,000%* $2,000%*
Employee & Adult
Employee & Child
Family
Maximum Out-of-Pocket per | $1,000%* $4,000%*
Plan Year
Single Employee
Maximum Out-of-Pocket per | $2,000%* $8,000%*
Plan Year
Employee & Adult
Employee & Child
Family

*Copayments apply to out-of-pocket maximum after
deductible is met for PPO plans. The Plan pays 100% after
out-of-pocket maximum is met. PPO deductible must be met
before co-payment applies to out-of-pocket maximum.

Physician Visits
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Co-payment

In-Network Out-of-Network

Adult Immunizations. Refer
to 6.32 Immunizations for a
complete list of Adult
Immunizations.

$15.00 50% coverage
after deductible

Routine Physical
1 visit per member per Plan
Year

$15.00 50% coverage
after deductible

Chiropractic & Osteopathic
Includes all spinal
manipulation or treatment.
Limited to 20 visits per
member per Plan year
(combined in-network and
out-of-network) subject to
being Medically
Appropriate.

$15.00 50% coverage
after deductible

Hearing Exam
One per member per Plan
Year

$15.00 50% coverage
after deductible

Obstetrics & Gynecology
OB/GYN

$10.00 50% coverage
after deductible
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In-Network Out-of-Network

Co-payment

Physician Visits

(one co-pay per day per
provider)

(General Practice, Family
Practice and Internal
Medicine, Chiropractor,
Speech Therapy¥*,
Occupational Therapy¥*,
Cardiac Therapy*,
Respiratory Therapy*, and
Physical therapy*, and
Pediatrician ) *Subject to
the benefit limitations
described under Short-term
Rehabilitative Therapy

$15.00

50% coverage
after deductible

1 visit per Member per Plan
Year.

Section 6.59.

Specialists Visit $30.00

Prenatal Care and Program | $10.00 50% coverage

For initial diagnosis; after deductible

covered at 100% thereafter

Rehabilitation Services, $15.00 50% coverage

Short-Term, limited to 60 after deductible

visits per member per Plan

Year for all of the therapy

types listed combined.

Urgent Care Center $40.00 50% coverage
after deductible

Well-Child through 47 $15.00 50% coverage

months. after deductible

(Co-pay is waived if the

only service rendered is a

well-child immunization).

Well-Man Care $15.00 50% coverage

after deductible
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Co-payment

In-Network Out-of-Network
Well-Woman Exam $15.00 PCP* 50% coverage

1 visit per member per Plan. | $10.00 OB- after deductible
*Copayment is subject to GYN*
the type of provider at visit.
Hospital Services

Ambulance (for medical No charge No charge
emergency or required
interfacility transport)
Hospice Care No charge 50% coverage
Inpatient facility or home after deductible
hospice for life expectancy
of 6 months or less.
Hospital Admission $150.00%* 50% coverage
*Hospital in-patient after deductible
admission co-payment:
would apply to any in-
patient hospital admission
with or without an
authorization excluding:
Subacute Care, Post-Acute
Care, Hospice, Bariatric
Surgery and Maternity
Admissions. Subacute Care
would include but not
limited to: long-term care,
hospital-based skilled
nursing facilities (SNFs),
and free standing SNFs.
Hospital Emergency Room $125.00%* $125.00%
(In-network and out-of-
area network). Must be a
Medical Emergency as
defined by the Plan.
*Waived if admitted to
hospital directly from
emergency room but
subject to hospital
admission co-payment.
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Co-payment
In-Network Out-of-Network
Intensive Care Unit No charge 50% coverage
after deductible
Non-emergency ambulance | No charge 50% coverage
transportation with Pre- after deductible
Certification/Prior
Authorization.
Private rooms when No charge 50% coverage
medically necessary after deductible
Radiology and Laboratory No charge 50% coverage
(inpatient) after deductible
Rehabilitation Facility No charge 50% coverage
Hospital or sub-acute after deductible
facilities
Semi-Private Room & No charge 50% coverage
Board. after deductible
Skilled Nursing Facility No charge 50% coverage
Hospital or sub-acute after deductible
facilities.
90 day limit per Member per
Plan Year.
Surgery/Anesthesia/Asst No charge 50% coverage
Surgeon (inpatient) after deductible
Mental Health Services
Mental/Nervous, and $15.00 50% coverage
Substance Abuse Office after deductible
Visit
Mental/Nervous Substance | $150.00 50% coverage
Abuse (inpatient & after deductible
residential)
Other Services
Allergy Testing $30.00 50% coverage
after deductible
Antigen Administration $30.00 50% coverage
Desensitization/treatment after deductible
Autism Spectrum Disorder $15.00 50% coverage
Services after deductible
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Co-payment

In-Network Out-of-Network

Bariatric Surgery 20% No coverage out
*Coinsurance does not coinsurance* of network must
apply to deductible or out- be in approved
of-pocket maximum. facility.

Contraceptive Appliances
Contraceptive injections,
diaphragms, and cervical
caps obtained at a
Physician’s office.

PCP $15.00 50% coverage

OBGYN $10.00 after deductible

Corrective Appliances, No charge 50% coverage

Prosthetics, Medically after deductible

Appropriate foot orthotics.

Diagnostic Testing, No charge 50% coverage

including Laboratory and after deductible

Radiology

Durable Medical Equipment | No charge 50% coverage

(DME) after deductible

Medically Necessary.

Family Planning Services 50% coverage
after deductible

Voluntary Tubal ligation $50.00

(outpatient facility)

Vasectomy (physician’s $30.00

office)

Implantable contraceptive $30.00
products as approved by the

FDA
Hearing Aids No charge 50% coverage
Limited to one per ear/per after deductible
Plan Year
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Co-payment

In-Network

Out-of-Network

Home Health/Home
Infusion Care.

Limited to 42 visits per
member per Plan Year as
described in Section 6.30.
Home Health Services.

No charge

50% coverage
after deductible

Mammography screening
Age 35-39 one baseline
Age 40 and older annually

Non-routine services

covered more frequently

based on recommendation
of the Member’s Physician.

No charge

50% coverage
after deductible

Nutritional Evaluation

$15.00

50% coverage
after deductible

Organ and Tissue
Transplantation & Donor
Coverage. No coverage if
Member is an organ donor
for a recipient other than a
Member enrolled under this
Plan. Travel & lodging
expenses are limited to
$10,000 per transplant.
Travel and lodging are not
covered if the Member is a
donor.

No charge

50% coverage
after deductible

Ostomy supplies

No charge

50% coverage
after deductible

Prostate Screening
Coverage limitations
described in Section 6.53.

No charge

50% coverage
after deductible
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Co-payment

In-Network Out-of-Network

Surgery Facility and 50% coverage
Associated Physician fees after deductible
In primary care physician’s | $15.00

office

In a specialist office $30.00

In Freestanding ambulatory | $50.00

facility

In hospital outpatient $50.00

surgical center

PRESCRIPTION MEDICATION AND DIABETIC SUPPLIES AS
IDENTIFIED UNDER ARTICLE 7.

Medicare Part D participants have dual drug coverage. For drugs
covered under Medicare Part D the following does not apply,
please refer to www.medicaregenerationrx.com/stateofaz. For
drugs not covered under Medicare Part D the following applies.

Diabetic Supplies includes Available Not covered
insulin, lancets, insulin through Mail
syringes/needles, pre-filled | Order and
cartridges, urine test strips, | retail.

blood glucose testing
machines, blood sugar test
strips, and alcohol swabs.
Smoking cessation aids No charge Not covered
both prescribed and over-
the counter will be covered.
Member must have a
prescription and present to
an in-network pharmacy for
the aid to be covered. Only
FDA approved aids will be
covered.
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Co-payment
In-Network Out-of-Network
Retail Pharmacy (up to a
30-day supply)
Generic $10.00 Not covered
Formulary Brand $20.00
Non-Formulary Brand $40.00
Mail Order (up to a 90-day
supply)
Generic $20.00 Not covered
Formulary Brand $40.00
Non-Formulary Brand $80.00
Retail (up to a 90-day
supply)
Generic $25.00 Not covered
Formulary Brand $50.00
Non-Formulary Brand $100.00

6.2 Determination of Eligible Expenses
Subject to the exclusions, conditions, and limitations stated in this

document, the Plan will pay Benefits to, or on behalf of, a Member for
covered medical expenses described in this section, up to the amounts
stated in the Schedule of Benefits.

The Plan will pay Benefits for the Reasonable and Customary Charges or
the contracted fee as determined by the Provider’s contract with the
Network for services and supplies which are ordered by a Physician.
Services and supplies must be furnished by an Eligible Provider and be
Medically Necessary.

The obligation of the Plan shall be fully satisfied by the payment of
allowable expenses in accordance with the Schedule of Benefits. Benefits
will be paid for the reimbursement of medical expenses incurred by the
Member if all p