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Changes for 2004

Please make note of the following changes and/or clarifications to your plan effective
January 1, 2004.

NEW DEDICATED WHA MEMBER SERVICES TELEPHONE NUMBER
FOR UC EMPLOYEES ONLY
916 563-2252/888 563-2252

Privacy Notice (new) Page 4

Cancer Screenings/Clinical trials (new) Page 23
Prescription Medication Benefit (clarification) Page 28
WHA Eligibility rule (new) Page 36
Adult Dependent Relative (ADR) No longer covered Page 38
Effective Date of enrolling additional children after PIE (new language) Page 40
Optional Continuation of Group Coverage -COBRA & Cal-COBRA (new language) Page 42
Reasons For Termination (clarification) Page 49
Maximum Copayment Liability (new language) Page 52
Department of Managed HealthCare (new language) Page 58
Primary Residence Definition (new) Page 67
Structured Outpatient Services Definition (new) Page 68
Zip Code Listing (new) Page 70

If you have any questions, please feel free to contact our Member Services Department at (916) 563-
2252 or (888) 563-2252, Monday through Friday between 8 a.m. and 5 p.m.



PRIVACY NOTICE
Western Health Advantage (“WHA”) Notice of Privacy Practices (“Notice”)
Notice of Privacy Practices for the Use and Disclosure of Private Health Information (PHI)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

WHA is required by law to maintain the privacy of your health information and to provide
you this Notice about our legal duties and privacy practices. We must follow the privacy
practices described in this Notice while it is in effect. This Notice takes effect April 14, 2003,
and will remain in effect until we replace or modify it.

Protecting Your Privacy

At WHA, we understand the importance of keeping your health information confidential and we are
committed to use your health information consistent with State and Federal law. This Notice explains
how we use your health information, and describes how we may share your health information with
others involved in your health care. This Notice also lists your rights concerning your health
information and how you may exercise those rights.

Protected Health Information (PHI)

For the purposes of this Notice, “health information” or “information” refers to Protected Health
Information. Protected Health Information is defined as information that identifies who you are and
relates to your past, present, or future physical or mental health or condition, provision of care, or
payment for care. The information we use and share includes, but is not limited to:

- your name and address;

- personal information about your circumstances;

- medical care given to you; and

- your medical history.

How We Use Your PHI

WHA uses and shares your health information for the purposes of treatment, payment, health care
operations, and other uses permitted or required by Federal, State, or local law. In instances where
your health information is not used for such purposes, WHA would require your written authorization
prior to sharing it.

Treatment
WHA may e or disclose your health information to health care providers (doctors, hospitals,
pharmacies and other caregivers) who request it in connection with your treatment without your
written authorization. For example:
We may share information with physicians, nurses, other health-care professionals, and your
medical group or hospital when necessary for you to receive appropriate care and treatment.



Payment
WHA may use and disclose your health information for the purposes of payment of the health care

services you receive, without your written authorization. This may include claims payment, eligibility,
utilization management, and care management activities. For example:

We may provide your eligibility information to your medical group so they are paid accurately and
timely, or to a third party entity to ensure that your doctor or hospital is paid accurately and timely.
We may share information about you to a hospital to ensure that claims are billed properly.

Health Care Operations

WHA may use and disclose your PHI in order to administer our health plan. For example, WHA may
use and disclose your health information to support various business activities without your written
authorization. Health care operations are activities related to the normal business functions of WHA.
For example, we may share information with others for any of the following purposes:

Quality management and improvement activities in order to review and improve the quality of
health care services you receive;

Planning and general administration;

Research and studies, such as member satisfaction surveys;

Compliance and regulatory activities;

Risk management activities;

Population and disease management studies and programs; and

Grievance and appeals activities.

Other Permitted Uses and Disclosures
WHA may use or disclose your health information without your written authorization, for the following
purposes under limited circumstances:

To State and Federal agencies that have the legal right to receive data, such as to make sure
WHA is making proper payments and to assist Federal/State Medicaid programs. As required
otherwise by Federal, State, or local law;

For public health activities, such as births, deaths, and reporting disease outbreaks or disaster
relief. We may provide coroners, medical examiners, and funeral directors information that
relates to a person's death;

For government healthcare oversight activities, such as fraud and abuse investigations or the
Food and Drug Administration (FDA);

For judicial, arbitration, and administrative proceedings, such as in response to a court order,
subpoena, or search warrant. For law enforcement purposes, such as providing limited
information to locate a missing person;

To a probate court investigator to determine the need for conservatorship or guardianship;

For research studies that meet all privacy law requirements, such as research related to the
prevention of disease or disability;

To avoid a serious and imminent threat to health or safety;

To contact you about new or changed benefits under Medicare and/or WHA;

To contact you to remind you of visits/deliveries;

To create a collection of information that can no longer be traced back to you;



For purposes when issues concern child or elder abuse and neglect;

For specialized government functions, such as providing information for national security and
military activities;

To Workers’ Compensation claims or authorities as required by State Workers’ Compensation
laws;

To the Plan Sponsor of a Group Health Plan or employee welfare benefit plan;

To law enforcement officials if you are an inmate or under custody. These would be permitted if
needed to provide medical services to you or for the protection and safety of others; and

To friends or family members who are assisting you with your health care, with confirmation of that
status.

WHA will not use or disclose your PHI for purposes other than those described in this Notice, unless
authorized by you in writing. You may revoke this authorization as explained in the section titled
“Your Rights Involving Your Health Information.”

Sharing Your PHI with Others

As part of normal business, WHA shares your information with contracted Plan Providers (i.e.
medical groups, hospitals, pharmacy benefit management companies, social service providers,
etc.). In all cases where your PHI is shared with Plan Providers, we have a written contract that
contains language designed to protect the privacy of your health information. Our Plan Providers are
required to keep your health information confidential, and protect the privacy of your information in
accordance with State and Federal law.

Your Rights With Respect to Your PHI

You may give us written authorization to use your PHI or to disclose it to anyone for any purpose. If
you give us an authorization, you may revoke it in writing at any time. However, your revocation will
not affect any use or disclosures permitted by your authorization while it was in effect.

The following are your rights with respect to your health information. If you would like to exercise any
of the following rights, please refer to the section below titled, “How to Obtain Additional Information
About This Notice.”

Right to Request Restrictions

You have the right to ask us to restrict how we use and disclose your information for treatment,
payment, or health care operations as described in the Notice. You also have the right to ask us to
restrict information that we have been asked to give to family members or to others who are involved
in your health care. However, we are not required to agree to these restrictions. If we deny your
request, we will notify you in writing with the specific reason(s) the request was denied. If we do
agree to your request to restrict health information, we may not use or disclose your PHI for that
purpose, except as needed to provide treatment in an Emergency. We also do not have to honor
your restriction if we are required by law to disclose the information or when the information is
needed for your treatment.

You also have the right to terminate a request for restriction that we have granted. You may do this
by calling or writing us. We also have the right to terminate the restriction if you agree to it or if we
inform you in writing that we are terminating it. If we do this, it will only apply to medical information
that we create or receive after we have informed you.



Your request for a restriction must be in writing and provide us with specific information needed to
fulfill your request. This would include the information you wish to be restricted and to whom you want
the limits to apply.

Right to Inspect and Copy

You and your personal representative have the right to review or obtain copies of your PHI that may
be used to make decisions about you. This includes medical records and billing records. It does not
include the following: psychotherapy notes, information to be used in a lawsuit or administrative
proceedings, and certain information subject to a law concerning laboratory improvements. Your
request must be in writing and provide us with specific information needed to fulfill your request. If
you call Member Services at 1-888-563-2252 or TDD for the hearing impaired at 1-888-877-5378,
we will send you a form to use to do this. Or if you prefer, you may send your written request to our

Member Services Department at the address listed in the “Complaints” section of this Notice. If you
request copies, we can charge a reasonable fee for the cost of producing the copies and postage.
You must pay this fee before we give you the copies. You may also request that we provide you with
summary information about your PHI instead of all the information. If so, you must pay us the cost of
preparing this summary information before we give it to you.

In certain situations, we may deny your request to inspect or obtain a copy of your PHI. If we deny
your request, we will notify you in writing with the specific reason(s) the request was denied. Our
letter to you will also include information about how you may request a review of our denial if you are
entitled to such a review. You are entitled to request a review of our denial in three instances only.
These three instances involve situations where a licensed health care professional has determined
that such access would endanger the life or physical safety of you or of another person. Our letter will
also tell you about any other rights you have to file a complaint. These are the same rights described
in this Notice.

Right to Request an Amendment

You have the right to request that we amend your PHI. Your request must be in writing, and it must
explain why the information should be amended. Your request should be sent to our Member
Services Department at the address listed in the “Complaints” section of this Notice.

We will deny your request if you fail to submit it in writing or if you fail to include the reasons for your
request. We may also deny your request if you ask us to amend information that is (1) accurate and
complete; (2) not part of our records; (3) not allowed to be disclosed; or (4) not created by WHA.

If we deny your request, we will provide you a written explanation. This letter will tell you how you can
file a complaint with us or with the Secretary of the Department of Health and Human Services. It will
also tell you about the right you have to file a statement disagreeing with our denial and other rights
you may have.

If we accept your request to amend the information, we will make the changes requested in your
amendment. But first we will contact you to identify the persons you want notified and to get your
approval for us to do so. We will make reasonable efforts to inform others of the amendment and to
include the changes in any future disclosures of that information.



Right to Receive Confidential Communications

You have the right to request that we communicate with you in confidence about your PHI by
alternative means or to an alternative location (e.g. mail to a post office box address or fax to a
designated number, or by phone at a number you give us). Your request must be made in writing
and must clearly state that if the request is not granted it could endanger the member. WHA will
accommodate reasonable requests.

Right to Receive an Accounting of Disclosures

You and your personal representative have the right to receive an accounting of disclosures
regarding your health information. Typically the accounting would include disclosures found in the
section titled “Other Permitted Uses and Disclosures” of this Notice. The accounting will not cover
those disclosures made for the purposes of treatment, payment, and health care operations, and
ones that you have authorized.

All requests for an accounting must be in writing and include specific information needed to fulfill your
request. This accounting requirement applies for six years from the date of the disclosure, beginning
with disclosures occurring after April 14, 2003, unless you request a lesser period of time. If you
request this accounting more than once in a 12-month period, we may charge you a reasonable fee
to produce the accounting of disclosures. Before doing so, we will notify you of the fee, and give you
an opportunity to withdraw or limit your request in order to reduce the fee.

*kkkkk I M PO RTA NT *kkkkk

WHA DOES NOT HAVE COMPLETE COPIES OF YOUR MEDICAL RECORDS. IF YOU WANT
TO LOOK AT, GET A COPY OF, OR CHANGE YOUR MEDICAL RECORDS, PLEASE
CONTACT YOUR DOCTOR OR MEDICAL GROUP.

Right to Copies of this Notice
You have the right to receive an additional copy of this Notice at any time. You can also find this
notice on our website at: www.westernhealth.com.

How to Complain about Our Privacy Practices

If you believe WHA has violated your privacy rights, or you disagree with a decision we made about
access to your health information, you may contact us or the Department of Health and Human
Services (DHHS) to make a complaint. We will not retaliate in any way if you choose to file a
complaint with us or DHHS. Filing a complaint will not affect your benefits under WHA or Medicare.

Complaints to WHA
If you want to file a complaint with us, you can call or write to:

Western Health Advantage
Attention: Privacy Complaints
1331 Garden Highway, Suite 100
Sacramento, CA 95833

(916) 563-3180




Complaints to the Federal Government
You also have the right to file a complaint with the federal government. You can write to:

Director, Office of Civil Rights

U.S. Department of Health and Human Services
200 Independence Avenue, S.W. Room 506F
Washington, D.C. 20201

How to Obtain Additional Information about This Notice
If you have any questions about our privacy practices or would like an additional copy of the Notice,
please contact Member Services at 1-888-563-2252, TTY 1-888-877-5378.

Changes to this Notice

The terms of this Notice apply to all records containing your health information that are created or
retained by WHA. We reserve the right to revise or amend this Notice of Privacy Practices. Any
revision or amendment to the Notice will be effective for all of your records that we have created or
maintained in the past. Such revision or amendment shall also be effective for any of your records
that we may create or maintain in the future. If we do revise this Notice you will receive a copy and
the new notice will be posted on our website at: www.westernhealth.com.

Questions

If you have any questions about this notice or want further information, please contact us at WHA
Privacy Officer, Western Health Advantage, 1331 Garden Highway, Suite 100, Sacramento CA
95833, or call us at (916) 563-2252.

Effective Date of this Notice
This Notice is effective April 14, 2003 and remains in effect until changed.
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WA
TR Covered Services Summary

Plan UC 106A

All care and benefits listed are covered when provided or authorized by Western Health Advantage (WHA). This is a Copayment Summary of medical care services;
consult the Combined Evidence of Coverage and Disclosure Form for exact benefits, exclusions, limitations and other applicable out-of-pocket expenses.

OUTPATIENT SERVICES YOU PAY BEHAVIORAL HEALTH & CHEMICAL DEPENDENCY YOU PAY
Office visits for medical and pediatric care ................... $ 10 per visit OUTPATIENT — Mental Health

Well-baby care - birthtotwoyears ................c..oeeneen. Covered in full OUtPatIENt SEIVICES ... vt $10 per visit
Maternity care, after the initial diagnosis, pre and

POSE-NATAl. ... et Covered in full INPATIENT - Mental Health

Surgical Procedures............c..oeevueeeiieeiieeeiieeei. $ 10 per visit Inpatient hospital services provided at a participating acute care
Immunizations (birth to two years)... ... Coveredin full facility when authorized in advance by WHA ............ $250 per admission
(2= Ta Lo o1V =T o $ 10 per visit )

Periodic physical examinations ................c.ooiiiiiiinn $ 10 per visit OUTPATIENT — Chemical Dependency

Office visits for consultation or care by a non-primary Services for detoxification and for medical conditions

provider when referred by your primary care physician.... $ 10 per visit associated with substance abuse............................. $10 per visit
Eye and hearing examinations (all ages) ..................... $ 10 per visit Rehabilitation services. ..o $10 per visit
Laboratory, x-ray, electrocardiograms and

All OtEI tESES .. ev e e e Covered in full INPATIENT - Chemical Dependency

ANETGY tESHING .. eeeee et $ 10 per visit Services for inpatient detoxification and for medical conditions

Therapeutic injections, including allergy shots............... $ 10 per visit associated with substance abuse at a WHA acute care

Family planning SErviCeS. ..........covvrrrireiiieeieiieieneeenes. $ 10 per visit facility, including rehabilitation services................... $250 per admission

Infertility testing and treatment services, including drugs
ALL BEHAVIORAL HEALTH SERVICES MUST BE AUTHORIZED BY

i 0,
provided...... ..o 50% copay MAGELLAN BEHAVIORAL HEALTH. INC.
INPATIENT HOSPITALIZATION $250 PER ADMISSION OTHER HEALTH SERVICES
= Semi-private room and board for acute care (private room when Home health care, when prescribed by a participating physician
determined medically necessary by a participating provider). and determined to be medically necessary ................... Covered in full

= Physicians’ services, including surgeons and consultants.

= Hospital specialty services including use of operating and recovery
room, anesthesia, inpatient drugs, x-ray, laboratory, radiotherapy
and nursery care for newborn babies.

= Medical, surgical, and cardiac intensive care.

Hearing Aids, one standard device per ear every 36 months .. 50% copay
($2000 benefit maximum)

Durable Medical Equipment and prosthetic/orthotic devices when

. . o o determined by a participating physician to be

" Private-duty nurse when prescribed by a participating physician. medically necessary and prior authorized by WHA ........... Covered in full
® Blood transfusion services.

Ambulance service when ordered by a participating

SKILLED NURSING FACILITY physician as medically necessary or in a life-threatening
Semi-private room and board in a skilled nursing facility, when medically EIMEIGENCY . evetete ettt et et e e Covered in full
necessary and arranged by a primary care physician, including drugs
and prescribed ancillary services...............cccocviiiiiiiii, Covered in full URGENT ’_A‘ND EMERGE_NCY_ SERVICES S— —
Care provided or authorized in advance by a participating physician at:
REHABILITATION SERVICES Participating physician’s office ...........cccccoivviiiiiiii $10 per visit
Short-term rehabilitative services including physical therapy, speech Participating urgent care facilities...................cccccoeeviiiiininen.. $10 per visit
therapy, respiratory therapy or an organized program of such services. Participating hospital emergency room .............c.ccccceeeeeeecvecreenen, $50 per visit
. o . Non-participating urgent care at an Urgent Care facility................. $50 per visit
Inpatient Rehabilitation .....................cco Covered in full NON-participating eMErgency SEIVICES .......o.vioroerorrorrerresrersessessenson $50 per visit
Outpatient Rehabilitation..............civiviis $10 per visit Inpatient care to treat an injury or the sudden onset of an
acute illness, including psychiatric iliness until your condition permits safe
MAXIMUM COPAYMENT LIABILITY transfer to a participating facility ........................ $250 per admission
Maximum Copayment Liability per calendar year are limited to:
INAIVIAUAL ... $1,000 OUTPATIENT PRESCRIPTION MEDICATION™
FAMILY.c..ov vttt $3,000 Retail (30 day supply)
GBINEIIC. .. vttt ettt ettt ettt et s $10 copay
*Copayments for Prescription Medications do not contribute to the Brand Name.... .. $20 copay
Maximum Copayment Liability. Non-Formulary $35 copay

Mail Order (90 day supply)

GINEIIC. ..ottt e $20 copay
Brand NaME........coouiiiiiiie ettt $40 copay
NON-FOIMUIANY ... $70 copay
Drugs for the treatment of sexual dysfunction...................ccc...... 50% copay
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INTRODUCTION

Welcome to Western Health Advantage

Welcome to Western Health Advantage (WHA). We at WHA are pleased that you have chosen our
health plan for your medical needs. The information in this Combined Evidence of Coverage and
Disclosure Form was designed for you as a new Member to familiarize you with WHA. It describes
the medical services available to you and explains how you can obtain treatment.

Please read this Combined Evidence of Coverage and Disclosure Form completely and carefully
then keep it handy for reference while you are receiving medical services under WHA. It will help
you understand how to get the care you need.

This Combined Evidence of Coverage and Disclosure Form is a summary of the group health plan.
The Group Agreement between WHA and your Employer, that has sponsored your participation in
this health plan, must be consulted to determine the exact terms and conditions of coverage. You
may request to see the Group Agreement from your Employer. An applicant has the right to view
The Combined Evidence of Coverage and Disclosure Form prior to enrollment. You may request a
copy of the Evidence of Coverage directly from the plan by calling 1-888-563-2252, or view the
document on the web page: www.westernhealth.com.

By enrolling or accepting services under this health plan, Members are obligated to understand and
abide by all terms, conditions and provisions of the Group Agreement and this Combined Evidence
of Coverage and Disclosure Form.

This Combined Evidence of Coverage and Disclosure Form, the Group Agreement and benefits are
subject to amendment in accordance with the provisions of the Group Agreement without the
consent or concurrence of Members.

This Combined Evidence of Coverage and Disclosure Form, and the provisions within it are subject
to regulatory approval by the Department of Managed Healthcare. Modifications of any provisions
of this document to conform to any issue raised by the Department of Managed Healthcare shall be
effective upon notice to the Employer; shall not invalidate or alter any other provisions; and shall
not give rise to any termination rights other than as provided in this Combined Evidence of
Coverage and Disclosure Form.

Members are obligated to inform WHA’s Member Services Department of any change in residence
and any circumstance, which may affect entitlement to coverage or eligibility under this health plan,
such as Medicare eligibility. Members must also immediately disclose to WHA's Member Services
Department whether they are or became covered under another group health plan, have filed a
Workers’” Compensation claim, were injured by a third party, or have received a recovery as
described in this Combined Evidence of Coverage and Disclosure Form.

If you have any questions after reading this Combined Evidence of Coverage and Disclosure Form,
or at any time, please contact Member Services at (916) 563-2252 or (888) 563-2252. Thank you
for choosing Western Health Advantage.

14 WHA EOC — CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Choice of Physicians and Other Providers

As a Member of WHA, you have access to a large network of Participating Providers from which
to choose your Primary Care Physician (PCP). These providers are conveniently located
throughout the WHA Service Area.

All non-Emergency care must be accessed through your PCP, with the exception of obstetrical
and gynecological services, which may be obtained through direct access without a referral. Your
PCP is responsible for coordinating your health care from specialists and other medical providers.
Referral requirements will be described later in this Combined Evidence of Coverage and
Disclosure Form.

Some hospitals and other providers do not provide one or more of the following
services that may be covered under your Evidence of Coverage and that you or your
family member might need: family planning; contraceptive services, including
emergency contraception; sterilization, including tubal ligation at the time of labor
and delivery; infertility treatments; abortion; or transgender services. You should
obtain more information before you enroll. Call your prospective doctor, medical
group, independent practice association, or clinic, or call WHA’s Member Services
Department at (916) 563-2252 to ensure that you can obtain the health care services
that you need.

WHA Participating Providers include a wide selection of PCPs, specialists, hospitals, laboratories,
pharmacies, ambulance services, skilled nursing facilities, home health agencies and other ancillary
care services. You will be provided with a copy of WHA’s Provider Directory; which at the time it
was printed and sent was current; however, this list is updated and reprinted four times a year, so
changes may have occurred that could affect your physician choices. If you need another copy of
the directory, contact Member Services at (916) 563-2252 or (888) 563-2252 or to view our on-
line Provider Directory, WHA’s web site address is: www.westernhealth.com.

Liability of Member for Payment

Participating Providers

All non-Urgent Care and non-Emergency Care must be provided by your PCP, his/her on-call
physician or a Participating Provider referred by your PCP, with the exception of obstetrical and
gynecological services, which may be obtained through direct access without a referral. WHA will
not be liable for costs incurred if you seek care from a provider other than your PCP. WHA's
contract agreements with Participating Providers state that you, the Member, are not liable for
payment for Covered Services, except for required Copayments. Copayments are fees that you pay
to providers at the time of service. For services that are not Medically Necessary Covered Services,
and the Provider has advised you as such in advance, in writing of such non-coverage and you still
agree to receive the services, then you will be financially responsible. (See Provider
Reimbursement Definition)

Non-Participating Providers

Any coverage for services provided by a physician or other health care provider who is not a
participating WHA provider requires prior written authorization before the service is obtained,
except in medically-necessary Urgent Care and Emergency Care situations.
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How TO USE WESTERN HEALTH ADVANTAGE

Selecting Your Primary Care Physician

When you enroll in WHA, you must select a Primary Care Physician (PCP) for yourself and each of
your covered Family Members. Each new Member must select a PCP close enough to his or her
home or place of work to allow reasonable access to care. You may designate a different PCP for
each Member if you wish. Your PCP is responsible for coordinating your health care by either direct
treatment or referral to a participating specialist. All non-Urgent Care or non-Emergency care
should be received from your PCP or other Participating Provider as referred by your PCP.

If you have never been seen by the PCP you choose, please call his/her office before designating
him/her as your PCP. Not only are some practices temporarily closed because they are full, but this
also gives the office the opportunity to explain any new patient requirements. The name of your
PCP will appear on your WHA identification card. If you do not designate a PCP at the time of
enrollment, WHA will assign one for you.

Chanqging Your Primary Care Physician

Since your PCP coordinates all your covered care, it is important that you are completely satisfied
with your relationship with him/her. If you want to choose a different PCP, call Member Services
before your scheduled appointment. Member Services will ask you for the name of the Physician
and your reason for changing.

Once a new PCP has been assigned to you, WHA will issue a new ID card confirming the physician’s
name. The effective date is the first day of the month following notification. You must wait until
the effective date before seeking care from your new PCP, or the services may not be covered.

Transferring to Another Primary Care Provider or Medical Group

Any individual Member may change PCP or Medical Groups/IPAs, and transfer from one to another:

= When the Group's Open Enroliment Period occurs;

= When the Member moves to a new address (notify WHA in writing within 30 days of the
change);

= When the Member's employment work-site changes (notify WHA in writing within 30 days of
the change);

=  When the Member chooses to use the once-a-month transfer option; or

=  When necessary by WHA.

Exceptions

WHA will not allow a once-a-month transfer at the Member's request:
1. If the Member is confined to a Hospital,
2. If the Member is more than three-months pregnant;
3. If the member is in a surgery follow-up period and not yet released by the surgeon; or
4. If the Member is receiving treatment for an acute illness or injury and the treatment is not
complete.
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NOTE: If you are experiencing one of the above listed exceptions and believe you should be
allowed to transfer to another PCP or Medical Group/IPA because of unusual or serious
circumstances, please contact WHA's Member Service Department at (916) 563-2252 or (888) 563-
2252 and request a review for special consideration to your situation.

Guaranteed Primary Care Access

WHA wants you to receive the care you need when you need it. In most cases, your PCP will be
available for urgent visits. However, we offer a unique program that ensures access to another
primary care provider for acute medical needs (within one working day) if your PCP is not
available.

If you have an acute medical need, call your PCP’s office and request an immediate appointment.
If, for any reason, your PCP’s office cannot arrange to see you, call WHA Member Services at (916)
563-2252 or (888) 563-2252 and we will assist you in obtaining a primary care appointment.

Referrals to Specialists

Advantage Referral

In order to expand the choice of specialists, WHA has implemented a unique program, allowing
members to access all specialty physicians within our network that are listed in our
directory, rather than just those who have a direct relationship with your PCP.  Your PCP will
treat most of your health care needs. If he or she determines that your medical condition requires
specialty care, you will be referred to an appropriate provider. You may, however, request to be
referred to any of the WHA network specialists. Self-referred, OB/GYN services for women and
annual eye exams are included in the advantage referral program and do not require a PCP referral
or prior authorization, as long as the provider is listed in the WHA provider directory. In most
cases, you will be comfortable with the specialist that your PCP selects; however, if you already
have a relationship with a network specialist, or prefer another network specialist, you may ask to
be referred to him or her instead. The provider directory lists all of the network specialists
approved for referrals by your PCP.

Your PCP will provide a written referral to your selected specialist. Please remember that if you
receive care from a specialist without first receiving a referral, you may be liable for the cost of
those services. You will receive a notification of the details of your referral and the number of
visits as ordered by your physician. You need to bring this referral form to your appointment. If
you receive a same-day appointment, the specialist will receive verbal or fax authorization, which is
sufficient, along with your ID card.

If you have a certain life-threatening, degenerative or disabling condition or disease requiring
specialized medical care over a prolonged period of time, including HIV or AIDs, you may be
allowed standing referrals, more than one visit, to a specialist or “specialty care center” that has
demonstrated expertise in treating the medical condition or disease involving a complicated
treatment regimen that requires on-going monitoring. Those specialists designated as having
expertise in treating HIV or AIDs are designated in our provider directory under their licensed
specialty with an asterisk.
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The following services do not require a referral from your PCP:

On-call Physician Services: The on-call physician for your PCP can provide care in place of your
physician.

Urgent Care: When an Urgent Care situation arises while you are in WHA’s Service Area call your
PCP, any time of the day, including evenings and weekends. Explain your condition to your doctor
or the Physician on-call and they will direct your care. (See Definitions for Urgent Care.)

Emergency Care: If you are in an emergency situation, please call “911” or go to the nearest
hospital emergency room. Notify your PCP the next business day or as soon as possible. (See
Definitions for Emergency Care.)

Gynecological Examination: A referral is not needed for gynecological services from a
Participating Provider.

Obstetrical Services: A referral is not needed for obstetrical care from a Participating Provider.

Vision: Annual eye exam from a Participating Provider does not require a referral.

Prior Authorization

Certain Covered Services require Prior Authorization by WHA in order to be covered. This means
that your PCP must contact WHA or in some cases, the participating medical group with which
your PCP is affiliated to request that the service or supply be approved for coverage before it is
rendered. Requests for Prior Authorization will be denied if the requested services are not
Medically Necessary as determined by WHA.

Prior Authorization is required for:

= Services from non-Participating Providers except in urgent care or emergency situations. For
example, a Covered Service may be Medically Necessary but not available from Participating
Providers. Then, your Physician must obtain Prior Authorization from WHA or its delegated
Medical Group before you receive services from a non-Participating Provider.

= Behavioral health services (except in urgent or emergency situations).

Any Prior Authorization is conditioned upon the Member being duly enrolled at the time the
Covered Services are received. The Member will be responsible for the cost of any services not
authorized by WHA and, if necessary, reimbursing WHA if the Member is not duly enrolled or if
such services are provided after the date the Member’s enrollment ceased.

Your WHA ID card lets your provider know that you are a WHA Member and that certain services
will require Prior Authorization. If you do not present your ID card each time you receive
services, he/she may fail to obtain Prior Authorization when needed, and you could be
responsible for the resulting charges. Your Physician will receive written notice of authorized or
denied services and you will be notified of any denials. If Prior Authorization is not received
when required, you may be responsible for paying all of the charges. Please direct your
guestions about Prior Authorization to your PCP.
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Second Medical Opinions

A Member may request a second medical opinion regarding any diagnosis and/or any prescribed
medical procedure. Members may choose any WHA Participating Provider of the appropriate
specialty to render the opinion. All opinions performed by non-Participating Providers require
Prior Authorization from WHA or its delegated Medical Group.

All requests for second medical opinions should be directed to the Member’'s PCP. Members may
also contact WHA's Member Services Department at (916) 563-2252 or (888) 563-2252 for
assistance or for additional information regarding second opinion procedures. Decisions
regarding second medical opinions will be authorized or denied within the following timelines:

= Urgent/emergent conditions — within one working day

» Expedited condition — within 72 hours

= Elective conditions — within five (5) working days

Urgent Care and Emergency Care

WHA covers you for Urgent Care and Emergency Care services wherever you are in the world.
Please note that Emergency room visits are not covered for non-Emergency situations. (See
the “Definitions” section of this booklet for explanation of “Urgent Care” and “Emergency”). See
the Covered Services Summary section for the applicable Copayments for Emergency room visits
and urgent care facility visits.

If care is obtained from a non-Participating Provider, WHA will reimburse the provider for
covered medical services received for Urgent Care or Emergency situations, less the applicable
Copayment.

If an Emergency situation arises whether you are in WHA'’s Service Area or outside of the Service
Area, call “911” immediately or go directly to the nearest hospital Emergency Room. If an Urgent
Care situation arises while you are in WHA’s Service Area, call your PCP. You can call your doctor
at any time of the day, including evenings and weekends. Explain your condition to your doctor or
the Physician on-call and they will direct your care. In the event you are not able to reach your
physician, you may go to an Urgent Care Center affiliated with your medical group.

If you are hospitalized at a non-participating facility because of an Emergency, WHA must be
notified within 24 hours or as soon as possible. This telephone call is extremely important. If
you are unable to make the call, have someone else make it for you, such as a Family Member,
friend or hospital staff member. WHA will work with the hospital and Physicians coordinating your
care and, if possible, arrange for your transfer to a participating hospital as well as make
appropriate payment provisions.

Follow-Up Care

Follow-up care after an emergency room visit is_not considered an Emergency situation. If you
receive Emergency treatment from an emergency room physician or non-Participating Physician
and you return to the emergency room or physician for follow-up care (for example, removal of
stitches or redressing a wound), you will be responsible for the cost of the service.

Call your PCP for all follow-up care. If your health problem requires a specialist, your PCP will
refer you to an appropriate Participating Provider as needed.
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Provider Network Adequacy

WHA will ensure the provider network is in sufficient numbers to assure that all covered services
are accessible without unreasonable delay, which includes access to emergency services 24
hours a day and seven days per week.

Direct Access to Qualified Specialists for Women'’s Health Services

WHA provides women access to participating providers - gynecologists, obstetricians, certified
nurse midwives, and other qualified health care practitioners for routine and preventive
women’s health services.

Access to Specialists

Members with complex or serious medical conditions who require frequent specialty care can
arrange for direct acess to a network specialist. To ensure continuity of care, WHA has
processes in place, which provide for ongoing authorizations and or referrals to a particular
specialist for a chronic or serious medical condition for up to a year at a time, if applicable.

Transition and Continuity of Care

WHA has a process in place to ensure new members who are undergoing a course of
treatment for an acute or disabling condition and who must involuntarily change health plans
or physicians; to continue seeing their airrent provider, if appropriate, until their care can
safely be transitioned to a network provider. You may request information directly from the
Member Services Department at (916) 563-2252 or (888) 563-2252 or from WHA'’s web page
www.westernhealth.com.

Access to Emergency Services

Members have the right to access emergency health care services including the “911”
emergency response system when and where the need arises. WHA has processes in place,
which ensure payment when a member presents to an emergency department with acute
symptoms of sufficient severity — including severe pain — such that a “prudent layperson” or
reasonable person could expect the absence of medical attention to result in placing the
member’s health in serious jeopardy.
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MEMBER RIGHTS & RESPONSIBILITIES

General Information

WHA's Member Rights and Responsibilities outline not only the Member’s rights but also the
Member's responsibilities as a Member of WHA. You may request a separate copy of this
Member Rights and Responsibilities by contacting our Member Services staff. It is also available
on the WHA website www.westernhealth.com.

A Member’s rights include but are not limited to, the following:

To be provided information about WHA's services, providers and practitioners, managed care
requirements, processes used to measure quality and improve member satisfaction, and your
rights and responsibilities as a member.

To be treated with respect and dignity and recognition of your right to privacy.

To actively participate with practitioners in making decisions about your healthcare, to the
extent permitted by law, including the right to refuse treatment or leave a hospital setting
against the advice of the attending physician.

To expect candid discussion of appropriate, or medically necessary, treatment options
regardless of cost or benefit coverage.

To voice a complaint, or appeal a decision to WHA, about the organization or the care it
provides, with the expectation that a process is in place to assure timely resolution of the
issue.

To make recommendations regarding WHA’'s member rights and responsibilities policies.

To follow preventive health guidelines, prescribed treatment plans, and guidelines given by
those providing health care services and to provide to those professionals information
relevant to your care.

To know the name of the physician who has primary responsibility for coordinating your care
and the names and professional relationships of others who may provide services including
the practitioner’s education, certification or accreditation, licensure status, number of years in
practice, and experience performing certain procedures.

To receive information about your iliness, the course of treatment, and prospects for recovery
in terms that can be easily understood.

To receive information about proposed treatments or procedures to the extent necessary for
you to make an informed consent to either receive or refuse a course of treatment or
procedure. Except in emergencies, this information shall include: a description of the
procedure or treatment, medically significant risks associated with it, alternate courses of
treatment or non-treatment including the risks involved with each, and the name of the
person who will carry out a planned procedure.

To confidential treatment and privacy of all communications and records pertaining to care
you received in any health care setting. Written permission will be obtained before medical
records are made available to persons not directly concerned with your care, except as
permitted by law or as necessary in the administration of the Health Plan. WHA's policies
related to privacy and confidentiality are available to you upon request.
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To full consideration of privacy and confidentiality around your plan for medical care, case
discussion, consultation, examination and treatment including the right to be advised of the
reason an individual is present while care is being delivered.

To reasonable continuity of care along with advance knowledge of the time and location of an
appointment, as well as, the name of the practitioner scheduled to provide your care.

To be advised if the physician proposes to engage in, or perform, human experimentation
within the course of care or treatment and the ability to refuse to participate in such research
projects if desired.

To be informed of continuing health care requirements following discharge from a hospital or
practitioner’s office.

To examine and receive an explanation of bills for services regardless of the source of payment.

To have these member rights apply to a person with legal responsibility for making medical care
decisions on your behalf. This person may be your physician.

To have access to your personal medical records.

To formulate advance directives for health care.

A Member’s responsibilities include, but are not limited to the following:

To know, understand, and abide by the terms, conditions, and provisions set forth by WHA as
your Health Plan. The Evidence of Coverage (EOC) document you received at the time of
enrollment and annually thereafter contains this information.

To supply WHA and its providers and practitioners (to the extent possible) the information they
need to provide care and service to you. This includes informing WHA’'s Member Service
Department when a change in residence occurs or other circumstances arise that may effect
entitlement to your coverage or eligibility.

To select a primary care physician (PCP) who will have primary responsibility for coordination of
your care and to establish a relationship with that PCP.

To learn about your medical condition and health problems and to participate in developing
mutually agreed upon treatment goals with your practitioner to the degree possible.

To follow plans and instructions for care that you have agreed to with your practitioners.

To schedule appointments, as needed or indicated, to notify the physician when it is necessary
to cancel an appointment, and to reschedule cancelled appointments if indicated.

To show consideration and respect to the providers and their staff and to other patients.

To express grievances regarding WHA, or the care or service received through one of WHA’s
providers, to the Plan’s Member Service Department for investigation through WHA'’s grievance
process.

To facilitate greater communication between patients and providers, WHA wiill:
Upon the request of a member, disclose to consumers factors such as: methods of

compensation, ownership of or interest in healthcare facilities, that can influence advice or
treatment decisions;
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Ensure that provider contracts do not contain any so-called “gag clauses” or other contractual
mechanisms that restrict the healthcare provider’s ability to communicate with or advise
patients about medically necessary treatment options.

PRINCIPAL BENEFITS AND COVERED SERVICES

The following services and benefits are covered when determined to be Medically Necessary by
WHA and provided by your PCP or other Participating Providers to whom you have been referred
by your PCP. You will be responsible for all applicable Copayments as described in the Covered
Services Summary section, and any charges related to non-Covered Services or limitations.

NOTE: A full description of exclusions and limitations can be found in the “Principal Exclusions
and Limitations” section of this Combined Evidence of Coverage and Disclosure Form.

Qutpatient Services:

The following outpatient services are covered under WHA. The Covered Services Summary
defines the Member’s Copayment responsibility.

= Office visits for adult and pediatric routine check-ups, well-baby care, and immunizations;

» Physician services in the Member’s home, if the Member is too ill or disabled to be seen
during regular working hours at the Physician’s office. Member will pay the Copayment
listed on the Copayment Schedule Attachment listed for Physician office visits for each such
visit;

» Pre-natal and post-natal maternity care;

= Gynecological exams; annual pap and pelvic;

= Testing and treatment of PKU, includes formula and special food products that are medically
necessary and prescribed for treatment of PKU;

= Surgical procedures;

= Periodic physical examinations;

= Office visits for consultations or care by a non-participating specialist when referred and
authorized by WHA or its delegated Medical Group;

= Eye examinations, (including annual eye refractions);

= Hearing examinations;

= Laboratory, x-ray, electrocardiograms and all other tests determined to be Medically
Necessary;

= Therapeutic injections, including allergy testing and shots;

» Health education and family planning services (including counseling and examination)

Cancer Screenings: Includes, but is not limited to, all generally medically accepted cancer
screening tests, an annual cervical cancer screening test, including a conventional Pap smear test,
and upon referral by the Member's physician, nurse practitioner, or certified nurse midwife, the
option of any cervical cancer screening test approved by the Federal Food and Drug Administration;
mammography screening or diagnostic; periodic prostate cancer screening, including prostate-
specific antigen testing; digital rectal examinations; fecal occult blood tests; and flexible
sigmoidoscopy subject to all terms and conditions that would otherwise apply.

WHA EOC — CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS 23



Cancer Clinical Trials: Routine patient care costs related to the participation of a Member who
has been diagnosed with cancer in a clinical trial, if the Member’s treating physician has
recommended such participation after a determination by the physician that such participation may
potentially provide a benefit to the Member.

"Routine patient care costs" do not include the following:

1. Drugs or devices that have not been approved by the FDA and are associated with the

clinical trial;

2. Services other than health care services, such as travel or housing expenses, companion
expenses, and other non-clinical expenses that a Member might incur as a result of the
Member's participation in the clinical trial;

Any item or services provided solely for the purpose of data collection and analysis;

Health care services that are otherwise specifically excluded from coverage under the

Member's plan; or

5. Health care services customarily provided by researchers free of charge to participants in the
clinical trial.

P w

NOTE: Some outpatient services, such as diagnostic testing, xrays, and surgical procedures
require Prior Authorization. For clarification you should contact WHA’'s Member Services.

Inpatient Services:

NOTE: All inpatient hospitalization requires Prior Authorization, except in an Emergency
situation.

The following inpatient services are covered under WHA and are subject to the Copayment
requirements as defined in the Covered Services Summary.

= Semi-private room and board (private room when determined to be Medically Necessary by
a Participating Provider);

= Physician’s services including surgeons, medical consultants, and anesthesia services;

= Hospital specialty services including use of operating room and recovery room, anesthesia,
inpatient drugs, x-ray, laboratory, radiation therapy and nursery care for newborns;

= Medical, surgical, and cardiac intensive care;

» Private-duty nurse when prescribed by a Participating Provider;

= Blood transfusion services; and

= Physical therapy, occupational therapy, and speech therapy are inpatient benefits if
coincidental with an admission for a benefit, which is covered under WHA.

Rehabilitation Services

Outpatient

Short-term rehabilitative services including physical therapy, speech therapy, occupational
therapy, cardiac and pulmonary therapy are covered when authorized and determined to be
medically necessary and when therapy is determined by WHA to lead to continued improvement
of the member’s condition.
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Behavioral Health Services

WHA has contracted with Human Affairs International of California (HAI-CA), an affiliate of
Magellan Behavioral Health to administer all mental health and alcohol and drug abuse benefits
under the plan. If you need behavioral health treatment or have questions about your behavioral
heath benefits, please call HAI-CA at 800-424-1778.

» |npatient - Mental Health

Members are entitled to receive inpatient hospital services for the treatment of Mental Health
Disorders, at a participating acute care facility, subject to Copayments listed on the Covered
Services Summary. Services are covered with Prior Authorization by the HAI-CA Medical Director.

= Qutpatient - Mental Health

Members are entitled to receive evaluation and short-term care by a Participating Provider,
subject to copayments listed on the Covered Services Summary. Outpatient services for
evaluation and short-term care are covered.

Severe Mental Health Services

Coverage for Serious Mental Ilinesses and Serious Emotional disturbance of Children (SED) that
have been pre-authorized by Magellan, the diagnoses include: SED, Schizophrenia,
Schizoaffective Disorder, Pervasive Developmental Disorder or Autism, Obsessive-compulsive
Disorder, Panic Disorder, major Depressive Disorder, Bipolar Disorder, Anorexia Nervosa and
Bulimia Nervosa.

* Inpatient

Members are entitled to receive inpatient hospital services for the treatment of severe psychiatric
disorders as listed above at a participating acute care facility when authorized in advance by
Magellan, subject to Copayment listed on the Covered Services Summary. (Unlimited Days)

= Qutpatient
Members are entitled to receive evaluation and short-term care (Unlimited Visits).

Alcoholism and Drug Abuse Services

» Inpatient — Chemical Dependency

Members are entitled to receive short-term inpatient detoxification at a WHA acute care facility,
subject to Copayment listed on the Covered Services Summary, upon Prior Authorization by
Magellan or the Medical Director’s alcoholism and drug abuse designee.

Such facility must provide medical management of the Member for detoxification. Inpatient
services do not include alcohol and chemical dependency rehabilitation services.

» Qutpatient — Chemical Dependency

Members are entitled to receive outpatient services for evaluation and short-term care for the
treatment of alcoholism and chemical dependency by a Participating Provider, subject to
Copayment listed on the Covered Services Summary and prior authorization by Magellan.
Rehabilitation services are also covered.
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Other Health Services:

26

Short-term intermittent Home Health Care Services when prescribed by a Participating
Provider and determined to be Medically Necessary. This benefit does not include meals,
housekeeping, childcare, personal comfort or convenience items, services or supplies.

Hospice services are covered with Prior Authorization. A Member may elect Hospice
services in lieu of traditional acute care services and benefits if he or she is diagnosed with a
terminal illness. Hospice services include: nursing care, medical social services and home
health services.

Short-term skilled nursing facility care is covered to a maximum of 100 days in each
calendar year if medically necessary.

Durable Medical Equipment (DME), Prosthetic Devices and Orthotic Devices when
prescribed by a Participating Provider and determined to be Medically Necessary. Examples
of DME include: a standard wheelchair, oxygen and oxygen equipment. Orthotic devices
include special footwear that is Medically Necessary as a result of foot disfigurement.
Disfigurement includes: cerebral palsy, arthritis, polio, spina bifida, diabetes and accidental
or developmental disabilities.

a. WHA may, in its sole discretion, directly order or coordinate the ordering of the
covered device and make the determination whether the covered device should be
purchased or rented.

b. Wheelchairs provided as a benefit under this health plan are limited to standard
wheelchairs. A standard wheelchair is one that meets the minimum functional
requirements of the Member.

c. Where two or more alternative covered devices are appropriate to treat the Member’s
condition, the most cost effective device will be covered.

d. Coverage for covered devices is limited to the basic type of DME, external Prosthetic
device or external Orthotic device that WHA determines to be necessary to provide for
the Member’s medical needs.

e. The allowable cost of covered devices will not be applied toward similar services and
supplies that are not covered devices.

Reconstructive Surgery to improve function or to create a normal appearance, to the
extent possible or repair “abnormal structures” of the body that are caused by congenital
defects, developmental abnormalities, trauma, infection, tumors or disease.

Mastectomy and Reconstructive Breast Surgery to restore and achieve symmetry is
covered in full. Coverage for a mastectomy shall include coverage for all complications
from a mastectomy including Medically Necessary physical therapy to treat the complications
of mastectomy, including lymphedema; prosthetic devices; or reconstruction of the breast
on which, the mastectomy is Performed including areolar reconstruction and the insertion of
a breast implant and reconstructive surgery for a healthy breast s also covered if, in the
opinion of the attending physician and surgeon, this surgery is necessary to achieve normal
symmetrical appearance. The attending Physician and surgeon consistent with sound
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clinical practice, and in consultation with the patient will determine the length of the Hospital
stay for mastectomies and lymph node dissection.

= Supplies, equipment, and services for the treatment and/or control of diabetes,
including outpatient self-management training education and medical nutrition therapy.
Outpatient self-management training education and medical nutrition therapy for the
treatment and/or control of diabetes necessary to enable an enrollee to properly use the
equipment, supplies, and medications upon the direction or prescription of those services by
the enrollee’s participating physician. The following equipment and supplies for the
management and treatment of insulin-using diabetes, non-insulin using diabetes, and
gestational diabetes as medically necessary, even if the items are available without a
prescription:

Blood glucose monitors and blood glucose testing strips.

Blood glucose monitors designed to assist the visually impaired.

Insulin pumps and all related necessary supplies.

Ketone urine testing strips.

Lancets and lancet puncture devices.

Pen delivery systems for the administration of insulin.

Podiatric devices to prevent or treat diabetes-related complications.

Insulin syringes.

Visual aides, excluding eyewear, to assist the visually impaired with proper dosing of
insulin.

OCONO~WNE

» Hearing aids are covered at a 50% copay with a $2000 benefit maximum; limited to one
device per ear every 36 months.

= Testing and treatment of PKU includes formula and special food products that are
medially necessary for treatment of PKU and are prescribed.

= Norplant and other internally implanted time-release medications or contraceptives are
covered at a Copayment approximating the aggregate charges that would be paid for an
alternative, conventional drug therapy, but not more than $200. One insertion is covered
every five years when provided by a Participating Provider. Voluntary removal prior to the
five-year expiration date is not a covered benefit.

= Infertility services are covered including testing, consultations, examinations, diagnostic
surgical services related to hospitalizations or facilities, and drug therapy. Services are
covered at 50% of WHA's contracted rates when obtained with prior authorization.
Copayments will vary by type of infertility service provided. We cover the following
services:

a. Services and supplies for diagnosis and treatment of involuntary infertility

b. Artificial insemination (except for donor semen or eggs, and services and supplies
related to their procurement and storage), subject to a maximum of one treatment
period of up to three (3) cycles per Lifetime.

Infertility Services Exclusions

All services and supplies (other than artificial insemination) related to conception by artificial
means, such as, but not limited to:
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Invitro fertilization (IVF)

Gamete Interfallopian Transfer (GIFT)

. Ovum transplants

Donor semen or eggs, and services and supplies related to their procurement and
storage

. Zygote intrafallopian transfer (ZIFT)

. Services and supplies to reverse voluntary, surgically induced infertility

oo o

o

» Transplants that are non-experimental or non-investigational are covered and must be
ordered by the Member’s Participating Physician and approved by WHA’s Medical Director in
advance of surgery. The transplant must be performed at a center specifically approved and
designated by WHA to perform these specific procedures. Coverage for a transplant where a
Member is the recipient includes coverage for the medical and surgical expenses of a live
donor, to the extent these services are not covered by another plan or program.

» Emergency Medical Transport Services:

Transport services are covered when ordered by a Participating Provider and determined to be
Medically Necessary. Members have the right to access emergency health care services including
the “911” emergency response system when and where the need arises. Transportation services
(ambulance services, including those offered through the “911” emergency response system) are
also covered for a life threatening medical Emergency.

* Prescription Medication Benefits:

WHA shall cover prescription medications at participating pharmacies. Copayments for covered
medications are described in the Covered Services Summary.

The three tier Co-Pay Plan is not a closed formulary, but three different copays. Generic
medications listed on the Preferred Drug List (PDL) are covered at the lowest co-payment.
Brand name medications listed on the PDL are provided at the second co-payment level. Drugs
which are not listed on the PDL are covered at the third (3") tier co-payment level, but generally
do not require a prior authorization. There are a small number of drugs, regardless of tier level
that may require Prior Authorization to ensure appropriate use based on criteria set by the WHA
Pharmacy & Therapeutics (P&T) Committee. Members may request a copy of the PDL by calling
1-888-563-2252 or view the document on the web page:_www.westernhealth.com.

Prescription drugs prescribed by a plan or referral doctor and obtained at a Plan pharmacy will
be dispensed for up to a 30-day supply. You pay a $10 copay per prescription unit or refill for
generic drugs or $20 copay per prescription unit or refill for name brand drugs on the
formulary, and a $35 copay per prescription unit or refill for Non-Preferred (non-formulary)
name brand medications per each 30-day supply or 120-unit supply, whichever is less. In no
event will the copay exceed the cost of the prescription drug. Brand Name medication dispensed
if requested by physician or member, the Member will pay the Generic copay plus the difference
in cost between Generic and Brand name. If there is no Generic equivalent; Brand Name or
Non-Formulary copay applies.

Covered prescription medications that are to be taken beyond 60 days are considered
maintenance medications. Maintenance medications are used in the treatment of chronic
conditions like arthritis, high blood pressure, heart conditions, and diabetes. Oral contraceptives
are also available through the mail order program. Maintenance medications may be obtained
through Medco Health, WHA'’s prescription benefit manager, mail order program. You can

28 WHA EOC — CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



request the order form and brochure for this benefit by contacting Medco Health Member
Services at 1-800-903-8664 24 hours a day, 7 days a week.

The initial prescription for maintenance medications is dispensed through a participating
pharmacy (limited to a 30-day supply). Subsequent refills for a 90-day supply may be obtained
through the Mail Order Program. You pay a $20 copay for a 90-day supply of generic
medication, a $40 copay for a 90-day supply of brand name medication on the formulary, and a
$70 copay for a 90-day supply of brand name medication which is Non-Preferred (non-
formulary) through the Mail Order Program. In this way, you receive a 90-day supply of
medication for only two retail pharmacy copays.

Regardless of Medical Necessity or generic availability, you will be responsible for the Brand
Name (Preferred or Non-Preferred) copayment when a Brand Name Medication is dispensed. If a
Generic Medication is available and you elect to receive a Brand Name Medication without medical
indication from the prescribing physician, you will be responsible for the difference in cost
between Generic and Brand Name in addition to the Generic Copayment. Copayments do not
contribute to maximum out-of-pocket medical expenses. At retail pharmacies, if the actual cost
of the prescription is less than the applicable copay, the Member will only be responsible to pay
the actual cost of the medication.

Covered prescription medications include:

1. Medications, which are Medically Necessary, which require a Prescription by state or federal
law, and written by a Participating Physician and dispensed by a Participating Pharmacy.

All FDA approved oral contraceptives and diaphragms.

Prenatal Prescription vitamins or vitamins in conjunction with fluoride.
Compounded Prescriptions which contain at least one Prescription ingredient.
Insulin and insulin syringes with needles and glucose test strips and tablets.

Covered Prescription Medications dispensed by a non-Participating Pharmacy outside of
Western Health Advantage’s Service Area for urgent or Emergency Care only. You may
submit your receipt to Western Health Advantage for reimbursement.

7. Oral medications for the treatment of Infertility and Erectile Dysfunction require copay equal
to 50% of the contracted prescription cost.

o0k wn

Covered medications dispensed by a non-participating pharmacy outside of WHA'’s Service Area
for Urgent Care or Emergency care only. Maximum 10 day supply. You should submit your
receipt and claim form to WHA’'s Member Services department, for reimbursement within 60 days
of purchase. Your Copayment amount will be deducted from your reimbursement.

Prescription Exclusions and Limitations

1. Generic Medications are required. The pharmacist will automatically substitute
equivalent Generic Medication (when available) for the prescribed Brand Name Medication
(Preferred or Non- Preferred) unless your physician writes, “do not substitute,” or
“prescribe as written,” or it B included in the list of narrow therapeutic drugs for which
there is more information below. A brand name drug will be provided if there is not
generic equivalent available. There are certain drugs that currently have potential
equivalency issues that are called “Narrow Therapeutic Index” (NTI) drugs. In such cases
although a generic drug may be available, you will be provided the brand drug as written
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by your physician. A list of applicable NTI drugs can be found on our website or you may
call customer service to obtain a list of the drugs. Unless there is no Generic Medication
available, (like the Narrow Therapeutic Index drugs) the copayment for these drugs is the
brand name copayment. If you request Brand Name Medications or your physician
prescribes a Brand Name Medication, regardless of Medical Necessity or Generic availability,
you will be responsible for the Brand Name Copayment when the Brand Name Medication
is dispensed. If you elect to receive a Brand Name Medication without indication of medical
necessity from your prescribing physician, you will be responsible for the difference
between the cost of the Brand Name Medication and the Generic equivalent, in addition to
the Generic Copayment.

. Some Prescription Medications may require Prior Authorization by Western Health

Advantage. For clarification, please contact Western Health Advantage at 1-888-2-ASK-
WHA. Prior authorization requests for routine/non-urgent requests are processed within
24 hours of receipt when all applicable information is included with the request. For
urgent requests, coverage determinations are made within 1 — 4 hours of receipt of the
request. An initial prior authorization form may be faxed to the reviewer and requests may
also be made by telephone with all applicable information taken by the pharmacist. For a
drug requiring Prior Authorization after business hours in an urgent/emergent situation,
including weekends and holidays, the Plan has arranged for the dispensing of an
emergency short supply.

. Covered Prescription Medications other than Maintenance Medications (see below) are

normally limited to a 30-day supply. Prescriptions for controlled substances and other
drugs not intended for continuous use may be limited to a smaller quantity per
Copayment.

. Covered Prescription Medications that are to be taken beyond 60 days are considered

Maintenance Medications. Maintenance Medications may be obtained through Western
Health Advantage’s Mail Order Program. The initial Prescription for Maintenance
Medications may be dispensed through a Participating Pharmacy (limited to a 30-day
supply). Subsequent refills for a 90-day supply may be obtained through the Mail Order
Program.

. Over-the-counter medications or medications that do not require a Prescription are

excluded (except for insulin and insulin syringes with needles for diabetics).

. Medications that are not Medically Necessary are excluded.

. Treatment of impotence and/or sexual dysfunction must be medically necessary and

documentation of a confirmed diagnosis of erectile dysfunction must be submitted to the
Plan for review. Drugs and medications are limited to eight (8) pills per month for a 30
day period and is subject to a 50% copay.

. Medications that are experimental or investigational or are not FDA-approved or are not

used for Approved Drug Usage (i.e., for the condition or indication for which they are
prescribed) are excluded, except life-threatening or seriously debilitating conditions and
cancer clinical trials as described in the Combined Evidence of Coverage, section titled,
“Appeal for Investigational/Experimental Treatment”.

. Prescriptions written by dentists are excluded.
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10.

11.

12.

13.

14.

15.

16.

Drugs required for foreign travel are excluded, unless they are prior authorized for medical
necessity.

Cosmetic products, health or beauty aids, dietary or nutritional aids, and all products to
retard or reverse the aging of the skin, whether Prescription or non-Prescription, are
excluded.

Drugs used for weight loss, including appetite suppressants, dietary or nutritional aids are
excluded, unless they are prior authorized for medical necessity.

Contraceptive devices, including 1UD’s, and implantable contraceptives such as Norplant,
are not covered under the pharmacy benefit; they are covered under the medical benefit as
described in this Combined Evidence of Coverage, in the Principle Benefits and Covered
Services section.

Medication for injection or implantation except insulin and other medications as determined
by Western Health Advantage, are covered under the medical benefit .

Pharmacies dispensing covered Prescription Medications to Members pursuant to the
Agreement and this EOC, do so as independent contractors. Western Health Advantage
shall not be liable for any claim or demand on account of damages arising out of or in any
manner connected with any injuries suffered by Members.

Western Health Advantage shall not be liable for any claim or demand on account of
damages arising out of or in any manner connected with the manufacturing, compounding,
dispensing, or use of any covered Prescription Medication.

Submitting Prescription Claims for Reimbursement. If you have to pay for a covered
Prescription Medication as described in this Evidence of Coverage, submit your original receipt
along with a copy of your Member identification card, address, a daytime telephone number, and
the reason for the reimbursement request directly to Western Health Advantage within 60 days of
purchase. No claim will be considered if submitted beyond 12 months from the date of
purchase. Please direct all reimbursement requests to Western Health Advantage, 1331 Garden
Highway, Suite 100, Sacramento, CA 95833, Attn. Member Service Department.
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PRINCIPAL EXCLUSIONS AND LIMITATIONS

The following services and supplies are excluded from coverage and, therefore, are not covered
by WHA:

Exclusions:

1.
2.
3.

Any services or supplies obtained before the Member’s effective date of coverage.
Service and supplies, which are not Medically Necessary.

Non-emergent services and supplies rendered by non-Participating Providers without written
referral by the Member’s Primary Care Physician. Care by non-Participating Providers will
only be provided as a Covered Service if the care is not available through Participating
Providers and determined to be Medically Necessary.

Experimental medical or surgical procedures, services or supplies. Please refer to the
Definitions section for “Experimental” criteria.

Long term care benefits including skilled nursing care and respite care are excluded except as
determined by WHA to be less costly alternatives to the basic minimum benefits.

Cosmetic services and supplies are excluded, except for reconstructive surgery necessary to
repair a functional disorder as a result of disease, injury, or congenital anomaly or Prosthetic
Devices incident to a mastectomy as described in Principal Benefits and Covered Services.
The exclusion includes services and supplies performed in connection with the reformation of
sagging skin, the enlargement, reduction or change in the appearance of a portion of the
body, hair transplant or analysis, chemical face peels or abrasions of the skin.

Rehabilitation Therapy Services, physical, speech, and occupational therapy provided in
connection with the treatment of the following conditions:

= Psychosocial speech delay, includes delayed language development;

= Mental Retardation, Down Syndrome, Autism or Dyslexia;

= QOther syndromes attributing to perceptual and conceptual dysfunction, attention deficit
disorder and associated behavioral problems;

= Developmental articulation and language disorders and pervasive developmental disorder.

However, some of the above conditions shall be covered as shown in the “Covered Services”
section, provided that their level of severity meets the criteria described in the definitions of
Serious Emotional Disturbances of a Child” and/or “Severe Mental lllness.”

8.

10.

11.
12.
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Penile Prostheses are excluded unless prescribed by a Participating Physician and determined
to be Medically Necessary (e.g., secondary to penile trauma, tumor, or physical disease to
the circulatory system or nerve supply), and are not of a psychological cause.

Non-emergent medical transport inside or outside the Service Area, except with Prior
Authorization.

Vision therapy, surgical procedures for the correction of visual acuity in lieu of eyeglasses or
contact lenses (except for intraocular lenses in connection with cataract removal), eyeglasses
and contact lenses are excluded.

Hearing aid batteries.

Services or supplies in connection with the storage of body parts, fluids or tissues, except for
autologous blood.

WHA EOC — CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



13.

14.

15.

16.

17.

18.

19.
20.

21.
22.

23.

24.

Dental care, except for (1) non-dental surgical and hospitalization procedures incidental to
facial fractures, tumors or congenital defects, such as cleft lip or cleft palate, or (2) Surgery
on the maxilla or mandible that is Medically Necessary to correct temporomandibular joint
disease (TMJ) or other medical conditions, when Medically Necessary and Prior Authorized.
Other dental services excluded include:

a) Items or services in connection with the care, treatment, fillings, removal,
replacement, or artificial restoration of the teeth or structures directly supporting the
teeth.

b) Treatment of dental abscesses, braces, bridges, dental plates, dental prostheses or
dental orthoses, including anesthetic agents or drugs used for the purpose of dental
care.

Any services or supplies provided by a person who lives in the Member’'s home, or by an
immediate relative of the Member.

Personal comfort or convenience items (e.g., television, radio), home or automobile
modifications, or improvements (e.g., chair lifts, purifiers).

Vitamins (except prenatal prescription vitamins or vitamins in conjunction with fluoride).

Routine foot care (e.g., treatment of or to the feet for corns, or calluses), except when
Medically Necessary. This exclusion includes Orthotic Devices for routine foot care. This
exclusion does not include special footwear incident to foot disfigurement.

Chiropractic services, acupuncture, acupressure, biofeedback, sex therapy, dance therapy
and recreational therapy.

All immunizations required by an employer as a condition of employment.

Services and supplies to reverse voluntary, surgically induced infertility. Embryo transfers
and any services and supplies related to donor sperm or sperm preservation for artificial
insemination, are excluded, including all services involved in surrogacy. All services and
supplies (other than artificial insemination) related to conception by artificial means, such
as, but not limited to:

a. Invitro fertilization (IVF)

b. Gamete Interfallopian Transfer (GIFT)
c. Ovum transplants
d

. Donor semen or eggs, and services and supplies related to their procurement and
storage

e. Zygote intrafallopian transfer (ZIFT)
Services and supplies in connection with the reversal of voluntary sterilization are excluded.
Sex Change (Transsexual) surgery is not a covered procedure or treatment related to
changing a Member’s physical characteristics to those of the opposite sex.

Pregnancy under a surrogate arrangement. A surrogate pregnancy is one in which a
woman has agreed to become pregnant with the intention of surrendering custody of the
child to another person. In the event pregnancy services are rendered to a woman in a
surrogate arrangement, the Plan has a right to impose a lien against any amount received
by the surrogate/member for reasonable costs incurred by WHA.

Home birth delivery.
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25.

26.
27.
28.

29.
30.

31.

32.

33.
34.

35.

36.
37.

38.

39.

40.
41.

Custodial care, or services and supplies furnished by an institution, which is primarily a place
for rest and provides primarily non-nursing supervision of the patient. Other excluded
services include: homemaker services, and convalescent care.

Non-prescription weight loss aids and programs and non-participating provider programs.
Smoking cessation products and programs.

Repair and replacement of DME, Orthotics or Prosthetics, when necessitated by the Member’s
abuse, misuse or loss. Any device not medical in nature, (e.g., exercise equipment,
whirlpool, spa), more than one device for the same body part, or more than one piece of
equipment that serves the same function.

Food supplements or infant formulas, except in the treatment of PKU.

Over-the-counter supplies or equipment that may be obtained without a prescription except
for the treatment of diabetes..

Services and supplies that are in connection with the donation of organs where the recipient is
not a member of WHA. Medically necessary services for the treatment of organ transplants
where the Member is the organ recipient are covered, (see Transplants).

Court ordered health care services and supplies when not Medically Necessary.
Travel expenses including room and board even if the purpose is to obtain a Covered Service.

Expenses incurred for the purpose of obtaining copies of the medical records if requested by
the Member for personal use.

Weight control surgery or procedures including, without limitation, gastric bubble,
gastroplasty, gastric bypass, gastric stapling, liposuction, HCG injections and any
Experimental Procedures for the treatment of obesity. However, Medically Necessary services,
as determined by WHA, for the treatment of morbid obesity with a prior authorization is a
covered benefit.

Testing for the sole purpose of determining paternity.

WHA does not cover diagnostic procedures or testing for genetic disorders, except for
prenatal diagnosis of fetal genetic disorders in cases of high risk pregnancy.

Services and supplies for any condition where the Member is entitled to care or
reimbursement through the Veteran’s Administration or any other government program. This
includes Medicare. If WHA provides services to a Member who is covered by a government
program, WHA or its nominee is entitled to any reimbursement from that program for which
the Member is eligible. If a Member has recovered the value of such services from one of
these programs, the Member shall pay WHA the amount recovered up to the value of such
services, supplies or both.

Diagnosis and treatment for personal growth and/or development, personality reorganization
or in conjunction with professional certification.

Marriage counseling, except for the treatment of a Mental Health Disorder/Condition.

Diagnosis and treatment of developmental disorders, including, but not limited to,
developmental reading disorder, developmental arithmetic disorder or developmental
articulation disorder, except that diagnosis and treatment of pervasive development disorders
and autism are covered.
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42. Ancillary services such as vocational rehabilitation, behavioral training, sleep therapy,
employment counseling, training or education therapy for learning disabilities or other
education services;

43. Psychological examination, testing or treatment for purposes of satisfying an employer's,
prospective employer's or other party's requirements for obtaining employment, licensing
or insurance, or for the purposes of judicial or administrative proceedings (including but
not limited to parole or probation proceedings).

44. Psychological testing, except when conducted for the purpose of diagnosis of a Mental
Health Disorder/Condition or a condition related to drug or alcohol dependence.

45. Mental health treatment of obesity or weight reduction (except in connection with anorexia
nervosa or bulimia), including supplies.

46. Stress management therapy.

47. Aversion therapy.

48. Mental health treatment of pain, except for Medically Necessary treatment of pain with
psychological or psychosomatic origins.

Limitations

All benefits for Covered Services are provided in connection with determining Medical Necessity.
The services and supplies for diagnosing and treating any disease, illness or injury must be in
accordance with professionally recognized standards of practice.

1.

Services and supplies rendered by non-Participating Providers are covered for Urgent
Care and Emergency Care only or when a Participating Provider is not available through
the Participating Provider panel and has been authorized in advance.

Physical, speech, and occupational therapy and cardiac and pulmonary rehabilitation are
limited to short-term rehabilitation services.

Physical exams, and/or laboratory, x-ray or other diagnostic tests ordered in conjunction
with a physical exam will not be a covered benefit if the purpose of the test is exclusively
to fulfill an employment, licensing, sports, or school related requirement.

If services or supplies are received while a Member is entitled to benefits from another
health plan, or for which a Member is entitled to collect damages due to a third party’s
liability, including Workers’ Compensation, a Member is required to assist in the
assignment, the liens and recovery of any WHA or HAI-CA expense; or the Member is
required to reimburse WHA or HAI-CA, respectively, for any expense incurred by WHA or
HAI-CA. Members not legally required to be covered by Workers’ Compensation benefits
are eligible for 24-hour coverage under WHA.

WHA will not be held liable for the lack of available services in the event of a major
disaster, epidemic, war, riot or other like circumstances beyond the control of WHA,
which renders a Participating Provider unable to provide services. However, Participating
Providers will provide or attempt to arrange for Covered Services according to their best
judgment within the limitations of available facilities or personnel.

For Covered Services, WHA reserves the right to coordinate your care in a cost effective
and efficient manner.
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7. Private hospital rooms and/or private duty nursing in connection with treatment of Mental Health
Disorders/Conditions or conditions related to drug or alcohol dependence, unless determined to

be Medically Necessary and authorized by HAI-CA.

ELIGIBILITY, ENROLLMENT AND TERMINATION

The following information applies to the University of California plan and supersedes any
corresponding information that may be contained elsewhere in this document. The University
establishes its own medical plan digibility, enrollment and termination criteria based on the
University of California Group Insurance Regulations (“Regulations”). Portions of these
Regulations are summarized below.

ELIGIBILITY

The following individuals are eligible to enroll in this Plan. If the Plan is a Health Maintenance
Organization (HMO), they are only eligible to enroll in the plan if they meet the Plan’s geographic
service area criteria. You may enroll in WHA if you meet these requirements:

= All subscribers and dependents must live or work within a WHA licensed zip code, meaning
that either their primary workplace or primary residence is within a WHA licensed zip code.
Subscribers must also fulfill their employers' eligibility requirements.

A “primary residence’ is defined as one in which the Subscriber and any covered Dependents
permanently and physically reside in the residence, no less than 8 continuous months out of the
calendar year.

Anyone enrolled in a non-University Medicare + Choice Managed Care contract is not eligible for
this plan.

Subscriber

Employee: You are eligible if you are appointed to work at least 50% time for twelve months
or more or are appointed at 100% time for three months or more or have accumulated 1,000
hours while on pay status in a twelve-month period. To remain eligible, you must maintain an
average regular paid time* of at least 17.5 hours per week. If your appointment is at least 50%
time, your appointment form may refer to the time period as follows: “Ending date for funding
purposes only; intent of appointment is indefinite (for more than one year).”

*For any month, your average regular paid time is the average number of regular paid hours per
week (excluding overtime, stipend or bonus time) worked by you in the preceding twelve (12)
month period.

a. A month with zero regular paid hours, which occurred during your furlough or approved
leave without pay will not be included in the calculation of the average. If such absence
exceeds eleven (11) months, the averaging will be restarted.

b. A month with zero regular paid hours, which occurred during a period when you were not
on furlough or approved leave without pay, will be included in the calculation of the
average. After two consecutive such months, the averaging will be restarted.
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For a partial month of zero regular paid hours due to furlough, leave without pay or initial
employment the following will apply.

a. If you worked at least 43.75% of the regular paid hours available in the month, the month
will be included in the calculation of the average.

b. If you did not work at least 43.75% of the regular paid hours available in the month, the
month will not be included in the calculation of the average.

Annuitant (including Survivor Annuitant)

Annuitant: A former University Employee receiving monthly benefits from a University-
sponsored defined benefit plan.

Survivor Annuitant: A deceased Employee’s or Annuitant’s family member receiving monthly
benefits from a University-sponsored defined benefit plan.

You may continue University medical plan coverage as an Annuitant when you start collecting
retirement or disability benefits from a University-sponsored defined benefit plan, or as a
Survivor Annuitant when you start collecting survivor benefits from a University-sponsored
defined benefit plan. You must also meet the following requirements:

a. You meet the University’s service credit requirements for Annuitant medical eligibility;

b. The effective date of your Annuitant status is within 120 calendar days of the date
employment ends (or the date of the Employee/Annuitant's death for a Survivor
Annuitant); and

c. You elect to continue medical coverage at the time of retirement.

If you are eligible for Medicare, see “Effect of Medicare on Annuitant Enroliment”.

Eligible Dependents (Family Members)

When you enroll any Family Member, your signature on the enrollment form or the confirmation
number on your electronic enrollment attests that your Family member meets the eligibility
requirements outlined below. The University and/or the Plan reserve the right to periodically
request documentation to verify eligibility of Family Members. Documentation could include a
marriage certificate, birth certificate(s), adoption records, or other official documentation. In
addition, you will be asked to submit a copy annually of your Federal income tax return (IRS
form 1040 or IRS equivalent showing the covered dependent Family Member and your signature)
to the University to verify income tax dependency for those categories where it is a condition of
eligibility.

Spouse: Your legal spouse. (Note: if you are a Survivor Annuitant, you may not enroll your legal
spouse.)

Child: All eligible children must be under the limiting age (18 for legal wards, 23 for all others),
unmarried, and may not be emancipated minors.

The following categories are eligible:

a. Your natural or legally adopted children;
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b. Your stepchildren (natural or legally adopted children of your spouse) if living with you,
dependent on you or your spouse for at least 50% of their support and are your or your
spouse’s dependents for income tax purposes;

c. Grandchildren of you or your spouse if living with you, dependent on you or your spouse for
at least 50% of their support and are your or your spouse’s dependents for income tax
purposes;

d. Children for whom you are the legal guardian if living with you, dependent on you for at
least 50% of their support and are your dependents for income tax purposes.

Any child described above (except a legal ward) who is incapable of self-support due to a

physical or mental handicap may continue to be covered past age 23 provided:

- the incapacity began before age 23, the child was enrolled in a group medical plan before age
23 and coverage is continuous,

- the child is dependent on you for at least 50% of his or her support and is your dependent for
income tax purposes, and

- the child lives with you if he or she is not your or your spouse’s natural or adopted child.

Application must be made to the Plan 31 days before the child’s 23" birthday and is subject to
approval by the Plan. The Plan may periodically request proof of continued disability.
Incapacitated children approved for continued coverage under a University-sponsored medical
plan are eligible for continued coverage under any other University-sponsored medical plan; if
enrollment is transferred from one plan to another, a new application for continued coverage is
not required.

If you are a newly hired Employee with an incapacitated child, you may also apply for coverage
for that child. The child must have had continuous group medical coverage since age 23, and
you must apply for University coverage during your Period of Initial Eligibility.

Other Eligible Dependents (Family Members)

Adult Dependent Relatives (ADRs) will no longer be eligible to enroll in UC-sponsored plans
effective January 1, 2004.

You may enroll a same-sex domestic partner (and the same-sex domestic partner’s children
/grandchildren) as set forth in the University of California Group Insurance Regulations. For
information on who qualifies and how to enroll, contact your local Benefits Office or the
University of California’s Customer Service Center.

No Dual Coverage

Eligible individuals may be covered under only one of the following categories: as an Employee,
an Annuitant, a Survivor Annuitant or a Family Member, but not under any combination of these.
If both husband and wife are eligible Subscribers, each may enroll separately or one may cover
the other as a Family Member. If they enroll separately, neither may enroll the other as a Family
member. Eligible children may be enrolled under either parent’s coverage but not under both.

ENROLLMENT

For information about enrolling yourself or an eligible Family Member, see the person at your
location who handles benefits. If you are an Annuitant, contact the University’s Customer Service
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Center. Enrollment transactions may be by paper form or electronic, according to current
University practice. To complete the enrollment transaction, paper forms must be received by
the local Accounting or Benefits office or by the University’s Customer Service Center by the last
business day within the applicable enrollment period; electronic transactions must be completed
by midnight of the last day of the enrollment period.

During a Period of Initial Eliqgibility (PIE)

A PIE ends 31 days after it begins.

If you are an Employee, you may enroll yourself and any eligible Family Members during your PIE.
Your PIE starts the day you become an eligible Employee.

You may enroll any newly eligible Family Member during his or her PIE. The Family Member’s
PIE starts the day your Family Member becomes eligible, as described below. During this PIE
you may also enroll yourself and/or any other eligible Family Member if not enrolled during your
own or their own PIE. You must enroll yourself in order to enroll any eligible Family Member.
Family members are only eligible for the same plan you are enrolled in.

a. For a spouse, on the date of marriage. Survivor Annuitants may not add Spouses to their
coverage.
b. For a natural child, on the child’'s date of birth.

c. For an adopted child, the earlier of:
i) the date you or your Spouse has the legal right to control the child’s health care, or
i) the date the child is placed in your physical custody

d. If the child is not enrolled during the PIE beginning on that date, there is an additional PIE
beginning on the date the adoption becomes final.

e. Where there is more than one eligibility requirement, the date all requirements are
satisfied.

If you decline enroliment for yourself or your eligible Family Members because of other group
medical plan coverage and you lose that coverage involuntarily, you may be able to enroll
yourself and those eligible Family Members during a PIE that starts on the day the other coverage
is no longer in effect.

If you are in an HMO and you move or are transferred out of that HMO’s service area, or will be
away from the HMO's service area for more than two months, you will have a PIE to enroll yourself
and your eligible Family Members in another University medical plan. Your PIE starts with the
effective date of the move or the date you leave the HMO's service area.

At Other Times

You and your eligible Family Members may also enroll during a group open enroliment period
established by the University. If you or your eligible Family Members fail to enroll during a PIE or
open enrollment period, you may enroll at any other time upon completion of a 90 consecutive
calendar day waiting period. The 90-day waiting period starts on the date your enrollment form
is received by the local Accounting or Benefits office and ends 90 consecutive calendar days later.

If you have two or more Family Members enrolled in the Plan, you may add a newly eligible
Family Member at any time. See “Effective Date”.
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If you are an Annuitant, you may continue coverage for yourself and your enrolled Family
Members in the same plan you were enrolled in immediately before retiring. You must elect to
continue enrollment before the effective date of retirement (or the date disability or survivor
benefits begin).

Effective Date

The following effective dates apply provided the appropriate enrollment transaction (paper form
or electronic) has been completed within the applicable enrollment period.

If you enroll during a PIE, coverage for you and your Family Members is effective the date the PIE
starts.

If you are an Annuitant continuing enrollment in conjunction with retirement, coverage for you
and your Family Members is effective on the first of the month following the first full calendar
month of retirement income.

The effective date of coverage for enrollment during an open enrollment period is the date
announced by the University.

For enrollees who complete a 90-day waiting period, coverage is effective on the 91% consecutive
calendar day after the date the enrollment transaction is completed.

An employee already enrolled in employee and child(ren) or family coverage may add additional
children at any time after their PIE. Retroactive coverage is limited to the later of:

A maximum of 60 days prior to the date your Dependent is enrolled (either
by receipt of his/her enrollment form by the local Accounting or Benefits
Office or by electronic enrollment, or

The date the Dependent became eligible.

Change in Coverage

In order to change from individual to two-party coverage and from two-party to family coverage,
or to add another Family Member to existing family coverage, contact the person who handles
benefits at your location (or the University’s Customer Service Center if you are an Annuitant).

Effect of Medicare on Annuitant Enrollment

If you are an Annuitant and you and/or an enrolled Family Member is or becomes eligible for
premium free Medicare Part A (Hospital Insurance) as primary coverage, then that individual
must also enroll in and remain in Medicare Part B (Medical Insurance). Once Medicare coverage
is established, coverage in both Part A and Part B must be continuous. This includes anyone
who is entitled to Medicare benefits through their own or their spouse’s non-University
employment.

Individuals enrolled in both Part A and Part B are then eligible for the Medicare premium
applicable to this plan.
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Annuitants and their Family Members who are eligible for premium free Medicare Part A, but
decline to enroll in Part B of Medicare, will be assessed a monthly offset fee by the University to
cover increased costs. Annuitants or Family Members who are not eligible for part A will not be
assessed an offset fee. A notarized affidavit attesting to their ineligibility for Medicare Part A
will be required. Affidavits may be obtained from the University’s Customer Service Center.

(Annuitants/Family Members who are not entitled to Social Security and Medicare Part A will not be
required to enroll in Part B.)

You should contact Social Security three months before your or your Family Member's 65"
birthday to inquire about your eligibility and how you enroll in the Hospital (Part A) and medical
(Part B) portions of Medicare. If you qualify for disability income benefits from Social Security,
contact a Social Security office for information about when you will be eligible for Medicare
enroliment. Upon Medicare eligibility, you or your Family Member must complete a University of
California Medicare Declaration form.

This notifies the University that you are covered by Part A and Part B of Medicare. The
University’s Medicare Declaration forms are available through the University’s Customer Service
Center. Completed forms should be returned to Health & Welfare Administration at Office of the
President.

Medicare Private Contracting Provision

Federal Legislation allows physicians or practitioners to opt out of Medicare. Medicare
beneficiaries wishing to continue to obtain services (that would otherwise be covered by
Medicare) from these physicians or practitioners will need to enter into written “private
contracts” with these physicians or practitioners requiring the beneficiary to be responsible for all
payments to such providers. Services provided under “private contracts” are not covered by
Medicare, and the Medicare limiting charge will not apply.

If you are classified as an Annuitant by the University (or otherwise have Medicare as a primary
coverage) and enrolled in Medicare Part B, and choose to enter into such a “private contract”
arrangement with one or more physicians or practitioners, under the law you have in effect “opted
out” of Medicare for the services provided by these physicians or other practitioners. No benefits
will be paid by this Plan for services rendered by these physicians or practitioners with whom you
have so contracted, even if you submit a claim. You will be fully liable for the payment of the
services rendered.

However, if you do sign a private contract with a physician or practitioner, you may see other
physicians or practitioners without those private contract restrictions as long as they have not
opted out of Medicare.

TERMINATION OF COVERAGE

The termination of coverage provisions that are established by the University of California in
accordance with its Regulations are described below. Additional Plan provisions apply and are
described elsewhere in the document.
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Deenrollment Due to Loss of Eligible Status

If you are an Employee and lose eligibility, your coverage and that of any enrolled Family
Member stops at the end of the last month in which premiums are taken from earnings based on
an eligible appointment.

If you are an Annuitant or Survivor Annuitant and your annuity terminates, your coverage and
that of any enrolled Family Member stops at the end of the last month in which you are eligible
for an annuity.

If your Family Member loses eligibility, you must complete the appropriate transaction to delete
him or her within 60 days of the date the Family Member is no longer eligible. Coverage stops at
the end of the month in which he or she no longer meets all the eligibility requirements. For
information on deenrollment procedures, contact the person who handles benefits at your
location (or the University’s Customer Service Center if you are an Annuitant).

Deenrollment Due to Fraud

Coverage for you or your Family Members may be terminated for fraud or deception in the use
of the services of the Plan, or for knowingly permitting such fraud or deception by another.
Such termination shall be effective upon the mailing of written notice to the Subscriber (and to
the University if notice is given by the Plan). A Family Member who commits fraud or
deception will be permanently deenrolled while any other Family Member and the Subscriber
will be deenrolled for 18 months. If a Subscriber commits fraud or deception, the Subscriber
and any Family Members will be deenrolled for 18 months.

Leave of Absence, Layoff or Retirement

Contact your local Benefits Office for information about continuing your coverage in the event
of an authorized leave of absence, layoff or retirement.

Optional Continuation of Group Coverage (COBRA & Cal-COBRA)

If your coverage or that of a Family Member ends, you and/or your Family Member may be
entitled to elect continued coverage under the terms of the federal Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA), as amended and if that continued coverage ends, specified
individuals may be eligible for further continuation under California law. The terms of these
continuation provisions are contained in the University of California notice “Continuation of
Group Insurance Coverage”, available from the UCbencom website (wvww.ucop.edu/bencom).
The notice is also available from the person in your department who handles benefits and from
the University’s Customer Service Center. You may also direct questions about these provisions
to your local Benefits Office or to the University’s Customer Service Center if you ae an
Annuitant.

Not everyone is entitled to elect COBRA continuation coverage. In general, COBRA benefits are
only available to Qualified Beneficiaries that are covered by a group health plan maintained by an
employer with twenty (20) or more employees. However, California has enacted a separate law
known as the California Continuation Benefits Replacement Act, or “Cal-COBRA,” that may give
you an additional right to elect continuation coverage. Under Cal-COBRA you may be entitled to
elect continuation coverage even if you are covered by a small employer (2-19 employees) group
health plan and are ineligible to elect federal COBRA coverage.
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Effective September 1, 2003, Cal-COBRA will provide an additional benefit to Qualified
Beneficiaries eligible for federal COBRA coverage: at your option you may extend your
continuation coverage up to a total of thirty-six (36) months as a matter of state law after your
right to receive COBRA continuation coverage has expired.

Under both COBRA and Cal-COBRA, all benefits you receive under continuation coverage are the
same as the benefits available to active eligible employees and their eligible dependents. If
coverage is modified for active eligible employees and their eligible dependents, it will be
modified in the same manner for you and all other Qualified Beneficiaries. In that case, an
appropriate adjustment in the premium for continuation coverage may be made. If your
employer's group health plan with Western Health Advantage terminates before your
continuation coverage expires, you may maintain your coverage for the balance of your
continuation period as if the group health plan had not terminated, so long as, within thirty (30)
days of your receipt of notice of the termination, you comply with any requirements that may be
imposed regarding enrollment and payment of premiums resulting from the termination. (See
“Normal Period of Cal-COBRA Continuation Coverage” below.”)

You do not need to submit evidence of insurability to obtain COBRA or Cal-COBRA continuation
coverage. Additionally, if you meet all the eligibility requirements and you submit your election
form and premium on time, you cannot be denied COBRA or Cal-COBRA continuation coverage.

If you are self-employed and are not covered by a group health plan maintained by an employer
with at least 2 employees, you are not eligible for either COBRA or Cal-COBRA. Certain other
people are not eligible to elect continuation coverage under COBRA or Cal-COBRA. See the
Sections below entitled “COBRA Benefits” and “Cal-COBRA Benefits” for more information about
coverage and exclusions.

COBRA Benefits

Your Right to Elect Continuation Coverage. In general, you are entitled to elect COBRA
continuation coverage if you are a covered employee under your employer’s group health plan,
or if you are the spouse or dependent child of a covered employee. COBRA benefits also extend
to any child born to or placed for adoption with a covered employee during a period of COBRA
continuation coverage. However, small-employer group health plans (generally, less than twenty
(20) employees) are exempt from COBRA, as are government health plans and church plans.

If your employer’s health plan is subject to COBRA, you have the right to elect continuation
coverage for yourself and your eligible dependent spouse and children if your ordinary plan
coverage would have ended for either of the following events (events triggering a right to elect
continuation coverage are called “Qualifying Events”):

1. Your employment ends for a reason other than gross misconduct; or
2. Your work hours are reduced (including approved leave without pay or layoff).

Right of your Dependent Spouse & Children to Elect COBRA Continuation Coverage. Your eligible
dependent spouse and each eligible dependent child has the separate right to elect continuation
coverage upon the occurrence of any of the following Qualifying Events, if written notification is
sent to Western Health Advantage — or to the employer if the employer administers the plan
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under contract with Western Health Advantage — not later than sixty (60) days after the date of
the Qualifying Event:

In the case of your Eligible Dependent spouse: your spouse may elect continuation coverage,
which may include enrolled dependent children, if your spouse’s mverage would have ended
because of any of:

1. Your death; or

2. The termination of your employment for a reason other than your gross misconduct, or the
reduction of your work hours (including approved leave without pay or layoff); or

3. Your divorce or legal separation from your spouse, or the annulment of your marriage;

4. You become entitled to Medicare benefits; or

5. A dependent enrolled in your group benefit plan loses dependent status.

In the case of your Eligible Dependent child: your child may continue coverage for himself or

herself if your child’s coverage would have ended because of any of the following Qualifying
Events:

1. Your death; or

2. The termination of your employment for a reason other than gross misconduct, or the
reduction of your work hours (including approved leave without pay or layoff); or

3. Your divorce or legal separation from your spouse, or the annulment of your marriage; or
4. You become entitled to Medicare benefits; or
5. Your eligible dependent child ceases to be an eligible dependent under the rules of the plan.

Cal-COBRA Benefits.

Under Cal-COBRA, you may be able to take advantage of additional benefits not available to you
under federal COBRA. If you are covered by a small employer group health plan (less than
twenty (20) employees) and thus are ineligible for COBRA continuation coverage, you and/or
your eligible dependent spouse and eligible dependent children may elect continuation coverage
under Cal-COBRA for up to thirty-six (36) months following the occurrence of a Qualifying Event,
by notifying Western Health Advantage in writing, or notifying your employer in writing if your
employer administers the plan under contract with Western Health Advantage, not later than sixty
(60) days after the Qualifying Event.

Additionally, if you exhaust your federal COBRA benefits after September 1, 2003, you and/or
your eligible dependent spouse and eligible dependent children may elect and maintain additional
continuation coverage under Cal-COBRA, up to a total of thirty-six (36) months of combined
COBRA and Cal-COBRA continuation coverage, following the occurrence of a Qualifying Event.
To elect additional Cal-COBRA coverage after exhaustion of your federal COBRA benefits, you
must notify Western Health Advantage in writing not later than thirty (30) days prior to the date
your federal COBRA coverage period ends.

Multiple Qualifying Events. The total period of continuation coverage under Cal-COBRA
cannot exceed 36 months no matter how many qualifying events may occur. For example, if you
elect continuation coverage for yourself and your spouse because your employment is terminated
(the first Qualifying Event), but you die during the continuation period (the second Qualifying
Event), your spouse may elect to continue the coverage by sending the required notice within 60
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days after the second qualifying event (i.e., your death). However, your spouse may not receive,
in total, more than 36 months of continuation coverage, beginning from the date your
employment was originally terminated.

Exclusions from Cal-COBRA. Cal-COBRA will not apply, and your entitlement to continuation
coverage will terminate if it is already in effect, if: (i) you become eligible for Medicare benefits
(even if you do not choose to enroll in Medicare Part B); (ii) you become covered by another
group health plan that does not exclude or limit any preexisting condition you may have; (iii) you
become eligible for federal COBRA by virtue of certain provisions of the Internal Revenue Code
or ERISA; (iv) you become eligible for coverage under a government health plan governed by
the Public Health Service Act; or (v) you fail to notify WHA within applicable time limits of a
gualifying event or coverage election, you fail to pay your premium on time, or you commit
fraud or deception in the use of WHA's health plan services.

Electing COBRA and Cal-COBRA Continuation Coverage. You elect continuation
coverage under COBRA and Cal-COBRA in the same way, although the rates for COBRA and Cal-
COBRA may be different. Once you have made Western Health Advantage or your Employer
aware of a Qualifying Event, you will be given a form with which to elect continuation coverage.
The form will advise you of the amount of premium required for the continuation coverage. (See
below for premium limits.) Please follow the directions on the form to elect continuation
coverage. Send the notice to the following address, unless directed otherwise on the form:

Western Health Advantage

Attn. COBRA Enrollment Department
1331 Garden Highway, Suite 100
Sacramento, CA 95833-9754

(916) 563-2252 or (888) 563-2252

The notice must be delivered by first class mail, overnight courier or some other reliable means
of delivery. Personal delivery is also acceptable. Please remember that the form must be
completed and returned to the address above, along with the first month’s premium, within sixty
(60) days of the later of: (1) the date of the Qualifying Event; or (2) the date you received notice
informing you of the right to elect continuation coverage. Failure to make the required
notification within the 60-day time limit will disqualify you from participating in Cal-COBRA
continuation coverage.

Your first premium payment must be delivered to Western Health Advantage, or to your
employer if your employer administers the plan under contract with Western Health Advantage,
not later than forty-five (45) days following the date you provided written notice of your
coverage election. The premium must be delivered by first class mail, overnight courier or some
other reliable means of delivery. Personal delivery is also acceptable. The amount remitted must
be sufficient to pay all premium amounts due. Please note that failure to pay the required
premium_within the 45-day time limit will disqualify you from participating in Cal-COBRA
continuation coverage, even if you have previously made a timely election.

Termination of COBRA/Cal-COBRA Continuation Coverage. Once continuation coverage
is elected, the coverage period will run concurrently with any other continuation provisions (e.g.,
during leave without pay) except continuation under the Family and Medical Leave Act (FMLA).
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Normal Period of COBRA Continuation Coverage. Continuation coverage begins on the date of
the Qualifying Event and — unless terminated prematurely (see “Premature Termination” below) —
continues for eighteen (18) months from the date of the Qualifying Event. However, if you or
your eligible dependent spouse or children are disabled within the meaning of Title Il or XVI of
the Social Security Act, coverage will continue for twenty-nine (29) months.

Normal Period of Cal-COBRA Continuation Coverage. Continuation coverage begins on the date
of the qualifying event and continues for thirty-six (36) months, unless earlier terminated (see
“Premature Termination” below).

If you (or your eligible dependent spouse or children) are covered by federal COBRA and have
elected Cal-COBRA continuation coverage not later than thirty (30) days prior to the expiration of
the federal COBRA coverage period, Cal-COBRA continuation coverage will terminate thirty-six
(836) months following the date of the first qualifying event. However, an election to extend
federal COBRA under the provisions of Cal-COBRA will not be effective until September 1, 2003.

If your employer's group health plan with Western Health Advantage terminates before your
continuation coverage expires, you may nevertheless maintain your coverage for the balance of
your continuation period as if the group health plan had not terminated, so long as, within thirty

(30) days of your receipt of notice of the termination, you comply with any requirements that
may be imposed regarding enrollment and payment of premiums resulting from the termination.
Failure to comply with applicable enrollment and premium requirements will cause your
continuation coverage to end.

Premature Termination of COBRA or Cal-COBRA. Your coverage (or the coverage of your
eligible dependent spouse or children) under both COBRA and Cal-COBRA will terminate before
the end of the normal continuation coverage periods upon the occurrence of any of the following
events:

1. If you (or your eligible dependent spouse or children) fail to make a required premium
payment. (Continuation coverage will automatically terminate as of the end of the period
for which all required payments have been made.)

2. As of the date new coverage takes effect for you (or your eligible dependent spouse or
children) under any other group health plan.

3. As of the date you (or your eligible dependent spouse or children) become entitled to
Medicare benefits.

4. As of the date your Employer no longer provides group health coverage to any of its
Employees.

5. As of the date you (or your eligible dependent spouse or children) move out of Western
Health Advantage’s service area, or commit fraud or deception in the use of its plan
services.

Cost of Continuation Coverage under COBRA and Cal-COBRA. The cost of continuation
coverage under both COBRA and Cal-COBRA will include the premium previously paid by the
employee as well as any portion previously paid by the Employer. Under federal COBRA, the
rate will be not more than 102% of the applicable group coverage rate. Under Cal-COBRA, the
rate can be up to 110% of the applicable group coverage rate. Finally, you may be required to
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pay up to 150% of the applicable group coverage rate if you are receiving continuation coverage
past the 18-month federal COBRA period due to disability).

Special Extended Benefit for Certain Persons 60 Years of Age and Older (“*Senior
Cal-COBRA Coverage”). If you are sixty (60) years of age or older and you worked for your
employer for at least five (5) years prior to your date of termination, when you elect continuation
coverage under COBRA or Cal-COBRA for yourself and your spouse you have a right (and your
former spouse has a separate right in the event of divorce or your death) to continue benefits for
up to five (5) years after your COBRA or Cal-COBRA continuation coverage would otherwise end.
If you are ineligible for both COBRA and Cal-COBRA, or if you are eligible but have not elected
or have exhausted continuation coverage, you are not entitled to Senior Cal-COBRA Coverage.

Election and Termination of Senior Cal-COBRA Coverage. If you qualify for Senior Cal-
COBRA Coverage, your employer is obligated to notify you (and/or your former spouse) of your
right. You may elect Senior Cal-COBRA Coverage by notifying Western Health Advantage, in
writing, within thirty (30) calendar days prior to the date that your COBRA or Cal-COBRA
continuation coverage is scheduled to end. If you die or become divorced during your period of
COBRA or Cal-COBRA continuation coverage, your former spouse may independently elect
Senior Cal-COBRA Coverage in the same manner.

If you (or your former spouse) elect Senior Cal-COBRA Coverage, coverage will continue until
the earlier that you or your former spouse: (i) reach 65 years of age; (ii) become covered by any
other health plan; or (iii) become eligible for Medicare. Coverage will also terminate
automatically as of the date on which your former employer terminates its group agreement with
Western Health Advantage. Additionally, coverage for your spouse or former spouse cannot last
longer than five (5) tears from the date that coverage under COBRA or Cal-COBRA was
scheduled to end.

Premium Cost of Senior Cal-COBRA Coverage. If the premiums paid by your employer
for group health plan coverage are adjusted for the age of each employee or dependent, other
than on a composite basis, then your rate (or the rate of your former spouse) for Senior Cal-
COBRA Coverage cannot exceed: (i) 102% of the of the premium paid by the employer for an
employee of your same age if you are eligible for COBRA; or (ii) 110% of the of the premium
paid by the employer for an employee of your same age if you are eligible for Cal-COBRA. If the
premiums paid by your employer for group health plan coverage are not age-adjusted as
described above, then your rate cannot exceed 213% of the applicable current group rate.

You will be billed for Senior Cal-COBRA Coverage directly by Western Health Advantage. Failure
to pay required premiums as and when due may result in termination of your coverage in the
same manner as provided in the employer’s group subscriber agreement.

Health Insurance Portability and Accountability Act (HIPAA)

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is comprehensive federal
legislation which provides, among other things, portability of health care coverage for
individuals changing jobs or who otherwise lose their group health care coverage. To protect
individuals who lose coverage, including a job change or selection of a new health plan, HIPAA
restricts the use of preexisting condition limitations. Individuals who lose coverage must choose
COBRA coverage or individual continuation and pay for this coverage the entire time it is offered in
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order to qualify as an “eligible individual” under HIPAA. WHA will automatically provide certificates
of coverage for subscribers and dependents that lose coverage.

If subscribers or dependents have questions concerning HIPAA, they may contact HCFA at (415)
744-3600 or at the following Internet address: http://www.hcfa.gov/medlearn/hipaa.htm

To the extent that the provisions of the group agreement and Combined Evidence of Coverage and
Disclosure Form do not comply with any provision of the Health Insurance Portability and
Accountability Act of 1996, they are hereby amended to comply.

For information on Open Enroliment actions for which a Qualified Beneficiary may be eligible
and/or any applicable plan modifications and premium adjustments, contact University of
California Human Resources and Benefits at (800) 888-8267 during the month of November.

Conversion Option

An employee or member whose coverage under the group contract has been terminated by the
employer may be entitled to convert to a non-group conversion plan without evidence of
insurability. A conversion contract shall not be required to be made available in the following
circumstances:

1. The group contract terminated or an employer's participation terminated and the group
contract is replaced by similar coverage under another group contract within 15 days of the
date of termination of the group coverage or the subscriber's participation.

The employee or member failed to pay amounts due.

3. The employee or member was terminated by the health care service plan from the plan for
good cause.

4. The employee or member is covered by or is eligible for benefits under Title XVIII of the
United States Social Security Act.

N

5. The employee or member is covered by or is eligible for benefits under any group contract.
6. The employee or member is covered for similar benefits by an individual policy or contract.
7. The employee or member has not been continuously covered during the three-month period

immediately preceding that person’s termination of coverage.

Renewal Provisions

Annual renewal is automatic provided that you seek to renew coverage under the same group
agreement and all premiums have been properly paid. Premiums may change upon renewal. If
your or your dependents’ coverage is terminated, you must submit a new application in order to
be reinstated.

Termination of Benefits

If your WHA coverage is terminated for any of the reasons discussed in this section, you will be
notified in writing of the reason for cancellation and the grievance process for appeals. Since you
will remain a WHA Member until your termination date, any medically necessary services will
continue to be provided in accordance with this Combined Evidence of Coverage and Disclosure
Form. Your rights to benefits end as of your coverage termination date. Refer to the “Exception
to Cancellation of Group Benefits” section for a list of exceptions to cancellation of coverage.
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Reasons for Termination

Once you are enrolled in WHA, your coverage cannot be canceled because of health conditions;
coverage can be terminated only for the reasons specified in the Group Agreement. If your
membership is terminated for any of the following reasons, your coverage ends on the
termination date.

Fees are not received within the specified period. Termination is effective on the last day of
the period for which appropriate fees were received.

If a member fails to pay the required copayments to any Participating Provider for services
rendered a cancellation notice will be mailed and shall be effective upon the mailing of written
notice by the Plan to the Subscriber and Employer.

If a Member frequently or repeatedly misses or cancels appointments with less than twenty-
four (24) hours notice, and that the reason for the missed or cancelled appointments is not
due to the nature of the member’'s medical condition, both WHA and the Member's Primary
Care Physician, will provide the member with written notification of the problem and give the
member a reasonable opportunity to correct it. If the member fails to correct the problem
after receiving a written warning letter from the PCP, WHA may cancel coverage of that
Member. The Member will receive a final warning letter from WHA and then a written
termination notice. Termination shall be effective upon the mailing of written notice by the
Plan to the Subscriber and Employer.

Incorrect or misleading information is provided as it pertains to you and/or your families’
receipt of “healthcare services.” Termination shall be effective upon the mailing of written
notice by the Plan to the Subscriber and Employer.

Seeking and/or obtaining medications under false pretenses to support a drug dependency or
for the illegal sale of the medications.

A member may be terminated if the member threatens the safety of Plan employees,
providers, or an HAI-CA provider or employee, or members, or other patients, or the
member’s repeated behavior has substantially impaired the Plan’s ability to furnish or arrange
services for the member or other members, or substantially impaired a provider’s ability to
provide services to other patients.

If a Subscriber no longer works or maintains a permanent primary residence within the
Service Area, coverage will be terminated for the Subscriber and any enrolled Family
Members effective midnight of the last day of the month in which such event occurred. A
“primary residence” is defined as one in which the Subscriber and any covered Dependents
permanently and physically reside in the residence, no less than 8 continuous months out of
the calendar year. However, coverage may be continued for a Subscriber and any enrolled
Family Members if the Subscriber is temporarily assigned by the Employer to work or study
outside of the Service Area. The Subscriber must maintain a permanent residence within the
Service Area and that the temporary residency outside the Service Area must not continue
beyond four (4) months. Coverage may also be continued for any Family Member who is a
registered, full-time student at an accredited college or university outside the Service Area as
long as the Subscriber either works or maintains a permanent residence within the Service
Area and the Family Member qualifies as the Subscriber's dependent under Internal Revenue
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Service standards. In such cases, coverage for services received outside the Service Area shall
be limited to Urgent Care or Emergency Care. All non-urgent care and non-emergency care
services must be provided by Participating Providers within the Service Area in order to be
covered under this health plan.

= |f a Subscriber or Family Member makes a false statement, misrepresentation, or omission, in
the application and enrollment forms, a response to a subordination request from WHA or
HAI-CA, or any other correspondence or communication with WHA or HAI-CA, including but
not limited to statements, misrepresentations or omissions regarding a Member’'s health
history or a Member’s eligibility for membership; or obtains or attempts to obtain Covered
Services by means of false statements, misrepresentations or omissions; or permits any other
person to use the Member’s identification card to obtain services under this health plan or
otherwise misuses the Member’s identification card; or if the Member engages in any other
fraudulent conduct, WHA may terminate coverage immediately upon written notice.

Please note that coverage may be terminated by giving written notice that you wish to disenroll.
You are responsible for notifying any Family Members that coverage has been canceled.

Fraud

Coverage for a Subscriber or covered Family Member may be terminated for fraud or deception
in the use of the services of the Plan, or for knowingly permitting such fraud or deception by
another. Deception includes but is not limited to intentionally enrolling an ineligible individual.
Such termination shall be effective upon the mailing of written notice by the Plan to the
Subscriber and the University. Termination of coverage of a Dependent for fraud shall not cancel
the enroliment of other Family Members. Termination of coverage for a Subscriber shall
automatically cancel the enrollment of all covered Dependents. A Family Member that commits
fraud or deception will be permanently disenrolled while any other Family Members and the
Subscriber will be disenrolled for 18 months. If a Subscriber commits fraud or deception, the
Subscriber and any Family Members will be disenrolled for 18 months.

Termination of Group Agreement

Your Employer may terminate coverage with a written notice of cancellation to WHA. Coverage
for all enrolled Members of the group will end if the Group Agreement is terminated for any
reason or if WHA terminates the agreement because of nonpayment of charges or
misrepresentation. Benefits cease on the date the agreement terminates.

Exception to Cancellation of Group Benefits

WHA does not cover any services or supplies provided after termination of the agreement or
after any Member’'s coverage terminates. Coverage will cease regardless of whether a course of
treatment or condition commenced while coverage was in effect. Exceptions are provisions for
group continuation (COBRA) coverage and the following circumstances:

= You or your enrolled Family Members are a registered bed patient in a hospital at the date
of termination. You or your enrolled Family Members will continue to receive all benefits
of coverage for the condition confining you to the hospital, subject to the prepayment fees
and applicable Copayments, until those benefits expire or you are discharged from the
hospital, whichever occurs first.
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You or your enrolled Family Member is receiving inpatient obstetrical care at the date of
termination and there has been no default in prepayment fees. Inpatient obstetrical care
will continue only through discharge.

Total disability by a condition for which you are receiving covered benefits. WHA will
continue to maintain coverage for the disabling condition only. Coverage will end (1) at
the close of the 12th month following termination, (2) when it is determined you are no
longer disabled, or (3) the disabled person is covered under a replacement agreement
or policy without limitations as to the disability condition, whichever occurs first.

Effective Date of Termination of Coverage

Coverage as a Member of a group ceases on one of the following dates:

The last day of the last pay period for which a premium is paid based on earnings as an
eligible Employee;

The last day of the last pay period in which the Employee has an eligible appointment;

The last day of the second month following the month in which the Employee last meets the
minimum required average regular paid time;

The last day of the last pay period the individual is eligible for coverage as a Family
Dependent or is eligible for continued group coverage;

The last day of the month in which a form to cancel/opt out of coverage or delete a Family
Dependent is received in the local Benefits or Accounting Office;

The last day of the last month for which a premium was paid while the Employee’s
application for disability income was pending; or

The day the Group Agreement between the University and WHA is terminated.

Subscribers may cancel medical plan coverage or delete a Family Member from the Plan at any
time by submitting the appropriate forms to their local Benefits Office or by completing the
appropriate electronic transaction. However, an Annuitant’s Plan coverage must be continuous.

Once

Medical Plan coverage as an Annuitant is cancelled, coverage cannot be

reinstated.

Refunds and Review of Termination

If your coverage terminates, payment of premiums for any period after the termination date and
any other amounts due to you will be refunded to your employer within 30 days, minus any
amount due to WHA. Exceptions include termination by WHA for fraud or deception in the use
of health services or facilities or knowingly permitting such fraud or deception by another.

If you believe your Membership was terminated improperly by WHA, you may request a review
of the termination by the California Department of Managed Healthcare.
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FINANCIAL CONSIDERATIONS

Fees

Your Employer is responsible for paying monthly fees for WHA coverage. You will be notified by
your Employer if you are required to pay a portion of these fees.

Other Charges - Copayments

You are responsible for copayments paid to providers at the time the service is rendered. See
the “Covered Services Summary” section for specified Copayments.

Reimbursement Provisions

If, in an Emergency, you have to use non-participating hospitals or Physicians, WHA wiill
reimburse you for charges or will arrange to pay the providers directly, minus applicable
Copayments. Requests must be submitted for reimbursement within 180 days of the date
services were rendered and proof of payment enclosed.

Maximum Copayment Liability

Maximum Copayment liability for Members under this Plan, per calendar year, is limited
to $1,000 for an individual and $3,000 for a family of two or more.

The following Co-payments or expenses paid will not be applied to the MCL amounts:

* Prescription Drug Copayments, which includes oral and injectable medications

You are required to continue to pay these Co-payments after the MCL has been reached.

Members are responsible for keeping all Copayment receipts and submitting these receipts to
WHA as verification that the maximum Copayment liability has been reached for that calendar
year.

LIMITATION ON BENEFITS

Coordination of Benefits

Coordination of benefits is a method used by insurance companies, health maintenance
organizations and regulatory agencies to preclude duplicate payment of the same claims when
more than one plan covers a Member.

WHA includes a coordination of benefits provision in all agreements in order to provide Members
with broad protection at the lowest possible cost. This provision establishes the rules by which
WHA and other plans will determine the order of payment of claims, while providing that the
Member does not receive more than 100% coverage from all plans and insurers combined. You
have a contractual obligation as a WHA Member to cooperate and assist with WHA'’s coordination
of benefits by providing information to all health service providers on any other coverage you or
your dependents have. The agreement outlines when WHA or another carrier is the primary
payor. Duplicate coverage does not reduce your obligation to make all required Copayments in
any way.
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Third Party Responsibility - Subrogation

In the event a Member is injured due to the act or omission of a third party (including, but not
limited to, motor vehicle accidents, falls and Workers’ Compensation cases) and complications
incident thereto, WHA will furnish Covered Services. However, in the event of any recovery is
obtained on account of such injuries, the Member will reimburse WHA for the value of the
services and benefits, as set forth below. By enrolling in this Plan, each member grants WHA a
lien on any such recovery and agrees to protect the interests of WHA when there is possibility
that a third party may be liable for a Member’s injuries. Each Member specifically agrees as
follows:

a. Each Member will give prompt notification to WHA of the name and location of the third
party, any involved insurance companies, carriers, and adjusters, if known, and the
circumstances which caused the injuries; and

b. Each Member will execute and deliver to WHA or its nominee any and all lien authorizations,
assignments or other documents requested by WHA, which may be necessary or
appropriate to protect the legal rights of WHA or its nominee fully and completely.

c. Immediately upon receiving any Recovery as specified herein, each Member will reimburse
WHA for the value of the services and benefits, as set forth below. Any such Recovery by or
on behalf of Member or Member's attorney or other representative will be held in trust for
the benefit of WHA and will not be used or disbursed for any other purpose without WHA's
express prior written consent. If Member receives a judgment, compromise, or settlement,
which does not specifically include an award for medical costs, WHA will nevertheless have a
lien against such Recovery.

When a member fails to cooperate in protecting or satisfying WHA'’s subrogation interest, and WHA
must file an action or lawsuit to enforce its rights under this provision, the Member or any
Dependent of his/hers receiving benefits under this Plan will be responsible for attorneys’ fees and
costs incurred by WHA.

Where used within this provision, "WHA" refers to Western Health Advantage, and/or Participating
Hospitals or Physicians providing Covered Services. "Recovery" refers to any compensation
received from a final judgment, compromise or settlement received in connection with a civil,
criminal or administrative claim, complaint, lawsuit, arbitration, mediation, grievance or
proceeding which arises from the act or omission of a third-party.

Non-Duplication of Benefits

WHA does not duplicate any benefits to which Members are entitled under workers’ compensation
law, employer liability laws, Medicare Part A and B, or military benefits. WHA retains all sums
payable under these laws for services provided. By your enrollment, you agree to submit
thenecessary documents requested by WHA to assist in recovering the maximum value of services
you receive under Medicare, the workers’ compensation law, or any other health plans or insurance
policies. If you fail to submit documents reasonably requested by WHA, you must pay for services
received at prevailing rates. Duplicate coverage does not reduce your obligation to make all
required Copayments.
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Extension of Benefits

WHA does not cover a disabling condition that is being covered under an extension of benefits
provision of another medical plan.

Other Limitations On Coverage

Limitations on your coverage may apply in the event of major disasters, epidemics, labor
disputes and other circumstances beyond WHA'’s control. Please consult the Group Agreement
for further information on these limitations.

PLAN ADMINISTRATION

By authority of The Regents, University of California Human Resources and Benefits, located in
Oakland, California, administers this plan in accordance with applicable plan documents and
regulations, custodial agreements, University of California Group Insurance contracts/service
agreements, and state and federal laws. No person is authorized to provide benefits information
not contained in these source documents, and information not contained in these source
documents cannot be relied upon as having been authorized by The Regents. The terms of those
documents apply if information in this document is not the same. The University of California
Group Insurance Regulations will take precedence if there is a difference between its provisions
and those of this document and/or the Group Hospital and Professional Service Agreement.
What is written in this document does not constitute a guarantee of plan coverage or benefits—
particular rules and eligibility requirements must be met before benefits can be received. Health
and welfare benefits are subject to legislative appropriation and are not accrued or vested benefit
entitlements.

This section describes how the Plan is administered and what your rights are.

Sponsorship and Administration of the Plan

The University of California is the Plan sponsor and administrator for the Plan described in this
booklet. If you have a question, you may direct it to:

University of California

Human Resources and Benefits
300 Lakeside Drive, 5" Floor
Oakland, CA 94612-3557

(800) 888-8267

Annuitants may also direct questions to the University’s Customer Service Center at the above
phone number.

Claims under the Plan are processed by Western Health Advantage at the following address and
phone number:

54 WHA EOC — CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Western Health Advantage

Attn. Claims Department

1331 Garden Highway, Suite 100
Sacramento, CA 95833-9773
(916) 563-2252 or (888) 563-2252

Group Contract Number

The Group Contract Number for this Plan is: 00-1021.

Type of Plan

This Plan is a health and welfare plan that provides group medical care benefits. This Plan is
one of the benefits offered under the University of California’'s employee health and welfare
benefits program.

Plan Year
The plan year is January 1 through December 31.

Continuation of the Plan

The University of California intends to continue the Plan of benefits described in this booklet
but reserves the right to terminate or amend it at any time. Plan benefits are not accrued or
vested benefit entitlements. The right to terminate or amend applies to all Employees,
Annuitants and plan beneficiaries. The amendment or termination shall be carried out by the
President or his or her delegates. The University of California will also determine the terms of
the Plan, such as benefits, premiums and what portion of the premiums the University will
pay. The portion of the premiums that University pays is determined by UC and may change
or stop altogether, and may be affected by the state of California’s annual budget
appropriation.

Financial Arrangements

The benefits under the Plan are provided by Western Health Advantage under a Group Service
Agreement. The cost of the premiums is currently shared between you and the University of
California.

Agent for Serving of Legal Process

Legal process may be served on Western Health Advantage at the following address:

Western Health Advantage

Attn. Claims Department

1331 Garden Highway, Suite 100
Sacramento, CA 95833-9773
(916) 563-2252 or (888) 563-2252

Your Rights Under The Plan

As a participant in a University of California medical plan, you are entitled to certain rights and
protections. All Plan participants shall be entitled to:
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= Examine, without charge, at the Plan Administrator’s office and other specified sites, all Plan
documents, including the Group Service Agreement, at a time and location mutually
convenient to the participant and the Plan Administrator.

= Obtain copies of all Plan documents and other information for a reasonable charge upon
written request to the Plan Administrator.

Claims Under The Plan

If Urgent Care or Emergency services were received outside of the WHA Service Area, and the
Member incurred such expenses, the Member must submit an itemized bill, the Member’s
identification number and a copy of the paid receipt to WHA in order to be reimbursed.

Request for reimbursement should be sent to:

Western Health Advantage

Attn. Claims Department

1331 Garden Highway, Suite 100
Sacramento, CA 95833-9773
(916) 563-2252 or (888) 563-2252

If the request for reimbursement is denied, the Member may file an appeal through the Member
Satisfaction Procedure.

Nondiscrimination Statement

In conformance with applicable law and University policy, the University of California is an
affirmative action/equal opportunity employer.

Please send inquiries regarding the University's affirmative action and equal opportunity policies
for staff to Director Mattie Williams, University of California Office of the President, 300 Lakeside
Drive, Oakland, CA 94612 and for faculty to Executive Director Sheila O'Rourke, University of
California Office of the President, 1111 Franklin Street, Oakland, CA 94607
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MEMBER SATISFACTION PROCEDURE

WHA strives to provide exceptional health care services to you. However, if you should have a
concern about your medical care, you should discuss it with your PCP. If you need help
answering your questions, clarifying procedures or investigating complaints, call Member Services
between 8 a.m. and 5 p.m. Monday through Friday, at (916) 563-2252 / (888) 563-2252. If
you prefer, you can visit or write to:

Western Health Advantage

Member Services Department

Attn: Appeals and Grievance Coordinator
1331 Garden Highway, Suite 100
Sacramento, CA 95833

A Member Services representative will research and respond to your questions. If you are not
satisfied with the response or action taken, you may pursue a formal appeal or grievance.

APPEAL AND GRIEVANCE PROCEDURE

If you have a complaint with regard to WHA's failure to authorize, provide or pay for a service that
you believe is covered, or any other complaint, please call Member Services for assistance. If your
complaint is not resolved to your satisfaction after working with a Member Services representative,
a verbal or written appeal or grievance may be submitted to:

Western Health Advantage

1331 Garden Highway, Suite 100
Sacramento, CA 95833

Attn: Appeals Department
1-888-563-2252

Please include a complete discussion of your questions or situation and your reasons for
dissatisfaction and submit the appeal or grievance to WHA Member Services within 30 days of the
initial determination, or denial of a service. If you are unable to meet this period, please contact
Member Services on how to proceed.

WHA sends an acknowledgment letter to the Member within three (3) working days of receipt of
the request for an appeal. If the complaint involves a quality of care issue or involves medical
decision-making, it is reviewed by WHA Medical Management, under the direction of the Chief
Medical Officer. A determination is rendered within thirty (30) calendar days of receipt of the
Member’'s request for an appeal. WHA will notify the Member of the determination, in writing,
within three (3) working days of the decision being rendered.

A Complaint Form is available and you may request one by calling Member Services. If you
would like assistance in filing a complaint or an appeal, please call Member Services and a
representative will assist you in completing the Complaint Form or explain how to write your letter.
We will also, be happy to take the information over the phone verbally.

It is the policy of WHA to resolve all appeals and/or grievances within 30 days of receipt and
written notification of the disposition of the appeal will be sent to the member and will include an
explanation of the contractural or clinical rationale for the decision Contact Member Services for
more detailed information about the appeals and grievance procedure.
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The California Department of Managed Health Care is responsible for regulating health
care service plans. If you have a grievance against your health plan, you should first telephone
your health plan at (916) 563-2252 and use your health plan's grievance process before
contacting the department. Utilizing this grievance procedure does not prohibit any potential legal
rights or remedies that may be available to you. If you need help with a grievance involving an
emergency, a grievance that has not been satisfactorily resolved by your health plan, or a
grievance that has remained unresolved for more than 30 days, you may call the department for
assistance. You may also be eligible for an Independent Medical Review (IMR). If you are eligible
for IMR, the IMR process will provide an impartial review of medical decisions made by a health
plan related to the medical necessity of a proposed service or treatment, coverage decisions for
treatments that are experimental or investigational in nature and payment disputes for emergency
or urgent medical services. The department also has a toll-free telephone number (1-888-HMO-
2219) and a TDD line (1-877-688-9891) for the hearing and speech impaired. The department's
Internet Web site http://www.hmohelp.ca.gov has complaint forms, IMR application forms and
instructions online.

*Grievances related to Mental Health or Chemical Dependency Detoxification
Benefits.

HAI-CA administers all levels of review under WHA'’s Grievance Process for complaints regarding
mental health or chemical dependency/detoxification services. If you have an inquiry or concern
regarding your mental health or chemical dependency/detoxification benefits, you should first call
HAI-CA’s Customer Service Department at 1-800-424-1778. Every effort will be made to resolve
your inquiry or concern informally through the Customer Service Department. If you are not
satisfied with this resolution, you may submit a formal verbal or written grievance to HAI-CA’s
Grievance Unit at: 300 Continental Boulevard, Suite 240, EI Segundo, CA, 90245, Attention:
Comment Coordinator, or call 1-800-424-1778. (Grievance forms and filing information are
available through HAI-CA’s Customer Service Department.)

Expedited Appeal Review

An expedited appeal is a request by the member or a practitioner on behalf of a member or a
representative for the member requesting reconsideration of a denial of services that requires a
review and determination be completed within 72-hours as the treatment requested may be an
imminent and a serious threat to the health of the Member, including but not limited to potential
loss of life, limb, or major bodily function.

The expedited appeal process is initiated upon receipt of a letter, fax, and/or verbal in person or
telephonic request from the member, practitioner on behalf of the member or a person
representing the member. The request is logged and all necessary information is collected in
order to review and render a decision. If it is determined that a delay of the requested review
would compromise the member’s life or health, the appeal is then reviewed under expedited
conditions.

After an appropriate clinical peer reviewer has reviewed all of the information a decision is
rendered. The decision is then communicated verbally via telephone to the member and
practitioner no later than 72-hours after the review began. A letter documenting the decision,
whether it is to overturn the original denial or to uphold the original denial, is sent to the
practitioner with a copy to the member within two working days of the decision. The letter
contains all clinical rational used in making the decision.
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Independent Medical Review

WHA allows members the opportunity to seek an independent medical review whenever covered
health care services have been denied, modified, or delayed by the plan, its contracting medical
groups or contracted providers if the decision was based in whole or part on findings that the
proposed services were not medically necessary. A decision regarding a Disputed Health Care
Service relates to the practice of medicine and is not a Coverage Decision. If a decision to deny,
modify, or delay health care services, is based in whole or in part on a finding that the services
are not a covered benefit under the contract that applies to the member, the statement of
decision must clearly specify the provision in the contract that excludes the coverage in question
in the correspondence. All member grievances involving a Disputed Health Care Service, are
eligible for review under the Independent Medical Review System if all requirements are met,
which are:

a. the member’s provider has recommended the health care services as medically necessary,
or

b. member has received an urgent care or emergency service that a provider determined
was medically necessary, or

c. in the absence of a) and b) above has been seen by an in-plan provider for the diagnosis
or treatment of the medical condition for which the member seeks independent review.
The Disputed Health Care Service has been denied, modified, or delayed based on a
decision that it is not medically necessary and the member has filed a grievance with the
Plan and the decision is upheld or remains unresolved past 30 days.

If you would like to apply for Independent Medical Review, please call our Member Services
Department between 8 a.m. and 5 p.m. Monday through Friday, at (916) 563-2252 / (888) 563-
2252 to request the application form. Or, if you prefer, you can come directly to our office or
request the form in writing at:

Member Services Department

Attention: Appeals and Grievance Coordinator
Western Health Advantage

1331 Garden Highway, Suite 100

Sacramento, CA 95833

Members may request an independent medical review from the Department of Managed Health
Care (DMHC). There is no application or processing fee required. When WHA receives notice from
DMHC regarding the Member’s request for an Independent Medical Review, WHA will submit the
documents required by H&S 81374.30(n) within 3 days. The decision of the Independent Medical
Review agency is binding on WHA.

Appeal for Investigational/Experimental Treatment

WHA excludes from coverage services, medication or procedures, which are considered
investigational and/or experimental treatment and which are not accepted as standard medical
practice for the treatment of a condition or illness.

If a specific procedure is requested, and after careful review by the appropriate medical personnel,
the Plan’s determination is that the therapy is experimental or investigational and, therefore, not a
covered benefit, the member will be notified of the denial in writing within five (5) business days
of the decision.
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If the member has a life threatening or severely debilitating condition and it is determined by a
physician that the member is likely to die within two years, or their health or ability to function
could be seriously harmed by waiting the usual 30 business days for review, an expedited review
may be requested, in which case a decision will be rendered within seven (7) business days. The
appeal request may be verbal or written. The written request is to be submitted to:

Western Health Advantage

1331 Garden Highway, Suite 100
Sacramento, CA 95833

Attn: Appeals Department
1-888-563-2252

WHA Members have the right to request an independent medical review when coverage is denied
as an Experimental or Investigational Procedure when the Member’s physician certifies that the
Member has a terminal condition for which standard therapies are or have not been effective in
improving the Member’s condition, or would not be medically appropriate for the Member, or
there is no more beneficial standard therapy covered by WHA than the therapy recommended
pursuant the following:

a. Either the Member’s physician, contracted with WHA, has recommended treatment that
he/she certifies in writing is likely to be more beneficial to the Member than any available
standard therapies, or

b. The Member, or his/her physician who is a licensed, board-certified or board-eligible
physician not contracted with WHA, but qualified to practice in the specialty appropriate
to treat the Member’s condition, has requested a therapy that, based on two documents
from the medical and scientific evidence is likely to be more beneficial for the Member
than any available standard therapy. The physician’s certification must include a
statement of evidence relied upon by the physician in certifying his/her recommendation.
Note: WHA is not financially responsible for payment to non-contracted providers that
are not prior authorized.

If a member with a life threatening or severely debilitating condition disagrees with the denial of
a service, medication, device or procedure deemed to be experimental, who meet the criteria
above, they may request a review by outside medical experts. This request can be made verbally
or in writing. The member may also request a face-to-face meeting with WHA’s Chief Medical
Officer to discuss the case. WHA will gather all medical records and necessary documentation
relevant to the patient’s condition and will forward all information to an external independent
reviewer within five (5) days from the date of the request.

If the member is not in a life threatening or severely debilitating condition or their health or
ability to function will not be seriously harmed by waiting, the decision will be rendered within 30
business days. The independent expert may request the deadline be extended by up to three (3)
days for a delay in receiving all of the necessary documentation from WHA, the member and/or
the physician.

Binding Arbitration

The final process for resolving a dispute is arbitration. If you continue to be dissatisfied with the
results of the appeals and grievance process and wish to pursue the matter further, you must
submit your claim or controversy to binding arbitration within 60 days of completion of the
appeals and grievance process. The arbitration procedure is governed by the American
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Arbitration Association rules. Copies of these rules and other forms and information about
arbitration are available by calling the American Arbitration Association at (415) 981-3901.

All interested parties, including Members, specifically agree to use WHA'’s arbitration procedure in
place of any rights they otherwise would have to submit any controversy or dispute to a court or
jury. For a complete description of how to initiate arbitration, please refer to the agreement.
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DEFINITIONS

"Appeal™ is a formal request either verbal or written by a practitioner or member for
reconsideration of a decision, such as a utilization review recommendation, a benefit payment, an
administrative action, or a quality-of-care or service issue, with the goal of finding a mutually
acceptable solution.

"Approved Drug Usage"” means (1) use for the labeled indications (FDA-approved indications)
or (2) use by a Physician for treatment of a life-threatening condition for which the drug has
been recognized by the AMA Drug Evaluations, the American Hospital Formulary, the United
States Pharmacopoeia, or at least two articles from major peer reviewed medical journals that
present data supporting the proposed use as safe and effective unless clear and convincing
contradictory evidence appears in a similar journal.

"Brand Name Medication” means a Prescription drug manufactured, marked, and sold under
a given name.

"Charges" means the Participating Providers' contracted rates or the actual charges payable for
Covered Services, whichever is less. Actual charges payable to non-Participating Providers shall
not exceed usual, customary and reasonable charges as determined by WHA.

"Child" see Eligibility, Enrollment and Termination section.

"Complaint” is any written or oral expression of dissatisfaction and shall include any complaint,
dispute, request for reconsideration or appeal made by a member, the member’s representative
or Provider, about their experience with WHA, a Medical Group and /or any WHA providers.

"Copayment” means an additional fee charged to a Member, which is approved by the
Department of Managed Health Care of the State of California, provided for in the Group
Agreement and disclosed in this Combined Evidence of Coverage and Disclosure Form (See the
“Covered Services Summary” section). Percentage Copayments are based on negotiated rates for
service. Within 60 days after the end of any contract year, a Subscriber may apply to WHA for a
refund of the excess of Copayments paid over the contract year.

"Coverage Decision” means the approval or denial of health care service by a plan or by one
of its contracting medical groups, substantially based on a finding that the provision of a
particular service is included or excluded as a covered benefit under the terms and conditions of
the Plan contract. It does not encompass a decision regarding a Disputed Health Care Service.

"Covered Services" means those Medically Necessary health care services and supplies which a
Member is entitled to receive, as defined solely by WHA and which are described in the “Principal
Benefits and Coverages” section and not excluded or limited by the “Principal Exclusions or
Limitations” section of this Combined Evidence of Coverage and Disclosure Form.

"Crisis Intervention™ means treatment directed toward alleviation of an acute psychiatric
condition, or of the exacerbation of a pre-existing psychiatric condition, by short-term intensive
therapy to reduce impairment or disability.

"Custodial™ or "Domiciliary Care'"™ means care which can be provided by a layperson, which
does not require the continuing attention of trained medical or paramedical personnel, and which
has no significant relation to treatment of a medical condition.
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"Dental Services™ means any services or X-ray exams involving one or more teeth, the tissue
or structure around them, the alveolar process or the gums. Such services are considered dental
even if a condition requiring any of these services involves a part of the body other than the
mouth, such as treatment of Temporomandibular Joint Disorders (TMJD) or malocclusion
involving joints or muscles by such methods as crowning, wiring or repositioning teeth.

"Disputed Health Care Service" means any health care service eligible for coverage and
payment under a health care service plan contract that has been denied, modified, or delayed by
a decision of the plan, by one of its contracting medical groups or provider, in whole or in part
due to a finding that the service is not medically necessary. A decision regarding a disputed
health care service relates to the practice of medicine and is not a coverage decision.

"Durable Medical Equipment™ means Medically Necessary standard equipment that can
withstand repeated use, is primarily and customarily used to serve a medical purpose, and
generally is not useful to a person in the absence of an illness or injury.

"Educational Services"™ means services or supplies whose primary purpose is to provide any
of the following: training in the activities of daily living; instruction in scholastic skills
such as reading or writing; preparation for an occupation; or treatment for learning disabilities.

"Emergency” medical condition means a medical condition manifesting itself by acute
symptoms of sufficient severity, including severe pain, such that a prudent layperson, with an
average knowledge of health and medicine could reasonably expect in the absence of
immediate medical attention to result in:

= Serious danger to the health of the individual or, in the case of a pregnant woman, the
health of the woman or her unborn child;

= Serious damage to bodily functions; or

= Serious dysfunction of any bodily organ or part.

Emergency Services and Care also pertain to:

= Psychiatric screening, examination, evaluation, and treatment by a physician, or other
personnel to the extent permitted by applicable law and within the scope of their
licensure and privileges.

= Care and treatment necessary to relieve or eliminate the psychiatric emergency medical
condition within the capability of a facility.

WHA will make all final determinations about Emergency care.

"Experimental™ or "lInvestigational Procedures”™ means services, tests, treatments,
supplies, devices or drugs which WHA determines are not accepted as standard medical practice
by informed medical professionals in the United States, at the time the services, tests,
treatments, supplies, devices or drugs are rendered, as safe and effective in treating or
diagnosing the condition for which their use is proposed, unless approved by:

a) The Diagnostic and Therapeutic Technology Assessment Project of the American
Medical Association;
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b) The Center of Healthcare Technology;
c) The National Institute of Health;
d) The Federal Food and Drug Administration;

e) The specialty board and the academy it represents as recognized by the American Board
of Medical Specialties (ABMS) or

f) An external Independent Review expert hired to review all appeals for
investigational/experimental treatments.

"FDA-Approved Drug" means drugs, medications and biologicals approved by the Food and
Drug Administration and listed in the United States Pharmacopoeia, the AMA Drug Evaluations
and/or the American Hospital Formulary.

"Generic Medication™: A Prescription drug that is medically equivalent to a Brand Name
Medication as determined by the United States Food and Drug Administration and meets the
same standards as a Brand Name Medication in all facets: purity, safety, strength and
effectiveness.

"Grievance" is any written or oral expression of dissatisfaction and shall include any
complaint, dispute, request for reconsideration or appeal made by a member, the member’s
representative or Provider, about their experience with WHA, a Medical Group and/or any WHA
providers. Grievance is a stage in the appeals process

"Group Agreement” the Group Medical & Hospital Service Agreement between your
employer and WHA.

"Hospice" means a public agency or private organization that is a Participating Provider and is
primarily engaged in providing pain relief, symptom management and supportive services to
terminally ill people and their families.

"Hospice Care" means services provided by Participating Providers to Members who are
certified by a Participating Physician to be terminally ill (i.e. the Member's medical prognosis is
that the life expectancy is six months or less), emphasizing supportive services and dietary
counseling under the direction of a Participating Physician and in accordance with a written plan
of care.

"Hospital Services" means all Inpatient and Outpatient Hospital Services as herein defined.

"Independent Medical Review" means a member has the opportunity to seek an Independent
Medical Review whenever health care services have been denied, modified, or delayed by the plan
or by one of it contracting medical groups or providers if the decision was based on a finding that
the proposed services are not medically necessary.

"Inpatient Hospital Services" means those Covered Services, which are provided on an
inpatient basis by a hospital, excluding long term non-acute care.

"Life Threatening™ means either or both of the following:
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= Diseases or conditions where the likelihood of death is high unless the course of the
disease is interrupted.

= Diseases or conditions with potentially fatal outcomes, where the end point of clinical
intervention or treatment is survival.

"Maintenance Medication™ Any covered Prescription Medications that are to be taken beyond
60 days. Examples include medications such as those for high blood pressure, diabetes, arthritis,
some allergy medications and oral contraceptives.

"Medical Director” means a Physician employed by or under contract with WHA having the
responsibility for implementing WHA's utilization management system and quality of care review
system. The Medical Director is the Physician who determines appropriate Prior Authorization of
Covered Services.

"Medical Group™ means a group of Physicians who have entered into a written agreement with
WHA to provide or arrange for the provision of Medical Services and to whom a Member is
assigned for purposes of primary medical management.

"Medical Services" means those professional services of Physicians and other health care
professionals, including medical, surgical, diagnostic, therapeutic and preventive services which
are included in the “Principal Benefits and Covered Services” section and which are performed,
prescribed or directed by a PCP or Specialist Physician.

"Medically Necessary" means that which WHA determines:

» is appropriate and necessary for the diagnosis or treatment of the Member's medical
condition, in accordance with professionally recognized standards of care;

» is not mainly for the convenience of Member or Member's Physician or other provider; and

= is the most appropriate supply or level of service for the injury or illness.

For hospital admissions, this means that acute care as an inpatient is necessary due to the kind of
services the Member is receiving, and tat safe and adequate care cannot be received as an
outpatient or in a less intensive medical setting.

"Medicare™ is the name commonly used to describe Health Insurance Benefits for the Aged
and Disabled provided under Public Law 89-97 as amended to date or as later amended.

"Member" means a Subscriber or Family Member who is entitled to receive Covered Services.

"Member Satisfaction Procedure” is the process a member may communicate their concerns
regarding their care either verbally or in writing, with WHA. Generally there are three categories
and they are defined below:

= An “Appeal” is a formal request by a practitioner or member for reconsideration of a
decision, such as a utilization review recommendation, a benefit payment, an
administrative action, or a quality-of-care or service issue, with the goal of finding a
mutually acceptable solution.

= A “Complaint” is any written or oral expression of dissatisfaction and shall include any
complaint, dispute, request for reconsideration or appeal made by a member, the
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member’s representative or Provider, about their experience with WHA, a Medical Group
and /or any WHA providers.

= A “Grievance” is any written or oral expression of dissatisfaction and shall include any
compliant, dispute, request for reconsideration or appeal made by a member, the
member’s representative or Provider, about their experience with WHA, a Medical Group
and /or any WHA providers. Grievance is a stage in the appeals process.

"Mental Disorders/Conditions”™ means disturbances or disorders of mental, emotional, or
behavioral functioning which include the physical symptoms of such disorders regardless of
cause or origin. Examples of Mental Conditions include without limitation:

(1) severe mental illness, including, but not limited to: schizophrenia, schizoaffective disorder,
bipolar disorder (manic depressive syndrome), major depressive disorders, delusional
(paranoid) disorders, psychotic disorders, panic disorder, obsessive-compulsive disorder,
pervasive developmental disorder or autism, eating disorders, anorexia nervosa and bulimia
nervosa; depressive disorders, stress disorders or ailments, anxiety disorders, somatoform
disorders (psychosomatic illness), and mental illness; and (2) the serious emotional
disturbances of children on the same terms and conditions applied to other medical conditions.
Serious emotional disturbances of a child are specifically defined as a child suffering from one
or more disorders as identified in the most recent edition of the Diagnostic and Statistical
Manual of Mental Disorders and the child meets the criteria of Welfare and Institutions Code
section 5600.3(a)(2).

The following types of illnesses are excluded from this definition: congenital and/or organic
brain disorders, mental retardation, Alzheimer's disease, multiple sclerosis, amytrophic lateral
sclerosis, traumatic brain injuries and demonstrable structural brain damage. Conditions related
to drug or alcohol dependence are not included under the mental health care benefits but are
treated separately.

"Monthly Premiums" means the prepayment fees paid by or on behalf of Members in order to
be entitled to receive Covered Services.

"Open Enrollment Period” means a period established by the University, during which eligible
persons who are not currently enrolled in WHA may do so without submitting proof of
insurability.

"Orthotic Device" means a rigid or semi-rigid device used as a support or brace affixed to the
body externally to support or correct a defect or function of an injured or diseased body part and
which is Medically Necessary to the medical recovery of the Member, excluding devices to enable
the Member to participate in athletic activity, whether this activity is prior to any injury or as a
part of the medical recovery service.

"Outpatient Hospital Services" means those Covered Services, which are, provided by a
hospital to Members who are not inpatients at the time such services are rendered.

"Participating Hospital™ means a duly licensed hospital which, at the time care is provided to
a Member, has a contract in effect with WHA to provide Hospital Services to Members. The
Covered Services, which some Participating Hospitals may provide to Members, are limited by
WHA's utilization review and quality assurance policies or WHA's contract with the hospital.

"Participating Pharmacy": A pharmacy under contract with Western Health Advantage,
authorized to dispense covered Prescription Medications to Members who are entitled under this
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Supplement to receive them. A list of all Western Health Advantage Participating Pharmacies is
contained in the Western Health Advantage Provider Directory.

"Participating Physician™ means a Physician whom, at the time care is provided to a Member,
has a contract in effect with WHA to provide Medical Services to Members.

"Participating Provider” means a Participating Physician, Participating Hospital, or other
licensed health professional or licensed health facility who, or which, at the time care is provided
to a Member, has a contract in effect with WHA to provide Covered Services to Members.
Information about Participating Providers may be obtained by telephoning WHA at (916) 563-
2252 or (888) 563-2252.

"Period of Initial Eligibility (PIE)" means a period during which a Subscriber or Eligible
Dependent may enroll without furnishing proof of insurability. The PIE begins the day the
Subscriber or Eligible Dependent becomes eligible and ends 31 calendar days from the first date
of eligibility (or the preceding business day if the 31* day is on a weekend or a holiday).

"Physician™ means a duly licensed doctor of medicine or osteopathy who has entered into a
written agreement with WHA or a Medical Group to provide Medical Services to Members.

"Primary Care Physician™ (PCP) means a Participating Physician who:

= Practices in the area of family practice, internal medicine, pediatrics, general practice, or
obstetrics/gynecology; and

= Acts as the coordinator of care, including such responsibilities as supervising continuity of
care, record keeping and initiating referrals for Specialist Physicians, for Members who
select such PCP.

"Primary Residence”™ means one in which the Subscriber and any covered Dependents
permanently and physically reside in the residence, no less than 8 continuous months out of the
calendar year.

"Prior Authorization™ means written approval from the Medical Director before a service or
supply is received.

"Preferred Brand Name™: A list prepared by Western Health Advantage in conjunction with
our Participating Physicians which indicates the Brand Name Prescription Medications available
under this EOC without prior authorization. The list may be revised periodically, and is
distributed to Western Health Advantage Participating Physicians and Participating Pharmacies.

"Preferred Drug List (PDL) " means a listing of medications developed by WHA’s Pharmacy
and Therapeutics (P & T) Committee as drugs of choice in their respective classes. WHA uses a 3
tier open formulary system. Generic medications listed on the PDL are covered at the lowest co-
payment. Brand name medications listed on the PDL are provided at the second co-payment
level. Drugs which are not listed on the PDL are covered at the 3¢ tier co-payment level but
generally do not require a prior authorization. There are a small number of drugs, regardless of
tier level that may require Prior Authorization to ensure appropriate use based on criteria set by
the WHA Pharmacy and Therapeutics Committee. Please note: the presence of a drug
listed on the WHA PDL, does not guarantee that the member’s physician will
prescribe the drug. You may request a copy of the PDL by calling WHA Member Services at
1-888-563-2252 or view the document on the web page: www.westernhealth.com.
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Drugs are evaluated regularly to determine the additions and possible deletions of medications,
to ensure rational and cost effective use of pharmaceutical agents through the Pharmacy and
Therapeutics (P &T) Committee, which meets every other month. Physicians may request that
the P&T Committee consider adding specific medications to the PDL. The Committee reviews all
medications for the efficacy, quality, safety, similar alternatives, and cost of the drug in
determining the inclusion in the PDL.

"Prescription Medication": A drug which has been approved by the United States Food and
Drug Administration and which can, under federal or state law, be dispensed only pursuant to a
Prescription order from a physician who is duly licensed to do so.

"Prescription": A written or oral order for a Prescription Medication directly related to the
treatment of an illness or injury and which is issued by the attending physician within the scope
of his or her professional license.

"Prosthetic Device" means an artificial device affixed to the body externally to replace a
missing part of the body.

"Provider Reimbursement™ means the contractual arrangement between WHA and the
Participating Providers with which WHA contracts for the provision of covered benefits on behalf
of the Members of WHA. The basic method of provider reimbursement used by WHA is
“capitation”: a per member per month payment by WHA to its contracted providers. Because
WHA is a not for profit Plan, owned and directed by local healthcare systems, there are no bonus
schedules or financial incentives in place between WHA and its contracted providers which will
restrict or limit the amount of care which is provided under the benefits of this Combined
Evidence of Coverage and Disclosure Form. If a member wants additional information regarding
provider compensation issues, the member may request additional information from WHA, the
provider or the provider’'s medical group or IPA.

"Service Area” means the geographic area in which WHA has been authorized by applicable
regulatory agencies to provide Covered Services to Members.

"Seriously Debilitating"™ means diseases or conditions that cause major irreversible morbidity
or sickness.

"Specialist Physician” means a Physician contracted to provide more specialized health care
services.

"Structured Outpatient Services™ means a structured treatment program consisting of
multiple sessions of behavioral health services in each seven (7) day period, with each session
no shorter than two (2) hours and no longer than twelve (12) hours in any twenty-four (24)
hour consecutive period. Structured Outpatient Services may also be referred to as intensive
outpatient treatment, partial hospitalization, or day hospitalization and includes residential
treatment programs.

"Subscriber”™ means the person whose employment or other status, except for family
dependency, is the basis for eligibility, which meets all applicable eligibility requirements.

"Three Tier Co-Pay Plan": means Generic medications listed on the PDL are covered at the
lowest co-payment. Brand name medications listed on the PDL are provided at the second co-
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payment level. Drugs which are not listed on the PDL are covered at the third (3'%) tier co-
payment level, but generally do not require a prior authorization. There are a small number of
drugs, regardless of tier level that may require Prior Authorization to ensure appropriate use
based on criteria set by the WHA Pharmacy & Therapeutics (P &T) Committee. Members may
request a copy of the PDL by calling 1-888-563-2252 or view the document on the web page:
www.westernhealth.com.

"Totally Disabled" means that an individual is either confined in a hospital as determined to be
Medically Necessary or is unable to engage in any employment or occupation for which the
individual is (or becomes) qualified by reason of education, training or experience and is not, in
fact, engaged in any employment or occupation for wage or profit.

“Urgent Care” means services that are medically required within a short time frame, usually
within 24 hours, in order to prevent a serious deterioration of a Member's health due to an
unforeseen illness or injury. Members must contact their PCP, whenever possible, before
obtaining Urgent Care.

“Vocational Rehabilitation” means evaluation, counseling and placement services designed or
intended primarily to assist an injured or disabled individual find appropriate employment.
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WHA SERVICE AREA
ZIP CODE LIST

Western El Dorado County:

95613 95614 95619 95623 95633 95634
95672 95675 95682 95684 95709 95726

Placer County:

95602 95603 95604 95631 (partial) 95648
95681 95703 95713 95722 95736 95746

Sacramento County: All Zip Codes

Solano County:

95635
95762

95650
95747

95636 95651 95664 95656 95667

95658 95661 95663 95677 95678
95765

94512 94533 94535 94571 94585 95620 95625 95687 95688 95694 95696

Yolo County: All Zip Codes
Colusa County:

95912 95931 95932 95950 95955 95957

95987

All subscribers and dependents must live or work within a WHA licensed zip code, meaning
that either their primary workplace or primary residence is within a WHA licensed zip code.
Subscribers must also fulfill their employers' eligibility requirements.
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Western Health Advantage Preventive Health Guidelines: Adults

Screenings and Guidelines

Medical History and Physical Exam

20-39 years

50-64 years

Complete history and physical exam at the discretion of the doctor and patient.

65+ years

Blood pressure

At least once every one-to-two years during an office visit.

Height At least once with follow-up as necessary.
Weight Every six months, or based on need.
Cholesterol Screen for high risk factors

Men: Beginning at 35 years, every 5 years
Women: Beginning at 45 years, every 5 years

Lipid panel should be performed at your doctor's discretion

Colon Cancer

Yearly fecal occult blood test OR flexible sigmoidoscopy every

five years 50 years and over.

Diet & Exercise

Limit fat and cholesterol, get adequate calcium
intake (females), and regular physical activity

Limit fat and cholesterol, get adequate calcium intake
(females), regular physical activity

Vision Screening

Obtain periodic screening

Obtain periodic screening

Injury Prevention
Health Counseling

Lap/shoulder belts

Bicycle, motorcycle, ATV helmets

Smoke detector

Safe storage/removal of firearms
Women 40-64, hormone replacement therapy counseling
Age 40-64, stroke and coronary artery disease counseling

Lap/shoulder belts

Bicycle, motorcycle, ATV
helmets

Smoke detector
Safe storage/removal of firearms

Hot water heater to <120-130°
F

CPR training for household
members

Stroke and coronary artery
disease counseling.

Sexual Behavior

Avoid high-risk behaviors like:
Multiple partners
STD’s
Unsafe sex practices
Use of street drugs

Request physician counseling regarding, use of condoms and female
barrier with spermicide. To avoid unintended pregnancy, use
contraception or exercise abstinence

STD prevention: avoid high-risk
behaviors, use condoms

Mental Health/Substance Use

Don’t use tobacco, avoid alcohol/drug use while driving, swimming, boating, etc. Talk with your doctor if you think

you might be depressed.

Dental Health

Get semi-annual dental checkups.




For Men Only

20-39 years 40-49 years 50-64 years 65+ years

Prostate Cancer Screening

Get checked if: Get a Digital Rectal exam yearly. Prostate Specific Antigen
You are African American and 40 (PSA) test age 50+ and as indicated.
If you have a positive family history

Testicular Exam

For Women Only

Cervical Cancer Screening (Pap test)

Ages 20-39, ask your Your doctor should perform this exam as part of a periodic routine physical exam.
doctor to instruct you on
how to do a self-exam.

20-39 years 40-49 years 50-64 years 65+ years

Get a pap and pelvic exam every year. If two consecutive Check with your doctor about when you can stop
pap smears are normal, then a pap test may be performed getting a pap test and pelvic.
every 1-3 years for those women without any risk factors.

Breast Self Exam

Perform breast self exam BSE monthly.

Clinical Breast Exam

Beginning at 40 years of age, have a clinical breast exam every one to two years.

Breast Cancer Screening

Based on risk factors, beginning at 35 to 49 Mammogram screening every one to two years.
years of age a mammogram can be done at your
doctor’s discretion.

Rubella

All females of child bearing years should be screened for rubella




Western Health Advantage Preventive Health Guidelines: Childhood

These Preventive Health Guidelines are derived from existing nationally recognized organizations. National guidelines are based on clinical evidence, which
evolve and change continuously. Physicians use clinical judgment and individual patient health considerations when recommending services. Talk with your
doctor about these and other preventive services to get a better understanding of what services are right for you.

4, 15,
Procedure Newborn to 3] 6,9, and 12 18 and 24 3,4,5 and 11 to 19 years
months months months 6 — 10 years
Well Child Visits 4 4 4 4 Every year
Screen for hereditary and metabolic By 1 month
disorders
according to state law (thyroid, sickle cell,
hemoglobinapathies, galactosemia and PKU
screenings)
Height and Weight ‘{ ‘{ ‘/ ‘{ Each visit
Blood pressure Each visit

v

Blood test

9 months check
for anemia

Urine test

5 years check
for infection
and diabetes

Assess growth, development and behavior

v

v v v

Every 2 years

Hearing Test

Universal
screening of
infants before age
3 months and with
problems.

By history of known problems/behaviors.

Vision test

Between 3-4
years old check
for vision
problems and
weak eye
muscles.

Periodic or for any visual
problems.




Procedure

Newborn to 4,6,9, and 12| 15, 18 and| 3,4,5 and
3 months months 24 months

11 to 19 years

Testicular exam

Beginning at age 19.; every
1 to 2 years. Instructions
on how to do a self-exam
should be offered.

Lead poisoning test

Once between |Repeat at 24 months by
9-12 months questionnaire or blood
test

Tuberculin skin test

Once, beginning at 12 months. Assess every year for high risk factors.

Sexually transmitted diseases
Chlamydia

Screen if sexually active

Pelvic exam, routine Pap test

Screen all sexually active
females. Begin annual Pap
test at 18.

Injury Prevention Health Counseling

Car seat (<5 years)

Lap shoulder belts (>5 years)

Bicycle helmet

Smoke detector

Flame retardant sleepwear

Hot water <120-130° F

Window/stair guards, pool fence

Storage of drugs/toxic substances, firearms and
matches

Syrup of ipecac, poison control phone number, CPR
training for parents/caretakers

Lap/shoulder belts
Bicycle, motorcycle, ATV
helmets

Smoke detector

Safe storage/removal of
firearms

12-19, meningoccocal
disease discussion and
vaccine consideration,
counseling

Diet & Exercise

Limit fat and cholesterol; regular physical activity

Limit fat and cholesterol,
adequate calcium intake
(females), regular physical
activity.




Procedure

Newborn to 4, 6,9, and 12| 15, 18 and| 3,4,5 and

3 months months 24 months

11 to 19 years

Sexual Behavior

Avoid high-risk behaviors
like:

Multiple partners

STD’s

Unsafe sex practices

Use of street drugs
Request physician counsel
regarding use of condoms
and female barrier with
spermicide. To avoid
unintended pregnancy, use
contraception or exercise
abstinence.

Mental Health/Substance Use

Effects of passive smoking, anti-tobacco message.

Avoid tobacco use, avoid
underage drinking and illicit
drug use, avoid
alcohol/drug use while
driving, swimming, and
boating, etc. Assess for
depression.

Dental Health

Semi-annual assessments and routine cleaning between 2-19 years of age.

Additional Counseling and screenings

One or more of the following topics should be discussed at every physical exam depending

on your child's age:
- Substance abuse
Smoking
Sexual behavior
Depression

Counseling on sexually transmitted disease, including HIV and birth control.

Adapted from multiple sources including:

U.S. Preventive Services Task Force. Guideto clinical preventive services, 2" ed. Baltimore: Williams & Wilkins, 1996.
Mammography Guidelines, American Cancer Society, 1997

Guidelines for Women’s Health Care, American College of Obstetricians & Gynecologist, 1996

Guidelines for Perinatal Care, American College of Obstetricians, 4™ Edition, 1997

Advisory Committee on Immunization Practices of the American Academy of Pediatrics and the

American Academy of Family Physicians: Recommended Childhood Immunization Schedule United States,

January — December 2002.
Centers for Disease Control and Prevention

American Academy of Pediatrics: Recommendations for Preventive Pediatric Healthcare, March 2000.
American Academy of Family Physicians: Recommendations for Periodic Health Examination, July 1999.
California Association of Health Plans: Recommendations for Preventive screening, immunizations

and counseling; November, 2001.



Western Health Advantage Immunization Guidelines: CHILDHOOD - ADULTHOOD

This schedule indicates the recommended ages for routine administration of currently licensed childhood vaccines as of December 2002 for children through
19 years of age. Additional vaccines may be licensed and recommended during the year.

Vaccines are listed under routinely recommended ages. Recommended ages for immunizations are highlighted in gray. Any dose not given at the
recommended age should be given as a "catch-up" immunization at any subsequent clinical visit as indicated. Yellow boxes indicate vaccines to be given if
previously recommended doses were missed or given earlier than the recommended minimum age.

Vaccine \ Birth 1 2 4 6 12 15 18 24 4-6 11-12 13-19 20-39 40-49 Years 50-64 65+
Age mo | mos mos | mosS | mos mos mos | mos | years years years Years Years | Years
Hepatitis A *Hep A in selected areas *Recommended in selected states
and/or regions and for groups at high
risk.
Hepatitis B *Hep B *High risk individuals
Hep B Hep B HepB | Upto 18

Diphtheria, DTa DTa | DTaP DTaP DTaP Td Booster every 10 years with special attention to
Tetanus, P P patients =50 yr.
Pertussis
H. Hib Hib Hib Hib
influenza
type b
Polio 1PV IPV 1PV 1PV
Measles, MMR MMR MMR All Ages 29 - 49. Assess for high
Mumps, females Recommended for risk
Rubella of individuals without proof of

childbeari | immunity or no 2" dose with

ng years documentation of previous

should be | immunization.

screened

for

rubella.

Approved by the Advisory Committee on Immunization Practices (ACIP), and accepted by the American College of Obstetricians and Gynecologists (ACOG) and the American
Originated: 2001 Last revised: 8/01/03

Academy of Family Physicians (AAFP).




Vaccine \ Birth 1 2 4 6 12 15 18 24 4-6 11-12 13-19 20-39 | 40-49 | 50-64 65+
Age mo mos mos mos mos mos mos mos | years years years Years | Years | Years Years
Influenza Over age 6 months; annually if at risk during Fall or Winter Annually for high-risk Annually
persons and anyone who
wishes to reduce the
likelihood of becoming ill
with influenza
Pneumococca Adults with underlying 1 dose for
' health problems. One unvaccinated
time re-vaccination may persons
be appropriate for
individuals at risk for
morbidi )
orbidity or mortgllty from 1 dose
pneumococcal disease L
. revaccination
who were vaccinated
greater than five years
previously.
Varicella Var Var Two doses 4 to 8 weeks apart in high risk
persons
PCV PCV PCV PCV | PCV PCV—those
at risk 24 to
59 months
MeningO_COCC One dose for persons with medical or
al Vaccine other indications

*Hepatitis High Risk is defined as those with exposure to high-risk individuals/situations like IV drug users persons with chronic liver disease, persons with
clotting disorders, international travel.

Advisory Committee on Immunization Practices, Department of Health and Human Services CDC, 2002-2003.

Foot Notes:

Influenza: Over age 6 months: Every year in the fall, for anyone who wishes to reduce the likelihood of becoming ill with influenza and children who are residents of
chronic care facilities or have chronic cardiopulmonary disorders, asthma, metabolic diseases (including diabetes mellitus), hemoglobinopathies, immunosuppression or renal
dysfunction. (two shots, 1 month apart when given for the 1st time to children under age 9) See CDC. Prevention and Control of Influenza: Recommendations of the Advisory

Meningococcal Vaccine (quadrivalent polysaccharide for serogroups A, C, Y and W-135) Consider vaccination for persons with medical indications: adults with
terminal complement component deficiencies, with anatomic or functional asplenia. Other indications: travelers to countries in which disease is hyperendemic or epidemic

(“meningitis belt” of sub-Saharan Africa, Mecca, Saudi Arabia for Hajj). Revaccination at 3-5 years may be indicated for persons at high risk for infection (e.g., persons

residing in areas in which disease is epidemic). Counsel college freshmen, especially those who live in dormitories, regarding meningococcal disease and the vaccine so

that they can make an educated decision about receiving the vaccination. MMWR 2000; 49 (RR-7): 1-20.




Members Prenatal Care Health Guidelines: Healthy Pregnancy

Pre-conception physical exam:
pap, pelvic, clinical breast
exam, weight, blood pressure

Begin multi-vitamin 6 months
prior to conception and
continue through pregnancy as
advised by physician

Discuss birth control during this
time. Birth control pills should
be discontinued 3 months
before conception

*Begin folic acid 3 months prior
to conception and continue
through pregnancy as advised
by physician

Fasting Glucose
Rubella Serology

Seek genetic counseling based
on your and your partner’s
family history

Discuss risk factors: smoking,
alcohol, substance abuse and
environmental risk

Discuss any existing medical
conditions that could put you
and your baby at risk of
complications

Update vaccinations as
indicated (check your rubella
titer)

Physical exam: pap smear (if none <12
months), pelvic, clinical breast exam,
weight, blood pressure

Urinalysis/urine culture

Fetal heart rate (=10 weeks)
Vaccination history

Assess for problem or risk drinking
Domestic violence screening
Hepatitis B Surface Antigen

Blood typing/Antibody screen/RH
Hemoglobin/Hematocrit

Offer HIV screening

Syphilis serology

Chlamydia Screen

Rubella Serology

Offer CVS (<13 week) or Amniocentesis
(15-18 wk) age 35 or greater

Offer Hemoglobinopathy test
Early diabetes screening, if high risk

Tb screening (PPD), if high risk

Weight

Blood pressure

Urine Culture

Fetal heart rate (=10 weeks)
Offer multiple marker screen

Offer Amniocentesis (15-18
week) age 35 or greater

Gestational diabetes screening
Ultrasonography as indicated

Group B streptococcal bacteria
(last trimester)

Blood test for Rh factor

Scope of care provided in the office
Laboratory studies

Expected course of pregnancy
Pediatrician selection
Alcohol/other drug use

effects of

Tobacco cessation:

smoking

passive

Anesthesia plans

Toxoplasmosis precautions

Childbirth classes

Nutrition, including adequate calcium intake

Breast feeding —encourage breast feeding
education with behavioral counseling as
indicated to promote initiation and
continuation of breast feeding for up to 3
months

Bottle feeding — iron enriched formula &
foods

Infant safety seats
Postpartum birth control
Environmental work hazards

Lifestyle, exercise, stress management,
work during pregnancy

Depression/mood changes
Lap/shoulder belts

STD prevention: avoid high-risk sexual
behavior: use condoms

** The intensity and timing of visits will depend on your needs, and special risks — your physician may adjust these guidelines.
* Folic Acid — decreases the risks of fetal birth defects of the brain or spine.
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