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MASSACHUSETTS REQUIREMENT TO PURCHASE HEALTH INSURANCE:

As of January 1, 2009, the Massachusetts Health Care Reform Law requires that Massachusetts residents,
eighteen (18)years of age and older, must have health coveragethat meets the Minimum Creditable Coverage
standards set by the Commonwealth Health Insurance Connector*, unless waived from the health insurance
requirement based on affordability orindividual hardship. For moreinformationcall the Connector at 1-877-MA-
ENROLL or visitthe Connector website (www.mahealthconnector.org).

This health plan meets Minimum Creditable Coverage standards that were effective January 1, 2009 as part of the
Massachusetts Health Care Reform Law. If you purchase this plan, you will satisfy the statutory requirementthat you have
health insurance meeting these standards.

THIS DISCLOSURE IS FORMINIMUM CREDITABLE COVERAGE STANDARDS THAT WERE EFFECTIVE JANUARY
1, 2009. BECAUSE THESE STANDARDS MAY CHANGE, REVIEW YOUR HEALTHPLAN MATERIALEACH YEAR TO
DETERMINE WHETHER YOUR PLAN MEETS THE LATEST STANDARDS.

If you have questions about this notice, you may contact the Division of Insurance by calling (617) 521-7794 or
visiting its website at www.mass.gov/doi.

*Note: Thisincludes health plans approved by the Massachusetts Health Insurance Connector as meeting its Minimum
Creditable Coverage standards.

Capitalized words are defined in Appendix A. 2 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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Address and Telephone Directory

TUFTS HEALTH PLAN
1 Wellness Way
Canton, MA 02021

Member Services Hours:
Monday through Thursday 8:00a.m.-7:00p.m.EST
Friday 10:00 a.m.-5:00p.m. EST

IMPORTANT PHONE NUMBERS:

EMERGENCY Care
For routine care, you should always call your PROVIDER before seeking care. If you have anurgent medical need and
cannot reach your PROVIDER, youshould seek care at the nearest emergencyroom.

Important Note: If needed, call911forEMERGENCY medical assistance. If 911 services are not available inyour area,
call the local numberf oremergency medical services.

Liability Recovery

Call the TUFTS HEALTH PLAN Liability and Recovery Department at 1-888-880-8699, x. 21098 for questions about
coordination of benefitsand workers' compensation. Forexample, call the Liability and Recovery Department if you have
any questions about how TUFTS HEALTH PLAN coordinates coverage with other health care coverage that you may
have. The Liability and Recovery Department is available from 8:00 a.m. - 5:00 p.m. Monday through Friday.

For questions related to subrogation, callaMember Representative at 1-866-352-9114. If you are uncertain which
department can best addressyour questions, call Member Services.

Member Services Department

Call Member Services at 1-866-352-9114 for general questions, benefitquestions, and information regarding eligibility
for enroliment and billing. For help finding a Network Provider, call Member Services and follow the appropriate
prompts. OurMember Services team can help youfind a Provider who is appropriate foryourage, condition and type
of treatment.

For help findinga NETWORK PROVIDER call Member Services and followthe ap propriate prompts. Our Member
Services team can help youfind aProviderwho is appropriate foryourage, condition and type of treatment.

Behavioral Health and Substance Use Disorder Services
If youneed assistance locating aPROVIDER orinfinding information about your behavioral health/substance use
disorderbenefits, please contact the Behavioral Health Department at 1-800-232-1164.

Prescription Drug Benefit: For guestions about your Prescription Drug coverage, please contact CARELINK at
1-800-244-6224.

Services for Hearing Impaired MEMBERS
If you are hearing impaired, the following services are provided:

Telecommunications Device for the Deaf (TDD)
If you have access to a TDD phone, call 711. You will reach our Member Services Department.

Massachusetts Relay (MassRelay)
711

Capitalized words are defined in Appendix A. 3 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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Address and TelephoneDirectory, continued

Fraud and Abuse

You may have questionsaboutbeing billed for services you neverreceived, orthat yourinsurance information has been
stolen or used by someone else. Toreport potential health care fraud or abuse, or if you have questions, please call
Member Services, or email fraudandabuse@tufts-health.com. You can also call our confidential hotline any time at
877-824 7123 or send an anonymous letterto us at:

Tuf ts Health Plan

Attn: Fraud and Abuse

1 Wellness Way
Canton, MA 02021

IMPORTANT ADDRESSES:
Appeals and Grievances Department

If youneed to callus aboutaconcernorappeal, contact Member Services. To submit your appeal or grievance in writing,
send your letter to the P.O. Box address below. Oryoumay fax it to us at 617-972-9509.

TUFTS HEALTH PLAN

Attn: Appeals and Grievances Department
P.O. Box 9193

Watertown MA 02472-9193

You may also submit your appeal or grievance in-person at this address:
TUFTS HEALTH PLAN

1 Wellness Way

Canton, MA 02021

Website
For moreinformation about TUFTS HEALTH PLANand to learnmore about the self-service options that are available to
you, please see the TUFTS HEALTH PLAN website.

COVID-19 Resource Center

For the most up-to-date information on policy changesrelated to COVID-19, please visitourwebsite at https://
tuftshealthplan.com/covid-19/member/latest-updates.

Treatment Cost Estimator

In compliance with Massachusetts law, TUFTS HEALTH PLAN offers a cost transparency estimator tool to
help MEMBERS estimate the cost of COVERED SERVICES. Inorderto accessthis tool, youmustregister at
www.tuftshealthplan.com/members. Once you have registered, enterthe member portal to accessthetool.

Examples of information you can find by using the treatment cost estimator include:

e the estimated ormaximum ALLOWED COSTf oraproposed admission, procedure orservice; and

e the estimated amount youwillbe responsible for paying foradmissions, procedures, or services that are
COVERED SERVICES (including COST SHARING AMOUNTS), based oninformation available to TUFTS
HEALTH PLAN at the time the request is made.

The cost estimates generated bythetool are binding to the extentrequired by Massachusetts law. The actual amount you
may be responsible for paying may vary due to unforeseen services that arise out of the proposed admission, procedure
or service.

Capitalized words are defined in Appendix A. 4 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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Translating Services

Translating services for more than 200 languages
Interpreter and translator services related to administrative procedures are available to assist MEMBERS upon request.

For no cost translation in English, call the number on your ID card.

Arabic . Al gl By o &0 31 o acT¥Y o oA sal Ay Agiandl g 01 A o ) pusal

Chinese T G TR P IChTA - 3T ID R LAYHEGESTES -

French Pour demander une traduction gratuite en francais, composez le numéro indiqué sur votre carte d'identité.

German Um eine kostenlose deutsche ﬁhcr‘sct’f_ung zu erhalten, rufen Sie bitte die Telefonnummer auf Threr
Ausweiskarte an.

Greek N Swpedv petdppacn ota EAANvikd, kedéote Tov apBpd mov avaypagetal oty avayvoploTik] Kdptag
g,

Haitian Creole Pou jwenn tradiksyon gratis nan lang Kreydl Ayisyen, rele nimewo ki sou kat ID ou.

Italian Per la traduzione in italiano senza costi aggiuntivi, & possibile chiamare il numero indicato sulla tessera
identificativa,

Japanese A AREOESEHRICOVTIXID — FIZHFNTHLHBFFICERE L T ES N,

Khmer (Cambodian) tspninshunijst wanfmigm manigr nugminseimsaseiinmaisdfignamnnndnrosssn

Korean St =HE 2= S = HOIAIH, IDE0 2= BHS= HEHSEA 2,

Laotian $13UNuccUwIZIclinwIzatohvlacsuarlgae, lnlumrcbndcisbourarciozegu,
Navajo Doo badh ilini da Diné k'chji dlnéchgo, hodiilnih béésh bee hani'é bee néé ho'dilzingo nantinigii bikas'.
Persian, 433 S O (Aulid @S 33 @ i Oili o ladida e 8 B 4 55 51

Polish Aby uzyska¢ bezptatne thumaczenie w jezyku polskim, nalezy zadzwoni¢ na numer znajdujgcy sie na Pana/i
dowodzie tozsamosci.

Portuguese Para tradugdo gratis para portugués, ligue para o nimero no seu cartdo de identificacéo.

Russian /s nosyvenus yeayr GeciyiaTHoro nepeso/ia Ha pycckHii A3blk NO3BOHHTE 110 HOMEPY, YKasaHHOMY Ha
HeHTHPHKAIHOHHOH KapTouKe,

Spanish Por servicio de traduccidon gratuito en esparniol, llame al namero de su tarjeta de miembro.
Tagalog Para sa walang bayad na pagsasalin sa Tagalog, tawagan ang numero na nasa inyong 1D card.

Vietnamese DE c6 ban dich tiéng Viét khong phai tra phi, goi theo s6 trén thé ciin cudc cla ban.

Telecommunications Device for the Deaf (TDD).
Call 711

Capitalized words are defined in Appendix A. 5 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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CERTIFICATEOFINSURANCE

THIS BOOKLET IS YOUR CERTIFICATE OF INSURANCE forhealth benefits underwritten by Tufts Insurance Company
("TIC"). As described inthis CERTIFICATE, TIC has entered into an agreement with Tuf ts Benefit Administrators ("TBA")
for TBA to administer the health benefits, make a network of PROVIDERS available in Massachusetts and Rhode Island,
and perf orm behavioral health and substance use disorder utilization managementfor services received in Massachusetts
and Rhode Island. TBA and TIC have entered into an agreement with Cigna, under which Cigna, on behalf of TIC,
provides certain administrative services. This includes participating provider network contracting and maintenance outside
of Massachusetts and Rhode Island, medical management, and behavioral health and substance use disorder utilization
management for services received outside of Massachusetts and Rhode Island. Throughout this CERTIFICATE, your
health insurance coverage provided in accordance with this agreement is referred to as CARELINK.

NETWORK PROVIDERS are hospitals, community-based physicians and other community-based health care
professionals working intheir own offices throughoutthe NETWORK CONTRACTING AREA. TUFTS HEALTH

PLAN does not provide health care services to MEMBERS. NETWORK PROVIDERS provide health care services to
MEMBERS. These PROVIDERS are independent contractors and are not the employees oragents of TUFTS HEALTH
PLAN forany purposes.

This CERTIFICATE describes the benefits, exclusions, conditions and limitations provided underthe GROUP CONTRACT
to persons covered underthe GROUP CONTRACT and replaces any CERTIFICATE previouslyissued toyou. Youshould
read this CERTIFICATE f or a complete description of benefits and an understanding of how the preferred provider plan
works.

CHANGES TO THIS CERTIFICATE OF COVERAGE

From time to time, certain sectionsin this CERTIFICATE may change. This may happento complywith a state orfederal
law or regulation. Or, this may happento reflect an enhancement to your plan with us during the year. To check to see
whether this CERTIFICATE has been amended, please go to https:/ftuftshealthplan.com/MA-2022-EOC-amendments
on the website.

Introduction

Welcometo TUFTS HEALTH PLAN. With TUFTS HEALTHPLAN, eachtime you need health care services, you may
chooseto obtainyourhealth care from eithera NETWORK PROVIDER (IN-NETWORK LEVEL OF BENEFITS) or any
NON-NETWORK PROVIDER (OUT OF NETWORK LEVEL OF BENEFITS). Your choice will determine the level of
benef its youreceive foryourhealth care services:

IN-NETWORK LEVEL OF BENEFITS: If yourcareis provided by aNETWORK PROVIDER, youwill be covered at the
IN-NETWORK LEVEL OF BENEFITS.

Capitalized words are defined in Appendix A. 6 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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Introduction, continued

Please seethe “Benefit Overview” and “Plan and Benefit Information” sections, and Chapter 3for further details onyour
coverage and costsformedical services underthis plan.

OUT OF NETWORK LEVEL OF BENEFITS: If your careis provided by a NON-NETWORK PROVIDER, youwillbe
covered at the OUT OF NETWORK LEVEL OF BENEFITS.

COVERED SERVICES Outside of the 50 United States: EMERGENCY care services provided to you outside of the 50
United States qualifyas COVERED SERVICES. Urgent care services while traveling outside of the 50 United States also
gualify as COVERED SERVICES. However, any other service, supply, or medication provided to you outside of the 50
United States is excluded underthis plan.

For additional information about these tiers of benefitsand howto receive covered health care services, please see
Chapter 1. If youhave any questions, please call TUFTS HEALTHPLAN Member Services.

PLEASE READ THIS CERTIFICATE OF INSURANCE CAREFULLY.

This b ook will help youfind answers to your questionsabout TUFTS HEALTH PLAN benefits. Italicized words are defined
in the Glossary in Appendix A.

Your satisfactionwith TUFTS HEALTH PLAN isimportantto Us. If at any time you have questions, please callaMember
Services Representative and We will be happy to help you.

Tuf ts Insurance Company does business under the name TUFTS HEALTH PLAN.

Calls to Member Services
Our Member Services Departmentis committed to excellent service. All calls are recorded for training and quality
purposes.

Capitalized words are defined in Appendix A. 7 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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Contract and Benefit Information

Benefit Limits

Chapter 1- How Your Preferred PROVIDERPlan Works
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OUT-OF-NETWORK LEVEL OF BENEFITS

Continuity Of Care ......cccceevviiee i

INPATIENT Behavioral Health/Substance Use Disorder Services
EMERGENCY Care
URGENT CARE

Financial Arrang ements between TUFTS HEALTH PLAN and NETWORK PROVIDERS ........ccoiiiiiiiiiieieciie e e 38
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Pre-Authorization/Pre-Authorized.............ccooiiiiiiiiie e
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Newborn CHILDREN and ADOPTIVE CHILDREN
Continuing Eligibility for DEPENDENT S
Chapter 3 - COVERED SERVICES
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ACUP UNCLUIE SEIVICES....oiiiiiieiiieeiei et esiee et ee e esaneesnee e
Allergy testing and treatment.........cccocveeeiiiieeeiiiiee e eeiee e
AMDUIANCE SEIVICES. ... ettt e
Autism spectrum disorders —diagnosis and treatment
Beh avioral Health and Substance Use Disorder Services (OUTPATIENT INPATIENT, and Intermediate).................... 50
Cardiac reNabilitaliON SEIVICES . .........ii ittt sttt et e et e e te e sate e saee e teeeateeemseeameeeaseeeabeeanseeanteeanseeasseessneenneaans
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Diabetes self-management training and ed UCAtIONAl SEIVICES.........coiiiiiiiiiiiiiiiie e aeeas 56
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Contract and Benefit Information

This table provides basic information about your benefits under this plan. Please seethe COVERED SERVICEStable
below, “Benefit Limits”,and Chapter 3for specificinformation, including certain benefitrestrictions and limitations (for
example, visit, day, and dollar maximums).

COINSURANCE

COINSURANCE (IN-NETWORK LEVEL OF BENEFITS):

Exceptas describedinthis BenefitOverview, thereis no COINSURANCE for COVERED SERVICES provided by a
NETWORK PROVIDER.

COINSURANCE (OUT-OF-NETWORK LEVEL OF BENEFITS):

Exceptas describedinthe COVERED SERVICES table belowin this section, we pay 80% of the REASONABLE
CHARGE f or all COVERED SERVICES provided in the 50 United States by a NON-NETWORK PROVIDER.
The MEMBER pays the remaining 20%. The MEMBER may also be responsible forany charges in excess of the
REASONABLE CHARGE.

COPAYMENTS

e EMERGENCY Care (IN-NETWORK and OUT-OF-NETWORK LEVEL OF BENEFITS):
e EMERGENCY room $250.00 COPAYMENT applies per visit.
Note:

¢ AnEMERGENCY room COSTSHARING AMOUNT may apply if youregisterinan EMERGENCY room but
leave that f acility without receiving care.

e Other COVERED SERVICES (IN-NETWORK LEVEL OF BENEFITSonly)
e Office Visit(pervisit) $30.00 COPAYMENT.

Note: Applies to IN-NETWORK Office Visits for diagnostic cytological exams (Pap Smears), non-routine
immunizations, behavioral health and substance use disorders; family planning services; diabetes self-management
training and educational services; nutritional counseling; visits to a LIMITED SERVICE MEDICAL CLINIC; non-
routine OUTPATIENT maternity care (pre-natal and post-partum), routine eye exam and othervisioncare.

e Visitstoa FREE-STANDINGURGENT CARE $30.00 COPAYMENT.
CENTER (pervisit)
e INPATIENT Services DEDUCTIBLE then Covered infull.
e DAY SURGERY DEDUCTIBLE then Covered in full.
Capitalized words are defined in Appendix A. 11 To contact Member Services, call 1-866-352-9114, or see

our website at www.tuftshealthplan.com/carelink
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Notes:

In accordance with the Affordable Care Act (ACA), preventive care services -- including women'’s preventive health
care services, preventive care visits, certain prescription medications, and certain over-the-counter medications when
prescribed by alicensed PROVIDER and dispensed at apharmacy pursuant to a prescription --are now covered in
full. For more information on what services are now covered infull, please see https://www.tuftshealthplan.com/
documents/providers/payment-policies/preventive-services. If you have any questions about whether specific
services are considered preventive underthe ACA, please call Member Services.

Diagnostic OUTPATIENT services rendered in conjunction with a routine physical examination (i.e., a preventive care
visit) may be subject to COST SHARING AMOUNTS. For example, diagnostic testing and diagnostic laboratory tests
provided during a preventive care visitare covered as described under “Diagnostic testing” and “Laboratory tests” below.
For certaindiagnostic OUTPATIENT services provided in conjunction with a preventive care visit, you may be charged ar
office visit COST SHARING AMOUNT.
For certain OUTPATIENT services, youmay be billed both afacility fee and a separate physician fee forasingle episode
of care if the services are providedinahospitalsetting. f the COSTSHARING AMOUNTS forthe OUTPATIENT
serviceincludes aDEDUCTIBLE or COINSURANCE charge, that charge willapply to bothfees. fthe COST SHARING
AMOUNT is a COPAYMENT charge, only asingular COPAYMENTwillapply unless otherwise specified inthe “Benefit
Overview.”

COST SHARING AMOUNTS f or URGENT CARE services vary depending on:

e |ocationwhere services are provided (for example, PROVIDER’s office, LIMITED SERVICE MEDICAL CLINIC,
FREE-STANDING URGENT CARE CENTER, or EMERGENCY room); and

e any additional Diagnostic OUTPATIENT services provided during the visit. Such services including but are not
limited to laboratorytests, x-rays,or DURABLE MEDICAL EQUIPMENT may be subjectto separate COST
SHARING AMOUNTS (see the "Benefit Overview"). For more information, please callMember Services.

DEDUCTIBLE- (IN-NETWORK):

The benef it schedule later in the section tells you what benefits are subject to the IN-NETWORK DEDUCTIBLE and
other COST SHARING AMOUNTS you pay under this plan. Your DEDUCTIBLE appliesto all COVERED SERVICES at
the IN-NETWORK Level of Benefitsexcept as listed inthe benefit schedule. If your DEDUCTIBLE exceeds $2,700 per
individual or $5,400 per family, your employer will be required to fund a Health Reimbursement Accountforyouinthe
amount that exceeds $2,700 perindividual or $5,400 perfamily.

Individual DEDUCTIBLE: $250.00 per CONTRACTYEAR

An Individual DEDUCTIBLE of $250.00 applies to each MEMBER for COVERED SERVICES received at the IN-
NETWORK LEVEL OF BENEFITS per CONTRACTYEAR.

Family DEDUCTIBLE: $250.00 per MEMBER and $750.00 per family each CONTRACT YEAR

NOTE: The Family DEDUCTIBLE is satisfied with any combination of DEDUCTIBLE payments for COVERED
SERVICES forany enrolled MEMBERSs. If any enrolled MEMBER inafamily meetsthe Individual DEDUCTIBLE before
the Family DEDUCTIBLE is met; then coverage will begin for that MEMBER; (1) subject to any other COST SHARING
AMOUNTS that may apply, and (2) any such cost sharing will not count toward the Family DEDUCTIBLE.

The following amounts do not count towards your DEDUCTIBLE:

e Any amount youpay forservices, supplies, ormedicationsthat are not COVERED SERVICES.
Costs in excess ofthe REASONABLE CHARGE.
e The premium youpay forthis plan.

e Any DEDUCTIBLE amount paid by the MEMBER for a COVERED SERVICE rendered during the last 3
months of a CONTRACT YEAR shall be carried forward to the next CONTRACT YEAR's DEDUCTIBLE.
Any DEDUCTIBLE amount carried forward will be applied to the next CONTRACTYEAR OUT-OF POCKET
MAXIMUM.

Capitalized words are defined in Appendix A. 12 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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DEDUCTIBLE - (OUT-OF-NETWORK):

Individual DEDUCTIBLE: $500.00 per CONTRACT YEAR
An Individual DEDUCTIBLE of $500.00 applies to each MEMBER for COVERED SERVICES per CONTRACT YEAR|
Family DEDUCTIBLE: $500.00 per MEMBER and $1,500.00 per family each CONTRACT YEAR

NOTE: The Family DEDUCTIBLE is satisfied with any combination of DEDUCTIBLE payments for COVERED
SERVICES forany enrolled MEMBERSs. If any enrolled MEMBER inafamily meetsthe Individual DEDUCTIBLE before
the Family DEDUCTIBLE is met; then coverage will begin forthat MEMBER; (1) subjectto any other COST SHARING
AMOUNTS that may apply, and (2) any such cost sharing will not count toward the Family DEDUCTIBLE.

Note:

e Any amount paid by the MEMBERfor a COVERED SERVICE rendered during the last 3 months of a CONTRACT
YEAR shall be carried forward to the next CONTRACT YEAR's DEDUCTIBLE. Any DEDUCTIBLE amount canied
forward will be applied to the next CONTRACT YEAR OUT-OF POCKETMAXIMUM.

Capitalized words are defined in Appendix A. 13 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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OUT-OF-POCKET MAXIMUM (IN-NETWORK):
Individual OUT-OF-POCKET MAXIMUM: $3,000.00
Family OUT-OF-POCKET MAXIMUM: $3,000.00 per MEMBER and $6,000.00 per family

Any DEDUCTIBLE, COPAYMENT, or COINSURANCE amountyou pay for COVERED SERVICESunderthis plan countg
towards your OUT-OF-POCKET MAXIMUM. Once you have satisfied your OUT-OF-POCKET MAXIMUM, you are no
longer responsible for DEDUCTIBLES, COPAYMENTS, or COINSURANCE.

Note: Under a f amily plan, any combination of enrolled MEMBERS in a family can contribute toward meeting the
Family OUT-OF POCKET MAXIMUM. Once the Family OUT-OF POCKETMAXIMUM is met during a Contract Year, we
beginto pay for Covered Servicesforall enrolled Members inafamily under the terms of this Certificate. If any enrolled
Memberin a family meets the Individual OUT-OF POCKET MAXIMUM before the Family OUT-OF POCKET MAXIMUM
is met, then: (1) that Member has met his/her OUT-OF POCKET MAXIMUM requirement; and (2) we will beginto pay for
his/her COVERED SERVICES, subjectto theterms of this CERTIFICATE.

The following amounts do not count towards your OUT-OF POCKET MAXIMUM:
e Any amount youpay forservices, supplies, ormedicationsthat are not COVERED SERVICES.

e Costsinexcess ofthe REASONABLE CHARGE.
e The premium you pay forthis plan.

OUT-OF-POCKET MAXIMUM - (OUT-OF-NETWORK):
Individual OUT-OF-POCKET MAXIMUM: $6,000.00
Family OUT-OF-POCKET MAXIMUM: $6,000.00 per MEMBER and $12,000.00 per family

Any DEDUCTIBLE, COPAYMENT, or COINSURANCE amount you pay for COVERED SERVICESunderthis plan counts
towards your OUT-OF-POCKET MAXIMUM. Once you have satisfied your OUT-OF-POCKET MAXIMUM, you are no
longer responsible for DEDUCTIBLES, COPAYMENTS, or COINSURANCE.

Note: Under a f amily plan, any combination of enrolled MEMBERS in a family can contribute toward meeting the
Family OUT-OF POCKET MAXIMUM. Once the Family OUT-OF POCKETMAXIMUM is met during a Contract Year, we
beginto pay forCovered Servicesforall enrolled Members inafamily underthe terms of this Certificate. If any enrolled
Memberin a family meets the Individual OUT-OF POCKE T MAXIMUM before the Family OUT-OF POCKET MAXIMUM
is met, then: (1) that Member has met his/her OUT-OF POCKET MAXIMUM requirement; and (2) we willbeginto pay for
his/her COVERED SERVICES, subjectto theterms of this CERTIFICATE.

The following amounts do not count towards your OUT-OF POCKET MAXIMUM:

e Any amount youpay forservices, supplies, ormedicationsthat are not COVERED SERVICES.
e Costs inexcess ofthe REASONABLE CHARGE.
e The premium youpay forthis plan.

PRE-EXISTING CONDITION LIMITATION

There are no pre-existing condition limitations under this plan. You are eligible to use your benefits as of your
EFFECTIVE DATE.

Important Note about your coverage under the Affordable Care Act ("ACA"): Under the ACA, preventive care
services -- including women's preventive health care services, preventive care visits, certain prescription medications,
and certain over-the-counter medications when prescribed by a licensed PROVIDER and dispensed at a pharmacy
pursuant to a prescription -- are now covered in full. These services are listed in the following "Benefit Overview". For
more inf ormation on what services are now covered infull, please see ourwebsite at https:/www.tuftshealthplan.com/
documents/providers/payment-policies/preventive-services.

Capitalized words are defined in Appendix A. 14 To contact Member Services, call 1-866-352-9114, or see
our website at www.tuftshealthplan.com/carelink
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

EMERGENCY Care

Treatment in an
EMERGENCY room

$250.00 COPAYMENT.

Same as the IN-NETWORK LEVEL OF
BENEFITS.

Notes:

e EMERGENCY room COPAYMENT waived if admitted as an INPATENT or DAY SURGERY.
e Observationservices willtake an EMERGENCY room COPAYMENT.

Notes:

e A MEMBERshould call TUFTS HEALTH PLANwithin 48 hours after EMERGENCY careisreceived. Ifyou
are admitted as an INPATIENT, you or someone acting for you must call your PCP or TUFTS HEALTH
PLAN within 48 hours in orderto be covered at the IN-NETWORK LEVEL OF BENEFITS.

e Ifyou are admitted as an INPATIENT after receiving EMERGENCY care, please call TUFTS HEALTH PLAN
in order to have your EMERGENCY room COPAYMENT waived.

Acupuncture services

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Allergy Injections

IN-NETWORK DEDUCTIBLE and then Covered infull

perinjection.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Allergy testing and
treatment

IN-NETWORK DEDUCTIBLE and then Covered in full

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Ambulance services

IN-NETWORK DEDUCTIBLE and then Covered in full

Same as the IN-NETWORK LEVEL OF
BENEFITS.

Notes:

e Ground, sea, and airambulance transportationfor EMERGENCY care are COVERED SERVICES.
o NON-EMERGENCY ambulance transportation is covered onlywhenan AUTHORIZED REVIEWER determinesin
advancethat such services are MEDICALLY NECESSARY.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

To contact MEMBER Services, call 1-866-352-9114 , or see

Capitalized words are defined in Appendix A.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Autism spectrum
disorders - diagnosis
and treatment (AR)

HABILITATIVE orrehabilitative care (including applied
behavioral analysis):

e When provided by aPARAPROFESSIONAL:
$30.00 COPAYMENT.

e When provided by aBOARD-CERTIFIED
BEHAVIOR ANALYST (BCBA): $30.00
COPAYMENT.

e When provided by alicensed physical or
occupational therapist:$30.00 COPAYMENT.

e When provided by alicensed speech-
language therapist oraudiologist: $30.00
COPAYMENT.

Prescription medications: Covered as described
under "Prescription Drug Benefit" in Chapter 3.

Psychiatric and psychological care: Covered as
described under “Behavioral Health/Substance Use
Disorder Services”.

Therapeutic care: Covered as described under
“Treatment of speech, hearing and language
disorders” and “Physical and occupational therapy
services”.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Behavioral Health and Substance Use Disorder Services
To contact the Tuf ts Health Plan Behavioral Health Department, call 1-800-208-9565.

OUTPATIENT
services*

Individual Session - $30.00 COPAYMENT.

Group Sessions - $30.00 COPAYMENT.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

*Certain OUTPATIENT behavioral health and substance usedisorder services may require approva by an AUTHORIZED
REVIEWER. Please see “Behavioral Health and Substance Use Disorder Services” in Chapter 3 or contact the Behavioral
Health Department for more information.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A. 16
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and

limitations (forexample,

visit,day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Medication assisted
treatment, including
methadone

maintenance

Covered in full when provided by a medication
assisted treatment clinic.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

INPATIENT services
(AR)

Facility Services:
IN-NETWORK DEDUCTIBLE and then Covered infull

Professional Services:
IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

MEDICALLY
NECESSARY
treatment in a
behavioral health
residential treatment

facility (AR)

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Intermediate care,
including behavioral
health services

for children and
adolescents (AR)

Note: Prior approval
by the REVIEW
ORGANIZATION

is only requiredfor
certain behavioral
health services

for children and
adolescents. Please
see Chapter 3f ormore
inf ormation about
these services.

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Cardiac rehabilitation
services

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-

Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A.
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Benefit Overview, ¢

ontinued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and

limitations (forexample,

visit,day, and dollar maximums).

administration

Note: For inf ormation
about your coverage
for themedications
used in chemotherapy,
please see “Injectable,
inf used or inhaled
medications” later

in this “Benef it
Overview".

SEVERED YOUR COST
IN-NETWORK LEVEL OF BENEFITS OUT-OF-NETWORK LEVEL OF
SERVICE
BENEFITS
Chemotherapy IN-NETWORK DEDUCTIBLE and then Covered infullf OUT-OF NETWORK DEDUCTIBLE

then COINSURANCE.

Chiropractic care
See "Spinal manipulati

on

Cleft lip and cleft
palate treatment
and services for
CHILDREN

Medical or facial surgery:

DAY SURGERY: Covered as described under “DAY
SURGERY".

INPATIENT SERVICES: Covered as described under
“Hospital Services (acute care)” or “Reconstructive
Surgery and Procedures”.

Oral surgery: Covered as describedunder “Oral
Health Services”.

Dental surgery or orthodontic treatment and
management: Covered in full.

Preventive and restorative dentistry: Covered infull
(see “Clef tlip and cleft palate treatment and services
for CHILDREN"in Chapter 3f ormore information
about what is covered underthis benefit).

Speech therapy and audiology services: Covered
as described under“Treatment of speech, hearing and
language disorders”.

Nutrition services: Covered as described under
“Nutritional counseling”.

Dental surgery or orthodontic
treatment and management:
Covered in full.

Preventive and restorative dentistry:

Covered in full.

All other services:

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

YOUR COST

IN-NETWORK LEVEL OF BENEFITS OUT-OF-NETWORK LEVEL OF
BENEFITS

COVERED
SERVICE

Colonoscopies
See “Diagnostic or preventive screening procedures”
DAY SURGERY FACILITY Services: OUT-OF NETWORK DEDUCTIBLE
IN-NETWORK DEDUCTIBLE and then Covered infull| then COINSURANCE.

Physician, surgical & medical services:
IN- NETWORK DEDUCTIBLE and then Covered infull

Diabetes self- $30.00 COPAYMENT. OUT-OF NETWORK DEDUCTIBLE
management training then COINSURANCE.

and educational

services

Diagnostic Imaging |[General imaging: OUT-OF NETWORK DEDUCTIBLE
(AR) IN-NETWORK DEDUCTIBLE and then Covered infull] then COINSURANCE.

MRI/MRA:

e Generalimaging | \N_NETWORK DEDUCTIBLE and then Covered infull
(such as x-rays

and ultrasounds); CT/CTA: )
and IN-NETWORK DEDUCTIBLE and then Covered infull
e MRI/MRA,CT/ |[PET:

CTA, PET and IN-NETWORK DEDUCTIBLE and then Covered infull

nuclear cardiology. | \yclear cardiology:

IN-NETWORK DEDUCTIBLE and then Covered infull

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL

OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.

(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

To contact MEMBER Services, call 1-866-352-9114 , or see

Capitalized words are defined in Appendix A. 19
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Diagnostic or
preventive screening
procedures

(for example,
proctosigmoidoscopies
colonoscopies and
sigmoidoscopies)

Screening for colon or colorectal cancer in the
absence of symptoms, with or withoutsurgical
intervention:

Covered in full. (not subject to DEDUCTIBLE)

Diagnostic procedure only (for example,
colonoscopies associated with symptoms):
IN-NETWORK DEDUCTIBLE and then Covered infull
Diagnostic procedureaccompanied by treatment/
surgery (for example, polyp removal):
IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Diagnostic testing(AR

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

DURABLE MEDICAL
EQUIPMENT

(AR)

30% COINSURANCE.

OUT-OF NETWORK DEDUCTIBLE
then 30% COINSURANCE.

Early intervention
services for a
DEPENDENT CHILD

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Extended Care (AR)
(BL)

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-

Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and

limitations (forexample,

visit,day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Family planning
(procedures, services
and contraceptives)

Office Visit:
$30.00 COPAYMENT

DAY SURGERY:
IN-NETWORK DEDUCTIBLE and then Covered in full

Note: Under the ACA, women’s preventive health
services, including contraceptives and female
sterilizationprocedures, are coveredinf ullat the IN-
NETWORK LEVEL OF BENEFITS. Todetermine
whether aspecific family planning service is coveredin
fullorsubjectto aCOST SHARING AMOUNT, please
see https://www.tuftshealthplan.com/documents/
providers/payment-policies/preventive-services, or
call Member Services.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Hearing aids

Hearing aids for CHILDREN age 21 and under:

Hearing aids for CHILDREN

30% COINSURANCE.
Hearing aids for MEMBERS age 22 and over:
30% COINSURANCE.

age 21 and under: OUT-OF
NETWORK DEDUCTIBLE then 30%
COINSURANCE.

Hearing aids for MEMBERS

age 22 and over: OUT-OF
NETWORK DEDUCTIBLE then 30%
COINSURANCE.

Hemodialysis

IN-NETWORK DEDUCTIBLE and then Covered in full

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Home health care (AR)

IN-NETWORK DEDUCTIBLE and then Covered in full

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Hospice care services

IN-NETWORK DEDUCTIBLE and then Covered in full

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Hospital INPATIENT
care (acute care) (AR)

EACILITY Services:
IN-NETWORK DEDUCTIBLE and then Covered in full

Physician, surgical & medical services:
IN-NETWORK DEDUCTIBLE and then Covered infull.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-

Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and

limitations (forexample,

visit,day, and dollar maximums).

YOUR COST

COVERED
SERVICE

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Human leukocyte
antigen testing or
histocompatibility locug
antigen testing

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Immunizations and
vaccinations

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Infertility services

Note: Prior approval
by the REVIEW
ORGANIZATION

is only required for
cryopreservation
services; all other
assisted reproductive
technology procedures
are covered without
prior approval. Please
see Chapter 3f ormore
inf ormation about
these services.

IN-NETWORK DEDUCTIBLE and then Covered infull

Note: Approved Assisted Reproductive Technology
services are subject to the IN-NETWORK
DEDUCTIBLE and then Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Injectable, infused, or
inhaled medications
(AR)

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Laboratory tests (AR)

Note: Incompliance
with the ACA,
laboratory tests

perf ormed as part of
preventive care are
covered inf ull at the
IN-NETWORK LEVEL
OF BENEFITS.

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Lead screenings

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-

Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

SEVERED YOUR COST
IN-NETWORK LEVEL OF BENEFITS OUT-OF-NETWORK LEVEL OF
SERVICE
BENEFITS
Mammograms Routine mammograms: Covered in full. OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.
Diagnostic mammogqrams OUT-OF NETWORK DEDUCTIBLE

IN-NETWORK DEDUCTIBLE and then Covered infull then COINSURANCE.

Maternity Care

OUTPATIENT |Routine maternity care: Covered in full. OUT-OF NETWORK DEDUCTIBLE
NOTES: then COINSURANCE.

o Routinelaboratory tests associated withmaternity
care are covered in full at the IN-NETWORK
LEVEL OF BENEFITS, in accordance with the
ACA.

o Atthe IN-NETWORK LEVEL OF BENEFITS,
MEMBER COST SHARING will apply todiagnostic
tests or diagnostic laboratory tests whenthey
are ordered during aroutine maternity care visit.
Please see "Diagnostic testing" and "Laboratory
tests" forinformation onyour COSTSHARING
AMOUNTS f orthese services.

Non-Routine maternity care:

$30.00 COPAYMENT per visit.

All other services:

IN-NETWORK DEDUCTIBLE and then Covered infull

INPATIENT IN-NETWORK DEDUCTIBLE and then Covered infull

Medical Supplies IN-NETWORK DEDUCTIBLE and then Covered infullf OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL

OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.

(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

To contact MEMBER Services, call 1-866-352-9114 , or see

Capitalized words are defined in Appendix A. 23
our website at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

YOUR COST
IN-NETWORK LEVEL OF BENEFITS OUT-OF-NETWORK LEVEL OF
BENEFITS
Nutritional counseling | Preventive nutritional counseling: Covered in full.| OUT-OF NETWORK DEDUCTIBLE
All other nutritional counseling services: then COINSURANCE.
$30.00 COPAYMENT.

Note: Nutritional counseling services are covered in
full at the IN-NETWORK LEVEL OF BENEFITS when
they are provided as preventive services, as defined
by the U.S. Preventive Services Task Force. Please
see "Nutritional Counseling" in Chapter 3formore

COVERED
SERVICE

inf ormation.
Office visits to $30.00 COPAYMENT. OUT-OF NETWORK DEDUCTIBLE
diagnose and treat | Note: This includes visits to a LIMITED SERVICE | then COINSURANCE.
illness and injury, MEDICAL CLINIC that participates with TUFTS

including consultations| 1= A TH PLAN.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL

OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.

(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

24 To contact MEMBER Services, call 1-866-352-9114 , or see
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

SEVERED YOUR COST
IN-NETWORK LEVEL OF BENEFITS OUT-OF-NETWORK LEVEL OF
SERVICE
BENEFITS
Oral health services |EMERGENCY care in an EMERGENCY room: EMERGENCY care in an
COPAYMENT (not subject to
Office visit: DEDUCTIBLE).
Please see “Surgery —
in a PROVIDER’s office”.
INPATIENT SERVICES:
IN-NETWORK DEDUCTIBLE and then Covered infull| All other services:
_ OUT-OF NETWORK DEDUCTIBLE
DAY SURGERY: then COINSURANCE.
IN-NETWORK DEDUCTIBLE and then Covered infull
Pap smears Routine annual cytology screenings: OUT-OF NETWORK DEDUCTIBLE
Covered in full. then COINSURANCE.
Diagnostic cytology examinations:
IN-NETWORK DEDUCTIBLE and then Covered infull
Patient care services |OQUTPATIENT: $30.00 COPAYMENT. OUT-OF NETWORK DEDUCTIBLE
provided as part of then COINSURANCE.
a qualif ied clinical INPATIENT:
trial forthe treatment ||\ \NETWORK DEDUCTIBLE and then Covered in full
of cancer orother
lif e-threatening
diseases or conditions
(OUTPATIENT and
INPATIENT)

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL

OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.

(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

To contact MEMBER Services, call 1-866-352-9114 , or see

Capitalized words are defined in Appendix A. 25
our website at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Preventive care for
MEMBERS under age
6

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Note:

Any f ollow-up care determinedto be MEDICALLY NECESSARY as aresult of aroutine
physical examis subjectto COSTSHARING AMOUNTS.

MEMBER cost-sharing will also apply to diagnostic tests or diagnostic laboratory tests
when they are ordered as part of a preventive services visit. Please see "Diagnostic
testing" and "Laboratory tests" for information on your COST SHARING AMOUNTS for
these services, and see our website at
https://www.tuftshealthplan.com/documents/providers/payment-policies/

preventive-services f ormore information about which laboratory services are considered
preventive.

Preventive care for
MEMBERS age 6 and
older

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Note:

Any f ollow-up care determined to be MEDICALLY NECESSARY as aresult of aroutine
physical examis subjectto COSTSHARING AMOUNTS.

MEMBER cost-sharing will also apply to diagnostic tests or diagnostic laboratory tests
when they are ordered as part of a preventive services visit. Please see "Diagnostic
testing" and "Laboratory tests" for information on your COST SHARING AMOUNTS for
these services, and see our website at
https://www.tuftshealthplan.com/documents/providers/payment-palicies/

preventive-services f ormore information about which laboratory services are considered
preventive.

Prosthetic devices
(AR)

20% COINSURANCE.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Radiation therapy

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Rehabilitative and
HABILITATIVE
physical and
occupational therapy
services (BL)

Note: Visit limits

do not apply to the
treatment of autism
spectrumdisorders.

$30.00 COPAYMENT.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.

(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A. 26
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and

limitations (forexample, visit, day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Treatment of speech,
hearing and language
disorders (AR)

$30.00 COPAYMENT.

Note: COST SHARING AMOUNTS forthe diagnosis of
speech, hearing and language disorders vary
depending upon the service provided (e.g., x-rays,
diagnostic testing, office visits).

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Respiratory
therapy/pulmonary
rehabilitation services

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Routine annual
gynecological exam

Covered in full.
Notes:

e Any f ollow-up care determined to beMEDICALLY
NECESSARY as a result of a routine annual
gynecological exam is subject to an office visit
COPAYMENT at the IN-NETWORK LEVEL OF
BENEFITS.

¢ MEMBER cost-sharingwill also apply to diagnostic
tests or laboratorytestswhenthey are ordered
as part of apreventive services visit. Please see
“Diagnostic testing” and “Laboratory tests”for
informationonyour COST SHARING AMOUNTS
for these services, and see our website at
https://www.tuftshealthplan.com/documents/
providers/payment-policies/preventive-
services for more information about which
laboratory servicesare considered preventive.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE

Scalp hair prostheses
or wigs for cancer or
leukemia patients (BL)

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Smoking cessation
counseling services

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE

Special medical formulas

Low protein
foods

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Nonprescriptio
Enteral
Formulas (AR)

Covered in full.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At

the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-

Authorized” in Chapter 1 for more information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Spinal manipulation
(BL)

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

Surgery - Bone
marrow transplants
for breast cancer,
hematopoietic stem
cell transplants and
human solid organ
transplants (AR)

Facility Services:

IN-NETWORK DEDUCTIBLE and then Covered infull

Physician surgical & medical services:

IN-NETWORK DEDUCTIBLE and then Covered infull

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

and procedures (AR)

Physician surgical & medical services:

IN-NETWORK DEDUCTIBLE and then Covered infull

Surgery -ina IN-NETWORK DEDUCTIBLE and then Covered infullf OUT-OF NETWORK DEDUCTIBLE
PROVIDER's office then COINSURANCE.
Surgery - Facility Services: OUT-OF NETWORK DEDUCTIBLE
Reconstructive surgery [ IN-NETWORK DEDUCTIBLE and then Covered infull] then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-

Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

Capitalized words are defined in Appendix A.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and

limitations (forexample, visit, day, and dollar maximums).

COVERED
SERVICE

YOUR COST

IN-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF
BENEFITS

Telemedicine services
obtained through
TUFTS HEALTH
PLAN'S designhated
telemedicine

vendor (Also called
“telehealth”)

Telemedicine services
obtained through

a TUFTS HEALTH
PLAN NETWORK
PROVIDER.

Note: A telemedicine
services visit with

a NETWORK
PROVIDER will apply
the same COST
SHARING AMOUNT
that applies to an in-
person office visit with
that PROVIDER.

General medicine/behavioral health services:

Covered in full.

Dermatology services:

Covered in full.

Office visit: $30.00 COPAYMENT.

Remote Patient Monitoring:

IN-NETWORK DEDUCTIBLE and then Covered infull

Remote medical data transfer/evaluation:

IN-NETWORK DEDUCTIBLE and then Covered infull

Not applicable.

Please see below for information about
your COST SHARING AMOUNTS for
telemedicine visits with NETWORK
PROVIDERS.

OUT-OF NETWORK DEDUCTIBLE then
COINSURANCE.

URGENT CARE

In a PROVIDER's
office

$30.00 COPAYMENT.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

In a LIMITED
SERVICE MEDICAL
CLINIC

$30.00 COPAYMENT.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

In a hospital-based
OUTPATIENT walk-in
clinic

$30.00 COPAYMENT.

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

In a FREE-STANDING
URGENT CARE
CENTER

$30.00 COPAYMENT

OUT-OF NETWORK DEDUCTIBLE
then COINSURANCE.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL
OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.
(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

To contact MEMBER Services, call 1-866-352-9114 , or see

Capitalized words are defined in Appendix A.

our website at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table providesbasic information about your benefits underthis plan. Please seethe COVERED
SERVICES table below, "BenefitLimits",and Chapter 3f or specific information, including certain benefit restrictions and
limitations (forexample, visit, day, and dollar maximums).

SEVERED YOUR COST
IN-NETWORK LEVEL OF BENEFITS OUT-OF-NETWORK LEVEL OF
SERVICE
BENEFITS
Vision care services

Routine eye $30.00 COPAYMENT. OUT-OF NETWORK DEDUCTIBLE

examination (BL) then COINSURANCE.

Other vision care | Care provided by an optometrist: OUT-OF NETWORK DEDUCTIBLE

Note: MEMBER cost sharing will also apply to diagnostictests or laboratory serviceswhen they are ordered during
avisitforothervision care services. Please see “Diagnostictesting” and “Laboratory tests” forinformation onyour
COST SHARING AMOUNTS forthese services.

Care provided by an ophthalmologist: OUT-OF NETWORK DEDUCTIBLE
$30.00 COPAYMENT. then COINSURANCE.

Note: one pair of eyeglass lenses and standard frameg
following cataract surgery or other surgery to replace
the natural lens of the eye are covered in full. See
Chapter 3 for more information.

TUFTS HEALTH PLAN MEMBER Discounts

For informationon howyou cantake advantageof discounts ona variety of health products, services, and treatments,
such as acupuncture, massage therapy, and wellness programs, see "TUFTS HEALTH PLAN MEMBER Discounts” in
Chapter 3.

Prescription Drug Benefit

For inf ormation about your COPAYMENTS and/or COINSURANCE for covered prescription drugs, see the "Prescription
Drug Benefit" section inChapter 3.

(AR) - These services or certain services within this benefit category may require approval by the REVIEW ORGANIZATION. At
the IN-NETWORK LEVEL OF BENEFITS, your PROVIDER will obtain this approval for you. At the OUT-OF-NETWORK LEVEL

OF BENEFITS, you are responsible for ensuring your PROVIDER obtains this approval. Please see “Pre-Authorization/Pre-
Authorized” in Chapter 1 formore information.

(BL) - Benefit Limit applies. See “Benefit Limit” section following this section and “ COVERED SERVICES” in Chapter 3.

30 To contact MEMBER Services, call 1-866-352-9114 , or see
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Benefit Limits

Extended Care Services

Covered up to 100 days per CONTRACT YEAR (IN-NETWORK and OUT-OF-NETWORK LEVELS combined).

Scalp Hair Prostheses or Wigs for Cancer or Leukemia Patients
Covered up to amaximum benefitof $350 per CONTRACT YEAR (IN-NETWORK and OUT-OF-NETWORK LEVELS
combined).

Rehabilitative and HABILITATIVE physical and occupational therapy
The maximum benefit payable per CONTRACT YEARIs 2 evaluationsfor short term occupationalrehabilitation therapy
services.

The maximum benefit payable per CONTRACT YEARIs 2 evaluations for short term occupational HABILITATVE therapy
services.

The maximum benefitpayable per CONTRACT YEAR s 30 visits for short term occupational rehabilitation therapy
services (IN-NETWORK and OUT-OF-NETWORK LEVELS combined).

The maximum benefit payable per CONTRACT YEARis 30visits for short term occupational HABILITATVE  therapy
services (IN-NETWORK and OUT-OF-NETWORK LEVELS combined).

The maximum benefitpayable per CONTRACT YEARs 2 evaluations for short term physical rehabilitation therapy
services.

The maximum benefit payable per CONTRACT YEARIs 2 evaluations for short term physical HABILITATVE therapy
services.

The maximum benefit payable per CALENDAR YEAR s 30visits for shortterm physical rehabilitation therapy services
(IN-NETWORK and OUT-OF-NETWORK LEVELS combined).

The maximum benefit payable per CALENDAR YEARIs 30 visits for short term physical HABILITATIVE therapy services
(IN-NETWORK and OUT-OF-NETWORK LEVELS combined).

Note: This benef it limit does not apply to the treatment of autismspectrumdisorders or for physical or occupational
therapy provided as part of home health care, as describedinthe "Home Health Care" benefitlaterin this document.

Spinal manipulation
The maximum benefit payable ineach CONTRACT YEARIs 12 visits. (IN-NETWORK and OUT-OF-NETWORK LEVELS
combined).

Capitalized words are defined in Appendix A. 31 To contact Member Services, call 1-866-352-9114, orsee
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Chapter 1- How Your Preferred PROVIDER Plan Works

Eligibility for Benefits
When you need health care services,you may choose to obtain these services from eitheraNETWORK PROVIDER
(IN-NETWORK LEVEL OF BENEFITS); or a NON-NETWORK PROVIDER (OUT-OF-NETWORK LEVEL OF
BENEFITS). Yourchoice will determine the level of benefitsyou receive foryour health care services. TUFTS
HEALTH PLAN covers only the services and supplies described as COVERED SERVICES in Chapter 3.

Important Notes:

e There are no pre-existing condition limitations under this plan. Youare eligible to use your benefits as of your
EFFECTIVE DATE.

e In accordancewithfederal law (45 CFR § 148.180), TUFTS HEALTHPLANdoes not:
e adjust PREMIUMS based ongenetic information;
e request or require genetic testing; or
e collectgenetic information from anindividual priorto, orin connection with enrolimentinaplan, orat any time for

underwriting purposes.

e If youliveoutside of Massachusetts, your benefits underthis plan may alsoinclude benefits required under

applicable state law. For more information, please call Member Services.

IN-NETWORK LEVEL OF BENEFITS

If your care is provided by a NETWORK PROVIDER, or if youseek care at a LIMITED SERVICE MEDICAL CLINIC or a
FREE-STAND ING URGENT CARE CENTERthat participates with TUFTS HEALTH PLAN, you are entitled to coverage
for COVERED SERVICES at the IN-NETWORK LEVEL OF BENEFITS.

Note: Please seethe "URGENT CARE" section later in this chapter for coverage information regarding URGENT CARE
services with NETWORK PROVIDERs.

You pay a COPAYMENTforcertain COVERED SERVICES you receive at the IN-NETWORK LEVEL OF BENEFITS.
For more information about your MEMBER costs for medical services, see "Benefit Overview" at the front of this
CERTIFICATE.

When a NETWORK PROVIDER provides your care, youdo nothave to submitany claim forms. The claim forms are
submitted to TUFTS HEALTH PLAN by the NETWORK PROVIDER.

Selecting a PROVIDER

In order to receive coverage at the IN-NETWORK LEVEL OF BENEFITS, you must receive care from a NETWORK
PROVIDER. Youcanfind NETWORK PROVIDERs through our searchable directory on ourwebsite. Youshould choose
a PROVIDER, whoisinalocationconvenienttoyou. If you have difficulty or need assistanceinfindinga PROVIDER, call
our Member Services Department.

Notes:

e Under certain circumstancesrequired by law, if your PROVIDER is not aNETWORK PROVIDER, you will be covered
forashortperiod of timeforservices provided by that PROVIDER. A Member Representative can give you more
inf ormation. Please see "Continuity of Care" later in this chapter.

e Foradditional information about a NETWORK PROVIDER or specialist, the Massachusetts Board of Registrationin
Medicine provides information aboutphysicians licensed to practice in Massachusetts. You may reach the Board of
Registration at (800) 377-0550 orwww.mass.gov/massmedboard.

No PRECERTIFICATION by You

As long as your INPATIENT procedureis provided byaNETWORK PROVIDER, you are not responsible for
PRECERTIFYING the procedure. Your NETWORK PROVIDER will PRECERTIFY the procedure foryou. See
“Preadmission Certification and Continued Stay Review (PAC.CSR)” laterin this chapterfor more information.

Capitalized words are defined in Appendix A. 33 To contact Member Services, call 1-866-352-9114, or see
our Website at www.tuftshealthplan.com/carelink
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IN-NETWORK LEVEL OF BENEFITS, continued

Canceling Appointments

If you have to cancel an appointment with any NETWORK PROVIDER, always give him or her as much notice as
possible, but atleast 24 hours. If the NETWORK PROVIDER's office policy is to charge for missed appointments that
were not canceled inadvance, youwill haveto pay the charges. We will not pay for missed appointments which youdid
not cancel inadvance.

Changes to PROVIDER network

CARELINK offers MEMBERS access to an extensive network of physicians, hospitals, and other PROVID ERS throughout
the NETWORK CONTRACTING AREA. NETWORK PROVIDERS may change during the year.

This canhappen formany reasons, includingaPROVIDER's retirement, moving out of the NETWORK CONTRACTING
AREA, or failure to continue to meet credentialing standards. In addition, because PROVIDERS are independent
contractors, this can also happenif the PROVIDER does not reach agreement on a network contract.

If you have any questions about the availability of a PROVIDER, please call Member Services.

OUT-OF-NETWORK LEVEL OF BENEFITS

OUT-OF-NETWORK LEVEL OF BENEFITS

If aNETWORK PROVIDER does not provide your care, you are entitled to coverage for COVERED SERVICES at the
OUT-OF-NETWORK LEVEL OF BENEFITS. Youpay aDEDUCTIBLE and COINSURANCE for certain COVERED
SERVICES youreceive at the OUT-OF-NETWORK LEVEL OF BENEFITS. Formore information aboutyour MEMBER
costs formedical services, see "BenefitOverview" at the front of this document.

Note: Please see the “URGENT CARE” section laterin this chapterfor coverage information regarding URGENT CARE
services with NON-NETWORK PROVIDERSs.

Please notethat you must submit aclaim form foreach service that is provided by a NON-NETWORK PROVIDER. For
inf ormationonfiling claim forms, see Chapter 6.

COVERED SERVICES Not Available from a NETWORK PROVIDER

If a COVERED SERVICE is not available from a NETWORK PROVIDER, as determined by TUFTS HEALTH PLAN,
with our prior approval you may go to a NON-NETWORK PROVIDER and receive COVERED SERVICES at the IN-
NETWORK LEVEL OF BENEFITS up to the REASONABLE CHARGE. Youmay beresponsible forany costs in excess
of the REASONABLE CHARGE, as well as any applicable COSTSHARING AMOUNT. You may receive abillforthese
services. If youreceiveabill, please see "Bills from PROVIDERS" laterinthis CERTIFICATE or call Member Services for
more inf ormation about what to do if youreceive abill.

PRECERTIFICATION by You

If youreceive INPATIENT services which are not provided by a NETWORK PROVIDER, you must ensure that the
Providerobtains a Precertification for these services orthe services may notbe covered.. See “Preadmission Certification
and Continued Stay Review (PAC.CSR)’laterinthis chapterfor more information.

COVERED SERVICES Outside of the 50 United States

EMERGENCY care services providedto you outside of the 50 United States qualify as COVERED SERVICES.URGENT
CARE services provided to you while you are traveling outside of the 50 United States also qualify as COVERED
SERVICES. However, any otherservice, supply, ormedication provided to you outside of the 50 United States is excluded
under this plan.
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Continuity of Care
If you are an existing MEMBER

If your PROVIDERis disenrolled from CARELINK forreasons other than quality or fraud, you may continue to see
your PROVIDERforthefollowing continuing care conditions for up to 90 days fromthe date we notify you of your
PROVIDER’S termination, unless otherwise indicated below:

e [f you are receiving treatment fora Serious or Complex Condition.

If you are pregnant, youmay continue to receive care fromyour PROVIDER through yourfirst postpartumvisit.

If you are an INPATIENT.

If you are scheduled to undergo urgent or emergent surgery, including postoperative.

If youare terminally ill (having alife expectancy of 6 months orless), you may continue to see your PROVIDER as
long as necessary.

Note: Serious and Complex Condition means:

e an acute illness orconditionthat requires specialized medical treatmentto avoid possibility of death or permanent
harm; or

e achronicillness orconditionthat(i)is life-threatening, degenerative, potentially disabling, or congenital; and (ii)
requires specialized medical care overaprolonged period of time.

Note: If youhave a complex care need, youmay continue to see your PROVIDER forup to90days to allowyourcareto
be transitioned to aNETWORK PROVIDER. The “Conditions for coverage of continued treatment” section below does not
apply to PROVIDERS treating MEMBERS with complex care needs.

If you are enrolling as a new MEMBER

When youenroll as a MEMBER, if none of the health plans offered by the GROUP at that time include your PROVIDER,
you may continue to seeyour PROVIDERf:

e you are undergoing a course of treatment. In this instance, you may continue to see your PROVIDER and receive
COVERED SERVICES at the IN-NETWORK LEVEL OF BENEFITS from that PROVIDER for up to 30 daysfrom your
EFFECTIVE DATE;

e youareinyour second orthird trimester of pregnancy. Inthis instance, you may continue to see your PROVIDER and
receive COVERED SERVICES at the IN-NETWORK LEVEL OF BENEFITS f romthat PROVIDER through yourfirst
postpartum visit; or

e youareterminally ill. Inthis instance, you may continue to see your PROVIDER and receive COVERED SERVICES
at the IN-NETWORK LEVEL OF BENEFITS fromthat PROVIDER as long as hecessary.

Conditions for coverage of continued treatment
TUFTS HEALTH PLAN may condition coverage of continued treatment upon the PROVIDER's agreement:

e to accept reimbursement from TUFTS HEALTH PLAN at the rates applicable prior to notice of disenroliment as
paymentin fulland not to impose costsharing withrespecttoaMEMBER inan amount that would exceed the cost
sharing that could have beenimposedif the PROVIDER has not been disenrolled,;

e to adhere to the quality assurance standards of TUFTS HEALTH PLANand to provide us with necessary medical
inf ormationrelated to the care provided; and

e to adhereto TUFTS HEALTHPLAN's policiesand procedures, including procedures regarding referrals, obtaining
prior authorization, and providing services pursuant to atreatmentplan, if any, approved by TUFTS HEALTHPLAN.
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INPATIENT Behavioral Health/Substance UseDisorder Services

IN -NETWORK LEVEL OF BENEFITS: If you require INPATIENT or intermediate behavioral health or substance use
disorder services and wish to receive coverage for these services at the IN-NETWORK LEVEL OF BENEFITS, your
INPATIENT or intermediate behavioral health or substance use disorder services must be provided by a NETWORK
HOSPITAL. You may go to any NETWORK HOSPITAL and receive coverage at the IN-NETWORK LEVEL OF
BENEFITS. There is no need to contact TUFTS HEALTH PLAN first. Simply call or go directly to any NETWORK
HOSPITAL. Identify yourself as a TUFTS HEALTH PLAN MEMBER. The NETWORK HOSPITAL is responsible for
providing all INPATIENT/intermediate behavioral health and substance use disorder services. You are not responsible for
notif ying TUFTS HEALTHPLAN of youradmissionat aNETWORK HOSPITAL.

OUT-OF-NETWORK LEVEL OF BENEFITS: If you wish to receive INPATIENT or intermediate behavioral health or
substance use disorder services at a PROVIDER that is not a NETWORK HOSPITAL, your coverage will be at the
OUT-OF-NETWORK LEVEL OF BENEFITS. Authorized review may be required for certain COVERED SERVICES.
Youare responsible formaking sure your PROVIDER provides notification and obtains authorizationfrom the REVIEW
ORGANIZATION. If this notification is not provided and any required authorization is not obtained, you may be
responsibleforthefull costofthese services. Please call 1-866-352-9114 f or more information on howto receive this
authorization.

EMERGENCY Admission to a NON-NETWORK HOSPITAL

If you are admitted in an EMERGENCY to a NON-NETWORK HOSPITAL, you will be covered at the IN-NETWORK

LEVEL OF BENEFITS as long as your Provider contacts the Review Organization within 48 hours of the admission.
Once it is determined that transfer to a NETWORK HOSPITAL is medically appropriate, you will be transferred to a

NETWORK HOSPITAL. If youchoose nottoacceptthe transferand toremain at the NON-NETWORK HOSPITAL, then
your coverage as of that time will revert to the OUT-OF-NETWORK LEVEL OF BENEFITS.

EMERGENCY Care

To receive EMERGENCY care
If youare experiencing an EMERGENCY, you should seek care at the nearest EMERGENCY facility. If needed, call
911 for EMERGENCY medical assistance. If 911 services are not available in your area, call the local number for
EMERGENCY medical services.

OUTPATIENT EMERGENCY care
If youreceive EMERGENCY services butare not admitted as an INPATIENT, youwill be covered at the IN-NETWORK
LEVEL OF BENEFITS. Youwill be required to pay a COST SHARING AMOUNT foreach EMERGENCY roomvisit.

If you receive EMERGENCY COVERED SERVICES from a NON-NETWORK HOSPITAL, you pay the applicable COST
SHARING AMOUNT. You may receive a bill for these services. Please see "Billsfrom PROVIDERS" in Chapter 6 or call
Member Services formoreinformation aboutwhat to doif youreceive abill

INPATIENT EMERGENCY care
If you receive Emergency services and are admitted as an Inpatient, your Provider should contact the Review
Organization within 48 hours of the admission. (Notification from the attending physician satisfies this requirement.)

If youare admitted as an Inpatient to ahospital that is a Non-Network Provider after receiving Emergency care, an
Inpatient Copayment willapply. Inaddition, you mustensure the Provider contacts the Review Organization within 48
hours of the admission.
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URGENT CARE

Definition of URGENT CARE:

URGENT CARE is defined as care provided when your healthis notin serious danger, but you need immediate attention
foraconditionorunforeseenillness orinjury, whether medical, physical, behavioral, related to a substance use disorder,
or mental health. Examples in which urgent care might be needed are: a broken or dislocated toe; sudden extreme
anxiety; a cut that needs stitches butis not actively bleeding; or symptoms of a urinary tract infection.

Follow these guidelines for receiving URGENT CARE

Place of Service

NETWORK PROVIDER

Non-NETWORKPROVIDE

Non-NETWORK PROVIDE

located in the NETWORK

outside of the NETWORK

CONTRACTING AREA

CONTRACTING AREA

LIMITED SERVICE

MEDICAL CLINIC or FREE-
STANDING URGENT CARH
Center

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the OUT-
OF-NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

EMERGENCY room

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

PROVIDER's office or
hospital-based walk-in clinic

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the OUT-
OF-NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

Behavioral health/substance
use disorder PROVIDER’s
office

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the OUT-
OF-NETWORK LEVEL OF
BENEFITS.

You are covered for
URGENT CARE at the IN-
NETWORK LEVEL OF
BENEFITS.

If you are in the NETWORK CONTRACTING AREA

You may seek URGENT CARE: in aPROVIDER's office; inan EMERGENCY room;inahospital-based OUTPATENT
walk-in clinic; in a LIMITED SERVICE MEDICAL CLINIC or FREE-STANDING URGENT CARE Center

URGENT CARE services provided withinthe NETWORK CONTRACTING AREA by aNETWORK PROVIDER are
covered at the IN-NETWORK LEVEL OF BENEFITS.

URGENT CARE services received withinthe NETWORK CONTRACTING AREA are covered at the OUT- OF-NETWORK
LEVEL OF BENEFITS if provided inaNon-NETWORK PROVIDER's office, from aNon-NETWORK PROVIDERin
a hospital-based OUTPATIENT walk-in clinic, orfrom a LIMITED SERVICE MEDICAL CLINIC or FREE-STANDING
URGENT CARE Center that is not affiliated with TUFTS HEALTH PLAN.

If you are outside the NETWORK CONTRACTING AREA

You may seek URGENT CARE in a PROVIDER's office, a LIMITED SERVICE MEDICAL CLINIC, FREE-STANDING
URGENT CARE Center, a hospital-based OUTPATIENT walk-in clinic, orthe EMERGENCY room.

URGENT CARE services provided outside of the NETWORK CONTRACTING AREA are covered at the IN-NETWORK

LEVEL OF BENEFITS.
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Financial Arrangements between TUFTSHEALTHPLANand NETWORK
PROVIDERS
Methods of payment to NETWORK PROVIDERS

TUFTS HEALTH PLAN's goalincompensation of PROVIDERS is to encourage preventive care and active management
of illnesses. TUFTS HEALTH PLAN strives to be sure that the financial reimbursement system we use encourages
appropriate access to care and rewards PROVIDERS for providing high quality care to our MEMBERS. TUFTS HEALTH
PLAN uses a variety of mutually agreed upon methodsto compensate NETWORK PROVIDERS.

The DIRECTORY OF HEALTH CARE PROVIDERS indicates the method of payment for each NETWORK PROVIDER
with whom we contract. Regardless of the method of payment, TUFTS HEALTH PLAN expects all participating
PROVIDERS to use sound medical judgmentwhen providing care and when determining whether areferral for specialty
care is appropriate. This approach encouragesthe provision of MEDICALLY NECESSARY care and reduces the number
of unnecessary medical tests and procedures which can be both harmful and costly to MEMBERS.

You should feel free to discuss specific questions about how he or she is paid with your PROVIDER.

Member IdentificationCard

Introduction
CARELINK gives each MEMBER a member identification card (Member ID card).

Reporting errors
When you receive your Member ID card, check it carefully. If any information is wrong, call a Member Representative.

Identifying yourself as a CARELINK MEMBER
Your Member ID card is important because it identifies you as a CARELINK MEMBER. Please:

e carry yourMember ID card at alltimes;

e have your Member ID card with youformedical, hospital and otherappointments; and

e showyour MemberID card to any PROVIDER before youreceive health care services.
When you receive services, you must tell the office staffthat you are a CARELINK MEMBER.

IMPORTANT NOTE: If you do not identify yourself as a g MEMBER, then:

e we may not pay forthe services provided, and
e youwould be responsibleforthe costs.

Membership requirement

You areeligible forbenefitsif youarea MEMBER whenyoureceive care. A Member ID card aloneis notenoughto get
you benefits. If youreceive care whenyouare not a MEMBER, you areresponsible forthe cost.

Membership identification number
If you have any questions about your member identification number, please call a CARELINK Member Representative.
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Utilization Review

The CARELINK utilization review program evaluates whether: (1) health care services proposed or provided to
MEMBERS are MEDICALLY NECESSARY;and (2) are provided inthe mostappropriateand cost-effective manner.

This program sometimesincludes prospective, concurrent, and retrospective review of health care servicesfor MEDICAL
NECESSITY (collectively, this comprises AUTHORIZED REVIEW) and is performed by the REVIEW ORGANIZATION.
Prospective and concurrent reviews are ref erred to as Preadmission Certification/Preservice Review and Continued Stay
Review (PAC/CSR) and are describedinmore detail below.

Prospective review is used to determine whether certain proposed treatments are MEDICALLY NECESSARY before that
treatment begins. It is also referred to as "pre-service review".

Concurrent review is used to:

e monitor the course of treatment as they occur; and
e to determinewhen that treatmentis no longer MEDICALLY NECESSARY.

Retrospective review is used to evaluate the MEDICAL NECESSITY of care after is has been provided. Incertain
circumstances, retrospective reviewis used to more accurately determine if a MEMBER'S health care services are
appropriate. It is also referred to as Post-Service Review.

TIMEFRAMES TO REVIEW YOUR REQUEST FOR COVERAGE

Type of Review Timeframe for Determinations*
Prospective (Pre-service) Within 10 days of receiving all necessary information but no laterthan 15 days from
review (Non-Urgent) receipt of therequest.
Concurrent review Within 1 working day of receiving all necessary information.
Retrospective (Post-service) |30 days.
review

Utilization review helps MEMBERS in the following ways:

e Prospective and concurrent reviews let Members know if proposed health care services are MEDICALLY
NECESSARY and covered undertheir plan. This allows MEMBERs to make informed decisions abouttheir care.

e Utilizationreview can enhance the quality of care and convenience forthe MEMBER by evaluating if treatment is
MEDICALLY NECESSARY and the most appropriate forthe MEMBER.

e By evaluating treatment cost effectiveness, MEMBER COST SHARING AMOUNTS may bereduced.

e Helping to control overall plan costs plays animportantpart in making sure health care plans continuetobe
af fordable.

*See Appendix B for determination procedures under the Department of Labor's (DOL) Regulations.

If yourrequest forcoverageis denied, you havetherightto fileanappeal. See Chapter 6 f orinformation on howto file an
appeal.

Utilizationreviews affect only coverage determinations under this CARELINK plan. You and your PROVIDER make all
treatment decisions.

IMPORTANT NOTE: To determine the status oroutcome of utilization review decisions, MEMBERS can call the following
numbers:

e Behavioral health or substance usedisorder utilization reviewdecisions —1-800-232-1164;
e All otherutilization review decisions —1-866-352-9114.
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Care Management

Some MEMBERS with Severe llinesses or Injuries may warrant care management intervention under our case
management program. Under this program, use of the mostappropriate and cost-effective treatmentis encouraged and
the MEMBER's treatment and progress is supported.

If a MEMBER is identified by us as an appropriate candidate for care management or referred to the program, we may
contact that MEMBER and his orher NETWORK PROVIDER o discuss atreatmentplan and establish prioritized goals. A
TUFTS HEALTH PLAN Complex Care Manager may suggestalternative services and supplies available to the MEMBER.
The MEMBER's treatment plan may be periodically reviewed. The MEMBER and the MEMBER's NETWORK PROVIDER
will be contacted if alternatives to the MEMBER's current treatment plan are identified that qualify as COVERED
SERVICES are cost effective and are appropriate forthe MEMBER.

A Severe lliness or Injury includes, but is not limited to, the following:

e high-risk pregnancy e AIDS or otherimmune system diseases;

e serious heart orlung disease; e severe traumatic injury.

e cancer;

e certain neurologicaldiseases;
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Preadmission Certification and Continued Stay Review

What is Preadmission Certification and Continued Stay Review (PAC/CSR)?

Preadmission Certification/Continued Stay Reviewis aprogram designedto help you and your Dependents choose the
most appropriate setting foryour medical care and to avoid expensesthat willnot be covered by your CARELINK plan.
Any request for Precertification of coverage for a non-Emergency hospital stay mustbe approved by the Review
Organization before you are admitted. As part of the Precertification process, the Review Organization will determine a
Medically Necessary and appropriate length foryour Inpatient hospital admission. If you choose to continue your hospital

admissionbeyond this approved length of stay, your Provider must obtain an ap proval from the Review Organization.
Remember, your Provider will handle PAC/CSR for you. If you use a non-Network Provider, you are responsible for

ensuring your Provider has had your Inpatient hospital admission Precertified.

Who is Responsible for Obtaining PAC/CSR?
If youuse a Network Provider, your Provider will initiate PAC/CSR by contacting the Review Organization. For services
received from non-Network Providers, you must ensure your Provider initiates the review.

Pre-Admission Certification/Continued Stay Review for Hospital Confinement

Pre-Admission Certification (PAC) and Continued Stay Review (CSR) refer to the process used to certify the
MEDICALNECESSITY and lengthof an INPATIENT hospital admission whenyou oryour DEPENDENT req uire treatment
in a Hospital:

e as aregistered bed patient;

e forpartial hospitalizationforthe treatment of behavioral health or substance use disorder;

o forbehavioral health orsubstance abuse residential treatment services.

Your PROVIDER should request PAC priorto any non-EMERGENCY treatmentin a hospital as described above. Inthe
case of an EMERGENCY admission, your PROVID ER should contactthe Review Organization within 48 hours afterthe
admission. Foranadmission due to pregnancy, your PROVIDER should call the Review Organization by the end of the
third month of pregnancy. CSR should be requested, priortothe end of the certified length of stay, for continued hospital
conf inement.

Changes to Precertification Information

Precertif ication is valid only for the diagnosis, procedure, admission date and medical facility specified at the time of
Precertif ication. Your PROVIDER must provide notification of any delays, changes or cancellations of your proposed
admission. A separate Precertification mustbe obtained foranewadmission date, readmission, hospitalization, transfer
or surgery forconditions otherthanthose designated during the initial Precertification.
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PRIORAUTHORIZATION/PRE-AUTHORIZED

The term “Prior Authorization” means the approval that a NETWORK PROVIDER must receive fromthe REVIEW
ORGANIZATION, priorto services beingrendered, inorder for certain services and benefitsto qualify as COVERED
SERVICES under this plan.

¢ If youreceive theseservices fromaNETWORK PROVIDER, the PROVIDER isresponsible for obtaining approval from
the REVIEW ORGANIZATION.

e If yourservices arenot provided byaNETWORK PROVIDER, you are responsible for ensuring that your PROVIDER
obtains priorapprovalfrom the REVIEW ORGANIZATION. If priorapprovalis not received, TUFTS HP will not cover
those services and supplies. If addition, if you received services that TUFTS HEALTH PLAN determines are not
COVERED SERVICES, youwillberesponsible forthe cost of those services.

For more information on how to obtain this prior approval, please call Member Services.

If arequest forcoverageis denied,you have arightto appeal. Please see Chapter 6, “How to File a Claim and Member
Satisfaction Process”, forinformationon howto fileanappeal.

Services that require PRIOR AUTHORIZATION include, but are not limited to:
¢ DAY SURGERY services;
¢ Orthoses and prostheticdevices;
e DURABLE MEDICAL EQUIPMENT;
¢ Home health care services;
¢ advanced radiological imaging;
e Certain medicaldrugs;
e Transplant services;
¢ non-EMERGENCY ambulance;or
¢ Treatment of speech, hearing and languagedisorders.

| Services that you receive in an EMERGENCY do not require PRIOR AUTHORIZATION. |

Capitalized words are defined in Appendix A. 42 To contact Member Services, call 1-866-352-9114, or see
our Website at www.tuftshealthplan.com/carelink


http://www.tuftshealthplan.com/carelink

Information Resources for MEMBERS
Obtaining information about TUFTS HEALTH PLAN

The following information about TUFTS HEALTH PLANwill be available from the Massachusetts Health Policy
Commission’s Office of Patient Protection:

o Alistof sources of independently published information assessing MEMBER satisfaction and evaluating the quality of
health care services offered by TUFTS HEALTHPLAN.

e The percentage of physicianswho voluntarily and involuntarily terminated participation contracts with TUFTS HEALTH
PLAN during the previous calendaryearf orwhich such datahas been compiled. This information will contain the 3
most common reasons forvoluntary and involuntary disenroliment of those PROVIDER'S.

e The percentage of PREMIUMrevenue spent by TUFTS HEALTHPLANfor health care services provided to
MEMBERS forthe most recent yearforwhichinformationisavailable.

e Areport that details the following information forthe previous calendar year:

e thetotal numbers of filed appeals, appealsdeniedinternally, and ap peals withdrawn before resolution;and
e thetotalnumberof external appeals pursued after exhausting the internal appeals process, as well as the
resolution of allthose external appeals.

How to obtain this information

You can obtain this information about TUFTS HEALTH PLAN by contacting the Massachusetts Health Policy
Commission’s Office of Patient Protection by calling 1-800-436-7757, sending afax to 1-617-624-5046, sending an email
to HPC-OPP@state.ma.us, goingto www.mass.gov/hpc/opp orwriting aletterto:

Health Policy Commission
Office of Patient Protection
50 Milk St., 8th Floor
Boston, MA 02109
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Chapter 2 - Eligibility, Enrollment and Continuing Eligibility
Eligibility
SUBSCRIBERS

You are eligible as a SUBSCRIBER only if you are an employee of a GROUP and you:

e meet your GROUP's and TUFTS HEALTHPLAN's eligibilityrules; and
e live, work orresideinthe NETWORK CONTRACTING AREA.

DEPENDENTS
Your SPOUSE oryour CHILD is eligible as a DEPENDENT only if you are a SUBSCIBER and that SPOUSE or CHILD:

e qualif ies as a DEPENDENT, as definedinthis CERTIFICATE; and

e meets your GROUP's and TUFTS HEALTHPLAN's eligibility rules; and

o lives, works orresides inthe NETWORK CONTRACTINGAREA.
Notes:

e In someinstances, DEPENDENTS who live, work or reside outside of the NETWORK CONTRACTING AREA
can be eligible for coverage underthis plan. Please see "If you live, work or reside outside of the NETWORK
CONTRACTING AREA" below for moreinformation

e CHILDREN are not required to live, work orreside inthe NETWORK CONTRACTING AREA.

If you do not live, work or reside in the NETWORK CONTRACTING AREA
If you do not live, work or reside in the NETWORK CONTRACTING AREA, you can be covered only if:

e youare a CHILD;
e youarea DEPENDENTsubject to aQualified Medical Child Support Order (QMCSO); or
e youare adivorced SPOUSEforwhom TUFTS HEALTHPLAN is required to providecoverage

Proof of Eligibility

We may ask youforproof of your and your DEPENDENTS' eligibility or continuing eligibility. You must give us proof when
asked. This may include proof of residence, marital status, birth or adoption of a CHILD, and legal responsibility forhealth
care coverage.
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Enrollment
When toenroll
You may enroll yourself and your eligible DEPENDENTS, if any, for this coverage only:

e during the annual OPEN ENROLLEMENTPERIOD; or
e within the 30 days of thedateyouoryourDEPENDENT s first eligible for this coverage.

Note: If youfailto enrollforthis coverage whenf irsteligible, you may be eligible to enroll yourself and youreligible
DEPENDENTS, if any, at alaterdate. This will apply only if you:

e declined this coverage whenyouwerefirst eligible because you oryoureligible DEPENDENT were covered
under another group health planor other health care coverage at that time; or

e declined this coverage whenyouwerefirst eligible, and you have acquired a DEPENDENT through marriage,
birth, adoption, or placement foradoption.

In these cases, youoryoureligible DEPENDENT may enroll forthis coverage within 30 days after any of the following
events:

e yourcoverage underthe otherhealth coverage endsinvoluntarily;
e your marriage; or
e the birth, adoption, orplacement foradoption of your DEPENDENTCHILD.

In addition, youoryoureligible DEPENDENT may enroll forthis coverage within 60 days after either of the following

events:

e youoryourDEPENDENTareeligible underastate Medicaid plan or state children's health insurance program (CHIP)
and the Medicaid or CHIP coverageis terminated; or

e youoryourDEPENDENTbecome eligible forapremium assistance subsidy under a state Medicaid plan or CHIP.

EFFECTIVE DATE of coverage

If we accept your application and receive the needed PREMIUM, coverage starts on either the date chosen by your
GROUP. Enrolled DEPENDENTS' coverage starts when the SUBSCRIBER's coverage starts, or at a later date if the
DEPENDENTbecomes eligible afterthe SUBSCRIBER became eligible for coverage. ADEPENDENT's coverage cannot
start beforethe SUBSCRIBER's coverage starts.

If you oryourenrolled DEPENDENT is an INPATIENT on your EFFECTIVE DATE, your coverage starts on the later of:

e the EFFECTIVE DATE, or
e the date we are notified and given the chance to manage your care.
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Adding DEPENDENTS under FAMILY COVERAGE
When DEPENDENTS may be added
After you enroll, you may apply to add any DEPENDENTS who are not currently enrolled in TUFTS HEALTH PLAN only:

e during the OPEN ENROLLMENTPERIOD that appliesto you; or
e within 30 days afterany of the following events:
e achange in your marital status,
e thebirthof aCHILD,
e the adoptionof aCHILD as of the earlier of the date the CHILD is placed with you forthe purpose of adoption or
the date you fileapetitionto adoptthe CHILD,
a court orders youto coveraCHILD through a qualified medical child supportorder,
a DEPENDENT loses other health care coverage involuntarily,
a DEPENDENTmoves into the NETWORK CONTRACTING AREA, or
if your GROUP has an IRS qualified cafeteriaplan, any other qualifying event under that plan.

How to add DEPENDENTS

If you have FAMILY COVERAGE, fill out either a group-approved form or TUFTS HEALTH PLAN form listing the
DEPENDENTS. Givetheformto your GROUP either during your OPEN ENROLLMENT PERIOD orwithin 30 days after
the date of anevent listed above, under"When DEPENDENTS may be added.”

If youdon'thave FAMILY COVERAGE, ask your GROUP to change your INDIVIDUAL COVERAGE to FAMILY
COVERAGE and then followthe procedure above.

EFFECTIVE DATE of DEPENDENTS' coverage
If weaccept yourapplicationto add DEPENDENTS, we will send youaMember ID card foreach DEPENDENT.
EFFECTIVE DATES will be no later than:

e the date of the CHILD's birth, adoption or placement for adoption; or
e inthe case of marriage orloss of priorcoverage, the date of the qualifying event.

Availability of benefits after enrollment

COVERED SERVICESforanenrolled DEPENDENT are available as of the DEPENDENT's EFFECTIVE DATE. There
are no waiting periods. Maternity benefits are available evenif the pregnancy began before your EFFECTIVE DATE.
Note: We will only pay for COVERED SERVICES which are provided on or after your EFFECTIVE DATE.

Newborn CHILDREN and ADOPTIVE CHILDREN

Importance of enrolling newborn CHILDREN and ADOPTIVE CHILDREN
You must enroll your newborn CHILD within 30 days afterthe CHILD's birthforthe CHILD to be covered from birth.
Otherwise, you must wait until the next OPEN ENROLLMENT PERIOD to enrollthe CHILD.

You must enrollyour ADOPTIVE CHILD within 30 days afterthe CHILD has beenadoptedorplaced foradoption with
you f orthat CHILD to be covered from the date of his orheradoption. Otherwise, you mustwait until the next OPEN
ENROLLMENT PERIOD to enrollthe CHILD.

Capitalized words are defined in Appendix A. 45 To contact Member Services, call 1-866-352-9114, or see
our Website at www.tuftshealthplan.com/carelink


http://www.tuftshealthplan.com/carelink

Continuing Eligibility for DEPENDENTS

When Coverage ends
DEPENDENT coverage for a CHILD ends on the last day of the month in which the CHILD's 26th birthday occurs.

Coverage after termination

When a CHILD loses coverage underthis CERTIFICATE, he orshe may beeligible forfederal or state continuation orto
enroll in INDIVIDUAL COVERAGE. See Chapter5formore information.

What the SUBSCRIBER must do to continue coverage for DISABLED DEPENDENTS

1 About 30 days beforethe CHILD no longer meets the definition of DEPENDENT, call Member Services.
2 Give proof, acceptable to us, of the CHILD's disability.

When coverage ends
DISABLED DEPENDENT coverage ends when:

o the DEPENDENTNo longermeets the definition of DISABLED DEPENDENT, or
o the SUBSCRIBER fails to give us proof of the DEPENDENT's continued disability.

Coverage after termination

The former DISABLED DEPENDENT may be eligible for federal or state continuation coverage orto enrollin coverage
under an INDIVIDUAL CONTRACT. See Chapter 5 formore information.

Rule for former SPOUSES (Also see Chapter 5)

If youand your SPOUSE divorce orlegally separate, your former SPOUSE may continue coverage as aDEPENDENT
under your FAMILY COVERAGE inaccordance with Massachusetts law.

Note: If you remarry, your former SPOUSE's coverage as a DEPENDENT under your FAMILY COVERAGE will end.
However, yourformer SPOUSE may continue coverage underan Individual CONTRACT through your employer GROUP.
If your f ormer SPOUSE remarries, coverage will end unless continuationis stillavailable underfederal law.

How to continue coverage for former SPOUSES
Follow these steps to continue coverage foraformer SPOUSE:

e Call aMemberRepresentative within 30 days afterthe divorce decreeis issuedto tell us about yourdivorce.
e Send us proof of yourdivorce orseparationwhen asked.

Keeping our records current
You must notify us of any changes that affect you or your DEPENDENTS' eligibility. Examples of these changes are:

e Dirth, adoption, changes in marital status, or death;

e yourremarriage ortheremarriage of yourformer SPOUSE, whenthe former SPOUSE s anenrolled DEPENDENT
under your FAMILY COVERAGE;

e moving out of the NETWORK CONTRACTING AREA ortemporarily residing out of the NETWORK CONTRACTING
AREA f ormore than 90 consecutive days;

e address changes; and

e changes inan enrolled DEPENDENT sstatus as a CHILD or DISABLED DEPENDENT.

Forms to report these changes are available from your GROUP or the CARELINK Member Services Department.
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Chapter 3 - COVERED SERVICES

When health care services are COVERED SERVICES
Health care services and supplies are COVERED SERVICES only if they are:

listed as COVERED SERVICES inthischapter;

MEDICALLY NECESSARY;

consistentwithapplicable state or federal law;

consistentwiththe Cigna's MEDICAL NECESSITY Guidelinesin effect at thetime the services orsupplies are
provided. This informationis available to you on our website at www. tuftshealthplan.com/provider/resource-center#///
Commercial/carelink or by calling Member Services

obtained withinthe 50 United States. The only exceptiontothis ruleis EMERGENCY care services and URGENT
CARE services whiletraveling, which are COVERED SERVICESwhen provided outside of the 50 United States;
provided to treat an injury, illness or pregnancy, exceptfor preventive care; and

approved by the REVIEW ORGANIZATION, insome cases.

Important Notes:

the REVIEW ORGANIZATION approval: All claimsfor services (whether or not the serviceswere provided by

a NETWORK PROVIDER) are subject to retrospective review by the REVIEW ORGANIZATION. The REVIEW
ORGANIZATION review claims to be sure that the claims are f or COVERED SERVICES only. A COVERED
SERVICE is onethatis describedinthis chapter. We will only pay claimsthat are for COVERED SERVICES.
Certain services require the priorapproval of an AUTHORIZED REVIEWER at boththe IN-NETWORK and OUT

OF NETWORK LEVEL OF BENEFITS (see "Benefit Overview'"to determine which servicesrequire this type of
approval). Please see Chapter 1 formore information about how this prior approvalis obtained at the IN-NETWORK
LEVEL OF BENEFITS. If youwishto receive these services at the OUT OF NETWORK LEVEL OF BENEFITS, you
are responsible formaking sure authorization from the REVIEW ORGANIZATION s obtained byyour PROVIDER
when required f or COVERED SERVICES. If this authorizationis not obtained, youmay be responsible for the full
cost of those services.

Please contact CARELINK Member Services for more information.

Precertif ication: You must Precertify your OUT-OF-NETWORK INPATIENT services. Please see Chapter 1
—‘Preadmission Certification and Continued Stay Review (PAC/CSR)” for more information.

COVERED SERVICES

Health care services and supplies only qualify as COVERED SERVICES if they meet the requirements shown above for
"When health care services are COVERED SERVICES". The following section describesthose servicesthat qualify as
COVERED SERVICES.

Notes:

e Forinf ormationaboutyour costs forthe COVERED SERVICES listed below (for example, COPAYMENTS,
DEDUCTIBLES and COINSURANCE), see the "Benefit Overview" section at the beginning of this document.

e Inf ormationaboutthe day, dollar, and visit limitsunderthis planis listed inthe "Benefit Limits" section at the front
of this CERTIFICATE and in certain COVERED SERVICESIlisted below.

e For OUTPATIENT care: Whenyoureceive services fromaPCP, your COSTSHARE may be lowerthan for
services from otherPROVIDERS.
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EMERGENCY CARE

Notes:

e The EMERGENCY room COPAYMENT is waived if the EMERGENCY room visit results inimmediate
hospitalizationor DAY SURGERY. If you are admitted as an INPATIENT after receiving EMERGENCY care,
please call TUFTS HEALTHPLANIinorder to have your EMERGENCY room COPAYMENT waived.

e If youreceive EMERGENCY COVERED SERVICES from a NON-NETWORK PROVIDER, we will pay the
PROVIDER up to the REASONABLE CHARGE. You will be responsible for any applicable COST SHARING
AMOUNT. Youmay receive abillforthese services. If youreceive abill, please see "Bills from PROVIDERS"in
Chapter 6 or call Member Services formore information about what to do if you receive abill.

e AnEMERGENCY room COST-SHARING AMOUNT may applyif youregisterinan EMERGENCY room but leave
that f acility without receiving care.

e Observationservices will take an EMERGENCY room COPAYMENT.

In compliance with Massachusetts law, TUFTS HEALTH PLAN offers coverage for services and medications for pain
management that are alternatives to opioids. Services include, but are not limited to:

e Spinal manipulation
e Acupunctureservices

e Physical therapy
e Nutrition counseling

To find aPROVIDER forthese services, please see ourwebsite. Click on “Find a Doctor or Hospital” to start your search
You may also call Member Services for help infindinga PROVIDER.

Please notethat priorapproval forthese services may be required. Please see the “Benefit Overview” to determine
if these services require priorapproval.
Medications for pain management that are alternatives to opioidsinclude, but are not limited to:

e Non-steroidal anti-inflammatory agents, such as ibuprofen
e Cyclooxygenase-2 (Cox-2)inhibitors, such as celecoxib
For inf ormation about medication alternatives to opioids, please call Member Services.

Acupuncture services
Acupuncture is covered when provided by a licensed acupuncturist (L.Ac.) or physician only.
The following acupuncture services are not covered:

Adjunctive therapies, suchas, but not limited to: moxibustion, herbs, oriental massage, etc.;
Acupuncture when used as an anesthetic during asurgical procedure;

Precious metal needles (e.g., gold, silver, etc).

Acupuncturein lieu of anesthesia; and

Any other service not specificallylisted as a COVERED SERVICE.

Please seethe “Benefit Overview” and “Benefit Limits” at the beginning of this documentfor COST SHARING AMOUNTS
and visit limits.

Allergy testing and treatment

Allergy testing (including antigens) and treatment, and allergy injections. Priorapproval by the REVIEW ORGANIZATION
is required at boththe IN-NETWORK and OUT-OF-NETWORK LEVEL OF BENEFITS.

Capitalized words are defined in Appendix A. 48 To contact Member Services, call 1-866-352-9114, or see
our Website at www.tuftshealthplan.com/carelink



http://www.tuftshealthplan.com/carelink

Ambulance services

e Ground, sea, and airambulancetransportationfor EMERGENCY care.
e Airambulance services means transportation by helicopter orfixed wing plane (for example, Medflight).

¢ Non-EMERGENCY ambulance transportation requires prior ap proval by the REVIEW ORGANIZATION at boththe IN-
NETWORK and OUT-OF- NETWORK LEVELS OF BENEFITS.

o Non-EMERGENCY ambulance transportation is covered only whenthe REVIEW ORGANIZATION determines in
advancethat such services are MEDICALLY NECESSARY.

Important Note: If you are treated by Emergency Medical Technicians (EMTs) or otherambulance staff, but refuseto be
transported to the hospital or other medical facility, youwill be responsible for the costs of thistreatment.

Autism spectrum disorders — diagnosis and treatment

Coverageis providedforthe diagnosisand treatment of autism spectrum disorders. Autism spectrum disorders include
any of the pervasive developmental disorders, as defined by the most recent edition of the Diagnostic and Statistical
Manual of Mental Disorders, and include:

e autistic disorder;
e Asperger's disorder;and
e pervasivedevelopmental disorders not otherwise specified.

TUFTS HEALTH PLAN provides coverage for the following COVERED SERVICES:

e HABILITATIVE or rehabilitative care, which are professional, counseling, and guidance services and treatment
programs that are necessary to develop, maintain and restore the functioning of the individual. These programs
may include, but are not limited to, applied behavioral analysis (ABA)* supervised by a BOARD-CERTIFIED
BEHAVIORANALYST (BCBA). Formore information about these programs, call the behavioral Health Department at
1-800-232-1164. Prior approval by the REVIEW ORGANIEZATIONis required at boththe IN-NETWORK and OUT-OF-
NETWORK LEVELS OF BENEFITS;

e services provided by licensed or certified speech therapists, occupational therapists, physical therapists, or social
workers. Note: Visitlimits for servicesdescribed under the “Rehabilitative or HABILITATIVE physical or occupational
therapy” benefit do notapplyto coverage forautism spectrum disorders;

e prescriptiondrugs, covered underyour"Prescription Drug Benefit, described in Chapter 3;

e psychiatric and psychological care, covered underyour "Behavioral Health and Substance Use Disorder Services"
benef it, described laterinthis chapter;

e therapeutic care (including services provided by licensed or certified speech therapists, occupational therapists,
physical therapists, or social workers), covered under your “Rehabilitative and Habilitative physical and occupational
therapy services”and “Treatment of speech, hearing and language disorders” benefits, described later in this chapter.

*For the purposes for this benefit, ABA includes the design, implementation, and evaluation of environmental
modifications, using behavioral stimuliand consequences, to produce socially significant improvement in human
behavior, including the use of directobservation, measurement, and functional analysis of the relationship between
environment and behavior.
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Behavioral Health and Substance Use Disorder Services (OUTPATIENT, INPATIENT, and

Intermediate)

Note: Coverage of OUTPATIENT and intermediate behavioral health/substance use disorder services include those
provided in a hospital setting, a PROVIDER's office, and in a MEMBER’s home. These services must be provided by
a prof essionally licensed behavioral health/substance use disorder PROVIDER or aperson underthe supervisionof a
professionally licensed behavioral health/substance use disorder PROVIDER.

OUTPATIENT behavioral health and substance use disorder services for BEHAVIORAL HEALTH DISORDERS
Services to diagnose and treat BEHAVIORAL HEALTH DISORDERS (including diagnosis, detoxification, and treatment of
substance use disorders) given by the following PROVIDERS:

e licensed behavioral health counselors; e psychiatrists;
e licensed independentclinical social workers; e psychologists;
e licensed psychiatric nurses who are certified as

clinical specialists in psychiatric and behavioral

health nursing.

Notes: OUTPATIENT treatment of substance use disorders includes methadone maintenance or methadone treatment
related to chemical dependency disorders. Psychological services and neuropsychological assessment services are
covered as "Office visitsto diagnose and treat illness orinjury" as described earlierin this chapter.

INPATIENT and intermediate behavioral health and substance usedisorder services for BEHAVIORAL

DISORDERS

e INPATIENT behavioral health and substance use disorder services for BEHAVIORAL HEALTH DISORDERS ina
facility thatis licensed as a general hospital, abehavioralhealth hospital, ora substance use disorder facility.

e Intermediate behavioral health and substance usedisorder services. MEDICALLY NECESSARY behavioral health
and substance use disorder services that are more intensive than traditional OUTPATIENT behavioralhealth
and substance use disorderservices, but less intensive than 24-hour hospitalization. Some examples of covered
intermediate behavioral health and substance use disorder services are:

e level llcommunity-based detoxification; e crisis stabilization;
e intensive OUTPATIENT programs; e partial hospital programs
Capitalized words are defined in Appendix A. 50 To contact Member Services, call 1-866-352-9114, or see
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Behavioral Health and Substance Use Disorder Services (OUTPATIENT, INPATIENT, and
Intermediate), continued

INPATIENT and intermediate services for child-adolescent BEHAVIORAL HEALTH DISORDERS

In additionto the OUTPATIENT and INPATIENT and intermediate behavioralhealthand substance use disorder services
listed above, the following services are available to children and adolescents until age 19, and their parents and/or
appropriate caregiver, when MEDICALLY NECESSARY:

Intensive community based acute treatment (ICBAT)is covered as INPATENT behavioral health services. ICBAT
provides the same services as CBAT (see below)forchildrenand adolescents, but of higher intensity,including:

e more f requent psychiatricand psychopharmacological evaluation and treatment; and

e moreintensive staffingand service delivery.

ICBAT programs have the capability to admit children and adolescents with more acute symptoms than those
admitted to CBAT. ICBAT programsare ableto treat children and adolescentswith clinical presentations similarto
those ref erred to INPATIENT mental health services, butwho are able to be cared forsafelyinanunlocked setting.
Children and adolescents may be admitted to an ICBAT directly from the community as an alternative to INPATIENT
hospitalization. ICBAT is not used as a step-down placement following discharge from a locked, 24-hour hospital
setting.

These services require the prior approval of the REVIEW ORGANIZATION.

The following services are covered intermediate behavioral health services and require the prior approval of the Review
Organization, except as designated below. Services may be provided by an appropriate health care professional under the
supervisionof alicensed behavioral health PROVIDER:

e Community based acute treatment (CBAT) —behavioral health services provided in a staff-secure settingon a
24-hour basis, with sufficient clinical staffing to ensure safetyforthe child or adolescent, while providing intensive
therapeutic services including, but not limited to:

e daily medication monitoring;

psychiatric assessment;

nursing availability;

specialing (as needed);

individual, group and family therapy;

case management;

family assessment and consultation;

discharge planning; and

psychological testing, as needed.

These services may be used as an alternative to ortransitionfrom INPATIENT services.
These services require the priorapproval of the REVIEW ORGANIZATION.
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Behavioral Health and Substance Use Disorder Services (OUTPATIENT, INPATIENT, and
Intermediate), continued

INPATIENT and intermediate services for child-adolescent BEHAVIORAL HEALTH DISORDERS, continued

e Mobile crisis intervention — A shortterm, mobile, on-site, face-to-face therapeutic response service that
is available 24 hours aday, 7 days a week to achild experiencing a behavioral health crisis. Mobile crisis
intervention is used to:
e identify, assess, treat and stabilize a situation;
e reduce the immediaterisk of dangerto the child orothers; and;
e make ref errals and linkagesto all MEDICALLY NECESSARY behavioral health services and supports and the
appropriate levelof care.

The intervention shall be consistent with the child'srisk managementor safety plan, if any. Mobile crisisintervention
includes a crisis assessment and crisis planning, which may resultinthe developmentorupdate of acrisis safety
plan. Mobile crisis intervention does not require the prior approval of the Review Organization.

e In-homebehavioral services —A combination of MEDICALLY NECESSARY behavior managementtherapy and
behavior management monitoring. These services shall be available, when indicated, where the child resides,
including inthe child's home, af osterhome, atherapeutic fosterhome, or another community setting. In-home
behavioral services include:

e Behaviormanagement monitoring: Monitoring of achild’s behavior, theimplementation of abehavior plan, and
reinf orcing implementation of abehavior plan by the child’s parent or other caregiver.
e Behaviormanagement therapy: Therapy that addresses challenging behaviors that interfere withachild’s
successful functioning. “Behavior management therapy” shall include:
e af unctional behavioralassessment and observation of the youthinthe home and/orcommunity setting;
e development ofabehaviorplan; and
e supervisionand coordination of interventionsto address specific behavioral objectives or
perf ormance, including the developmentof acrisis-response strategy.

"Behavior management therapy" may include short-term counseling and assistance.
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Behavioral Health and Substance Use Disorder Services (OUTPATIENT, INPATIENT, and
Intermediate), continued

INPATIENT and intermediate services for child-adolescent BEHAVIORAL HEALTH DISORDERS, continued

e In-hometherapy services — MEDICALLY NECESSARY therapeuditic clinical interventionorongoing training, as
well as therapeutic support. The intervention or supportshall be provided where the child resides, including inthe
child's home, afoster home, atherapettic foster home, or another community setting. The f ollowing services are
covered intermediatebehavioral health services:

Therapeutic clinical intervention: these services include a structured and consistent therapeutic relationship
between a licensed clinicianand a child and the child’sfamily to treat the child’s behavioral health needs. This
may includeimprovementof the family’s ability to provide effective support forthe child and promote healthy
f unctioning of the child within the family; the development of a treatment plan; and the use of established
psychotherapeutic techniques, working with family members to enhance problem solving, limit setting,
communication, emotionalsupport or otherfamily orindividual functions.

Ongoing therapeutic training and support:these services include those that support implementation of a
treatment plan that involve therapeutic interventions that teach the child to understand, direct, interpret, and
manage and control feelingsand emotional responsesto situations and assisting the family in supporting the
child and addressing the child’s emotional and behavioral health needs.

e Intensive care coordination (ICC)—A collaborative service that provides targeted case managementservices to
childrenand adolescents with aserious emotional disturbance, including individuals with co-occurring conditions,
in orderto meet the comprehensive medical, behavioral health, and psychosocial needs of anindividual and the
individual's family, while promoting quality, cost effective outcomes. This service includes:

an assessment;

the development of anindividualized care plan;

ref errals to appropriate levels of care;

monitoring of goals, and

coordinating with other services and social supports and with state agencies, as indicated.

The service shall be based on a system of care philosophy. The individualized care plan shall be tailored to meet the
needs of theindividual. The service shallinclude both face-tofaceand telephonic meetings, as indicated and as clinically
appropriate. ICC s delivered in office, home or other settings, as clinically appropriate. Intensive care coordination of
services do not require the priorapproval of the REVIEW ORGANIZATION. You oryour PROVIDER mustnotify TUFTS
HEALTH PLAN within 3 days of your initial visit by calling the Behavioral Health Department at 1-800-232-1164. If you
obtain these services from a NON-NETWORK PROVIDER, and you do not notify us within 3 days of your initial visit,
these services will not be covered.

For moreinformationaboutthe services available underthis benefit, please call the TUFTS HEALTH PLAN’s CARELINK
Behavioral Health Department at 1-800-232-1164. You may also see the MEDICALLY NECESSITY Guidelines on our
website atwww.tuftshealthplan.com/provider/resource-center#///Commercial/carelink.

Capitalized words are defined in Appendix A. 53 To contact Member Services, call 1-866-352-9114, or see

our Website at www.tuftshealthplan.com/carelink


http://www.tuftshealthplan.com/carelink
http://www.tuftshealthplan.com/provider/resource-center%23/Commercial/carelink

Behavioral Health and Substance Use Disorder Services (OUTPATIENT, INPATIENT, and
Intermediate), continued

INPATIENT and intermediate services for child-adolescent BEHAVIORAL HEALTH DISORDERS, continued

Family supportand training*— MEDICALLY NECESSARY services providedto aparentor other caregiver of
achildto improvethe capacity of the parent(s) or caregiver(s)to improveor resolvethe child’s emotional
or behavioral needs. This benefitis provided where the child resides, which may include the child’s home, af oster
home, a therapeutic fosterhome, oranother community setting.

Family support and training addresses one or more goals onthe youth’s behavioral health treatment plan and may
include:

e educating parent(s)/caregiver(s) about the youth’s behavioral health needs and resiliencyfactors

e teaching parent(s)/caregiver(s) howto navigate services onbehalf of the child

e identifying formal and informal services and supports in their communities, including parent support and self-help
groups

e Therapeutic mentoring services*—~MEDICALLY NECESSARY services providedto a child, designedto support
age-appropriate social functioning orto improve deficitsin the child’s age-appropriate social functioning resulting
f rom a DSM diagnosis. Therapeutic mentoring is a skill building service addressing one or more goals onthe
youth's behavioral health treatment plan.

This benef it includes:

e supporting, coaching, and training the child in age-appropriate behaviors
e interpersonal communication, problem solving, conflictresolution

e relating appropriately to other children and adolescentsand to adults.

Such services are provided, whenindicated, where the child resides, whichmay include the child’shome, afoster
home, a therapeutic foster home, or another community setting to enable the youth to practice desired skills in
appropriate settings.

*Prior authorization will not be required for these services; however, the member must be approved to receive
services throughaclinical hub provider (i.e.,aproviderfor outpatient therapy, in-home therapy, orintensive care
coordination). The clinical hub provider serves as the primary behavioralhealth care provider forthe youth and will
coordinate with other service providers to meet the child’s clinical needs.

For moreinformation aboutthe services available under this benefit, please call the Behavioral Health Department
at 1-800-208-9565. You may also see the Cigha MEDICAL NECESSITY Guidelines onourwebsite at https://
tuf tshealthplan.com/member/employer-individual-or-family-plans/tools-resources/overview.

Important Note: INPATIENT and Intermediate behavioral health and substance use disorder services must be
obtained at aNETWORK HOSPITAL inorderto receive benefits at the IN-NETWORK LEVEL OF BENEFITS. See
“INPATIENT Behavioral Health and Substance Use Disorder Services”in Chapter 1 f ormore information.
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Cardiac rehabilitation services
OUTPATIENT treatment of documented cardiovascular disease that:

e meet the standards promulgated by the Massachusetts Commissioner of Public Health; and

e areinitiated within 26 weeks after diagnosis of cardiovascular disease.

We cover only the following services:

o the OUTPATIENT convalescent phase of the rehabilitation program following hospitaldischarge; and

o the OUTPATIENT phase of the program thataddresses multiple riskreduction, adjustment toillness and therapeutic
exercise.
Note: We do not cover the program phase that maintains rehabilitated cardiovascular health.

Chemotherapy administration

For inf ormation about coverage forthe medications used in chemotherapy, please see "Injectable, infused orinhaled
medications" laterin this document.

Chiropractic care
See "Spinal manipulation”.

Cleft lip or cleft palate treatment and services for CHILDREN
In accordance with Massachusetts law, the following services are covered for CHILDREN under the age of 18:

e Medical and facial surgery: Covered as described under"DAY SURGERY", "Hospital services (acutecare)", and
"Reconstructive surgery and procedures" earlier in this chapter. This includes surgical management and follow-up
care by plastic surgeons (priorapproval by an AUTHORIZED REVIEWER s required);

e Oral surgery: Covered as described under "Oral health services" earlier inthis chapter. This includes surgical
management and follow-up care by oral surgeons (priorapproval by an AUTHORIZED REVIEWER is required);

e Dental surgery or orthodontic treatment and management;

e Preventive and restorative dentistry to ensure good health and adequate dental structures for orthodontic treatment

or prosthetic managementtherapy;

e Speech therapy and audiology services: Covered as described under "Treatmentof speech, hearing and language

disorders" earlierinthis chapter (priorapprovalby an AUTHORIZED REVIEWER is required);
e Nutrition services: Covered as described under"Nutritionalcounseling” earlier in this chapter.

Services must be prescribed by the treating physician or surgeon, and that PROVID ER must certify that the services are
MEDICALLY NECESSARY and arerequired because of the cleft lip or cleft palate.

Colonoscopies
See “Diagnostic or preventive screening procedures” later in this chapter.

DAY SURGERY

e OUTPATIENT surgery done under anesthesiainanoperating room of af acilitylicensed to performsurgery.
e Youmustbeexpected to bedischargedthe same day and be shown onthe facility's census as an OUTPATIENT.
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Diabetes self-management training and educational services

OUTPATIENT self-management training and educationalservices, including medical nutrition therapy, usedto diagnose or
treat insulin-dependent diabetes, non-insulin dependent diabetes, or gestational diabetes.

Important Note: TUFTS HEALTH PLAN willonly coverthese services at the IN-NETWORK LEVEL OF BENEFITS when
provided by aNETWORK PROVIDERwho is acertified diabetes health care PROVIDER.

Diagnostic imaging
Includes:
e General imaging (suchas x-rays and ultrasounds); and

e MRI/MRA, CT/CTA, PETand nuclear cardiology.

Important Note: MRI/MRA, CT/CTA, and PET tests and nuclear cardiology require the approval of the REVIEW
ORGANIZATION. This approvalis required at both the IN-NETWORK and OUT-OF-NETWORK LEVEL OF BENEFITS.
Please see "Important Notes" at the start of this chapter f or more information about when you are responsible for
obtaining this approval.

Diagnostic or preventive screening procedures
Includes, for example, proctosigmoidoscopies, colonoscopies and sigmoidoscopies.

Prior approval by the REVIEW ORGANIZATION s required at both the IN-NETWORK and OUT-OF-NETWORK LEVELS
OF BENEFITS.

Diagnostic testing

Examplesinclude, but are not limited to, ambulatory EKG testing, sleep studies (performed inthe home orasleep study
f acility), and diagnostic audiological testing. Prior approval by the REVIEW ORGANIZATION may be required at both
the IN-NETWORK and OUT-OF-NETWORK LEVEL OF BENEFITS. Please call Member Services with questions about
specific tests.
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DURABLE MEDICAL EQUIPMENT
Equipment must meet the following definition of "DURABLE MEDICAL EQUIPMENT":
DURABLE MEDICAL EQUIPMENT is a device or instrument of a durable nature that:

is reasonable and necessary to sustain aminimum threshold of independent dailyliving;
is made primarily to serve a medicalpurpose;

is not usefulin the absence of illness orinjury;

can withstand repeated use; and

can be used in the home.

In orderto be eligible for coverage, the equipment must also be the most appropriate available amount, supply or level of
service for the MEMBER in question considering potential benefits and harms to that individual, asdetermined by TUFTS
HEALTH PLAN.

Equipment that TUFTS HEALTH PLAN determines to be non-medical in nature and used primarily for non-medical
purposes (eventhoughthat equipmentmay have some limited medical use) will not be considered DURABLE MEDICAL
EQUIPMENT and will not be covered underthis benefit.

Note: Certain DURABLE MEDICAL EQUIPMENT may require the REVIEW ORGANIZATION approval. This prior
approvalis required at boththe IN-NETWORK and OUT-OF-NETWORK LEVEL OF BENEFITS. Please see "Important
Notes" at the beginning of this chapter for more information aboutwhen you are responsible for obtaining this approval.

Important Note: Youmay be responsible for paying towardsthe cost of DURABLE MEDICAL EQUIPMENT covered
under this plan. To determine whetheryour DURABLE MEDICAL EQUIPMENT benefitis subjectto aDEDUCTIBLE or
COINSURANCE, please see the "BenefitOverview"section at the front of this CERTIFICATE.

The following examples of covered and non-covered items are forillustration only. Please callaMember Representative
with questions about whether aparticular piece of equipmentis covered.

Below are examples of covered items (this list is not all-inclusive):

e the purchase of amanual orelectric (hon-hospitalgrade) breast pump orthe rental of a hospital grade electric breast
pump for pregnant or post-partum MEMBERS, when prescribed by a physician (Note: These breast pumps are
covered inf ullat the IN-NETWORK LEVEL OF BENEFITS);

e cranial helmets;

e gradient stockings (up to three pairs every 365 days);

e the following equipmentwhen used to diaghose ortreat diabetes mellitus Type 1 (insulin-dependent diabetes),
diabetes mellitus Type 2 (insulinor non-insulin dependent diabetes), or gestational diabetes:

e blood glucose monitors, including voice synthesizers for blood glucose monitors foruse by the legally blind,

test strips forglucose monitors and/or visual reading (covered under your “Prescription Drug Benefit”);

insulin, syringes, injection aids, cartridgesforthe legally blind, and oral agents for controlling blood sugar (covered

under your “Prescription Drug Benefit” later in this chapter);

therapeutic/molded shoes and shoe insertsfor MEMBERS with severe diabeticfootdisease,

visual magnifying aids;

oral appliances forthe treatment of sleep apnea;

oxygen concentrators (stationary and portable);

prosthetic devices, except forarms, legsorbreasts*; and

*Important Note: Breast prostheses and prostheticarms and legs (inwhole orinpart) are covered underthe

"Prosthetic Devices"benefit laterinthis chapter.

e power/motorized wheelchairs.

TUFTS HEALTH PLANwill decide whetherto purchase orrent the equipment foryou. Atthe IN-NETWORK LEVEL OF
BENEFITS, this equipmentmustbe purchasedorrented from a DURABLE MEDICAL EQUIPMENT providerthat has an
agreement with us to provide such equipment.
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DURABLE MEDICAL EQUIPMENT, continued

Below are examples of non-covered items (this listis notall-inclusive). Please call Member Services for all

questions regarding coverage of DURABLE MEDICAL EQUIPMENT:

air conditioners, dehumidifiers, HEPAfilters and otherfilters, and portable nebulizers;

e articles of special clothing, mattress and pillow covers, including hypo-allergenic versions;

e bath and toiletaids, including, but notlimitedto: tub seats/benches/stools, raised toilet seats, commodes, and rails;

e bed-related items, including bed trays, bed pans, bed rails, bed cradles, over-the-bed tables, and bed wedges;

e carseats;

e car/van modifications;

e certain wearable devices (e.g. smartwatches, bracelets, patches) used for physiological monitoring and fitness
tracking (e.g. Fitbit, Biostamp, Embrace smartwatch, Smartmonitor smartwatch, Garmin Vivofit 4, Garmin Vivosmart 3,
Samsung Galaxy Fit);

e comfort or convenience devices;

e dentures;

e earplugs;

e emergency response systems(e.g., LifeAlert);

e exercise equipment and saunas;

e externally powered exoskeleton assistive devicesand orthoses;

e fixturesto real property, suchas ceiling lifts, elevators, ramps, stairlifts or stair climbers,

e footorthoticsand arch supports, exceptfor therapeutic/molded shoes and shoe insertsforaMEMBER with severe
diabetic footdisease;

e heat and cold therapy devices, including, but notlimited to: hot packs, cold packs and water pumps with orwithout
compressionwrap;

e heating pads, hot waterbottles, paraffin bath units and cooling devices;

e hot tubs, jacuzzis, swimming pools, orwhirlpools;

e manual home blood pressure monitor with cuff and stethoscope;

e mattresses except formattresses used in conjunction with a hospitalbed and ordered by a PROVIDER. Commercially
available standard mattresses notused primarily to treat anillness orinjury (e.g., Tempur-Pedic® or Posturepedic®
mattresses), evenif used in conjunctionwith ahospitalbed, are not covered;

e Dbreast prostheses and prostheticarms and legs. Formore information aboutthese covered devices, see "Prosthetic
Devices" laterin this chapter.

e wheelchair trays.
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Early intervention services

Services provided by early intervention programs that meet standards established by the Massachusetts Department of
Public Health. MEDICALLY NECESSARY early intervention services include, butare not limited to, occupational therapy,
physicaltherapy, speechtherapy, nursing care, and psychological counseling.

These services are available to MEMBERS from birth until their thirdbirthday.

Extended care

Extended care services are SKILLED nursing, rehabilitation or chronic disease hospital serviceswhich are providedina
Medicare-certified:

e skilled nursing facility;

e rehabilitation hospital; or
e chronic hospital.

Notes:

e CUSTODIAL CARE is excluded from coverage.

e Priorapproval by the REVIEW ORGANIZATION is required at both the IN-NETWORK and OUT-OF-NETWORK
LEVELS OF BENEFITS. Please see"Important Notes" at the start of this chapter for more information ab out when
you are responsible forobtaining thisapproval.

Family planning

Coverage is provided for OUTPATIENT contraceptive services, including consultations, examinations, procedures and
medical services,which are related to the use of all contraceptive methodsthat have been approved by the United States
Food and Drug Administration(FDA).

e Procedures:
e sterilization; and
e pregnancy terminations.
e Services:
e medical examinations;
e consultations;
e Dbirth control counseling; and
e genetic counseling.
e Contraceptives:
e cervical caps;
implantable contraceptives (e.g., Implanon® (etonorgestrel), levonorgestrel implants).
intrauterine devices (IUDs);
Depo-Proveraorits generic equivalent; and
any other MEDICALLY NECESSARY contraceptive device thathas been approved by the United States Food and
Drug Administration*.

*Notes:

e Please note that we cover certain contraceptives, such as oral contraceptives, over-the-counter female
contraceptives, and diaphragms, under your Prescription Drug Benefit. If those contraceptives are covered under that
benef it, they are not covered here.

e In addition, please note that contraceptives and female sterilization procedures are covered infull. Todetermine
whether a specificfamily planning service is covered infull orsubject to a COST SHARING please see https://
www.tuftshealthplan.com/documents/providers/payment-policies/preventive-services.
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Hearing Aids
Coverage is provided for:

e hearing aids (oneper ear perprescriptionchange)for CHILDREN age 21 oryounger, including hearing aid
evaluations, thefitting and adjustment of hearing aids, and supplies, including ear molds, as required under
Massachusetts law.

e hearing aids (one perear perprescription change) for MEMBERS age 22 orolder, including hearing aid evaluations,
the f itting and adjustment of hearing aids, and supplies, including ear molds.

Hemodialysis

e OUTPATIENT hemodialysis, including home hemodialysis; and
o OUTPATIENT peritoneal dialysis, including home peritoneal dialysis.

Home health care
We will cover the following services for MEMBERS who are homebound*:

e home visits by aCARELINK PROVIDER;

e SKILLED nursing care and physicaltherapy;and

o the following services, if determined tobeaMEDICALLY NECESSARY component of SKILLED nursing or physical
therapy:

speech therapy;

occupational therapy;

medical/psychiatric social work;

nutritional consultation;

the use of DURABLE MEDICAL EQUIPMENT; and

the services of apart-time home health aide.

*To be considered homebound, you do not have to be bedridden. However, your condition should be such that there
exists anormalinability to leave the home and, consequently, leaving the home would require aconsiderable and taxing
ef fort. If youleave the home, you may be considered homebound if the absences from the home are infrequent or for
periods of relatively short duration, orto receive medical treatment. Please note that this homebound requirement does
not apply to COVERED SERVICES for palliative care underthis benefit.

Notes:

¢ Home health care services for physical and occupational therapies following an injury or iliness are only
covered to the extent that those services are provided to restore function lostorimpaired, as described under
"Rehabilitative and HABILITATIVE physicaland occupational therapy services" earlierin this Chapter 3. However,
those home health care services are not subject to the 60-day period for significantimprovement requirementfor
rehabilitative therapy servicesfor“Rehabilitative and HABILITATIVE physical and occupational therapy services”.

e Sleep studies performedinthe home are not covered underthis“Home Health Care” benefit. Instead, these sleep
studies are covered as described under “Diagnostic testing” earlier in this chapter.

e Priorapproval by the REVIEW ORGANIZATION is required at both the IN-NETWORK and OUT-OF-NETWORK
LEVELS of BENEFITS.
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Hospice care services
We will cover the following services for MEMBERS who are terminally ill (having alife expectancy of 6 months or less):

¢ PROVIDER services;

nursing care provided by orsupervised by aregistered professionalnurse;

social work services;

volunteer services; and

counseling services (including bereavement counseling servicesforthe MEMBER's family for up to one yearfollowing
the MEMBER's death).

"Hospice care services" are defined as a coordinated licensed program of services provided, during the life of the
MEMBER, to a terminally il MEMBER. Such services canbe provided:

e in a homesetting;

e onan OUTPATIENT basis; and
e onashort-term INPATIENT basis, forthe control of painand managementof acute and severe clinical problems
which cannot, formedicalreasons, be managedinahome setting

Hospital INPATIENT care (acute care)

e anesthesia; e physical, occupational, speech, and respiratory
therapies;

o diagnostictestsand lab services; e radiationtherapy;

o drugs; e semi-private room (private room when MEDICALLY
NECESSARY);

e dialysis; e surgery*;

e intensivecare/coronary care; e PROVIDER's services while hospitalized.

e nursing care.

*Priorapproval by the REVIEW ORGANIZATION is required at both the IN-NETWORK and OUT-OF-NETWORK LEVELS
OF BENEFITS.

Human leukocyte antigen testing or histocompatibility locus antigen testing

For usein bone marrowtransplantation when necessary to establisha MEMBER’s bone marrowtransplant donor
suitability. Includes costs oftesting for A, B or DR antigens orany combination consistent with the rules and criteria
established by the Department of Public Health.

Immunizations and vaccinations

Coverageis provided as recommended by the Advisory Committee on Immunization Practices of the CenterforDisease
Controland Prevention (CDC), including travel vaccines.
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Infertility services
Diagnosis and treatment of Infertility in accordance with Massachusetts law.
Inf ertility servicesinclude:

(1.) Diagnosis of Infertility: Diagnostic procedures and tests are covered when provided in connection with an infertility
evaluation.

(II.) Treatment of Infertility: Infertility isdefined as the condition of aMEMBER who has beenunableto conceive or
produce conceptionduringaperiod of oneyearif thefemaleis age 35 oryoungerorduring aperiod of six months if
the f emaleis overthe age of 35. Attempts at conception to satisfy the diagnosis of Infertility may be done naturally or
through artificial insemination.

For purposes of meeting the criteriaforinfertility, if aperson conceives but is unable to carry that pregnancyto
live birth, the period of time she attempted to conceive priorto achieving that pregnancy shall be includedin the
calculation of the oneyearorsix monthperiod, as applicable.

The following procedures are COVERED SERVICES for MEMBERS with a diagnosis of infertility who also:

e are Massachusetts residents;
e meet our eligibility requirements, which are based onthe MEMBER's medical history; and
o meet the eligibility requirements of our contracting Infertility Services PROVIDERS.

Note: With respect to non-MEMBER donors of sperm or eggs, procurement and processing of donor sperm or
eggs will be considered COVERED SERVICESto the extent such costs are not covered by the donor’s health care
coverage, if any.

. Assistive Reproductive Technology (“ART”) procedures, including:

A

e In-vitro f ertilization (IVF) and/orembryo transfer;
e Frozen embryo transfer (FET);

e Gamete intra-f allopiantransfer (GIFT);

e Donor oocyte(DO/IVF);

e Donorembryo/frozenembryo transfer (DE/FET);
e Intracytoplasmic sperm injection(ICSI);

e Assisted hatching (AH);

e Cryopreservation of embryos/blastocysts;

e Cryopreservation of sperm;

e Cryopreservation of oocytes.

*NOTE: Prior approval by the REVIEW ORGANIZATION is only required for cryopreservation services. For further
details onthe cryopreservation services available toa MEMBER who meets the definition of infertility, please see Cigna’s
MEDICAL NECESSITY Guidelines for infertility services available at https:/ftuftshealthplan.com/member/employer-
individual-or-family-plans/tools-resources/overview, or call MemberServices.

MEMBERS who meet the criteria for infertility who also have a documented medical contraindication to pregnancy, are
using theirown eggs, and are self-paying foragestational carrier or surrogate, may be authorized for ovarian stimulation,
egg retrieval and fertilization. For further details on what services are available to aMEMBER who meets the definition of
inf ertility, please call Member Services.
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Infertility services, continued

o

. Other related treatments, including:

artif icial insemination (intrauterine or intracervical);

gonadotropin medication (FSH);

artif icial insemination (intrauterine or intracervical) used in conjunction with gonadotropin medication;
procurement and processing of eggs orinseminated eggs or storage of inseminated eggs when associated with
active infertility treatment.

Note: Donor sperm is only covered when the partner has a diagnhosis of male factor infertility.

(ll.) Preimplantation Genetic Diagnosis (PGD) testing with IVF:

PGD testing is covered when either of the partners is aknown carrier for certain genetic disorders. Inaddition to the
Inf ertility Services provided in connection with Massachusetts law (as described above), PGD testing with IVF may be
covered for MEMBERS who do not have a diagnosis of infertility in certain circumstances when the fetus would
be at risk f oraninherited genetic disorder associated with severe disability and/or premature death.

NOTE: Oral and injectable drug therapies used inthe treatmentof infertility, associated with the COVERED
SERVICES above, are considered COVERED SERVICES only when the MEMBER is covered by a
Prescription Drug Benefit. If applicable, see your Prescription Drug Benefitsection foryour COST SHARING
AMOUNT.
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Injectable, infused, or inhaled medications

Coverage is provided for injectable, infused, or inhaled medications that are: (1) required for and are an essential part of
an office visit to diaghose and treatillness or injury; or (2) received at home with drug administration services by a home
inf usion provider. Medications may include, but are not limited to, total parenteral nutritional therapy, chemotherapy, and
antibiotics.

Notes:

Prior approval and quantity limitations may apply.

There are desighated home infusion PROVIDERS for a select number of specialized pharmacy products and drug
administration services. These PROVIDERS offer clinical management of drug therapies, nursing support, and
care coordination to MEMBERS with acute and chronic conditions. Medications offered by these PROVIDERS
include, but are not limited to medications used inthe treatment of hemophilia, pulmonary arterial hypertension,
immune deficiency, and enzyme replacement therapy. Please contact Member Services or see our website formore
inf ormation onthese medicationsand PROVIDERS.

Intravenous Immunoglobulin (IVIg) therapyis covered for the treatment of Pediatric Autoimmune Neuro psychiatric
Disorders and Pediatric Acute-Onset Neuropsychiatric Syndromes under this benefit.

Coverage includes the components required to ad minister these medications, including, butnot limited to, hy podermic
needles and syringes, DURABLE MEDICAL EQUIPMENT, supplies, pharmacy compounding, delivery of drugs and
supplies.

Medications that are listed on our website as covered undera CARELINK pharmacy benefitare not covered under
this "Injectable, infused, or inhaled medications” benefit. For more information, call Member Services or check our
website at https://tuftshealthplan.com/member/employer-individual-or-family-plans/plans-benefits/pharmacy-
benefit/pharmacy-formularies.

Laboratory tests

Including, but not limited to, blood tests, urinalysis, throat cultures, glycoslated hemoglobin (Hb Alc) tests, genetictesting,
and urinary protein/microalbumin and lipid profiles.

Important: Laboratory tests must be ordered by a licensed PROVIDER and be performed at a licensed laboratory.

Notes:

Prior approvalis required forsome laboratory tests. An example of thisis genetictesting. Foracomplete list of
laboratory tests subject to prior authorization, see the MEDICAL NECESSITY Guidelines on ourwebsite.

Please note that certain laboratorytests associated with routine preventive care are covered infullat the In-Network
Level of Benefitswhen billed inaccordance with our Preventive Services Payment Policy. An example of this is the
colorectal cancer screening test Cologuard. If alaboratorytestis not billed according to this policy, it will be subject
to the MEMBER COST SHARING AMOUNT for “Laboratory tests” specified in the “Benefit Overview.” For additional
inf ormation on this policy, please see our website at https:/www.tuftshealthplan.com/documents/providers/
payment-policies/preventive-services.

Lead Screenings

Mammograms
Provided at the following intervals:

one baseline at 35-39 years of age;
one every year at age 40 and older; or
as otherwise MEDICALLY NECESSARY.
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Maternity Care
Maternity Care - Routine and Non-Routine Care (OUTPATIENT)

prenatal care, exams and tests; and
postpartum care provided ina PROVIDERS office.

Notes:

Routine laboratory tests associated with maternity care are coveredin full at the IN-NETWORK LEVEL OF BENEHTS
in accordance withthe ACA.

MEMBER cost-sharing will apply at the IN-NETWORK LEVEL OF BENEFITS to diagnostic tests or diagnostic
laboratory tests when they are ordered as part of routine maternity care. Please see "Diagnostic testing" and
"Laboratory tests" forinformationonyour COSTSHARING AMOUNTS forthese services.

Maternity Care (INPATIENT)

hospital and delivery services, and
well newborn CHILD care in hospital.

Includes INPATIENT care in hospital for motherand newborn CHILD for at least 48 hours following avaginal delivery and
96 hours following acaesareandelivery.

Notes:

COVERED SERVICES willinclude one home visitby aregistered nurse, physician, or certified nurse midwife; and
additional home visits, when MEDICALLY NECESSARY and provided by alicensed health care provider. COVERED
SERVICES will also include, but notbe limited to, parenteducation, assistance, and training in breast or bottle feeding
and the perf ormance of any necessary and appropriate clinical tests.

These COVERED SERVICES will be available to a mother and her newborn CHILD regardless of whether or not
there is an early discharge (hospital discharge less than 48 hours following a vaginal delivery or 96 hours following a
caesarean delivery).

(For inf ormation about notifying TUFTS HEALTH PLAN for a newborn CHILD, see Chapter 1.)
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Maternity Care, continued

IMPORTANT NOTES - Benefits for Newborn CHILDREN at Time of Delivery:
1. MEMBER's Delivery is Performed by a NETWORK PROVIDER

If a motheris aMEMBERwhose delivery was performed by aNETWORK PROVIDER, TUFTS HEALTH PLAN
will pay f or MEDICALLY NECESSARY care as follows:

When newborn CHILD is enrolled: If the newborn CHILD is enrolled underthis CERTIFICATE as described
under "Adding DEPENDENTS"in Chapter 2:

e TUFTS HEALTH PLANwill pay for ROUTINE NURSERY CARE at the IN-NETWORK LEVEL OF
BENEFITS; and

e TUFTS HEALTH PLANwill pay for MEDICALLY NECESSARY care otherthan ROUTINE NURSERY CARE
(1) at the IN-NETWORK LEVEL OF BENEFITS, if that care is provided by a NETWORK PROVIDER, and (2)
at the OUT-OF- NETWORK LEVEL OF BENEFITS, if that careis not provided by a NETWORK PROVIDER
(PRECERTIFICATION is required).

When newborn CHILD is not enrolled: If the newborn CHILD is not enrolled under this CERTIFICATE as

described under "Adding DEPENDENTS" in Chapter 2, TUFTS HEALTH PLAN will pay (1) f or ROUTINE

NURSERY CARE at the IN-NETWORK LEVEL OF BENEFITS; and (2) will not pay for care otherthan ROUTINE

NURSERY CARE.

2. Non-MEMBER's Delivery
Massachusetts law requires anewborn CHILD's ROUTINE NURSERY CARE to be covered underthe maternity
coverage benefits of the mother's health plan. If the motheris notaMEMBER underthe CERTIFICATE and has
no other maternity coverage benefits, TUFTS HEALTH PLAN will cover MEDICALLY NECESSARY care that
the newborn CHILD may require (either ROUTINE NURSERY CARE or other care) if that newborn CHILD is
enrolled under the CERTIFICATE.

When newborn CHILD is enrolled: If the newborn CHILD is enrolled underthis CERTIFICATE as described
under "Adding DEPENDENTS"in Chapter 2:

e TUFTS HEALTH PLAN will pay for ROUTINE NURSERY CARE (1) at the IN-NETWORK LEVEL OF
BENEFITS, if that careis provided by aNETWORK PROVIDER, and (2) at the OUT-OF-NETWORK LEVEL
OF BENEFITS, if that care is not provided by a NETWORK PROVIDER(PRECERTIFICATION s required);
and

e TUFTS HEALTH PLANwill pay for MEDICALLY NECESSARY care otherthan ROUTINE NURSERY CARE
(1) at the IN-NETWORK LEVEL OF BENEFITS, if that care is provided by a NETWORK PROVIDER, and (2)
at the OUT- OF-NETWORK LEVEL OF BENEFITS, if that care is not provided by a NETWORK PROVIDER.
(PRECERTIFICATION is required)

When newborn Child is not enrolled: If the newborn CHILD is not enrolled under this CERTIFICATE as

described under"Adding DEPENDENTS" in Chapter 2, TUFTS HEALTH PLANwill not pay forany care forthe

newborn CHILD.
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Medical supplies

TUFTS HEALTH PLAN covers the cost of certaintypes of medical supplies froman authorized vendor, including ostomy,
tracheostomy, catheter, oxygen supplies, insulinpumpsand related supplies.

Note:

e These medical supplies must be obtained from avendorthat has an agreement with us to provide such supplies.
e Contact a Member Representative with coverage questions.

e Priorapprovalby an AUTHORIZED REVIEWERIs required forthese supplies.

Nutritional counseling

Coverageis providedfor nutritional counseling when prescribed by a physician and performed by aregistered dietician/
nutritionist. Nutritional counseling visits are covered:

o When MEDICALLY NECESSARY, forthe purpose of treating anillness. Please see “Nutritional Counseling”in the
“Benef it Overview” forthe applicable COSTSHARING AMOUNT; or

e As preventive services, including preventive obesity screening and counseling services, healthy diet counseling, and
behavior change and counseling. Inaccordance withthe Affordable Care Act, preventive services that are currently
recommended by the U.S. Preventive Services Task Force (USPSTF) are covered infull at the IN-NETWORK LEVEL
OF BENEFITS.

Note: Weight loss programs and clinics are not covered.

Office visits to diagnose and treat illness or injury

e MEDICALLY NECESSARY evaluations and related health care servicesforacute or EMERGENCY gynecological
conditions.
e Officevisits forevaluations and consultations. This includes visitstoa LIMIITED SERVICE MEDICALCLINIC.

Note: Coverage fordiagnostic laboratory tests and x-rays associated with these office visitsis described in the
“Diagnostic imaging”and “Diagnostictests and laboratory services” benefits earlierin this chapter.
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Oral health services

o EMERGENCY care
X-rays and EMERGENCY oral surgery in an EMERGENCY room to temporarily stabilize damaged tissues or
repositionsound, natural and permanentteeth that have moved orhave broken dueto injury. Youmust receive
this care within 48 hours aftertheinjury. The injury must have been caused by asource outside the mouth.

e Non-EMERGENCY care
The following services are covered, with the prior approval of a Review Organization, inan INPATIENT orDAY
SURGERY setting, and include hospital/facility, PROVIDER, and surgicalcharges:
Extraction of sevenormore permanent teeth during one visit
Surgical treatment of skeletal jaw deformities
e Surgical repair related to Temporomandibular Joint Disorder

In addition, surgical removal of impacted or unerupted teethwhenembeddedinboneis covered inan INPATIENT,
DAY SURGERY, or office setting. COVERED SERVICES include hospital/facility, PROVIDER, and surgical
charges. Priorapprovalby aReview Organizationis only required if the services are received inan INPATIENT or
DAY SURGERY setting.

Important Notes:

e Please goto ourwebsitetoviewthe complete guidelines for determining MEDICAL NECESSITY forthese
services inan Inpatient setting, entitled “Dental Procedures Requiring Hospitalization”.

e Coveragedoesnotapply to Non-EMERGENCY oral health services provided by adentist. MEMBERS must
receive these services fromanoral surgeon.

e X-rays performedinassociation with Non-EMERGENCY oral health services are covered as described under
“Diagnostic imaging.”

Pap Smears
One annual screening forwomen age 18 and older, or as otherwise MEDICALLY NECESSARY.

Patient care services provided as part of a qualified clinical trial for the treatment of cancer or
other life-threatening diseases or conditions - OUTPATIENT and INPATIENT

To the extent required by Massachusetts and federal law, patient care services provided as part of aqualified clinicaltrial
conducted to prevent, detect, or treat cancer or other life-threatening diseases or conditions are covered to the same
extent as those INPATIENT or OUTPATIENT services would be covered if the MEMBER did not receive care in aqualified
clinical trial.
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Preventive care for MEMBERS under age 6
Preventive care services from the date of birth until age 6, including:

physical examination, including limited developmental testing with interpretation and report;
history;

measurements;

sensory screening;

neuropsychiatric evaluation;and

developmental screening and assessment at the following intervals:

e Gtimes during thefirst yearafterbirth,

e 3times during the second year after birth, and

e annually fromage 2untilage 6.

Coverage is also provided for:

hereditary and metabolic screening atbirth;

appropriate immunizations and tuberculintests;
hematocrit, hemoglobin, orotherappropriate blood tests;
urinalysis as recommended by a PROVIDER; and
newborn auditory screening tests, as required by state law.

Note: Any f ollow-up care determined to be MEDICALLY NECESSARY as aresult of aroutine physicalexam s subject to
a COST SHARING AMOUNT at the IN-NETWORK LEVEL OF BENEFITS. MEMBER cost-sharing will also apply at the
IN-NETWORK LEVEL OF BENEFITS to diagnostic tests or diagnostic laboratory tests when they are ordered as part of
aroutine physical exam. Please see "Diagnostic testing" and "Laboratory tests"forinformation onyour COST SHARING
AMOUNTS f or these services, and see the website at https://tuftshealthplan.com/documents/providers/payments-
policies/preventive-services formore information about which laboratory services are considered preventive.

Preventive care for MEMBERS age 6 and older

e Routine physical examinations, including appropriate immunizations and lab tests as recommended by a PROVIDER,;
and
e hearing exams and screenings forMEMBERS underage 18.

Note: Any f ollow-up care determined to be MEDICALLY NECESSARY as aresult of aroutine physicalexamis subjectto
a COST SHARING AMOUNT at the IN-NETWORK LEVEL OF BENEFITS. MEMBER cost-sharing will also apply at the
IN-NETWORK LEVEL OF BENEFITS to diagnostic tests ordiagnostic laboratory testswhen they are ordered as part of
aroutine physical exam. Please see "Diagnostic testing" and "Laboratory tests"forinformation onyour COSTSHARING
AMOUNTS f or these services, and see the website at https://tuftshealthplan.com/documents/providers/payments-
policies/preventive-services formore information about which laboratory services are considered preventive.

Prosthetic devices

TUFTS HEALTH PLAN covers the cost (including repairs) of breast prostheses and prosthetic arms and legs. Coverage is
provided forthe most appropriate MEDICALLY NECESSARY model that adequately meetsthe MEMBER's needs. Prior
approval by the REVIEW ORGANIZATION is required at both the IN-NETWORK and OUT-OF-NETWORK LEVELS of
BENEFITS. Please see "Important Notes"at the start of this chapter for more information aboutwhenyou are responsible
for obtainingthis approval*.

*Note: Breast prostheses require prior authorization, except when provided in connection with a mastectomy.

Radiation therapy
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Rehabilitative and HABILITATIVE physical and occupational therapy services

Rehabilitative physical and occupational therapy services, including cognitive rehabilitation or cognitive retraining, are
covered. These services are covered only when provided to restore functionlost orimpaired as the result of an accidental
injury or illness and the MEMBER's condition is subject to significantimprovement within a period of 60 days from the
initial treatment as a direct result of these therapies.

HABILITATIVE physical and occupational therapy services are covered only when provided to keep, learn, orimprove
skills and functioning for daily living never learned oracquired dueto adisabling condition.

Massage therapy may be covered as atreatment modality when administered as part of aphysical therapy visitthat is
provided by alicensed physical therapist.

Respiratory therapy/pulmonary rehabilitation services

Routine annual gynecological exam

Includes any follow-up obstetricorgynecological care determined to be MEDICALLY NECESSARY as aresult of that
exam (no PCP referral required).

Note: Any follow-up care determined to be MEDICALLY NECESSARY as a result of a routine annual gynecological
exam is subjectto an Office Visit COPAYMENT. MEMBER cost-sharing will also applyto diagnostictests or diagnostic
laboratory tests whenthey are ordered as part of aroutine gynecologicalexam. Please see “Diagnostictesting”

and “Laboratory tests”forinformation onyour COST SHARING AMOUNTS forthese services, and see the website

at https://www.tuftshealthplan.com/documents/providers/payment-policies/preventive-services formore

inf ormation about which laboratory services are considered preventive.

Scalp hair prostheses or wigs for cancer or leukemia patients

Scalp hair prostheses orwigs wornforhairloss suffered as aresult of the treatmentof any form of cancer or leukemia.
(Please also see"DURABLE MEDICAL EQUIPMENT" earlierinthis Chapter.)

Smoking cessation counseling services
Including individual, group, and telephonic smoking cessation counseling services that:

e are provided inaccordance with current guidelines established by the United States Department of Health and Human
Services; and

e meet the requirements of the federal Patient Protection and Affordable Care Act.

Note: Coverage is also provided for prescription smoking cessation agents and generic over-the-counter smoking

cessationagents when prescribed by physician. For more information, see the “What is Covered” provision withinthe

“Prescription Drug Benefit” section laterin this chapter.
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Special formulas

Included inthis benefit are the f ollowing: special medical formulas, nonprescription enteral formulas, and low protein
foods, whenprescribed by aPROVIDER forthe treatments described below:

Low protein foods:
When given to treat inherited diseases of amino acids and organic acids.

Nonprescription enteral formulas: (prior approval by the REVIEW ORGANIZATION may be required)

o forhome usefortreatment of malabsorption caused by Crohn'sdisease, ulcerative colitis, gastroesophageal
ref lux, gastrointestinal motility, chronic intestinal pseudo-obstruction, and inherited diseases of amino acids and
organic acids.

e when MEDICALLY NECESSARY for: infant formula for milk or soy proteinintolerance; formulafor premature
inf ants; and supplemental formulas for growth failure.

Note: Services may require priorapproval by the REVIEW ORGANIZATION at both the IN-NETWORK and OUT-OF-
NETWORK LEVELS of BENEFITS. Please see "Important Notes" at the beginning of this chapter for more information
about when you are responsible for obtaining this approval.

Special medical formulas: (prior approval by the REVIEW ORGANIZATION may be required)

o forthetreatment of phenylketonuria;tyrosinemia; homocystinuria; maple syrup urine disease; propionic acidemia;
and methylmaloric acidemia; or
e when MEDICALLY NECESSARY to protect the unbornfetuses of womenwith PKU.

Note: Services may require prior approval by the REVIEW ORGANIZATION at both the IN-NETWORK and OUT-OF-
NETWORK LEVELS of BENEFITS. Please see "Important Notes" at the start of this chapterfor more information about
when you are responsible forobtaining this approval.

Surgery - Bone marrow transplants, hematopoietic stem cell transplants, and human solid
organ transplants

REVIEW ORGANIZATION approvalis required regardless of whether the procedure is provided by a NETWORK
PROVIDER or a NON-NETWORK PROVIDER.

e Bone marrow transplantsfor MEMBERS diagnosed with breastcancer that has progressed to metastatic disease who
meet the criteria established by the Massachusetts Department of Public Health.

e Hematopoietic stem cell transplants and human solid organ transplants which are generally accepted inthe medical
community for MEMBERS who are the stem cell or solid organ recipients. Whenthe recipientis aMEMBER, the
following servicesrelated tothe procurementof the stem cells or solid organ from the donor are covered, but only to
the extent that such services are not covered by any other plan of health benefits or health care coverage:

e evaluationand preparationof the donor, and

e surgical intervention and recoveryserviceswhenthose servicesrelate directly to donating the stem cells or solid
organ to the MEMBER.

Notes:

e We do not coverdonorcharges of MEMBERS who donate stem cells orsolid organs tonon-MEMBERS.

e We covera MEMBER's donorsearch expenses fordonors related by blood.

e We cover the MEMBER's donor search expenses for donors not related by blood when MEDICALLY
NECESSARY. These services are only covered to the extent thatsuch services are not covered by any other plan
of health benefits orhealth care coverage.

e We covera MEMBER's humanleukocyte antigen (HLA) testing. See "OUTPATIEENT medical care" earlier in this
chapterf ormoreinformation.

e Priorapproval by the REVIEW ORGANIZATION is required at boththe IN-NETWORK and OUT-OF-NETWORK
LEVELS OF BENEFITS. See"ImportantNote"earlierinthe chapterformore information about whenyou are
responsible forobtaining this approval.
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Surgery -in a PROVIDER's office

Surgery -- Reconstructive procedures, mastectomy surgeries, and surgeries to treat functional
deformity or impairment
e services required to relieve pain orto restore abodily functionthat is impaired as aresult of acongenital defect

(including treatment of cleft lip or cleft palate for CHILDREN underthe age of 18, as required under Massachusetts
law*),

birth abnormality, traumatic injury or covered surgical procedure.
e the following services in connection with mastectomy:
e reconstruction of the breast affected by the mastectomy;

e surgery and reconstruction of the other breast to produce asymmetrical appearance; and
e prostheses** and treatment of physical complications of all stages of mastectomy (including lymphedema).

*Priorauthorization by the REVIEW ORGANIZATION is not required forthe treatment of cleft lip or cleft palate for
CHILDREN under the age of 18.

**Breast prostheses are covered as described under "Prosthetic devices" later in this chapter.

Removal of a breast implant is covered when any one of the following conditions exists:

e the implant was placed post-mastectomy;
e there is documented rupture of asiliconeimplant;
e there is documented evidence of auto-immune disease orinfection.

Important: No coverageis provided forthe removal of ruptured orintact saline breastimplants or intact silicone breast
implants except as specified above.

Notes:

e Cosmetic surgery isnot covered.

e Except as described above in connection with a mastectomy or with treatment of a cleft lip or cleft palate, the
REVIEW ORGANIZATION approval is required before you receive any reconstructive surgery or procedure
(regardless of whetherthe procedureis provided bya NETWORK PROVIDER ora NON-NETWORK PROVIDER).

Please see"Important Notes" at the beginning of this chapter for more inf ormation about when you are responsible for
obtaining this approval.

Spinal manipulation
Manual manipulation of the spine,
including unlimited evaluations per PROVIDER per CONTRACT YEAR.
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Telemedicine services

We cover MEDICALLY NECESSARY telemedicine services forthe purpose of diagnosis, consultation, or treatment

in the same manner as an in-person consultation between you and your PROVIDER. Telemedicine services are
provided throughaudio, video, or other electronic media communications and substitute forin-person consultation with
PROVIDERS when determined to be medically appropriate. Telemedicine services are available for both medical and
behavioral health/substance use disorder services.

Telemedicine services may be obtained from aNETWORK PROVIDER orthrough TUFTS HEALTH PLAN'’s designated
telemedicine vendor. When received from the designated telemedicine vendor, these services are also referred to as
"telehealth services". For additional information on the TUFTS HEALTH PLAN telemedicine vendor and how to access
those services, including when certain services may be available whenyou are traveling outside of the 50 United States,
please visit https://tuftshealthplan.com/member/health-information-tools/digital-tools/telehealth or contact Member
Services

When you obtaintelemedicineservices from aNETWORK PROVIDER, you will pay the same COST SHARING AMOUNT
that applies to an office visitwiththat PROVIDER. When you accesstelemedicine services through the TUFTS HEALTH
PLAN telemedicine vendor, you will pay the COST SHARING AMOUNT f or telemedicine services listed in the “Benefit
Overview".

Additionally, at your choice, audio-only consultation services are available to you. If youaccess such audio-only
consultation services,the same COSTSHARING AMOUNT as indicated fortelemedicine services applies.

Coverage also applies to telemedicine services that are not considered telemedicine visits. This includes:

e Remote patient monitoring servicesto collect and interpret clinical data while the Member remains at adistant site.
These services may occurinreal-time or not; and

e Remoteevaluation of transferred medical datarecorded on an electronic device. The datamustbe usedforthe
purpose of diagnosticand therapeutic assistance inthe care of the MEMBER.

See the “Benef it Overview” forthe COST SHARING AMOUNTS that apply to these additional telemedicine services.

Treatment of speech, hearing and language disorders

Diagnosis and treatment when MEDICALLY NECESSARY. Short-term cognitive retraining or cognitive rehabilitation
services are covered under this benefit only when provided to restore function lost or impaired as the result of an
accidentalinjury orsickness. Inorderf orthese servicesto be covered, measurable improvement must be anticipated in
areasonable and predictable period of time forthe particular diagnosisand phase of recovery. Please note thatat the
IN-NETWORK LEVEL OF BENEFITS, COSTSHARING AMOUNTS forthe diagnosis of speech, hearing and language
disorders vary depending uponthe service provided (e.g., x-rays, diagnostic testing, office visits). Prior approval by an
AUTHORIZED REVIEWERs required at boththe IN-NETWORK and OUT-OF-NETWORK LEVEL OF BENEFITS.

URGENT CARE

Services may be provided to youinaPROVIDER's office,a LIMITED SERVICES MEDICAL CLINIC, ahospital-based
OUTPATIENT walk-in clinic,aFREE-STANDING URGENT CARE CENTER, or an emergency room.

Vision care services

e Routine eye examination : Coverage is provided for one routine eye examination every 24 months (IN-NETWORK
and OUT-OF-NETWORK LEVELS combined) Note: You must receive routine eye examinations from a PROVIDER
in the EyeMed Vision Care network inorderto obtain coverage forthese services at the IN-NETWORK LEVEL OF
BENEFITS. Please go to ourwebsite orcontact Member Services for more information.

e Other vision care services: Coverage is provided for eye examinations and necessary treatment of a medical
condition. Note: One pairof eyeglass lenses and standard frames will be covered followinga MEMBER's cataract
surgery or othersurgery to replace the natural lens of the eye, whenthe MEMBER does not receive an intraocular
implant. See “Benefit Overview” earlierin this document to determine the COST SHARING AMOUNT applicable to
these lenses and frames.
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Other Health Services, continued

TUFTSHEALTHPLAN MEMBER Discounts

As a Member, you may take advantage of TUFTS HEALTH PLAN MEMBER Discounts. See Our website for

the most current list. TUFTS HEALTH PLANMEMBER Discounts include the fithness reimbursementand weight
management program reimbursement. Go to Ourwebsiteforfurther details and required reimbursementforms at https://
tuftshealthplan.com/member/employer-individual-or-family-plans/plans-benefits/discounts-perks/overview.
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COVERED SERVICES, continued
Prescription DrugBenefit

Introduction
This section describesthe Prescription Drug Benefit. The f ollowing topics are included inthis sectionto explain your
prescription drug coverage:

e How PrescriptionDrugsAre Covered e What is Not Covered
e Prescription Drug Coverage Table e CARELINK Pharmacy Management Programs
e Whatis Covered e Filling YourPrescription

How Prescription Drugs Are Covered
Prescriptiondrugswill be considered COVERED SERVICES only if they comply with the " CARELINK Pharmacy
Management Programs" section described belowand are:

e listed belowunder"What is Covered";

e approved by the United States Food and Drug Administration (FDA);
e providedtotreatan injury, illness, orpregnancy;

e MEDICALLY NECESSARY.

The "Prescription Drug Coverage Table" below describes your prescription drug benefitamounts.

e Tier-1drugs have the lowest level COST SHARING AMOUNT.
e Tier-2drugs have themiddle level COST SHARING AMOUNT.
e Tier-3drugs have a higher level COSTSHARING AMOUNT.

Notes:

e Prescribed, orally administered anticancer medications used to kill or slowthe growth of cancerous cells are covered
infullf orup to a30-day supply.

e Smoking cessation agents (both prescriptionand generic over-the-counter agents when prescribed bya PROVIDER)
are covered infull.

e Most generic drugs are covered on Tier 1 or Tier2.

e In compliance with Massachusettslaw, opioid medicationslisted as Schedule llor Schedule lllcontrolled substances
will be filled at a lesser quantity than prescribed if the MEMBER requests it. If the MEMBER requests the lesser
guantity, no additionalcostor penalty will be enforced on the MEMBER. If the MEMBERfillsalesser guantity than
is prescribed of a Schedule Il opioid controlled substance, and then decides to fill the remainder of the original
prescription at the same pharmacy within 30 days of the original prescription date, no additional COPAYMENT or
othercost sharing willbe applied. Please see Appendix C, “Schedulelland IllOpioid Medications”,foralist of these
medications.

e Pursuant to Massachusetts law, naloxone (anopioid antagonist) is available without a prescription when obtained
from aMassachusetts pharmacy. Who ever requests naloxone at apharmacy will be billed forthe medication, evenif
that person is pickingup the medicationforsomeone else.

e Certain drugs on our formulary are designated as part of our low-cost drug program. Y our retail pharmacy
Copayments forthese low-costdrugs are $5f orup to a30-day supply and $10fora31-90day supply. Please see the
website at https://tuftshealthplan.com/member/employer-individual-or-family-plans/plans-benefits/pharmacy-benefit/
pharmacy-formularies or call Member Services for more information.
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COVERED SERVICES, continued
Prescription Drug Benefit, continued

Prescription Drug Coverage Table

DRUGS OBTAINED AT A RETAIL PHARMACY:
Covered prescription drugs (including both acute and maintenance drugs).

TIER-1 drugs: $10.00 COPAYMENT f or up to a 30-day supply.

$20.00 COPAYMENT f ora 31-60-day supply.
$30.00 COPAYMENT f ora 61-90-day supply.
TIER-2 drugs: $35.00 COPAYMENT f orup to a 30-day supply.
$70.00 COPAYMENT f ora 31-60-day supply.
$105.00 COPAYMENT f ora 61-90-day supply.
TIER-3 drugs: $60.00 COPAYMENT f orup to a 30-day supply.
$120.00 COPAYMENT f or a 31-60-day supply.
$180.00 COPAYMENT f or a 61-90-day supply.

Important Note:

If you choose to obtain a covered prescription drug at a retail pharmacy which is nota TUFTS HEALTH PLAN
designated pharmacy, youwill be required to payforthe entire cost of the drug up front. You will then need to contact
TUFTS HEALTH PLAN in order to be reimbursed. You will be responsible only for the MEMBER COST SHARING
AMOUNT listed above.

DRUGS OBTAINED THROUGH A MAIL SERVICES PHARMACY:

e Coverage When Drugs Are Obtained Througha TUFTS HEALTH PLAN Designated Mail Services Pharmacy:
Most maintenance medications, when mailed to you througha TUFTS HEALTHPLAN designated mail services
pharmacy.

TIER-1 drugs: $20.00 COPAYMENT f orup to a 90-day supply.

TIER-2drugs: $70.00 COPAYMENT f orup to a 90-day supply.

TIER-3drugs: $120.00 COPAYMENT f or up to a 90-day supply.

e Coverage When Drugs Are Not Obtained Througha TUFTS HEALTH PLAN Designated Mail Services Pharmacy:
If youchooseto obtainacovered prescription drug through a mail service pharmacy whichis nota TUFTS HEALTH
PLAN designated pharmacy, you pay 20% COINSURANCE forthat drug.

*Note: COINSURANCE is calculated based on TUFTS HEALTH PLAN's contracted rate at the time the prescription
is filled and does not reflectany rebatesthat TUFTS HEALTHPLAN may receive at a later date. Rebates, if any, are
ref lected inyour GROUP's PREMIUM.

Capitalized words are defined in Appendix A. 76 To contact Member Services, call 1-866-352-9114, or see
our Website at www.tuftshealthplan.com/carelink


http://www.tuftshealthplan.com/carelink

Notes:
e If youfillyourprescriptioninastate that allows youto request abrand-name drug eventhoughyour physician
authorized the generic equivalent, you will pay the applicable tier COST SHARING AMOUNT plus the differencein

cost betweenthe brand-name drug and the generic drug.
e Youalways pay the applicable COSTSHARE AMOUNT, evenif the cost of the drug is lessthanthe COST

SHARING AMOUNT.

To contact Member Services, call 1-866-352-9114, or see
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COVERED SERVICES, continued

Prescription Drug Benefit, continued

What is Covered

We cover the f ollowing under this Prescription Drug Benefit. Foracurrent list of covered drugs, please go to ourwebsite
at https://tuftshealthplan.com/member/employer-individual-or-family-plans/plans-benefits/pharmacy-benefit/
pharmacy-formularies orcallMember Services.

Prescribed drugs (including hormone replacementtherapy for peri and post-menopausal women) that by law require a
prescriptionand are notlisted under"What is Not Covered" (see "Important Notes" below).

Insulin, insulin pens, insulin needles and syringes; lancets; blood glucose, urine glucose, and ketone monitoring strips;
and oral diabetes medicationsthat influence blood sugar levels.

Generic and brand-name contraceptives, including oral contraceptives, diaphragms, and other self-administered
hormonal contraceptives (e.g., patches, rings) that by law require a prescription and FDA-approved over-the-counter
female contraceptives (e.g.,female condoms or contraceptive spermicides) when prescribed by alicensed Provider
and dispensed at apharmacy pursuantto a prescription, are covered infull*. Certain brand-name contraceptives may
be subjectto priorauthorization.*

*Note: This Prescription Drug Benefit only describes contraceptive coverage for oral contraceptives, diaphragms, and
other self-administered hormonal contraceptives (e.g., patches, rings) that by law require a prescription, and FDA-
approved over-the-counterfemale contraceptives (e.g., female condoms, contraceptive spermicides) when prescribed
by alicensed PROVIDER and dispensed at a pharmacy pursuant to aprescription. See “Family planning” earlierin
this chapterf orinformation aboutother contraceptive drugsand devicesthat qualifyas COVERED SERVICES.

Fluoride for CHILDREN.

Injectables and biological serum included on the list of covered drugs on our website. MEDICALLY NECESSARY
hypodermic needles and syringes required to inject these medications are also covered. For more information, call
Member Services or see ourwebsite.

Pref illed sodium chloride forinhalation (both prescription and over-the-counter).

Of f-label use of FDA-approved prescriptiondrugs used in the treatment of cancer or HIV/AIDS which have not been
approved by the FDAfor that indication, provided, however, that such adrug is recognized for such treatment in one
of the standard reference compendia, inthe medicalliterature, or by the Commissioner of Insurance.

Compounded medications, if at least one active ingredient requires a prescription by law and is FDA-approved.
Compounding kits that are not FDA-approved and include prescriptioningredients thatare readily available may not
be covered. To confirm whetherthe specific medication orkit is covered underthis plan, please call MemberServices.
Over-the-counter drugs included inthelist of covered drugs on the formulary applicable to your plan when prescribed
by a PROVIDER. You may find the formulary on our website at https://tuftshealthplan.com/member/employer-
individual-or-family-plans/plans-benefits/pharmacy-benefit/pharmacy-formularies or you can call Member
Services for moreinformation.

Certain medications used for bowel preparationin colonoscopy proceduresare covered infull at the IN-NETWORK
LEVEL OF BENEFITS forMEMBERS ages 45 through 74. For moreinformation, please call Member Services or see
the formulary onthe website.

Prescription smoking cessationagents.

Capitalized words are defined in Appendix A. 78 To contact Member Services, call 1-866-352-9114, or see

our Website at www.tuftshealthplan.com/carelink


http://www.tuftshealthplan.com/carelink

COVERED SERVICES, continued

Prescription Drug Benefit, continued

What is not Covered
We do not cover the following under this Prescription Drug Benefit:

Acne medications unless MEDICALLY NECESSARY.

Cervical caps, IUDs, implantable contraceptives (e.g., Implanon® (etonorgestrel), levonorgestrel implants, Depo-
Proveraor its generic equivalent (these are covered underyour OUTPATIENT care benefit earlierinthis Chapter)
Compounded medications, if no active ingredientsrequire a prescription by law. Compounding kits that are not
FDA-approved and include prescription ingredients that are readily available may also not be covered. For more

inf ormation, call Member Services or check ourwebsite.

Drugs classifiedas Schedule Icontrolled substancesbythe FDA (e.g., marijuana).

Drugs forasymptomatic onychomycosis, exceptfor MEMBERS with diabetes, vascular compromise, orimmune

def iciency status.

Drugs forthetreatment of erectile dysfunction.

Drugs that by law do not require a prescription (unless listed as coveredinthe "Whatis Covered" section above).
Experimental drugs: drugs that cannot be marketed lawfully without the ap proval of the FDAand such approval has
not been granted at the time of theiruse or proposed use orsuch approval has beenwithdrawn.

Immunization agents. These may be provided under"Preventive health care” earlierin this chapter.

Homeopathic medications purchased with a prescription or over-the-counter.

Medications forthe treatment of idiopathic shortstature.

Oral non-sedating antihistamines.

Over-the-counter medications if notincluded onthelist of covered drugsonourwebsite.

Prescriptions filled through aninternet pharmacy thatis not a Verified Internet Pharmacy Practice Site certified by the
National Association of Boards of Phamacy.

oral non-sedating antihistamines.

Prescription and over-the-counterhomeopathic medications.

Prescription medications once the same active ingredient or a modified version of an active ingredient that is
therapeutically equivalent to a covered prescription medication becomes available over-the-counter. Inthis case, the
specific medication may not be covered and the entire class of prescription medications may also notbe covered. For
more inf ormation, call Member Services or check ourwebsite.

Prescription medications when packaged with non-prescription products.

Products that are FDA approved as devices, including therapeutic or other prosthetic devices, appliances, supports,
or othernon-medical products. These may be provided as described earlierin this chapter.

Topical and oral fluorides foradults.

Vitamins and dietary supplements (exceptprescription prenatal vitamins, vitamins as required by the Affordable Care
Act and fluoride for CHILDREN).

Medications packaged forinstitutionaluse may be excluded from the pharmacy benefitcoverage unless otherwise
noted in the formulary.
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COVERED SERVICES, continued

Prescription Drug Benefit, continued

CARELINK Pharmacy Management Programs
In orderto provide safe, clinically appropriate, cost-effective medications underthis Prescription Drug Benefit, we
have developed thefollowing Pharmacy ManagementPrograms:

Quantity Limitations Program

We limit the quantity of selected medicationsthat MEMBERS canreceiveinagiventime period, for cost, safety and/
or clinical reasons.

Prior Authorization Program:

We restrict the coverage of certain drug products that have anarrowindication for usage, may have safety concerns
and/or are extremely expensive, requiring the prescribing PROVIDERto obtain prior approval from us for such drugs.

Step Therapy PA Program
Step therapy is atype of priorauthorization program (usually automated) that uses a step-wise approach, requiring
the use of the most therapeutically appropriate and cost-effective agents first, before other medications may be
covered. MEMBERS must first try one ormore medications on alower step to treat a certain medical condition before
amedicationonahigher step is coveredforthat condition.

Designated Specialty Pharmacy Program (Mail Order):
We have designated pharmacies that specialize in providing medications used to treat certain conditions, and are
staf fed with clinicians to provide supportservices for MEMBERS. Some medications mustbe obtained at aspecialty
pharmacy. Medications may be added to this program from time to time. Designated specialty pharmacies can
dispenseup to a30-day supply of medication at one time and itis delivered directly to the MEMBER’s home via mail.
This is NOT part of the mail order pharmacy benefit. Extended day suppliesand COPAYMENT savings do not apply
to thesedesignated specialty drugs.
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COVERED SERVICES, continued

Prescription Drug Benefit, continued

New-To-Market Drug Evaluation Process:

New-To-Market drug products are reviewed for safety, clinical effectiveness, and cost by the TUFTS HEALTH
PLAN's Pharmacy and Therapeutics Committee. We then make a coverage determination based on the Committee’'s
recommendation.

A new drug productwill not be covered until this process is completed — usually within 6 months of the drug product’s
availability.

IMPORTANT NOTES:

e If yourPROVIDERfeelsitis MEDICALLY NECESSARY foryouto take medicationsthat are restricted under any
of the CARELINK Pharmacy Management Programs described above, he or she may submit a request for
coverage. We will review the request and provide you with notification of our coverage determination within 72
(seventy-two) hours after receiving the request. We will ap prove the request if it meets our guidelines for coverage.
For more information, call Member Services.

e If arequest is madeto cover medicationsthat are part of the "New-to-Market Drug Evaluation Process" program or
the "Non-Covered Drugs with Suggested Alternatives" program, and that requestis approved by TUFTS HEALTH
PLAN, the medications will generally be covered onthe highesttier (e.g., Tier3ona3-tier formulary, Tier-4 ona4-
tier formulary), with some exceptions. Please callMember Services for more information about on which tieryour
medication is covered.

e The TUFTS HEALTH PLAN website has alist of covered drugs with theirtiers. We may change adrug’s tierduring
the year. For example, if abrand drug’s patent expires, we may change the drug’s status by (a) moving the brand
drug f romTier-2to Tier-3or (b) moving the brand drug to our list of non-covered drugs when ageneric alternative
becomes available.

e If you have questions about your prescription drug benefit, would like to know thetier of aparticulardrug, or would
like to know if your medication is part of a Pharmacy Management Program, check our website, or calla Member
Representative.

e If are af f ected by a deletion to the formulary, TUFTS HEALTH PLAN will notify you at least 60 days before the
changeis made. Please be aware that advance notification will not be issued for prescription drugs deleted from the
formulary that the Food and Drug Administration (FDA) have determinedto beunsafe.
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COVERED SERVICES, continued

Filling Your Prescription

Where to Fill Prescriptions:

You canfillyourprescriptions at any pharmacy; however, TUFTS HEALTH PLAN designated pharmacieswill only charge
you the MEMBER COST SHARING AMOUNT at the time youfill your prescription. If you choose tofill your prescription
at anon-TUFTS HEALTH PLAN designated pharmacy, you will be responsible for paying the entire costof the medication
up f ront. Please see the Prescription Drug Coverage Table earlierinthis chapterformoreinformation. TUFTS HEALTH
PLAN designated pharmaciesinclude:

e forthe majority of prescriptions, most of the pharmacies in Massachusetts, New Hampshireand Rhode Island and
additional pharmacies nationwide; and

e foraselectnumberof drug products,asmall numberof designated specialty pharmacy providers. (Formore
informationabout TUFTS HEALTH PLAN's designated specialty pharmacy program, see "CARELINK Pharmacy
Management Programs" earlierinthis Prescription Drug Benefit section.) If you have questions about where to
fill your prescription, call the TUFTS HEALTH PLAN Member Services Department.

How to Fill Prescriptions:
e Whenyoufillaprescription, provide yourMemberID to any TUFTS HEALTH PLANdesignated pharmacy and
pay your COST SHARING AMOUNT.

e If thecostof yourprescriptionis less thanyour COPAYMENT, then you are only responsible forthe actual costof
the prescription.

e If you have any problems usingthis benefit, call the TUFTS HEALTHPLAN Member ServicesDepartment.

Important: If youarefilling aprescriptionatanon-TUFTS HEALTHPLAN designated pharmacy, please callthe
Member Services Department forinstructions about submitting your prescription drug claimsforreimbursement.

Filling Prescriptions for Maintenance Medications:
If you are required to take a maintenance medication, we offer you two choices for filling your prescription:

e you may obtainyourmaintenance medication directlyfrom a TUFTS HEALTH PLAN designated retail phamacy;
or

e you may have most maintenance medications* mailed toyou through a TUFTS HEALTH PLAN designated mail
services pharmacy.

*The following may not be available to you through a TUFTS HEALTH PLAN designated mail services pharmacy:

Medications forshort term medical conditions;

Certain controlled substances and other prescribed drugs thatmay be subject to exclusions orrestrictions;
Medications that are part of our Quantity Limitations program;or

Medications that are part of our Special Designated Pharmacy program.

NOTE: Your COST SHARING AMOUNTS forcovered prescription drugs are showninthe "Prescription Drug Coverage
Table" above.
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Exclusions from Benefits

This chapterlists services (and categories of services), supplies, and medicationsthat are excluded (not coveredh) under
this CERTIFICATE. Thefollowing are not covered even if they are prescribed or recommended by aPROVIDER.
The exclusionheadingsused here are intended to group similar services, treatments, items or supplies together. Actual
exclusions appearunderneath each heading.

General Exclusions:
The following are excluded from coverage under this CERTIFICATE:

1. Any service, supply ormedicationis excluded:

That is not a COVERED SERVICE as defined in Appendix A and described in Chapter 3.

That is not MEDICALLY NECESSARY as defined in Appendix A and described in Chapter 3.

That is not essential to treat an injury, illness, or pregnancy, exceptfor preventive care services.

A service, supply,ormedication that is obtained outside of the 50 United States. The only exceptionto this rule
is for EMERGENCY care services, or URGENT CARE services while traveling which qualify as COVERED

SERVICES when provided outside of the 50 United States.
e Thatis related to non-COVERED SERVICE.

That is primarily foryour, oranother person's, personal comfort or convenience.

If there is a less intensive level of service, supply, or medication, ormore cost effective alternative, that canbe

saf ely and effectively provided.

e If the service, supply ormedication can be safely and effectively providedto youinaless intensivesetting.

e Thatisrequired by athird party thatis not otherwise MEDICALLY NECESSARY (examples of athird party are an
employer, aninsurance company, school orcourt).

e That you are not legally obligated to pay for; oryouwould not be charged forif you had no health plan.

e Thatis provided to you by a relative who is a PROVIDER,; or that is provided to you by an immediate family
member (by blood or marriage), evenif that relativeis aPROVIDER. Please note: if youare aPROVIDER, you
cannot provide orauthorize services foryourself orforamember of yourimmediate family (by blood or marriage).

e Thatis provided to anon-MEMBER, except as described in Chapter 3forthefollowing:

e bereavement counseling services underHospice careservices;

e the costs of procurementand processing of donor sperm, eggs, orinseminated eggs, or bankingdonor spem
or inseminated eggs, under Infertility services (to the extent such costs are not covered by the donor's
health coverage, if any);

e organdonorcharges under Surgery -Bonemarrow transplants for breast cancer, hematopoietic stem
cell transplants, and human solid organtransplants.

2. We do not coverthe cost of services (including tuition-based programs) that offer educational, vocational, recreational
or personal development activities, including, but not limited to: therapeutic schools, camps, wilderness or ranch
programs, sports or performance enhancement programs, spas/resorts, leadership or behavioral coaching or Outward
Bound. We will provide coverage for MEDICALLY NECESSARY OUTPATEENT orintermediate behavioralhealth services
provided by licensed behavioral health PROVIDERS while the MEMBER is in a tuition-based program, subjectto plan
rules, including any network requirements or COSTSHARING.

3. Any additional fee aPROVIDER may charge as a condition of access, orany amenitiesthataccessfee is represented
to coveris excluded. Please consult withyour PROVIDERto see if he orsheif charges suchafee.

4. Any care f orconditionsthat (a) have benefits available under worker's compensation or other government programs
(except Medicaid) or (b) must betreated inapublic facility under state orlocal law.

5. Any drug, medicine, material or supply for use outside of the hospital or any other facility, exceptas described in
Chapter 3.

6. Medications and other products thatcan be purchased over-the-counter exceptthose listed as covered in Chapter 3.

7. Charges incurred when the Member, for his orherconvenience, choosesto remain an Inpatient beyond the discharge
hour.

8. Any examinations, evaluations or services for educational purposes or developmental purposes. This includes physical
therapy, speechtherapy, and occupational therapy, exceptas provided in Chapter 3. Vocational rehabilitation services and
vocational retraining. Also, servicesto treat learning disabilities, and behavioral problems and developmental delays and
services to treat speech, hearing and language disorders inaschool-based setting. Theterm "developmental”referstoa
delay in the expected achievement of age-appropriate fine motor, gross motor, social or language milestones that is not
caused by an underlying medical illness or condition.
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Exclusions from Benefits, continued

9. AllNon-Conventional medicine services, (a) provided independently ortogether with conventional medicine, AND (b) all
related testing, laboratorytesting, services, supplies, procedures and supplements associated with this type of medicine,

are excluded.

The following are not covered, evenifthey are prescribed orrecommended by aPROVIDER. The exclusion
headings used here are intended to group similar services, treatments, items, or supplies together. Actual exclusions
appear underneath each heading.

Acupuncture services

e Acupuncture services are excluded except as described in Chapter 3. Excluded servicesinclude:
Acupuncturein lieu of anesthesia

Acupuncture when used as an anesthetic during asurgical procedure

Adjunctivetherapies, suchas, but not limited to: moxibustion, herbs, oriental massage, etc.
Precious metal needles (e.g., gold, silver, etc.)

Any other service not specificallylisted as a COVERED SERVICE.

Dental care

The following dentalcare services, treatments, and supplies are not covered unless (a) an exceptionis specifically stated
in these exclusions or (b) such dental care services, treatments and supplies are described as a COVERED SERVICE in
Chapter 3. These exclusions do not applyto the treatment of cleft lip or cleftpalate for CHILDREN underthe age of 18, as
described underthe Cleftlip or cleft palatetreatment and services for CHILDREN benefit.

e Alteration of teeth

e Care related to deciduous (baby) teeth

e Dental supplies

e Dentures

e Orthodontia, evenwhenit is an adjunct to othersurgical or medical procedures

e Periodontal treatment

e Preventive dental care, in Chapter 3

e Restorative services including, but not limited to, crowns, fillings, root canals and bondings

e Skeletal jaw surgery, except as provided under Oral health services in Chapter3

e Splints and oral appliances (exceptforsleep apnea, as stated under Durable Medical Equipment in Chapter3

e Surgicalremoval or extraction of teeth, except as provided under Oral health services in Chapter3

e TMJdisorder-related therapies, including TMJ appliances, occlusal adjustment,or other TMJ ap pliance-related
therapies

Capitalized words are defined in Appendix A. 84 To contact Member Services, call 1-866-352-9114, or see

our Website at www.tuftshealthplan.com/carelink


http://www.tuftshealthplan.com/carelink

Exclusions from Benefits, continued

Durable Medical Equipment (DME). orthoses or prosthetic devices

DME, orthoses and prostheticdevices are not covered exceptas described in Chapter 3. Exclusions include, but are not
limited to, the following items. Call Member Services for guestions about coverage of aspecific item.

air conditioners, dehumidifiers, HEPAfilters and otherfilters, and portable nebulizers;

articles of special clothing, mattress and pillow covers, including hypo-allergenic versions;

bath and toilet aids, including, butnotlimited to: tub seats/benches/stools, raised toilet seats, commodes, and
rails;

bed-related items, including bed trays, bed pans, bedrails, bed cradles, over-the-bed tables, and bed wedges;
car seats;

car/van modifications;

certain wearable devices (e.g. smartwatches, bracelets, patches) used for physiological monitoring and fithess
tracking (e.g. Fitbit, Biostamp, Embrace smartwatch, Smartmonitor smartwatch, Garmin Vivofit4, Garmin
Vivosmart 3, Samsung Galaxy Fit).

comfort or convenience devices;

dentures;

ear plugs;

emergency response systems(e.g., LifeAlert);

f ixtures to real property, such as ceiling lifts, elevators, ramps, stairlifts, or stair climbers;

exercise equipment and saunas;

externally powered exoskeleton assistive devices and orthoses;

footorthoticsand arch supports, except for therapeutic/molded shoes and shoeinserts foraMemberwith severe
diabetic footdisease;

heat and cold therapy devices, including, but notlimited to: hot packs, cold packs and water pumpswith orwithout
compressionwrap;

heating pads, hot water bottles, paraffin bath units and cooling devices;

hot tubs, jacuzzis, swimming pools, or whirlpools;

manual home blood pressure monitor with cuff and stethoscope;

mattresses except for mattresses used in conjunction with a hospital bed and ordered by a PROVIDER.
Commercially available standard mattresses not used primarily totreat anillness orinjury (e.g., TempurPedic®
and Posturepedic® mattresses), evenif used in conjunction withahospital bed, are not covered;

wheelchair trays.

Experimental or Investigative

A drug, device ormedical treatment or procedure (collectively, "treatment”) that is EXPERIMENTAL or INVESTIGATVE
is notcovered. If atreatment is Experimental or Investigative, we will not pay for any related treatments providedto the
member f orthe purpose of furnishingthe EXPERIMENTAL or INVESTIGATIVE treatment.

In accordance with requirements of Massachusetts and federal law, this exclusion does not apply to the following:

long-term antibiotic treatment of chronic Lymedisease

bone marrow transplants for breast cancer

patient care services provided as part of aqualified clinical trial conducted to prevent, detect, ortreat cancer or
otherlif e-threatening diseasesor conditions

off-labeluses of prescription drugsforthe treatment of cancer or HIV/AIDS, if you have a Prescription Drug
Benef it

Family planning or maternity care

Costs associated with home births orwith services provided by adoula
Over-the-counter contraceptive agents, except as described under Family planningin Chapter 3
Purchase of anelectric hospital-grade breast pump; donor breastmilk
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Exclusions from Benefits, continued

Infertilityservices

Inf ertility services are not covered except as described in Chapter 3. Specifically, such services are excluded for
MEMBERSs who do not meet the definition of infertility provided under Infertility services in Chapter 3, except for
COVERED SERVICES described under section (Ill.), Preimplantation Genetic Diagnosis (PGD) testing with VF. Other
exclusions include:

e Costs associated with donor recruitmentand compensation

e Donorspermand associated laboratory servicesinthe absence of diagnosed male factor infertility inthe partner

e Drugs foranonymous ordesignated egg donors that are directly related to a stimulated Assisted Reproductive
Technology (ART) cycle, unless the MEMBER s the solerecipient of the donor'seggs

e Experimental infertility procedures

e Infertility services necessary for conception as aresult of voluntary sterilization or following an unsuccessful
reversal of avoluntary sterilization.

e Long-term (morethan 90 days) sperm orembryo cryopreservation unless the MEMBER s in active infertility
treatment. We may approveshort-term (lessthan 90 days) cryopreservation of sperm, oocytes, orembryos for
certain medical conditions that may impact a MEMBER's future fertility.

Reversal of voluntary sterilization

The costs of surrogacy, which means all costsincurred by afertile woman to achieve apregnancyas a surrogate
or gestational carrier foraninfertiie MEMBER. These costsinclude, but are not limited to: (1) use of donoregg
and a gestational carrier; (2) costs fordrugsnecessaryto achieve implantation in a surrogate, embryo transfer,
and cryo-preservationand embryos;and (3) costs for maternity care if the surrogate is not aMEMBER.

A surrogate is apersonwho carries and delivers a child foranother either through artificial insemination or surgical

implantation of anembryo.

A gestational carrier is a surrogate with no biological connection to the embryo/child.
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Exclusions from Benefits, continued

Prescription drugs

Prescriptiondrugsare covered as described in Chapter 3. We do not cover the following under this prescription drug
benef it:

Acne medications, unless MEDICALLY NECESSARY.

Cervical caps, IUDs, implantable contraceptives (e.g., Implanon® (etonorgestrel), levonorgestrel implants), Depo-
Proveraor its generic equivalent (these are covered underyour OUTPATIENT care benefit earlierinthis Chapter)
Compounded medications, if no active ingredients require a prescription by law.

Compounding Kits that are not FDA-approved and include prescription ingredients that are readily available may
also not be covered. Formore information, callMember Servicesor check ourwebsite.

Drugs forasymptomatic onychomycosis, exceptfor MEMBERSs with diabetes, vascular compromise, orimmune
def iciency status.

Drugs classified as Schedule I controlled substancesbythe FDA (e.g., marijuana).

Drugs that by law do not require a prescription (unless listed as covered inthe "What is Covered" section above
Drugs which are dispensedinanamount ordosage that exceeds our established quantitylimitations.
Experimental drugs: drugs that cannot be marketed lawfully withoutthe approval of the FDAand suchapproval
has not been granted at the time of theiruse orproposed use orsuch approval has beenwithdrawn.

e Homeopathic medications purchasedwith a prescription or over-the-counter.

¢ Immunization agents. These may be provided under"Preventive health care" earlierin this chapter.

e Medications forthe treatment of idiopathic shortstature.

e Oral non-sedating antihistamines.

e Over-the-counter medications if notincluded onthe list of covered drugsonourwebsite.

e Prescription medications once the same active ingredient or a modified version of an active ingredient that is
therapeutically equivalent to acovered prescription medication becomes available over-the-counter. Inthis case,
the specific medication may not be covered and the entire class of prescription medications may also not be
covered. Formore information, call Member Services orcheck ourwebsite.

Prescription medicationswhen co-packaged with non-prescriptionproducts.
Prescriptions filled at pharmacies other than TUFTS HEALTH PLAN designated pharmacies, exceptfor
EMERGENCY care.

e Prescriptions filled through aninternet pharmacy thatis not a Verified Internet Pharmacy Practice Site certified by
the National Association of Boards of Pharmacy.

e Prescriptions written by Providers who do notparticipate in TUFTS HEALTH PLAN, exceptin cases of authorized
ref erral or Emergency care.

e Productsthat are FDA approved as devices, including therapeutic or other prosthetic devices, appliances,
supports, orother non-medical products. These may be provided as described earlierinthis chapter.

e Topical and oral fluorides foradults.

e Vitamins and dietary supplements (exceptprescription prenatal vitamins, vitamins as required by the Affordable
Care Act,and fluoride for CHILDREN).

¢ Medications packaged forinstitutional use may be excluded from the pharmacy benefitcoverage unless otherwise
noted in the formulary.
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Exclusions from Benefits, continued

Surgery
Surgery services are covered as described in Chapter 3. Excluded surgery services include:

Circumcisions performed in any setting otherthanahospital, DAY SURGERY ora PROVDER's office.
Cosmetic (to change or improve appearance) surgery, procedures, supplies, medications or appliances, except
as provided under Reconstructive procedures, mastectomy surgeries, and surgeries to treat functional
deformity and impairmentin Chapter 3.

Hair removal (f or example, electrolysis, laser hair removal), except when MEDICALLY NECESSARY (1) to treat
an underlying skin condition or (2) for skinpreparation fortransgender genital surgery that has been approved by
the REVIEW ORGANIZATION.

Liposuction orbrachioplasty

Removal of tattoos

Reversal of genderreassignmentsurgery

Rhinoplasty, except as provided under Reconstructive procedures, mastectomy surgeries, and surgeries to
treat functional deformity and impairmentin Chapter3

Treatment of spiderveins; removal or destruction of skintags

Therapies
Therapy services are covered as described in Chapter 3. Excluded services include:

Biofeedback, exceptforthe treatment of urinary incontinence

Hypnotherapy

Massage therapies, cognitive rehabilitation programs and cognitive retraining programs, except as described

under Rehabilitative and Habilitative physical and occupational therapy services.

Neuromuscular stimulators and related supplies

Diagnostic services related to any of the above procedures or programs

Psychoanalysis

With respect to child-adolescentmentalhealth intermediate care and OUTPATIENT services, TUFTS HEALTH

PLAN will not pay forthe following programs:
Programs inwhichthe patient has a pre-defined duration of care without TUFTS HEALTH PLAN s ability to
conduct concurrent determinations of continued medical necessity foranindividual.
Programs that only provide meetings or activitiesthat are not based onindividualized treatment planning.
Programs that focus solely onimprovement ininterpersonalor other skillsrather than services directed
toward symptom reduction and functional recovery related to specific mentalhealthdisorders.

Transplants
Transplants are not covered except as described in Chapter 3

Transportation

Transportation services are not covered except as described under Ambulance services in Chapter 3. Excluded
transportation services include, but are not limited to, transportation by chair car, wheelchairvan, ortaxi, exceptas
described.
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Exclusions from Benefits, continued

Vision care

The following vision services, treatments, and supplies are not covered except as described under Vision care services
and Durable Medical Equipment in Chapter 3.

e Eyeglasses (lenses orframes), contactlenses, or contact lens fittings

e Refractive eyesurgery (including radial keratotomy) for conditions that can be corrected by means otherthan
surgery

Other exclusions under the plan

e Blood, blooddonorfees, blood storage fees, bloodsubstitutes, blood banking, cord blood banking, and blood

products are not covered, exceptforthe following:

e Blood processing

e Blood administration

e Factor products (monoclonaland recombinant) for Factor Vllldeficiency (classic hemophilia), Factor
IX def iciency (Christmas factor deficiency) and von Willebrand disease. Prior approval by the REVIEW
ORGANIZATION isrequired forthese servicesat boththe IN-NETWORK and OUT-OF-NETWORK LEVELS
OF BENEFITS.

e Intravenous immunoglobulinfortreatment of severe immune disorders, certain neurological conditions,
inf ectious conditions, and bleeding disorders (Prior approvalby the REVIEW ORGANIZATION is required for
these services at boththe IN-NETWORK and OUT-OF-NETWORK LEVELS OF BENEFITS)

e Charges or claimsincurred as a result, inwhole orin part, of fraud or misrepresentation (e.g., claims for services
not actually provided and/orable to be validated)

e Custodial Care

e Facility charges orrelated services if the procedure being performedis nota COVERED SERVICE, except as
provided under Oral health services in Chapter3

e Hearing aids, except as describedin Chapter 3

e INPATIENT and OUTPATIENT weight-lossprogramsand clinics; relaxationtherapies;servicesbyapersonal
trainer; and exercise classes (diagnostic servicesrelated to any of these excluded programs or procedures are
also excluded

e Laboratory tests ordered by aMEMBER (online orthroughthe mail), evenif they are performed at alicensed
laboratory.

e Lodging related to receiving any medical service, including lodging related to obtaining gender reassignment
surgery or related services.

e Multi-purpose general electronic devices including, but not limited to, laptop computers, desktop computers,
personal assistive devices (PDAS), tablets, and smartphones. All accessories for multi-purpose general electronic
devicesincluding USBdevices and direct connectdevices (e.g., speaker, microphone, cables, cameras, batteries,
etc). Internet and modem connection/access including, but not limited to, Wi-Fi®, Bluetooth®, Ethernet, and all
related accessories.

e Nutritional counseling, exceptas described under Nutritional counselingin Chapter3

e Privateduty nursing (block ornon-intermittentnursing

e Routine footcare, suchas trimming of corns and calluses; treatment of flat feet or partial dislocationsinthe feet;
orthopedic shoesand related items thatare not part of abrace; footorthotics and fittings; or casting and other
services related to foot orthotics or other supportdevices forthe feet.

Note: This exclusion does not apply to therapeutic/molded shoes and shoe inserts fora MEMBER with severe

diabetic foot disease whenthe need fortherapeutic shoes and inserts has been certified by the MEMBER's treating

doctor, and the shoesand inserts:

e are prescribed by aPROVIDERwho is apodiatristorother qualified doctor; and
e arefurnished by aPROVIDERwho is apodiatrist, orthotist, prosthetist, or pedorthist.

This exclusionalso does not applyto routine footcare for MEMBERS diagnosed with diabetes.

e Serviceortherapy animals and related supplies.

e Snoring reductiondevices and procedures, including, but notlimited to: laser- assisted uvulopalatoplasty,
somnoplasty, and snore guards.
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Chapter 4 -When Coverage Ends

Reasons coverage ends

This coverage is guaranteed renewable to the extent required by federal law (45 C.F.R. 148.122), and may only non-
renew or cancel coverage underthe planforthe following reasons, when applicable: non-paymentof premiums,

f raud, market exit, movement outside of the NETWORK CONTRACTING AREA, or cessation of bona fide association
membership. Specifically, your coverage (including federal COBRA coverage and Massachusetts continuation coverage)
ends when any of thefollowing occurs:

e youlose eligibility because you:

e enrolled under a GROUP CONTRACT and no longermeetyour GROUP's or TUFTS HEALTH PLAN's
eligibility rules;or

e youarea SUBSCRIBERora SPOUSE and youno longerlive, work orreside inthe NETWORK CONTRACTING
AREA¥,

e youchoosetodropcoverage;

e youcommitanactof physicalorverbal abuse unrelatedto your physical or behavioral condition which poses athreat
to any PROVIDER, any TUFTS HEALTH PLAN MEMBER, TUFTS HEALTH PLAN or any TUFTS HEALTH PLAN
employee;

e youcommit anactof misrepresentationorfraud;or

e your GROUP CONTRACTwith us ends. (Formaore information, see "Terminationof a GROUP CONTRACT and
Notice" later in this chapter.)

*Note: CHILDREN are not required to live, work orreside inthe NETWORK CONTRACTING. Inaddition, therearea f ew
exceptions inwhich DEPENDENTS are still eligible for coverage evenif they do not live, work orreside inthe NETWORK
CONTRACTING AREA. Please see "If you do not live, work or reside in the NETWORK CONTRACTING AREA" in
Chapter 2 for moreinformation.

Benefits after termination
TUFTS HEALTH PLAN will not pay for services you receive after your coverage ends even if:

e you were receiving INPATIENT or OUTPATIENT care when yourcoverage ended;or
e you had amedical condition (known orunknown), including pregnancy, that requires medical care after your coverage
ends.

Continuation
Once your coverage ends, you may be eligible to continue your coverage withyour GROUP orto enroll in coverage under
an INDIVIDUAL CONTRACT. See Chapter 5f ormoreinformation.
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When a Member is No Longer Eligible

Loss of eligibility
Your coverage ends on the date you no longer meet your GROUP's or TUFTS HEALTH PLAN's eligibility rules.

Important Note: Your coverage will terminate retroactively to the date you are no longer eligible for coverage

If you no longer live, work, or reside in the Network Contracting Area

If youare aSUBSCRIBER or a SPOUSE and youno longerlive, work, orreside inthe NETWORK CONTRACTING AREA,
coverage ends as of the date you no longer live, work, orreside there*. CHILDREN are not required to live, work, orreside
in the NETWORK CONTRACTING AREA. However, care outside of the NETWORK CONTRACTING AREA is only

available at the OUT-OF-NETWORK LEVEL OF BENEFITS.

Bef oreyouno longerlive, work, orreside inthe NETWORK CONTRACTING AREA, tellyour GROUP or callaMember
Representative beforeyou no longerlive, work, or reside there. For more information aboutcoverage available to you
when youno longerlive, work, or resideinthe NETWORK CONTRACTING AREA, contactaMember Representative.

*Note: There are a f ewotherexceptionsinwhichDEPENDENTS are still eligible for coverage evenif they do notlive,
work, or residein NETWORK CONTRACTING AREA. Pleasesee“If youdo notlive, work,orresideinthe NETWORK
CONTRACTING AREA” in Chapter 2 f ormore information.

DEPENDENT Coverage
An enrolled DEPENDENT's coverage ends when the SUBSCRIBER's coverage ends or when the DEPENDENT no

longer meets the definition of DEPENDENT, whicheveroccurs first. Coverage of any CHILD of anenrolled DEPENDENT
CHILD ends when the enrolled DEPENDENT CHILD's coverage ends.

You choose to drop coverage
Coverage ends if you decide you no longerwant coverage and you meet any qualifying event your GROUP requires. To
end your coverage, notify your GROUP at least 30 days beforethe date youwant your coverage to end. Youmustpay

PREMIUMS up throughthe day yourcoverage ends.

To contact Member Services, call 1-866-352-9114, or see
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Membership Termination for Acts of Physical or Verbal Abuse

Acts of physical or verbal abuse
TUFTS HEALTH PLAN may terminate your coverage if you commit acts of physical or verbal abuse which:

e are unrelated to yourphysical orbehavioral condition;
e poseathreatto any PROVIDER, any TUFTS HEALTH PLANMEMBER, or TUFTS HEALTH PLAN orany TUFTS
HEALTH PLAN employee.

Membership Termination for Misrepresentation or Fraud

Policy

TUFTS HEALTH PLAN may terminate your coverage for misrepresentation or fraud. If your coverage is terminated for
misrepresentation or fraud, TUFTS HEALTH PLAN may not allow you to re-enroll for coverage with TUFTS HEALTH
PLAN under any other plan (such as a non-group oranother employer's plan) ortype of coverage (forexample, coverage
as aDEPENDENTor SPOUSE).

Acts of misrepresentation or fraud
Examples of misrepresentation or fraud include:

e falseormisleadinginformation onyourapplication;

enrolling as a SPOUSE someone who is not your SPOUSE;

receiving benefits forwhichyouare noteligible;

keeping foryourself paymentsmade by TUFTS HEALTHPLANthat were intended to be used to pay aPROVIDER;
abuse of the benefitsunderthis plan, including the resale ortransfer of supplies, medications, or equipment provided
to you as COVERED SERVICES;

allowing someone elseto useyourMemberID;

e submission of any false paperwork,forms, or claimsinformation.

Date of termination
If TUFTS HEALTH PLAN terminates your coverage for misrepresentation or f raud, your coverage will end as of your
EFFECTIVE DATE ora later date chosenby TUFTS HEALTHPLAN.

Payment of claims
TUFTS HEALTH PLAN will pay for all COVERED SERVICES you received between:

e your EFFECTIVE DATE; and

e yourterminationdate, as chosenby TUFTS HEALTHPLAN. TUFTS HEALTH PLAN may retroactively terminate your
coveragebackto adate no earlier than your EFFECTIVE DATE.

TUFTS HEALTH PLANwill use any PREMIUM you paid foraperiod after yourtermination date to pay forany COVERED

SERVICES youreceived afteryourtermination date.

If the PREMIUM is not enough to pay for that care, TUFTS HEALTH PLAN, at its option, may:

e paythe PROVIDER forthoseservicesand askyouto pay TUFTS HEALTH PLAN back; or

e not pay forthoseservices. Inthis case, youwill have to pay the PROVIDER forthe services.

If the PREMIUM is morethan is needed to pay for COVERED SERVICESyoureceived after yourtermination date,
TUFTS HEALTH PLAN will ref und the excess to your GROUP.
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Termination of a GROUP CONTRACT and Notice

End of TUFTS HEALTH PLAN and GROUP's relationship
If youenrolled undera GROUP CONTRACT, coverage will terminate if the relationship betweenyour GROUP and TUFTS
HEALTH PLAN ends forany reason, including:

e your GROUP's contract with TUFTS HEALTHPLANterminates;
e your GROUP f ails topay PREMIUMS ontime;

e TUFTS HEALTH PLAN stops operating; or

e your GROUP stopsoperating.

Notice of termination

The GROUP CONTRACTwill terminate if your GROUP failsto pay PREMIUMS ontime. If this happens, TUFTS HEALTH
PLAN will notify you of the termination in writing within 60 days after the effective date of termination. The notice will tell
you that you can elect to continue your coverage under Temporary Continuation of Coverage (TCC) and coverage under
an INDIVIDUAL CONTRACT, as well as how to elect that coverage. If you elect Temporary Continuation of Coverage and
pay the required PREMIUM, TCC coverageis available to youduring the period between:

o the ef fective date of termination of your GROUP coverage; and
e the date TUFTS HEALTH PLANsends youawritten notice of termination.
The benefits available under Temporary Continuation of Coverage will be identical to those inyour GROUP COVERAGE.

TUFTS HEALTH PLAN may terminate your coverage back tothe date the GROUP CONTRACT terminated, if:

e TUFTS HEALTHPLANSsends youa written notice of termination;

e TUFTS HEALTH PLAN offers youthe opportunity to elect Temporary Continuation of Coverage and coverage under
an INDIVIDUAL CONTRACT; and

e youdo notelectthat coveragewithinthetime period specifiedinthe notice.

Upon termination of TCC, you may elect coverage underan INDIVIDUAL CONTRACT. Formore information about this
coverage, see"Coverage Underan INDIVIDUAL CONTRACT" at the end of Chapter5.

If the GROUP CONTRACT terminates for any reason other than your GROUP's failure to pay PREMIUMS, TUFTS
HEALTH PLAN will send anotice of terminationto your GROUP with the effective date of termination. Your GROUP is
responsible fornotifying you of the termination. TUFTS HEALTH PLAN is not responsible if your GROUP does notnotify
you.

Transfer to Other GROUP Health Plans

Conditions for transfer

If you enrolled under a GROUP CONTRACT, you may transfer f rom TUFTS HEALTH PLAN to any other health plan
offered by your GROUP only duringyour GROUP's OPEN ENROLLMENT PERIOD within 30 days after moving out of the
NETWORK CONTRACTING AREA, or as of the date your GROUP no longer offers TUFTS HEALTH PLAN.

Note: Both your GROUP and the other health plan must agree.
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Chapter 5 - Continuation of GROUP CONTRACT Coverage

31-Day Continuation Coverage When MEMBER Leaves GROUP

Under Massachusetts law, aMEMBER who leaves a GROUP shall be able to continue his orhercoverage underthe
GROUP CONTRACT for a period of 31 days. If that MEMBER becomes entitled to other health insurance coverage
during that 31-day period, this continuation coverage shall end as of the date he or she becomes entitled to the other
health insurance coverage. For more information aboutthis continuation coverage, please call your GROUP or Member
Services.

Federal Continuation Coverage (COBRA)
Rules for federal COBRA continuation

Under the Federal Consolidated Omnibus BudgetReconciliation Act (COBRA), you may be eligible to continue coverage
af ter GROUP coverage ends if you were enrolled in TUFTS HEALTH PLAN through a GROUP which has 20 or more
eligible employeesand you experience a qualifying event (see list below) whichwould cause youto lose coverage under
your GROUP.

Qualifying Events

A MEMBER's GROUP coverage underthe GROUP CONTRACT may end because he or she experiences a qualifying
event. A qualifying eventis defined as:

the SUBSCRIBER’s death;

termination of the SUBSCRIBER’s employment for any reason otherthan gross misconduct;
reductionin the SUBSCRIBER’s work hours;

the SUBSCRIBER's divorceorlegalseparation;

the SUBSCRIBER's entitlement to Medicare; or

the SUBSCRIBER’s or SPOUSE’s enrolled DEPENDENT ceases to beaDEPENDENTCHILD.

If aMEMBER experiences a qualifying event, he orshe may be eligible to continue GROUP coverage as aSUBSCRIBER
or an enrolled DEPENDENT underfederal COBRA lawas described below.

When federal COBRA coverage is effective

A MEMBER who is eligible for federal COBRA continuation coverage is called a “qualified beneficiary.” A qualified
beneficiary must be givenan election period of 60 days to choose whetherto elect federal COBRA continuation coverage.
This period is measured from the later of the date the qualified beneficiary’s coverage under the GROUP CONTRACT
ends (see the list of qualifying events described above) or the date the plan provides the qualified beneficiary with a
COBRA electionnotice.

A gqualif ied beneficiary’'s federal COBRA continuation coverage becomes effective retroactive to the start of the election
period, if he or she elects and paysforthat coverage.

Cost of Coverage

In most cases, you are responsible for payment of 102% of the cost of coverage for the federal COBRA continuation
coverage. (See “Important Note” in the “Duration of Coverage” table below for information about when you may be
responsible forpayment of more than 102% of the cost of COBRA coverage.) For more information, contact your GROUP.
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Duration of Coverage

Qualif ied beneficiaries are eligible for federal COBRA continuation coverage, in most cases, for a period of 18 or 36
months from the date of the qualifying event, depending onthe type of qualifying event. Generally, COBRA coverageis
available foramaximum of 18 months for qualifying events due to employmenttermination or reduction of work hours.
Certain qualif ying events, or asecond qualifying event during the initial period of coverage, may permit a qualified
beneficiary to receive amaximum of 36 months of COBRA continuation coverage. For more information, see the “Duration
of Coverage” table below.

FEDERAL COBRA - DURATION OF COVERAGE

Qualifying Event(s) Qualified Beneficiaries Maximum Period
of Coverage
e Termination of SUBSCRIBER's | SUBSCRIBER, SPOUSE, and 18 months*

employment forany reasonother [ DEPENDENT CHILDREN
than gross misconduct.
e Reductioninthe SUBSCRIBER'’s

work hours.
SUBSCRIBER's divorce, legal SPOUSE and DEPENDENT 36 months
separation, entitlement to Medicare, of CHILDREN
death.
SUBSCRIBER's or SPOUSE'’s DEPENDENT CHILD 36 months

enrolled DEPENDENT ceases to bea
DEPENDENTCHILD.

*Important Note: If aqualified beneficiaryis determined underthe federal Social Security Act to have been disabled
within the f irst 60 days of federal COBRA continuation coverage forthese qualifying events, thenthat qualified

benef iciary and all of the qualified beneficiaries in his or her f amily may be able to extend COBRA coverage for up tg
an additional 11 months. Youmay be responsible for payment of up to 150% of the cost of COBRA coverage for this
additional period of up to 11 months.

When coverage ends

Federal COBRA continuation coverage will end at the end of the maximum period of coverage. However, coverage may
end earlierif:

e coverage costs are not paid onatimelybasis.

e your GROUP ceases to maintain any group health plan.

o af terthe COBRA election, the qualified beneficiary obtains coverage with another employer group health plan that
does not containany exclusion or pre-existing condition of such beneficiary. However, if other group health coverage
is obtained prior to the COBRA election, COBRA coverage may notbe discontinued, even if the other coverage
continues after the COBRA election.

o af ter the COBRA election, the qualified beneficiary becomes entitled to federal Medicare benefits. However, if
Medicareis obtained priorto COBRA election, COBRA coverage may not be discontinued, evenif the other coverage
continues after the COBRA election.
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Massachusetts Continuation Coverage

How to qualify for coverage
A MEMBER’s GROUP coverage under the GROUP CONTRACT may end because he or she experiences a qualifying event.

A qualif ying event is defined as:

¢ the SUBSCRIBER's death;

termination of the SUBSCRIBER’s employment forany reason otherthan gross misconduct;
reductionin the SUBSCRIBER’s work hours;

the SUBSCRIBER's divorce orlegal separation;

the SUBSCRIBER’s entitlement to Medicare; or

the SUBSCRIBER’s or SPOUSE’s enrolled DEPENDENT ceasesto beaDEPENDENT CHILD.

If aMEMBER experiences aqualifying event, he orshe may be eligible to continue GROUP coverage as aSUBSCRIBER oran
enrolled DEPENDENT under Massachusetts continuation coverage as described below.

Note: Same-sex marriages legally entered into in Massachusetts are recognized under Massachusetts law. Theref ore,
Massachusetts continuation, 39-week continuation, and plant closing continuation provisions do apply to same-sex SPOUSES.
Contact your GROUP formore information.

When coverage begins
Massachusetts continuation coverage is effective on the date following the day GROUP coverage ends, in most cases.

When coverage ends
Massachusetts continuation coverage would end, inmostcases, 18 or 36 months from the date of the qualifying event,
depending onthe type of qualifying event.

Payment of Premium
In most cases, you are responsible for payment of 102% of the GROUP PREMIUM for Massachusetts continuation coverage.

Rules for Massachusetts continuation

Under a Massachusetts law similarto COBRA, you may be eligible to continue coverage after GROUP coverage ends if: you
were enrolled in TUFTS HEALTH PLAN through a Massachusetts Group which has 2 - 19 eligible employees and you
experience aqualifying event whichwould cause youto lose coverage underyour GROUP; and you elect this continuation
coverage by following the procedure described below.

A MEMBER who is eligible for Massachusetts continuation of coverage (a “qualified beneficiary”) must be given an election
period of 60 days to choose whetherto elect Massachusetts continuation of coverage. This period is measured fromthe later of
the date the qualified beneficiary’s coverage underthe GROUP CONTRACT ends, orthe date the GROUP provides the
qualified beneficiary with an election notice. To elect this coverage, you mustcomplete a Massachusetts continuation of
coverageelectionformand returnit to your GROUP with the 60-day period. Contactyour GROUP formore information.

Coverage under an Individual Contract

When your coverage under federal COBRA continuation or Massachusetts continuation ends, you and your enrolled
DEPENDENTS may beeligible toapplyforcoverage underanindividual contract. See “Coverage underan Individual Contract”
below f ormoreinformation.
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39-Week Continuation Coverage

Under Massachusetts law, whena MEMBER becomesineligible for coverage underthe GROUP CONTRACT because of
involuntary layoff ordeath, that person may continue his or her coverage underthe GROUP CONTRACT until the earlier
of:

e aperiod of up to 39weeks fromthe date of suchineligibility; or

o the date that MEMBER becomes eligible for benefits under another GROUP plan.

The GROUP is responsible for notifying the involuntarily laid-off SUBSCRIBER, the surviving SPOUSE of adeceased
SUBSCRIBER, and other DEPENDENTS of their eligibility for this continuation coverage. Such MEMBER(s) may elect
to this continuation coverage by providing at least 30 days written notice of that election to the GROUP. The MEMBER(S)
shall then be responsible forthe payment of the whole PREMIUM due for this continuation coverage. Please call your
GROUP or Member Services formore information about this continuationcoverage.

Plant Closing
Description of continuation available under a GROUP CONTRACT

Under Massachusetts law, SUBSCRIBERS whose employment is terminated due to a state-certified plant closing or
covered partial closing may be eligible, along with theirenrolled DEPENDENTS, for continuation of coverage foraperiod
of 90 days. The GROUP is responsible for notifying SUBSCRIBERS of their eligibility. Contact your GROUP or Member
Services for moreinformation.
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The Uniformed Services Employment and Reemployment Rights Act (USERRA)

The Unif ormed Services Employment and ReemploymentRights Act(USERRA) protects the jobrights of individuals
who voluntarily orinvoluntarily leave employment positions to undertake military service or certain types of servicein
the National Disaster Medical System. USERRA also prohibits employers from discriminating against past and present
members of the uniformed services, and applicants to the uniformed services.

Under USERRA:

e You have the right to be reemployed in your civilian job if you leave that job to perform service in the uniformed
services, and (1) youensure that youremployerreceives advance written orverbal notice of yourservice; (2) you
have fiveyears orless of cumulative service inthe uniformed services while with that particular employer; (3) you
return to work orapply forreemployment in atimely manner after conclusion of service; and (4) you have not been
separated from service with adisqualifying discharge or under otherthan honorable conditions. If you are eligible to
be reemployed, youmust berestoredto the job and benefits you would have attained if you have not been absent
due to military service, orinsome cases, acomparable job.

e If you are a past or present member of the uniformed services, have applied for membership in the uniformed
services, orare obligated to serveinthe uniformed services, then an employer may not deny you initialemployment,
reemployment, retentionin employment, promotion, or any benefitof employment because of this status. In addition,
an employer may not retaliate against any assisting in the enforcement of USERRA rights, including testifying or
making a statementin connectionwith aproceedingunder USERRA, even if that person has no service connection.

e If youleave yourjob to performmilitary service, you have the rightto elect to continue your existing employer-based
health plan coverageforyouand your DEPENDENTS for up to 24 months while in themilitary.

e [f youdon't elect to continue coverage during your military service, you have the right to be reinstated in your
employer’s health planwhenyou are reemployed, generally without any waiting periods or exclusions (forexample,
pre-existing condition exclusions), except for service-connectedillnesses orinjuries.

e Service members may berequired to pay up to 102% of the premiumforthe health plancoverage. If coverage s for
less than 31 days, the service memberis only required to pay the employee share, if any, forsuchcoverage.

e USERRA coverageruns concurrently with COBRA and other state continuation coverage.

e The U.S. Department of Labor, Veterans’ Employmentand Training Service (VETS)is authorized to investigate and
resolve complaints of USERRA violations.

For assistanceinfiling acomplaint, orforany otherinformation on USERRA, contact VETS at 1-866-4-USA-DOL orvisit
its website at www.dol.gov/VETS. If you file a complaint with VETS and VETS is unable to resolve it, you may request
that your case bereferred to the Departmentof Justice forrepresentation. You may also bypassthe VETS process and
bring a civil action against an employer for violations of USERRA. The rights listed here may vary depending on the
circumstances.

For more information, please contact your GROUP.

Coverage under an INDIVIDUAL CONTRACT

If GROUP coverage ends, the MEMBER may be eligible to enrollin coverage underan INDIVIDUAL CONTRACT offered
either directly by TUFTS HEALTH PLAN or through the Commonwealth Health Insurance Connector Authority ("the
Connector"). Please note that coverage underan INDIVIDUAL CONTRACT may differfromgroup coverage. Formore
information, call TUFTS HEALTHPLAN Member Services or contact the Connector eitherby phone (1-877-MA-ENROLL)
or onits website(www.mahealthconnector.org).
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Chapter 6 - How to File a Claim and MEMBER Satisfaction

How to File aClaim

NETWORK Providers

When you obtain care f rom a NETWORK PROVIDER, you do not have to submit claim forms. The NETWORK
PROVIDER will submit claim forms to CARELINK foryou. CARELINK will make payment directly to the NETWORK
PROVIDER.

NON-NETWORK Providers
As described below, whenyou obtain care fromaNON-NETWORK PROVIDER, it may be necessary tofile aclaim form.
Claim forms are available from the GROUP or CARELINK (see"To Obtain Claim Forms" below).

Hospital Admission or DAY SURGERY

When you receive care from ahospital thatis aNON-NETWORK PROVIDER, have the hospital complete a claim form.
The hospital should submitthe claim form directly to CARELINK. If you are responsible forany portion of the hospitalbill,
CARELINK will send you an explanation of benefits statement. The explanation of benefits will tellyou how much you owe
the NON-NETWORK HOSPITAL.

OUTPATIENT Medical Expenses

When you receive care from a NON-NETWORK PROVIDER, you are responsible for completing claimforms. (Check
with the NON-NETWORK PROVIDER to determine if he or she will submit the claim directly to CARELINK for you or
whether you will be required to submit the claim form directly to CARELINKyourself.)

If yousignthe appropriate sectiononthe claim form, CARELINK will make payment directly to the NON-NETWORK
PROVIDER. If you are responsible for any portion of the bill, CARELINK will send you an explanation of benefits
statement. The explanation of benefits will tell you how muchyou owe the NON-NETWORK PROVIDER.

If youdo notsignthe appropriate section onthe claim form, CARELINK will make the appropriate payment directly

to you. If you have not already done so, you will be responsible for paying the NON-NETWORK PROVIDER forthe
services rendered. If you are responsible forany portion of the bill above what CARELINK pays, CARELINK will send you
an explanation of benefits statement. The explanation of benefits statement will tell you how much you owe the NON-
NETWORK PROVIDER.

To Obtain Claim Forms
Claim forms are available from the GROUP or by calling CARELINK Member Services.

Where to Forward Medical Claim Forms
Send completed claim forms to:
TUFTS HEALTH PLAN
Claims Department
P.O. Box 9185
Watertown, MA 02472-9185

Separate claim forms should be submitted for each family member.

Pharmacy Expenses

If you obtain a prescription at a non-designated or OUT-OF-NETWORK pharmacy, you will need to pay for the
prescription up front and submita claim for reimbursement. Pharmacy claim forms can be obtained by contacting a
CARELINK Member Representative orthrough ourwebsite.
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MEMBER Satisfaction Process
CARELINK has a multi-level MEMBER Satisfaction Process including:

Internal Inquiry;

Member Grievance Process;

Internal Member Appeals;and

External Review by the Office of Patient Protection.

All calls should be directedto Our CARELINK Member Services Departmentat 1-866-352-9114.. To submit your appeal or
grievance in writing, send yourletter to the P.O. Box address below. Oryou may fax it to us at 617-972-9509.

TUFTS HEALTH PLAN

Attn: Appeals and Grievances Department
P.O. Box 9193

Watertown, MA 02472-9193

You may also submit your appeal or grievance in-person at this address:

TUFTS HEALTH PLAN
1 Wellness Way
Canton, MA 02021

Internal Inquiry

Call aCARELINK Member Representative to discuss concerns you may have regarding your health care. Every effort

will be madeto resolve yourconcerns within three (3) business days. If your concerns cannot be explained orresolved
within three (3) business days orif youtellaMember Representative that you are not satisfied with the response you
have received from CARELINK, we will notify you of any options you may have, including the right to have yourinquiry
processed as agrievance orappeal. If you chooseto file agrievance orappeal, you will receive written acknowledgement
and written resolutionin accordance with the timelines outlined below.

CARELINK maintains records of each inquiry made by a MEMBER or by that MEMBER's authorized representative.
The records of these inquiries and the response provided by CARELINK are subject toinspection by the Massachusetts
Commissionerof Insurance and the Massachusetts Health Policy Commission.

MEMBER Grievance Process

A grievanceis aformal complaint aboutactions taken by TUFTS HEALTH PLAN or a NETWORK PROVIDER. There are
two types of grievances: administrative grievances and clinicalgrievances. The two types of grievances are described
below.

It is important that you contact CARELINK as soon as possible to explain your concern. Grievances may befiled either
verbally or in writing. If you choose to file agrievance verbally, please call a CARELINK Member Representative, who

will document your concern and forward it to an Appealsand Grievances Specialistinthe Appeals and Grievances
Department. To accurately reflect your concerns, you may want to put your grievance inwriting and send it to the P.O. Box
address provided at the beginning of this section. Your explanation should include:

e your name and address;

e your CARELINK Member ID number;

e adetailed description of your concern (including relevant dates, any applicable medical information,and PROVIDER
names); and

e any supporting documentation.

Important Note: The MEMBER Grievance Process does not apply torequests forareview of adenial of coverage. If you
are seeking suchareview, please seethe "Internal MEMBER Appeals" section below.
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Administrative Grievances
An administrative grievance is acomplaint about a CARELINK employee, department, policy, or procedure, orabout a
billing issue.

Administrative Grievance Timeline

e If youfile yourgrievance verbally or in writing, we will notify you by mail, withinfive (5) business days after receiving
your letter, that your letter has been received and provide you with the name, address, and telephone number of the
Appeals and Grievances Specialist coordinating the review of your grievance.

e If yourrequest forreviewwas first addressed through the internal inquiry process, and does notrequire the review
of medical records, thethirty (30) calendar day review period will begin the day following the end of the three (3)
business day Internal Inquiry processor earlier if you notify CARELINK that you are not satisfied with the response
you received during the Internal Inquiry process.

e If your grievance requires the review of medical records, you will receive a form that you will need to sign which
authorizes your PROVIDERS to release medical information relevant to your grievance to CARELINK. You mustsign
and return the form before we can begin the review process. If you do not sign and return the form to CARELINK
within thirty (30) business days of the date you filed, we may issue a response to your grievance without having
reviewed the medical records. You will have accessto any medical information and recordsrelevant to your grievance
that are in the possessionand controlof CARELINK.

e We will review your grievance and will send you a letter regarding the outcome, as allowed by law, within thirty (30)
calendar days of receipt.

e The time limits in this process maybe waived or extended beyond the time allowed by law upon mutual written
agreement betweenyouor yourauthorized representative and CARELINK.

Clinical Grievances

A clinical grievanceis acomplaint about the quality of care or services that you have received. If you have concerns about
your medical care, you should discuss them directly withyour PROVIDER. If you are not satisfied with your PROVIDER's
response ordo notwishto address yourconcerns directly with your PROVIDER, you may contact Member Services tofile
a clinical grievance.

If youfileyourgrievance verbally orinwriting, we will notify you by mail, within five (5) business days after receiving your
letter, that yourletter has beenreceived and provide youwith the name, address, and telephone number of the Appeals
and Grievances Specialist coordinating the review of your grievance.

CARELINK will review your grievance and will notify you in writing regarding the outcome, as allowed by law, within thirty
(30) calendardays of receipt. Thereview period may be extended up to an additional thirty (30) days if additional timeis
needed to complete thereview of yourconcern. Youwill be notified inwriting if the reviewtimeframe is extended.
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Internal Member Appeals

An appealis arequestforareview of adenial of coverageforaservice orsupplythat has beenreviewed and denied
by CARELINK based on MEDICAL NECESSITY (anadverse determination) oradenial of coverage foraspecifically
excluded service or supply. The CARELINK Appeals and Grievances Department will review all of the information
submitted upon appeal, taking into consideration your benefits as detailed inthis CERTIFICATE OF INSURANCE.

It is important that you contact CARELINK as soon as possibleto explainyourconcern. Youhave 180 days fromthe date
you were notified of the denial of benefit coverage or claim paymentto file aninternal appeal. Appeals may befiled either
verbally orin writing. If youwould like to file averbal appeal, calla CARELINK Member Representative who will document
your concern and forward it to an Appeals and Grievances Specialist in the Appeals and Grievances Department. To
accurately reflect your concerns,youmay want to put your appealinwriting and send it to the P.O. Box address provided
at the beginning of this section.

Your explanation should include:

e your name and address;

e your CARELINK Member ID number;

e adetailed description of your concern (including relevant dates, any applicable medical information,and PROVIDER
names); and

e any supporting documentation.

Appeals Timeline

o If youfileyourappealverbally orinwriting, we will notify youin writing, within forty-eight (48) hours after receiving
your written or verbal appeal, that yourappeal has beenreceived and provide you with the name, address, and
telephone number of the Appeals and Grievances Specialist coordinating the review of your appeal and our
understanding of yourconcerns.

e If yourrequest forreviewwas first addressed through the Internal Inquiry process, and does not require the review
of medical records, the thirty (30) calendar day review period will begin the day following the end of the three (3)
business day Internal Inquiry processor earlier if you notify CARELINK that you are not satisfied with the response
you received during the Internal Inquiry process.

e CARELINK willreview your appeal and, make adecision. TUFTS HEALTHPLANwill send youadecisionletter within
thirty (30) calendar days of receipt.

e The timelimitsinthis process may be waived or extended beyond the time allowed by law upon mutual verbal or
written agreement betweenyou oryourauthorized representative and CARELINK.

This extension may be necessaty if we are waiting for medical records that are necessary for the review of your appeal
and have not received them. The Appeals and Grievances Specialist handling your case will notify you in advance f an
extension may be needed. Inaddition, aletterwillbe sentto you confirming the extension.

Note: If youneed help, the Consumer Assistance Resource Program in Massachusetts can help youfile yourappeal.
Contact:

Office of Patient Protection

450 Milk Street, 8th Floor

Boston, MA 02109

(800) 436-7757

https://www.mass.gov/hpc.opp

When Medical Records are Necessary

If your appeal requires the review of medical records, you will receive af orm that you will need to sign that authorizes
your PROVIDERS to release to CARELINK medical information relevant to your appeal. You must sign and returnthe
form before CARELINK canbeginthe review process. If you do not sign and return the form to CARELINK within thirty
(30) calendardays of the date youfiled yourappeal, CARELINK may issue aresponse to your request without having
reviewed the medicalrecords. Youwill have access to any medical information and records relevant to your appeal that
are in the possessionand controlof CARELINK.
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Who Reviews Appeals?

If the appeal involves amedical necessity determination, an actively practicing health care professional inthe same or
similar specialty as typically treats the medical condition, performsthe procedure, or provides the treatmentthat is under
review, and who did not participate in any of the prior decisions on the case, will take part in the review. In addition, a
committee made up of managers and clinicians from various TUFTS HEALTH PLAN departments will reviewyour appeal.
A committee withinthe Appealsand Grievances Departmentwill review appeals involving non-COVERED SERVICES.

Appeal Response Letters

The letteryou receive from us will include identification of the specific information considered foryour appeal and an
explanation of the basis forthe decision. A response letterregarding af inaladverse determination (adecisionbased

on MEDICAL NECESSITY) will include: the specific information upon which the adverse determination was based,;
CARELINK's understanding of your presenting symptoms or condition; diagnosis and treatment interventions, and the
specific reasons such medical evidence failsto meet the relevant medicalreview criteria; alternative treatment options
offered, if any; applicable clinical practice guidelines and review criteria; notification of the stepsfor requesting external
review by the Office for Patient Protection; and the titles and credentials of the individuals who reviewed the case ; and the
availability of translation services and consumer assistance programs. Please note that requestsfor coverage of services
that are specifically excludedinyour CERTIFICATE are not eligible for external review.

An appeal not properly acted on by CARELINK withinthe time limits of Massachusetts law and regulations, including any
extensions made by mutual written agreement between you oryour authorized representative and CARELINK, shallbe
deemed resolved in yourfavor.

Expedited Appeals

CARELINK recognizes that there are circumstancesthat require aquickerturnaround than the thirty (30) calendardays
allotted forthe standard Appeals Process. CARELINK will expedite an ap peal when thereis an ongoing service about to
terminate or a service to be delivered imminently whereby adelay in treatment would seriously jeopardize your life and
health or jeopardize your ability to regain maximumfunction. Should you feelthat your request meets the criteria cited
above, youoryourattending PROVIDER should contactthe Member Services Department. Under these circumstances,
you will be notified of the decision within 2 business days, but no laterthan seventy-two (72) hours (whicheveris less)

af ter the review is initiated. If your treating PROVIDER (the practitioner responsible for the treatment or proposed
treatment) certifies that the service being requested is MEDICALLY NECESSARY; that a denial of coverage for such
services would create a substantial risk of serious harm; and suchrisk of serious harm is so immediate that the provision
of suchservices should notawait the outcome of the normalap peal process, you will be notified of the decision within
forty-eight (48) hours of the receipt of certification. If you are appealing coverage for DURABLE MEDICAL EQUIPMENT
(DME) that was determined not to be MEDICALLY NECESSARY, you will be notified of the decision within less than
forty-eight (48) hours of the receiptof certification. If youare an INPATIENTin ahospital, CARELINK will notify you of

the decisionbefore you are discharged. If your appeal concerns the termination of ongoing coverage ortreatment, the
disputed coverage shall remain in effect at CARELINK's expense through the completion of the Internal Appeals Process.
Only those services which were originally authorized by CARELINK and whichwere not terminated pursuant to a specific
time or episode-related exclusion will continue to be covered.

If you have a terminal illness, we will notify you of the decision within five (5) days of receiving your appeal. If the
decisionisto deny coverage, you may request aconference. We will schedule the conference within 10 days (orwithin
5 business days if your PROVIDER determines, after talking witha CARELINK Medical Affairs Department Physician or
Psychological Testing Reviewer, that based on standard medical practice the effectiveness of the proposed treatmentor
alternative covered treatment would be materially reduced if notprovided at the earliest possible date). You may bring
another personwithyouto the conference. At the conference, you and/oryour authorized representative, if any, and a
representative of CARELINK who has authority to determine the disposition of the appeal, shall reviewthe information
provided.

If the appeal is denied, the decision will include the specific medical and scientific reasons for denying the coverage, and
a description of any alternative treatment, services or supplies that would be covered. If your request meets the criteria for
an expedited review, youmay also file arequest forasimultaneous external appeal as describedbelow.
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If You are Not Satisfied with the Appeals Decision

"Reconsideration”

In circumstances where relevant medical information (1) was received too late to review within the thirty (30) calendar day
time limit; or (2) was not received butis expected to become available within a reasonable time period following the written
resolution, youmay chooseto request areconsideration. CARELINK may allowthe opportunity for reconsideration of a
final adverse determination. If you request areconsideration, you must agree inwriting to anewtime period forreview.

The time period will be no greaterthan thirty (30) calendar days from the agreement to reconsider the appeal.

External Review by the Office of Patient Protection

The Massachusetts Office of Patient Protection, which is not connected in any way with CARELINK, administers an
independent external review process for f inal coverage determinations based on medical necessity (f inal adverse
determination). Appeals for coverage of services specifically excluded inyour CERTFICATE and payment disputes are
not eligible forexternal review.

To request an external review by the Office of Patient Protection, you mustfile your request in writing with the Office of
Patient Protectionwithin four (4) months of yourreceipt of written notice of the denial of yourappeal by CARELINK. The
letter f rom CARELINK notifying you of the denial will contain the forms and otherinformation that you will need to filean
appeal with the Office of Patient Protection. The review panel will make adecisionwithin forty-five (45) calendar days for
standard reviews and within seventy-two (72) hours forexpedited reviews.

Note: Payment disputes are not eligible for external review, exceptwhenthe appeal is filed to determineif surprise billing
protections are applicable.

You oryourauthorized representative may request to have yourreview processed as an expedited external review. Any
request f oran expedited external review must contain a certification, in writing, fromaPROVIDER, that delayin providing
or continuation of health care services that are the subject of a f inal adverse determination, would pose a serious and
immediate threat to your health. Upon af inding that a serious and immediate threat to your health exists, the Office of
Patient Protectionwill qualify suchrequest as eligible foran expedited external review.

Your costforanexternal review by the Office of Patient Protection is $25.00. This paymentshould be sent to the Office
of Patient Protection, alongwith yourwritten request for areview. The Office of Patient Protection may waive this fee if

it determines that the payment of the fee would result in an extreme financial hardship to you and shall refundthefeeto
the insured if the adverse determinationis reversed inits entirety. CARELINK will pay the remainder of the costforan
external review. Upon completion of the externalreview, the Office of Patient Protection shall bill CARELINK the amount
established pursuant to contractbetween the Massachusetts Health Policy Commission and the assigned external
review agency minus the $25 fee whichis yourresponsibility. You will not be required to pay more than $75 per planyear,
regardless of the numberof external review requests submitted.

You or yourauthorized representative will have access to any medical information and recordsrelatingto yourappeal in
the possession of the CARELINK orunderits control.

If the subject matter of the external review involves the termination of ongoing services, you may apply to the external
review panel to seek the continuation of coverageforthe terminated service during the period the reviewis pending. The
review panel may orderthe continuation of coverage where it determines that substantial harm to your health may result
absent such continuation or for such other good cause as the review panel shall determine. Any such continuation of
coveragewill be at CARELINK's expense regardless of the final external review determination.

The decision of the review panel will be binding on CARELINK. If the external review agency overturns the decisionin
whole orin part, CARELINK will send you awritten notice withinfive (5) business days of receipt of the written decision
f romthereviewagency. This notice will:

e include an acknowledgement of the decision of the reviewagency;

e advise youof any additional proceduresthat you need to take in orderto obtain the requested coverage or services;

e advise you of the date by which the payment will be made or the authorization for services will be issued by
CARELINK; and

e includethe name and phone number of the person at CARELINK who willassistyou with final resolution of the
appeal.
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Please note: If you are not satisfied with CARELINK's MEMBER Satisfaction process, you have the right at any
time to contact the Commonwealth of Massachusetts at either the Division of Insurance Bureau of Managed Care at
617-521-7777 or the Health Policy Commission's Office of Patient Protection at:

Health Policy Commission
Office of Patient Protection

50 Milk St., 8th Floor

Boston, MA 02109

Phone: 1-800-436-7372

Fax: 1-617-624-5046

Internet: www.mass.gov/hpc/opp

Email: HPC-OPP @state.ma.us
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Bills from Providers

Bills from PROVIDERS
Occasionally, youmay receive abillfromaNON-NETWORK PROVIDER for COVERED SERVICES. Before paying the
bill, contact the CARELINK Member Services Department.

If youdo pay the bill, youmust send the following information to the MEMBER Reimbursement Medical Claims
Department:

e A completed, sighed MEMBER Reimbursement Medical Claim Form,which canbe obtained from the CARELINK
website or by contactingthe CARELINK Member Services Department; and

e the documents listed onthe MEMBER Reimbursement Medical Claim Formthat are required for proof of service and
payment.

The address forthe MEMBER ReimbursementMedical Claims Departmentis listed onthe MEMBER Reimbursement

Medical Claims Form.

Please note: Youmust contact TUFTS HEALTHPLAN regarding your bill(s) or send your bill(s) to TUFTS HEALTHPLAN
within twelve months from the date of service. If you do not, the bill cannot be considered for payment. Most completed
reimbursement requests are processed within 30 days. Incomplete requests and requests for services rendered outside
of the United States may take longer. Reimbursementswill be sentto the SUBSCRIBER at the address TUFTS HEALTH
PLAN has onfile.

Exceptas described earlierinthis CERTIFICATE, if youreceive COVERED SERVICES from a NON-NETWORK
PROVIDER, CARELINK will pay up to the REASONABLE CHARGE.

IMPORTANT NOTE

Certain services youreceive from NON-NETWORK PROVIDERS within our NETWORK CONTRACTING AREA may
be reimburse able atthe IN-NETWORK LEVEL OF BENEFITS. Some examples of these types of NON-NETWORK
PROVIDERS include:

e radiologists, pathologists, and anesthesiologists whowork in hospitals; and
e EMERGENCY room specialists.

You may receive a billfromaPROVIDER who is nota TUFTS HEALTH PLAN PROVIDER. If this happens, please
followthe memberreimbursement process described above.

We reserve the right to be reimbursed by the MEMBER for payments made due to our error.

Notice to Michigan Residents

A complete and properclaim for COVERED SERVICES made by aMEMBER will be promptly processed by CARELINK.
However, in the event there are delays in processing claims, the MEMBER shallhave no greaterrights tointerestorother
remedies against TUFTS HEALTH PLAN's third party administrator, Tufts Benefit Administrators, Inc., than as otherwise
af f orded to him or herby law.

Limitation on Actions

You cannot file alawsuit against TUFTS HEALTHPLAN forfailingto pay orarrangefor COVERED SERVICES unless
you have completed the CARELINK MEMBER Satisfaction Process and file the lawsuit within two years from the time the
cause of actionarose. Forexample, if youwant to file alawsuit because you were denied coverage under this GROUP
CONTRACT, youmust first complete our MEMBER Satisfaction Process, and thenfile your lawsuit within two years after
the date you werefirst sent anotice of the denial. Going through the CARELINK MEMBER Satisfaction Process does not
extend the timelimit forfiling alawsuit beyond two years after the date youwere first denied coverage. However, if you
chooseto pursue external review by the Office of Patient Protection, the daysfrom the date your request is received by
the Office of Patient Protection until the date youreceivethe response are not counted toward the two-year limit.
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Chapter 7 - Other Plan Provisions
Subrogation

TUFTS HEALTH PLAN's right of subrogation

You may have alegal right to recover some or all of the costs of your health care from someone else (a "Third Party").
"Third Party" means any person orcompany thatis, could be, oris claimed to be responsible forthe costs of injuries or
illness to you. This includes such costs to any DEPENDENT covered underthis plan.

TUFTS HEALTH PLAN may cover health care costsforwhichaThird Party is responsible. Inthis case, we may require
that Third Party to repay us the full cost of all such benefits provided by this plan. Our rights of recovery apply to any
recoveries madebyyouoronyourbehalf fromany source. This includes, but is not limited to:

e paymentsmade by a Third Party;

payments made by any insurance company on behalf of the Third Party;

any payments orrewards under an uninsured orunderinsured motoristcoverage policy;

any disability award or settlement;

no-f ault, personal injury protection ("PIP"), or medicalpayments coverage ("MedPay") under any automobile policy to
the extent permissible by law;

premises or homeowners' medical payments coverage;

premises or homeowners' insurance coverage;and

e any otherpayments fromasource intended to compensate youfor Third Party injuries.

We have theright to recoverthose costs inyour name. We can do this with orwithout your consent, directly from that
person or company. Ourright has priority, exceptas otherwise provided by law. We canrecover against the total amount
of any recovery, regardless of whether:

e allorpart of therecovery is formedical expenses; or
o therecovery is less than the amount needed to reimburse youfully fortheillness orinjury.

Workers’ compensation

Employers provide workers’compensation insurance for theiremployeesto protect them in case of work-related iliness or
injury.

If you have a work-related illness or injury, you and your employer must ensure that all medical claims related to the
illness or injury are billed to your employer's workers’ compensation insurer. TUFTS HEALTH PLAN will not provide
coverageforany injury orillness forwhichit determines that the MEMBER is entitled to benefits pursuantto any workers'
compensation statute orequivalent employer liability, orindemnification law (whether or not the employer has obtained
workers' compensation coverage as required by law)."

If TUFTS HEALTH PLAN pays for the costs of health care services or medications for any work-related illness or injury,
TUFTS HEALTH PLAN has the rightto recover those costs from you, the person, orcompany legally obligated to pay

for suchservices, orfromthe PROVIDER. If your PROVIDER bills services or medications to TUFTS HEALTH PLAN

for any work-related illness or injury, please contact the TUFTS HEALTH PLAN Liability and Recovery Departmentat
1-888-880-8699, x. 21098.
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TUFTS HEALTH PLAN's right of reimbursement

This provisionapplies inadditionto the rights described above. You may recover money by suit, settlement, or otherwise.
If this happens, you are required to reimburse us forthe cost of health care services, supplies, medications, and expenses
for which we paid or will pay. This right of reimbursement attaches when we have provided health care benefits for
expenses where a Third Party is responsible and you have recovered any amounts from any sources. This includes, butis
not limited to:

payments made by a Third Party;

payments made by any insurance company on behalf of the Third Party;

any payments orawards underan uninsured or underinsured motorist coverage policy;

any disability award orsettlement;

no-f ault PIP, orMedPay underany automobile policy to the extent permissible by law;

premises or homeowners' medical payments coverage;

premises or homeowners' insurance coverage;and

any otherpayments from asource intended to compensate you where a Third Party is responsible.

We have the right to be reimbursed up to theamount of any payment received by youtothe extent permissible by law,
regardless of whether (a) all or part of the payment to you was designated, allocated, or characterized as payment for
medical expenses; or (b) the payment is foran amount less than that necessary to compensate youfully fortheillness or
injury.

Constructive Trust

By accepting benefits from TUFTS HEALTH PLAN(whetherthe payment of such benefits ismadeto you directly or made
onyour behalf, forexample, to aPROVIDER),you hereby agree that if you receive any payment from any responsible
party as a result of aninjury, iliness, or condition, you will serve as aconstructive trustee over the funds that constitute
such payment. Failure to hold such funds in trust will be deemed a breach of your fiduciary duty to TUFTS HEALTH
PLAN.
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MEMBER cooperation
You f urther agree:

to notify TUFTS HEALTH PLAN promptly andinwriting whennoticeis givento any Third Party orrepresentative of a
Third Party of the intention to investigate or pursue a claim to recover damages or obtaincompensation;

to cooperate with us and provide us with requested information;

to do whateveris necessary to secure ourrights of subrogation and reimbursement underthis plan;

to assignus any benefits you may be entitled toreceive from a Third Party. Yourassignmentis up to the costof health
care services and supplies, and expenses, that we paid orwill pay foryourillness orinjury;

to give us afirst priority lien on any recovery, settlement, orjudgmentor other source of compensation which may be
had by any Third Party. Youagreeto do this to the extent of the full costof all benefits associated with Third Party
responsibility;

to do nothing to prejudice ourrights as set forth above. This includes, but is not limited to, refraining from making any
settlement orrecovery which specifically attemptsto reduce orexcludethe full costof all benefits provided by this
plan;

to serve as a constructive trustee for the benefitof this plan overany settlement orrecovery fundsreceived as aresult
of Third Party responsibility;

that we may recover the full cost of all benefits provided by this plan without regard to any claim of fault onyour part,
whether by comparative negligence orotherwise;

that no court costs orattorney fees may be deducted from ourrecovery;

that we are not required to pay orcontribute to paying court costs or attorney's fees forthe attorney hired by youto
pursue your claim orlawsuit against any Third Party;and

that in the event you oryourrepresentative fails to cooperate with TUFTS HEALTHPLAN, you shall be responsible
forall benefits provided by this planinadditionto costs and attorney's fees incurred by TUFTS HEALTHPLANIn
obtaining repayment.

Subrogation Agent

TUFTS HEALTH PLAN may contract withathird party to administer subrogation recoveries. Insuch case, that
subcontractorwillact as TUFTS HEALTH PLAN's agent.
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Coordination ofBenefits

Benefits under other plans

You may have benefits under other plans for hospital, medical, dental or other health care expenses.

TUFTS HEALTH PLAN has a coordination of benefits (COB) program that prevents duplication of paymentforthe same
health care services. We will coordinate benefits payable for COVERED SERVICES with benefits payable by other plans,

consistent with Massachusetts law, 211 CMR 38.00 et seq. As permitted under this law, we will coordinate benefits for
prescriptiondrug claims pursuant to our secondary payer allowed amountinall cases.

Note: We coordinate benefits with Medicare according to federal law, rather than state law.

Primary and secondary plans

We will coordinate benefits by determining which planhas to pay first when you make a claim and which plan has to pay
second. We determine the order of benefits using the firstapplicable rule set forthin 211 CMR 38.05 and pay orprovide
benef its pursuantto the rules setforthin211 CMR 38.04 and 211 CMR 38.06. These regulations are available onthe
Massachusetts state website, www.mass.gov/code-of-massachusetts-regulations-cmr.

Right to receive and release necessary information

When you enroll, you must include information on your membership application about other health coverage you have.
After you enroll, you must notify us of new coverage, or termination of other coverage, or if you are enrolled in any
high deductible health plan with a health savings account (HSA). We may ask for and give out information needed to
coordinate benefits.

You agree to provide information about other coverage and cooperate with our COB program.

Right to recover overpayment

TUFTS HEALTH PLAN may recover, fromyou orany otherperson orentity, any payments made that are greater than
payments it should have made underthe COB program. TUFTS HEALTH PLAN will recoveronly overpayments actually
made.

For more information

For more information about COB, contact the TUFTS HEALTH PLAN Liability and Recovery Department at
1-888-880-8699, x. 21098. Youcan also callaMember Representative and have your call transferred to the TUFTS
HEALTH PLAN Liability and Recovery Department.
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Medicare Eligibility
This provision does not apply to a MEMBER enrolled under an INDIVIDUAL CONTRACT.

Whena SUBSCRIBER oran enrolled DEPENDENT reaches age 65, that person may becomeentitled to Medicare based
on his or her age. That person may also become entitled to Medicare under age 65 due to disability orend stage renal
disease.

TUFTS HEALTH PLAN will pay benefits before Medicare:

e foryouoryourenrolled SPOUSE, if youoryour SPOUSEIs age 65 orolder, if you are actively working and if your
employerhas 20 or more employees;

e foryouoryourenrolled DEPENDENT, forthefirst 30 months youoryour DEPENDENT s eligible for Medicare due to
end stage renal disease;or

e foryouoryourenrolled DEPENDENT, if youare activelyworking,you oryour DEPENDENT s eligible for Medicare
under age 65 due to disability, and youremployerhas 100 ormore employees.

TUETS HEALTH PLAN will pay benefits after Medicare:

if you are age 65 or olderand are not actively working;

if you are age 65 or olderand youremployer has fewerthan 20 employees;

af terthef irst30 months you are eligible for Medicare due to end stage renal disease; or

if youare eligible for Medicare underage 65 due to disability, but are not actively working or are actively working for
an employer with fewer than 100 employees.

Note: In any of the circumstances described above, you will receive benefits for COVERED SERVICESthat Medicare
does notcover.

Use and Disclosure of Medical Information

TUFTS HEALTH PLAN mails a separate “NOTICE OF PRIVACY PRACTICES" to all SUBSCRIBERS to explain how
TUFTS HEALTH PLANuses and discloses your medical information. If you have questions orwould like another copy of
our “Notice of Privacy Practices”, please callaMember Representative. Information is also available on ourwebsite.

Relationships between TUFTS HEALTH PLAN and PROVIDERS

TUFTS HEALTH PLAN and PROVIDERS

TUFTS HEALTH PLAN arranges health care services. We do not provide health care services. We have agreements with
PROVIDERS practicing intheir private offices throughout the NETWORK CONRACTING AREA. These PROVIDERS are

independent. They are not TUFTS HEALTH PLAN employees, agentsorrepresentatives. PROVIDERS are not authorized
to change this CERTIFICATE or assume or create any obligation for TUFTS HEALTH PLAN.

We are not liable for acts, omissions, representations or other conduct of any PROVIDER.

Circumstances Beyond TUFTS HEALTH PLAN's Reasonable Control
Circumstances beyond TUFTS HEALTH PLAN's reasonable control

We shall not be responsible for af ailure or delay in arranging for the provision of services in cases of circumstances
beyond the reasonable control of TUFTS HEALTH PLAN. Such circumstances include, but are not limited to: major
disaster; epidemic; strike; war; riot; and civil insurrection. In such circumstances, we will make a good faith effort to
arrange for the provision of services. Indoing so, we will take into accountthe impact of the event and the availability of
NETWORK PROVIDERS.

Capitalized words are defined in Appendix A. 110 To contact Member Services, call 1-866-352-9114, or see
our Website at www.tuftshealthplan.com/carelink


http://www.tuftshealthplan.com/carelink

GROUPCONTRACT
Acceptance of the terms of the GROUP CONTRACT

By causing your membership applicationto be submitted to Tufts Health Plan, you apply for Group coverage and agree,
on behalf of yourself and your enrolled Dependents, to all the terms and conditions of the Group Contract, including this
Certif icate.

Payments for coverage

We will bill your GROUP and your GROUP will pay PREMIUMS to TUFTS HEALTH PLANforyou. We are notresponsible
if your GROUP fails to pay the PREMIUM. This is true even if your GROUP has charged you (for example, by payroll
deduction)forallorpart of the PREMIUM.

Note: If your GROUP fails to pay the PREMIUMontime, we may cancel your coverage inaccordance withthe GROUP
CONTRACT and applicable state law. Formore information onthe notice to be provided, see “Termination of the GROUP
CONTRACT and Notice”in Chapter 4.

We may change the PREMIUM. If the PREMIUM is changed, the change will apply to all MEMBERS in your GROUP.
Changes to this CERTIFICATE

We may change this CERTICATE. Changes do not require your consent. Notice of changes in COVERED SERVICES
will be sent to your GROUP at least 60 days before the effective date of the modifications and will include information
regarding any changes in clinical review criteria and detail the effectof such changes ona MEMBER's personal liability for
the costof such charges.

Changes will apply to all benefits for services received on or after the effective date with one exception.

Exception: A change will not apply to youif youare an INPATIENT onthe effective date of the change until your discharge
date.

Note: If changes are made, they will apply to all MEMBERS in your GROUP, not just to you.
Notice

Notice to MEMBERS: When TUFTS HEALTH PLAN sends anoticeto you, itwillbe sentto yourlast addressonfile with
TUFTS HEALTH PLAN.

Notice to TUFTS HEALTHPLAN: MEMBERS should addressall correspondenceto:
TUFTS HEALTH PLAN, P.O.Box 9173, Watertown, MA 02472-9173.
Enforcement of terms

TUFTS HEALTH PLAN may choose to waive certain terms of the GROUP CONTRACT, if applicable, including the
CERTIFICATE. This does not mean that TUFTS HEALTH PLAN gives up itsrightsto enforce those terms inthe future.

When this CERTIFICATE Is Issued and Effective

This CERTIFICATE is issued and effective onyour GROUP ANNIVERSARY DATE onorafter January 1, 2022 and
supersedes all previous CERTIFICATES.
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Appendix A - Glossary of Terms and Definitions

This section defines the terms used in this CERTIFICATE.

ADOPTIVE CHILD
A CHILD is an ADOPTIVE CHILD as of the date he or she:

e islegally adopted by the SUBSCRIBER;or

e s placed for adoption withthe SUBSCRIBER. This means that the SUBSCRIBER has assumed a legal obligationfor
the total orpartial support of a CHILD in anticipation of adoption. If the legal obligation ceases, the CHILD is no longer
considered placed foradoption.

Note: Asrequired by state law, af oster CHILD is considered an ADOPTIVE CHILD as of the date that a petitionto adopt

was filed.

ALLOWED COST or ALLOWED AMOUNT

Maximum amount onwhich paymentis based for covered health care services. This may be called "eligible expense”,
"payment allowance", or"negotiated rate".

ANNIVERSARY DATE
The date upon which the GROUP CONTRACT f irst renews and each successive annual renewal date.

ANNUAL COVERAGE LIMITATIONS
Annual dollar or time limitations on COVERED SERVICES.

AUTHORIZED REVIEW
AUTHORIZED REVIEW refers to prospective, concurrent, and retrospective reviews of health care services for MEDICAL
NECESSITY and is performed by the REVIEW ORGANIZATION.

BEHAVIORAL HEALTH DISORDERS

Psychiatric illnesses ordiseases listed as mental disorders inthe latest edition, at the time treatment is given, of the
American Psychiatric Association’s Diagnostic and Statistical Manual: Mental Disorders.

BOARD- CERTIFIED BEHAVIOR ANALYST (BCBA)

A BOARD- CERTIFIED BEHAVIOR ANALY ST (BCBA) meets the qualifications of the Behavior Analyst Certification
Board (BACB) by achieving a master’'s degree, training, experience, and other requirements. A BCBA professional
conducts behavioral assessments, designs and supervises behavior analytic interventions, and develops and implements
assessment and interventions for MEMBERS with diagnoses of autism spectrum disorders. BCBAs may supervise the
work of Board-Certified Assistant Behavior Analysts and other PARAPROFESSIONALS who implementbehavior analytic
interventions.
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CARELINK

CARELINK is anopen access benefitplaninsured by TUFTS HEALTHPLAN. In Massachusetts and Rhode Island, Tufts
Insurance Company and its affiliate, Tufts Benefit Administrators, Inc., are responsible for participating provider network
contracting and maintenance, certain credentialing, provider services and claims payment, and behavioral health and
substance use disorder utilization management. Cigna provides certain administrative services including participating
provider network contracting and maintenance outside of Massachusetts and Rhode Island, medical management, and
behavioral healthand substance use disorder utilization management outside of Massachusetts and Rhode Island.

CERTIFICATE
This document, and any future amendments, which describes the health benefits under the GROUP CONTRACT.

CHILD
The following individuals until the last day of the month in which their 26th birthday occurs:

the SUBSCRIBER's or SPOUSE's natural child, stepchild, or ADOPTIVE CHILD; or

the child of anenrolled CHILD;

any other child forwhom the SUBSCRIBER has legal guardianship; or

any otherchild who meets the IRS Code definition of a DEPENDENT of the SUBSCRIBER orthe SPOUSE.

COINSURANCE
The MEMBER's share of costs for COVERED SERVICES.

For services provided by a NETWORK PROVIDER, the MEMBER's share is a percentage of

o the applicable NETWORK fee scheduleamount forthose services;or

o the NETWORK PROVIDER's charges, whicheverisless.

For services provided by aNON-NETWORK PROVIDER, the MEMBER pays a share of the REASONABLE CHARGE.
Costs inexcess of the REASONABLE CHARGE are not subjectto COINSURANCE. The MEMBER may beresponsible
for paying for costs inexcess of the REASONABLE CHARGE.

See "Contract and Benefit Overview" at the front of this CERTIFICATE OF INSURANCE for more information.

Note: The MEMBER's share percentageis based onthe NETWORK PROVIDER paymentat the time the claimis paid
and does notreflect any later adjustments, payments orrebates that are calculated on anindividual claim basis.

CONTRACT YEAR
The 12-month period inwhich benefit limits, DEDUCTIBLES, OUT-OF-POCKETMAXIMUMS, and COINSURANCE are
calculated under this plan. A CONTRACT YEAR canbe either a calendar year ora plan year.
e Calendar year: Coverage based onacalendaryearruns fromJanuary 1stthrough December 31st withinayear.
e Planyear: Coveragebased onaplanyearruns during aperiod of 12 consecutive months that are nota calendar
year (f orexample, July 1st in one calendar yearthrough June 30thin the following calendar year).

e ForaGroup Contract, the CONTRACT YEAR s determined by the GROUP.

For more information about the type of CONTRACT YEAR that applies to yourplan, please call Member Services. If you
are enrolled in a Group Contract, you can also contact your employerfor more information about the type of CONTRACT
YEAR that applies to yourplan.

COPAYMENT

The MEMBER's payment for certain COVERED SERVICES provided by eithera NETWORK PROVIDER or a NON-
NETWORK PROVIDER. The MEMBER pays COPAYMENTS to the PROVIDER at the time services arerendered, unless
the PROVIDER arranges otherwise.
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COST SHARING AMOUNT
The costyoupay forcertain COVERED SERVICES. This amountmay consistof DEDUCTIBLES, COPAYMENTS, and/or
COINSURANCE.

COVERED SERVICES
The services and supplies for which TUFTS HEALTH PLAN will pay. They must be:

o describedinChapter 3 of this CERTIFICATE (subject to the "Exclusionsfrom Benefits" sectionin Chapter 3); and

e MEDICALLY NECESSARY.

These servicesinclude MEDICALLY NECESSARY coverage of pediatric specialty care, including behavioral health care,
by PROVIDERS with recognized expertise in specialty pediatrics.

Note: COVERED SERVICES do notinclude any tax, surcharge, assessment or other similar feeimposed under any state
or f ederal law orregulationonany PROVIDER, MEMBER, service, supply or medication.

CUSTODIAL CARE

e Care provided primarily to assistin the activities of daily living, such as bathing, dressing, eating, and maintaining
personal hygiene and safety;

e care provided primarily for maintaining the MEMBER's or anyone else's safety, when no other aspects of treatment
require an acute hospital level of care;

e services that could be provided by people without professional skills ortraining; or

routine maintenance of colostomies, ileostomies, and urinary catheters; or

adult and pediatric day care.

Note: CUSTODIAL CARE is not covered by TUFTS HEALTH PLAN.

DAY SURGERY

Any surgical procedure(s) provided to aMEMBER at af aclility licensed by the state to perform surgery, and with an
expected departure the same day, orinsome instances, within 24 hours. Also referred to as "Ambulatory Surgery" or
"Surgical Day Care".

DEDUCTIBLE

Foreach CALENDAR YEAR, the amount paid by the MEMBER for certain COVERED SERVICES before any payments
are made under this CERTIFICATE.

(Any amount paid by the MEMBER fora COVERED SERVICE rendered during the last 3months of a CALENDAR YEAR
shall be carried forward to the next CALENDAR YEAR's DEDUCTIBLE.). However, any DEDUCTIBLE amountcarried
forward will not be applied to the next CALENDAR YEAR OUT-OF-POCKET MAXIMUM.

Costs inexcess of the REASONABLE CHARGE do not counttowardsthe DEDUCTIBLE. See "BenefitOverview" at the

f ront of this CERTIFICATE for more information.

Note: The amount credited towards the MEMBER'S DEDUCTIBLE is based onthe NETWORK PROVIDER negotiated

rate at the time the services are rendered and does not reflect any later adjustments, payments, or rebates that are
calculated on anindividual claim basis.

DEPENDENT
The SUBSCRIBER's SPOUSE, CHILD, or DISABLED DEPENDENT.

DEVELOPMENTAL
Refersto adelay inthe expected achievementof age-appropriate fine motor, gross motor, social, orlanguage milestones
that is not caused by anunderlying medical illness or condition.
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DIRECTORY OF HEALTH CARE PROVIDERS
A list of NETWORK PROVIDER with whom we contract. It also lists, their affiliated NETWORK HOSPITAL(S).

Note: This list updated fromtime to time to reflectchanges in those NETWORK PROVIDERS. For information about the
PROVIDERS listed in the DIRECTORY OF HEALTH CARE PROVIDERS, you can call CARELINK Member Services or
check the website at http:cignathp.benefitnation.net/cignathp/.

DISABLED DEPENDENT
The SUBSCRIBER's CHILD who:

e became permanently physically ormentally disabled before the last day of the month in whichtheir 26th birthday
occurs;

e isincapableof supporting himself or herself dueto disability;
lives with the SUBSCRIBER or SPOUSE; and
was covered underthe SUBSCRIBER's FAMILY COVERAGE immediately before the last day of the monthinwhich
their 26th birthday occurs orhas been covered by other GROUP health coverage since the disability began.

DURABLE MEDICAL EQUIPMENT
Devices or instruments of a durable nature that:

e are reasonable and necessary to sustain aminimum threshold of independent daily living;
are made primarily to serveamedicalpurpose;

are not usefulin the absence of illness orinjury;

can withstand repeated use; and

can beused in the home.

EFFECTIVE DATE
The date, accordingto TUFTS HEALTH PLAN's records, whenyou become aMEMBER and are first eligible for
COVERED SERVICES.

EMERGENCY

Anillness or medical condition, whether physical, behavioral, related to substance use disorder, or mental, that manifests
itself by symptoms of sufficient severity, including severe pain, that the absence of prompt medical attention could
reasonably be expected byaprudentlay person, who possesses anaverage knowledge of health and medicine, to result
in:

e serious jeopardyto the physical and / orbehavioral healthof aMEMBER oranother person (orwithrespecttoa
pregnant MEMBER, the MEMBER or herunborn CHILD's physical and/or mental health); or

e serious impairment to bodily functions;or

e serious dysfunction of any bodily organorpart; or

e with respectto apregnantwomanwho is having contractions, inadequate time to effect a safe transferto another
hospital before delivery, orathreat to the safety of the MEMBER or herunborn CHILD inthe event of transferto
another hospital beforedelivery.

Some examples of illnesses or medical conditions requiring EMERGENCY care are severe pain, abrokenleg, loss of

consciousness, vomiting blood, chest pain, difficulty breathing, orany medical conditionthat is quickly getting much

worse.
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EXPERIMENTAL OR INVESTIGATIVE
A service, supply, treatment, procedure, device, or medication (collectively "treatment") is considered EXPERIMENTAL
OR INVESTIGATIVE and therefore, not MEDICALLY NECESSARY, if any of the following apply:

e thedrug ordevice cannotbe lawfully marketed without the ap proval of the U.S. Food and Drug Administration and
approval formarketing has not been given at thetime thedrug ordeviceis furnished orto be furnished,;

e the treatment, orthe "informed consent"form used with the treatment, was reviewed and ap proved by the treating
facility's institutional review board or other body serving a similar function, orfederal law requires such review or
approval;

e reliable scientific evidence shows that the treatment is the subject of ongoing Phase | or Phase Il clinical trials; is the
research, experimental, study orinvestigative arm of ongoing Phase lli clinical trials; oris otherwise under studyto
determine its safety, efficacy, toxicity, maximum tolerated dose, or its efficacy as compared with a standard means of
treatment or diagnosis;

e evaluationby an independenthealth technology assessmentorganization has determined thatthe treatmentis not
proven safe;

o evenif approved forlawful marketing by the U.S. Food and Drug Administration, reliable scientific evidence does not
support that the treatment is effective in improving health outcomes or that appropriate patient selection has been
determined;

e the peer-reviewed published literature regarding the treatment is predominantly non-randomized, historically
controlled, case controlled, or cohort studies; orthere are few or no well-designed randomized, controlled trials; or

e thereis no scientific or clinical evidence that the treatmentis at least as beneficial as any established, evidence-based
alternatives.

This def inition is fully explained in Cigna's corresponding MEDICAL NECESSITY Guidelines.

FAMILY COVERAGE
Coverage fora SUBSCRIBER and his or her DEPENDENTS.

FREE-STANDING URGENT CARE CENTER

A medical facility that provides treatment for URGENT CARE services (see definition of URGENT CARE). A FREE-
STANDING URGENT CARE CENTER primarily treats patients who have an injury or illness that requires immediate
care but is not serious enoughto warrant avisitto an emergency room. A FREE-STANDING URGENT CARE CENTER
offers analternative to certain emergency roomvisitsfora MEMBER who is not able to visithis orher PRIMARY CARE
PROVIDER or health care PROVIDER in the time frame that is felt to be warranted by their condition or symptoms. A
FREE-STANDING URGENT CARE CENTER does not providle EMERGENCY care, and is not appropriate for people
who have lif e-threatening conditions. MEMBERS experiencing these conditions should goto an emergency room. FREE-
STANDING URGENT CARE CENTERSs are not part of a hospital or hospital system and are not LIMITED SERVICE
MEDICAL CLINICS. To f ind aFREE-STANDING URGENT CARE CENTERin our network, please ourwebsite and click
on "Find a Doctor", orcall Member Services.

GROUP

An employerorotherlegal entity with which TUFTS HEALTH PLAN has an agreement to provide GROUP coverage. An
employer GROUP subject to the Employee Retirement Income Security Act of 1974 (ERISA), as amended, is the ERISA
plan sponsor. If you are covered under a GROUP CONTRACT, the GROUP is your agent and is not TUFTS HEALTH

PLAN's agent.

GROUP CONTRACT
The agreement between TUFTS HEALTHPLAN and the GROUP underwhich:

e TUFTS HEALTH PLANagrees to provide GROUP coverage; and
e the GROUP agrees to pay aPREMIUMto TUFTS HEALTHPLAN onyour behalf.
The GROUP CONTRACT includes this CERTIFICATE and any amendments.
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HABILITATIVE

Health care services provided in accordance with the federal Affordable Care Act (ACA)inorderforapersonto attain,
maintain or prevent deteriorate of a life skill or function never learned or acquired due to a disabling condition. These
services may include physical and occupational therapy, and speech-language pathology servicesinvarious INPATIENT
and OUTPATIENT settings.

INDIVIDUAL COVERAGE
Coverage fora SUBSCRIBER only (no DEPENDENTS).

IN-NETWORK LEVEL OF BENEFITS

The level of benefits thata MEMBER receives when COVERED SERVICES are provided by a NETWORK PROVIDER.
(or, with respectto INPATIENTbehavioral healthor INPATIENT substance use disorder care, when care is provided or
authorized by a NETWORK HOSPITAL). See Chapter 1f ormore information.

INPATIENT
A patientwho is admitted to ahospital or otherfacility licensed to provide continuous care and is classified as an
INPATIENT forallorapartof theday.

LIMITED SERVICE MEDICAL CLINIC

A walk-in medical clinic licensed to provide limited services, generally basedin aretail store. Care is provided byanurse
practitioner or physician assistant. A LIMITED SERVICE MEDICAL CLINIC offers an alternative to certain emergency
room visits fora MEMBER who requires less emergent care or who is not able to visit his or her PRIMARY CARE
PROVIDER in the time frame that is felt to be warranted by their condition or symptoms. Some examples of common
illnesses a LIMITED SERVICE MEDICAL CLINIC can treat include strep throat, oreye, ear, sinus, or bronchial infections.
The services provided by a LIMITED SERVICE MEDICAL CLINIC are only available to patients of ages 24 months or
older. ALIMITED SERVICE MEDICAL CLINICdoes not provide EMERGENCY orwound care, ortreatmentforinjuries. It
is not appropriate for people who need x-rays or stitches or who have life-threatening conditions. MEMBERSs experiencing
these conditions should goto anemergency room.

MEDICALLY NECESSARY
A service orsupply thatis consistent with generally accepted principles of professional medical practice as determined by
whether that service or supply:

e s the mostappropriate available supply orlevel of service forthe MEMBER in guestion considering potential benefits
and harms to thatindividual;

e is knownto be effective, based on scientific evidence, professional standards and expert opinion, inimproving health
outcomes; or

e forservices and interventions notinwidespread use, as based on scientific evidence.

MEDICAL NECESSITY Guidelines are used to determine coverage for MEDICALLY NECESSARY Services. These

Guidelines are:

e based on current literature review;

e developed withinput from practicing PROVIDERS inthe NETWORK CONTRACTING AREA,;

e developed inaccordance with the standards adopted by government agencies and national accreditation
organizations;

e updated annually ormore often as newtreatments, ap plications and technologies are adopted as generally accepted
professional medical practice; and

e scientific evidence-based,if practicable.

Cigna's MEDICAL NECESSITY Guidelines are available on the website at:
https://tuftshealthplan.com/member/employer-individual-or-family-plans/tools-resources/overview.
If you prefer, call Member Services. Or call the CareLink Behavioral Health Department at 1-800-232-1164.
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MEMBER
A person enrolled in TUFTS HEALTH PLAN under the GROUP CONTRACT. Also referred to as "you."

NETWORK CONTRACTING AREA
The geographic areawithinwhich TUFTS HEALTH PLAN has developed orarranged foranetwork of PROVIDERS to
af ford MEMBERS with adequate access to COVERED SERVICES.

Note: For informationaboutPROVIDERS inthe NETWORK CONTRACTING AREA, you can call Member Services or
check our Web site at www.tuftshealthplan.com/carelink.

Certain services may be available outside of the NETWORK CONTRACTING AREA throughthe TUFTS HEALTH PLAN
telemedicine vendor. For more information, please visit https://tuftshealthplan.com/member/health-information-tools/
digital-tools/telehealth.

NETWORK HOSPITALS

A hospital which has anagreement eitherwith TUFTS HEALTH PLAN directly orwitha PROVIDER network withwhom
TUFTS HEALTHPLAN has acontractto provide certain COVERED SERVICES to MEMBERS. NETWORK HOSPITALS
are independent. They are not owned by TUFTS HEALTH PLAN. NETWORK HOSPITALS are not TUFTS HEALTH
PLAN's agents or representatives, and their staff are not TUFTS HEALTH PLAN's employees. NETWORK HOSPITALS
are subject to change.

NETWORK PROVIDERS

A PROVIDER who has an agreement either with TUFTS HEALTH PLAN directly or with aprovider network with whom
TUFTS HEALTH PLAN has a contract to provide COVERED SERVICES to MEMBERS. NETWORK PROVIDERS are
located throughout the NETWORK CONTRACTING AREA.

NON-CONVENTIONAL MEDICINCE

A group of diverse medical and health care systems, practices, and products that are not presently considered to be
part of conventional medicine and are generally not based on scientific evidence. Since these servicesare not based on
scientific evidence, they do not meet the definition of MEDICAL NECESSITY and are not covered. Providers of these non-
covered services may be contracting or non-contracting traditional medical providers. These services may be offered in
connectionwith atraditional office visit. Providers of NON-CONVENTIONAL MEDICINCE services often request payment
up f ront because healthinsurancetypically does not coverthese services.

Common terminology used to refer to these types of services include, but are not limited to, "alternative medicine”,
"complementary medicine", "integrative medicine", "functional health medicine", and may be described as treating "the
whole person”, "the entire individual" or "the inner self", and may refer to re-balancing hormones or finding underlying
causes that lead to bodily dysfunction. Examples of NON-CONVENTIONAL MEDICINCE and related servicesinclude, but
are not limited to:

holistic, naturopathic, energy medicine (e.g., Reiki, Ayurvedic, magneticfields);

manipulative and body-based practices (e.qg., reflexology, yoga, exercise therapy,tai-chi);

mind-body medicine (e.g., hypnotherapy, medication, stress management);

whole medicine systems (e.g., naturopathy, homeopathy);

biologicallybased practices (e.g., herbal medicine, dietary supplements, probiotics); and

otherrelated practices when provided in connection with NON-CONVENTIONAL MEDICINCE services (e.g., animal
therapy, arttherapy, dance therapy, sleep therapy, light therapy, energy-balancing, breathing exercises).

NON-NETWORK PROVIDER
A PROVIDERwho does not have an agreement with TUFTS HEALTH PLANdirectly orwitha PROVIDER network with
whom TUFTS HEALTH PLAN has a contractto participate as aNETWORK PROVIDER.

OBSERVATION

The use of hospital service to treat and/or evaluate a condition that should result in either a discharge within forty-eight
(48) hours or averified diagnosisand concurrent treatmentplan. At times, an OBSERVATION stay may be followed by an
INPATIENT admissionto treat adiagnosis revealed during the period of OBSERVATION.
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OPEN ENROLLMENT PERIOD
Fora GROUP CONTRACT, the period each yearwhen TUFTS HEALTH PLAN and the GROUP allow eligible personsto
apply forGROUP coverageinaccordance withthe GROUP CONTRACT.

OUT-OF-NETWORK LEVEL OF BENEFITS
The level of benefits thataMEMBER receiveswhen COVERED SERVICES are not provided by aNETWORK
PROVIDER. See Chapter1 f ormoreinformation.

OUTPATIENT
A patient who receives care otherthan on an INPATIENT basis. This includes services provided in:

¢ a PROVIDER's office;

e aDAY SURGERY orambulatory care unit; and

e an EMERGENCY room orOUTPATIENTCclinic.

Note: You are also an OUTPATIENT when you are in a f acility for observation.

OUT-OF-POCKET MAXIMUM
The maximum amount of money paid by a MEMBER during a CALENDAR YEAR for COVERED SERVICES.

See "Benefit Overview" at the front of this CERTIFICATE for detailed information aboutyour OUT-OF-POCKET
MAXIMUM.

PARAPROFESSIONAL

As it pertains to the treatment of autism and autism spectrum disorders, aPARAPROFESSIONAL is an individual who
perf orms applied behavioranalysis (ABA) services underthe supervision of a Board-Certified Behavior Analyst (BCBA).

PRECERTIFICATION
CARELINK's process of verifying authorization required forall INPATIENT ad missions and transfers.
PRECERTIFICATION is not a guarantee of payment. See Chapter 1 f orfurtherinformation.

PRE-EXISTING CONDITION

A condition which had during the six months immediately preceding your EFFECTIVE DATE manifested itself in such a
manner as would cause an ordinarily prudent personto seek medical advice, diagnosis, care, ortreatment orforwhich
medical advice, diagnosis, care, ortreatment was recommended or received. Pregnancy and infertility are not considered
pre-existing conditions.

PREMIUM
The total monthly cost of INDIVIDUAL or FAMILY COVERAGE which the GROUP pays to TUFTS HEALTH PLAN.

PRIMARY CARE PROVIDER
A NETWORK PROVIDER who is ageneral practitioner, family practitioner, internist, pediatrician, physician assistant,
nurse practitioneror obstetrician/gynecologist who provides primary care services.
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PROVIDER

A health care professional or facility licensed in accordance with applicable law, including, but not limited to, hospitals,
LIMITED SERVICE MEDICAL CLINICs (if available), FREE-STANDING URGENT CARE CENTERSs, physicians, doctors
of osteopathy, certified nurse midwives, certified registered nurse anesthetists, physician assistants, nurse practitioners,
optometrists, podiatrists, psychiatrists, psychologists, licensed behavioral health counselors, licensed independent clinical
social workers, licensed psychiatric nurses who are certified as clinical specialists in psychiatric and behavioral health
nursing, Licensed Alcohol and Drug Counselor [; licensed marriage and family therapists, licensed speech-language
pathologists, and licensed audiologists.

TUFTS HEALTH PLAN will only coverservices of aPROVIDER, if those services are listed as COVERED SERVICES and
within the scope of the PROVIDER'slicense.

Notes:

o With respectto OUTPATIENTSservices for the treatmentof alcoholism, PROVIDER means an accredited or licensed
hospital or any public or private facility or portionof that facility providing services especiallyforthe rehabilitation of
intoxicated persons or alcoholics and which is licensed by the Massachusetts Department of Public Health or other
applicable state law.

e Withrespectto INPATENT services forthe treatment of alcoholism, PROVIDER an accredited or licensed hospital or
any public orprivate facility or portion of that facility providing services especially for the detoxification or rehabilitation
of intoxicated persons or alcoholics and which is licensed by the Massachusetts Department of Public Health; or a

residential alcoholtreatment program, as defined under Massachusetts law.

REASONABLE CHARGE
The lesser of:

e the amount charged by the NON-NETWORK PROVIDER;or

e the amount that we determine to be reasonable, based upon nationally accepted means and amounts of claims
payment. Nationally accepted means and amounts of claims paymentinclude, but are not limited to: Medicare fee
schedules and allowed amounts, CMS medical coding policies, AMA CPT coding guidelines, nationally recognized
academy and society coding and clinical guidelines.

Note: The amount the MEMBER paysin excess of the REASONABLE CHARGE is notincludedinthe DEDUCTIBLE,
COINSURANCE orOUT-OF-POCKET MAXIMUM.

REVIEW ORGANIZATION

The term "REVIEW ORGANIZATION" refers to TUFTS HEALTHPLAN, Cigna, oran entity to which Cigha, has delegated
responsibility for performing utilization review services. The REVIEW ORGANIZATION is an organization with a staff of
clinicians which may include physicians, registered graduate nurses, licensed behavioral health and substance abuse
professionals, and othertrained staff members who perform utilization review services.

ROUTINE NURSERY CARE
Routine hospital care provided to a well newborn child immediately following birth until discharge from the hospital.

SKILLED
A typeof carewhich is MEDICALLY NECESSARY and mustbe provided by, orunderthe direct supervision of, licensed
medical personnel. SKILLED care is provided to achieve amedically desired and realistically achievable outcome.

SPOUSE
The SUBSCRIBER's legal SPOUSE, according to the law of the stateinwhichyoureside, ordivorced SPOUSE as
required by Massachusettslaw.

SUBSCRIBER
The person:

e who is employed by the GROUP; and
e inwhose name the PREMIUM is paid inaccordance with the GROUP.
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TUFTS HEALTH PLAN or TUFTS HP

Tuf ts Insurance Company (TIC) which is authorized to offer POS and PPO products. TIC has entered into an agreement
with Tuf ts Benefit Administrators, Inc. (TBA) for TBA to administer the health benefits and make available a network of
PROVIDERS describedinthis CERTIFICATE.

Both TIC and TBA do business underthe name TUFTS HEALTH PLAN. TUFTS HEALTH PLAN s also referred to as

llwelI, llusll’ and ||0ur||.

URGENT CARE

Care provided whenyour healthis notin serious danger, but you need immediate medical attention foran unforeseen
illness or injury. Examples of illnesses orinjuries inwhich urgent care might be needed are abroken ordislocated toe, a
cut that needs stitchesbutis not actively bleeding, sudden extreme anxiety, or symptoms of aurinary tract infection.

Note: Care that is rendered afterthe URGENT condition has beentreated and stabilized andthe MEMBERis safe for
transportis not considered URGENT CARE.
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Appendix B - ERISA Information and other State and Federal Notices
ERISA Rights

Note: Applies to Group Contracts only.

If your plan is an ERISA plan, you are entitled to certain rights and protections under the Employee Retirement
Income Security Actof 1974 (ERISA), as amended. Most plans are ERISA plans, but not all. Please contact your plan
administratorto determine if your planis an ERISA plan.

ERISA provides that all plan participants shall be entitled to receive information about their plan and benefits, continue
group health plan coverage, and prudent actions by planfiduciaries.

Receiving Information About Your Plan and Bengefits
ERISA provides that all plan participants shall be entitled to:

e Examine, without charge, at the plan administrator's office and at other specified locations, all documents goveming
the plan, including insurance contracts and collective bargaining agreements, and a copy of the latest annual report
(Form 5500 Series) filed by the plan with the U.S. Department of Laborand available at the Public Disclosure Room
of the Employee Benefits Security Administration.

e Obtain, upon written request to the plan administrator, copies of documents governing the operation of the plan,
including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500
Series) and updated summary plan description. The plan administrator may make areasonable charge forthe copies.

e Receive asummary of the plan's annual financial report. The plan administrator is required by lawto furnish each
participant withacopy of this summary annual report.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for the

operation of the plan. The people who operate your plan, called *f iduciaries" of the plan, have aduty to do so prudently

and inthe interest of you and other plan participants and beneficiaries. No one, including your employer, your union, or
any otherperson, may fire youorotherwise discriminate againstyouin any way to preventyoufrom obtaining aplan
benef it orexercising yourrights under ERISA.

Continuing Group Health Plan Coverage
ERISA provides that all plan participants shall be entitled to:

e Continue health care coverage foryourself, Spouse or Dependents if there is aloss of coverage underthe planas a
result of aqualifying event. Youoryour Dependents may haveto pay forsuch coverage.

e Review your summary plandescription and the documents governing the plan onthe rules governing your
continuation coverage rights under the Federal Consolidated Omnibus Budget Reconciliation Act (COBRA).

Enforcing Your Rights

If your claimforaplanbenefit isdenied orignored, inwhole orinpart, youhave aright to knowwhy this was done,

to obtain copies of documentsrelating to the decision without charge, and to appeal any denial, all within certain time

schedules.

Under ERISA, there are steps you cantaketo enforcethe aboverights. Forinstance, if yourequest acopy of plan
documents orthe latest annual report from the planand do not receive them within 30 days, you may file suitina

f ederal court. Insuch acase, the court may require the plan administrator to provide the materials and pay you adaily
penalty until you receive the materials, unless the materials were not sent becauseof reasons beyond the controlof the
administrator. If you have a claimfor benefits whichis denied orignored, inwhole orinpart, youmay file suitin astate

or f ederal court. Inaddition, if you disagree with the plan's decision or lack thereof concerning the qualified status of a
domestic relations order oramedical child support order, you may file suitin federal court. If it should happen that plan

f iduciaries misuse the plan's money, orif you are discriminated against for asserting your rights, you may seek assistance
fromtheU.S. Department of Labor, oryoumay file suitinafederal court. The court will decide who should pay court costs
and legalf ees. If you are successful, the court may orderthe personyou have sued to pay these costsand fees. Ifyou
lose, the court may orderyouto pay these costs andfees, forexample, if it finds yourclaimis frivolous.
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Assistance with Your Questions

If you have any questions about your plan, you should contact the plan administrator. if you have any questions about this
statement or about your rights under ERISA, or if you need assistance in obtaining documents from the plan administrator,
you should contact the nearestoffice of the Employee Benefits Security Administration, U.S. Department of Labor,

listed in yourtelephone directory orthe Division of Technical Assistance and Inquiries, Employee Benefits Security
Administration, U.S. Departmentof Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. Youmay also

obtain certain publications about yourrights and responsibilities under ERISA by calling the Employee Benefits Security
Administration.

PROCESSING OF CLAIMS FOR PLAN BENEFITS

Note: Applies to Group Contracts only.

The Department of Labor's (DOL) Employee Benefits Security Administration has published benefit determination
procedure regulations for employee benefit plans governed under ERISA. The regulations set forth requirements with
respect to the processing of claimsfor plan benefits, including urgent care claims, pre-service claims, post-service claims
and review of claimsdenials.

Who can submit a claim?

The DOL Regulations apply to claims submitted by ERISA participants or their beneficiaries. In accordance with the
regulations, Tufts Health Plan permits an authorized representative (referred to here as the "authorized claimant”) to act
on your behalf in submitting aclaim or obtaining areview of a claim decision. An authorized claimant can be any individual
(including, forexample, af amily Member, an attorney, etc.) whom you designate to act on your behalf withrespecttoa
claim f orbenefits.

How do | designate an Authorized Claimant?

An authorized claimant can be designated at any pointinthe claims process-at the pre-service, post service orappeal
level. Please contact a Tuf tsHealth Plan Member Representative the numberonyour ID card forthe specificsonhowto
appoint an authorized claimant.

Types of claims

There are several different types of claimsthat you may submitforreview. Tufts Health Plan's proceduresfor reviewing
claims depends upon the type of claim submitted (urgent care claims, pre-service claims, post-service claims, and
concurrent care decisions).

Urgent care claim: An"urgent care claim"is aclaim formedical care ortreatment where the application of the claims
review procedure fornon-urgentclaims: (1) could seriouslyjeopardize your life, health or ability to regain maximum
function, or(2) based uponyour Provider's determination, would subject you to severe painthat cannot adequatelybe
managed without the care or treatment being requested. For urgent care claims, Tufts Health Plan will respond to you
within 72 hours af terreceipt of the claim*. If Tufts Health Plan determines that additional information is needed to review
your claim, we will notify you within 24 hours after receipt of the claim and provide youwith adescription of the additional
information needed to evaluate your claim. You have 48 hours after that time to provide the requested information. Tufts
Health Plan will evaluate your claim within 48 hours afterthe earlier of ourreceipt of the requested information, orthe end
of the extension period givento youto provide the requestedinformation.

Concurrent care decisions: A "concurrent care decision” is a determination relating to the continuation/reduction of an
ongoing course of treatmentto be provided overaperiod of time ornumber of treatments. If Tufts Health Plan has already
approved anongoing course of treatment foryou and considersreducing or terminating the treatment, Tufts Health Plan
will notify you sufficiently in advance of the reduction or termination of treatmentto allow youto appeal the decision

and obtain adetermination before the treatment is reduced orterminated. If you requestto extend an ongoing course

of treatment that involves urgentcare, Tufts Health Plan will respond to you within 24 hours after receipt of the request
(provided that youmake the request at least 24 hours priorto the expiration of the ongoing course of treatment). If you
reach the end of apre-approved course of treatment before requesting ad ditional services, the "pre-service" or "post-
service" time limits will apply.

Pre-service claim: A "pre-service claim" is a claim that requires approval of the benefitinadvance of obtaining the care.
For pre-service claims, Tufts Health Plan will respond to youwithin 15 days afterreceiptof the claim*. If Tuf ts Health

Plan determines that an extensionis necessary due to mattersbeyond our control, we will notify you within 15 days
informing you of the circumstances requiring the extension and the date by which we expect to render adecision (up to an
additional 15days). If you make apre-service claim, but do not submit enoughinformation for Tufts Health Plan to make a
determination, we will notify you within 15 days and describe the information that you need to provide to Tufts Health Plan.
You willhave no less than 45 days from the date youreceive the notice to provide the requestedinformation.
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Post-service claim: A "post-service claim" is aclaim forpayment fora particular service afterthe service has been
provided. For post-service claims, Tufts Health Plan will respond to you within 30 days after receipt of the claim. If Tufts
Health Plan determines that an extensionis necessary due to matters beyond our control, we will notify you within 30 days
inf orming you of the circumstances requiring the extension and the date by whichwe expectto renderadecision (up toan
additional 15days). If you make a post-service claim, but do not submitenough information for Tufts Health Planto make
a determination, we will notify you within 30 days and describe the information that you need to provide to Tufts Health
Plan. Youwill have no less than 45 days from the date youreceive the notice to provide the requested information.

If yourrequest forcoverageis denied, you have therightto fileanappeal. See Chapter 6 f orinformationon howto file an
appeal.

* In accordance with Massachusetts law, Tuf ts Health Plan will make an initial determination regarding a proposed
admission, procedure, or service that requires such a determination within two working days of obtaining all necessary
inf ormation.

STATEMENT OFRIGHTSUNDER THE NEWBORNS’ AND MOTHERS' HEALTH
PROTECTIONACT

Note: Applies to Group Contracts only.

Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally
may not restrict benefits forany hospital length of stay in connection with childbirth for the mother ornewbornchildto
less than 48 hours following avaginal delivery, orless than 96 hours following adelivery by cesarean section. However,
the planorissuer may pay forashorter stay if the attending provider (e.g., your physician, nurse midwife, or physician
assistant), after consultation withthe mother, dischargesthe mother ornewborn earlier.

Also, underfederal law, plans or issuers may not set the level of benefits or out-of pocket costs so that any later portion of
the 48-hour (or 96-hour) stay is treated in a manner lessfavorable to the mother or newbornthan any earlier pottion of the

stay.

In addition, a plan or issuer may not, under federal law, require that a provider or other health care provider obtain
authorization forprescribing alength of stay or up to 48 hours (or 96 hours). However, to use certain providers or facilities,
youmay be required to provide notificationto Tufts Health Plan. Forinformation on notification requirements, contact your
plan administrator.
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FAMILY AND MEDICAL LEAVEACT OF 1993

Note: The Family and Medical Leave Act only applies to groups with 50 or more employees

Under the Family and MedicalLeave Actof 1993 (FMLA), if an employee meetsthe eligibility requirements, thatemployee
is legally allowed to take up to 12 weeks of unpaid leave during any 12-month period for one or more of the following
reasons:

forthebirthand care of the newborn Child of the employee;

for placement withthe employee of asonordaughterforadoption orfostercare;

to care f oranimmediate family Member (Spouse, Child, or parent) with aserious health condition; or

to take medical leave whenthe employeeis unable to work because of a serious health condition.

The FMLA was amended to add two new leave rights related to military service, effective January 16, 2009:

e Qualif ying Exigency Leave: Eligible employees are entitled to up to 12 weeks of leave because of "any qualifying
exigency" dueto thefact that the spouse, son,daughter, orparent of the employee is on active duty, or has been
notif ied of animpending callto active duty status, in support of a contingency operation.

o Military CaregiverLeave: An eligible employee who is the spouse, son, daughter, parent, or next of kin of acovered
servicememberwho is recovering fromaserious iliness orinjury sustained inthe line of duty on active duty is entitled
to up to 26 weeks of leaveinasingle 12-month period to care forthe servicemember. The employeeis entitledtoa
combined total of 26 weeks foralltypes of FMLA leave inthe single 12-month period.

In orderto beeligible, the employee musthave worked for his orheremployerforatotal of 12 monthsand worked at least

1,250 hours over the previous 12 months.

A covered employeris required to maintain group health insurance coverage foran employee on FMLA leave whenever
such insurance was provided before the leave was taken and onthe sameterms as if the employee had continued to
work. If applicable, arrangements will need to be made for employees to pay their share of healthinsurance Premiums
while on leave. In some instances, the employer may recover Premiums it paid to maintain health coverage for an
employeewho fails to returnto work from FMLA leave.

An employee should contacthis orheremployer fordetailsabout FMLAand to make payment arrangements,
if applicable. Additionalinformationis also available from the U.S. Departmentof Labor: (1-866-487-9243) TTY:
1-877-899-5627 orhttp://www.dol.gov.whd/regs/compliance/posters/fmlaen/pdf.

PATIENT PROTECTION DISCLOSURE

This plangenerally requires the designation of aPRIMARY CARE PROVIDER. You havetheright to designate any
primary care providerwho participates inournetwork and who is available to accept you oryour family members.
Forinf ormationonhowto selectaPRIMARY CARE PROVIDER, and foralist of the participating PRIMARY CARE
PROVIDERS, contact Member Services or see ourwebsite at www.tuftshealthplan.com.

For CHILDREN, you may designate a pediatrician as the PRIMARY CARE PROVIDER.

You do notneed priorauthorization from TUFTS HEALTH PLAN orfrom any otherperson (includinga PRIMARY CARE
PROVIDER) in orderto obtain accessto obstetrical or gynecological care from a health care professionalin our network
who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with
certain procedures, including obtaining prior authorization for certain services, following a pre-approved treatmentplan,
or procedures for making referrals. For a list of participating health care professionals who specializes in obstetrics or
gynecology, contact Member Services orsee our website at www.tuftshealthplan.com.
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NOTICEOF PRIVACYPRACTICES

TUFTS HEALTH PLANis committed to safeguarding the privacy of our members’ protected health information (“PHI").
PHIis inf ormation which:

e identifiesyou(orcanreasonablybe used to identify you); and
e relates to yourphysicalor mental health or condition, the provision of health careto you orthe paymentforthat care.

You arereceiving this Notice as a member of CARELINK. TUFTS HEALTH PLAN and Cigna have joined togetherto offer
CARELINK.

We are required by lawto maintainthe privacy of your PHIand to provide you with notice of ourlegal duties and privacy
practices withrespect to your PHI. This Notice of Privacy Practices describeshowwe may collect, use, and disclose your
PHI, and your rights concerning your PHI. This Notice applies to all members of TUFTS HEALTH PLAN’s commercial
insured health benefit plans (including HMO, POS and PPO and Medicare Complement plans), and employees covered
under the Tuf ts Associated Health Plans, Inc. group health plans. Unless your employer has notified you otherwise, this
Notice of Privacy Practices also applies to all members of self-insured group health plans that are administered by a
TUFTS HEALTH PLAN entity.

How We Obtain PHI

As amanaged care plan, we engage inroutine activities that result inourbeing given PHIfromsources otherthanyou.
For example, health care providers—such as physicians and hospitals —submitclaimforms containing PHIto enable us
to pay themforthe covered health care services they have provided to you.

How We Use and Disclose Your PHI

We use and disclose PHIin a number of ways to carry out our responsibilities as a managed care plan. The f ollowing
describes thetypes of uses and disclosures of PHIthat federal law permits us to make without your specific authorization:

e Treatment: We may use and discloseyour PHIto health care providers to help them treatyou. For example, our
care managers may disclose PHIto a home health care agency to make sure you get the services you need after
discharge from ahospital.

e Payment Purposes: We use and disclose your PHIf or payment purposes, such as paying doctors and hospitals
for coveredservices. Paymentpurposes alsoinclude activities such as: determining eligibility for benefits; reviewing
services formedical necessity; performing utilization review; obtaining premiums; coordinating benefits; subrogation;
and collectionactivities.

e Health Care Operations: We use and disclose your PHIfor health care operations. For example, this includes:
coordinating/managing care; assessing and improving the quality of health care services; reviewing the qualifications
and perf ormance of providers; reviewing health plan performance; conducting medical reviews; and resolving
grievances. It also includes business activities such as: underwriting; rating; placing or replacing coverage;
determining coverage policies; business planning; obtaining reinsurance; arranging for legal and auditing services
(including fraud and abuse detection programs); and obtaining accreditations and licenses. We do not use ordisclose
PHIthat is genetic information forunderwriting purposes.
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NOTICE OF PRIVACY PRACTICES, continued

How We Use and Disclose Your PHI - continued

e Health and Wellness Information: We may use your PHI to contact you with information about: appointment
reminders; treatment alternatives; therapies; health care providers; settings of care; or other health-related benefits,
services and products that may be of interest to you. For example, we may send you information about smoking
cessation programs, orwe might send amailing to subscribers approaching Medicare eligible age with materials
describing our seniorproducts and an applicationform.

e Organizations That Assist Us: In connectionwith treatment, payment and health care operations, we may share
your PHI with our affiliates and third party “business associates” that perform activitiesforus oronourbehalf,
for example, ourpharmacy benefit manager. We will obtain assurances from our business associates that they
will appropriately safeguard your information. The f ollowing corporate affiliates of Tufts Health Plan designate
themselves as asingle affiliated covered entity and may share your information among them: Tufts Associated
Health Maintenance Organization, Inc., Tufts Health Public Plans, Inc., Tufts Insurance Company, CarePartners of
Connecticut, Inc., Tufts Associated Health Plans, Inc. group health plans, Harvard Pilgrim Health Care, Inc., Harvard
Pilgrim Health Care of New England, Inc., HPHC Insurance Company, Inc., and Harvard Pilgrim Group Health Plan.

e Plan Sponsors: If youareenrolled in Tufts Health Planthrough your current or former place of work, you are enrolled
in a group health plan. We may disclose PHIto the group health plan’s plan sponsor—usually youremployer—for
plan administration purposes. Aplan sponsor of aninsured health benefit plan must certify that it will protectthe PHI
in accordance withlaw.

e Public Health and Safety; Health Oversight: We may disclose your PHI: to a public health authority for public health
activities, such as responding to public health investigations; when authorized by law, to appropriateauthorities, if we
reasonably believe you are a victim of abuse, neglect or domestic violence; when we believe in good faith that it is
necessary to prevent orlessenaserious and imminent threat to your or others’ health or safety; orto health oversight
agencies forcertain activitiessuch as: audits; disciplinary actions; and licensure activity.

e Legal Process; Law Enforcement; Specialized Government Activitiees: We may disclose your PHI: inthe course
of legal proceedings;in certain cases, inresponseto a subpoena, discovery request or otherlawful process;to law
enf orcement officials for such purposes as responding to a warrant or subpoena; or for specialized governmental
activities such as national security.

e Research; Death; Organ Donation: We may disclose your PHIto researchers, provided that certain established
measures are taken to protect your privacy. We may disclose PHI, in certain instances, to coroners, medical
examiners and in connectionwith organ donation.

e Workers’ Compensation: We may disclose your PHIwhen authorized by workers’ compensation laws.

e Family and Friends: We may disclose PHIto af amilymember, relative, orfriend —oranyone else youidentify—as
follows: (i)when you are present priorto the use ordisclosure and you agree; or (i) whenyou are not present (oryou
are incapacitated orin an emergency situation)if, inthe exercise of our professional judgment and in our experience
with common practice, we determine that the disclosureis inyourbest interests. Inthese cases, we will only disclose
the PHI that is directly relevant to the person’sinvolvementin your health care or payment related to your health care.

e Personal Representatives: Unless prohibited by law, we may disclose your PHIto your personal representative, if
any. A personal representative is apersonwho has legalauthority to act onyour behalf regarding your health care or
health care benef its. Forexample, anindividual named inadurable power of attorney, oraparent orguardian of an
unemancipated minor, are personalrepresentatives.
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NOTICEOF PRIVACY PRACTICES, continued

How We Use and Disclose Your PHI - continued

e Communications: We willcommunicate information containing your PHIto the address or telephone numberwe
have on record forthe subscriber of your health benefits plan. Also, we may mail information containing your PHIto
the subscriber. Forexample, communication regarding member requests for reimbursementmay be addressed to
the subscriber. We will not make separate mailings for enrolled dependents at different addresses, unless we are
requested to do so and agreeto the request. See below “Rightto Receive Confidential Communications”formore
inf ormationonhowto make such arequest

e Required by Law: We may useordisclose your PHIwhenwe are required to do so by law. Forexample, we must
discloseyourPHIto the U.S. Departmentof Health and Human Services uponrequest if they wishto determine
whether we are in compliance with federal privacy laws.

If one of the above reasons does not apply, we will not use or disclose your PHI without your written permission
(*authorization”). Youmay give us written authorizationto use ordisclose your PHIto anyone forany purpose. You

may later change your mind and revoke your authorization in writing. However, your written revocation will not affect
actions we've already taken inreliance on yourauthorization. Where state or other federal laws offer you greater privacy
protections, we will followthose more stringentrequirements. For example, under certain circumstances, records

that contain information about: alcohol abuse treatment; drug abuse prevention or treatment; AID S-related testing or
treatment; or certain privileged communications, may not be disclosed without your written authorization. In addition,
when applicable, we must have yourwritten authorization before using or disclosing medical or treatment informationfor a
member appeal. See below“Who to Contact for Questions or Complaints” if you would like more information.

How We Protect PHI Within Our Organization

Tuf ts Health Plan protects oral, written and electronic PHIthroughout our organization. We do notsell PHIto anyone.
We have many internal policies and procedures designed to controland protect the internal security of your PHI. These
policies and procedures address,forexample, use of PHIby ouremployees. In addition, we train all employees about
these policies and procedures. Our policies and procedures are evaluated and updated for compliance with applicable
laws.

Your Individual Rights

The following is a summary of your rights with respect to your PHI:

e Rightof Access to PHI: You havethe rightto inspect and getacopy of most PHI Tufts Health Plan has about you,
or a summary explanation of PHIif agreed to inadvance by you. Requests must be made inwriting and reasonably
describe the information youwould like to inspect or copy. If your PHIis maintained electronically, youwill also have
the right to requesta copy inelectronicformat. We have theright to charge areasonable cost-based fee forpaperor
electronic copies as established by state orfederal law. Under certain circumstances, we may deny yourrequest. If
we do so, we will send you awritten notice of denial describing the basis of ourdenial. Youmay request that wesend
a copy ofyourPHIdirectly to another personthat you designate. Y our requestmust be in writing, signed by you, and
clearly identify the person and the address where the PHI should be sent.

e RighttoRequest Restrictions: Youhavetherightto askthat we restrict uses or disclosures of your PHIto carry out
treatment, payment and health care operations, and disclosures to family members orfriends. We will consider the
request. However, we are not required to agreeto itand, incertain cases, federal lawdoes not permit arestriction.
Requests may be made verbally orinwriting to Tufts Health Plan.
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NOTICEOF PRIVACY PRACTICES, continued

Your Individual Rights — continued

e Rightto Receive Confidential Communications: You have the right to askus to send communications of your PHI
to youat an address of your choice orthat we communicate withyouinacertainway. Forexample, youmay ask us
to mail yourinformationto an address otherthanthe subscriber'saddress. We willaccommodate your request if: you
state that disclosure of your PHIthrough our usual means could endangeryou; your requestis reasonable; it specifies
the alternative means orlocation; and it contains information as to how payment, if any, willbe handled. Requests
may be made verbally orinwriting to Tufts Health Plan.

e Rightto Amend PHI: Youhavetheright to have us amend most PHIwe have about you. We may deny your request
under certain circumstances. If we deny your request, we will send you a written notice of denial. This notice will
describethereasonforourdenial and yourright to submitawritten statement disagreeing with the denial. Requests
must be inwriting to Tufts Health Planand mustinclude areasonto support the requestedamendment.

e Rightto Receivean Accounting of Disclosures: Youhavetheright to awritten accounting of the disclosures
of your PHI that we made in the last six years priorto the date you request the accounting. However, exceptas
otherwise provided by law, this right does not apply to: (i) disclosures we made for treatment, paymentor health
care operations; (ii) disclosures made toyou or people you have designated; (iii) disclosures you oryour personal
representative have authorized; (iv) disclosures made before April 14, 2003; and (v) certain otherdisclosures, suchas
disclosures for national security purposes. If you requestan accounting more than onceina12-month period, we may
charge you a reasonable fee. All requests for an accounting of disclosures must be made in writing to Tuf ts Health
Plan.

e Rightto authorize other use and disclosure: You have theright to authorize any use ordisclosure of PHIthat is
not specified withinthis notice. Forexample, we would need yourwritten authorizationto use ordisclose your PHIfor
marketing, formost uses or disclosures of psychotherapy notes, orif we intended to sell your PHI. Youmay revoke
an authorization at any time, inwriting, except to the extent that we have taken an actioninreliance onthe use or
disclosureindicated inthe authorization.

e Righttoreceive aprivacy breach notice: You havetheright to receive written notification if we discover abreach of
your unsecured PHI, and determine through arisk assessment that notification is required.

e Rightto this Notice: Youhavearightto receive apaper copy of this Notice from us upon request.

e How to Exercise Your Rights: Toexercise any of the individualrights described above orfor more information,
please call a Member Services Representative at 1-866-352-91144 (TDD: 711) orwrite to:

Privacy Officer
Tufts Health Plan

1 Wellness Way
Canton, MA 02021

Effective Date of Notice

This Notice takes effect February 1, 2021. We must follow the privacy practices described in this Notice while it is in
ef f ect. This Notice will remainin effect untilwe change it. This Notice replaces any otherinformation you have previously
received from us with respect to privacy of your medical information.
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NOTICEOF PRIVACY PRACTICES, continued

Changes to this Notice of Privacy Practices

We may change the terms of this Notice at any time inthe future and make the new Notice effective forall PHI that

we maintain —whether created orreceived before or after the effective date of the new Notice. Wheneverwe make an
important change, we will publish the updated Notice on our website at www.tuftshealthplan.com. Inaddition, we will use
one of ourperiodic mailingsto inform subscribers about the updated Notice.

Who to Contact for Questions or Complaints

If youwould like more informationorapapercopy of thisNotice, please contact aMember Services Representative at
the number listed above. Youcan also download acopyfrom ourwebsite at www.tuftshealthplan.com. If you believe your
privacy rights may have beenviolated, you have aright to complain to Tufts Health Plan by calling the Privacy Officer at
1-800-208-9549 or writing to:

Privacy Officer
Tufts Health Plan

1 Wellness Way
Canton, MA 02021

You also have arightto complainto the Secretary of Healthand Human Services. We will not retaliate againstyou for
filing a complaint.

1 Tufts Associated Health Maintenance Organization, Inc., Tufts Health Public Plans, Inc., Total Health Plan, Inc., Tufts
Benef it Administrators, Inc., Tufts Insurance Company, TAHP Brokerage Corporation, and Tufts Associated Health Plans,
Inc. group health plans do business as TUFTS HEALTHPLAN. TUFTS HEALTH PLAN: s aregistered trademark of Tufts
Associated Health Maintenance Organization, Inc.

2 “Cigna” ref ers to various subsidiaries of Cigna. Products and servicesare provided bythese subsidiaries, notby Cigna.
“Cigna” is aregistered service mark, and “CARELINK”is aservice mark, licensed for use by Cighaand itssubsidiaries.
©2007 Cigna. All rights reserved

© 2015 Tuf ts Associated Health Maintenance Organization, Inc. All rights reserved. Updated 2/1/2021
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Massachusetts Mental Health Parity Laws and The Federal Mental Health Parity
and Addiction Equity Act (MHPAEA)

This is to inf orm you aboutyour Tufts Health Plan benefits for mental/behavioral health and substance use disorder
services.

Under both Massachusetts laws and federal laws, benefits for mental/behavioral health services and substance use
disorder services must be comparable to benefits for medical/surgical services. This means that copays, coinsurance
and deductibles for mental/behavioral health and substance use disorder services mustbe at the same level as those for
medical/surgical services. Also, Tufts Health Plan's review and authorization of mental/behavioral health or substance
use disorderservices mustbe handled inaway thatis comparable to the review and authorization of medical/surgical
services.

If Tufts Health Plan makes a decision to deny or reduce authorization of aservice, youwill receive a letter explaining the
reasons forthe denial or reduction. At your request, Tufts Health Plan will send you or your provider a copy of the criteria
used to make this decision.

If youthink that Tufts Health Planis not handling your benefitsin accordance with this notification, you may filea
complaint with the Division of Insurance (DOI) Consumer Services Section.

You may fileawritten complaintusing the DOI's Insurance Complaint Form. You may request the form by phone or by
mail or f ind it onthe DOI's webpage at www.mass.gov/ocabr/docs/doi/consumer/css-complaint-form.pdf.

You may also submit a complaint by phone by calling 877-563-4467 or 617-521-7794. If you submita complaint by
phone, youmust followup inwriting and include your name and address, the nature of your complaint, and your signature
authorizing the releaseof any information.

Filing a written complaint withthe DOl is not the same as filing an ap peal under your Tuf tsHealth Plan coverage. You
must also file an appeal with Tuf ts Health Planin orderto have adenial orreduction of coverage of aservice reviewed.
This may be necessary to protect yourright to continued coverage of treatment while youwait foran appealdecision.
Follow the appeal procedures outlined in your Tufts Health Plan benefitdocument for more information about filing an
appeal.
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ANTI-DISCRIMINATIONNOQOTICE

Tuf ts Health Plan complies with applicable Federal civil rights laws and does notdiscriminate onthe basis of race, color,
national origin, age, disability, or sex. Tuf ts Health Plan does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

Tufts Health Plan:

e Provides freeaids and services to people with disabilitiesto communicate effectively with us, suchas:

e Written inf ormationin otherformats (large print, audio, accessible electronic formats, otherformats)
e Provides freelanguage services to people whose primary language is not English, such as:

e Qualified interpreters

¢ Inf ormationwrittenin otherlanguages

If youneed these services, contact Member Services.

If youbelieve that Tuf ts Health Plan has failed to provide these services ordiscriminated in anotherway onthe basis of
race, color, national origin, age, disability, orsex, you canfile agrievance with:

Tufts Health Plan

Attention: Civil Rights Coordinator Legal Dept.

1 Wellness Way Canton, MA 02021

Phone: 888.880.8699 ext. 48000, TTY number 800.439.2370 or 711
Fax: 617.972.9048

Email: OCRCoordinator@tufts-health.com.

You canfileagrievanceinpersonorby mail, fax,oremalil. If you need help filing agrievance, the Tufts Health Plan Civil
Rights Coordinator is available to helpyou.

You canalso fileacivil ights complaint with the U.S. Departmentof Health and Human Services, Office for Civil Rights,
electronically throughthe Office for CivilRights Complaint Portal, available at https://ocrportal.nhs.gov/ocr/portal/lobby .jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building Washington, D.C. 20201
800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http:/AMww.hhs.gov/ocr/office/file/index. html.

tuftshealthplan.com | 800.462.0224
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Appendix C — Schedule Il and lll Opioid Medications

Schedule Il drugs are defined under Massachusettslaw as drugs: (1) with a high potentialfor abuse; (2) with acurrently
accepted medical useintreatment inthe United States oracurrently accepted medical use with severe restrictions; and
(3) whose abuse may lead to severe psychological or physical dependence.

Schedulelll drugs are defined under Massachusetts lawas drugs: (1) withapotential forabuseis less thanthe drugs in
Schedules land II; (2) that have a currently accepted medical use intreatment inthe United States; and (3) whose abuse
may lead to moderate orlow physical dependence or high psychological dependence.
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Appendix C — Schedule Il and Il Opioid Medications

Effective January 1, 2022, the following opioid medications have been classified as Schedule llor Schedule lllcontrolled
substances by the state of Massachusetts. In accordance with Massachusetts law, if you are prescribed any of these
medications and wish to have a quantity less than what was prescribed, no additional cost or penalty willbe imposed
onyou. If the MEMBERfills alesser quantity thanis prescribed of a Schedule Il opioid controlled substance, and then
decides to fillthe remainder of the original prescription at the same pharmacy within 30 days of the original prescription
date, no additional COPAYMENT orothercost sharingwillbe applied. This listis subjectto change throughout the year.
Please calla Member Representative for the mostcurrent information about Schedule lland Illmedications covered by

Tuf ts Health Plan.
Schedule Il medications

acetaminophen/hydrocodone
acetaminophen/oxycodone

aspirin/oxycodone

belladonna/opium suppositories
brompheniramine/hydrocodone/phenylephrine
brompheniramine/hydrocodone/pseudoephedrine
chlorpheniramine polistirex/hydrocodone polistirex
chlorpheniramine/hydrocodone
chlorpheniramine/hydrocodone/phenylephrine
chlorpheniramine/hydrocodone/pseudoephedrine
codeine sulfate
dexbrompheniramine/hydrocodone/phenylephrine
dexchlorpheniramine/hydrocodone/phenylephrine
diphenhydramine/hydrocodone/phenylephrine

f entanyl

guaif enesin/hydrocodone/phenylephrine

guaif enesin/hydrocodone/pseudoephedrine
hydrocodone

hydrocodone ER

hydrocodone/homatropine
hydrocodone/ibuprofen
hydrocodone/phenylephrine/pyrilamine
hydrocodone/potassium guaiacolsulfonate
hydrocodone/pseudoephedrine

hydromorphone

hydromorphone ER

ibuprofen/oxycodone

levorphanol tartrate

meperidine

meperidine/promethazine

methadone

morphine

morphine ER

morphine sulfate ER

morphine/naltrexone

naltrexone/oxycodone

opium tincture

oxycodone

oxycodoneER

oxymorphone

oxymorphone ER

tapentadol

Capitalized words are defined in Appendix A.
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Schedule Il medications

e acetaminophen/b utalbital/caffeine/
codeine
e acetaminophen/caffeine/
dihydrocodeine
e acetaminophen/chlompheniramine/
codeine
acetaminophen/codeine
aspirin/butalbital/caffeine/codeine
aspirin/caffeine/dihydrocodeine
aspirin/carisoprodol/codeine
aspirin/codeine
brompheniramine/dihyd rocodeine/
pseudo-ephedrine
chlorpheniramine/codeine
codeine/guaifenesin
codeine/guaifenesin/pseudoephedrine
dihydrocodeine/guaifenesin
dihydrocodeine/guaifenesin/
phenylephrine
e dihydrocodeine/phenylephrine/
pyrilamine
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Appendix D -- COVID-19 Testing and Treatment

Your TUFTS HEALTH PLAN CERTIFICATE OF INSURANCE (COC) has been amended as described belowwith respect
to coveragefor Coronavirus (COVID-19) testing, treatment, and vaccinations. The f ollowing COVERED SERVICES are
provided inaccordance with federal and Massachusetts law.

COVID-19 Testing

MEDICALLY NECESSARY COVID-19 polymerase chainreaction (PCR) and antigentesting is covered for symptomatic
individuals, individuals identified as close contacts by state orlocal health officials, and asymptomatic individuals under
circumstances inaccordance with federal and Massachusetts law. COVID-19 testing solelyintended for returnto work,
school, orotherlocations is not MEDICALLY NECESSARY and accordingly not covered.

Antibody tests will be covered when MEDICALLY NECESSARY to support COVID-19treatments, orfora MEMBER
whoseimmune system is compromised and/or knowledge of COVID-19 antibodies may impact the future outcome

of treatment. Antibodytestswillnot be coveredwhen part of a“returnto work” program orwhen not associated with
treatment f or COVID-19.

MEDICALLY NECESSARY COVID-19 testing will be covered with no out-of-pocket costs. This means that no
COPAYMENT, COINSURANCE or DEDUCTIBLE will apply. COVID-19testing does notrequire prior approval by an
AUTHORIZED REVIEWER. Please contact Member Services for more information.

COVID-19 Treatment

MEDICALLY NECESSARY COVID-19-related treatment for all EMERGENCY INPATIENT, OUTPATIENT and cognitive
rehabilitation services—including all professional, diagnostic, and laboratory services—will be covered with no out-of-
pocket costs. This means that no COPAYMENT, COINSURANCE or DEDUCTIBLE will apply. Please note that MEMBER
COST SHARING AMOUNTS may apply to COVERED SERVICES related to the treatment of reactions to COVID-19
vaccinations. MEMBERS are encouraged to see TUFTS HEALTH PLAN PROVIDER whenever possible. However, this
policyis also applicable to treatmentprovided by NON-TUFTS HEALTH PLAN PROVIDERS. COVID-19-related treatment
does notrequire priorapprovalby an AUTHORIZED REVIEWER. Please contact Member Services for more information.

COVID-19 Vaccinations

MEDICALLY NECESSARY COVID-19-vaccinations are covered with no out-of-pocket costs. This means that no
COPAYMENT, COINSURANCE or DEDUCTIBLE will apply. COVID-19 vaccinations do notrequire prior approval by an
AUTHORIZED REVIEWER. Please contact Member Services for more information.

For the most up-to-date information on policy changes, please visit the “COVID-19 Resource Center” on our website at
https://tuftshealthplan.com/covid-19/member/home.

1. If you are covered under a Saver plan, your health insurance is designed to comply with the Internal Revenue Service
requirements fora“High Deductible Health Plan.” This means the DEDUCTIBLE may apply to certainservices.

2. MEMBERS onan HMO plan (or Tufts Medicare Complement plan) mustreceive all other non-emergency services
froma TUFTS HEALTH PLANPROVIDER. MEMBERS on a POS or PPO plan are covered to receive services from both
TUFTS HEALTH PLAN and NON-TUFTS HEALTH PLAN PROVIDERS. Tofind aPROVIDER, please visit our website at
www.tuftshealthplan.com. Clickon“Find aDoctor or Hospital”to start your search.
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