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HMO Network Medical Health Care Policy

Our Member Frequently Asked Questions (FAQ) document is available to help you learn more about your rights and responsibilities;
information about benefits, restrictions and access to medical care; policies about the collection, use and disclosure of your personal
health information; finding forms to request privacy-related matters; tips on understanding your out-of-pocket costs, submitting a claim,
or filing a complaint or appeal; finding a doctor, obtaining primary, specialty or emergency care, including after-hours care; understanding
how new technology is evaluated; and how to obtain language assistance. The Member FAQ is available on our member site, My
Health Plan, accessible from MedMutual.com. To request a hard copy of the FAQ, please contact us at the number listed on your
member identification (ID) card.




HEALTH CARE POLICY

This Policy describes your health care benefits. We will refer to the Policyholder and all Eligible Dependents as Covered
Persons.

If you are a minor and this Policy is being issued as a child-only Policy, you are the Covered Person. "You" or "your"
may also refer to your parent, guardian or authorized representative.

THIS HMO PLAN SERVES COVERED PERSONS WHO RESIDE IN THE SERVICE AREA SHOWN ON
THE SCHEDULE OF BENEFITS.YOU MUST UTILIZE NETWORK PROVIDERSTO RECEIVE BENEFITS
UNDERTHIS PLAN.THERE IS NO COVERAGE UNDERTHIS PLAN FOR NON-NETWORK PROVIDERS,
EXCEPT FOR AN EMERGENCY MEDICAL CONDITION OR FOR A COVERED SERVICE UNAVAILABLE
FROM A NETWORK PROVIDER FOR WHICH YOU OBTAIN ADVANCE APPROVAL FROM MEDICAL
MUTUAL TO RECEIVE.

A LIST OF NETWORK PROVIDERS CAN BE FOUND AT OUR WEBSITE AT MEDMUTUAL.COM OR
BY CALLING A CUSTOMER SERVICE REPRESENTATIVE AT THE PHONE NUMBER SHOWN ON
YOUR I.D. CARD.

Please note that you must pay your premium for this Policy. Medical Health Insuring Corporation of Ohio (Medical
Mutual) does not accept premium payment from any other entity on your behalf, except for Ryan White, Indian tribes
and local, state and federal government programs, as required by 45 CFR 156.1250, or as Medical Mutual may
specifically agree in writing, provided such payments are otherwise compliant with notice issued by the Department
of Health and Human Services (HHS) on February 7, 2014, and other applicable HHS guidance subsequently issued.

This plan is operated by Medical Health Insuring Corporation of Ohio (Medical Mutual) under the authority granted to
it by the Ohio Superintendent of Insurance to establish and operate a health insuring corporation in compliance with
Chapter 1751 of the Ohio Revised Code.

Medical Mutual has the right to interpret and apply the terms of this Policy. The decision about whether to pay any
claim, in whole or in part, is within the discretion of Medical Mutual, subject to any available appeal process.

Examination Right

This Policy can be canceled by returning it by mail or in person, within 10 days of having it in your possession, to the
address shown below. Any paid premium will be fully refunded.

Medical Health Insuring Corporation of Ohio (Medical Mutual)
100 American Road
Cleveland, Ohio 44144

If you have questions about this coverage or how to obtain Covered Services, please call 1-800-700-2583.

NOTICE:

IF YOU OR YOUR FAMILY MEMBERS ARE COVERED BY MORE THAN ONE HEALTH CARE
PLAN, YOU MAY NOT BE ABLETO COLLECT BENEFITS FROM BOTH PLANS. EACH PLAN
MAY REQUIREYOUTO FOLLOW ITS RULES OR USE SPECIFIC DOCTORS AND HOSPITALS,
AND IT MAY BE IMPOSSIBLE TO COMPLY WITH BOTH PLANS AT THE SAME TIME. READ
ALL OF THE RULES VERY CAREFULLY, INCLUDING THE COORDINATION OF BENEFITS
SECTION, AND COMPARE THEM WITH THE RULES OF ANY OTHER PLAN THAT COVERS
YOU OR YOUR FAMILY.

Medical Health Insuring Corporation of Ohio (Medical Mutual)

This Policy is not a Medicare Supplement Policy. If you are eligible for Medicare, review the
"Guide to Health Insurance for People with Medicare" available from Medical Mutual.
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SCHEDULE OF BENEFITS

To receive benefits, Covered Services must be provided by CLE-Care Network Providers, referred to throughout
this Policy as "Network Providers," except for an Emergency Medical Condition. Additional information
regarding Covered Services can be found in the "Health Care Benefits" section of this Policy.

This HMO Plan services Covered Persons who reside in the counties of Cuyahoga, Geauga, Lorain and Medina
in the State of Ohio. This is known as the "Service Area." Refer to the Eligibility section of this Policy for
additional information.

Remember, in an Emergency, always go to the nearest appropriate medical facility; we encourage you to
notify your Primary Care Physician, if applicable, as soon as medically possible. Your benefits will not be
reduced if you go to a non-Network Provider in an Emergency.

While this Plan provides coverage for Network Providers only, there may be times when you have no control
over whether the Provider rendering the service is in the Network. Refer to the "No Surprise Billing" section
under General Provisions for more information.

Ohio Revised Code Sections 3902.50 through 3902.54, Ohio Administrative Code Section 3901-8-17 and the
Federal No Surprises Act establish patient protections, including from out-of-network Providers' surprise
bills ("balance billing") for emergency care and other specified items or services. We will comply with these
new state and federal requirements, including how we process claims from certain out-of-network Providers.

BENEFIT PERIOD AND DEPENDENT AGE LIMIT

Benefit Period Calendar year

26; coverage terminates at the end of the calendar year
in which the child turns 26.

Refer to the "Eligibility" and "Termination of Coverage"
provisions for details.

Dependent Child Age Limit

COMPREHENSIVE MAJOR MEDICAL BENEFIT

Deductible per Benefit Period
If you have single coverage: $0
If you have family coverage: $0

Out-of-Pocket Maximum per Benefit Period

(Includes Deductibles, Copayments, and Coinsurance)
If you have single coverage: $0
If you have family coverage: $0

After the applicable Out-of-Pocket Maximum shown above has been met, you are no longer responsible for
paying any further Copayments, Deductibles or Coinsurance for Covered Charges Incurred during the balance
of the Benefit Period.
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COMPREHENSIVE MAJOR MEDICAL BENEFIT MAXIMUMS PER COVERED PERSON

(per Benefit Period unless otherwise shown)

Chiropractic/Spinal Manipulation Visits 12 visits
Home Health Care Services 100 visits
Mastectomy Bras Four bras
Outpatient Cardiac Rehabilitation Services 36 visits
Outpatient Occupational Therapy Services 20 visits
Outpatient Physical Therapy Services 20 visits
Outpatient Pulmonary Therapy Services 20 visits
Outpatient Speech Therapy Services 20 visits
Physical Medicine and Rehabilitation 60 days
Private Duty Nursing Services 90 days

Preventive Mammogram Services

One mammogram

Preventive Pap Tests One test
Skilled Nursing Facility Services 90 days
Wigs following cancer treatment One wig

MAXIMUM BENEFIT PAYABLE FOR TRANSPLANT RELATED SERVICES (travel related expenses, donor

search)

For travel, meals, lodging and transportation related to the
Covered Person's transplant

Up to $10,000 per transplant

For unrelated donor search for bone marrow/stem cell
transplants related to the Covered Person's transplant

Up to $30,000 per transplant




COINSURANCE AND COPAYMENTS FOR INSTITUTIONAL AND PROFESSIONAL CHARGES

TYPE OF SERVICE

For Covered Services received from
a Network Provider,
You pay the following portion, based on the Allowed
Amount

IF A DEDUCTIBLE APPLIES, ALL COVERED SERVICES ARE SUBJECTTO THE DEDUCTIBLE, UNLESS "NOT
SUBJECT TO THE DEDUCTIBLE" IS SPECIFICALLY STATED.

EMERGENCY SERVICES

(Benefits provided for Emergency Medical Conditions are the same for Network and non-Network Providers)

The Institutional Charge for use of the Emergency Room

. 0%
in an Emergency
All other related Institutional Charges and Emergency

C . 0%
Room Physician's Charges in an Emergency
Ancillary services, such as Laboratory, X-rays and Medical
Testing, needed to evaluate an Emergency Medical 0%

Condition

The Institutional Charge for use of the Emergency Room
in a non-emergency

Not Covered

Emergency Room Physician's Charges in a
non-emergency

Not Covered

Ancillary services, such as Laboratory, X-rays and Medical
Testing, needed to evaluate a non-emergency Medical
Condition

Not Covered

INPATIENT SERVICES

Semi-Private Room and Board 0%
Physical Medicine and Rehabilitation 0%
Maternity 0%
Skilled Nursing Facility 0%

MENTAL HEALTH CARE, DRUG ABUSE AND ALCOHOLISM SERVICES

Mental Health Care, Drug Abuse and Alcoholism Services

Any applicable Deductible, Out-of-Pocket Maximum or
Copayment corresponds to the type of service received
and is payable on the same basis as any other iliness (e.g.,
emergency room visits for a Mental lllness will be paid
according to the Emergency Services section above).

OUTPATIENT REHABILITATIVE AND HABILITATIVE SERVICES

Cardiac Rehabilitation Services 0%
Chiropractic Services 0%
Occupational Therapy Services 0%
Physical Therapy Services 0%
Pulmonary Therapy Services 0%
Respiratory Therapy Services 0%
Speech Therapy Services 0%




COINSURANCE AND COPAYMENTS FOR INSTITUTIONAL AND PROFESSIONAL CHARGES

For Covered Services received from
a Network Provider,
You pay the following portion, based on the Allowed
Amount

IF A DEDUCTIBLE APPLIES, ALL COVERED SERVICES ARE SUBJECTTO THE DEDUCTIBLE, UNLESS "NOT
SUBJECT TO THE DEDUCTIBLE" IS SPECIFICALLY STATED.

TYPE OF SERVICE

PHYSICIAN/OFFICE SERVICES (includes Mental Health and Substance Abuse disorders)
Office Visits to a PCP, including scheduled Telehealth

0%
Services @ °
Office Visits using on-demand, virtual Telehealth Services 0%
(1) (i
Office Visits to a Specialist, including scheduled Telehealth 0%
Services
Urgent Care Office Visits
(Urgent Care is covered only in MetroExpressCare 0%

Locations)
PREVENTIVE AND WELLNESS SERVICES

Preventive Service benefits are provided in accordance
with state and federal law. Refer to the "Preventive and 0%

Wellness Services" health care benefit for details.

Laboratory, X-ray and Medical Testing Services 0%
Prostate Specific Antigen (PSA) Tests 0%
SURGICAL SERVICES

Inpatient Surgery 0%
Anoscopy and Prociosamotiostepy 0%
Outpatient Surgery 0%
OTHER SERVICES

Allergy Tests and Treatment 0%
Ambulance Services 0%
Home Health Care Services 0%
Hospice Services 0%
Medical Supplies and Durable Medical Equipment (DME) 0%
Organ Transplant Services 0%
Outpatient Medically _Necessary Laboratory, X-ray and 0%
Medical Testing Services

All Other Covered Services 0%

Comprehensive Major Medical Notes:

1. Includes Office Visits to a Psychiatrist or Psychologist, Licensed Independent Social Worker, Licensed Professional
Clinical Counselor, and Licensed Marriage-Family Therapist.

2. Preventive services include evidence-based services that have a rating of "A" or "B" in the United States Preventive
Services Task Force, routine immunizations and other screenings, as provided for in the Patient Protection and
Affordable Care Act.




PRESCRIPTION DRUG BENEFIT

To receive benefits, Prescription Drug Covered Services must be provided by Network Pharmacies or
Contracting Home Delivery Pharmacies.

This plan uses a Prescription Drug Formulary. Prescription Drugs not listed on the Formulary are generally
not covered. See the Prescription Drug Services benefit description for more information.

Prescription Drug Covered Services are subject to any Comprehensive Major Medical Out-of-Pocket
Maximum shown in the Comprehensive Major Medical Schedule of Benefits.

Specialty Prescription Drugs, including Biosimilar Prescription Drugs, are covered under this benefit when obtained
through Medical Mutual's Contracting Specialty Pharmacy(ies) and are limited to a maximum of a thirty (30) day
supply. Specialty Prescription Drugs require prior approval from Medical Mutual.

30 days for retail Prescription Drugs
Maximum Days' Supply 30 days for Specialty Prescription Drugs
90 days for Home Delivery Prescription Drugs

METROHEALTH RETAIL PHARMACY BENEFIT - UP TO A 30 DAY SUPPLY
(Refer to the section that follows for benefits applicable to Specialty Prescription Drugs.)

For Covered Services received from a Network Pharmacy, you pay the
following portion, based on the Allowed Amount

TYPE OF SERVICE

Generic Prescription Drugs 0%
Preferred Brand Name Prescription

0%
Drugs
Non-Preferred Brand Name 0%

Prescription Drugs

Prescribed Generic Prescription Drug
Contraceptives or Brand Name

Prescription Drug Contraceptives when 0%
an equivalent Generic Prescription
Drug Contraceptive is not available

Preventive Prescription Drugs and
Vaccines in accordance with state and 0%
federal law.




OTHER NETWORK RETAIL PHARMACIES - UP TO A 30 DAY SUPPLY
(Refer to the section that follows for benefits applicable to Specialty Prescription Drugs.)

TYPE OF SERVICE

For Covered Services received from a Network Pharmacy, you pay the
following portion, based on the Allowed Amount

Generic Prescription Drugs

0%

Preferred Brand Name Prescription
Drugs

0%

Non-Preferred Brand Name
Prescription Drugs

0%

Prescribed Generic Prescription Drug
Contraceptives or Brand Name
Prescription Drug Contraceptives when
an equivalent Generic Prescription
Drug Contraceptive is not available

0%

Preventive Prescription Drugs and
Vaccines in accordance with state and
federal law.

0%

@

METROHEALTH CONTRACTING HOME DELIVERY PHARMACY BENEFIT - 90 DAY SUPPLY

(Refer to the section that follows for benefits applicable to Specialty Prescription Drugs.)

TYPE OF SERVICE

For Covered Services received from a CONTRACTING Home Delivery
Pharmacy, you pay the following portion, based on the Allowed Amount

Generic Prescription Drugs

0%

Preferred Brand Name Prescription
Drugs

0%

Non-Preferred Brand Name
Prescription Drugs

0%

Prescribed Generic Prescription Drug
Contraceptives or Brand Name
Prescription Drug Contraceptives when
an equivalent Generic Prescription
Drug Contraceptive is not available

0%

Preventive Prescription Drugs and
Vaccines in accordance with state and
federal law.

0%

Coverage is provided for Contracting Home Delivery Pharmacies only. Services received
from any Non-Contracting Home Delivery Pharmacy are excluded.

SPECIALTY DRUG PHARMACY BENEFIT - UP TO A 30 DAY SUPPLY ©

TYPE OF SERVICE

For Covered Services received from a CONTRACTING Specialty Drug
Pharmacy, you pay the following portion, based on the Allowed Amount

Specialty Prescription Drugs

0%

Coverage is provided for Contracting Specialty Drug Pharmacies only. Expenses for
services received from a Non-Contracting Specialty Drug Pharmacy are excluded from

coverage.
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Prescription Drug Notes:

1. This plan does not provide coverage or impose cost sharing for a prescribed, orally administered cancer medication
on a less favorable basis than the coverage it provides or cost sharing it imposes for intravenously administered
or injected cancer medications.
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PEDIATRIC DENTAL BENEFIT

Subject to all other terms and conditions of this Policy, this benefit will terminate at the end of the month
following the Covered Person's nineteenth (19th) birthday.

Covered Services must be provided by a Network Provider.

BENEFIT MAXIMUMS PER COVERED PERSON

Initial and periodic oral evaluations Two evaluations per rolling 12 months
Bitewing x-rays Two sets per Benefit Period

Full mouth / panoramic x-rays One every 36 months

Prophylaxis Two per Benefit Period

Topical fluoride applications Two per Benefit Period

Dental sealants (Dental sealants are limited to unrestored

One every 36 months per tooth
permanent molars.)

Resin infiltration/smooth surface One every 36 months per tooth

Retainer Appliances One set per arch per course of Orthodontic Treatment
Inlays Once every five years per tooth

Onlays Once every five years per tooth

Crowns Once every five years per tooth

Fixed partial dentures (bridges) Once every five years per unit

Once every five years

Relining and rebasing is covered if done no less than
six months after initial placement but not more than
Dentures (complete and partial) once in any 36-month period.

One replacement of a temporary denture if a
permanent denture is installed within 12 months of
the installment of the temporary denture.
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DENTAL PAYMENT SCHEDULE

TYPE OF SERVICE

You Pay the Following Portion Based on the Allowed
Amount for Network Providers

Preventive Services
« initial and periodic oral evaluations
¢ bitewing x-rays
e prophylaxis
« topical fluoride applications
e dental sealants (Dental sealants are limited to
unrestored permanent molars.)
« diagnostic models

0%, not subject to the Deductible

Basic Services

¢ consultations/other evaluations

e diagnostic and full mouth/panoramic x-rays

« minor restorative services, including, but not limited
to, fillings made of amalgam or resin based
composites

e space maintainers

e veneer repairs

* Emergency Palliative Treatments

e repairs, relines & adjustments of prosthetics

e extractions

e impactions

e minor oral surgery

¢ general anesthesia

0%, not subject to the Deductible

Major Services
e inlays
« onlays
 resin infiltration/smooth surface
e core buildup
* tooth implantation
« endodontic services
e periodontal services
e crowns
 fixed partial dentures (bridges)
* dentures (complete & partial)

0%, not subject to the Deductible

Medically Necessary Orthodontic Treatment

0%, not subject to the Deductible

PREDETERMINATION OF BENEFITS

Required for any Course of Treatment exceeding $200 or involving major restorations.
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PEDIATRIC VISION BENEFIT

Subject to all other terms and conditions of this Policy, this benefit will terminate at the end of the month
following the Covered Person's nineteenth (19th) birthday.

Covered Services must be provided by a Network Provider.

IMPORTANT: If you opt to receive vision care services or vision care materials that are not covered benefits under
this plan, a Network Provider may charge you his or her normal fee for such services or materials. Prior to providing
you with vision care services or vision care materials that are not covered benefits, the vision care provider will provide
you with an estimated cost for each service or material upon your request.

Please be sure to review the "Pediatric Vision Services" section of this document for a description of the vision care
services and materials that are Covered Services under this plan. You are responsible for any non-Covered Services
you elect to receive.

BENEFIT MAXIMUMS PER COVERED PERSON

Frames One Frame per Benefit Period
Lenses One pair per Benefit Period
Contact Lenses @ One pair per Benefit Period

COINSURANCE AND COPAYMENTS

You Pay the Following Portion Based on the Allowed
Amount for Network Providers

Type of Service

Vision Spectacle or Contact Lens Examinations 0%
Lenses @ 0%
Frames 0%
Contact Lenses 0%
Disposable Contact Lenses 0%
Medically Necessary Contact Lenses 0%
Low Vision Services 0%

Vision Notes

1. Benefits available for Lenses may be used for Contact Lenses in lieu of Lenses.
2. Optional Lenses and Treatments include:

< Ultraviolet protective coating

¢ Polycarbonate lenses

* Blended segment lenses

¢ Intermediate vision lenses

e Standard and premium progressive lenses

¢ Photochromic glass lenses

¢ Plastic photosensitive lenses

¢ Polarized lenses

e Standard, premium and ultra anti-reflective (AR) coating

¢ Hi-Index lenses
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HOW TO USE YOUR POLICY

This Policy describes your health care benefits. Please read it carefully.

The Schedule of Benefits gives you information about the limits and maximums of your coverage and the amounts
that you must pay.

The Definitions section will help you understand unfamiliar words and phrases. If a word or phrase starts with a
capital letter, it is either a title or it has a special meaning. If the word or phrase has a special meaning, it will be defined
in this section or where used in the Policy.

The Eligibility section outlines how and when you and your dependents become eligible for coverage under the
Group Contract and when this coverage starts.

The Health Care Benefits section explains your benefits and some of the limitations on the Covered Services available
to you. You cannot, except as stated in this Policy, receive benefits without utilizing a Network Provider.
However, Preauthorization of a treatment, or course of treatments, does not imply an approval for payment of benefits
for treatment(s) in excess of your level of benefits.

The Exclusions section lists services which are not covered in addition to those listed in the Health Care Benefits
section.

The General Provisions section tells you how to receive benefits. It explains how Coordination of Benefits and
Subrogation work. It also explains when your benefits may change, how and when your coverage stops and when
your premium is due.

For further information about this coverage, including how health care services can be obtained, contact our customer
service representatives at the toll-free telephone number shown on your identification card.
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DEFINITIONS

Active Treatment - as it relates to the pediatric dental benefits, the treatment of adjusting an Orthodontic appliance
to apply effective force to the teeth or jaws.

After Hours Care - services received in a Physician's office at times other than regularly scheduled office hours,
including days when the office is normally closed (e.g., holidays or Sundays).

Alcoholism - a Condition classified as a mental disorder and described in the International Classification of Diseases,
Ninth Revision, Clinical Modification (ICD-9-CM) or the most recent version, as alcohol dependence, abuse or alcoholic
psychosis.

Allowed Amount - The Allowed Amount, including for Pharmacies, is the lesser of the applicable Negotiated Amount
or the Covered Charge.

Annual Premium - the total payment for 12 months of coverage.
Application - all questionnaires and forms required by Medical Mutual to determine your eligibility and insurability.

Autotransfusion - withdrawal and reinjection/transfusion of the patient's own blood; only the patient's own blood is
collected on several occasions over time to be reinfused during an operative procedure in which substantial blood
loss is anticipated.

Basic Health Care Services - according to Chapter 1751.01 of the Ohio Revised Code, the following Covered
Services are considered Basic Health Care Services:
» Physician's services
* Inpatient Hospital services
< Outpatient medical services
« Emergency health services
» Urgent Care services
» Diagnostic laboratory services
« Diagnostic and therapeutic radiologic services
» Diagnostic and treatment services for Mental lliness, other than Prescription Drug Services
« Preventive health services, including, but not limited to:
« Voluntary family planning services
* Infertility services
* Periodic physical examinations
* Pre-natal obstetrical care
¢ Well child care

* Routine patient care for patients enrolled in an eligible cancer clinical trial pursuant to section 3923.80 of the
Revised Code. "Basic health care services" does not include experimental or investigational procedures.

Benefit Period - the period of time specified in the Schedule of Benefits during which Covered Services are rendered,
and benefit maximums, Deductibles, and Out-of-Pocket Maximums are accumulated. The first and/or last Benefit
Periods may be less than 12 months depending on the effective date and the date your coverage terminates.

Billed Charges - the amount billed on the claim submitted by the Provider for services and supplies provided to a
Covered Person.
Biosimilar Prescription Drug - a Prescription Drug that:

« is highly similar to a Food and Drug Administration (FDA) approved Specialty Prescription Drug but may have
minor differences that are not medically meaningful;

¢ may or may not be interchangeable with the Specialty Prescription Drug to which it is comparable; and
« may sometimes be considered a Generic equivalent of the Specialty Prescription Drug to which it is comparable.
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Brand Name Prescription Drug - a Prescription Drug that is included in Medical Mutual's Formulary and is classified
as "Brand Name."

Charges - the Provider's list of charges for services and supplies before any adjustments for discounts, allowances,
incentives or settlements. For a Contracting Hospital, charges are the master charge list uniformly applicable to all
payors before any discounts, allowances, incentives or settlements.

Coinsurance - a percentage of the Allowed Amount, for which you are responsible after you have met any required
Deductible or paid any required Copayment.

Condition - an injury, ailment, disease, illness or disorder.

Contact Lenses - corrective Lenses, ground or molded, as prescribed by a Physician or Optometrist to be directly
fitted to your eye.

Contraceptives - FDA-approved methods of birth control, including, but not limited to, barrier methods, hormonal
methods and implanted devices.

Contract - the agreement between the Medical Mutual and you, referred to as the Contract. The Contract includes
the Application, this Policy, Schedule of Benefits and any Riders or amendments.

Contracting Home Delivery Pharmacy - a Pharmacy which dispenses Prescription Drugs through the mail and
which has a contractual obligation with Medical Mutual to provide services.

Contracting Specialty Pharmacy - a Pharmacy which dispenses Specialty Prescription Drugs and which has a
contractual obligation with Medical Mutual to provide services.

Copayment - a dollar amount, if specified in the Schedule of Benefits, that you may be required to pay at the time
Covered Services are rendered.

Covered Charges - the Billed Charges for Covered Services received from a Medical Mutual Network Provider.
Covered Person - the Policyholder, and if family coverage is in force, the Policyholder's Eligible Dependent(s).

Covered Service - a Provider's service or supply as described in this Policy for which Medical Mutual will provide
benefits, as listed in the Schedule of Benefits.

Custodial Care - care that does not require the constant supervision of skilled medical personnel to assist the patient
in meeting their activities of daily living. Custodial Care is care which can be taught to and administered by a lay person
and includes but is not limited to:

« administration of medication which can be self-administered or administered by a lay person; or
» help in walking, bathing, dressing, feeding or the preparation of special diets.

Custodial Care does not include care provided for its therapeutic value in the treatment of a Condition.
Custodian - a person who, by court order, has permanent custody of a child.

Deductible - an amount, usually stated in dollars, for which you are responsible each Benefit Period before Medical
Mutual will start to provide benefits.

Dental Course of Treatment - a planned series of procedures or treatments performed by a Dental Provider.

Dental Provider - a Dentist or Physician who provides Covered Services as described in the Dental Benefits section
of this document.

Dental Specialist - an oral surgeon, endodontist, periodontist, prosthodontist or orthodontist.
Dentist - a licensed professional who treats diseases and injuries to the teeth and oral cavity.

Drug Abuse - a Condition classified as a mental disorder and described in the International Classification of Diseases,
Ninth Revision, Clinical Modification (ICD-9-CM) or the most recent version, as drug dependence abuse or drug
psychosis.

Emergency Dental Palliative Treatment - treatment given in response to a painful or dangerous situation to relieve
pain and remove a person from immediate danger without rendering definitive treatment (such as a filling).

Emergency Medical Condition - a medical Condition manifesting itself by acute symptoms of sufficient severity,
including severe pain, so that a prudent layperson, who possesses an average knowledge of health and medicine,
could reasonably expect the absence of immediate medical attention to result in:
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« Placing an individual's health in serious jeopardy, or with respect to a pregnant woman, the health of the woman
or her unborn child;

* Result in serious impairment to the individual's bodily functions; or
« Result in serious dysfunction of a bodily organ or part of the individual.

Emergency Services - a medical screening examination as required by federal law that is within the capability of
the emergency department of a Hospital or of an Independent Freestanding Emergency Department, as applicable,
including ancillary services routinely available to the emergency department to evaluate such Emergency Medical
Condition; such further medical examination and treatment, to the extent they are within the capabilities of the staff
and facilities available at the Hospital, or the Independent Freestanding Emergency Department, as are required
under section 1867 of the Social Security Act (42 U.S.C. 1395dd) to Stabilize the patient, regardless of the department
of the Hospital in which such further examination or treatment is furnished; and appropriate transfers undertaken prior
to an Emergency Medical Condition being Stabilized.

"Emergency Services" also includes services for which benefits are provided under the Plan and that are furnished
by a non-Network Provider (regardless of the department of the Hospital in which such items or services are furnished)
after the Covered Person is Stabilized and as part of Outpatient observation or an Inpatient or Outpatient stay with
respect to the visit in which the Emergency Services are furnished.

Please refer to the Emergency Services Health Care Benefit for coverage information, including when services are
no longer considered Emergency Services.

Essential Health Benefits - benefits defined under federal law (PPACA) as including benefits in at least the following
categories; ambulatory patient services; emergency services; hospitalization; maternity and newborn care; mental
health and substance use disorder services, including behavioral health treatment; prescription drugs; rehabilitative
and Habilitative services and devices; laboratory services; preventive and wellness services and chronic disease
management; and pediatric services, including oral and vision care.

Excess Charges - the difference between Billed Charges and the Allowed Amount.

Exchange Marketplace - a marketplace that allows individuals and small businesses to shop for coverage in a way
that permits comparison of available plan options and to find out if they are eligible for tax credits and/or cost-sharing
reductions.

Experimental or Investigational Drug, Device, Medical, Dental or Vision Treatment or Procedure - a drug,
device, medical treatment or procedure is Experimental or Investigational:

« ifthe drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug Administration, and
approval for marketing has not been given at the time the drug or device is provided; or

« if reliable evidence shows that the drug, device, medical treatment or procedure is not considered to be the
standard of care, is the subject of ongoing phase I, 1l or llI clinical trials, or is under study to determine maximum
tolerated dose, toxicity, safety, efficacy, or efficacy as compared with the standard means of treatment or diagnosis;
or

« ifreliable evidence shows that the consensus of opinion among experts is that the drug, device, medical treatment
or procedure is not the standard of care and that further studies or clinical trials are necessary to determine its
maximum tolerated dose, toxicity, safety, efficacy or efficacy as compared with the standard means of treatment
or diagnosis.

Reliable evidence may consist of any one or more of the following:
« published reports and articles in the authoritative medical and scientific literature;
« opinions expressed by expert consultants retained by Medical Mutual to evaluate requests for coverage;

« the written protocol or protocols used by the treating facility or the protocol(s) of another facility studying substantially
the same drug, device, medical treatment or procedure, as applicable;

 the written informed consent used by the treating facility or by another facility studying substantially the same
drug, device, medical treatment or procedure;

« corporate medical policies developed by Medical Mutual; or
< any other findings, studies, research and other relevant information published by government agencies and
nationally recognized organizations.
Even if a drug, device, or portion of a medical treatment or procedure is determined to be Experimental or Investigational,
Medical Mutual will cover those Medically Necessary services associated with the Experimental or Investigational
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drug, device, or portion of a medical treatment or procedure that Medical Mutual would otherwise cover had those
Medically Necessary services been provided on a non-Experimental or non-Investigational basis.

For dental and vision services this definition means, a dental or vision service, treatment, device or procedure that is
not used universally or accepted by the dental or vision care profession, as applicable and determined by Medical
Mutual.

The determination of whether a drug, device, medical, dental or vision treatment or procedure, as applicable, is
Experimental or Investigational shall be made by Medical Mutual in its sole discretion, and that determination shall
be final and conclusive, subject to any available appeal process.

Formulary - a list of Generic Prescription Drugs, Brand Name Prescription Drugs and over-the-counter drugs that
are covered under this plan.

Frame - standard eyeglasses excluding the Lenses.

Generic Prescription Drug - a Prescription Drug that is produced by more than one manufacturer. It is chemically
the same as and usually costs less than the Brand Name Prescription Drug for which it is being substituted and will
produce comparable effective clinical results.

Home Delivery Prescription Drug - a Prescription Drug which can be provided by a Home Delivery Pharmacy.

Hospital - an accredited Institution that meets the specifications set forth in the appropriate Chapter of the Ohio
Revised Code and any other regional, state or federal licensing requirements, except for the requirement that such
Institution be operated within the state of Ohio.

Immediate Family - the Policyholder and the Policyholder's spouse, parents, stepparents, grandparents, nieces,
nephews, aunts, uncles, first cousins, brothers, sisters, children and stepchildren by blood, marriage or adoption.

Incurred - rendered to you by a Provider. All services rendered by the Institutional Provider during an Inpatient
admission prior to termination of coverage are considered to be Incurred on the date of admission.

Independent Freestanding Emergency Department - a health care facility that:

 Is geographically separate and distinct and licensed separately from a Hospital under applicable State law; and
* Provides any Emergency Services.

Inpatient - a Covered Person who receives care as a registered bed patient in a Hospital or Other Facility Provider
where a room and board charge is made.

Institution (Institutional) - a Hospital or Other Facility Provider.

Legal Guardian - an individual who is either the natural guardian of a child or who was appointed a guardian of a
child in a legal proceeding by a court having the appropriate jurisdiction.

Lenses - glass or plastic single vision, bifocal, trifocal or lenticular corrective materials which are ground as prescribed
by a licensed Provider and include fashion and gradient tinting, ultraviolet protective coating, oversized and glass-gray
#3 prescription sunglass lenses.

Medical Care - professional services received from a Physician or an Other Professional Provider to treat a Condition.

Medically Necessary (or Medical Necessity) - a Covered Service, supply and/or Prescription Drug that is required
to diagnose or treat a Condition and which Medical Mutual determines is:

« appropriate with regard to the standards of good medical, dental or vision practice, as applicable, and not
Experimental or Investigational;

« not primarily for your convenience or the convenience of a Provider; and

» the most appropriate supply or level of service which can be safely provided to you. When applied to the care of
an Inpatient, this means that your medical symptoms or Condition require that the services cannot be safely or
adequately provided to you as an Outpatient. When applied to Prescription Drugs, this means the Prescription
Drug is cost effective compared to alternative Prescription Drugs which will produce comparable effective clinical
results.

Medically Necessary Orthodontic Treatment - Medically Necessary Orthodontic treatment that is: 1) rendered by
an orthodontist or pediatric dentist to satisfy a demonstrated need for significant functional improvement of the teeth,
jaws or related anatomy; 2) not rendered primarily for improvement in appearance; and 3) prescribed within generally
accepted clinical standards of Orthodontic practice.
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Medicare - the program of health care for the aged and disabled established by Title XVIII of the Social Security Act
of 1965, as amended.

Medicare Approved - the status of a Provider that is certified by the United States Department of Health and Human
Services to receive payment under Medicare.

Mental Illness - a Condition classified as a mental disorder in the International Classification of Diseases, Ninth
Revision, Clinical Modification (ICD-9-CM) or the most recent version, excluding Drug Abuse and Alcoholism.

Minimum Essential Coverage - the type of coverage an individual needs to have to meet the individual responsibility
requirement under the Affordable Care Act. This includes individual market policies, job-based coverage, Medicare,
Medicaid, CHIP, TRICARE and certain other coverage.

Negotiated Amount - the amount the Provider or Pharmacy has agreed with Medical Mutual to accept as payment
in full for Covered Services, subject to the limitations set forth below.

The Negotiated Amount may include payments to Providers for quality or wellness incentives that may be earned and
paid at a later date. Your Copayment, Deductible and/or Coinsurance amounts may include a portion that is attributable
to a quality incentive payment or bonus and will not be adjusted or changed if such payments are not made.

The Negotiated Amount for Providers does not include adjustments and/or settlement due to guaranteed discount
corridor provisions, maximum charge increase limitation violations or any settlement, incentive, allowance or adjustment
that does not accrue to a specific claim at the time the claim is adjudicated or adjusted. In addition, the Negotiated
Amount for Prescription Drugs does not include Pharmacy rebates or guaranteed discount settlements. Medical Mutual
receives the difference between the charges contracted with the Pharmacy Benefit Manager (PBM) and the Allowed
Amount. This amount is sometimes referred to as spread pricing. The rebates, guaranteed discount settlements and
spread pricing are all part of Medical Mutual's reasonable compensation for providing PBM services to the plan.

In certain circumstances, Medical Mutual, through an affiliated company, may have an agreement or arrangement
with a vendor which purchases the services, supplies or products from Providers instead of Medical Mutual contracting
directly with Providers themselves. Medical Mutual's agreement or arrangement with that vendor may not reflect the
vendor's purchase price from the Provider, but may be based on some other contractual arrangement, such as a
guaranteed discount. In these circumstances, the Negotiated Amount will be based upon the price Medical Mutual
receives from the vendor and not upon the vendor's actual purchase price from the Provider. Vendors include, but
are not limited to, durable medical equipment providers, other managed care providers, home health providers and
other provider networks.

Network - a limited panel of Providers as designated by Medical Mutual.

Network Pharmacy - a Pharmacy who has a network agreement to provide Prescription Drug services.
Network Provider - A Provider who has an agreement with Medical Mutual about payment for Covered Services.
Non-Covered Charges - Billed Charges for services and supplies that are not Covered Services.

Non-Preferred Brand Name Prescription Drug - a Brand Name Prescription Drug that is included in Medical Mutual's
Formulary and is classified as "Non-Preferred."

Office Visit - Office visits include medical visits or Outpatient consultations in a Physician's office or patient's residence.
A Physician's office can be defined as a medical/office building, Outpatient department of a Hospital, freestanding
clinic facility or a Hospital-based Outpatient clinic facility.

Orthodontics - The dental specialty and dental practice that deals with improving alignment of teeth and jaw function
using braces and other appliances. Formally, the specialty is known as "Orthodontics and Dentofacial Orthopedics."

Other Facility Provider - the following Institutions that are licensed, when required, and where Covered Services
are rendered which require compensation from their patients. Other than incidentally, these facilities are not used as
offices or clinics for the private practice of a Physician or Other Professional Provider. Medical Mutual will only provide
benefits for services or supplies for which a charge is made. Only the following Institutions which are defined below
are considered to be Other Facility Providers:

« Alcoholism Treatment Facility - a facility that mainly provides detoxification and/or rehabilitation treatment for
Alcoholism.

« Ambulatory Surgical Facility - a facility with an organized staff of Physicians that has permanent facilities and
equipment for the primary purpose of performing surgical procedures strictly on an Outpatient basis. Treatment
must be provided by or under the supervision of a Physician and also includes nursing services.
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Day/Night Psychiatric Facility - a facility that is primarily engaged in providing diagnostic services and therapeutic
services for the Outpatient treatment of Mental lliness. These services are provided through either a day or night
treatment program.

Dialysis Facility - a facility that mainly provides dialysis treatment, maintenance or training to patients on an
Outpatient or home care basis.

Drug Abuse Treatment Facility - a facility that mainly provides detoxification and/or rehabilitation treatment for
Drug Abuse.

Home Health Care Agency - a facility that meets the specifications set forth in the appropriate Chapter of the
Ohio Revised Code, except for the requirement that such Institution be operated within the state of Ohio and
which provides nursing and other services as specified in the Home Health Care Services section of this Policy.
A Home Health Care Agency is responsible for supervising the delivery of such services under a plan pres