OPTIMUM CHOICE, Inc. Benefit Summary

A UnitedHealthcare Company
Maryland - Optimum Choice
OCt - Plan BBQJ

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share
of the costs. It's always best o review your Certificate of Coverage (COC) and check your coverage before getting any
health care services, when possible.

What are the benefits of the Optimum Choice Plan?
Get a plan with a Primary Care Provider (PCP) to help coordinate your care.

This is a health plan that requires you to select a PCP who can help guide you through

the health care system so you can get the right care at the right time. Are you a member?
Easily manage your benefits
> You need to select your personal PCP from the plan network. online at myuhc.com® and
on the go with the
> You need to get referrals to see a network specialist. Your PCP must submit all UnitedHealthcare
referrals. Health4Me® mobile app.

For questions, call the
member.phone number on
- your health plan |ID card.

> There's no coverage if you go out-of-network or if you see a network specialist
without a referral. You will be responsible for the entire cost of the service.

> Preventive care is covered 100% in our network.

Not enrolled yet? Search for network doctors or hospitals at welcometouhc.com or call 1-
866-873-3903, TTY 711, 8 a.m. to 8 p.m. local time, Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn't include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts te pay) (Your cost share after the deductible)

$30 $1,500 10%

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage {COC), Schedule of Benefits, Riders, and/or
Amendments, those documents are correct. Review your COC for an exact description of the services and supplies that are and
are not covered, those which are excluded or limited, and other terms and conditions of coverage.

Optimum Choice, Inc.
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Your Costs

In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these %
costs.

Your cost if you use Network Benefits

What is an annual deductible?

The annual deductible is the amount you pay for Covered Health Care Services per year before you are cligible to
receive Benefits. It does not include any amount that exceeds Allowed Amounts. The deductible may not apply to all
Covered Health Care Services. You may have more than one type of deductible.

> Your co-pays don't count towards meeting the deductible unless otherwise described within the specific
covered health care service.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not
have to pay more than the individual deductible amount.

Medical Deductible - Individual $1,500 per year
Medical Deductible - Family $3,000 per year

What is an out-of-pocket limit?

The Out-of-Pocket Limit is the maximum you pay per year. Once you reach the Qut-of-Pocket Limit, Benefits are
payable at 100% of Allowed Amounts during the rest of that year.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket
limit.
Out-of-Pocket Limit - Individual $4,500 per year
Qut-of-Pocket Limit - Family $9,000 per year
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Your Costs

J

What is co-insurance?

Co-insurance is the amount you pay each time you receive certain Covered Health Care Services calculated as a
percentage of the Allowed Amount (for example, 20%). You pay co-insurance plus any deductibles you owe. Co-
insurance is not the same as a co-payment (or co-pay).

What is a co-payment?

A Co-payment is the amount you incur each time you receive certain Covered Health Care Services calculated as a set
dollar amount (for example, $50). Any dollar amount Co-payment is payable directly to the provider of the Covered
Health Care Service at the time of service. If the provider does not request payment of the Co-payment at the time
service is rendered or a supply provided, you need not pay the Co-payment at that time, and the provider will bill you
for the Co-payment. You will never be denied Covered Health Care Services because of an inability to meet the Co-
payment requirement. You are responsible for paying the lesser of the applicable Co-payment or the Allowed Amount.
Please see the specific Covered Health Care Service to see 1f a co-payment applies and how much you have to pay.

What is Precertification/Preadmission Authorization?

Precertification or preadmission authorization is getting approval before you receive certain Covered Health Care
Services. Physicians and other health care professionals who participate in a Network are responsible for obtaining
precertification or preadmission authorization. However there are some Benefits that you are responsible for obtaining
authorization before you recetve the services. Please see the specific Covered Health Care Service to find services that
require you to obtain precertification or preadmission authorization.

Want more information?

Find additional definitions in the glossary at justplainclear.com.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments
paid by you or your employer, you are responsible for paying these costs.

Covered Health Care Services Your cost if you use Network Benefits

Limited to 12 visits per year. $60 co-pay per visit. A deductible does not apply.
Emergency Ambulance: 10% co-insurance, after the medical deductible has been met.
Non-Emergency Ambulance: 10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.

Cellular or Gene Therapy services The amount you pay is based on where the covered health care service is
must be received from a Designated provided.
Provider.

Precertification is required.

You pay nothing. A deductible does not apply.

Limited to 20 visits per year. $30 co-pay per visit. A deductible does not apply.

- The amount you pay is based on where the covered health care service is
provided except that any limit on the amount or duration of Benefits specific
to such Covered Health Care Service category does not apply to Benefits
under this Covered Health Care Service.

10% co-msurance, after the medical deductible has been met.

The amount you pay is based on where the covered health care service is
provided.
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" Your Costs

Covered Health Care Services

Your cost if you use Network Benefits

The amount you pay is based on where the covered health care service is
provided, except that any limit on the amount or duration of Benefits specific
to such Covered Health Care Service category does not apply to the
following Benefits, as described in the COC which are required by Maryland
law: Dental treatment for cleft lip/cleft palate, Dental anesthesia and
associated Hospital and facility charges in conjunction with dental care for
children seven years of age and younger and for extremely uncooperative,
fearful or uncommunicative children age 17 or younger.

Diabetes Self-Management and
Training/Diabetic Eye Exams/Foot
Care:

Diabetes Self-Management [tems:

The amount you pay is based on where the covered health care service is
provided except that any limit on the amount or duration of Benefits specific
to such Covered Health Care Service category does not apply to Benetfits for
diabetes self-management items under this Covered Health Care Service.

The amount you pay is based on where the covered health care service is
provided under Durable Medical Equipment (DME), Orthotics and Supplies

or in the Outpatient Prescription Drug Rider except that any limit on the
amount or duration of Benefits specific to the Durable Medical Equipment i
(DME), Orthotic and Supplies Benefit category or the Outpatient ‘
Prescription Drug Rider does not apply to Benefits for diabetes selt-
management items under this Covered Health Care Service. Diabetes test
strips are not subject to Annual Deductible, Co-insurance or Co-payment. 1

Limited to a single purchase of a type
of DME or orthotic every three years or
as needed to accommodate growth in
children. Repair and/or replacement of
DME or orthotics would apply to this
limit in the same manner as a purchase.

Note: Treatment for lymphedema
received in connection with the
Lymphedema Services benefit is not
subject to any limits.

10% co-insurance, after the medical deductible has been met.

$250 co-pay per visit. A deductible does not apply.

The amount you pay is based on where the covered health care service is
provided and in the Qutpatient Prescription Drug Rider.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits o

The amount you pay is based on where the covered health care service is
provided except that any limit on the amount or duration of Benefits specific
to such Covered Health Care Service category does not apply to Benefits
under this Covered Health Care Service.

$30 co-pay per visit. A deductible does not apply.

Limited to $350 per year. 10% co-insurance, after the medical deductible has been met.

Limited to a single purchase per 10% co-insurance, after the medical deductible has been met.
hearing impaired ear every three years.

Repair and/or replacement of a hearing

aid would apply to this limit in the

same manner as a purchase.

Limited to 60 visits per year. One visit  10% co-insurance, after the medical deductible has been met.
equals up to four hours of skilled care

services. This visit limit does not apply

to the visits mandated by state law as

described under Home Health Care in

Section | of the COC. This visit limit

does not include any service which is

billed only for the administration of

intravenous infusion.

Co-payment/Co-insurance and
deductible will not apply to postpartum
home visits, as described under Home
Health Care in Section 1 of the COC.

For the administration of intravenous
infusion, you must receive services
from a provider we identify.

10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.

Page 6 of 14



" Your Costs

Covered Health Care Services Your cost if you use Network Benefits

Infertility Services does not include in  10% co-insurance, after the medical deductible has been met.
vitro fertilization. See the In Vitro
Fertilization Benefit category.

Limited to three in vitro fertilization 10% co-insurance, after the medical deductible has been met.
attempts per live birth, subject to a

maximum benefit of $100,000 per

Covered Person during the entire

period of time he or she is enrolled for

coverage under the Policy. This limit

includes Benefits for medications

associated with in vitro fertilization, as

provided under the Qutpatient

Prescription Drug Rider.

Lab Testing - Outpatient: You pay nothing. A deductible does not apply.

X-Ray and Other Diagnostic Testing -  You pay nothing. A deductible does not apply. -
Outpatient:

The amount you pay is based on where the covered health care service is
provided except that any limit on the amount or duration of Benefits specific
to such Covered Health Care Service category does not apply to Benefits
under this Covered Health Care Service.

10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits .

Inpatient: 10% co-insurance, after the medical deductible has been met.

Qutpatient: $60 co-pay per visit. A deductible does not apply.

Any Co-payment for methadone
maintenance treatment will not be
greater than 50% of the daily cost for
the methadone maintenance treatment.

Partial Hospitalization/Intensive 10% co-insurance for Partial Hospitalization/Intensive Qutpatient Treatment
Outpatient Treatment: and all other outpatient services except office visits, after the medical
deductible has been met.

Limited to $2,500 per year. Thisannual  10% co-insurance, after the medical deductible has been met.
dollar limit does not apply to ostomy
supplics. :

This includes medications given at a 10% co-insurance, after the medical deductible has been met.
doctor’s office, or in a Covered
Person’s home.

10% co-insurance, after the medical deductible has been met.

$30 co-pay pe visit for rlmary care physician office visit. A deductible
does not apply.

$60 co-pay per visit for a specialist office visit. A deductible does not apply.

The amount you pay is based on where the covered health care service is
provided except that an Annual Deductible will not apply for a newborn
child whose length of stay in the Hospital is the same as the mother's length
of stay.

Prescription drug benefits are shown in the Prescription Drug benefi sma.
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" Your Costs

]

Covered Health Care Services

Physician Office Services, Lab, X-Ray
or other preventive tests.

Note: Services for Fertility Awareness-
Based Methods are not subject to cost
share.

Your cost if you use Network Benefits

You pay nothing. A deductible does not apply.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA),
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare
also covers other routine services that may require a co-pay, co-insurance or deductible.

Limited to a single purchase of each
type of prosthetic device every three
years or as required to accommodate
growth in children. Socket
replacements may be considered if the
Covered Person has a documented
significant change in residual volume
or weight. Repair and/or replacement
of a prosthetic device would apply to
this limit in the same manner as a
purchase.

This limit does not apply to prosthetic
devices for any arm, leg, hand, foot, or
eye as required under Maryland
msurance law.

10% co-insurance, after the medical deductible has been met.

The amount you pay is based on where the covered health care service is
provided except that any limit on the amount or duration of Benefits specific
to such Covered Health Care Service category does not apply to Benefits for
reconstructive breast surgery under this Covered Health Care Service.
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Your Costs

Covered Health Care Services Your cost if you use Network Benefits ‘

Any combination of physical therapy,  $30 co-pay per visit. A deductible does not apply.
occupational therapy, and speech

therapy is limited to 60 visits or 60 days

(whichever is greater) per Sickness or

Injury.

Limited per year as follows:

20 outpatient visits of pulmonary

rehabilitation therapy.

36 outpatient visits of cardiac
rehabilitation therapy.

20 outpatient visits of cognitive
rehabilitation therapy.

30 outpatient visits of post-cochlear
implant aural therapy.

Note: Outpatient rehabilitative services
received in connection with the
Treatment of Cleft Lip or Palate or
Both Benefits are not subject to any
limit shown above.

10% co-msurance, after the medical deductible has been met.

Diagnostic/therapeutic scopic
procedures include, but are not limited
to colonoscopy, sigmoidoscopy and
endoscopy.

Limited to 60 days per year. 10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.

10% co-insurance, after the medical deductible has been met.

The amount you pay is based on where the covered health care service is
provided.
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" Your Costs

. Covered Health Care Services | Your cost if you use Network Benefits

Therapeutic treatments include, butare  10% co-insurance, after the medical deductible has been met.
not limited to dialysis, intravenous

chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Cost share requirements for orally
administered cancer chemotherapy will
not be less favorable than the cost share
requirements for cancer chemotherapy
that is administered infravenously or by
mjection.

Network Benefits must be received The amount you pay is based on where the covered health care service is
from a designated provider. provided.

10% co-insurance, after the medical deductible has been met.

$75 co-pay per visit. A deductible does not apply.

Benefits are available only when $10 co-pay per visit. A deductible does not apply.

services are delivered through a

Designated Virtual Visit Network

Provider. You can find a Designated

Virtual Visit Network Provider by

contacting us at myuhc.com™ or the

telephone number on your ID card. !
Access to Virtnal Visits and [
prescription services may not be r
available in all states or for all groups. : ‘
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Services your plan generally does NOT cover. It is recommended that you review your COC, Amend-_
ments and Riders for an exact description of the services and supplies that are covered, those which
are excluded or limited, and other terms and conditions of coverage.

* Cosmetic Surgery

* Dental Care (Adult/Child)

* (Glasses

¢ Long-Term Care

* Non-emergency care when traveling outside the U.S.
* Private-Duty Nursing

* Routine Eye Care (Adult/Child)

* Routine Foot Care

* Weight Loss Programs

For Internal Use only:

MDMBCIVBBQJ19
Item# Rev. Date
515-12224  0719_rev01 OCI| Gated Base/Sep/Emb/42088/2018
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Optimum Choice, Inc. does not treat members differently because of sex, agse,
race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color,
disability or national origin, you can send a complaint to Civil Rights Goordinator.

Online; UHC Civil Rights@uhc.com

Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.0. Box
30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A
decision will be sent to you within 30 days. If you disagree with the decision, you
have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone number listed
on your ID card, TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https:/ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http /fwww hhs.ggviocripffice/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 508F, HHH Building Washington, D.C. 20201

We provide free servicas to help you communicate with us. Such as, letters in
others languages or targe print. Or, you can ask for an interpreter. To ask for help
please call the toll-free phone number listed on your ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

ATTENTION: H you speak English, language assistance services, free of
‘charge, are avatlable to yvou.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espaiicl {Spanish). hav servicios de asistencia de
idiomas, sin cargo, a su disposicidn. Liame al niimero de 1eféfono gratuito que
aparece en su tarjeta de identificacin,

EEE  BREHDI (Chinese) - REBEESTIEHESIZBET - 58
TSN ENBESEERTE -

XINLIFU ¥V Néu quy vindi t:eng Viét (Vietnamese), quy vi s€ dirgc cung cap
dich vy tro gidp vé ngcm ngit micn phi. Vuoi long got 56 dién thogi mifn phi &
mit san the hdi vién cua quy vi

P B 30IEoreany B WSS H G0 M MUl L8 B 018
SHet - Ml {Bie MEBERE Ftoof 2l
of

PAAT ALA: Kung nagsasalita ka ng Tagaleg (Tagalog), may malkukuha kang
mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na numero ng
telepono na nasa ivong identification card.

BHITMAHIIE: GeciraTHme VOIVIH HepeBOoAR OCTYIINES 414 Mogell, Qe
poaHol sk TEaReTes pycckod (Russian) Mosgomrmre mo Secrnataoay
Hosepy TenedoHa, YKa3aHHOMY Ha sanreli HaeRTRHKaHOHHOH KapTe.

ela oM aalhe el 4 i e Lol Chens s L(Ayabic) 2z adlioati OOk I3
Aygenelt Blae o spagadt it oml g o i

ATANSYON: 51 w pale Kreyél ayisyen (Haitian Creele). ou kapab benefisye
s&vis ki gratie pou ede w nan lang pa w. Tanpri rele nimewo gratis ki sou kat
idantifikasyon w.

ATTENTION : Si vous parlez francais (French}, des services d’aide
linguistique vous sont proposés gratuitemnent. Veuillez appeler le numéro de
téléphone gramit fipurany sur votre carte d identificafion.

TTWAGA: Jezeli méwisz po polsku (Polish). udostcpntlidmy darmowe ustog:
thimacza. Prosuny zadzwonié pod berplatuy numer telefone podany na karcie
wdemtyfikacyine).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de
assisténcia de idiomas gratuito. Ligue gratuitamente para o nimero encontrado
no seu cartdo de identificagio.

ATTENZIONE: in caso la lingua parlata sia I'italiano (Etalian), sono disponibili
servizi di assistenza lingnistica gratniti. Per favore chiamate I numero di
telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sic Deutsch (German) sprechen, stehen Thnen kostenlos

‘sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rafen Sie die

gebithrenfreie Rufhummer auf der Ruckseite Thres Mitghedsansweises an.

FEEIE - AXRE(Tapanese) TIE SN SIEE, BROSEIEY—E R

E;*EJJEEL‘T._TJTET EREEIH -SRI N T2 7 —H AL
HEEE

oo haad UL 3 R0 s Ly ot dhaet Thasa o (Farsi) WL:LL.;! Ly R sen 3
JERT -SRI INN mw..‘&.m...La...\_nl_ LM-\SQJ&JUA.}JLM_E&J iy

W & gfg o0 TESY (Hingh) T B, &ﬂﬂﬁ%ﬁ&aﬂ TO BE, ﬁ{;@
IUcTeE § | HUAI 3T UggH 9 W Eiag e O it Bl

CEEB TOOM: Yog koj hais Lus Hmoob (Hmoug), muaj kev pab tuhais lus pub
dawb ran kay. Thov I 1au tus xov too) hu deb dawb vas teew muaj myob rau
ntawm koy daim ywaj cim ghia tus kheej.

SaMUMmIEan; a0 S s—sﬁsmmﬁ‘l ﬁ.m,aa‘
(Kimen LUNTS (AT NN S ST 5 89103
HUN S RINU H /™Y

mammm R i =Rk n R Fn d A

& utn Sf“&"?iﬂjﬁﬁfdﬁ'ﬂ nm_":“nmumz—aﬁﬂi

PAKDAAR: Nu saritaem ti llocano (Tlocane), 11 serbisyo para i baddang ti
lengruahe nga awanan bayadna, ket sidadaan para kenvam. Maidawat nga
awagan iti toll-free a numero i telepono nga nakalista ayan it identification card
mo.

DY BAAAKONINIZIN: Diné (Navajo) bizaad bee yénilti'go, saad bee
dlca'anida’awo'igii, t'44 jiik'eh, bee nd'ahdot'y. T'a4 shgedi ninaalisoos nitfizi bee
nééhozinigli bine'dee’ a4 jik'chge béévh bee hane't bikd'ig bes hodiiluih.
OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada

higadda. oo bilaash ah, ayaad heli kartaa. Padlan wac lambarka telefonka khadka
bilaashkz ee ku vaalla kaarkaaga aqoonsiga.
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OPTIMUM CHOICE, Inc.

A UnitedHealthcare Company

Outpatient Prescription Drug Products

Maryland Plan 2V
modifiedStandard Drugs:

20/40/70
Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging into your account on myuhc.com® or calling the Gustomer Care number on your ID
card.

Individual Deductible No Deductible
Family Deductible No Deductible

Individual Qut-of-Pocket Limit See the Medical Benefit Summary for the total Individual Out-of-Pocket Limitthat

applies.
Family Out-of-Pocket Limit See the Medical Benefit Summary for the total Family Out-of-Pocket Limit that
applies.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover alt of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.
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Optimum Choice, Inc.
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Retail
Network Pharmacy or Preferred Specialty
Network Pharmacy

*Mail Order
Network Pharmacy or Preferred 90 Day Retail
Network Pharmacy**

Tier 1
Prescription
Drug Products

$20

$50

Tier 2
Prescription
Drug Products

$40

$100

Tier 3
Prescription
Drug Products

$70

$175

The maximum amount we will pay for
covered Prescription Drug Products for In ~ Person.
Vitro Fertilization during the entire period of

time the Covered Person is enrolled for

coverage under the Policy. This limit

includes Benefits covered under the COC.

$100,000 for Prescription Drug Products for In Vitro Fertilization per Covered

Benefit Plan Co-payment/Co-insurance - The amount you pay for Prescription Drug Products.

* Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the
telephone number on the back of your ID card for more information.

** You will be charged a retail Co-payment and/or Co-insurance for 31 days or 2 times for 60 days based on the number of days
supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask your
Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply

with three refills.
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For Prescription Drug Products at a retail Network Pharmacy, you must incur the lowest of the applicable Co-payment andfor Co- -
insurance, the Network Pharmacy's Usual and Customary Charge for the Prescription Drug Product or the Prescription Drug
Charge for that Prescription Drug Product. For Prescription Drug Products from a mail order Nefwork Pharmacy, you must incur the
lower of the applicable Co-payment and/or Co-insurance or the Prescription Drug Charge for that Prescription Drug Product. See
the Co-payments and/or Co-insurance stated in the Benefit Information table for amounts. Your Co-payment and/or Co-insurance
will never exceed the retail price of the Prescription Drug Product.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to
time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 30-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits, or as
aliowed under the Smart Fill Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty
Network Pharmacy, a Non-Preferred Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail order Network Pharmacy
or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy
requirements. In order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug

Product(s) first. A step therapy requirement may not be imposed if: The step therapy drug has not been approved by the U.S. Food
and Drug Administration (FDA) for the medical condition being treated; or The prescribing provider documents and notifies us that
a Prescription Drug Product: Was ordered by the prescribing provider for the Covered Person within the past 180 days; and Based
on the professional judgment of the prescribing provider, was effective in treating the Covered Person's medical condition. You may

find out whether a Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com® or the
telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician or your pharmacist are required to obtain prior
authorization from us or our designee fo determine whether the Prescription Drug Product is in accordance with our approved
guidelines and it meets the definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven
Service.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an
arrangement to provide those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to
obtain your Prescription Drug Product from the Designated Pharmacy, no Benefit will be paid for that Prescription Drug Product,
except when the Prescription Order or Refill is for an Emergency, or for an unforeseen illness, injury, or condition requiring
immediate care.

Certain Preventive Care Medications may be covered. You can get more information by contacting us at myuhc.com® or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by a mail order Pharmacy. The Outpatient Prescription Drug
Schedule of Benefits will tell you how mail order Pharmacy supply limits apply. Please contact us at myuhc.com® or the telephone
number on your 1D card to find out if Benefits are provided for your Prescription Drug Product and for information on how to obtain
your Prescription Drug Product through a mait order Pharmacy.
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PHARMACY EXCLUSIONS

2 The following exclusions apply. In addition see your Certificate and SBN for additional exclusions and limitations that may apply.

+ A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another
covered Prescription Drug Product. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.
Please access www.myuhc.com through the Internet or call the telephone number on your ID card for information on which
Prescription Drug Products classified as Therapeutic Equivalent. Note: We will provide immediate coverage for Prescription
Drug Product deemed Therapeutically Equivalent if, in the judgment of the Authorized Prescriber: The excluded Prescription
Drug Product is not Therapeutically Equivalent to the other covered Prescription Drug Product; or The covered Prescription
Drug Product on the Prescription Drug List: Has been ineffective in treating a Covered Person’s disease or condition; or Has
caused or is fikely to cause an adverse reaction or other harm to the Covered Person; or For a contraceptive prescription drug
or device, the prescription drug or device that is not on the formulary is Medically Necessary for the Covered Person to adhere
to the appropriate use of the prescription drug or device.

« A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Brug Product that was previously excluded under
this provision. Please access www.myuhc.com through the Internet or call the telephone number on your 1D card for
information on which Prescription Drug Products classified as Therapeutic Equivalent. Note: We will provide immediate
coverage for Prescription Drug Product deemed Therapeutically Equivalent if, in the judgment of the Authorized Prescriber; The
excluded Prescription Drug Product is not Therapeutically Equivalent to the other covered Prescription Drug Product; or The
covered Prescription Drug Product on the Prescription Drug List: Has been ineffective in treating a Covered Person's disease or
condition: or Has caused or is likely {o cause an adverse reaction or other harm to the Covered Person; or For a contraceptive
prescription drug or device, the prescription drug or device that is not on the formulary is Medically Necessary for the Covered
Person to adhere to the appropriate use of the prescription drug or device.

- Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available, unless otherwise
required by law or approved by us. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.
However, we will provide immediate coverage for Therapeutically Equivalent alternatives if, in the judgment of the authorized
prescriber (as defined in Section 12-101 of the Health Occupation Article of the Maryland Code: The excluded Therapeutically
Equivalent alternatives are not therapeutically equivalent to the other covered Prescription Drug Produets or The covered
Therapeutically Equivalent alternatives on the Prescription Drug List: Has been ineffective in treating a Covered Person's
disease or condition: or Has caused or is likely to cause an adverse reaction or other harm to the Covered Person; or For a
contraceptive prescription drug or device, the prescription drug or device that is not on the formulary is medically necessary for
the Covered Person to adhere to the appropriate use of the prescription drug or device.

- Experimental or Investigational or Unproven Services and medications; medications used for experimental treatments for
specific diseases and/or dosage regimens determined by us to be experimental, investigational or unproven. This exclusion
does not apply to the off-label use of a Prescription Drug Preduct if such Prescription Drug Product is recognized for treatment
in any of the standard reference compendia or in the medical literature. Furthermore we shall provide Benefits for Prescription
Drug Products that have been approved for sale by the U.S. Food and Drug Administration (FDA) whether or not the FDA has
approved the Prescription Drug Product for use in treatment a particular condition, to the extent that the Prescription Drug
Products are not paid for by the manufacturer, distributor, or provider of that Prescription Drug Product.

= Any product dispensed for the purpose of appetite suppression or weight loss.
= Medications used for cosmetic purposes.

» Prescription Drug Products when prescribed to treat infertility. Notwithstanding this exclusion, if in vitro fertilization is a Covered
Health Service under the medical Benefits, Prescription Drug Products associated with this procedure are Covered Heailth
Services.

- Certain Prescription Drug Products for tobacco cessation.

- Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, uniess we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or made up of components that are available in over-the-counter form or equivalent. Certain Prescription
Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement. Such
determinations may be made up to six times during a calendar year. We may dacide at any time to reinstate Benefits fora
Prescription Drug Product that was previously excluded under this provision. This exclusion does not apply to over-the-counter
contraceptives that do not require a prescription. Please access www.myuhc.com through the Internet or call Customer Care at
the telephone number on your ID card for information on which over-the-counter drugs are not covered under the terms of this
exclusion. Note: Notwithstanding this exclusion, we will provide immediate coverage for excluded Prescription Drug Products
described above if, in the judgment of the Authorized Prescriber: The over-the-counter drug is not equivalent to the Prescription
Drug Product on the Prescription Drug List; or An equivalent over-the-counter drug: Has been ineffective in treating the
Coverad Person's disease or condition; or has caused or is likely to cause an adverse reaction or other harm to the Covered
Person; or For a contraceptive prescription drug or device, the prescription drug or device that is not on the formulary is
Medically Necessary for the Covered Person to adhere to the appropriate use of the prescription drug or device.
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PHARMACY EXCLUSIONS (CONTINUED

i

ny product for which the primary use is a source of nutrition, nutritional suppiements, or dietary management of disease and -
prescription medical food products, even when used for the treatment of Sickness or Injury, except as described in Medical
Foods and Amino Acid-Based Elemental Formula in Section 1 of the COC.

MDXPLAA2V12 modified
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QOptimum Choice, Inc. does not treat members differently because of sex, age,
race, color, disability or national origin.

-
" If you think you were treated unfairly because of your sex, age, race, color,
disability or national origin, you can send a complaint to Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.O.
Box 30608 Sailt Lake City, UTAH 84130

You must send the cormplaint within 60 days of when you found out about it. A
decision will be sent to you within 30 days. If you disagree with the decision, you
have 15 days to ask us to lock at it again.

If you need help with your complaint, please call the tollfree phone number listed
on your ID card, TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portaliiobby.jsf

Complaint forms are available at hittp:/fwww. hhs.goviocrfofficeffilefindex. html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 508F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in
others languages or large print. Or, you can ask for an interpreter. To ask for help,
please call the toll-free phone number listed on your ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

ATTENTION: H vou speak English, language assistance zervices, free of
chatge, are available to vou.
Dlease call the foll-free phone number listed on vour identification card.

ATENCION: Si habla espafiel {Spanish), hay servicios de asistencia de
idiomas, sin cargo, a su disposicién. Liame al mimero de teléfono grataito que
aparece en su tarjeta de identificacidén.

: %1&:@%’-‘2{Ckmese) s BB RSERUEESHAEE - B8
?T‘E‘E‘?Eﬁﬁ}ﬁ’}%ﬁﬁ EERWEE -

§~_\_==

XINLUU ¥: Néu quyx A ndi tieng Yiét (V!etnamese) quy vi s& duroc cung cap
dich vy tro guiip w& ugon neiy midn phi. Vui long goi 56 didn thoai miln phi &
miét sau the hdi vién coa quf vi.

L& ¥R 0(Korean)®= MEGHAIE FR WY A ¥ MHAE RS2 0|8
She == S LE. Ao HES IR 7IMe FE 2|3 Bee=2 2
SlstE A2

PAALALA: Kung nagsasalita ka ng Tagaleg (Tagalog), may makukuha kang
mega libreng serbisyo ng tulong sa wika Pakitawagan ang toll-free na numero ng
telepono na nasa ryong identification card.

BHIMAHIE: becraTssle yoayTHE Hepepoja AOCTYIIH A% mozeit, aefi
poIHofi A3EIK AnTaerca pycckont (Russian). IlozpomiTe 1o SecnaaTroNy
HOoMepY TeXedona, YEasaHHOMY Ha Bamelt HieHTHEKauHoHEOH KapTe.

el lt llaaite ddla ol G el ot Chass s (A rabic) dxall Condi O (4 -4

EEPICI 0 3 TN S SN O PO s P8 - LY B o'

ATANSYON: 51 w pate Kreydl ayisyen (Haitian Creole), ou kapab benefisye
séwis ki grats pou ede w nan lang pa w. Tanpn rele nimewo gratis ki sou kat
idantifikasyon w.

ATTENTION : 8i vous parlez francais {(French), des services d’aide
linguistique vous sont proposés gratuitement. Venillez appeler le naméro de
téléphone gratuir figurant sur votre carte d'identification.

UWAGA: Jezeli méwisz po polskua (Pelish), ndostepnilidmy darmowe ushagi
tlumacza. Prosimy zadzwonié pod bezplatny numer telefonu podany na karcie

identyfikacyjne;.

ATENGAQ: Se vocé fala pertugugs (Portaguese), contate o servico de
assisténcia de idiomas grataito. Ligue gratuitamente para o ndmero encontrado
no seu cartdiio do identificacho.

ATTENZIONE: in caso la lingua parlata sia Vitaliane (Italian), sono disponibili
servizi di assistenza linguistica gratwiti. Per favore chiamate if numero di
telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Dreutsch (German) sprechen, stehen [hnen kostenlos
sprachliche Hilfsdienstleisiungen zur Verfiigung. Bitte rofan Sie die
gebithrenfraie Rufnummer auf der Ricksaite Thres Mitgliedsausweises an.

FEIETE : HESEJapanese) TS NDIBE. BROEETIET -2
%éﬁﬁg% Lafs TLETQE?_ RSS2 T —H LIS

o s LAY 3 ._;&-D ERCE I Ty O R PEEg 1 3 arsi) B et i3 B ras g
FUG L USRS P4 T T LN

\)‘”"L‘ n!;.n&nm JWLJ ‘—)S‘_'aJu
S T bl 3y {Hindi dieid B, U] HIY
wg:mggw)mwmﬁﬂ HERR R

CEER TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pal txhais lus pub
dawb rau kot Thov hu ran tus xov tood I deb dawb vas teev muaj ayvob ran
ntawm kot daim vuaj cim ghia tus kheej.

SamMuUIF L an: zuws:—sﬁsmmmﬁnias
uch,,.e,«)mmiﬁé WIS HNLEN mﬁﬁﬁﬁm

SN S aINLTH MY
magm‘mté‘hme I latainiie
TS utn sf‘mtms—:ﬁmm NGO AT H P

PAKDAAR: Nu saritaem ti Ilocano {Hocano), ti serbisyo para 4 baddang i
lengzuahe nga awanan bayadna, ket sidadaan para kenvam. Maidawat nga
awagan iti toll-free a numero 1 telepono nga nakalista ayan iti identification card
mo.

DI BAAARONINIZIN: Diné (Navajo) bizaad bee vanilti'go, saad bee
aka'anida’awo'igii. t'44 jiik'eh_ bee na'ahdat't. Taa shoodi ninaaltsoos nitl'izi bee
nééhozinigh bine'dee’ t'44 il chgo béésh bee hane'i bikd'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Seemaali (Somals), adeegyada taageerada
lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac lambarka telefonka khadka
bifaashka ee ku yvaalla kaarkaaga aqoensiga.
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