


RIGHTS AND RESPONSIBILITIES

You Have The Right Under This Plan:

o To be treated with respect, dignity and privacy.

e To receive quality health care that is friendly and timely.

e To have available and accessible medically necessary covered services, including emergency services, 24
hours a day, seven (7) days a week.

e To be informed of your health problems and to receive information regarding treatment alternatives and their
risk in order to make an informed choice regardless if the health plan pays for treatment.

o To participate with your health care providers in decisions about your treatment.

e To give your provider a health care directive or a living will (a list of instructions about health treatments to be
carried out in the event of incapacity).

e To refuse treatment.

e To have privacy of medical and financial records maintained by the Plan, the Claims Administrator, and its
health care providers in accordance with existing law.

e To receive information about the Plan, its services, its providers, and your rights and responsibilities.

o To make recommendations regarding these rights and responsibilities policies.

e To have a resource at the Plan, the Claims Administrator or at the clinic that you can contact with any
concerns about services.

e To file an appeal with the Claims Administrator and receive a prompt and fair review.

o Toinitiate a legal proceeding when experiencing a problem with the Plan or its providers.

You Have The Responsibility Under This Plan:

e To know your health plan benefits and requirements.

e To provide, to the extent possible, information that the Plan, the Claims Administrator, and its providers need
in order to care for you.

e To understand your health problems and work with your doctor to set mutually agreed upon treatment goals.

e To follow the treatment plan prescribed by your provider or to discuss with your provider why you are unable
to follow the treatment plan.

o To provide proof of coverage when you receive services and to update the clinic with any personal changes.

e To pay copays at the time of service and to promptly pay deductibles, coinsurance, and, if applicable, charges
for services that are not covered.

e To keep appointments for care or to give early notice if you need to cancel a scheduled appointment.






Important Notice From the Plan Administrator About Your Prescription
Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage with Blue Cross and Blue Shield of Minnesota (Blue Cross) and about your options
under Medicare’s prescription drug coverage. If you are considering joining, you should compare your current
coverage, including which drugs are covered at what cost, with the coverage and costs of the plans offering
Medicare prescription drug coverage in your area. This information can help you decide whether or not you want
to join a Medicare drug plan. Information about where you can get help to make decisions about your prescription
drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription drug
coverage:

= Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get
this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an
HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard
level of coverage set by Medicare. Some plans may also offer more coverage for a higher monthly
premium.

= Blue Cross has determined that the prescription drug coverage offered through your employer is, on
average for all plan participants, expected to pay out as much as standard Medicare prescription drug
coverage pays and is considered Creditable Coverage.

Because your existing coverage is, on average, at least as good as standard Medicare prescription drug
coverage, you can keep this coverage and not pay a higher premium (a penalty) if you later decide to join a
Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year between November
15th and December 31st. However, if you lose creditable prescription drug coverage through no fault of your own,
you will be eligible for a two (2) month Special Enroliment Period (SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare
Drug Plan?

If you decide to join a Medicare drug plan, your current coverage may be affected. Please contact your
employer’s human resources department for more information.

If you do decide to join a Medicare drug plan and drop your current prescription drug coverage, be aware that you
and your dependents might not be able to get this coverage back, depending on your employer’s eligibility policy.
This risk might also extend to your medical coverage, so it is worthwhile to ask before enrolling in a Medicare drug
plan.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug
Plan?

You should also know that if you drop or lose your current coverage and do not join a Medicare drug plan within
63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a
Medicare drug plan later.

If you go 63 continuous days or longer without prescription drug coverage that’s at least as good as Medicare’s
prescription drug coverage, your monthly premium may go up by at least one (1) percent of the base beneficiary



premium per month for every month that you did not have that coverage. For example, if you go nineteen months
without coverage, your premium may consistently be at least 19 percent higher than the base beneficiary
premium. You may have to pay this higher premium (a penalty) as long as you have Medicare prescription drug
coverage. In addition, you may have to wait until the following November to join.

For More Information About This Notice Or Your Current Prescription Drug
Coverage...

Contact Customer Service using the telephone number listed in the “Customer Service” section. You will receive
this notice each year. You also may request a copy should you need it at a later date.

For More Information About Your Options Under Medicare Prescription
Drug Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You”
handbook. You will get a copy of the handbook in the mail every year from Medicare. You may also be contacted
directly by Medicare drug plans. For more information about Medicare prescription drug coverage:

e Visit www.medicare.gov

e Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the
“Medicare & You” handbook for their telephone number) for personalized help

e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available.
For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at
1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you
may be required to provide a copy of this notice when you join to show whether or not you have maintained
creditable coverage and whether or not you are required to pay a higher premium (a penalty).
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Pharmacy Telephone
Number

Healthy Start® Prenatal
Support Telephone
Number

Stop-smoking program
Travel Assistance,

Medical Evacuation &
Repatriation

Toll free 1-800-509-0545
This number is used to locate a participating pharmacy.

Toll free 1-866-489-6948 or (651) 662-1818
This number is used to enroll in the Healthy Start Prenatal Support program.

Toll free 1-888-662-BLUE (2583)
This number is used to enroll in the stop-smoking program

Agents are available 24 hours a day to answer questions on medical evacuation or
repatriation or provide emergency travel assistance:

MEDEX Assistance Corporation
P.O. Box 19056

Baltimore, Maryland 21284
1-800-527-0218
www.medexassist.com




SPECIAL FEATURES

Healthy Start Prenatal Support

Healthy Start® Prenatal Support is a personal, phone-based health program for pregnant women. The program
helps moms-to-be learn what they need to know to have the healthiest possible pregnancy. If you enroll, you'll be
assigned to a registered nurse with obstetric experience, who will answer your questions and share information.
Healthy Start nurses can help with every kind of pregnancy.

To request further information or to enroll, call (651) 662-1818 or toll free 1-866-489-6948.

Stop-Smoking

The stop-smoking program is a telephone based service designed to help you quit using tobacco. There is no
charge for this service.

To participate, call 1-888-662-BLUE (2583). A tobacco cessation Quit Coach will work with you one-on-one to
develop a personalized quitting plan that addresses your specific concerns. You will receive written materials and
personalized help for up to 12 months. You can progress at your own pace without pressure.

Please call to begin your program or to request further information. You may also contact your Human Resources
Department for an informational brochure.

Dedicated Nurse Support

If you or an eligible family member has an ongoing condition like diabetes or heart disease — or you experience a
major health event or illness—you may receive an invitation to take advantage of our voluntary and confidential
Dedicated Nurse service. These health professionals look beyond your condition and at you as a whole person,
matching phone-based support and educational resources to your needs. A Dedicated Nurse gets to know you
over time so you don’t have to explain your situation every time you call.

If you think you are eligible to participate in the program and have not been invited, you may call the Customer
Service number listed on the back of your card. Once enrolled, you may choose not to participate at any time by
calling the Customer Service number listed on the back of your card.



ELIGIBILITY FOR DOMESTIC STUDENTS

The Student Health Benefit Plan is available to students admitted in a degree program who pay the mandatory
Student Service Fee, and who are enrolled for six or more eligible credits* (or three or more eligible credits
during summer).

*Eligible credits are credits registered for that contribute towards the total count under the enroliment guidelines
for being assessed mandatory Student Service Fees and also require proof of health insurance or result in a
charge for the Student Health Benefit Plan during the registration process.

Students enrolled for less than six credits are not eligible for participation in the Student Health Benefit Plan.
Please contact the Office of Student Health Benefits if you have questions about Student Health Benefit Plan
eligibility.

Health Plan Requirement, Enrollment, and Waiver Process

All degree seeking students registered for six or more eligible credits per semester (three credits during summer
term) are required by the University of Minnesota to have hospitalization insurance. At registration, students
registering for six or more eligible credits will be automatically enrolled in the Student Health Benefit Plan unless
they provide the name of their insurance company and their policy number on the Student Health Benefit Plan
Enrolliment Form or in the appropriate fields of the self-registration screen during class enroliment. This
information is subject to audit. If, during the audit process, information provided during registration is found to be
unverifiable, the student will be in violation of the University Student Code of Conduct and charged the
nonrefundable fee for the Student Health Benefit Plan.

If a student provides or confirms private hospitalization information during registration to waive the Student Health
Benefit Plan, they can not request enroliment on the Plan for that term without providing proof of involuntary
discontinuation of coverage from a group plan.

Graduate Student Registering for 0999 Credits or Working on Thesis or Plan B Paper may CONTINUE
coverage after completion of coursework for up to 1 year. Student must have been initially enrolled on the plan
while taking 6 eligible class credits. To continue coverage the student must be registered for 0999 and submit a
letter from the Director of Graduate studies (every semester) verifying that they are making satisfactory progress.
Students can not re-enroll if coverage is interrupted.

Students registering for Learning Abroad classes are strongly encouraged to maintain their Student Health
Benefit Plan coverage. These students are eligible to enroll in the Student Health Benefit Plan provided they met
eligibility requirements the previous semester. Please be aware that registration in a Learning abroad program
will not result in automatic enroliment under the Student Health Benefit Plan because you are not assessed
Student Service Fees. To continue your Student Health Benefit Plan coverage, you must contact the Office of
Student Health Benefits before the registration deadline to fill out an enrollment form and provide a method of
payment.

Enrollment Deadline

The Student Health Benefit Plan enroliment deadlines coincide with the registration deadlines set by the Office of
the Registrar for each semester and for summer session. Please refer to the Class Schedule or the registration
website at www.onestop.umn.edu. The enrollment deadline for dependents is 31 days from the effective date of
coverage.

Late Enrollees

Eligible students and their dependents cannot enroll after the published registration and enroliment deadlines.
Exceptions will only be made for those who can demonstrate an involuntary discontinuation of coverage from a
group plan. The eligible student and dependents must have been dropped from their plan within 60 days from the
date of application and payment of the applicable cost of coverage for the Student Health Benefit Plan for the
semester or summer session.



Applications must be submitted with certificate of credible coverage or a letter from the previous group plan
verifying involuntary discontinuation of coverage and the date coverage ended. Rates will be determined on a
prorated basis. (NOTE: Failure to make premium payments to your group plan, or failure to exercise your right to
continue coverage, does not constitute involuntary loss of coverage).

Late class registration taking place after the fourth week of classes will not result in enrollment in the Student
Health Benefit Plan.

Cancellation of Coverage While Remaining an Eligible Student

The Student Health Benefit Plan cannot be cancelled after the class registration deadline and coverage will
remain in force through that term. To cancel coverage assessed on the fee statement by the registration deadline,
the student must use on-line registration following the directions on the screens.

The only exception to the above cancellation provision will be for covered students who enter military service or
who become eligible and enroll in an employer sponsored group plan, or the Graduate Assistant Health Plan. In
those cases, the Student Health Benefit Plan will be cancelled on a pro-rata basis upon written request to the
Office of Student Health Benefits, unless claims have been filed against the plan on behalf of the student or their
dependents. If claims have been filed against the plan, no refund will be issued. The request for cancellation
must be submitted with a certificate of coverage to the Office of Student Health Benefits for consideration within
31 days of enroliment in the group plan. This provision also applies to any dependent coverage that is in force for
the covered student.

Loss of Coverage Due to Cancellation of Classes

Cancellation of any or all classes resulting in the loss of eligibility for the Student Health Benefit Plan, will result in
coverage being cancelled retro-active to the beginning of the semester. Refunds of the cost of the Student
Health Benefit Plan follow the University refund schedule as stated in the Class Fee Refund Schedule.

IMPORTANT: Cancellation of classes and Continuation of Coverage

Students (and their covered dependents) cannot remain covered on the Student Health Benefit Plan if they have
cancelled their classes and/or lost eligibility for the plan. The only exception to this policy is if a student obtains a
formal medical withdrawal. Students obtaining a medical withdrawal may apply for re-enroliment on the Plan for
the semester if covered on the plan the previous term. The provision to continue coverage is available to eligible
students one term in an academic career. A Student Health Benefit Plan Enroliment form must be filled out and
turned into the Office of Student Health Benefits within one week of submission of the request for medical
withdrawal. The Enroliment form must be submitted with, proof of medical withdrawal and payment. Upon
verification of eligibility the Office of Student Health Benefits will notify the student of the outcome of the
application request. Via their University assigned email account

Loss of Eligibility

Students no longer meeting eligibility resulting in termination of the Student Health Benefit Plan may contact the
Office of Student Health Benefits to obtain details regarding enroliment in the University of Minnesota Student
Conversion Plan through Blue Cross and Blue Shield of Minnesota. Enroliment form and Payment for coverage
under the Conversion Plan must be received by Blue Cross and Blue Shield of Minnesota within 60 days of
termination of coverage under the Student Health Benefit Plan.



Annual Open Enrollment and Dependent Eligibility

A covered student may purchase coverage for his or her spouse, registered same-sex domestic partner, and/or
dependent children. Dependents must be enrolled when the student initially becomes eligible and is
enrolled on the Student Health Benefit Plan or during the open enroliment period* for dependents.
Unmarried dependent children, stepchildren, grandchildren and legal wards must be under the age of 19 years
and declared as dependents on the covered student’s federal income tax forms. Domestic Partners must meet
eligibility criteria and complete a Declaration of Domestic Partnership available at the Office of Student Health
Benefits prior to the effective date of dependent coverage. Dependents must be covered within the same
enrollment period that applies to the covered student or within 31 days of becoming eligible. The period of
coverage for dependents will be the same as that of the covered student except for special provisions under
Continuation of Coverage.

*The open enroliment period for dependents is the first 31 days of coverage during Fall Semester.

The Continuation of Coverage provision applies to a covered student’s Dependents. If coverage ends because
the covered student dies or because of the entry of a valid decree of dissolution of marriage, the dependent
spouse and/or children may continue coverage under this Student Health Benefit Plan to the end of the paid term.
At the end of the term Blue Cross and Blue Shield of Minnesota will mail a certificate of creditable coverage to the
insured upon termination of coverage. Upon discontinuation of eligibility to a covered student’s dependents, the
dependent spouse and/or children may purchase coverage under the University of Minnesota Student Conversion
Plan from the Claims Administrator within 60 days of loss of coverage. Contact the Office of Student Health
Benefits for details regarding the Conversion Plan.



ELIGIBILITY FOR INTERNATIONAL STUDENTS AND SCHOLARS
Health Plan Coverage Mandate

The University of Minnesota requires all international students, visiting scholars, and their dependents to enroll in
the Student Health Benefit Plan (SHBP) unless they are covered by a United States-based employer-sponsored
health plan or the Graduate Assistant Health Plan provided by the University of Minnesota. This requirement
applies to any student who has a current University-issued 1-20 or J Visa document. Visiting Scholars must be at
the University for more than 30 days to be eligible for coverage.

This mandate ensures that all international students, scholars and their dependents are compliant with their
immigration visa requirements and the University mandate for students to have health plan coverage. This
mandate also helps support academic success by guaranteeing that students and scholars have access to
preventive health care and medical care in the event of iliness or injury while they are enrolled at the University.

The insurance requirement described above applies to students, scholars and their dependents with a current
University-issued admitting document. Coverage is guaranteed for international students and scholars from the
time they arrive at the University of Minnesota and have their documents validated by International Student and
Scholar Services through the point of the student’s or scholar’s departure. Coverage continues as long as the
student or scholar meets and maintains criteria for international student or scholar eligibility.

Please contact the Office of Student Health Benefits if you have questions about Student Health Benefit Plan
eligibility.

Enrollment

Students registering for classes will automatically be enrolled in the Student Health Benefit Plan and charged on
their student account. Students with dependents must enroll their dependents by filling out and submitting an
enrolliment form and copy of the covered student’s 1-20 form or J Visa (listing the eligible dependents) with
payment to the Office of Student Health Benefits.

Visiting Scholars must enroll themselves and their dependents within 30 days of their arrival at the University by
filling out and submitting an enroliment form and copy of the visiting scholars J Visa (listing the eligible
dependents) with payment to the Office of Student Health Benefits. Visiting scholars must be at the University for
more than 30 days to be eligible for coverage.

Dependent Enroliment:

A covered student or scholar must purchase coverage for his or her spouse, and/or dependent children.
Dependents must be enrolled when the student or scholar initially is enrolled on the Student Health
Benefit Plan or within 31 days of arrival or becoming eligible for the plan. If the Student Health Benefit
Plan Administrator does not receive the application when the student or scholar initially is enrolled or
more than 31 days after arrival or becoming eligible for the plan, you will have to pay premiums retro-
active according to the University policy, to the date you were required to enroll. Unmarried dependent
children, stepchildren, grandchildren and legal wards must be under the age of 19 years and declared as
dependents on the covered student’s 1-20 form or J Visa. Dependents must be covered within the same
enroliment period that applies to the covered student or scholar or within 31 days of becoming eligible. The period
of coverage for dependents will be the same as that of the covered student or scholar except for special
provisions under Continuation of Coverage.

The Continuation of Coverage provision applies to a covered student’s or scholar’'s Dependents. If coverage ends
because the covered student or scholar dies or because of the entry of a valid decree of dissolution of marriage,
the dependent spouse and/or children may continue coverage under this Student Health Benefit Plan to the end
of the paid term. Blue Cross and Blue Shield of Minnesota will mail a certificate of creditable coverage to the
insured upon termination of coverage. Upon discontinuation of eligibility to a covered student’s dependents, the
dependent spouse and/or children may purchase coverage under the University of Minnesota Student Conversion
Plan from the Claims Administrator within 60 days of loss of coverage. Contact the Office of Student Health
Benefits for details regarding the Conversion Plan.



Newborn Children

A child born to either a male or female Covered Student or Scholar while this Student Health Benefit Plan is in
force will be covered by this Plan from the moment of birth if enrolled within 31 days of the child’s birth. A child
born to a covered dependent while this Student Health Benefit Plan is in force will be covered by this Plan from
the moment of birth (see the Maternity Expense Benefit section). Coverage for newborn children will consist of
coverage for sickness or injury, including necessary care or treatment of congenital defects, birth abnormalities
including orthodontic and oral surgery treatment involved in the management of cleft lip and cleft palate, or
premature birth.

If the Covered Student does not have Dependent Child coverage when the child is born, the Covered Student
must contact the Office of Student Health Benefits within 31 days of the child’s birth to enroll the child for such
coverage to start from the moment of birth. If the Covered Student is already enrolled for Dependent Child
coverage when the child is born, the Covered Student must contact the Office of Student Health Benefits within
31 days of the child’s birth to enroll the child for such coverage to start from the moment of birth. Dependent
eligibility expires concurrently with that of the Covered Student, except under special circumstances as described
under “Dependent Eligibility and Enrollment”.

Adding spouse and/or stepchildren

1. If the Student Health Benefit Plan Administrator receives the application within 31 days after you become
eligible, coverage for your spouse and/or stepchildren starts on the date of marriage.

Domestic Students:

2. If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
marriage the application will be rejected and you must reapply for coverage during the next open enroliment
period (the first 30 days of coverage during the subsequent Fall Semester).

International Students and Scholars:

3. If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
marriage or more than 31 days after the eligible dependent arrives in the United States, you will have to pay
premiums retro-active according to the University policy, to the date you were required to enroll.

Adding newborns and children placed for adoption

1. If the Student Health Benefit Plan Administrator receives the application within 31 days of the date of birth,
coverage for your newborn child or newborn grandchild starts on the date of birth.

If the Student Health Benefit Plan Administrator receives the application within 31 days of the date of
placement, coverage for your adopted child starts on the date of placement.

Domestic Students:

2. If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
birth, the application will be rejected and you must reapply for coverage for your newborn child or newborn
dependent grandchild during the next open enrollment period (the first 30 days of coverage during the
subsequent Fall Semester).

If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
placement, the application will be rejected and you must reapply for coverage for your adopted child during
the next open enrollment period (the first 30 days of coverage during the subsequent Fall Semester).



International Students and Scholars:

If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
birth, you will have to pay premiums retro-active according to the University policy, to the date you were
required to enroll.

If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
placement, you will have to pay premiums retro-active to the date you were required to enroll according to the
University policy.

Adding disabled children or disabled dependents

A disabled dependent may be added to the Student Health Benefit Plan if the disabled dependent is otherwise
eligible under the Plan. Coverage starts the first of the month following the day the Student Health Benefit Plan
Administrator receives the application. A disabled dependent will not be denied coverage and will not be subject
to any preexisting condition limitation period.

1.

If the Student Health Benefit Plan Administrator receives the application within 31 days of the date of
eligibility, coverage for your disabled dependent starts on the date of eligibility.

Domestic Students:

If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
eligibility, the application will be rejected and you must reapply for coverage for your disabled dependent
during the next open enroliment period (the first 30 days of coverage during the subsequent Fall Semester).

International Students and Scholars:

If the Student Health Benefit Plan Administrator receives the application more than 31 days after the date of
eligibility, you will have to pay premiums retro-active according to the University policy, to the date you were
required to enroll.
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STUDENT HEALTH BENEFIT PLAN HIGHLIGHTS

This abbreviated summary is not intended as a substitute for the detailed Student Health Benefit Plan description
provided in the balance of this document. Review all details carefully, and if you have any questions, contact the
Office of Student Health Benefits at (612) 624-0627 or 1-800-232-9017 (out of area), email: umshbo@umn.edu.

Coverage Dates and Costs

Semester Dates of Coverage Student Spouse Child Children
Fall 8/24/2009-1/18/2010 $907.00 $1,122.00 $870.00 $1,164.00
Spring 1/19/2010-8/25/2010 $907.00 $1,122.00 $870.00 $1,164.00
Monthly Visiting scholars only $188.00 $187.00 $145.00 $194.00

If the husband and wife are both enrolled at the University and are able to satisfy the eligibility requirements for
this Student Health Benefit Plan, each may purchase coverage at the student-only cost. Either student may add
children who are eligible dependents to their own coverage, but not both.

Summer Coverage

Student covered by the SHBP for the spring semester are automatically covered through the summer at no
additional charge, even if they are not enrolled in summer classes.

The following rates are for students and dependents first enrolling in the summer session but who were not
covered by the SHBP during the spring semester.

Semester Dates of Coverage Student Spouse Child Children

Summer 5/24/2010-8/25/2010 $462.00 $572.00 $443.00 $593.00

MEDICAL EVACUATION & REPATRIATION BENEFITS

These Benefits are contracted by the Student Health Benefit Plan Administrator with MEDEX Assistance
Corporation. For details, see the enclosed MEDEX brochure, visit the MEDEX website at www.medexassist.com
or contact MEDEX Assistance Corporation at 1-800-527-0218. You may also contact the University of Minnesota
Office of Student Health Benefits at 1-800-232-9017 or email: umshbo@umn.edu.

These Benefits are NOT provided by the Claims Administrator.
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COVERAGE INFORMATION

Choosing A Health Care Provider

You may choose any eligible provider of health services for the care you need. A “provider” is any person, facility,
or program that provides covered services which the Claims Administrator determines are within the scope of the
provider’s license, certification, registration, or training.

This Student Health Benefit Plan provides benefits based on the type of health care provider you select when you
or your Covered Dependents use health care services. This benefit design has three options. You may use any or
all of these options.

UMD Health Services

Students paying the Student Service Fee receive the highest level of benefit when they use the UMD Health
Services. Covered SHBP students who have not paid the Student Service Fee, and covered SHBP spouses and
children may use the UMD Health Servicess under the In-Network Provider Benefit level. Note that Student
Service Fee benefits can only be obtained in conjunction with active health plan coverage.

In-Network Providers

When you choose these providers, you get the most benefits (other than at UMD Health Services) for the least
expense and paperwork. These providers will take care of any notification requirements and send your claims to
the Claims Administrator and the Claims Administrator sends payment to the provider for covered services you
receive. The provider directory lists In-Network Providers and may change as providers enroll or terminate their
agreements. For current provider information, call customer service at (651) 662-5004 or 1-866-870-0348 or you
may access the following website:_http://www.bluecrossmn.com/uofm and click on the Blue Cross (Aware) icon.
For benefit information on these providers, refer to the “Benefit Chart”.

Out-of-Network Providers

Nonparticipating Providers may not take care of notification requirements or file claims for you. You may also pay
more of the bill. Refer to the next section for a description of charges that are your responsibility.

Continuity of Care

Continuity of Care for New Members

If you are new to this Plan this section applies to you. If you are currently receiving care from a provider or
specialist who does not participate with the Claims Administrator, you may request to remain with this provider,
and continue to receive care for a special medical need or condition, for a reasonable period of time before
transferring to a participating provider as required under the terms of your coverage with this Plan. The Claims
Administrator will authorize this continuation of care for a terminal illness in the final stages or for the rest of your
life if a physician certifies that your life expectancy is 180 days or less. The Claims Administrator will also
authorize this continuation of care if you are engaged in a current course of treatment for any of the following
conditions or situations:

Continuation for up to 120 days:
1. An acute condition;
2. Alife-threatening mental or physical iliness;

3. A physical or mental disability rendering you unable to engage in one or more major life activities provided
that the disability has lasted or can be expected to last for at least one year, or that has a terminal outcome;
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4. A disabling or chronic condition in an acute phase or that is expected to last permanently;

5. You are receiving culturally appropriate services from a provider with special expertise in delivering those
services; or

6. You are receiving services from a provider that are delivered in a language other than English.

Continuation through the postpartum period (six (6) weeks post delivery) for a pregnancy beyond the first
trimester.

Transition to Participating Providers

At your request, the Claims Administrator will assist you in making the transition from a Nonparticipating to a
Participating Provider. Please contact the Claims Administrator's customer service staff for a written description of
the transition process, procedures, criteria, and guidelines.

Continuity of Care for Current Members

If you are a current member or dependent, this section applies to you. If the relationship between your
participating primary care clinic or physician and the Claims Administrator ends, rendering your clinic or provider
nonparticipating with the Claims Administrator, and the termination was not for cause, you may request to
continue to receive care for a special medical need or condition, for a reasonable period of time before
transferring to a participating provider as required under the terms of your coverage with this Plan. The Claims
Administrator will authorize this continuation of care for a terminal iliness in the final stages or for the rest of your
life if a physician certifies that your life expectancy is 180 days or less. The Claims Administrator will also
authorize this continuation of care if you are engaged in a current course of treatment for any of the following
conditions or situations:

Continuation for up to 120 days:
1. An acute condition;
2. Alife-threatening mental or physical illness;

3. A physical or mental disability rendering you unable to engage in one or more major life activities provided
that the disability has lasted or can be expected to last for at least one year, or that has a terminal outcome;

4. A disabling or chronic condition in an acute phase or that is expected to last permanently;

5. You are receiving culturally appropriate services from a provider with special expertise in delivering those
services; or

6. You are receiving services from a provider that are delivered in a language other than English.

Continuation through the postpartum period (six (6) weeks post delivery) for a pregnancy beyond the first
trimester.

Transition to Participating Providers
At your request, the Claims Administrator will assist you in making the transition from a Nonparticipating to a

Participating Provider. Please contact the Claims Administrator's customer service staff for a written description of
the transition process, procedures, criteria, and guidelines.

Termination for Cause
If the Claims Administrator has terminated its relationship with your provider for cause, the Claims Administrator

will not authorize continuation of care with or transition of care to that provider. Your transition to a participating
provider must occur immediately.
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Liability for Health Care Expenses
Charges That Are Your Responsibility

For students (with active health insurance) paying the student service fee and using UMD Health Services for
covered services, you are required to pay the following amounts:

1. charges for services that are not covered.

When you use In-Network Providers for covered services, payment is based on the allowed amount. You are not
required to pay for charges that exceed the allowed amount. You are required to pay the following amounts:

1. copays and coinsurance;
2. charges that exceed the benefit maximum;
3. charges for services that are not covered; and

4. charges for services that are investigative or not medically necessary if you are notified in writing before you
receive services that the services are not covered and you agree in writing to pay all charges.

When you use Nonparticipating Providers for covered services, payment is still based on the allowed amount.
However, because a Nonparticipating Provider has not entered into a service agreement with the Claims
Administrator, the Nonparticipating Provider is not obligated to accept the allowed amount as payment in full. You
are responsible for payment of any billed charges that exceed the allowed amount. This means that you may
have substantial out-of-pocket expense when you use a Nonparticipating Provider. You are required to pay the
following amounts:

1. charges that exceed the allowed amount;

2. copays and coinsurance;

3. charges that exceed the benefit maximum;

4. charges for services that are not covered; including services that we determine are not covered based on
claims coding guidelines; and

5. charges for services that are investigative or not medically necessary.

If you or the provider fail to contact the Claims Administrator for prior authorization or preadmission notification,
your benefits may be reduced and you could pay additional charges.

BlueCard Program

Liability Disclosure

When you obtain health care services through the BlueCard Program outside the geographic area BCBSM
serves, the amount you pay for covered services is usually calculated on the lower of:

1. The billed charges for your covered services; or

2. The negotiated price that the on-site Blue Cross and/or Blue Shield Plan (“Host Blue”) passes on to the
Claims Administrator.
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Often, this “negotiated price” consists of a simple discount that reflects the actual price paid by the Host Blue.
Sometimes, however, the negotiated price is either 1) an estimated price that factors expected settlements,
withholds, any other contingent payment arrangements and non-claims transactions with your health care
provider or with a specified group of providers into the actual price; or 2) billed charges reduced to reflect an
average expected savings with your health care provider or with a specified group of providers. The price that
reflects average savings may result in greater variation (more or less) from the actual price paid than will the
estimated price. The negotiated price will be prospectively adjusted to correct for over- or underestimation of past
prices. The amount you pay, however, is considered a final price and will not be affected by the prospective
adjustment.

Statutes in a small number of states may require the Host Blue either 1) to use a basis for calculating your liability
for covered services that does not reflect the entire savings realized or expected to be realized on a particular
claim; or 2) to add a surcharge. If any state statutes mandate liability calculation methods that differ from the
usual BlueCard method noted above or require a surcharge, the Claims Administrator will calculate your liability
for any covered health care services according to the applicable state statute in effect at the time you received
your care.

General Provider Payment Methods

Participating Providers

Several industry-standard methods are used to pay the Claims Administrator’s health care providers. If the
provider is "participating" they are under contract and the method of payment is part of the contract. Most
contracts and payment rates are negotiated or revised on an annual basis.

Non-Institutional or Professional (i.e., doctor visits, office visits) Provider Payments

o Fee-for-Service: Providers are paid for each service or bundle of services. Payment is based on the amount
of the provider's billed charges.

e Discounted Fee-for-Service: Providers are paid a portion of their billed charges for each service or bundle of
services. Payment may be a percentage of the billed charge or it may be based on a fee schedule that is
developed using a methodology similar to that used by the federal government to pay providers for Medicare
services.

¢ Discounted Fee-for-Service, Withhold and Bonus Payments: Providers are paid a portion of their billed
charges for each service or bundle of services, and a portion (generally 5 - 20%) of the provider's payment is
withheld. As an incentive to promote high quality and cost-effective care, the provider may receive all or a
portion of the withhold amount based upon the cost-effectiveness of the provider's care. In order to determine
cost-effectiveness, a per member per month target is established. The target is established by using historical
payment information to predict average costs. If the provider's costs are below this target, providers are
eligible for a return of all or a portion of the withhold amount and may also qualify for an additional bonus
payment.

In addition, as an incentive to promote high quality care and as a way to recognize those providers that participate
in certain quality improvement projects, providers may be paid a bonus based on the quality of the provider's care
to its member patients. In order to determine quality of care, certain factors are measured, such as member
patient satisfaction feedback on the provider, compliance with clinical guidelines for preventive services or specific
disease management processes, immunization administration and tracking, and tobacco cessation counseling.

Payment for high cost cases and selected preventive and other services may be excluded from the discounted

fee-for-service and withhold payment. When payment for these services is excluded, the provider is paid on a
discounted fee-for-service basis, but no portion of the provider's payment is withheld.
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Institutional (i.e., hospital and other facility) Provider Payments

¢ Inpatient Care

= Payments for each Case (case rate): Providers are paid a fixed amount based upon the member's
diagnosis at the time of admission, regardless of the number of days that the member is hospitalized.
This payment amount may be adjusted if the length of stay is unusually long or short in comparison to the
average stay for that diagnosis ("outlier payment"). The method is similar to the payment methodology
used by the federal government to pay providers for Medicare services.

= Payments for each Day (per diem): Providers are paid a fixed amount for each day the patient spends in
the hospital or facility.

= Percentage of Billed Charges: Providers are paid a percentage of the hospital's or facility's billed charges
for inpatient or outpatient services, including home services.

e Outpatient Care

= Payments for each Category of Services: Providers are paid a fixed or bundled amount for each category
of outpatient services a member receives during one (1) or more related visits.

= Payments for each Visit: Providers are paid a fixed or bundled amount for all related services a member
receives in an outpatient or home setting during one (1) visit.

= Payments for each Patient: Providers are paid a fixed amount per patient per calendar year for certain
categories of outpatient services.

Pharmacy Payment

Four (4) kinds of pricing are compared and the lowest amount of the four (4) is paid:

e the average wholesale price of the drug, less a discount, plus a dispensing fee; or

o the pharmacy's retail price; or

e the maximum allowable cost we determine by comparing market prices (for generic drugs only); or

e the amount of the pharmacy's billed charge.

Nonparticipating Providers

Because the Claims Administrator has no contract with Nonparticipating Providers, the member is responsible for
the difference between the Nonparticipating Provider's billed charge and the payment allowance for services

received from Nonparticipating Providers. In such situations, the member's liability likely will be substantially
greater than the liability the member would incur for similar services received from a Participating Provider.

Nonparticipating Facilities (Hospital and Specialty Facilities including Home Health Care)

¢ In Minnesota, payment is based on a percentage of billed charge.

¢ Outside of Minnesota, payment is based on the local Blue Cross and/or Blue Shield Plan allowance unless
that amount is greater than the billed charge, or no amount is provided by the local Blue Plan. In that case,

payment will be based on a percentage of a Medicare-based fee schedule (if such pricing is available) or a
percentage of billed charges.

Nonparticipating Professionals
¢ In Minnesota, payment is based on a percentage of a Medicare-based fee schedule (if such pricing is

available), a discount from the current Blue Cross and Blue Shield of Minnesota fee schedule used to pay
Participating Providers, or a percentage of billed charges.
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e OQutside of Minnesota, payment is based on the local Blue Cross and/or Blue Shield Plan allowance unless
that amount is greater than the billed charge, or no amount is provided by the local Blue Plan. In that case,
payment will be based on a percentage of pricing obtained from a nationwide provider reimbursement
database that considers various factors including the zip code of the place of service and the type of service
provided. If this database pricing is not available for the service provided, payment will be based on a
percentage of either the billed charge or local (Minnesota) Nonparticipating Provider pricing.

Out-of-Pocket Costs Example

The following table illustrates the different out-of-pocket costs you may incur using Nonparticipating versus
Participating Providers. The example presumes that your deductible has been satisfied and that the Plan covers
80% for Participating and 60% for Nonparticipating providers. It also presumes that the Allowed Amount for a
Nonparticipating Provider will be less than for a Participating Provider. The difference in the allowed amount
between a Participating and Nonparticipating provider could be more or less than the 20% difference in the
example below.

Participating Provider Nonparticipating Provider
Provider Charge: $150 $150
Allowed Amount: $100 $80
Claims Administrator Pays: 80% ($80) 60% ($48)
Coinsurance You Owe: 20% ($20) 40% ($32)
Difference Up to Billed Charge You Owe: NA $70 ($150-$80)
Total You Pay: $20 $102

Special Circumstances

When you receive care from certain nonparticipating professionals at a participating: hospital; outpatient facility; or
emergency room, the reimbursement to the nonparticipating professional may include some of the costs that you
would otherwise be required to pay (e.g. the difference between the Allowed Amount and the provider's billed
charge). This reimbursement applies when nonparticipating professionals are hospital-based and needed to
provide immediate medical or surgical care and you do not have the opportunity to select the provider of care.
This reimbursement also applies when you receive care in a hospital as a result of a medical emergency.

e Example

Your doctor admits you to the hospital for an elective procedure. Your hospital and surgeon are
Participating Providers. You also receive anesthesiology services, but you are not able to select the
anesthesiologist. The anesthesiologist is not a Participating Provider. When the claim for anesthesiology
services is processed, the Claims Administrator may pay an additional amount because you needed care,
but were not able to choose the provider who would render such services.

We feature a large network of providers in Minnesota. Each provider is an independent contractor and is not our
agent.

The above is a general summary of our provider payment methodologies only. Further, while efforts are made to
keep this form as up-to-date as possible, provider payment methodologies may change from time to time and
every current provider payment methodology may not be reflected in this summary.

Please note that some of these payment methodologies may not apply to your particular plan. Detailed
information about payment allowances is available on our website at www.bluecrossmn.com/uofm.

Recommendations by Health Care Providers
In some cases, your provider may recommend or provide written authorization for services that are specifically

excluded by the Student Health Benefit Plan. When these services are referred or recommended, a written
authorization from your provider does not override any specific Student Health Benefit Plan exclusions.
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Fraudulent Practices

Coverage for you or your dependents will be terminated if you or your dependent: materially misrepresent your
medical history on the application for coverage; submit fraudulent, altered, or duplicate billings for personal gain;
and/or allow another party not covered under the Student Health Benefit Plan to use your or your dependent’s
coverage.

Excessive and Harmful use of Health Care Services

The Claims Administrator monitors claims data for many reasons. When the Claims Administrator determines that
you are receiving an excessive number of health care services and/or an excessive number of prescription drugs
the Claims Administrator evaluates such services. When the Claims Administrator determines that an excessive
number of services or prescription drugs are not necessary, the following will occur:

The Claims Administrator will send you a letter giving you 30 days to select one (1) participating physician, one
(1) participating hospital, and one (1) participating pharmacy to coordinate all of your health care needs. If you do
not make a selection the Claims Administrator will select one for you. Once the selection is made, all services
must be coordinated by the selected providers. Care received from other providers will not be covered and the
charges will be your responsibility.

The Claims Administrator will notify you how to obtain care not available through the coordinating health care
providers, how to access emergency care, and how long these restrictions will be in place.

Time Periods

When the time of day is important for benefits or determining when coverage starts and ends, a day begins at
12:01 a.m. and ends at 12:00 a.m. the following day.

Medical Policy Committee

The Claims Administrator's Medical Policy Committee determines whether new or existing medical treatment
should be covered benefits. The Committee is made up of independent community physicians who represent a
variety of medical specialties. The Committee’s goal is to find the right balance between making improved
treatments available and guarding against unsafe or unproven approaches. The Committee carefully examines
the scientific evidence and outcomes for each treatment being considered.
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NOTIFICATION REQUIREMENTS

Prior Authorization

The Claims Administrator reviews services to verify that they are medically necessary and that the treatment
provided is the proper level of care. Prior authorization from the Claims Administrator is recommended before you
receive selected services so that you avoid incurring charges for services that may not be considered medically
necessary. In-Network Providers will obtain prior authorization for you.

If you are using a provider who does not participate with the Claims Administrator, you are responsible
for obtaining prior authorization. The Claims Administrator recommends that you or the provider contact
them at least 10 working days prior to receiving the care to determine if the services are eligible. The
Claims Administrator will notify you of their decision within 10 working days, provided that the prior authorization
request contains all the information needed to review the service.

With prior authorization, the Student Health Benefit Plan guarantees payment for services approved in advance if
the services are otherwise covered under the Plan and you are covered on the date you receive care, you
have not exceeded your lifetime or benefit maximum, and the procedure that is authorized is the service that is
billed by the provider. All applicable exclusions, copays, and coinsurance provisions continue to apply. The prior
authorization will indicate a specified time frame in which you may receive the services. Any service not
performed in the specific time frame will need to be prior authorized again. You will be responsible for payment of
services that the Claims Administrator determines are not medically necessary.

The prior authorization list is subject to change due to changes in the Claim Administrator’'s medical policy. The

most current list is available on the Claim Administrator’s website or by calling Customer Service.

o Benefit substitution

e Cosmetic versus medically necessary procedures — including, but not limited to: brow ptosis repair;
panniculectomy; reduction mammoplasty; rhinoplasty; scar excision/revision; and mastopexy

o Coverage of routine care related to cancer clinical trials

e Dental and oral surgery including, but not limited to: services that are accident-related for the treatment of
injury to sound and healthy natural teeth; temporomandibular joint (TMJ) surgical procedures; and
orthognathic surgery

e Drugs - including, but not limited to: growth hormones; intravenous immunoglobulin (IVIG); oral fentanyl;
subcutaneous immunoglobulin; and rituximab for off-label usage

e Durable Medical Equipment (DME), prosthetics and supplies including but not limited to: prosthetics and
supplies; unlisted DME codes over $1,000; neuromuscular electrical stimulation; motorized wheelchairs and
scooters; vest percussors; specialty beds; mattresses and overlays; wound healing treatment; hearing
devices or prosthetics; continuous glucose monitors; and amino acid-based elemental formula

e Home health care

e Hospice care

Humanitarian and Compassionate use devices (procedures using devices under the FDA category of

Humanitarian and Compassionate Use Device Exemption)

Hyperhidrosis surgery

Spinal cord stimulators

Subtalar arthroereisis for treatment of foot disorders

Transplants, except kidney and cornea

Vagus Nerve Stimulation (for all conditions)

The Claims Administrator reserves the right to revise, update and/or add to this list at anytime without notice. The
current list is available on the Claims Administrator’s website or by calling Customer Service.

The Claims Administrator prefers that all requests for prior authorization for nonparticipating providers

be submitted in writing. Please submit your request to the address provided in the Customer Service
section.
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Preadmission Notification

Preadmission notification is required at least five (5) days in advance of being admitted for inpatient care for any
type of nonemergency service and for partial hospitalization. In-Network Providers will provide preadmission
notification to the Claims Administrator for you. With preadmission notification, the Student Health Benefit Plan
guarantees payment for days or services the Claims Administrator authorizes if the services are otherwise
covered under the Plan, and you are covered on the date you receive the services.

If you are going to receive nonemergency care from a Nonparticipating Provider, you are responsible for
providing preadmission notification to the Claims Administrator.

If the Claims Administrator is not notified, a penalty will apply. The Claims Administrator reduces the allowed
amount for the admission by 25 percent. This means that without preadmission notification, you will pay a greater
portion of the charges. If preadmission notification is not provided and services are later determined not to be
medically necessary, you are also responsible for payment of those charges.
Preadmission notification is required for the following facilities:
1. Hospitals

a. Acute care admissions

b. Rehabilitation admissions
2. Residential behavioral health treatment facilities

3. Outpatient behavioral health treatment facilities providing partial hospitalization.

To provide preadmission notification, call the customer service number provided in the Customer Service
section. They will direct your call.

Emergency Admission Notification

Notice is required as soon as reasonably possible for admission for pregnancy or for a medical emergency or
injury that occurred within 48 hours before admission.

If you have an emergency admission to a Nonparticipating Provider, you or the provider must notify the Claims
Administrator as soon as reasonably possible.

The Student Health Benefit Plan pays only for services the Claims Administrator determines are medically
necessary. There is no penalty for failure to notify the Claims Administrator of an emergency admission if the
Claims Administrator determines that the admission was medically necessary.

To provide emergency admission notification, call the customer service number provided in the
Customer Service section. They will direct your call.
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CLAIMS PROCEDURES

Under Department of Labor regulations, claimants are entitled to a full and fair review of any claims made under
this Student Health Benefit Plan. The claims procedures described in this SPD are intended to comply with those
regulations by providing reasonable procedures governing the filing of claims, notification of benefit decisions, and
appeals of adverse benefit determinations. A claimant must follow these procedures in order to obtain payment of
benefits under this Student Health Benefit Plan. If the Claims Administrator, in its sole discretion, determines that
a claimant has not incurred a covered expense or that the benefit is not covered under this Student Health Benefit
Plan, no benefits will be payable under this Student Health Benefit Plan. All claims and questions regarding
claims should be directed to the Claims Administrator.

Types of Claims

A “claim” is any request for a Student Health Benefit Plan benefit made in accordance with these claims
procedures. You become a “claimant” when you make a request for a Student Health Benefit Plan benefit in
accordance with these claims procedures. There are four types of claims, each with different claim and appeal
rules. The primary difference is the timeframe within which claims and appeals must be determined. A
communication regarding benefits that is not made in accordance with these procedures will not be treated as a
claim.

Pre-service Claim

A “Pre-service Claim” is any request for a Student Health Benefit Plan benefit where the Student Health Benefit
Plan specifically conditions receipt of the benefit, in whole or in part, on receiving approval in advance of obtaining
the medical care, unless the claim involves urgent care, as defined below. If the Student Health Benefit Plan does
not require a claimant to obtain approval of a medical service prior to getting treatment, then there is no "Pre-
service Claim." The claimant simply follows these claims procedures with respect to any notice that may be
required after receipt of treatment, and files the claim as a Post-service Claim.

Urgent Care Claim

An “Urgent Care Claim” is a special type of Pre-service Claim. An “Urgent Care Claim” is any Pre-service Claim
for medical care or treatment with respect to which the application of the time periods that otherwise apply to Pre-
service Claims could seriously jeopardize the life or health of the claimant or the claimant’s ability to regain
maximum function, or, in the opinion of a physician with knowledge of the claimant’s medical condition, would
subject the claimant to severe pain that cannot be adequately managed without the care or treatment that is the
subject of the claim. The Claims Administrator will determine whether a Pre-service Claim involves urgent care,
provided that, if a physician with knowledge of the claimant’'s medical condition determines that a claim involves
urgent care, the claim will be treated as an Urgent Care Claim.

IMPORTANT: If a claimant needs medical care for a condition that could seriously jeopardize his or her
life, there is no need to contact the Claims Administrator for prior approval. The claimant should obtain
such care without delay.

Concurrent Care Claim

A “Concurrent Care Claim" arises when the Claims Administrator has approved an ongoing course of treatment to
be provided over a period of time or number of treatments, and either (a) the Claims Administrator determines
that the course of treatment should be reduced or terminated, or (b) the claimant requests extension of the course
of treatment beyond that which the Claims Administrator has approved. If the Student Health Benefit Plan does
not require a claimant to obtain approval of a medical service prior to getting treatment, then there is no need to
contact the Claims Administrator to request an extension of a course of treatment. The claimant follows these
claims procedures with respect to any notice that may be required after receipt of treatment, and files the claim as
a Post-service Claim.
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Post-service Claim

A “Post-service Claim” is any request for a Student Health Benefit Plan benefit that is not a Pre-service Claim or
an Urgent Care Claim.

Change in Claim Type

The claim type is determined when the claim is initially filed. However, if the nature of the claim changes as it
proceeds through these claims procedures, the claim may be re-characterized. For example, a claim may initially
be an Urgent Care Claim. If the urgency subsides, it may be re-characterized as a Pre-service Claim. It is very
important to follow the requirements that apply to your particular type of claim. If you have any questions
regarding the type of claim and/or what claims procedure to follow, contact the Claims Administrator.

Filing Claims

Except for Urgent Care Claims, discussed below, a claim is made when a claimant (or authorized representative)
submits a request for Student Health Benefit Plan benefits to the Claims Administrator. A claimant is not
responsible for submitting claims for services received from In-Network Providers. These providers will submit
claims directly to the Claims Administrator on the claimant’s behalf and payment will be made directly to these
providers. If a claimant receives services from Nonparticipating Providers, they may have to submit the claims
themselves. If the provider does not submit the claims on behalf of the claimant, the claimant should send the
claims to the Claims Administrator. The necessary forms may be obtained by contacting the Claims Administrator.
A claimant may be required to provide copies of bills, proof of payment, or other satisfactory evidence showing
that they have incurred a covered expense that is eligible for reimbursement.

Urgent Care Claims

An Urgent Care Claim may be submitted to the Claims Administrator by telephone at (651) 662-5004 or toll free at
1-866-870-0348.

Pre-service Claims

A Pre-service Claim (including a Concurrent Care Claim that is also a Pre-service Claim) is considered filed when
the request for approval of treatment or services is made and received by the Claims Administrator.

Post-service Claims

A Post-service Claim must be filed within 30 days following receipt of the medical service, treatment or product to
which the claim relates unless (a) it was not reasonably possible to file the claim within such time; and (b) the
claim is filed as soon as possible and in no event (except in the case of legal incapacity of the claimant) later than
15 months after the date of receipt of the service, treatment or product to which the claim relates.

Incorrectly-Filed Claims

These claims procedures do not apply to any request for benefits that is not made in accordance with these
claims procedures, except that (a) in the case of an incorrectly-filed Pre-service Claim, the Claims Administrator
will notify the claimant as soon as possible but no later than five (5) days following receipt of the incorrectly-filed
claim; and (b) in the case of an incorrectly-filed Urgent Care Claim, the Claims Administrator will notify the
claimant as soon as possible, but no later than 24 hours following receipt of the incorrectly-filed claim. The notice
will explain that the request is not a claim and describe the proper procedures for filing a claim. The notice may be
oral unless the claimant specifically requests written notice.
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Timeframes for Deciding Claims

Urgent Care Claims

The Claims Administrator will decide an Urgent Care Claim as soon as possible, taking into account the medical
exigencies, but no later than 72 hours after receipt of the claim.

Pre-service Claims

The Claims Administrator will decide a Pre-service Claim within a reasonable time appropriate to the medical
circumstances, but no later than 15 days after receipt of the claim.

Concurrent Care Extension Request

If a claim is a request to extend a concurrent care decision involving urgent care and if the claim is made at least
24 hours prior to the end of the approved period of time or number of treatments, the Claims Administrator will
decide the claim within 24 hours after receipt of the claim. Any other request to extend a concurrent care decision
will be decided in the otherwise applicable timeframes for Pre-service, Urgent Care, or Post-service Claims.

Concurrent Care Reduction or Early Termination

The Claims Administrator’s decision to reduce or terminate an approved course of treatment is an adverse benefit
determination that a claimant may appeal under these claims procedures, as explained below. The Claims
Administrator will notify the claimant of the decision to reduce or terminate an approved course of treatment
sufficiently in advance of the reduction or termination to allow the claimant to appeal the adverse benefit
determination and receive a decision on appeal before the reduction or termination.

Post-Service Claims

The Claims Administrator will decide a Post-service Claim within a reasonable time, but no later than 30 days
after receipt of the claim.

Extensions of Time

A claimant may voluntarily agree to extend the timeframes described above. In addition, if the Claims
Administrator is not able to decide a Pre-service or Post-service Claim within the timeframes described above due
to matters beyond its control, these timeframes may be extended for up to 15 days, provided the claimant is
notified in writing prior to the expiration of the initial timeframe applicable to the claim. The notice will describe the
matters beyond the Claims Administrator’s control that justify the extension and the date by which the Claims
Administrator expects to render a decision. No extension of time is permitted for Urgent Care Claims.

Incomplete Claims

If any information needed to process a claim is missing, the claim will be treated as an incomplete claim. If an
Urgent Care Claim is incomplete, the Claims Administrator will notify the claimant as soon as possible, but no
later than 24 hours following receipt of the incomplete claim. The notice will explain that the claim is incomplete,
describe the information necessary to complete the claim and specify a reasonable time, no less than 48 hours,
within which the claim must be completed. The notice may be oral unless the claimant specifically requests
written notice. The Claims Administrator will decide the claim as soon as possible but no later than 48 hours after
the earlier of (a) receipt of the specified information, or (b) the end of the period of time provided to submit the
specified information.

If a Pre-service or Post-service Claim is incomplete, the Claims Administrator will notify the claimant as soon as
possible. The notice will explain that the claim is incomplete and describe the information needed to complete the
claim. The timeframe for deciding the claim will be suspended from the date the claimant receives the notice until
the date the necessary information is provided to the Claims Administrator. The Claims Administrator will decide
the claim following receipt of the requested information and provide the claimant with written notice of the
decision.
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Notification of Initial Benefit Decision

The Claims Administrator will provide the claimant with written notice of an adverse benefit determination on a
claim. A decision on a claim is an “adverse benefit determination” if it is (a) a denial, reduction, or termination of,
or (b) a failure to provide or make payment (in whole or in part) for a benefit. The Claims Administrator will provide
the claimant written notice of the decision on a Pre-service or Urgent Care Claim whether the decision is adverse
or not. The Claims Administrator may provide the claimant with oral notice of an adverse benefit determination on
an Urgent Care Claim, but written notice will be furnished no later than three (3) days after the oral notice.

Appeals of Adverse Benefit Determinations

Appeal Procedures

A claimant has a right to appeal an adverse benefit determination under these claims procedures. These appeal
procedures provide a claimant with a reasonable opportunity for a full and fair review of an adverse benefit
determination. The Claims Administrator will follow these procedures when deciding an appeal:

1. A claimant must file an appeal within 180 days following receipt of a notice of an adverse benefit
determination;

2. A claimant will have the opportunity to submit written comments, documents, records, and other information
relating to the claim for benefits;

3. The individual who reviews and decides the appeal will be a different individual than the individual who made
the initial benefit decision and will not be a subordinate of that individual;

4. The Claims Administrator will give no deference to the initial benefit decision;

5. The Claims Administrator will take into account all comments, documents, records, and other information
submitted by the claimant relating to the claim, without regard to whether such information was submitted or
considered in the initial benefit decision;

6. The Claims Administrator will, in deciding an appeal of any adverse benefit determination that is based in
whole or in part upon a medical judgment, consult with a health care professional with the appropriate training
and experience who is neither the same individual who was consulted regarding the initial benefit decision nor
a subordinate of that individual;

7. The Claims Administrator will provide the claimant, upon request, the names of any medical or vocational
experts whose advice was obtained in connection with the initial benefit decision, even if the Claims
Administrator did not rely upon their advice; and

8. The Claims Administrator will provide the claimant, upon request and free of charge, reasonable access to,
and copies of, all documents, records, and other information relevant to the claimant’s claim; any internal rule,
guideline, protocol or other similar criterion relied upon in making the initial benefit decision; an explanation of
the scientific or clinical judgment for the determination, applying the terms of the Student Health Benefit Plan
to the claimant's medical circumstances; and information regarding any voluntary appeals offered by the
Claims Administrator.

Filing Appeals

Except for Urgent Care Claims, discussed below, a claimant must file an appeal within 180 days following receipt
of the notice of an adverse benefit determination. A claimant’s failure to comply with this important deadline may
cause the claimant to forfeit any right to any further review under these claims procedures or in a court of law. An
appeal is filed when a claimant (or authorized representative) submits a written request for review to the Claims
Administrator. A claimant is responsible for submitting proof that the claim for benefits is covered and payable
under the Student Health Benefit Plan.
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Urgent Care Appeals

An urgent care appeal may be submitted to the Claims Administrator by telephone at (651) 662-5004 or toll free at
1-866-870-0348. The Claims Administrator will transmit all necessary information, including the Claims
Administrator’s determination on review, by telephone, fax, or other available similar methods.

Timeframes for Deciding Appeals

Urgent Care Claims

The Claims Administrator will decide the appeal of an Urgent Care Claim as soon as possible, taking into account
the medical exigencies, but no later than 72 hours after receipt of the request for review.

Pre-Service Claims

The Claims Administrator will decide the appeal of a Pre-service Claim within a reasonable time appropriate to the
medical circumstances, but no later than 30 days after receipt of the written request for review.

Post-service Claims

The Claims Administrator will decide the appeal of a Post-service Claim within a reasonable period, but no later
than 60 days after receipt of the written request for review.

Concurrent Care Claims

The Claims Administrator will decide the appeal of a decision to reduce or terminate an initially approved course
of treatment before the proposed reduction or termination takes place. The Claims Administrator will decide the
appeal of a denied request to extend a concurrent care decision in the appeal timeframe for Pre-service, Urgent
Care, or Post-service Claims described above, as appropriate to the request.

Notification of Appeal Decision

The Claims Administrator will provide the claimant with written notice of the appeal decision. The Claims
Administrator may provide the claimant with oral notice of an adverse decision on an Urgent Care Claim appeal,
but written notice will be furnished no later than three (3) days after the oral notice. If the claimant does not
receive a written response to the appeal within the timeframes described above, the claimant may assume that
the appeal has been denied. The decision by the Claims Administrator on review will be final, binding and
conclusive and will be afforded the maximum deference permitted by law. These claims procedures must be
exhausted before any legal action is commenced.

Voluntary Appeals

A voluntary appeal may be available to a claimant receiving an adverse decision on a Pre-service or Post-service
Claim appeal. A claimant must file a voluntary appeal within 60 days following receipt of the adverse Pre-service
or Post-Service Claim appeal decision. A voluntary appeal is filed when a claimant (or authorized representative)
submits a written request for a voluntary appeal to the Claims Administrator. The Claims Administrator will provide
the claimant with written notice of voluntary appeal decision. For more information on the voluntary appeals
process, contact the Claims Administrator.
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Additional Provisions

Authorized Representative

A claimant may appoint an “authorized representative” to act on his or her behalf with respect to a claim or an
appeal of an adverse benefit determination. To appoint an authorized representative, a claimant must complete a
form that can be obtained from the Claims Administrator. However, in connection with an Urgent Care Claim, the
Claims Administrator will permit a health care professional with knowledge of the claimant's medical condition to
act as the claimant's authorized representative without completion of this form. Once an authorized representative
is appointed, all future communication from the Claims Administrator will be made with the representative rather
than the claimant, unless the claimant provides specific written direction otherwise. An assignment for purposes of
payment (e.g., to a health care professional) does not constitute an appointment of an authorized representative
under these claims procedures. Any reference in these claims procedures to claimant is intended to include the
authorized representative of such claimant.

Claims Payment

When a claimant uses In-Network Providers and providers outside Minnesota who participate with other Blue
Cross and Blue Shield plans nationwide for covered services, the Student Health Benefit Plan pays the provider.
When a claimant uses a Nonparticipating Provider either inside or outside the State of Minnesota for covered
services, the Student Health Benefit Plan pays the claimant. A claimant may not assign his or her benefits to a
Nonparticipating Provider, except when parents are divorced. In that case, the custodial parent may request, in
writing, that the Student Health Benefit Plan pay a Nonparticipating Provider for covered services for a child.
When the Student Health Benefit Plan pays the provider at the request of the custodial parent, the Student Health
Benefit Plan has satisfied its payment obligation. This provision may be waived for certain out-of-state institutional
and medical/surgical providers.

The Student Health Benefit Plan does not pay claims to providers or to employees for services received in
countries that are sanctioned by the United States Department of Treasury’s Office of Foreign Assets Control
(OFAC), except for medical emergency services when payment of such services is authorized by OFAC.
Countries currently sanctioned by OFAC include Cuba, Iran, and Syria. OFAC may add or remove countries from
time to time.

Release of Records

Claimants agree to allow all health care providers to give the Claims Administrator needed information about the
care that they provide to them. The Claims Administrator may need this information to process claims, conduct
utilization review and quality improvement activities, and for other health plan activities as permitted by law. If a
provider requires special authorization for release of records, claimants agree to provide this authorization. A
claimant’s failure to provide authorization or requested information may result in denial of the claimant’s claim.

Right of Examination

The Claims Administrator and the Plan Administrator each have the right to ask a claimant to be examined by a
provider during the review of any claim. The Student Health Benefit Plan pays for the exam whenever either the
Claims Administrator or the Plan Administrator requests the exam. A claimant’s failure to comply with this request
may result in denial of the claimant’s claim.
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UMD HEALTH SERVICES

This benefit level is only available to covered students who have paid the mandatory Student Service Fee.
Covered students and scholars who have not paid the Student Service Fee, and covered spouses and
covered children may use the UMD Health Services under the In-Network benefit level (see the Benefit
Chart pages 28-59).

The Student Health Benefit Plan in combination with your Student Service Fees provide 100% coverage for
eligible expenses incurred at UMD Health Services, the following services are available at UMD Health Services:

o Acute iliness or injury

o Allergy injections

o Elective minor surgery

e Ongoing minor surgery

e Gynecology exams

e Immunizations and records
e Labtests

e Mental health counseling
¢ Nutrition counseling

e Physical examinations

e Sports medicine

e Smoking cessation

o X-rays

e Triage service for urgent care and walk-in patients
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BENEFIT CHART

This section lists covered services and the benefits the Student Health Benefit Plan pays. All benefit
payments are based on the allowed amount. Coverage is subject to all other terms and conditions of this
Summary Plan Description and must be medically necessary.

Benefit Features, Limitations, and Maximums

Benefit Features Your Liability
Copays
e Retail Health Clinic copay $10

e Prescription drugs:

(Retail pharmacy and 90dayRx have a combined
maximum benefit of $2,500 per person per plan year)

Retail pharmacy:

= Generic drug copay $12
= Brand name drug copay $20

90dayRx including participating retail 90dayRx
pharmacy and mail service pharmacy:

=  Generic drug copay $24
= Brand name drug copay $40

Prescription medications dispensed at the UMD Student Health Services are covered at 100%.

Benefit Features Limitations and Maximums

Out-of-Pocket Maximums
e All providers combined $2,000 per person per plan year

Note: Price differences between brand name and generic drugs may be your responsibility in certain instances.
This amount is your responsibility and is not credited towards any out-of-pocket maximum.

The following items are applied toward the Out-of-Pocket Maximum:
1. coinsurance;

2. Retail Health Clinic copays; and

3. penalties for not giving us preadmission notification.

The following items are NOT applied toward the Out-of-Pocket Maximum:
1. prescription drug copays.
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Lifetime Maximum

o Total benefit paid to all providers combined $3 million per person.
(benefits received at UMD Health Services
incurred by students who have paid the Student
Services Fee are not charged against the Student
Health Benefit Plan maximum)

Benefit Descriptions
Please refer to UMD Health Services (page 27) for your highest level of coverage.

Please refer to the following pages for a more detailed description of Student Health Benefit Plan benefits.
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The Student Health Benefit Plan
Covers:

Ambulance

In-Network Providers

Out-of-Network Providers

e Air or ground transportation for
basic or advanced life support
from the place of departure to
the nearest facility equipped to
treat the illness

e Medically necessary,
prearranged or scheduled air or
ground ambulance
transportation requested by an
attending physician or nurse

80%

80%

NOTES:

o Please see the Notification Requirements section.
e |If the Claims Administrator determines air ambulance was not medically necessary but ground ambulance
would have been, the Student Health Benefit Plan pays up to the allowed amount for medically necessary

ground ambulance.

NOT COVERED:

e transportation services that are not medically necessary for basic or advanced life support
e transportation services that are mainly for your convenience
e please refer to the General Exclusions section
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UMD Health Services Behavioral Mental Health Care

The Student Health Benefit Plan Covers:

UMD Health Services

e Outpatient health care professional charges 100%

rendered at UMD Health Services

Behavioral Health Mental Health Care

The Student Health Benefit Plan
Covers:

In-Network Providers

Out-of-Network Providers

e Outpatient health care professional
charges for services including:

= assessment and diagnostic
services

= individual/group/family therapy
(office/in-home mental health
services)

= neuro-psychological
examinations

e Professional health care charges
for services including:

= clinical based partial programs

= clinical based day treatment

= clinical based Intensive
Outpatient Programs (IOP)

o Outpatient hospital/outpatient
behavioral health treatment facility
charges for services including:

= evaluation and diagnostic
services

individual/group therapy
crisis evaluations
observation beds

family therapy

e Inpatient health care professional
charges

¢ Inpatient hospital and inpatient
residential behavioral health
treatment facility charges for
services including:

= hospital based partial
programs

= hospital based day treatment

= hospital based Intensive
Outpatient Programs (IOP)

= all eligible inpatient services

= emergency holds

80%

80%
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NOTES:

Please refer to UMD Health Services (page 27) for your highest level of coverage.
Please see the Notification Requirements section.

Court-ordered treatment for mental health care that is based on an evaluation and recommendation for such
treatment or services by a physician or a licensed psychologist is deemed medically necessary.

A court-ordered, initial exam for a dependent child under the age of 18 is also considered medically
necessary without further review by the Claims Administrator. Court-ordered treatment for mental health care
that is not based on an evaluation and recommendation as described above will be evaluated to determine
medical necessity. Court-ordered treatment that does not meet the criteria above will be covered if it is
determined to be medically necessary and otherwise covered under this Student Health Benefit Plan.
Outpatient family therapy is covered if rendered by a health care professional and the identified patient must
be a covered member. The family therapy services must be for the treatment of a behavioral health diagnosis.
Admissions that qualify as “emergency holds” as the term is defined in Minnesota statutes are considered

medically necessary for the entire hold.
Coverage is provided for diagnosable mental health conditions, including autism and eating disorders.

Coverage provided for treatment of emotionally disabled children in a licensed residential behavioral health
treatment facility is covered the same as any other inpatient hospital medical admission.

For lab and diagnostic imaging services billed by a health care professional, please refer to Physician
Services. For lab and diagnostic imaging billed by a facility, please refer to Hospital Inpatient or Hospital
Outpatient.

For home health related services, please refer to Home Health Care.

Psychoeducation is covered for individuals diagnosed with schizophrenia, bipolar disorder, and borderline
personality disorder. Psychoeducational programs are delivered by an eligible provider to the patient on a
group or individual basis as part of a comprehensive treatment program. Patients receive support,
information, and management strategies specifically related to their diagnosis.

Coverage is provided for therapy conducted by televideo conferencing services. Eligible televideo
conferencing services do not include email and physician/patient telephone calls, except for eligible E-Visits.
Coverage is provided for crisis evaluations delivered by mobile crisis units.

You pay all charges that exceed the allowed amount when you use a Nonparticipating Provider.

NOT COVERED:

treatment for attention deficit disorder without mention of hyperactivity or with hyperactivity (only the testing is
covered)

services for mental illness that are not listed in the most recent edition of the International Classification of
Diseases

custodial care, nonskilled care, adult daycare or personal care attendants

services or confinements ordered by a court or law enforcement officer that are not medically necessary;
services that are not considered medically necessary include, but are not limited to, the following: custody
evaluations, parenting assessments, education classes for Driving Under the Influence (DUI)/Driving While
Intoxicated (DWI) offenses, competency evaluations, adoption home status, parental competency and
domestic violence programs

room and board for foster care, group homes, incarceration, shelter, shelter care, and lodging programs
halfway house services

services for marriage/counseling therapy/counseling not related to the treatment of a covered member’s
diagnosable mental health disorder

services for or related to marriage/couples training for the primary purpose of relationship enhancement
including, but not limited to premarital education; or marriage/couples retreats, encounters, or seminars
educational services with the exception of nutritional education for individuals diagnosed with anorexia
nervosa, bulimia, or eating disorders NOS (not otherwise specified)

skills training

therapeutic support of foster care (services designed to enable the foster family to provide a therapeutic
family environment or support for the foster child’s improved functioning)

services for the treatment of learning disabilities

therapeutic day care and therapeutic camp services

hippotherapy (equine movement therapy)

charges made by a health care professional for email and physician/patient telephone consultations, except
for eligible E-Visits

please refer to the General Exclusions section
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UMD Health Services Substance Abuse Care

The Student Health Benefit Plan Covers:

UMD Health Services

e Outpatient health care professional charges
rendered at UMD Health Services

100% of available services

Behavioral Health Substance Abuse Care

The Student Health Benefit Plan
Covers:

In-Network Providers

Out-of-Network Providers

Outpatient health care 80% 80%
professional charges for
services including:

= assessment and diagnostic
services

= family therapy

= opioid treatment

Outpatient hospital/outpatient
behavioral health treatment
facility charges for services
including:

= Intensive Outpatient
Programs (IOP) and related
aftercare services

Inpatient health care
professional charges

Inpatient hospital/residential
behavioral health treatment
facility charges

NOTES:

Please refer to UMD Health Services (page 27) for your highest level of coverage.

Please see the Notification Requirements section.

Court-ordered treatment for substance abuse care that is based on an evaluation and recommendation for
such treatment or services by a physician or a licensed psychologist, a licensed alcohol and drug dependency
counselor or a certified substance abuse assessor is deemed medically necessary.

A court-ordered, initial exam for a dependent child under the age of 18 is also considered medically
necessary without further review by the Claims Administrator. Court-ordered treatment for substance abuse
care that is not based on an evaluation and recommendation as described above will be evaluated to
determine medical necessity. Court-ordered treatment will be covered if it is determined to be medically
necessary and otherwise covered under this Student Health Benefit Plan.

Admissions that qualify as “emergency holds”, as the term is defined in Minnesota statutes, are considered
medically necessary for the entire hold.

Outpatient family therapy is covered if rendered by a health care professional and the identified patient must
be a covered member. The family therapy services must be for treatment of a behavioral health diagnosis.
For lab and diagnostic imaging services billed by a health care professional, please refer to Physician
Services. For lab and diagnostic imaging billed by a facility, please refer to Hospital Inpatient or Hospital
Outpatient.
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For home health related services, please refer to Home Health Care.

Coverage is provided for therapy conducted by televideo conferencing services. Eligible televideo
conferencing services do not include email and physician/patient telephone calls, except for eligible E-Visits.
You pay all charges that exceed the allowed amount when you use a Nonparticipating Provider.

NOT COVERED:

treatment for attention deficit disorder without mention of hyperactivity or with hyperactivity (only the testing is
covered)

services for substance abuse or addictions that are not listed in the most recent edition of the International
Classification of Diseases

custodial care, nonskilled care, adult daycare or personal care attendants

services or confinements ordered by a court or law enforcement officer that are not medically necessary;
services that are not considered medically necessary include, but are not limited to, the following: custody
evaluations, parenting assessments, education classes for Driving Under the Influence (DUI)/Driving While
Intoxicated (DWI) offenses, competency evaluations, adoption home status, parental competency and
domestic violence programs

room and board for foster care, group homes, incarceration, shelter, shelter care, and lodging programs
halfway house services

substance abuse interventions, defined as a meeting or meetings, with or without the affected person, of a
group of people who are concerned with the current behavioral health of a family member, friend or colleague,
with the intent of convincing the affected person to enter treatment for the condition

charges made by a health care professional for email and physician/patient telephone consultations, except
for eligible E-Visits

please refer to the General Exclusions section
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The Student Health Benefit Plan
Covers:

Chiropractic Care

In-Network Providers

Out-of-Network Providers

e Chiropractic care

80%

80%

NOTES:

Please see the Notification Requirements section.

Chiropractic care is limited to a maximum benefit of $500 per person per plan year when you use an Out-of-
Network Provider.

Office visits include medical history, medical examination, medical decision making, counseling, coordination
of care, nature of presenting problem, and the chiropractor’s time.

For lab and diagnostic imaging services billed by a health care professional, please refer to Physician
Services. For lab and diagnostic imaging services billed by a facility, please refer to Hospital Inpatient or
Hospital Outpatient.

You pay all charges that exceed the allowed amount when you use a Nonparticipating Provider.

NOT COV