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Discrimination is Against the Law

LifeWise Health Plan of Washington (LifeWise) complies with applicable Federal and Washington state civil rights laws and does not
dscriminate on the basis of race, color, national ongin, age, disability, sex, gender identity, or sexual orientation. LifeWise does not
exclude people or treat them differently because of race, coler, national origin, age, disability, sex, gender identity, or sexual onentation.
LifeWise provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign language
interpreters and wnitten information in other formats (large print, audio, accessible electronic formats, other formats). LifeWise provides
free language services to people whose primary language is not English, such as qualified interpreters and information watten in other
languages. If you need these services, contact the Civil Rights Coordinator. If you believe that LifeWise has failed to provide these
services or discriminated in ancther way on the basis of race, coer, national origin, age, disability, sex, gender identity, or sexual
onentation, you can file a gnevance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll
free: 865-332-6396, Fax 425-918-5502, TTY: 711, Email AppealsDepartmentinquines@LifeWiseHealth.com. You can file a grievance in
person or by mall, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is availabie to help you. You can dso file a
civil rights complaint with the U.S. Depariment of Health and Human Services, Office for Civil Rights, electronically through the Office for
Civil Rights Complaint Portal, available at https./ tal hhs qovfocr/portalfobby isf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697
(TDD). Complaint forms are available at http:/fwww hhs gov/ocr/officefilefindex himl. You can also file a civil nights complaint with the
Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance Commissioner Complaint
Portal available at https /www insurance wa.qov/fi aint-or-check-your laint-status, or by phone at 800-562-6900,
360-586-0241 (TDD). Complaint forms are available at https./fortress wa gov/oic/onlineservices/ceipublcomplaintinformation. aspx.

Language Assistance

ATENCION s habla espafiol, tiene a su disposicion servicios gratuites de asistencia linglistica. Liame al 800-817-3056 (TTY: 711).
AE  NREE AR BN SRR - $57(E 800-817-3056 (TTY : 711) -
CHU Y: Néu ban noi Tiéng Viét, co cac dich vy hé trr ngdn nglr mién phi danh choban. Goi s6 800-817-3056 (TTY: 711),
FY: B30US ABSAE 32, 0 TR HEIAS R2Z 0I86tel & ASLIC, 800-817-3056 (TTY: T11) BISE MBS FLEAN L,
BHUMAHWE: Ecnu bl roBopuTe Ha pycckOM S3bike, TO Bam focTynHbi BecnnatHbie yenyru nepeeona. 3soxute 800-817-3056 (reneraitn: 711).
PAUNAWA Kung nagsasalita ka ng Tagalog, maaar kang gumami ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-817-3056 (TTY: 711).
YBATA! AKWLO 81 PO3MOBNAETE YKPATHCLKOKO MOBOIO, BY MOKETE 3BePHYTUCA A0 Be3KOWTOBHOI CayXBu MOBHOI NIATRMKK,

Tenedoryire 33 Homepom 800-817-3056 (reneraiin: 711).
[utis: idasohysSunw Manier, wnd Swig et SRR SrMosnUOTy Ry G 10 800-817-309 (TTY: 711):
AESR  BABZESHLBS. RHOERXIRZCHAVV-EHET, 8008173056 (TTY7111) £T, BEEICTIE/ I,
TNFDT: 29026 F 2TR ATICT Uy PRCHP ACSZ RCBATE MR APTHPT HIOEHPA: @8 “LhtA@- £7C LL@-f- 800-817-3006 (omhedt Ad+asFa-~ T11).
XIYYEEFFANNAA: Afaan dubbattu Orcomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bibilaa 800-817-3056 (TTY- 711).

(711 S5 auall B 3 ) B00-817-3056 o ot Clanals ) 3 5 & galll Bae bl Slaod, (3 Aalll SN Coam i 1) sl
fims B8 7 37 Ul Sw 3, 3 I T mofesT AR 398 o v SumsT 31 800-817-3056 (TTY 711) '3 I8 &=
ACHTUNG: Wenn Sie Deutsch sprechen, stehen [hnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-817-3056 (TTY. 711)
1U0g9u: 1909 vcdIwIz2 290, NWOINIgoecFecinwrzy, loeten, «un Susylonm. dns 800-817-3056 (TTY: 711)
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-817-3056 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services daide inguistique vous sont proposés gratuilement. Appelez le 800-817-3056 (ATS : 711).
UWAGA: Jezel mowisz po polsku, mozesz skorzystac z bezplainej pomocy jezykowe]. Zadzwon pod numer 800-817-3066 (TTY: 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servigos inguisticos, gratis. Ligue para 800-817-3056 (TTY: 711).
ATTENZIONE - In caso la lingua parlata sia l'taliano, sono disponibili servizi di assistenza linguistca gratuiti. Chiamare il numero 800-817-3056 (TTY: 711).
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7 LifeWise

LifeWise Health Plan of Washington

For Individuals and Families Residing in Washington

PLEASE READ THIS CONTRACT CAREFULLY This is a contract between the subscriber and LifeWise Health
Plan of Washington and shall be construed in accordance with the laws of the state of Washington. Please read
this contract carefully to understand all of your rights and duties and those of LifeWise Health Plan of Washington.

GUARANTEED RENEWABILITY OF COVERAGE Coverage under this contract will not be terminated due to a
change in your health. Renewability and termination of coverage are described under ELIGIBILITY and
ENROLLMENT.

In consideration of timely payment of the full subscription charge, LifeWise Health Plan of Washington agrees to
provide the benefits of this contract subject to the terms and conditions appearing on this and the following pages,
including any endorsements, amendments, and addenda to this contract which are signed and issued by LifeWise
Health Plan of Washington.

LifeWise Health Plan of Washington has issued this contract at Mountlake Terrace, Washington.

P TR

Kristin Meadows

President and CEO
LifeWise Health Plan of Washington
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YOUR RIGHT TO RETURN THIS CONTRACT WITHIN TEN DAYS

If you are not satisfied with this contract after you read it, for any reason, you may return it. You have 10 days
after the delivery date for a full refund. Delivery date means 5 days after the postmark date. We will refund your
payment no more than 30 days after we receive the returned contract. If your refund takes longer than 30 days,
we will add 10% to the refund amount.

If you return this contract within the 10-day period, we will treat it as if it was never in effect. However, we have

the right to recover any benefits we paid before you returned the contract. We may deduct that amount from your
refund.
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Your Individual Benefit Plan Contract

This is your contract. The term "contract" means this document. LifeWise Health Plan of Washington uses its
expertise and judgment to reasonably construe the terms of this contract as they apply to specific eligibility and
claims determinations. This does not prevent you from exercising rights you may have under applicable law to
appeal, have independent review or bring civil challenge to any eligibility or claims determinations.

Medical and payment policies we use in administration of this plan are available on lifewise.com.

This coverage is issued as individual health coverage and is not sold or issued for use as a third party sponsored
health plan. We do not accept payments from third-party payers including employers, business accounts,
providers, not-for-profit agencies, government agencies, or any other third-party payer, either directly or indirectly,
except as required by law. We do not accept payments from business accounts, such as business credit cards or
business checks, to pay for individual subscription fees.

If any provision of this Plan is superseded by state or federal law, the Plan will comply with the applicable law as it
relates to those provisions.

Translation Services

If you need an interpreter to help with verbal translation services, please call us. Customer service will be able to
guide you through the service. The phone number is available in Contact Information.
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INTRODUCTION

Welcome

Thank you for choosing LifeWise Health Plan of Washington (LifeWise) for your healthcare coverage. We're
looking forward to taking great care of you.

Right now, the Federal government is considering changes to the Affordable Care Act (ACA) that may include
ending certain payments made to LifeWise. These payments return money to LifeWise to pay for Cost Share
Reduction (CSR) plans. CSR plans were created by the ACA and have lower out-of-pocket costs for low-income
individuals and families. If the Federal government stops the payments for CSR plans, your monthly premium for
this plan will increase. You can see the rate that would be charged if this happens by going to the Office of the
Insurance Commissioner's website. insurance.wa.gov, and clicking on "Search Health Rate Increases" at the
bottom of the page. You will receive 30 days' notice in advance of any rate change.

This is your health plan. It tells you what services we cover, your costs, and how to contact us. We know that
health care can be complicated, and we want to help.

What your health plan can help you do
Know your plan

|
e What do healthcare terms mean?

E ¢ Show me real examples of what I'll pay

Find care
e How do | find doctors, facilities, and specialists near me?
e What's available 24/7?

.

Get care
e How does my plan work?
e Whatis covered?
e How do | keep my costs low?

Be well

Lg’( é e Preventive care is free in-network
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Contact Information
Where To Send Claims

MAIL YOUR CLAIMS TO
LifeWise Health Plan of Washington
PO Box 21552

Eagan, MN 55121

PRESCRIPTION DRUG CLAIMS

Mail Your Prescription Drug Claims To Contact the Pharmacy Benefit
Administrator At

Express Scripts 1-800-391-9701

PO Box 14711 WWW.express-scripts.com

Lexington, KY 40512-4711

Customer Service

Mailing Address Phone Numbers

LifeWise Health Plan of Washington Local and toll-free number:

PO Box 21552 1-800-817-3056

Eagan, MN 55121 Fax 866-903-9899

Physical Address Local and toll-free TTY number
6707 220th St. SW for the deaf and hard-of-hearing:
Mountlake Terrace, WA 98043 711

Care Management

Prior Authorization

LifeWise Health Plan of Washington Local and toll-free number:
PO Box 21552 844-996-0333
Eagan, MN 55121 Fax 888-613-1497

Complaints and Appeals

LifeWise Health Plan of Washington

Attn: Appeals Coordinator Local and toll-free number:
PO Box 21552 1-800-817-3056

Eagan, MN 55121 Fax 866-903-9899
Website

Visit our website lifewise.com for
information and secure online access to
claims information
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Quick Care Guide

Here are the most common healthcare terms and how they affect what you pay for covered services. There are
also examples to show how these terms fit together.

To learn more about amounts you are responsible for, visit the Covered Services section.

Allowed Amount

The maximum amount LifeWise pays for a covered service.

Benefit Dollar Maximum

The most that LifeWise pays for certain benefits within a year. After the limit is
met, you pay 100% of costs out of pocket.

Amounts that apply to your deductible don’t count toward your dollar maximums

Coinsurance

It's a percentage of the allowed amount that you pay for the service. You start
paying coinsurance after you’ve met your deductible.

Copay
or
Copayment

A fixed amount you pay for each healthcare visit or service. If the amount billed is
less than the copay, you only pay the amount billed. Only one office visit copay
per provider per day will apply. If the copay amounts are different, the highest will
apply. Copays apply to the out-of-pocket maximum.

Cost shares

Your share of the allowed amount for covered services. Deductibles, copays, and
coinsurance are all types of cost-shares. If you go out-of-network for care, the
provider can charge additional amounts, except as prohibited by federal or state
law.

Deductible

The amount you pay each year before LifeWise starts to pay for covered
services. The deductible includes an Individual and a Family Deductible.

If you and one or more of your dependents are enrolled in this plan, the family
deductible will apply. If any one member satisfies the individual deductible
amount, this plan will begin paying for that member’s covered services. When
other members satisfy the family deductible, we will consider the family
deductible to have been met. Then, this plan will begin paying for all family
members’ covered services. This type of deductible is called “embedded”.
Deductibles are subject to the following:

¢ Amounts credited toward the deductible will not exceed the allowed amount.

e Amounts credited toward the deductible do not add to benefits with an annual
dollar maximum.

¢ Amounts credited toward the deductible accrue to benefits with visit limits.

Amounts that don’t accrue toward the deductible are:
¢ Amounts that exceed the allowed amount.

e Charges for excluded services.

o Copays

¢ If you participate in a Health Savings Account (HSA) — Drug manufacturer
coupons and other forms of cost-share assistance, per Internal Revenue
Service requirements.

There is no carry-over provision. Amounts credited to your deductible during the
current calendar year will not carry forward to the next calendar year deductible.

In-Network
(Contracted)

Specific providers, hospitals, or labs that LifeWise contracts with to provide
healthcare services to members. You typically pay less when using in-network
healthcare providers. Your bills will be reimbursed at a higher percentage. In-
network providers will not charge you more than the allowed amount.

38498WA0320014 (01-2024)



Out-of-Network
(Non-Contracted)

Services from healthcare providers and hospitals that have not contracted with
us. This could mean the service will cost more or not be paid for at all by
LifeWise. Your bills will be reimbursed at a lower percentage and you may also
be required to submit the claim yourself.

Out-of-Pocket Maximum

The out-of-pocket maximum is the most you pay for covered services in a year
before LifeWise pays 100% of the allowed amount. The out-of-pocket maximum
includes an Individual and a Family Out-of-Pocket Maximum.

However, if you get out-of-network care, you are still responsible for any charges
above the allowed amount, except as prohibited by state or federal law.

Expenses that do not apply toward the out-of-pocket maximum include, but not
limited to:

e Charges above the allowed amount.
e Services above any benefit maximum limit or durational limit.
e Services not covered by this plan.

e Services from out-of-network providers, except as prohibited by state or federal
law.

e Covered services that do not apply to the out-of-pocket maximum as stated in
Covered Services.

¢ If you participate in a Health Savings Account (HSA) — Drug manufacturer
coupons and other forms of cost-share assistance, per Internal Revenue
Service requirements.

Prior Authorization

Some services must be authorized in writing before you get them, in order to be
eligible for coverage. The conditions, time limits and maximum limits are
described in this booklet.

Visit, day, or hour limits

Some covered services have a maximum number of visits, days, or hours. After
you reach this limit, you pay 100% out-of-pocket, whether or not you’'ve met your
deductible.

Year

The consecutive 12-month period that starts on your health plan’s effective date.
For this plan, it's a calendar year.

38498WA0320014 (01-2024)



Overview

This plan is an Exclusive Provider Organization (EPO). This means that the plan is designed to only cover care
delivered by providers in your plan’s network. Your plan provides you benefits for covered services from providers
within the LifeWise Alpine network. You do not need a referral for specialty care. You may self-refer to in-network
providers, including obstetricians, gynecologists, and pediatricians.

You have coverage for emergency services throughout the United States and wherever you may travel.

This plan makes available to you a sufficient number and types of providers to give you access to all covered
services in compliance with applicable Washington state regulations governing access to providers. Our provider
network includes hospitals, physicians, and a variety of other types of providers. See How Providers Affect Your
Costs for more information.

Copay

In-Network Providers Out-of-Network Providers

First 2 visits $1 copay, then

*
$10 copay, deductible waived Not covered

Primary Care Provider copay

Specialist copay $30 copay, deductible waived | *Not covered

Coinsurance

In-Network Providers Out-of-Network Providers

20% *Not covered

*See Benefits For Out-of-Network or Non-Contracted Providers for out-of-network services that will always be
covered at the in-network level of benefits.

Deductible
In-Network Providers Out-of-Network Providers
Individual deductible $750 Not applicable
Family deductible (embedded) $1,500 Not applicable
Out-of-Pocket-Maximum
In-Network Providers Out-of-Network Providers
Individual out-of-pocket maximum $2,500 Not applicable
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Family out-of-pocket maximum $5,000 Not applicable

How Cost Shares Work

Example: In-Network Office Visit
An in-network office visit costs $120, the allowed amount for the service is $100, and your coinsurance is 20% of

the $100, or $20. If you've met your deductible, LifeWise pays 80% of the $100, or $80. You pay the remaining

$20.

— —
(=i

=

Office visit Allowed amount  Your coinsurance LifeWise pays Your total
charges responsibility
$120 $100 $20 $80 $20
(20% of the allowed (80% of the
amount) allowed amount)

38498WA0320014 (01-2024) 11



Getting Care

No ID card yet? No problem. As long as your plan date is effective, you can get care:

e The provider’s office can often look up your insurance and see that you're eligible.

e Call LifeWise customer service at 1-800-817-3056 for your ID number.

Discover your care choices

You can see or call

When you need

What to do

Primary and specialty

Log in to lifewise.com. You can search by

care Routine and specialty care ;
. name, type, or location.
providers
A visit with a provider, counselor, or
o : Set up your account at
psychiatrist without going to an T :
. www.lifewise.com/find-care, then connect
) office. . . ;
Virtual care any day, any time, including weekends

Have your appointment by
computer, tablet, or mobile device
wherever you are.

and holidays.
Call customer service for assistance.

Urgent Care/Walk-in
clinic

Same-day care for medical issues
that need urgent attention but are
not life threatening. Examples
include, rashes, flu, minor burns or
cuts, x-rays, and lab tests.

Log in to lifewise.com

Emergency services

Life-threatening emergency
services

Call 911 or go to an emergency room.

24-Hour NurselLine

Advice from a registered nurse for
illnesses like fevers, the flu, and
minor injuries.

Call 1-800-784-9265 (open 24 hours a
day, seven days a week).

38498WA0320014 (01-2024)
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Important Plan Information

Primary Care Office Visits

You pay a lower office visit cost share for primary care office visits by selecting a PCP any time prior to an office
visit. A list of network providers including PCPs and specialists is available by contacting customer experience or
accessing the LifeWise website. Your PCP must be in the network and be one of the following provider types:

o Family practice physician

o General practice provider

o Geriatric practice provider

e Gynecologist

¢ Internist

¢ Naturopath

¢ Nurse practitioner

¢ Obstetrician

o Pediatrician

e Physician Assistant

You do not need a referral from your PCP to see a specialist.

We encourage you to select a PCP at the time you enroll in this plan. If you have difficulty locating an available
PCP, contact us and we will assign you to one of the provider types listed above who is accepting new patients.
This provider will be your PCP, unless you decide to change to another provider. If your PCP is part of a group
practice, you can see any provider type listed above in that practice and pay the PCP office visit cost share.

You can change your PCP selection at any time by contacting us.

Please call customer service for more information about selecting a PCP and to provide us with your selection.
Urgent care, telehealth, preventive, and specialty visits are not included. All other covered services provided by
your selected PCP during the primary care office visit are subject to standard cost shares. For example, if you
select a PCP and see that PCP for a cut that needs stitches, you will pay the PCP cost share for the office visit
and will pay your plan's deductible and/or coinsurance for the stitching procedure. If you do not select a PCP, your
office visit cost share will not be the PCP cost share amount.

Allowed Amount

This plan provides benefits based on the allowed amount for covered services. We reserve the right to determine
the amount allowed for any given service or supply. The allowed amount is described below.

In-Network

The allowed amount is the fee that we have negotiated with providers who have signed contracts with us and are
in your provider network.

Out-of-Network

For contracted providers the allowed amount is the fee that we have negotiated with providers who have signed
contracts with us.

For non-contracted providers and non-emergent care, the allowed amount is the least of the following (unless a
different amount is required under applicable law or agreement):

e An amount that is no less than the lowest amount we pay for the same or similar service from a comparable
provider that has a contracting agreement with us.

e 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if
available.

e The provider's billed charges. Note: Ground ambulances are always paid based on billed charges.
Non-Emergency Services Protected From Balance Billing

For these services, the allowed amount is calculated consistent with the requirements of federal or Washington
state law.
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Emergency Services

The allowed amount for non-participating providers will be calculated consistent with the requirements of federal
or Washington state law.

You do not have to pay amounts over the allowed amount for emergency services delivered by non-participating
providers or facilities.

Note: Non-participating ground ambulances are always paid based on billed charges.
If you have questions about this information, please call us at the number listed on your LifeWise ID card.
Air Ambulance

The allowed amount for non-participating air ambulance providers will be calculated consistent with the
requirements of federal law.

How Providers Affect Your Costs
MEDICAL SERVICES

This plan is an Exclusive Provider Organization (EPO). This means that the plan is designed to only cover care
delivered by providers in your plan’s network. Your plan provides you benefits for covered services from providers
within the LifeWise Alpine network. You do not need a referral for specialty care. You may self-refer to in-network
providers, including obstetricians, gynecologists and pediatricians.

A list of in-network providers is available in our LifeWise Alpine provider directory. These providers are listed by
geographical area, specialty and in alphabetical order to help you select a provider that is right for you.

The provider directory also shows which providers you can select as your PCP. You can receive the lower copay
amount on primary care office visit copays by selecting a designated Primary Care Provider (PCP) and notifying
us of your PCP selection any time prior to an office visit. If you are having difficulty choosing an available PCP,
contact us and we will assign a PCP to you. See Primary Care Office Visits for more information.

We update this directory regularly, but it is subject to change. We suggest that you call us for current information
and to verify that your provider, their office location, or provider group is included in the LifeWise Alpine network
before you receive services.

LifeWise Alpine provider network directories are available any time on our website. You may also request a copy
of this directory by calling customer service at the number located in Contact Information or on your LifeWise ID
card.

In-Network Providers

In-network providers are networks of hospitals, physicians and other providers that are part of our LifeWise Alpine
network in Washington. These providers provide medical services at a negotiated fee. This fee is the allowed
amount for in-network providers.

You do not need a referral from your PCP to see an in-network provider.

In-network providers will not charge more than the allowed amount. This means that your portion of the charges
for covered services will be lower.

Contracted Health Care Benefit Managers

The list of LifeWise’s contracted Health Care Benefit Managers (HCBM) and the services they manage are
available at https://www.lifewise.com/partners and changes to these contracts or services are reflected on the
website within 30 business days.

Non-Participating Providers

Non-participating providers are either (1) providers that are not in one of the networks (out-of-network) or (2)
providers that do not have a contract with us (non-contracted). Except as stated in Benefits For Out-of-Network
or Non-Contracted Providers, or in a few specific benefits, services from these providers are not covered.

e Out-of-network providers. Some providers in Washington have a contract with us but are not in the LifeWise
Alpine network. In cases where this plan covers services from these providers, they will not bill you for the
amount above the allowed amount for a covered service.

e Non-contracted providers. There are also providers who do not have a contract with us. These providers are
called “non-contracted” providers in this booklet.
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Benefits For Out-of-Network or Non-Contracted Providers

The following covered services and supplies provided by out-of-network or non-contracted providers will always
be covered:

e Emergency services for a medical emergency. (See the Definitions section for definitions of these terms.) This
plan provides worldwide coverage for emergency services.

The benefits of this plan will be provided for covered emergency services without the need for any prior
authorization and without regard as to whether the health care provider furnishing the services has a contract
with us. Emergency services furnished by a non-participating provider will be reimbursed in compliance with
applicable laws.

e Services associated with admission by an in-network provider to an in-network hospital that are provided by
hospital-based providers.

¢ Facility and hospital-based provider services received from a hospital that has a provider contract with us.

If a covered service is not available from an in-network provider, you can receive benefits for services provided by
an out-of-network or non-contracted provider. However, you or your in-network provider must request this before
you get the care. See Prior Authorization for details.

BALANCE BILLING PROTECTION

Non-participating providers have the right to charge you more than the allowed amount for a covered service. This
is called "surprise billing" or "balance billing". However, Washington state and federal law protects you from
balance billing for:

Emergency Services from a non-participating hospital, or facility, or from a non-participating provider at the
hospital or facility.

Emergency services include certain post-stabilization services you may get after you are in stable condition.
These include covered services provided as part of outpatient observation or during an inpatient or outpatient stay
related to the emergency visit, regardless of which department of the hospital you are in.

Non-emergency Services from a non-participating provider at an in-network hospital or outpatient surgery
center. If a non-emergency service is not covered under the in-network benefits and terms of coverage under your
health plan, then the federal and state law regarding balance billing do not apply for these services.

Air Ambulance

Your cost-sharing for non-participating air ambulance services shall be no more than if the services were provided
by an in-network provider. The cost sharing amount shall be counted towards the in-network deductible and the
in-network out of pocket maximum amount. Cost-sharing shall be based upon the lesser of the qualifying payment
amount (as defined under federal law) or the billed amount.

For the above services, you will pay no more than the plan's in-network cost-shares. LifeWise Health Plan of
Washington will work with the non-participating provider to resolve any issues about the amount paid. LifeWise
will also send the plan's payments to the provider directly.

Note: Amounts you pay over the allowed amount don’t count toward any applicable calendar year deductible,
coinsurance, or out-of-pocket maximum.

Care Management

Care Management services work to help ensure that you receive appropriate and cost-effective medical care.
Your role in the Care Management process is simple, but important, as explained below.

You must be eligible on the dates of service and services must be medically necessary. We encourage you to call
customer service to verify that you meet the required criteria for claims payment and to help us identify
admissions that might benefit from case management.

PRIOR AUTHORIZATION

You must get LifeWise’s approval for some services before the service is performed, or you will not have
coverage for the service. This process is called prior authorization.

There are two different types of prior authorization required:

1. Prior Authorization For Benefit Coverage You must get prior authorization for certain types of medical
services, equipment, and for most inpatient facility stays. This is so that LifeWise can confirm that these
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services are medically necessary and covered by the plan.

2. Prior Authorization To Cover Out-of-Network Providers at In-Network Cost Shares You or your in-
network provider must get prior authorization in order for an out-of-network provider to be covered at the
plan’s in-network benefit level, except for emergency services. See Exceptions To Prior Authorization For
Out-of-Network Providers below for more information.

How Prior Authorization Works

We will make a decision on a request for services that require prior authorization in writing within 5 calendar days
of receipt of all information necessary to make the decision. The response will let you know whether the services
are authorized or not, including the reasons why. If you disagree with the decision, you can ask for an appeal. See
Complaints and Appeals.

If your life or health would be in serious jeopardy if you did not receive treatment right away, you may ask for an
expedited review. We will respond in writing as soon as possible, but no more than 48 hours after we get all the
information we need to make a decision.

Our prior authorization will be valid for 90 calendar days. This 90-day period depends on your continued coverage
under the plan. If you do not receive the services within that time, you will have to ask us for another prior
authorization.

1. Prior Authorization for Benefit Coverage

Medical Services, Supplies or Equipment

The plan has a list of services, equipment, and facility types that must have prior authorization before you
receive the service or are admitted as an inpatient at the facility. Please contact your in-network provider or
LifeWise customer service before you receive a service to find out if your service requires prior authorization.

¢ In-network providers or facilities are required to request prior authorization for the service.

o Out-of-network providers and facilities and facilities outside Washington and Alaska will not request
prior authorization for the service. You have to ask LifeWise to prior authorize the service.

If you do not ask for prior authorization, this plan will not cover your services. You will have
to pay the total cost of the services. These costs do not count toward your plan deductible or out-of-
pocket maximum.

Prescription Drugs

The plan has a specific list of prescription drugs that must have prior authorization before you get them at a
pharmacy. The list is on our website at lifewise.com. Your provider can ask for a prior authorization by faxing
an accurately completed prior authorization form to us. This form is also on the pharmacy section of our
website.

If your provider does not get prior authorization, when you go to the pharmacy to get your prescription, the
pharmacy will tell you that you need it. You or your pharmacy should inform your provider of the need for
prior authorization. Your provider can fax us an accurately completed prior authorization form for review.

The plan may cover a small supply of the drug to allow more time for the prior authorization. The cost-shares
shown in Covered Services will apply. In-Network pharmacies will find out if an emergency fill is covered for
your drug. The authorized amount of the emergency fill will be no more than the prescribed amount, up to a
seven-day supply or the minimum packaging size available at the time the emergency fill is dispensed. See
the process for emergency fills on our website at lifewise.com.

If an emergency fill is not allowed for your drug, you can still buy the drug before it is prior authorized, but
you must pay the full cost. If the drug is authorized after you bought it, you can send us a claim for
reimbursement. Reimbursement will be based on the allowed amount. See How Do | File A Claim? for
details.

Sometimes, benefits for some prescription drugs may be limited to one or more of the following:
e A set number of days’ supply or a specific drug or drug dosage appropriate for a usual course of treatment.
o Certain drugs for a specific diagnosis

o Certain drugs from certain pharmacies, or you may need to get a prescription drug from an appropriate
medical specialist or a specific provider

o Step therapy, meaning you must try a generic drug or a specified brand name drug first
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¢ Drug synchronization, meaning the coordination of medication refills for a patient taking two or more
medications for a chronic condition such that the patient’s medications are refilled on the same schedule
for a given time period. Cost-shares are adjusted if the fill is less than the standard refill amount in
compliance with state law.

These limits are based on medical standards, the drug maker’s advice, and your specific case. They are also
based on FDA guidelines and medical articles and papers.

Exceptions to Prior Authorization for Benefit Coverage

The following services do not require prior authorization for benefit coverage, but they have separate
requirements:

e The first six visits provided by an in-network provider for rehabilitation and habilitation therapy, spinal
manipulative treatment or acupuncture.

e Emergency services and emergency hospital admissions, including emergency drug or alcohol detox in a
hospital.

e Services provided under involuntary commitment statutes are covered.
¢ Childbirth admission to a hospital, or admissions for newborns who need emergency medical care at birth.

Emergency and childbirth hospital admissions do not require prior authorization, but you must notify us as
soon as reasonably possible.

2. Prior Authorization for Out-of-Network Provider Coverage

Generally, non-emergent care provided by out-of-network providers is covered at a lower benefit level.
However, you or your in-network provider may ask for a prior authorization to cover the out-of-network
provider at the in-network benefit level if the services are medically necessary and only available from an
out-of-network provider. You or your in-network provider must ask for prior authorization before you receive
the services. You will need to reach out to your in-network provider to have them submit the appropriate
forms. You may also initiate the process yourself by calling the toll-free customer support number on the
back of your ID card.

Note: It is your responsibility to get prior authorization for any services that require it when you see
a provider that is out-of-network. If you do not get a prior authorization, the services will not be
covered at the in-network benefit level. The provider can bill you directly, and you will have to pay the
total cost of the services. These costs do not count toward your plan deductible and out-of-pocket
maximum.

The prior authorization request for an out-of-network provider must include the following:

o A statement explaining how the provider has unique skills or provides unique services that are medically
necessary for your care, and that are not reasonably available from an in-network provider, and

o Medical records needed to support the request.

If the out-of-network services are authorized, the plan will cover the service. However, in addition to the
cost shares, you may pay any amounts over the allowed amount if the provider does not have a
contract with us. Amounts over the allowed amount do not count toward your plan deductible and
out-of-pocket maximum.

Exceptions to Prior Authorization for Out-of-Network Providers

Out-of-network providers can be covered without prior authorization for emergency services and hospital
admissions for a medical emergency. This includes hospital admissions for emergency drug or alcohol detox
or for childbirth.

If you are admitted to an out-of-network hospital due to an emergency condition, those services are always
covered. We will continue to cover those services until you are medically stable and can safely transfer to an
in-network hospital. Emergency services furnished by a non-participating provider will be reimbursed in
compliance with applicable laws.

If you choose to stay in the out-of-network hospital after you are medically stable and can safely transfer to
an in-network hospital, you may be subject to additional charges which may not be covered by your plan,
including charges above the allowed amount.
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CLINICAL REVIEW

Clinical review is a summary of medical and payment policies. These are used to make sure that you get
appropriate and cost-effective care. Our policies include:

o Accepted clinical practice guidelines

¢ Industry standards accepted by organizations like the American Medical Association (AMA)

e Other professional societies

e Center for Medicare and Medicaid Services (CMS)

You can find our medical policies at lifewise.com.

PERSONAL HEALTH SUPPORT PROGRAMS

LifeWise personal health support programs are designed to help make sure your health care and treatment
improve your health. You will receive individualized and integrated support based on your specific needs. These
services could include working with you and your provider to ensure appropriate and cost-effective medical care,
to consider effective alternatives to hospitalization, or to support both of you in managing chronic conditions.

Your participation in a treatment plan through our personal health support programs is voluntary. To learn more
about the programs, contact customer service at the number listed on your LifeWise ID card.

CONTINUITY OF CARE

How Continuity of Care Works: You may qualify for Continuity of Care (COC) under certain circumstances when
a provider leaves your health plan’s network or your employer transitions to a new carrier. This will depend on
your medical condition at the time the change occurs. COC is a process that provides you with short-term,
temporary coverage at in-network levels for care received by a non-participating provider.

COC applies in these situations:

e The contract with your provider ends.

e The benefits covered for your provider change in a way that results in a loss of coverage.

e The contract between your company and us ends and that results in a loss of coverage of your provider.
How you qualify for Continuity of Care: If a primary care provider contract is terminated without cause,
continuing care will be provided according to the details included in the member's notice of the contract
termination. Additionally, you may qualify for continuing care from non-primary care providers if you are in an
"active relationship" or treatment with your provider. This means that you have had three or more visits with the

provider within the past 12 months and you meet one or more of these conditions with respect to a terminated
provider or facility:

¢ Undergoing a course of treatment for a serious and complex condition.

¢ Undergoing a course of institutional or inpatient care.

o Are scheduled for a non-elective surgery, including receipt of postoperative care.
e Are pregnant and undergoing a course of treatment for the pregnancy.

o Are receiving treatment for a terminal illness.

We will notify you at least 30 days prior to your provider’s termination date. When a termination for cause provides
us less than 30 days notice, we will make a good faith effort to assure that a written notice is provided to you
immediately.

You can request continuity of care by contacting customer service. See Contact Information.

If you are approved for continuity of care, you will get continuing care from the terminating provider until the earlier
of the following:

e The 90th day after we notified you that your Primary Care Provider (PCP)'s contract ended.
e The day after you complete the active course of treatment entitling you to continuity of care.

If you are pregnant and eligible for continuity of care you can continue with your provider throughout your
pregnancy, plus 8 weeks postpartum care.

Continuity of care does not apply if your provider:
¢ No longer holds an active license.
¢ Relocates out of the service area.
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e Goes on leave of absence.
¢ Is unable to provide continuity of care because of other reasons.
¢ Does not meet standards of quality of care.

When continuity of care ends, non-emergent care from the provider is no longer covered. If we deny your request
for continuity of care, you may appeal the denial. See Complaints and Appeals.
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Covered Services

This section talks about the benefits that are available with this plan and your costs. They are listed in alphabetical
order.

Services of these benefits are available when they meet all of these requirements:

¢ |t must be given in connection with the prevention or diagnosis and treatment of a covered illness, disease, or
injury.

e The service takes place in a medically necessary setting. This plan covers inpatient care only when you cannot
get the services in a less intensive setting.

e Must not be excluded from coverage under this plan.

¢ The expense for it must be incurred while you're covered under this plan.

¢ |t must be given by a provider who’s performing services within the scope of their license or certification.

¢ |t must meet the standards set in our medical and payment policies. The plan uses policies to administer the
terms of the plan.

e Some types of services may be limited or excluded under this plan.

Related Benefit Information
¢ To learn more about terms like medical necessity and provider, see Definitions.
e See Exclusions and Limitations for a complete description of limitations and exclusions.

e This plan complies with state and federal regulations about diabetes medical treatment coverage. See
Preventive Care, Prescription Drugs, Home Medical Equipment (HME) Orthotics, Prosthetics and
Supplies, and the Foot Care benefits.

Medical services must meet the standards set in our medical and payment policies. The plan uses policies to
administer the terms of the plan. Our policies are available to you and your provider at lifewise.com or by calling
customer service.

Medical policies are generally used to further define medical necessity or investigational status for specific
procedures, drugs, biologic agents, devices, level of care or services.

Payment policies define our provider billing and payment rules. Our policies are based on accepted clinical

practice guidelines and industry standards accepted by organizations like the American Medical Association
(AMA), other professional societies and the Center for Medicare and Medicaid Services (CMS).

38498WA0320014 (01-2024) 20



Acupuncture

The technique of inserting thin needles through the skin at specific points on body to help control pain and other
symptoms. Services must be provided by a certified or licensed acupuncturist.

Important things to know:
e Acupuncture limit is not applicable for treatment of substance use disorders.

Cost Overview

Q
What is covered? What is the limit?
What will | pay?

In-network Out-of-Network

Office and clinic $10 copay, deductible

. 12 visits / year : Not covered
visits waived

Other outpatient i Deductible, then 20%
No limit

g . Not covered
professional care coinsurance

Benefit Overview

cupuncture that is used to:
What services are ¢ Relieve pain
included? e Provide anesthesia for surgery
e Treat a covered illness, injury, or condition
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Allergy Testing and Treatment

Skin and blood tests used to diagnose what substances a person is allergic to, and treatment for allergies.
Services must be provided by a certified or licensed allergy specialist.

Cost Overview

@
[}
What is covered?

What is the limit? $

What will | pay?

In-network Out-of-network
. i 0
Testing and No limit Deduct_lble, then 20% Not covered
treatment coinsurance
Benefit Overview
e Testing

What services are
included?

e Allergy shots

Serums

Related benefit *
information

If you receive allergy testing in an office setting, you may also be billed for an
office visit. See Professional Visits and Services.
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Ambulance
Medical transportation, usually for emergencies.

Important things to know:
e Air or sea emergency transport is only covered under certain circumstances.
See the Benefit Overview below for full details.

Cost Overview

(_E,)

=]
What is covered? What is the limit? What will | pay?
In-network Out-of-network
Ambulance No limit $175 copay, deductible $175 copay, m-n_etvvork
waived deductible waived

Benefit Overview

Transport to the nearest facility that can treat your condition.

Medical care you get during the trip

Transport from one medical facility to another, as needed for your condition
Transport to your home when medically necessary.

These services are only covered when:

e Any other type of transport would put your health or safety at risk.
e The service is from a licensed ambulance.

e Itis for the member who needs transport.

What services are
included?

Air or sea emergency transportation is only covered when all the above
requirements for ambulance services are met and:

e Transport takes you to the nearest available facility that can treat your
condition.

e Geographic restraints prevent use of a ground transport.
e Ground emergency transportation would put your health or safety at risk.

What is excluded? ) .
(LifeWise pays 0%) |* Services from an unlicensed ambulance.

Related benefit o Ambulance services that are not for an emergency must be medically
information necessary and need prior authorization. See Prior Authorization.

Additional Information
Ambulances that do not have an agreement with us will be paid based on billed charges.
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At-Home Care

This section will go over the two main types of at-home care:
e Home health care (which is occasional and short-term)
e  Skilled hourly nursing (which is intensive and continual care)

Home health care

Home health care is occasional visits by a medical professional employed by a home health agency that is state-
licensed or Medicare-certified. This short-term care is designed to help a patient prevent or recover from an
illness, injury, or hospital stay.

Home health care provided by licensed home health, hospice and home care agencies may be substituted as an
alternative to hospitalization or inpatient care if hospitalization or inpatient care is medically necessary and home
health care:
e can be provided at equal or lesser cost;
e is the most appropriate and cost-effective setting; and
e is substituted with the consent of the member and upon the recommendation of the member's doctor or
licensed provider which will adequately meet the member’s needs.

The decision to substitute less expensive or less intensive services shall be made based on the medical needs of
the member. We may require a written treatment plan that has been approved by the member’s doctor or licensed
provider. Substituted home health care benefits available for hospital care or other inpatient care services are
covered as stated in the Cost Overview.

Important things to know:
e Coverage requires that a provider states in writing that care is needed in your home.

Cost Overview

&
[a]
What is covered? What is the limit? What will | pay?
In-network Out-of-network

$10 copay per day, deductible

. Not covered
waived

Home visits 130 visits / year

Benefit Overview

e Home medical equipment, supplies, and devices billed as part of the home visit.
e Prescription drugs given by the home health agency.
e Physical, occupational, or speech therapy to help regain function.

What services are
included?

When provided by a home health agency, the following are covered:
e Aregistered nurse.
e Alicensed practical nurse.
Whose services are o A licensed physical or occupational therapist.
covered? e A certified speech therapist.
e A certified respiratory therapist.
e A home health aide directly supervised by one of the above listed providers.
e Alicensed social worker.
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e Over-the-counter drugs, solutions, nutritional supplements
What is excluded? [ Non-medical services, like housekeeping
(LifewWise pays 0%) o Services that bring you food or advice about food

e The independent hiring of a nurse by a family or member to provide care without
oversight by a home health agency.

Related benefit e See Home Medical Equipment (HME) Orthotics, Prosthetics and Supplies for
information additional benefit information.

Skilled hourly nursing
Skilled hourly nursing is continuous, daily care for homebound patients with oversight by a home health agency.
This longer-term care is designed to help patients with a chronic illness, injury, or disability.

Important things to know:
e This benefit is only covered when it's an alternative to hospitalization.
e Prior authorization is required.
e Awritten plan of care from your provider is required.

Examples of skilled hourly nursing services include:
e Ventilator dependent or tracheostomy patients
e Patients who are chronically ill and require extensive care to remain at home

Cost Overview

4 S S
Q
What is covered? What is the limit? What will | pay?
In-network Out-of-network

$10 copay per day,

Skilled hourly nursing No limit deductible waived

Not covered

Benefit Overview

Benefits are provided by a registered nurse or licensed practitioner
when:

What services are included? e The patient is homebound,
e Services are medically necessary, and
e Such care is prescribed by a physician.

e Non-medical services, such as housekeeping
e Services that bring you food, such as Meals on Wheels, or advice

What is excluded? about food

(LifeWise pays 0%) e Private duty or 24-hour nursing care. Private duty nursing is the
independent hiring of a nurse by a family or member to provide
care without oversight by a home health agency. The care may be
skilled, supportive or respite in nature.

e See Prior Authorization to learn about the process used to get

Related benefit information - )
this benefit covered.
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Blood Products and Services
Blood components and services, like blood transfusions, which are provided by a certified or licensed healthcare
provider.

Cost Overview

@

[a]

What is covered? What is the limit? What will | pay?
In-network Out-of-network
Blood products and - Deductible, then 20%
) No limit . Not covered
services coinsurance

Benefit Overview

What services are s Blood products and services that either help with prevention or diagnosis and
included? treatment of an illness, disease, or injury.
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Chemotherapy and Radiation Therapy

Treatment which uses anti-cancer drugs (chemotherapy) or high-energy beams (radiation) to shrink or kill cancer
cells.

Important things to know:

e Chemotherapy and radiation must be prescribed by a provider and approved by LifeWise to be
covered. See Prior Authorization.

e If you are prescribed oral chemotherapy, it is covered under Prescription Drugs.

Cost Overview

? &
5]
What is covered? What is the limit? What will | pay?
In-network Out-of-network |

Deductible, then 20%

Facility charges No limit ' Not covered
coinsurance
Professional o Deductible, then 20%
; No limit . Not covered
services coinsurance

Benefit Overview

Outpatient chemotherapy and radiation therapy
Supplies, solutions, and drugs used during a chemotherapy or radiation visit
Tooth extractions to prepare your jaw for radiation therapy

What services are
included?

Related benefit e See Prior Authorization for more information on getting prior approval for services.
information e See Prescription Drugs for information on oral chemotherapy.
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Chiropractic Adjustments

This benefit covers spinal and other adjustments to treat a covered iliness, injury, or condition. Adjustments are
often performed by chiropractors but may also be provided by other licensed professionals such as osteopathic
physicians and physical therapists.

Cost Overview

7 © S
a
What is covered? What is the limit? What will | pay?
In-network Out-of-network

Adjustments 10 visits / year $10 copay, deductible waived Not covered

Benefit Overview

What services are _ . . .
included? e Spinal manipulations and adjustments

e Your healthcare provider may give you physical therapy services in addition to
adjustments. These services are covered under Rehabilitation Therapy and
Neurodevelopmental (Habilitation) Therapy.

e You may receive x-rays during your adjustment visit. These services are covered
under Diagnostic X-ray, Lab and Imaging.

Related benefit
information
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Clinical Trials

Qualified clinical trials are scientific studies that test and improve treatments of cancer and other life-threatening
conditions.

Important things to know:

e To be covered, the clinical trial must be suitable for your health condition, and you must be enrolled in
the trial at the time of treatment. We encourage you or your provider to call customer service before you
enroll in a clinical trial.

e What you pay and what is covered is based on the type of service you get. See Related Benefit
Information below for details.

Cost Overview
@
]
What is covered? What is the limit? What will | pay?
In-network Out-of-network

Routine patient care

. . No limit Covered as any other service Not covered
during the trial

Benefit Overview

What services are  lo Qualified clinical trial medical services and drugs that are already covered under
included? this plan.

e The drug, device, or service being tested by the trial
e Costs for treatment outside of patient care

What is excluded? Trav§l, housm.g, and meall costsf relateé to the trial .

(LifeWise pays 0%) [* Services provided to you in a clinical trial that are fully paid for by another source.

e Services that are not consistent with established standards of care for a certain
condition.

e Services that are not routine costs normally covered under this plan.

e You may have additional costs for other services such as x-rays, labs, prescription
drugs, and hospital facility charges. See those covered services for details.

i e Facility charges are covered under Hospital.

Related benefit o
information e See Prescription Drugs.

e Office visits are covered under Professional Visits and Services.

e Lab and diagnostic tests that are primarily for patient care are covered under
Diagnostic X-Ray, Lab, and Imaging.

Additional Information

A qualified clinical trial means a phase |, Il, llI, or IV clinical trial conducted in relation to the prevention, diagnosis,
or treatment of cancer or other life-threatening diseases or conditions, and it is either federally funded or
approved, conducted under FDA investigational new drug application, or drug trial exempt from FDA
investigational new drug application.
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The study must be approved by an institutional review board that complies with federal standards for protecting
human research subjects and one or more of the following:

The US Department of Health and Human Services, National Institutes of Health, or its institutes or
centers

The United States Food and Drug Administration (FDA)
The US Departments of Veterans Affairs or Defense

An institutional review board in this state that has a multiple project assurance contract approval by the
Office of Protection for the Research Risks of the National Institutes of Health.

A qualified research entity that meets the criteria for National Institutes of Health Center Support Grant
eligibility

A National Institutes of Health (NIH) cooperative group or center that is a formal network of facilities that
collaborate on research projects and have an established NIH-approved peer review program operating
within the group including, but not limited to, the NCI Clinical Cooperative Group and the NCI
Community Clinical Oncology Program.
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Dental Injury and Facility Anesthesia

This section will go over two types of dental care:
e Dental care for medical injuries.
e Anesthesia for routine dental care when medically necessary.

Dental Injuries
This benefit covers exams and treatments of injuries to the gum, tooth, and jaw; and oral surgery when related to
an accident/injury and is medically necessary.

Important things to know:

e Treatment of dental injuries are covered within 12 months of the injury. If more time is needed, ask
your provider to contact LifeWise customer service.

e Treatments for an injury can result in multiple charges for things like facility, exams, and tests used to
diagnose your condition. You may receive separate bills for each charge. See Related Benefit
Information below for details

e This benefit covers sound and natural teeth that:

¢ Do not have decay
¢ Do not have a large number of restorations, such as crowns or bridge work
¢ Do not have gum disease or any condition that would make them weak
e Sound natural tooth means a tooth that:
¢ Is organic and formed by the natural development of the body (hot manufactured)
Hasn’t been extensively restored
Hasn’t become extensively decayed or involved in periodontal disease
Isn’t more susceptible to injury than a whole natural tooth

Cost Overview
? & 8
]
What is covered? What is the limit? What will | pay?
In-network Out-of-network

Exams and treatment No limit Covered as any other service | Covered as any other service

Benefit Overview

Dental Injury

What services are * Exams .
included? e Consultations

e Treatment of dental injuries to teeth, gum, and jaw

e Oral surgery

e Routine dental care, including the professional charges of the dentist or services
What is excluded? received in the dental office

(LifeWise pays 0%) e Injuries from biting or chewing, including injuries from a foreign object in food
e Oral surgery treating any fracture of the mandible (jaw)

e You may have additional costs for other services such as x-rays, labs, and hospital
facility charges. See those covered services for details.

e Facility charges are covered under Hospital.
e See Prescription Drugs.
e Lab and diagnostic tests are covered under Diagnostic X-Ray, Lab, and Imaging.

Related benefit
information
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e If surgery is needed due to injuries that involve dental or oral conditions, treatments
would be covered under Surgery.

Anesthesia for Routine Dental Care
Anesthesia for routine dental care is covered for any one of the following reasons when medically necessary:

e The member is under age 19 and failed patient management in the dental office.

¢ The member has a disability, medical, or mental health condition making it unsafe to have care in a dental
office.

¢ The severity and extent of the dental care prevents care in a dental office.

Cost Overview

Y ©

e 5 What is the limit? What will | pay?
What is covered? In-network Out-of-network

Deductible, then 20%

X Not covered
coinsurance

Anesthesiologist No limit

Outpatient surgery

No limit Deductible, then $325 copay Not covered
center
Deductible, then $425 copay
Inpatient facility care No limit per day, up to 5 days per Not covered
admit
_ _ Deductible, then $425 copay
Inpatient professional No limit per day, up to 5 days per Not covered
care admit

Benefit Overview

Dental Anesthesia

e General anesthesia provided by an anesthesia professional other
than the dentist or the physician performing the dental care

What is excluded? e Routine dental care, including the professional charges of the
(LifeWise pays 0%) dentist or services received in the dental office

e Tooth extractions related to radiation treatment are covered under
Chemotherapy and Radiation Therapy.

e Services related to TMJ are covered under Temporomandibular
Joint Disorders Care (TMJ).

Related benefit information
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Diagnostic X-ray, Lab, and Imaging
Diagnostic x-ray, lab and imaging services are basic and major medical tests that help find or identify diseases.

Important things to know:
e Some tests or imaging may require LifeWise’s approval to be covered. See Prior Authorization.
e Atypical diagnostic test can result in multiple charges for things like an office visit, test, and
anesthesia. You may receive separate bills for each charge.

Cost Overview

7 &
]
What is covered? What is the limit? What will | pay?
In-network Out-of-network

Preventive care

. No limit No charge Not covered
screening/tests

Basic diagnostic x- No limit $40 copay, deductible waived Not covered
ray and imaging

Basic diagnostic lab
and professional No limit $20 copay, deductible waived Not covered
services
1 0,
. No limit Deduct_lble, then 20% Not covered
Major coinsurance

Diagnostic and

supplemental breast No limit No charge Not covered

exams

Benefit Overview

e Bone density screening for osteoporosis
e Cardiac tests, including ECG, EKGs, and nuclear cardiology
e Colonoscopy
e Diagnostic images and scans, such as:
o X-ray
¢ Ultrasound
e Mammogram (including 3-D) for a medical condition
¢ MRI (Magnetic Resonance Imaging)
¢ MRA (Magnetic Resonance Angiography)
e CT scan (Computed Tomography)
e PET scan (Positron Emission Tomography)
e Laboratory services

What services are included?
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e Lung function tests
e Neurological and neuromuscular tests
e Pathology tests

e Diagnosis and treatment of underlying medical conditions that may
cause infertility

e Treatment of infertility, including but not limited to surgery, fertility

What is excluded? drugs, and other medications associated with fertility treatment.

(LifeWise pays 0%) e Non-diagnostic testing or screening required for employment,
schooling, or public health reasons that is not for the purpose of
treatment.

e You may have additional costs for other services such as hospital
facility charges. See those covered services for details.

e Facility charges are covered under Hospital.

e See Emergency Services for diagnostic tests in an emergency
room.

e See Maternity Care for diagnostic tests on a fetus.

Related benefit information e See Preventive Care for routine screening of health status and
other services covered as preventive.

e Genetic testing may be covered in some cases. Call customer
service before seeking testing since it may require Prior
Authorization. When prescribed by an in-network provider, prior
authorization is not required for biomarker testing for members with
stage 3 or 4 cancer, or for members with recurrent, relapsed,
refractory, or metastatic cancer.

Additional Information

Diagnostic breast examination for the purpose of this Diagnostic X-Ray, Lab and Imaging benefit means a
medically necessary and appropriate examination of the breast, including an examination using diagnostic
mammography, breast magnetic resonance imaging, or breast ultrasound, that is used to evaluate an abnormality.

e seen or suspected from a screening examination for breast cancer, or
e detected by another means of examination.

Supplemental breast examination for the purpose of this Diagnostic X-Ray, Lab and Imaging benefit means a
medically necessary and appropriate examination of the breast, including an examination using breast magnetic
resonance imaging or breast ultrasound, that is:

e used to screen for breast cancer when there is no abnormality seen or suspected; and

e based on personal or family medical history, or additional factors that may increase the member's risk of
breast cancer.
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Dialysis
Dialysis is a treatment that performs the functions of healthy kidneys. It is needed when your own kidneys can’t
take care of your body’s needs.

Important things to know:

In the case of dialysis, we recommend calling customer service to find in-network providers.

If you have end-stage renal disease (ESRD), you may be eligible for Medicare. We recommend that
you enroll in Medicare as soon as possible if you are eligible. This will reduce your costs substantially.

When covered dialysis services are provided by an out-of-network provider in a county in Washington
state where no in-network providers are available, the in-network cost shares will apply.

Medicare has a waiting period, generally the first 90 days after dialysis starts. Medicare doesn’t start
covering any of your costs until after that waiting period.

Cost Overview

r‘_?)
a

What is covered? What is the limit? What will | pay?

In-network Out-of-network

Deductible, then 20%

. Not covered
coinsurance

Dialysis No limit

Benefit Overview

What services are i ) ) . . . . .
included? e Dialysis treatments in an outpatient facility or hospital setting or in your home.
e See Prescription Drugs for medications for use after you leave the dialysis facility.
Related benefit e See How Providers Affect Your Costs for information about when out-of-network
information providers are covered.
e See Allowed Amount in Important Plan Information.
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Emergency Services

An emergency medical condition is an illness, injury, symptom, or condition so serious that you need care right
away to avoid harm. This plan provides worldwide coverage for emergency services.

facility.

Important things to know about emergency services:

e A typical emergency room visit results in multiple charges for things like the facility, professional
services, and tests used to diagnose your condition. You may receive separate bills for each charge.

e Once you're stabilized, you will incur out-of-network charges if you choose to stay in an out-of-network

e The copay is waived if you are admitted as an inpatient through the emergency room. The copay is
waived if you are transferred and admitted to a different hospital directly from the emergency room.

Cost Overview

(_E,/\l
5]

What is covered?

Facility charges
(ER copay waived if
admitted)

Professional
services

Benefit Overview

What services are
included?

O S

What is the limit? What will | pay?

In-network Out-of-network

In-network deductible, then

No limit Deductible, then $425 copay $425 copay

In-network deductible, then

No limit Deductible, then $425 copay $425 copay

Emergency room and provider services
Equipment, supplies, and drugs used in the emergency room

Diagnostic tests performed with other emergency services
(some may have additional costs, like x-rays or labs)

Medically necessary detoxification

Services and exams to stabilize an emergency medical condition, including mental
health or substance use disorder

Emergency services for complications from non-covered services

What is excluded?
(LifeWise pays 0%)

e If you use ambulance services that are not for an emergency

Related benefit

information °

e See Ambulance for additional benefit information.

See Prescription Drugs for benefits related to medications for use after you leave
the emergency room.
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Foot Care

This section will cover medically necessary foot care services that need care from a provider. Routine foot care is
covered for some medical conditions, as indicated below.

Examples of medical conditions include:
e Diabetes
e Lymphedema
e Athlete’s foot
e Bunions
e Fungus of the foot or toenails
e Ingrown toenails
o Warts
e Any other medical diagnosis or service in which foot care is deemed medically necessary.

Cost Overview

@
Q

What is covered? What is the limit? What will | pay?
In-network Out-of-network
In an office or clinic No limit See Professm_nal Visits and Not covered
Services
I 0,
All other No limit Deductible, then 20% Not covered

professional settings coinsurance

Benefit Overview

What services are  * Medically necessary foot care performed by a licensed provider

included? e A medical provider can cut or remove corns, calluses, and nails related to a certain
medical condition.

e Routine foot care, such as trimming of nails and removing calluses, that can be
What is excluded? done by the member or a caregiver and that do not require skills from a qualified
(LifeWise pays 0%) provider

e Non-medically necessary foot care

Related Benefit e When prescribed by a provider, corrective or therapeutic shoes and orthotics are
covered under Home Medical Equipment (HME) Orthotics, Prosthetics and

Information g
Supplies.

38498WA0320014 (01-2024) 37



Gender Affirming Care

Medically necessary services and care related to gender-affirming medical care or surgery.

Important things to know:

o Benefits are provided for all gender affirming surgical services which meet the criteria of the LifeWise
medical policy, including facility and anesthesia charges related to the surgery. Our medical policies are
available from customer service, or at lifewise.com.

e Gender affirming surgery results in multiple charges for things like the facility and professional services.
You may receive separate bills for each charge.

Cost Overview

? & ¢

a
What is covered? What is the limit? What will | pay?
In-network Out-of-network
Office and clinic - See Professional Visits and
g No limit . Not covered
visits Services
Inpatient Deductible, then $425 copay
professional No limit per day, up to 5 days per Not covered
services admit

Deductible, then $425 copay
Inpatient facility care No limit per day, up to 5 days per Not covered
admit

Benefit Overview

e Gender-affirming surgeries

What services are included e For a full list of services, see our medical policy by calling customer
service or visit lifewise.com.

e Procedures that are not medically necessary for gender affirming
What is excluded? surgery

(LifeWise pays 0%) e Surgery to change the appearance of prior gender change
procedures, except when medically necessary

e For mental health services, see Mental Health Care.

e Hormone treatments are covered under the Prescription Drugs
benefit.

Related benefit information
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Home Medical Equipment (HME), Orthotics, Prosthetics and Supplies

Medical products used to regain functionality or treat a medical condition.

Important things to know:

Check with LifeWise before buying or renting items

e Equipment and supplies are covered only when a provider states in writing that they are needed.
e Not all equipment or supplies are covered.
e Prior authorization may be required.

e You must buy HME from approved providers.
For a list of providers, visit lifewise.com or call customer service.

e You can rent HME, up to the purchase price. After that, you pay 100% of costs out of pocket.

e Sales tax, shipping and handling costs apply to any limit if billed and paid separately.

Cost Overview

_(_?{]
[ ]
What is covered? What is the limit? What will | pay?
In-network Out-of-network

Home medical

equipment, orthotics, Deductible, then 20%

. No limit . Not covered
prosthetics, and coinsurance
supplies
Foot orthotics and Deductible. then 205
therapeutic shoes No limit eductible, then ° Not covered

coinsurance

Benefit Overview

External Prosthetics and Orthotic Devices:

To replace, correct, or straighten a body limb.

Home Medical Equipment and supplies (fitting costs and sales tax) such as:
e Wheelchairs

e Hospital beds

e Traction equipment

e Crutches

What services are |* Ventilators
included? e Insulin pump / blood glucose monitor and supplies

Orthopedic Shoes and Shoe Inserts:

For the treatment of complications from diabetes or other medical disorders that
cause foot problems.

Medical Vision Hardware:

For members age 19 and older to correct vision due to medical eye conditions such
as:

e Corneal ulcer, abrasion, or recurrent erosion
e Bullous keratopathy
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Tear film insufficiency
Aphakia

Sjogren’s disease
Congenital cataract
Keratoconus
Progressive high (degenerative) myopia
Irregular astigmatism
Aniridia

Aniseikonia
Anisometropia
Pathological Myopia
Post traumatic disorders

What is excluded?
(LifeWise pays 0%)

Supplies or equipment not primarily intended for medical use
Special or extra-cost convenience features

Items such as exercise equipment and weights

Physical changes to your house or personal vehicle (like elevators)
Over-bed tables, vision aids, and telephone alert systems

e Non-wearable defibrillators, trusses, and ultrasonic nebulizers
e Over-the-counter orthotic braces and/or cranial banding

Blood pressure cuffs/monitors (even if prescribed by a physician)
Bed-wetting (enuresis) alarm

Compression stockings which do not require a prescription

Orthopedic shoes used for sport, recreation, or similar activity

Penile prostheses

Hair prostheses, such as wigs or hair weaves, transplants and implants

Related benefit

information o

See Pediatric Vision Care for routine eye exams, eyeglasses and contact lenses,
and medical vision hardware for members under age 19.

See Rehabilitation Therapy for additional benefit information.

See Prescription Drugs for some diabetic testing supplies which can be
purchased in a pharmacy.

See Surgery for prosthetics, intraocular lenses, equipment, or devices which
require surgery.

Breast pumps are covered under Preventive Care.

Not all equipment or supplies are covered. Some items need prior authorization
from us. See Prior Authorization for details.
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Hospice Care

A facility or program that provides palliative and supportive care, usually for terminally ill members.

Important things to know:
e Care is covered when a provider states in writing that care is needed.
e Inpatient care is only covered when it's an alternative to hospitalization or a skilled nursing facility.
o After lifetime maximum for respite care is met, you pay 100% of costs out of pocket.

Cost Overview

@
. [}
What is covered?

Home visits

Outpatient respite
care

Inpatient respite care

Benefit Overview

What services are
included?

O S

What is the limit? What will | pay?

In-network Out-of-network

$10 copay per day, deductible

. Not covered
waived

No limit

Deductible, then 20%

. Not covered
coinsurance

14 days / lifetime

Deductible, then $425 copay
14 days / lifetime per day, up to 5 days per Not covered
admit

Nursing care provided by or under the supervision of a registered nurse.

Medical social services provided by a medical social worker who is working under
the direction of a physician; this may include counseling for the purpose of helping
you and your caregivers to adjust to the approaching death.

Services provided by a qualified provider associated with the hospice program.

Short term inpatient care provided in a hospice inpatient unit or other designated
hospice bed in a hospital or skilled nursing facility; this care may be for the purpose
of occasional respite for your caregivers, or for pain control and symptom
management.

Home medical equipment, medical supplies and devices, including medications
used primarily for the relief of pain and control of symptoms related to the terminal
illness.

Home health aide services for personal care, maintenance of a safe and healthy
environment and general support to the goals of the plan of care.

Rehabilitation therapies provided for purposes of symptom control or to enable you
to maintain activities of daily living and basic functional skills.

Continuous home care during a period of crisis in which you require skilled
intervention to achieve palliation or management of acute medical symptoms.

Palliative care for members facing serious, life-threatening conditions, including
expanded access to home based care and care coordination. Participation in
palliative care is usually approved for 12 months at a time and may be extended
based on the member’s specific condition.
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When provided by a hospice that is Medicare-certified or is licensed or certified by the
state it operates in, the following are covered:

e Aregistered nurse.

. e Alicensed practical nurse.
Whose services are

covered? e Alicensed physical or occupational therapist.

e A certified respiratory therapist.

o A certified speech therapist.

e A home health aide directly supervised by one of the above listed providers.
e Alicensed social worker.

e Over-the-counter drugs, solutions, and nutritional supplements
e Services provided to someone other than the ill or injured member
e Services of family members or volunteers

e Services, supplies or providers not in the written plan of care or not named as
covered in this benefit

e Non-medical services, such as spiritual, bereavement, legal or financial counseling

e Normal living expenses, such as food, clothing, and household supplies;
housekeeping services

What is excluded?
(LifeWise pays 0%)

38498WA0320014 (01-2024) 42



Hospital

A hospital is a licensed facility where providers supervise and administer acute care.

hours or more.

Important things to