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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 coverage that meets the Minimum Creditable Coverage
standards set by the Commonwealth Health Insurance Connector, unless waived from the health insurance
requirement based on affordability or individual hardship. For more information call the Connector at 1-877-MA-
ENROLL or visit the Connector website (www.mahealthconnector.org).

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

THIS DISCLOSURE IS FOR MINIMUM CREDITABLE COVERAGE STANDARDS THAT ARE EFFECTIVE JANUARY
1, 2009. BECAUSE THESE STANDARDS MAY CHANGE, REVIEW YOUR HEALTH PLAN MATERIAL EACH 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.

Capitalized words are defined in Appendix A. 3 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




TUFTS HEALTH PLAN Address And Telephone Directory

TUFTS HEALTH PLAN
705 Mount Auburn Street
P.O. Box 9170
Watertown, Massachusetts 02471-9170

Hours: Monday through Thursday 8:00 a.m.-7:00 p.m.
Friday 8:00 a.m-5:00 p.m.

IMPORTANT PHONE NUMBERS:

EMERGENCY Care

For routine care, you should always call your PRIMARY CARE PROVIDER (PCP) before seeking care. If you have an
urgent medical need and cannot reach your PCP or your PCP's COVERING PROVIDER you should seek care at the
nearest EMERGENCY room.

Important Note: 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.

Liability Recovery

Call the TUFTS HEALTH PLAN Liability and Recovery Department at 1-888-880-8699, x. 21098 for questions about
coordination of benefits and workers' compensation. For example, 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 8:30 a.m. - 5:00 p.m. Monday through Thursday, and 10:00
a.m. - 5:00 p.m. on Friday.

For questions related to subrogation, call a Member Specialist at 1-800-462-0224. If you are uncertain which department
can best address your questions, call Member Services.

Member Services Department

Call the TUFTS HEALTH PLAN Member Services Department at 1-800-462-0224 for general questions, assistance in
choosing a PRIMARY CARE PROVIDER (PCP), benefit questions, and information regarding eligibility for enroliment and
billing.

Mental Health Services

If you need assistance in receiving information regarding mental health benefits, please contact the Mental Health
Department at 1-800-208-9565.

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 1-800-868-5850. You will reach our Member Services Department.

Massachusetts Relay (MassRelay)
1-800-720-3480

IMPORTANT ADDRESSES:

Appeals and Grievances Department

If you need to call us about a concern or appeal, contact a Member Specialist at 1-800-462-0224. To submit your appeal
or grievance in writing, send your letter to:

TUFTS HEALTH PLAN

Attn: Appeals and Grievances Department
705 Mt. Auburn Street

P.O. Box 9193

Watertown MA 02471-9193

Web site
For more information about TUFTS HEALTH PLAN and to learn more about the self-service options that are available to
you, please see the TUFTS HEALTH PLAN Web site at www.tuftshealthplan.com.

Capitalized words are defined in Appendix A. 4 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




Translating services for more than 200 languages

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

Arabic b Aalal) 4 sel) Bl e ¢y yaal) il e Joai¥ oy i ol 1L Aol el st e J gl

Chinese %75 0 & HY T OCiCA » 55E4T ID R LHYEEELIRES

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

German Um eine kostenlose deutsche Ubersetzung zu erhalten, rufen Sie bitte die Telefonnummer auf Ihrer
Ausweiskarte an.

Greek I'ia wpeav petd@paon ota EAANVIKG, KaAEGTE TOV aplBpd OV AVUYPAPETAL GTNV AVAYVWPLOTIKY KAPTOS
oag.

Haitian Creole Pou jwenn tradiksyon gratis nan lang Kreyol 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 HAFEDERFAFRIZOWVWTIZID — RIZEWVWTHEBEFICEFE L T EE W,

Khmer (Cambodian) sypninashunipmiusnfinigth manisr sgugrinieimdsusitannssalsbiannm dnoendnrasgng

Korean 8= 2 22 SE= JA0tAIH, ID IS0 U= BS 2 HEGHA Al L.
Laotian:%‘):“)'umDcchvsvcﬁDwﬁs‘)mofﬁ&Zé’csj@év?ﬁﬁiw, ‘Zm”?mmﬁc&"?)ejcﬁgt}’ouzé‘)c?oaagtdw.
Navajo Doo b33hil7n7 da Din4 k’ehj7 1ln4ehgo, hodiilnih b44sh bee han7’4 bee n44 ho’d71zingo nantin7g77
bik11’.

Persian. iy S (U Alulidi @il 3 7 jaie AL o Jladi Ay i )8 ), daa i s 2

Polish Aby uzyskac bezptatne tlumaczenie w jezyku polskim, nalezy zadzwoni¢ na numer znajdujacy sie na Pana/i
dowodzie tozsamosci.

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

Russian /151 mosiydeHust ycayr 6ecnjiaTHOro epeBo/ia Ha PYCCKUM s13bIK TO3BOHUTE 110 HOMEPY, YKa3aHHOMY Ha
UAeHTUPUKAIMOHHOUN KapToYKe.

Spanish Por servicio de traduccién gratuito en espafiol, llame al nimero de su tarjeta de miembro.
Tagalog Para sa walang bayad na pagsasalin sa Tagalog, tawagan ang numero na nasa inyong ID card.

Vietnamese Dé c6 ban dich tiéng Viét khong phai tra phi, goi theo s6 trén thé cin cwdc cia ban.

Capitalized words are defined in Appendix A. 5 To contact Member Services, call 1-800-462-0224, or see
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our Web site at www.tuftshealthplan.com.




DISCRIMINATION IS ATUFTS
AGAINST THE LAW Health Plan

Tufts Health Plan complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Tufts
Health Plan does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex.

Tufts Health Plan:

= Provides free aids and services to people with disabilities to communicate effectively with
us, such as:

— Written information in other formats (large print, audio, accessible electronic formats, other
formats)

= Provides free language services to people whose primary language is not English, such as:
— Qualified interpreters
— Information written in other languages

If you need these services, contact Tufts Health Plan at 800.462.0224.

If you believe that Tufts Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Tufts Health Plan, Attention:

Civil Rights Coordinator Legal Dept.

705 Mount Auburn St. Watertown, MA 02472

Phone: 888.880.8699 ext. 48000, [TTY number— 800.439.2370 or 711]
Fax: 617.972.9048

Email: OCRCoordinator@tufts-health.com.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
the Tufts Health Plan Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.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://www.hhs.gov/ocr/office/file/index.html.

Capitalized words are defined in Appendix A. 6 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Overview

Welcome to TUFTS HEALTH PLAN. We are pleased you have chosen us. We look forward to working with you to help
you meet your health care needs. We are a health maintenance organization which arranges for your health care through
a network of health care professionals and hospitals. When you join TUFTS HEALTH PLAN, you will need to choose a
PRIMARY CARE PROVIDER (PCP) to manage your care. Your PCP is a physician or nurse practitioner in private practice
who personally cares for your health needs, and if the need arises, refers you to a specialist within our network.

This book will help you find answers to your questions about TUFTS HEALTH PLAN benefits. Capitalized words are
defined in the Glossary in Appendix A.

Your satisfaction with TUFTS HEALTH PLAN is important to us. If at any time you have questions, please call a Member
Specialist and we will be happy to help you.

Tufts Associated Health Maintenance Organization, Inc. is licensed as a health maintenance organization in
Massachusetts, but does business under the name TUFTS HEALTH PLAN.

Eligibility for Benefits

When you join TUFTS HEALTH PLAN, you agree to receive your care from TUFTS HEALTH PLAN PROVIDERS.
We cover only the services and supplies described as COVERED SERVICES in Chapter 3. There are no pre-existing
condition limitations under this plan. You are eligible to use your benefits as of your EFFECTIVE DATE.

In accordance with federal law (45 CFR § 148.180), TUFTS HEALTH PLAN does not:

e adjust PREMIUMS based on genetic information;

e request or require genetic testing; or

e collect genetic information from an individual prior to, or in connection with enroliment in a plan, or at any time for
underwriting purposes.

IMPORTANT NOTE FOR MEMBERS IN GROUP CONTRACTS ONLY:
If you live in Rhode Island or New Hampshire, your benefits under this plan also include benefits required under
applicable Rhode Island or New Hampshire law. For more information, please call Member Services.

Calls to Member Services
The Member Services Department is committed to excellent service. Calls to our Member Services Department may, on
occasion, be monitored to assure quality service.

Capitalized words are defined in Appendix A. 7 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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our Web site at www.tuftshealthplan.com.




1859_38

DURABLE MEDICAL EQUIPMENT ... e e e 55

[ T== Ty TaTo TN T [P OPEPSRPPR 56

HOME NEAITN CAIE ..ottt ettt e e e e ettt e e e e ettt eee e e aataeeee e s ntseeeeesntaeeaeeanbeneaesaasseeeaeaannns 57

HOSPICE CAE SEIVICES. ....eiueiiiiitie ittt ettt ettt a et e e e et e a bt e e ae et e eh bt e e sttt e ea b e e e es b e e e aab et e eas e e e sabe e e aab e e e enneeenaneeens 57

Injectable, infused, or inhaled MEdICAtIONS........ ... i et e e et e e e et e e e e e anaeeeaeenn 58

[0V o o] (=1 I e Yo Lo - SRR 58

Yo [oz= 1T U] o )1 =T PR RSSPR 58

Nonprescription ENteral FOMMUIAS............oooi oot e e e e e e e e e e e e e s s s aneetaaeeeeeaaaaeaeeeesesanannnnenrne 59

PrOSTNETIC AEVICES. ....eiieiieieiee ettt ettt e e ettt e e e e aete e e e e s ataeeee e e ntaeeaee s ntseeeeeanbeeeeeaansbeeeaeaansseeeeeannnes 59

Scalp hair prostheses or wigs for cancer or leukemia Patients...........ccoiiiiiiiiiiiii e 59

Special MediCal FOIMUIAS ........euiiiiiiiiiiiiei et e e e e e e e e e et e e e e e eeeaeeaeeesaesassasstaraseeeeeeaaaeaeeeesaaanannnsnrnn 59

Prescription Drug BENETIt ........ooo oottt et e et e et e e e e e et e e e a et e e n e e e et et e ane e e e neeeenneeeeneeeaneeean 63
Chapter 4 - When Coverage Ends 73
When a MEMBER is NO LONGer ENGIDIE......... ..ottt ettt e e e ettt e e e e e nbe e e e e e e nneeeaeaannnneaaeanns 74
Membership Termination for Acts of Physical or Verbal ADUSE............cooiiiiiiiiiie et 74
Membership Termination for Misrepresentation Or Fraud..............oooiiiiiiiii oot et e et e e e e earaee s 75
Termination of @ GROUP CONTRACT @GN0 NOTICE. ......ceiiiiieiiiieiiiee ettt ettt st st e e st e e seee e sneeeaaeeeeneeesnnes 76
Transfer to Other Employer GROUP HeEalth PIANS..........oc.eiiiiiiiiiii ettt 76
Termination of @n INDIVIDUAL CONTRACT ....coi ittt ettt ettt e e ettt e e e e s bt eee e e e s eeeeaeeanteeeaaeaaneeeeaaeaansseeaeeaanneeeaeeaasneeas 76
Chapter 5 Continuation of GROUP CONTRACT Coverage 77
Federal Continuation Coverage (COBRA)........oo i ettt ettt e bt e et et e eab et e e bt e e aabe e e sab e e e sa b e e e et e e e naneas 77
Massachusetts CoNtINUAtION COVEIAGE. ..........eiiiiiiiiiie ittt e ettt e e bt e e bt e e eae e e ek et e ebe e e s be e e ebeeennneesneeens 79

L F= T oL O o X3 T USSP 80

The Uniformed Services Employment and Reemployment Rights Act (USERRA)........ccciiiiiiiiiie e 80
Chapter 6 - MEMBER Satisfaction 81
MEMBER SatiSTaCtioN PrOCESS. ... ... ettt ettt e e ettt e e e ettt e e e e aeeeea e e e nteeea e e s nseeeeeeannbeeeaeaansaeeeaeaansaneaaann 81

Bills from PROVIDERS....... ..ottt ettt ettt e e st e e et e e eaeeeeameeeeamseeesmeeeeamteeeamseeeamseeeanteeeanseeesmseeeanseeeanseeeanneeeanseeenns 86
g aTy = (o] g o] o I Yo 1] 1 PP PRP 86
Chapter 7 - Other Plan Provisions 87
T8 00 -1 T o SR 87
(O7oToT o TaE=T 1 To] g I o] == o= 1 PR 89

I Te Tz (Y = [To | o111 /PSPPSRI 90

Use and Disclosure of MediCal INfOrMAtioN. .........oouiiiiiiii ettt e e et e e e e et e e e e s sns bt e e e e snteeeeeesntaeeaeeanraneas 90
Relationships between TUFTS HEALTH PLAN and PROVIDERS.........cooiiiiiii ettt 90
Circumstances Beyond TUFTS HEALTH PLAN'’s Reasonable Control.............ccueiiiiiiiiiiiie et 90
LT 10 | 0@ N 1 I . O RSP 91
INDIVIDUAL CONTRACT ...ttt iteeeeetieeeee et ee ettt e e aeeeaateeeaaseeesseeeateeeaseeesmaeeeamteeeamseeeamseeeamteeeamseeesmseeeanseeeanseeesnseeeanteeennseeenneeenn 92
Appendix A - Glossary of Terms And Definitions 93
Appendix B - ERISA Information and oth er State and Federal Notices 101
S IS N L] I S T USSP 101
PROCESSING OF CLAIMS FOR PLAN BENEFITS.... ..ottt ettt e nete e e see e s aaeaesteeeneaesneeeanseeesneeesnnenenn 102
STATEMENT OF RIGHTS UNDER THE NEWBORNS' AND MOTHERS' HEALTH PROTECTION ACT......cccoveiiiieeeee e, 103

FAMILY AND MEDICAL LEAVE ACT OF 1993, . iiiiiiiiiit ettt ettt se e sttt e e amte e e sae e e e ssteesneee e anseeenteeesnaeeaneeeanteeeaneeeanneeas 103
PATIENT PROTECTION DISCLOSURE ...ttt ettt ettt e e et e ettt e saae e e ambe e e eate e e saneeeanbeeeeteeesneeesnneeenn 104
NOTICE OF PRIVACY PRACTICES..... ..ottt ettt sttt et ettt e st e s bt e bt e sttt emeeebeesseeenbeebeesaseanbeeaseesabeenteenseesnneans 104
Massachusetts Mental Health Parity Laws and The Federal Mental Health Parity and Addiction Equity Act (MHPAEA)......... 107
Appendix C - Massachusetts Individual and Small Group 4-Tier Drug List 109
Capitalized words are defined in Appendix A. 9 To contact Member Services, call 1-800-462-0224, or see

our Web site at www.tuftshealthplan.com.




1859_38

Benefit Overview

This table provides basic information about your benefits under this plan. Please see Chapter 3 for detailed explanations
of COVERED SERVICES, including certain benefit restrictions and limitations (for example, visit, day, and dollar
maximums).

COPAYMENTS

e COVERED SERVICES:
e Office Visit: $35.00 COPAYMENT for office visits that are not subject to the DEDUCTIBLE*.
Covered in full for office visits that are subject to the DEDUCTIBLE™.

*Note: The DEDUCTIBLE will apply for certain types of office visits. Please see the "Benefit Overview" table below
for information about when the DEDUCTIBLE does and does not apply.

Note: For certain OUTPATIENT services listed as "covered in full" in the table below, you may be charged the
DEDUCTIBLE (if applicable) or an Office Visit COPAYMENT when these services are provided in conjunction with an
office visit.

DEDUCTIBLE

The DEDUCTIBLE is the amount you and the enrolled MEMBERS of your family (if applicable) must pay each year for
certain COVERED SERVICES before payments are made under this EVIDENCE OF COVERAGE.

The DEDUCTIBLE applies to all COVERED SERVICES except as listed below.

The amount of the DEDUCTIBLE which applies to you and the enrolled MEMBERS of your family* (if applicable) each
PLAN YEAR is:

e COVERED SERVICES:

Family Size DEDUCTIBLE Amount
e One MEMBER $3,000.00 per person.
e Two MEMBERS or more $6,000.00 per family.

The minimum DEDUCTIBLE dollar amount is adjusted each year to meet Internal Revenue Service requirements.
*Please note:
e If you have two or more covered family MEMBERS enrolled in the plan, and only one MEMBER receives

services in a PLAN YEAR, that MEMBER must meet the full family $6,000.00 DEDUCTIBLE himself or herself
before TUFTS HEALTH PLAN will pay for any of his or her care in that year as COVERED SERVICES.

OUT-OF-POCKET MAXIMUM

The amount of the OUT-OF-POCKET MAXIMUM which applies to you and the enrolled MEMBERS of your family (if
applicable) each PLAN YEAR is:

Family Size OUT-OF-POCKET MAXIMUM Amount
e One MEMBER $6,550.00
e Two MEMBERS or more $13,100.00

No one family MEMBER will pay more than their $6,550.00 individual OUT-OF-POCKET MAXIMUM towards the family
OUT-OF-POCKET MAXIMUM per PLAN YEAR.

The OUT-OF-POCKET MAXIMUM is limited to the maximum dollar amount as defined each year by the Internal
Revenue Service.

For more information about your OUT-OF-POCKET MAXIMUM, please see the definition of "OUT-OF-POCKET
MAXIMUM" in Appendix A.

e Notes

e Costs above the REASONABLE CHARGE do not apply to the OUT-OF-POCKET MAXIMUM.

Capitalized words are defined in Appendix A. 11 To contact MEMBER Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




Important Note about your coverage under the Affordable Care Act ("ACA"): Under the ACA, preventive care
services , including women's preventive health care services, 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 information
on what services are now covered in full, please see our Web site at http://www.tuftshealthplan.com/employers/pdfs/
preventive_services_listing.pdf.

Capitalized words are defined in Appendix A. 12 To contact MEMBER Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES

YOUR COST

EMERGENCY Care

Treatment in an EMERGENCY room

DEDUCTIBLE and covered in full per visit.

within 48 hours.

You should call TUFTS HEALTH PLAN within 48 hours after EMERGENCY care is received.
If you are admitted as an INPATIENT, you or someone acting for you must call your PCP or TUFTS HEALTH PLAN

OUTPATIENT CARE

YOUR COST

Autism spectrum disorders - diagnosis
and treatment (AR)

Habilitative or rehabilitative care (including applied behavioral analysis):
When provided by a PARAPROFESSIONAL:

DEDUCTIBLE then Covered in full

When provided by a BOARD-CERTIFIED BEHAVIOR ANALYST (BCBA):
DEDUCTIBLE then Covered in full

When provided by a licensed physical or occupational therapist:
DEDUCTIBLE then Covered in full

When provided by a licensed speech-language therapist or audiologist:
DEDUCTIBLE then Covered in full

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

Cardiac rehabilitation

DEDUCTIBLE then Covered in full

Chiropractic care
See "Chiropractic medicine ".

Cleft lip and cleft palate treatment and services for CHILDREN
See “Cleft lip and cleft palate treatment and services for CHILDREN, under “Other Health Services” later in this table.

Diabetes self-management training and
educational service

DEDUCTIBLE then covered in full per visit.

Early intervention services

Covered in full.

Family planning

Note: Under the ACA, women's
preventive health services, including
contraceptives and female sterilization
procedures, are covered in full. To
determine whether a specific family
planning service is covered in full

or subject to a COST SHARING
AMOUNT, please see http://
tuftshealthplan.com/employers/pdf/
preventive_services_listing.pdf, or call
Member Services.

Office Visit:

DEDUCTIBLE and then covered in full per visit.
DAY SURGERY

DEDUCTIBLE and then covered in full per visit.

Hemodialysis

DEDUCTIBLE and then Covered in full.

(AR) - These services may require approval by an AUTHORIZED REVIEWER.
(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix A.

13 To contact Member Services, call 1-800-462-0224, or see

our Web site at www.tuftshealthplan.com.




Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES

YOUR COST

Infertility services (AR)

DEDUCTIBLE and then Covered in full

Routine Maternity care

NOTE: MEMBER COST SHARING will
apply to diagnostic tests or diagnostic
laboratory tests when they are ordered
during a routine maternity care visit.
Please see "Diagnostic testing" and
"Laboratory tests" for information on
your COST SHARING AMOUNTS for
these services.

Covered in full.

Non-Routine Maternity care

DEDUCTIBLE then covered in full per visit.

Oral health services (AR)

Office Visit:

DEDUCTIBLE then Covered in full per visit.
EMERGENCY room:

DEDUCTIBLE and Covered in full per visit.

INPATIENT SERVICES:
DEDUCTIBLE then Covered in full

DAY SURGERY:
DEDUCTIBLE then Covered in full

OUTPATIENT medical care

Allergy Injections

DEDUCTIBLE and then Covered in full per injection.

Allergy testing and treatment

DEDUCTIBLE and then Covered in full

Chemotherapy

DEDUCTIBLE and then Covered in full

(AR) - These services may require approval by an AUTHORIZED REVIEWER.
(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix A.

14 To contact Member Services, call 1-800-462-0224, or see

our Web site at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES

YOUR COST

Cytology examinations (Pap Smears)

Routine annual cytology screenings: Covered in full.

Diagnostic cytology examinations:
DEDUCTIBLE and then Covered in full

Diagnostic Imaging (AR)

e General imaging (such as x-rays
and ultrasounds); and

e MRI/MRA, CT/CTA, PET and
nuclear cardiology.

General imaging:

DEDUCTIBLE and then Covered in full
MRI/MRA:

DEDUCTIBLE and then Covered in full
CTI/CTA:

DEDUCTIBLE and then Covered in full
PET:

DEDUCTIBLE and then Covered in full
Nuclear cardiology:

DEDUCTIBLE and then Covered in full

Diagnostic or preventive screening
procedures (AR)

(for example, colonoscopies and
sigmoidoscopies are covered under this
benefit.)

Screening for colon or colorectal cancer in the absence of symptoms,
with or without surgical intervention:

Covered in full.

Diagnostic procedure only (for example, colonoscopies associated with
symptoms):

Covered in full.

Diagnostic procedure accompanied by treatment/surgery (for example,
olyp removal):

Covered in full.

Diagnostic testing (AR)

Deductible and then Covered in full

Human leukocyte antigen (HLA) testing

Deductible and then Covered in full

Immunizations

Routine preventive immunizations: Covered in full.

All other immunizations:
DEDUCTIBLE and then Covered in full.

Laboratory tests (AR)

DEDUCTIBLE and then Covered in full

Note: In compliance with the ACA,
laboratory tests performed as part of
preventive care are covered in full.

Lead screenings

Covered in full.

Lyme disease

MEDICALLY NECESSARY diagnosis
and treatment of chronic Lyme disease

DEDUCTIBLE and then Covered in full

(AR) - These services may require approval by an AUTHORIZED REVIEWER.
(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix A. 15

To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES

YOUR COST

Mammograms

Diagnostic mammograms:
DEDUCTIBLE and then Covered in full

Routine mammograms: Covered in full.

Radiation therapy

DEDUCTIBLE and then Covered in full

Respiratory therapy and pulmonary
rehabilitation services

DEDUCTIBLE and then Covered in full

Nutritional counseling

DEDUCTIBLE and then Covered in full

Note: Nutritional counseling services are covered in full when they are provided
as preventive services, as defined by the U.S. Preventive Services Task Force.
Please see “Nutritional Counseling” in Chapter 3 for more information.

Note: Nutritional counseling services are

covered in full when they are provided as preventive services, as defined by the
U.S. Preventive Services Task Force. Please see “Nutritional Counseling” in Chapter 3 for more information.

Office visits to diagnose and treat iliness
and injury

Note: This includes consultations, as
well as visits at to a Limited Service
Medical Clinic.

DEDUCTIBLE and then Covered in full

OUTPATIENT surgery in a
PROVIDER's office

DEDUCTIBLE and then Covered in full

Patient care services provided as part of
a qualified clinical trial for the treatment
of cancer or other life-threatening
disease or condition

DEDUCTIBLE then Covered in full.

(AR) - These services may require approval by an AUTHORIZED REVIEWER.

(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix A.
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To contact Member Services, call 1-800-462-0224, or see

our Web site at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES YOUR COST
Preventive health care for MEMBERS Covered in full
under age 6

Notes:

Any follow-up care determined to be MEDICALLY NECESSARY as a result of a routine physical exam is subject to
COST SHARING 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 http://www.tuftshealthplan.com/providers/pdf/payment_policies/
preventive_services.pdf for more information about which laboratory services are considered preventive.

Preventive health care for MEMBERS Covered in full
age 6 and older

Notes:

Any follow-up care determined to be MEDICALLY NECESSARY as a result of a routine physical exam is subject to
COST SHARING AMOUNTS.

Member cost-sharing will also apply to diagnostic tests or laboratory tests when they are ordered as part of a routine
physical exam or a routine annual gynecological exam. Please see "Diagnostic testing" and "Laboratory tests" for
information on your Cost Sharing Amounts for these services, and see our website at http://www.tuftshealthplan.com/
providers/pdf/payment_policies/preventive_services.pdf for more information about which laboratory services are
considered preventive.

Routine annual gynecological exams Covered in full

Note: Any follow-up care determined to be MEDICALLY NECESSARY as a result of a routine annual gynecological
exam is subject to COST SHARING AMOUNTS.

Member cost-sharing will also apply to diagnostic tests or laboratory tests when they are ordered as part of a routine
physical exam or a routine annual gynecological exam. Please see "Diagnostic testing" and "Laboratory tests" for
information on your Cost Sharing Amounts for these services, and see our website at http://www.tuftshealthplan.com/
providers/pdf/payment_policies/preventive_services.pdf for more information about which laboratory services are
considered preventive.

(AR) - These services may require approval by an AUTHORIZED REVIEWER.
(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix A. 17 To contact Member Services, call 1'800'462'0224, or see
our Web site at www.tuftshealthplan.com.




Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES YOUR COST

Short term rehabilitative and habilitative [DEDUCTIBLE then Covered in full
physical and occupational therapy
services (AR) (BL)

Note: Visit limits do not apply to the
treatment of autism spectrum disorders.

Therapy for speech, hearing and DEDUCTIBLE then Covered in full
language disorders

Smoking cessation counseling services |Covered in full.
Chiropractic medicine (BL) DEDUCTIBLE then Covered in full

Vision care services

Routine eye examination (BL) $35.00 COPAYMENT per visit.
Other vision care services Care provided by an optometrist
$35.00 COPAYMENT per visit.

Note: One pair of eyeglass lenses and standard frames following cataract
surgery or other surgery to replace the natural lens of the eye are subject to the
DEDUCTIBLE. See Chapter 3 for more information.

Care provided by an ophthalmologist
DEDUCTIBLE then Covered in full

DAY SURGERY

DAY SURGERY DEDUCTIBLE then Covered in full

Note: Endoscopies and
proctosigmoidoscopies are covered
under this benefit.

INPATIENT CARE
Acute hospital services (AR) DEDUCTIBLE then Covered in full per admission.
Bone marrow transplants for breast DEDUCTIBLE then Covered in full per admission.

cancer, hematopoietic stem cell
transplants and human solid organ
transplants (AR)

Cleft lip and cleft palate treatment and services for CHILDREN
See “Cleft lip and cleft palate treatment and services for CHILDREN, under “Other Health Services” later in this table.

(AR) - These services may require approval by an AUTHORIZED REVIEWER.
(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix A. 18 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES

YOUR COST

Extended Care (AR) (BL)

DEDUCTIBLE then Covered in full.

Maternity care

DEDUCTIBLE then Covered in full per admission.

Patient care services provided as part of
a qualified clinical trial for the treatment
of cancer or other life-threatening
disease or condition

DEDUCTIBLE then Covered in full per admission.

Reconstructive surgery and procedures
(AR)

DEDUCTIBLE then Covered in full per admission.

Mental Health and Substance Use Disorder Services

To contact the TUFTS HEALTH PLAN Mental Health Department, call 1-800-208-9565.
(See "Benefit Limits" and Chapter 3 for visit, day and dollar limits.)

OUTPATIENT services (AR)

DEDUCTIBLE then Covered in full

Medication assisted treatment, including
methadone maintenance

DEDUCTIBLE then covered in full per visit when provided by a medication
assisted treatment clinic.

Intermediate care (AR)

DEDUCTIBLE and then Covered in full

INPATIENT services including
MEDICALLY NECESSARY treatment
in a mental health residential treatment
facility (AR)

DEDUCTIBLE then Covered in full per admission.

Other Health Services

Ambulance services (AR)

DEDUCTIBLE and then $50 COPAYMENT

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 “Acute Hospital Services”
or “Reconstructive Surgery”.

Oral surgery: Covered as described under “Oral Health Services”.

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

Preventive and restorative dentistry: DEDUCTIBLE then Covered in full.
(see “Cleft lip and cleft palate treatment and services for CHILDREN” in
Chapter 3 for more information about what is covered under this benefit).

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

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

(AR) - These services may require approval by an AUTHORIZED REVIEWER.
(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix

To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Benefit Overview, continued

Important Note: This table provides basic information about your benefits under this plan. Please see the COVERED
SERVICES table below, "Benefit Limits", and Chapter 3 for specific information, including certain benefit restrictions and
limitations (for example, visit, day, and dollar maximums).

COVERED SERVICES

YOUR COST

DURABLE MEDICAL EQUIPMENT(AR)

MEMBER pays DEDUCTIBLE then 30% COINSURANCE

Hearing aids
(BL)

Hearing aids for CHILDREN age 21 and under:
MEMBER pays DEDUCTIBLE then 30% COINSURANCE

Home health care (AR)

DEDUCTIBLE and then Covered in full

Hospice care services (AR

DEDUCTIBLE and then Covered in full

Injectable, infused, or inhaled
medications (AR)

DEDUCTIBLE and then $50 COPAYMENT

Low protein foods

MEMBER pays DEDUCTIBLE then 30% COINSURANCE

Medical Supplies

DEDUCTIBLE and then Covered in full

Nonprescription Enteral Formulas (AR)

DEDUCTIBLE and then Covered in full

Oral medications for the treatment of
cancer

DEDUCTIBLE and then $50 COPAYMENT for up to a 30-day supply.

Prosthetic devices (AR)

MEMBER pays DEDUCTIBLE then 20% COINSURANCE

Scalp hair prostheses or wigs for cancer
or leukemia patients

MEMBER pays DEDUCTIBLE then 30% COINSURANCE.

Special Medical Formulas (AR)

DEDUCTIBLE and then Covered in full

Prescription Drug Benefit

Drug Benefit" section in Chapter 3.

YOUR COST: DEDUCTIBLE and then COPAYMENTS.
For information about your COPAYMENTS and/or COINSURANCE for covered prescription drugs, see the "Prescription

TUFTS HEALTH PLAN MEMBER Discounts

Chapter 3.

For information on how you can take advantage of discounts on a variety of health products, services, and treatments,
such as acupuncture, massage therapy, and wellness programs, see "TUFTS HEALTH PLAN MEMBER Discounts" in

(AR) - These services may require approval by an AUTHORIZED REVIEWER.
(BL) - Benefit Limit applies. See "COVERED SERVICES" in Chapter 3 for more information.

Capitalized words are defined in Appendix A. 20

To contact Member Services, call 1-800-462-0224, or see

our Web site at www.tuftshealthplan.com.




Capitalized words are defined in Appendix A. 21 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




Benefit Limits

Extended Care Services
Covered up to 100 days per PLAN YEAR.

Hearing Aids
Hearing aids for CHILDREN age 21 and under are covered up to $2,000 per ear every 36 months. This includes both the
amount TUFTS HEALTH PLAN pays and the MEMBER’s COST SHARING AMOUNT.

Short-term rehabilitative and habilitative occupational therapy
Short term rehabilitative occupational therapy services covered up to 30 visits per PLAN YEAR.

Short term habilitative occupational therapy services covered up to 30 visits per PLAN YEAR

Occupational rehabilitative therapy services covered up to 2 evaluation(s) per PLAN YEAR.
Occupational habilitative therapy services covered up to 2 evaluation(s) per PLAN YEAR

Short-term rehabilitative and habilitative physical therapy
Short term rehabilitative physical therapy services covered up to 30 visits per PLAN YEAR.

Short term habilitative physical therapy services covered up to 30 visits per PLAN YEAR

Physical rehabilitative therapy services covered up to 2 evaluation(s) per PLAN YEAR.
Physical habilitative therapy services covered up to 2 evaluation(s) per PLAN YEAR

Chiropractic medicine
The maximum benefit payable in each PLAN YEAR is 1 chiropractic evaluation per PROVIDER and 12 visits.

Vision Care Services
Coverage is provided for one routine eye examination every 24 months (no PCP referral required).

Capitalized words are defined in Appendix A. 22 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Chapter 1 - How Your HMO Plan Works
How the Plan Works

PRIMARY CARE PROVIDERS

Each MEMBER must choose a PRIMARY CARE PROVIDER (PCP). The PCP is responsible for providing or authorizing
all of your health care services. If you do not choose a PCP, we will not pay for any services or supplies except for
EMERGENCY care.

Note: If you require non-EMERGENCY health care services, always call your PCP. Without authorization from your
PCP, services will not be covered. Never wait until your condition becomes an EMERGENCY to call.

MEDICALLY NECESSARY COVERED SERVICES and supplies

We will pay for COVERED SERVICES and supplies when they are MEDICALLY NECESSARY. For more information
about your MEMBER costs for medical services, see "Benefit Overview" at the front of this EVIDENCE OF COVERAGE.

SERVICE AREA (see Appendix A)

In most cases, you must receive your care in the TUFTS HEALTH PLAN SERVICE AREA. Please note that the SERVICE
AREA, which is defined in Appendix A, includes both the Standard and Extended SERVICE AREA. The exceptions are
for an EMERGENCY or URGENT CARE while traveling outside of the SERVICE AREA. See the TUFTS HEALTH PLAN
DIRECTORY OF HEALTH CARE PROVIDERS for TUFTS HEALTH PLAN's SERVICE AREA.

In the rare event that a service cannot be provided by a TUFTS HEALTH PLAN PROVIDER in either the
Standard or Extended SERVICE AREA, please call a Member Specialist for assistance or visit our Web site at
www.tuftshealthplan.com.

PROVIDER network

Under TUFT HEALTH PLAN's HMO Select plans, we offer MEMBERS access to a select network of physicians, hospitals,
and other PROVIDERS in the SERVICE AREA.

Under all other HMO options, we offer MEMBERS access to an extensive network of physicians, hospitals, and other
PROVIDERS throughout the SERVICE AREA.

Changes to our PROVIDER network
Although we work to ensure the continued availability of our PROVIDERS, our network of PROVIDERS may change
during the year.

This can happen for many reasons, including a PROVIDER's retirement, moving out of the SERVICE AREA, or failure to
continue to meet our credentialing standards. In addition, because PROVIDERS are independent contractors who do not
work for TUFTS HEALTH PLAN, this can also happen if TUFTS HEALTH PLAN and the PROVIDER are unable to reach
agreement on a contract.

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

Capitalized words are defined in Appendix A. 23 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




Coverage

procedures

or receive covered elective

If you.... AND you are.... THEN....
receive routine health care in the Standard or Extended you are covered, if you receive care
services, visit a specialist, SERVICE AREA through your PCP , or with PCP referral

outside the Standard or
Extended SERVICE AREA

you are not covered.

require URGENT CARE

in the Standard or Extended
SERVICE AREA

you are covered. A referral may be
required if you seek these services from
a TUFTS HP PROVIDER other than
your PCP, or from a LIMITED SERVICE
MEDICAL CLINIC or URGENT CARE
CENTER that are not participating with
TUFTS HEALTH PLAN.

outside the Standard or
Extended SERVICE AREA

you are covered for URGENT CARE.

have an EMERGENCY

in the Standard or Extended
SERVICE AREA

you are covered.

outside the Standard or
Extended SERVICE AREA

you are covered.

Care that could have been foreseen before leaving the Standard or Extended SERVICE AREA is not covered. This

includes, but is not limited to:

e deliveries within one month of the due date, including postpartum care and care provided to the newborn CHILD.

e long-term conditions that need ongoing medical care.

Capitalized words are defined in Appendix A. 24

To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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EMERGENCY Care and URGENT CARE

EMERGENCY Care
Definition of EMERGENCY: See Appendix A.
Follow these guidelines for receiving EMERGENCY care

e 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.

e Go to the nearest EMERGENCY medical facility.

e You do not need approval from your PCP before receiving EMERGENCY care.

e If you receive OUTPATIENT EMERGENCY care at an EMERGENCY facility, you or someone acting for you should
call your PCP or TUFTS HEALTH PLAN within 48 hours after receiving care. You are encouraged to contact your
PRIMARY CARE PROVIDER so your PCP can provide or arrange for any follow-up care that you may need.

e If you receive Emergency Covered Services from a non-Tufts Health Plan Provider,you pay the applicable Cost
Sharing Amount. You may receive a bill from the non-Tufts Health Plan Provider. If you receive a bill, please call
Member Services or see "Bills from Providers" later in this Evidence of Coverage for more information on what to do if
you receive a bill.

URGENT CARE

Definition of URGENT CARE: See Appendix A
Follow these guidelines for receiving URGENT CARE
If you are in the Standard or Extended SERVICE AREA

You may seek URGENT CARE in your PCP’s office, in an Emergency room, in a LIMITED SERVICE MEDICAL CLINIC or
at an URGENT CARE CENTER affilitated with TUFTS HEALTH PLAN. A referral may be required if you seek URGENT
CARE from any TUFTS HEALTH PLAN PROVIDER other than your PCP, or from a LIMITED SERVICE MEDICAL CLINIC
or URGENT CARE that are not participating with TUFTS HEALTH PLAN.

If you are outside the Standard or Extended SERVICE AREA

e You may seek URGENT CARE in a PROVIDER's office, LIMITED SERVICE MEDICAL CLINIC, an URGENT CARE
CENTER, or the EMERGENCY room.
e You do not need the approval of your PCP before receiving URGENT CARE.

Important notes about EMERGENCY Care and URGENT CARE

e If you are admitted as an INPATIENT after receiving EMERGENCY or URGENT CARE COVERED SERVICES,
you or someone acting for you must call your PCP or TUFTS HEALTH PLAN within 48 hours after receiving care.
(Notification from the attending PROVIDER satisfies this requirement.)

e If you receive URGENT CARE outside of the SERVICE AREA, you or someone acting for you must contact your PCP
to arrange for any necessary follow-up care.

e EMERGENCY or URGENT CARE services are covered, whenever you need it, anywhere in the world. Continued
services after the EMERGENCY or URGENT condition has been treated and stabilized may not be covered if we
determine, in coordination with the MEMBER's PROVIDER, that the MEMBER is safe for transport back into the
SERVICE AREA and it is appropriate and cost-effective to transport the MEMBER back into the SERVICE AREA.

e If you receive care outside the Standard or Extended SERVICE AREA, the EMERGENCY or URGENT CARE
PROVIDER may bill TUFTS HEALTH PLAN directly or may require you to pay at the time of service. If you are
required to pay, we will reimburse you for EMERGENCY or URGENT CARE services received outside of the
SERVICE AREA. You are responsible for the applicable COST SHARING AMOUNT. Please see "Bills from
PROVIDERS" in Chapter 6 for more information about how to get reimbursed for EMERGENCY or URGENT CARE
COVERED SERVICES received outside of the SERVICE AREA.

Capitalized words are defined in Appendix A. 25 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




INPATIENT Hospital Services

e If you need INPATIENT services, in most cases, you will be admitted to your PCP's TUFTS HEALTH PLAN
HOSPITAL.

e Charges after the discharge hour: If you choose to stay as an INPATIENT after a TUFTS HEALTH PLAN PROVIDER
has scheduled your discharge or determined that further INPATIENT services are no longer MEDICALLY
NECESSARY, we will not pay for any costs incurred after that time.

e If you are admitted to a facility which is not the TUFTS HEALTH PLAN HOSPITAL in your PCPs PROVIDER
ORGANIZATION, and your PCP determines that transfer is appropriate, you will be transferred to the TUFTS
HEALTH PLAN HOSPITAL in your PCP's PROVIDER ORGANIZATION or another TUFTS HEALTH PLAN
HOSPITAL. Important: We may not pay for INPATIENT care provided in the facility to which you were first admitted
after your PCP has decided that a transfer is appropriate and transfer arrangements have been made.

Mental Health/Substance Use Disorder Services
INPATIENT and intermediate mental health/substance use disorder services

For INPATIENT and intermediate mental health/substance use disorder services, each MEMBER may be assigned to a
DESIGNATED FACILITY or another INPATIENT facility. Assignment is based on each MEMBER's age (adult or CHILD),
as well as the PROVIDER ORGANIZATION affiliation of that MEMBER's PCP.

e If you live in an area where TUFTS HEALTH PLAN's DESIGNATED FACILITIES are available, you will be assigned to
one. In this case, the following will apply:

e You must call your DESIGNATED FACILITY to receive INPATIENT/intermediate mental health/substance use
disorder services. Call a TUFTS HEALTH PLAN Mental Health Service Coordinator at 1-800-208-9565 for the
name and telephone number of your DESIGNATED FACILITY.

e Your DESIGNATED FACILITY will provide or authorize such services for you.

e |f you are admitted to a facility which is not your DESIGNATED FACILITY, and the DESIGNATED FACILITY
decided that transfer is appropriate, you will be transferred to your DESIGNATED FACILITY or another
PROVIDER as authorized by the DESIGNATED FACILITY.

Important Notes:

e We will not pay for INPATIENT care provided in the facility to which you were first admitted after your
DESIGNATED FACILITY has decided that a transfer is appropriate and transfer arrangements have been
made.

e If you choose to stay as an INPATIENT after your DESIGNATED FACILITY has scheduled your discharge or
determined that further INPATIENT services are no longer MEDICALLY NECESSARY, we will not pay for any
costs incurred after that time.

e If you are not assigned to a DESIGNATED FACILITY, you must call the Mental Health Department at TUFTS HEALTH
PLAN at 1-800-208-9565 for information on where you may receive INPATIENT/intermediate mental health/substance
use disorder services at a TUFTS HEALTH PLAN facility.

OUTPATIENT mental health/substance use disorder services

Your mental health and substance use disorder PROVIDER will obtain the necessary authorization for OUTPATIENT
mental health/substance abuse services by calling TUFTS HEALTH PLAN's OUTPATIENT Mental Health/Substance Use
Disorder Program at 1-800-208-9565. You or your PCP may also call TUFTS HEALTH PLAN's Mental Health/Substance
Use Disorder Program for authorization.

Capitalized words are defined in Appendix A. 26 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Continuity of Care
If you are an existing MEMBER

If your PROVIDER is involuntarily disenrolled from TUFTS HEALTH PLAN for reasons other than quality or fraud, you
may continue to see your PROVIDER in the following circumstances:

e Pregnancy. If you are in your second or third trimester of pregnancy, you may continue to see your PROVIDER
through your first postpartum visit.

e Terminal lliness. If you are terminally ill (having a life expectancy of 6 months or less), you may continue to see your
PROVIDER as long as necessary.

If your PCP disenrolls, we will provide you notice at least 30 days in advance. If the disenrollment is for reasons other than

quality or fraud, you may continue to see your PCP for up to 30 days after the disenroliment.

To choose a new PCP, call a Member Specialist. The Member Specialist will help you to select one from the TUFTS
HEALTH PLAN DIRECTORY OF HEALTH CARE PROVIDERS. You can also visit the TUFTS HEALTH PLAN Web site at
www.tuftshealthplan.com to choose a PCP.

If you are enrolling as a new MEMBER

e When you enroll as a MEMBER, if none of the health plans offered by the GROUP at that time include your
PROVIDER, you may continue to see your PROVIDER if you are undergoing a course of treatment. In this instance,
you may continue to see your PROVIDER for up to 30 days from your EFFECTIVE DATE.

e the PROVIDER is your PCP. In this instance, you may continue to see your PCP for up to 30 days from your
EFFECTIVE DATE;

e you are in your second or third trimester of pregnancy. In this instance, you may continue to see your PROVIDER
through your first postpartum visit;

e you are terminally ill. In this instance, you may continue to see your PROVIDER as long as necessary.

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
payment in full and not to impose cost sharing with respect to a MEMBER in an amount that would exceed the cost
sharing that could have been imposed if the PROVIDER has not been disenrolled;

e to adhere to the quality assurance standards of TUFTS HEALTH PLAN and to provide us with necessary medical
information related to the care provided; and

e to adhere to TUFTS HEALTH PLAN's policies and procedures, including procedures regarding referrals, obtaining
prior authorization, and providing services pursuant to a treatment plan, if any, approved by TUFTS HEALTH PLAN .

Capitalized words are defined in Appendix A. 27 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




About Your PRIMARY CARE PROVIDER

Importance of choosing a PCP

Each MEMBER must choose a PCP when he or she enrolls. The PCP you choose will be associated with a specific
TUFTS HEALTH PLAN PROVIDER ORGANIZATION. This means that you will usually receive COVERED SERVICES
from health care professionals and facilities associated with that TUFTS HEALTH PLAN PROVIDER ORGANIZATION.

Once you have chosen a PCP, you are eligible for all COVERED SERVICES.

IMPORTANT NOTE: Until you have chosen a PCP, only EMERGENCY care is covered.

What a PCP does

A PCP provides routine health care (including routine physical examinations), arranges for your care with other TUFTS
HEALTH PLAN PROVIDERS, and provides referrals for other health care services, except for mental health and
substance abuse services. See "INPATIENT mental health/substance abuse services" and "OUTPATIENT mental health/
substance abuse services" later in this chapter for more information about obtaining referrals for these services.

Your PCP, or a COVERING PROVIDER, is available 24 hours a day. Your PCP will coordinate your care by treating you,
or referring you to specialty services.

Choosing a PCP

You must choose a PCP from the list of PCPS in our DIRECTORY OF HEALTH CARE PROVIDERS. If you already have
a PROVIDER who is listed as a PCP, in most instances you may choose him or her as your PCP. Once you have chosen
a PCP who is part of our network, you must inform us of your choice in order to be eligible for all COVERED SERVICES.

If you do not have a PCP or your PCP is not listed in our DIRECTORY OF HEALTH CARE PROVIDERS, call a Member
Specialist for help in choosing a PCP.
Notes:

e Under certain circumstances required by law, if your PCP is not in our network, you will be covered for a short period
of time for services provided by that PCP. A Member Specialist can give you more information. Please see "Continuity
of Care" above.

e For additional information about a PCP or specialist, the Massachusetts Board of Registration in Medicine
provides information about PROVIDERS licensed to practice in Massachusetts. You may reach the Board of
Registration at (800) 377-0550 or www.mass.gov/massmedboard.

Contacting your new PCP
If you have chosen a new PROVIDER as your PCP, you should:

e contact your new PCP as soon as you join and identify yourself as a new TUFTS HEALTH PLAN MEMBER,
e ask your previous PROVIDER to transfer your medical records to your new PCP, and
e make an appointment for a check-up or to meet your PCP.

If you can't reach your PCP by phone right away

If your PCP cannot take your call at once, always leave a message with the office staff or answering service. Wait a
reasonable amount of time for someone to return your call.

If you need medical services after hours, please contact your PCP or a COVERING PROVIDER. Your PCP, or a
COVERING PROVIDER is available 24 hours a day, 7 days a week. If you need INPATIENT mental health or substance
abuse services after hours, please call 1-800-208-9565 for assistance.

Note: If you are experiencing a medical EMERGENCY, you do not have to contact your PCP or a COVERING
PROVIDER; instead, proceed to the nearest EMERGENCY medical facility for treatment (see "EMERGENCY Care and
URGENT CARE" below for more information).

Capitalized words are defined in Appendix A. 28 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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About Your PRIMARY CARE PROVIDER, continued
Changing your PCP

You may change your PCP or, in certain instances, we may require you to do so. The new PROVIDER will not be
considered your PCP until:

e you choose a new PCP from our DIRECTORY OF HEALTH CARE PROVIDERS;

e you report your choice to a Member Specialist; and

e we approve the change in your PCP.

Note: You may not change your PCP while you are an INPATIENT or in a partial hospitalization program, except when
approved by TUFTS HEALTH PLAN in limited circumstances.

Canceling appointments

If you must cancel an appointment with any PROVIDER, always give as much notice to the PROVIDER as possible (at
least 24 hours). If your PROVIDER's office charges for missed appointments that you did not cancel in advance, we will
not pay for the charges.

Referrals for specialty services

Every PCP is associated with a specific PROVIDER ORGANIZATION. If you need to see a specialist (including a pediatric
specialist), your PCP will select the specialist and make the referral. Usually, your PCP will select and refer you to another
PROVIDER in the same PROVIDER ORGANIZATION (as defined in Appendix A). Because the PCP and the specialists
already have a working relationship, this helps to provide quality and continuity of care.

If you need specialty care that is not available within your PCP's PROVIDER ORGANIZATION (this is a rare event),
your PCP will choose a specialist in another PROVIDER ORGANIZATION and make the referral. When selecting a
specialist for you, your PCP will consider any long-standing relationships that you have with any TUFTS HEALTH PLAN
PROVIDER, as well as your clinical needs. (As used in this section, a long-standing relationship means that you have
recently been seen or been treated repeatedly by that TUFTS HEALTH PLAN specialist.)

If you require specialty care which is not available through any TUFTS HEALTH PLAN PROVIDER (this is a rare event),
your PCP may refer you, with the prior approval of an AUTHORIZED REVIEWER, to a PROVIDER not associated with
TUFTS HEALTH PLAN . You will be responsible for any applicable COINSURANCE or COPAYMENT).

Notes:

e A referral to a specialist must be obtained from your PCP before you receive any COVERED SERVICES from that
specialist. If you do not obtain a referral prior to receiving services, you will be responsible for the cost of those
services.

e COVERED SERVICES provided by non-TUFTS HEALTH PLAN PROVIDERS are not paid for unless authorized in
advance by your PCP and approved by an AUTHORIZED REVIEWER.

e For mental health and substance abuse services, you do not need a referral from your PCP; however, you may
need authorization from a TUFTS HEALTH PLAN Mental Health AUTHORIZED REVIEWER. See "INPATIENT and
intermediate mental health/substance abuse services" and "OUTPATIENT mental health/substance abuse services"
later in this chapter for more information.

Capitalized words are defined in Appendix A. 29 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




Referral forms for specialty services

Except as provided below, your PCP must complete a referral every time he or she refers you to a specialist. Sometimes
your PCP will ask you to give a referral form to the specialist when you go for your appointment. Your PCP may refer you
for one or more visits and for different types of services. Your PCP must approve any referrals that a specialist may make
to other PROVIDERS. Make sure that your PCP has made a referral before you go to any other PROVIDER. A PCP may
authorize a standing referral for specialty health care provided by a TUFTS HEALTH PLAN PROVIDER .

AUTHORIZED REVIEWER approval

If the specialist refers you to a non-TUFTS HEALTH PLAN PROVIDER , the referral must be approved by your PCP and
an AUTHORIZED REVIEWER. In addition, certain COVERED SERVICES described in Chapter 3 must be authorized in
advance by an AUTHORIZED REVIEWER, or, for mental health and substance abuse services, from a TUFTS HEALTH
PLAN Mental Health AUTHORIZED REVIEWER. If you do not obtain that authorization, we will not cover those services
and supplies.

When referrals are not required

The following COVERED SERVICES do not require a referral or prior authorization from your PRIMARY CARE
PROVIDER. Except as detailed earlier in this chapter, or for URGENT CARE outside of our SERVICE AREA, or for
EMERGENCY care, you must obtain these services from a TUFTS HEALTH PLAN PROVIDER :

e EMERGENCY care. (Note: If you are admitted as an INPATIENT, you or someone acting for you must call your PCP
or TUFTS HEALTH PLAN within 48 hours after receiving care. Notification from the attending PROVIDER satisfies
this requirement.)

e URGENT CARE outside of our SERVICE AREA (Note: You must contact your PCP after URGENT CARE COVERED
SERVICES are rendered for any follow-up care.)

e URGENT CARE within the SERVICE AREA , when received from your PCP, or a LIMITED SERVICE MEDICAL
CLINIC or URGENT CARE CENTER that participates with TUFTS HEALTH PLAN.

e Mammography screenings at the following intervals:

e one baseline at 35-39 years of age;

e one every year at age 40 and older; or

e as otherwise MEDICALLY NECESSARY.

pregnancy terminations.

Routine eye exams.

Other vision care from an optometrist.

Chiropractic medicine

Dental surgery, orthodontic treatment and management, or preventive and restorative dentistry, when provided for the

treatment of cleft lip or cleft palate for CHILDREN under age 18.

Medical treatment provided by an optometrist.

Care in a LIMITED SERVICE MEDICAL CLINIC, if available.

Care in an URGENT CARE CENTER, if available.

The following specialty care provided by a TUFTS HEALTH PLAN PROVIDER who is an obstetrician, gynecologist,

certified nurse midwife or family practitioner:

e Maternity Care.

e MEDICALLY NECESSARY evaluations and related health care services for acute or EMERGENCY gynecological
conditions.

e Routine annual gynecological exam, including any follow-up obstetric or gynecological care determined to be
MEDICALLY NECESSARY as a result of that exam.

Capitalized words are defined in Appendix A. 30 To contact Member Services, call 1-800-462-0224, or see
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Financial Arrangements between TUFTS HEALTH PLAN and TUFTS HEALTH
PLAN PROVIDERS
Methods of payment to TUFTS HEALTH PLAN PROVIDERS

Our goal in compensation of PROVIDERS is to encourage preventive care and active management of ilinesses. We
strive 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. We use a variety of mutually agreed upon methods to
compensate TUFTS HEALTH PLAN PROVIDERS.

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

We review the quality of care provided to our MEMBERS through its Quality of Health Care Program. You should feel free
to discuss with your PROVIDER specific questions about how he or she is paid.

MEMBER Identification Card

Introduction

TUFTS HEALTH PLAN 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 Specialist.
Identifying yourself as a TUFTS HEALTH PLAN MEMBER

Your MEMBER ID card is important because it identifies you as a TUFTS HEALTH PLAN MEMBER. Please:

e carry your MEMBER ID card at all times;

e have your MEMBER ID card with you for medical, hospital and other appointments; and

e show your MEMBER ID card to any PROVIDER before you receive health care services.

When you receive services, you must tell the office staff that you are a TUFTS HEALTH PLAN MEMBER.

IMPORTANT NOTE: If you do not identify yourself as a TUFTS HEALTH PLAN
MEMBER, then:

e we may not pay for the services provided; and
e you would be responsible for the costs.

Membership requirement

You are eligible for benefits if you are a MEMBER when you receive care. A MEMBER ID card alone is not enough to get
you benefits. If you receive care when you are not a MEMBER, you are responsible for the cost.

Membership identification number
If you have any questions about your MEMBER identification number, please call a Member Specialist.

Capitalized words are defined in Appendix A. 31 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




Utilization Management

TUFTS HEALTH PLAN has a utilization management program. The purpose of the program is to control health care
costs by evaluating whether health care services provided to MEMBERS are MEDICALLY NECESSARY and provided
in the most appropriate and efficient manner. Under this program, we sometimes engage in prospective, concurrent, and
retrospective review of health care services.

We use prospective review to determine whether proposed treatment is MEDICALLY NECESSARY before that treatment
begins. It is also referred to as "pre-service review".

We engage in concurrent review to monitor the course of treatment as it occurs and to determine when that treatment is
no longer MEDICALLY NECESSARY.

Retrospective review is used to evaluate care after the care has been provided. In some circumstances, we engage in
retrospective review to more accurately determine the appropriateness of health care services provided to MEMBERS.
Retrospective review is also referred to as "post-service review".

TIMEFRAMES FOR TUFTS HEALTH PLAN TO REVIEW YOUR REQUEST FOR COVERAGE

Type of Review Timeframe for Determinations*
Prospective (Pre-service) Within 2 working days of receiving all necessary information but no later than 15
review days from receipt of the request.
Concurrent review Within 1 working day of receiving all necessary information.
Retrospective (Post-service) 30 days
review

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

If your request for coverage is denied, you have the right to file an appeal. See Chapter 6 for information on how to file an
appeal.

We make coverage determinations. You and your PROVIDER make all treatment decisions.

IMPORTANT NOTE: MEMBERS can call TUFTS HEALTH PLAN at the following numbers to determine the status or
outcome of utilization review decisions:

e Mental health or substance use disorder utilization review decisions: 1-800-208-9565;
e All other utilization review decisions: 1-800-462-0224.

Case Management

Some MEMBERS with Severe llinesses or Injuries may warrant care management intervention under our case
management program. Under this program:

e encourages the use of the most appropriate and cost-effective treatment; and
e supports the MEMBER's treatment and progress.

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 or her TUFTS HEALTH PLAN PROVIDER to discuss a treatment plan and establish
prioritized goals. A TUFTS HEALTH PLAN Complex Care Manager may suggest alternative services and supplies
available to the MEMBER.

We may periodically review the MEMBER's treatment plan. We will contact the MEMBER and the MEMBER's TUFTS
HEALTH PLAN PROVIDER if we identify alternatives to the MEMBER's current treatment plan that qualify as COVERED
SERVICES, are cost effective, and are appropriate for the MEMBER.

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

e high-risk pregnancy and newborn e AIDS or other immune system diseases;
CHILDREN;

e serious heart or lung disease; e severe traumatic injury.

e cancer;

e certain neurological diseases;

Capitalized words are defined in Appendix A. 32 To contact Member Services, call 1-800-462-0224, or see
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Utilization Management, continued
Individual case management (ICM)

In certain circumstances, we may authorize an individual case management ("ICM") plan for a MEMBER with a Severe
lliness or Injury who is already participating in the care management program. The ICM plan is designed to arrange for the
most appropriate health care services and supplies for the MEMBER.

As a part of the ICM plan, we may authorize coverage for certain alternative services and supplies that do not otherwise
constitute COVERED SERVICES for that MEMBER. This will occur only if we determine, in its sole discretion, that all of
the following conditions are satisfied:

the MEMBER's condition is expected to require medical treatment for an extended duration;

the alternative services and supplies are MEDICALLY NECESSARY to treat the MEMBER’s condition;

the alternative services and supplies are provided directly to the MEMBER with the condition;

the alternative services and supplies are provided in place of or to prevent more expensive services or supplies that
the Member otherwise might have incurred during the current episode of illness;

the MEMBER and an AUTHORIZED REVIEWER agree to the alternative treatment program; and

e the MEMBER continues to show improvement in his or her condition, as determined periodically by an AUTHORIZED
REVIEWER.

We will periodically monitor the appropriateness of the alternative services and supplies provided to the MEMBER. If, at
any time, these services and supplies fail to satisfy any of the conditions described above, we may modify or terminate
coverage for the services or supplies provided pursuant to the ICM plan at our sole discretion. Please note ICM plans are
not used to authorize services or supplies that are specifically excluded under the Member’s plan or that fall within the
parameters of the Utilization Review program described above and do not meet the relevant MEDICALLY NECESSARY
criteria for authorization.

Information Resources for MEMBERS
Obtaining information about TUFTS HEALTH PLAN

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

e Alist of sources of independently published information assessing MEMBER satisfaction and evaluating the quality of
health care services offered by TUFTS HEALTH PLAN .

e The percentage of PROVIDER's who voluntarily and involuntarily terminated participation contracts with TUFTS
HEALTH PLAN during the previous calendar year for which such data has been compiled. This information will
contain the 3 most common reasons for voluntary and involuntary disenroliment of those PROVIDER's.

e The percentage of premium revenue spent by TUFTS HEALTH PLAN for health care services provided to MEMBERS
for the most recent year for which information is available.

e A report that details the following information for the previous calendar year:

e the total numbers of filed grievances, grievances denied internally, and grievances withdrawn before resolution;
and

e the total number of external appeals pursued after exhausting the internal grievance process, as well as the
resolution of all those external appeals.

How to obtain this information about TUFTS HEALTH PLAN

Contact the Massachusetts Health Policy Commission’s Office of Patient Protection.

e Phone: 1-800-436-7757. o Fax#: e Web site: www.mass.gov/hpc.opp
1-617-624-5046.

e Email: HPC-OPP@state.ma.us
e \Write a letter to the Office:

Health Policy Commission,
Department of Public Health,
Office of Patient Protection
Two Boylston Street, 6th Floor
Boston, MA 02116

Capitalized words are defined in Appendix A. 33 To contact Member Services, call 1-800-462-0224, or see
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Chapter 2 - Eligibility, Enroliment and Continuing Eligibility
Eligibility
Eligibility rule under GROUP CONTRACTS

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

e meet your GROUP's and TUFTS HEALTH PLAN's eligibility rules; and
e live, work or reside in the SERVICE AREA.

Your SPOUSE or your CHILD is eligible as a DEPENDENT only if you are a SUBSCRIBER and that SPOUSE or CHILD:

e qualifies as a DEPENDENT, as defined in this EVIDENCE OF COVERAGE; and
e meets your GROUP's and TUFTS HEALTH PLAN's eligibility rules; and
e lives, works or resides in the SERVICE AREA*.

*Note:

e CHILDREN are not required to live, work or reside in the SERVICE AREA. However, care outside the SERVICE
AREA is limited to EMERGENCY or URGENT CARE only.

Eligibility rule under INDIVIDUAL CONTRACTS
You are eligible as a SUBSCRIBER only if you:

e meet the eligibility rules of TUFTS HEALTH PLAN and your INDIVIDUAL CONTRACT and;
e live, work or reside in the SERVICE AREA.

Your SPOUSE or your CHILD is eligible as a DEPENDENT only if you are a SUBSCRIBER and that SPOUSE or CHILD:

e qualifies as a DEPENDENT, as defined in this EVIDENCE OF COVERAGE; and

e meet the eligibility rules of TUFTS HEALTH PLAN and your INDIVIDUAL CONTRACT,; and
e lives, works or resides in the SERVICE AREA*.

*Note:

e CHILDREN are not required to live,work or reside in the SERVICE AREA. However, care outside the SERVICE
AREA is limited to EMERGENCY or URGENT CARE only.

If you do not live, work or reside in the SERVICE AREA

If you do not live, work or reside in the SERVICE AREA, care outside of the SERVICE AREA is limited to EMERGENCY
or URGENT CARE services only.

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

e you are a CHILD;

e you are a DEPENDENT subject to a Qualified Medical CHILD Support Order (QMCSO); or

e you are a divorced SPOUSE for whom TUFTS HEALTH PLAN is required to provide coverage.
Note: See "Coverage outside the SERVICE AREA" in Chapter 1 for more information.

Proof of eligibility

We may ask you for proof 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 for health
care coverage.

Capitalized words are defined in Appendix A. 34 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Enroliment
When to enroll
You may enroll yourself and your eligible DEPENDENTS, if any, for this coverage only:

e during the annual OPEN ENROLLMENT PERIOD; or

e within the 30 days of the date you or your DEPENDENT is first eligible for this coverage.
Note: If you fail to enroll for this coverage when first eligible, you may be eligible to enroll yourself and your eligible
DEPENDENTS, if any, at a later date. This will apply only if you:

e declined this coverage when you were first eligible because you or your eligible DEPENDENT were covered
under another GROUP health plan or other health care coverage at that time; or

e declined this coverage when you were first eligible, and you have acquired a DEPENDENT through marriage,
birth, adoption, or placement for adoption.

In these cases, you or your eligible DEPENDENT may enroll for this coverage within 30 days after any of the following
events:

e your coverage under the other health coverage ends involuntarily;
e your marriage; or
e the birth, adoption, or placement for adoption of your DEPENDENT CHILD.

In addition, you or your eligible DEPENDENT may enroll for this coverage within 60 days after either of the following
events:

e you or your DEPENDENT is eligible under a state Medicaid plan or state Children's Health Insurance Program (CHIP)
and the Medicaid or CHIP coverage is terminated;
e you or your DEPENDENT becomes eligible for a PREMIUM 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 or in accordance with your INDIVIDUAL CONTRACT, whichever applies. Enrolled DEPENDENT's coverage
starts when the SUBSCRIBER's coverage starts, or at a later date if the DEPENDENT becomes eligible after the
SUBSCRIBER became eligible for coverage. A DEPENDENT's coverage cannot start before the SUBSCRIBER's
coverage starts.

If you or your enrolled 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.

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 ENROLLMENT PERIOD that applies to you; or
e within 30 days after any of the following events:
e a change in your marital status,
e the birth of a CHILD,
e the adoption of a CHILD as of the earlier of the date the CHILD is placed with you for the purpose of adoption or
the date you file a petition to adopt the CHILD,

e a court orders you to cover a CHILD through a qualified medical CHILD support order,
e a DEPENDENT loses other health care coverage involuntarily,
e a DEPENDENT moves into the SERVICE AREA, or
e if your GROUP has an IRS qualified cafeteria plan, any other qualifying event under that plan.
Capitalized words are defined in Appendix A. 35 To contact Member Services, call 1-800-462-0224, or see
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Adding DEPENDENTS under FAMILY COVERAGE, continued
How to add DEPENDENTS

The process for adding DEPENDENTS to this coverage will differ, depending on whether you enrolled under this
plan directly with TUFTS HEALTH PLAN or through the Commonwealth Health Insurance Connector Authority ("the
Connector").

IF YOU ENROLLED DIRECTLY WITH TUFTS HEALTH PLAN, FOLLOW THIS PROCESS:

If you have FAMILY COVERAGE, fill out a membership application form listing the DEPENDENTS. Give the form to

your GROUP (if you are enrolled in a GROUP CONTRACT) or to TUFTS HEALTH PLAN (if you have an INDIVIDUAL
CONTRACT), whichever applies, either during your OPEN ENROLLMENT PERIOD or within 30 days after the date of an
event listed above, under "When DEPENDENTS may be added."

If you don't have FAMILY COVERAGE, ask your GROUP or TUFTS HEALTH PLAN , whichever applies, to change your
INDIVIDUAL COVERAGE to FAMILY COVERAGE and then follow the procedure above.

IF YOU ENROLLED THROUGH THE CONNECTOR, FOLLOW THIS PROCESS:
For more information about adding DEPENDENTS, contact the Connector either by phone (1-877-MA-ENROLL) or on its
Web site (www.mahealthconnector.org).

EFFECTIVE DATE of DEPENDENTS coverage
If we accept your application to add DEPENDENTS, we will send you a MEMBER D card for each DEPENDENT.
EFFECTIVE DATES will be no later than:

e the date of the CHILD's birth, adoption or placement for adoption; or
e in the case of marriage or loss of prior coverage, the date of the qualifying event.

Availability of benefits after enroliment

COVERED SERVICES for an enrolled DEPENDENT are available as of the DEPENDENT's EFFECTIVE DATE. There
are no waiting periods. Maternity benefits are available even if 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 and choosing a PCP for newborn CHILDREN and ADOPTIVE CHILDREN

You must enroll your newborn CHILD within 30 days after the CHILD's birth for the CHILD to be covered from birth.
Otherwise, you must wait until the next OPEN ENROLLMENT PERIOD to enroll the CHILD. Choose a PCP for the
newborn CHILD before or within 48 hours after the newborn CHILD's birth. That way, the PCP can manage your CHILD's
care from birth.

You must enroll your ADOPTIVE CHILD within 30 days after the CHILD has been adopted or placed for adoption with
you for that CHILD to be covered from the date of his or her adoption. Otherwise, you must wait until the next OPEN
ENROLLMENT PERIOD to enroll the CHILD.

Steps to follow to choose a PCP for newborn CHILDREN and ADOPTIVE CHILDREN

1 Choose a PCP from the list of PCPs in the DIRECTORY OF HEALTH CARE PROVIDERS or call a Member Specialist
for help.

2 Call the PROVIDER and ask him or her to be the newborn or ADOPTIVE CHILD's PCP.

3 If he or she agrees, call a Member Specialist to report your choice.

Capitalized words are defined in Appendix A. 36 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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Continuing Eligibility for DEPENDENTS

Introduction
This topic explains 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 under this EVIDENCE OF COVERAGE, he or she may be eligible for federal or state
continuation or to enroll in INDIVIDUAL COVERAGE. See Chapter 5 for more information.

What the SUBSCRIBER must do to continue coverage for DISABLED DEPENDENTS

1 About 30 days before the 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:

e the DEPENDENT no longer meets the definition of DISABLED DEPENDENT, or
e the SUBSCRIBER fails to give us proof* of the DEPENDENT's continued disability.

Coverage after termination

The former DISABLED DEPENDENT may be eligible to enroll in coverage under an INDIVIDUAL CONTRACT. See
Chapter 5 for more information.

Rule for former SPOUSES for GROUP CONTRACT (Also see Chapter 5)

If you and your SPOUSE divorce or legally separate, your former SPOUSE may continue coverage as a DEPENDENT
under your FAMILY COVERAGE in accordance with Massachusetts law.

Note: If you remarry, your former SPOUSE's coverage as a DEPENDENT under your FAMILY COVERAGE will end.
However, your former SPOUSE may continue coverage under an Individual policy through your employer GROUP. If your
former SPOUSE remarries, coverage will end unless continuation is still available under federal law.

How to continue coverage for former SPOUSES for GROUP CONTRACT
Follow these steps to continue coverage for a former SPOUSE:

e Call a Member Specialist within 30 days after the divorce decree is issued to tell us about your divorce.
e Send us proof* of your divorce or separation when asked.

*Important Note about DISABLED DEPENDENT and former SPOUSES coverage: If you enrolled for coverage directly
with TUFTS HEALTH PLAN , this proof must be provided to us. If you enrolled through the Connector, please call 1-877-
MA-ENROLL.

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

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

e your remarriage or the remarriage of your former SPOUSE, when the former SPOUSE is an enrolled DEPENDENT
under your FAMILY COVERAGE;

e moving out of the SERVICE AREA or temporarily residing out of the SERVICE AREA for more than 90 consecutive
days;

e address changes; and

e changes in an enrolled DEPENDENT's status as a CHILD or DISABLED DEPENDENT.

Capitalized words are defined in Appendix A. 37 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




If you enrolled for coverage directly with TUFTS HEALTH PLAN, forms to report these changes are available from your
GROUP (only if your coverage is under a GROUP CONTRACT) or from the Member Services Department. If you enrolled
through the Connector, please call 1-877-MA-ENROLL.

Capitalized words are defined in Appendix A. 38 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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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 in this chapter;

MEDICALLY NECESSARY;

consistent with applicable state or federal law;

consistent with TUFTS HEALTH PLAN's MEDICALLY NECESSARY Guidelines in effect at the time the services or

supplies are provided. This information is available to you on our Web site at www.tuftshealthplan.com or by calling
Member Services;

provided to treat an injury, iliness or pregnancy, except for preventive care;

e provided or authorized in advance by your PCP, except in an EMERGENCY or for URGENT CARE (see "When You
Need EMERGENCY or URGENT CARE" earlier in this EOC for more information);

e approved by an AUTHORIZED REVIEWER, in some cases; and

e in the case of INPATIENT or intermediate mental health/substance abuse services, provided or authorized by:
e a DESIGNATED FACILITY; or
e another TUFTS HEALTH PLAN HOSPITAL, if you are not assigned to a DESIGNATED FACILITY.

AUTHORIZED REVIEWER approval: Certain COVERED SERVICES described in this chapter must be authorized in
advance by an AUTHORIZED REVIEWER. If such authorization is not received, we will not cover those services and
supplies.

Capitalized words are defined in Appendix A. 39 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




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 describes those services that qualify as
COVERED SERVICES.

Notes:

For information about your costs for the COVERED SERVICES listed below (for example, COPAYMENTS ,
DEDUCTIBLES and COINSURANCE), see the "Benefit Overview" section at the beginning of this document.
Information about the day, dollar, and visit limits under this plan are listed in certain COVERED SERVICES in this
chapter.

EMERGENCY care

Notes:

The EMERGENCY Room COST SHARING AMOUNT is waived if the EMERGENCY room visit results in
immediate hospitalization or DAY SURGERY.

If you receive EMERGENCY COVERED SERVICES from a non-TUFTS HEALTH PLAN PROVIDER , you pay the
applicable COST SHARING AMOUNT. You may receive a bill from the non-TUFTS HEALTH PLAN PROVIDER
for these services. Call Member Services or see "Bills from Providers" in Chapter 6 for more information on what
to do if you receive a bill.

An EMERGENCY Room COST SHARING AMOUNT may apply if you register in an EMERGENCY room but
leave that facility without receiving care.

Observation services will not take an EMERGENCY Room COST SHARING AMOUNT.

Capitalized words are defined in Appendix A. 40 To contact Member Services, call 1-800-462-0224, or see

our Web site at www.tuftshealthplan.com.
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COVERED SERVICES, continued

OUTPATIENT CARE

Autism spectrum disorders — diagnosis and treatment
(prior approval by an AUTHORIZED REVIEWER is required)

Coverage is provided for the diagnosis and 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 pervasive DEVELOPMENTAL 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 BEHAVIOR ANALYST
(BCBA). For more information about these programs, call the TUFTS HEALTH PLAN Mental Health Department at
1-800-208-9565.

e services provided by licensed or certified speech therapists, occupational therapists, physical therapists, or social
workers. Note: Visit limits for services described under the “Short term rehabilitative or habilitative physical or
occupational therapy” benefit do not apply to coverage for autism spectrum disorders.

e prescription drugs, covered under your "Prescription Drug Benefit, described in Chapter 3;

e psychiatric and psychological care, covered under your "Mental Health and Substance Use Disorder Services"
benefit, described in Chapter 3;

*For the purposes for this benefit, ABA includes the design, implementation, and evaluation of environmental
modifications, using behavioral stimuli and consequences, to produce socially significant improvement in human behavior,
including the use of direct observation, measurement, and functional analysis of the relationship between environment
and behavior.

Cardiac rehabilitation services
Services for OUTPATIENT treatment of documented cardiovascular disease that:

e meet the standards promulgated by the Massachusetts Commissioner of Public Health; and
e are initiated within 26 weeks after diagnosis of cardiovascular disease.
We cover only the following services:

e the OUTPATIENT convalescent phase of the rehabilitation program following hospital discharge; and

e the OUTPATIENT phase of the program that addresses multiple risk reduction, adjustment to illness and therapeutic
exercise.

Note: We do not cover the program phase that maintains rehabilitated cardiovascular health.

Chiropractic care
See "Chiropractic medicine ".

Diabetes self-management training and educational services

OUTPATIENT self-management training and educational services, including medical nutrition therapy, used to diagnose or
treat insulin-dependent diabetes, non-insulin dependent diabetes, or gestational diabetes.

Important Note: We will only cover these services when provided by a TUFTS HEALTH PLAN PROVIDER who is a
certified diabetes health care PROVIDER.

Capitalized words are defined in Appendix A. 41 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




COVERED SERVICES, continued

Early intervention services for a DEPENDENT CHILD

Services provided by early intervention programs that meet the standards established by the Massachusetts Department
of Public Health. Early intervention services include, but are not limited to:

e occupational therapy; e nursing care; and
e physical therapy; e psychological counseling.
e speech therapy;

These services are available to MEMBERS from birth until their third birthday.

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 methods that have been approved by the United States
Food and Drug Administration (FDA).

e Procedures:
e sterilization; and
e pregnancy terminations only as permitted under Massachusetts law (no PCP referral required).

e Services:

e medical examinations;
consultations;
birth control counseling; and
genetic counseling.

e Contraceptives:
e cervical caps;

implantable contraceptives (e.g., Implanon® (etonorgestrel), levonorgestrel implants).

intrauterine devices (IUDs);

Depo-Provera or its generic equivalent; and

any other MEDICALLY NECESSARY contraceptive device that has been approved by the United States Food and
Drug Administration*.

*Note:

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

Hemodialysis

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

Capitalized words are defined in Appendix A. 42 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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COVERED SERV|CES, continued

Infertility services

Diagnosis and treatment of Infertility* in accordance with Massachusetts law.

Oral and injectable drug therapies used in the treatment of infertility associated with the COVERED SERVICES below
are considered COVERED SERVICES only when the MEMBER is covered by a Prescription Drug Benefit and the
MEMBER has been approved for associated infertility treatment. If applicable, see your Prescription Drug Benefit section
for your COST SHARING AMOUNTS.

Infertility services include:
().the following services and supplies provided in connection with an infertility evaluation:

e diagnostic procedures and tests;

e procurement, processing, and long-term (longer than 90 days) banking of sperm when associated with active
infertility treatment.

(I.the following procedures when approved in advance by an AUTHORIZED REVIEWER:

e artificial insemination (intrauterine or intracervical);

e cryopreservation of eggs (less than 90 days);

e procurement and processing of eggs or inseminated eggs and banking of inseminated eggs when associated with
active infertility treatment.
*Note: Donor sperm is only covered when the partner has a diagnosis of male factor infertility.

(1).the following Assisted Reproductive Technology ("ART") procedures when approved in advance by an
AUTHORIZED REVIEWER **:

I.V.F. (in-vitro fertilization and embryo transfer);
D.O. (donor oocyte);
F.E.T. (frozen embryo transfer);
G.L.F.T. (gamete intra-fallopian transfer);
Z.1.LF.T. (zygote intra-fallopian transfer);
assisted hatching; and
e |.C.S.I. (intracytoplasmic sperm injection).
**Note: These Atrtificial insemination and the ART procedures described above will only be considered COVERED
SERVICES for MEMBERS with infertility:

e who meet our eligibility requirements, which are based on the MEMBER's medical history;

e who meet the eligibility requirements of our contracting Infertility Services PROVIDERSs; and

e with respect to the procurement and processing of donor sperm, eggs, or inseminated eggs or banking of donor
sperm or inseminated eggs, to the extent such costs are not covered by the donor's health care coverage, if any..

*Infertility is defined as the condition of a MEMBER who has been unable to conceive or produce conception during a
period of one year if the female is age 35 or younger or during a period of six months if the female is over the age of 35.
For purposes of meeting the criteria for infertility, if a person conceives but is unable to carry that pregnancy to live birth,
the period of time she attempted to conceive prior to achieving that pregnancy shall be included in the calculation of the
one year or six month period, as applicable.

Maternity Care - (Routine and Non-Routine Care)
(no PCP referral required)

e prenatal care, exams, and tests; and
e postpartum care provided in a PROVIDER's office
Note: In accordance with the ACA, routine prenatal tests are covered in full. Member cost-sharing will apply to

diagnostic tests or diagnostic laboratory tests when they are ordered as part of routine maternity care. Please see
"Diagnostic testing" and "Laboratory tests" for information on your Cost Sharing Amounts for these services.

Capitalized words are defined in Appendix A. 43 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.




COVERED SERV|CES, continued

Oral health services

e EMERGENCY care

X-rays and EMERGENCY oral surgery in a PROVIDER's office or EMERGENCY room to temporarily stabilize
damaged tissues or reposition sound, natural and permanent teeth that have moved or have broken due to injury.
You must receive this care within 48 hours after the injury. The injury must have been caused by a source outside

the mouth.

e Non-EMERGENCY care

Important Note:

covered.

e Except as specified below, all Non-EMERGENCY oral health services performed in an INPATIENT or DAY
SURGERY setting must be approved in advance by an AUTHORIZED REVIEWER at both the IN-NETWORK
and OUT-OF-NETWORK LEVEL OF BENEFITS and meet MEDICAL NECESSITY guidelines in order to be

e Non-EMERGENCY oral health services are not covered when performed in an office setting.

e Hospital, PROVIDER, and surgical charges are covered for the following conditions:

e Surgical treatment of skeletal jaw deformities;

e Surgical treatment of cleft lip or cleft palate for CHILDREN under the age of 18 (prior approval by an

AUTHORIZED REVIEWER is not required);

e Surgical treatment for Temporomandibular Joint Disorder (TMJ).
e The costs of INPATIENT services and DAY SURGERY for certain additional oral health services are covered in certain
specifc instances. For these services (chart below) to be covered, all of the following clinical criteria must be met:
e the MEMBER cannot safely and effectively receive oral health services in an office setting (1) due to being of
young age; or (2) because of a specific and serious nondental organic impairment (for example, hemophilia)
e the MEMBER requires these services in order to maintain his/her health; AND

e the services are not cosmetic or EXPERIMENTAL.

If you meet the criteria above and require these
services

THEN you are covered for:

Surgical removal of impacted teeth when embedded in
bone.

Hospital, PROVIDER, and surgical charges.

Extraction of 7 or more permanent teeth during one visit

Hospital, PROVIDER, and surgical charges.

Surgical removal of unerupted teeth when embedded in
bone

Hospital, PROVIDER, and surgical charges

Any other non-covered dental procedure that meets the
above criteria

Hospital charges only.

Please go to our Web site at www.tuftshealthplan.com to view the complete guidelines for determining MEDICAL
NECESSITY for these services, entitled "Dental Procedures Requiring Hospitalization". You may also call Member

Services for additional information.

Capitalized words are defined in Appendix A.

44 To contact Member Services, call 1-800-462-0224, or see
our Web site at www.tuftshealthplan.com.
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COVERED SERV|CES, continued

OUTPATIENT medical care

allergy testing (including antigens) and treatment, and allergy injections;

chemotherapy;

cytology examinations (Pap Smear); (Note: Covered for one annual screening for women age 18 and older or as
otherwise MEDICALLY NECESSARY.)

diagnostic imaging, including:

e general imaging (such as x-rays and ultrasounds); and

e MRI/MRA, CT/CTA, PET tests and nuclear cardiology.

Important Note: Prior approval by an AUTHORIZED REVIEWER is required for MRl / MRA, CT/CTA, and PET tests
and nuclear cardiology.

diagnostic or preventive screening procedures (for example, colonoscopies, sigmoidoscopies, and
proctosigmoidoscopies). Prior approval by an AUTHORIZED REVIEWER is required. Note: Endoscopies and
proctosigmoidoscopies are covered under the DAY SURGERY Benefit.

diagnostic testing (examples include, but are not limited to, ambulatory EKG testing, sleep studies, and diagnostic
audiological testing. Prior approval by an Authorized Reviewer may be required. Please call Member Services with
questions about specific tests);

human leukocyte antigen testing or histocompatibility locus antigen testing for use in bone marrow transplantation
when necessary to establish a MEMBER's bone marrow transplant donor suitability. Includes:

e costs of testing for A, B or DR antigens, or

e any combination consistent with the rules and criteria established by the Department of Public Health;
immunizations;

laboratory tests including, but not limited to, blood tests, urinalysis, throat cultures, glycosylated hemoglobin (HbA1c)
tests, genetic testing, and urinary protein/microalbumin and lipid profiles (Important: Laboratory tests must be ordered
by a licensed PROVIDER and performed at a licensed laboratory. Some laboratory tests (e.g. genetic testing) may
require the approval of an AUTHORIZED REVIEWER).

Also, please note that in accordance with the ACA, laboratory tests associated with routine preventive care are
covered in full.

lead screenings;

MEDICALLY NECESSARY diagnostic testing and, to the extent not covered under a Prescription Drug Benefit, long-

term antibiotic treatment of chronic Lyme disease. Treatments for Lyme disease otherwise not eligible for coverage

under this benefit will not be denied solely because such treatment may be characterized as unproven, Experimental

or Investigative.

mammograms (no PCP referral required) at the following intervals:

e one baseline at 35-39 years of age,

e one every year at age 40 and older, or

e as otherwise MEDICALLY NECESSARY;

radiation therapy;

respiratory therapy and pulmonary rehabilitation services;

smoking cessation counseling sessions, including individual, group, and telephonic smoking cessation counseling

services that:

e are provided in accordance 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 other generic over-the-counter

smoking cessation agents when prescribed by a physician. For more 