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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~
~&

URGENT AND EMERGENCY SERVICES COST TO MEMBER
Outpatient care to treat an injury or the sudden onset of an acute illness within or outside the WHA Service Area:
PhYSICIaN'S OfFCe. . . . o $40 per visit
UIQeNt Care CBNEBT. . oo oottt et e e e et e e e e $50 per visit
Hospital emergency room (waived if admitted). . ... . $100 per visit
Ambulance service as medically necessary or in a life-threatening emergency (including 911) ........................ None
PRESCRIPTION COVERAGE
Outpatient prescription medications are excluded, unless the Employer has selected an optional prescription rider
plan (see your Prescription Copayment Summary, if applicable).
DURABLE MEDICAL EQUIPMENT (DME) COST TO MEMBER
Durable Medical Equipment (excluding orthotic and prosthetic devices) when determined by a participating
physician to be medically necessary and when authorized in advance by WHA . . ... ... . i 20% copay”
Orthotics and prosthetics when determined by a participating physician to be medically necessary and when
authorized in advance by WH A ..o $40
BEHAVIORAL HEALTH SERVICES COST TO MEMBER
Outpatient services for mental health disorders and substance abuse .. ............. ... i $40 per visit
Inpatient hospital services for the treatment of mental health disorders, provided at a:
Participating acute care faCility . . .. ... .. o o 30% copay**
Residential treatment center or partial hospitalization. . .. ... ... 30% copay**
Mental health disorders means disturbances or disorders of mental, emotional or behavioral functioning, including
Severe Mental lliness and Serious Emotional Disturbance of Children (SED).
Inpatient hospital services for substance abuse detoxifcation only, provided at a participating acute care facility........ 30% copay**
Substance abuse rehabilitation is not covered on an outpatient or inpatient basis.
OTHER HEALTH SERVICES COST TO MEMBER
Home health care when prescribed by a participating physician and determined to be medically necessary, up to
100 VISITS IN @ CAlBNUAr YEAT. . . . . ottt e e e None
Skilled nursing facility, semi-private room and board, when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendaryear. ....................... 30% copay**
Outpatient rehabilitative services, INCIUAING: . . ... .. $40 per visit
* Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and

determined to be medically necessary
 Short-term respiratory therapy, cardiac rehabilitation and pulmonary rehabilitation, when authorized in advance

by WHA and determined to be medically necessary and to lead to continued improvement
Inpatient rehabilitation. . . ... ... 30% copay**
Home self injectables, up to $100 maximum copay per 30 day supply (self injectable specialty medications that cost
over $500 for a 30 day supply are limited to a 30 day supply; insulin is covered under the prescription beneft)......... 20% copay”

Chiropractic and Acupuncture benefts are provided through Landmark Healthplan of California, Inc., a California
Knox Keene licensed plan (see additional beneft information).*

++ Percentage copayment amounts are based on WHA's contracted rate.

* Copayments do not contribute to the out-of-pocket maximum (unless required for the management or treatment of diabetes or pediatric asthma supplies and equipment).
Percentage copayment amounts are based on WHA's contracted rate.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

DEDUCTIBLE COST TO MEMBER
In any calendar year we will not cover certain services until member meets the following deductibles:
Medical (including inpatient, outpatient surgery and emergency SErVICES) . . . ... vttt $1,000

for one member or
$2,000 for family

Prescription (for Preferred brand name or Non-Preferred medications) . .............. . o .. $150 per member”

ANNUAL OUT-OF-POCKET MAXIMUM COST TO MEMBER

The maximum out-of-pocket expense for a Member per calendar year is limited to either the Individual amount
or Family amount, whichever is met frst:

INIVIAUAL. o $4,000
FaMilY Lo $8,000
All copayments listed on this Copayment Summary not marked with a * apply to the out-of-pocket maximum.

Lifetime MaXIMUM . o e None
PREVENTIVE CARE SERVICES COST TO MEMBER
Preventive care services, including laboratory tests, as outlined under the Preventive Services Covered without

Cost-Sharing section 0f the EOC/DF. . .. ... oo None
Annual physical examinations and well baby care . ... . . None
Immunizations, adult and pediatriC. . . ... ... None
Maternity care, after the initial diagnosis, pre and post-natal visits and laboratory tests ............................ None
Breast, cervical, prostate and colorectal CanCer SCreeNINgGS. . . . ...ttt t et e e e e None

Note: procedures resulting from screenings are not considered preventive care.

PROFESSIONAL SERVICES COST TO MEMBER
Offce visits, primary care physician or specialist . .. ... $40 per visit
Eye and hearing eXaminations . . . ... ..ottt $40 per visit
Family planning SEIVICES. . . . oottt e $40 per visit
OUTPATIENT SERVICES COST TO MEMBER
Outpatient surgery (performed in offce SEtting) . . . ... ..ottt $40 per visit
Outpatient surgery (faCility) . . ... oo $250 per visit

after deductible*
Laboratory, X-ray, electrocardiograms and all other tests. . .. ... i None
Therapeutic injections, including allergy ShOTS . . ... ... $5 per visit
Other generally accepted cancer SCreening testS . . . . ... it None
HOSPITALIZATION SERVICES COST TO MEMBER
Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:.......... $500 per day

after deductible*
« Newborn delivery (private room when determined medically necessary by a participating provider)

« Use of operating and recovery room, anesthesia, inpatient drugs, X-ray, laboratory, radiation therapy, blood
transfusion services, rehabilitative services and nursery care for newborn babies

« Physicians’ services, including surgeons, anesthesiologists and consultants
 Private-duty nurse when prescribed by a participating physician

WHA 471 West4010 10/10
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~
ant 4

URGENT AND EMERGENCY SERVICES COST TO MEMBER
Outpatient care to treat an injury or the sudden onset of an acute iliness within or outside the WHA Service Area:
PRy SICIaNS OF O, . . o oot $40 per visit
UIGENE AN CBNEET. . oottt ettt et e et et e e $50 per visit
Hospital emergency room (waived if admitted). . . ... $100 per visit

after deductible*
Ambulance service as medically necessary or in a life-threatening emergency (including 911) ........................ None
PRESCRIPTION COVERAGE W (See Prescription W Copayment Summary for complete information) COST TO MEMBER
Walk-In Pharmacy (30 day supply)
e Tier 1 — Preferred generic MediCation. . ... ... .ot $10°
e Tier 2 — Preferred brand name medication . . ... ... .. o i $30 after deductible*
o Tier 3—Non-Preferred mediCation. . .. .. ... $50 after deductible*
DURABLE MEDICAL EQUIPMENT (DME) COST TO MEMBER
Durable Medical Equipment (excluding orthotic and prosthetic devices) when determined by a participating
physician to be medically necessary and when authorized in advance by WHA . . ... ... . i i 20% copay”
Orthotics and prosthetics when determined by a participating physician to be medically necessary and when
authorized in advance by WH A ..o $40
BEHAVIORAL HEALTH SERVICES COST TO MEMBER
Outpatient services for mental health disorders and substance abuse .. ............ .. . i i $40 per visit
Inpatient hospital services for the treatment of mental health disorders, provided at a:
Participating acute care faCility . . .. ... .. o o $500 per day

after deductible*
Residential treatment center or partial hospitalization. . .. ... . i $125 per day

after deductible*
Mental health disorders means disturbances or disorders of mental, emotional or behavioral functioning, including
Severe Mental lliness and Serious Emotional Disturbance of Children (SED).

Inpatient hospital services for substance abuse detoxifcation only, provided at a participating acute care facility........ $500 per day
after deductible*

Substance abuse rehabilitation is not covered on an outpatient or inpatient basis.

OTHER HEALTH SERVICES COST TO MEMBER
Home health care when prescribed by a participating physician and determined to be medically necessary, up to
100 VISItS IN @ CAIENUAN YEAN. . . . . oottt None
Skilled nursing facility, semi-private room and board when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendaryear........................ $500 per day

after deductible*
Outpatient rehabilitative services, INCIUAING: . . . .. .. e $40 per visit

 Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and
determined to be medically necessary

« Short-term respiratory therapy, cardiac rehabilitation and pulmonary rehabilitation, when authorized in advance
by WHA and determined to be medically necessary and to lead to continued improvement

Inpatient rehabilitation. . . .. ... . o $500 per day
after deductible*

Home self injectables, up to $100 maximum copay per 30 day supply (self injectable specialty medications that cost

over $500 for a 30 day supply are limited to a 30 day supply; insulin is covered under the prescription beneft)......... 20% copay”

Chiropractic and Acupuncture benefts are provided through Landmark Healthplan of California, Inc., a California
Knox Keene licensed plan (see additional beneft information).*

+ These services are subject to a Deductible. You must pay for these services when you receive them, until you meet your Deductible. Charges under the Deductible are based
on WHA's contracted rates with the Provider of Service.

* Copayments and the prescription deductible do not contribute to the out-of-pocket maximum (unless required for the management or treatment of diabetes or pediatric
asthma supplies and equipment). Percentage copayment amounts are based on WHA's contracted rates.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

DEDUCTIBLE COST TO MEMBER
In any calendar year we will not cover certain services until member meets the following deductibles:
Medical (including inpatient, outpatient surgery and emergency SErVICES) . . . ... vttt $2,500

for one member or
$5,000 for family

Prescription (for Preferred brand name or Non-Preferred medications) . .............. . o .. $150 per member”

ANNUAL OUT-OF-POCKET MAXIMUM COST TO MEMBER

The maximum out-of-pocket expense for a Member per calendar year is limited to either the Individual amount
or Family amount, whichever is met frst:

INIVIAUAL. o $5,000
FaMilY Lo $10,000
All copayments listed on this Copayment Summary not marked with a * apply to the out-of-pocket maximum.

Lifetime MaXIMUM . o e None
PREVENTIVE CARE SERVICES COST TO MEMBER
Preventive care services, including laboratory tests, as outlined under the Preventive Services Covered without

Cost-Sharing section 0f the EOC/DF. . .. ... oo None
Annual physical examinations and well baby care . ... . . None
Immunizations, adult and pediatriC. . . ... ... None
Maternity care, after the initial diagnosis, pre and post-natal visits and laboratory tests ............................ None
Breast, cervical, prostate and colorectal CanCer SCreeNINgGS. . . . ...ttt t et e e e e None

Note: procedures resulting from screenings are not considered preventive care.

PROFESSIONAL SERVICES COST TO MEMBER
Offce visits, primary care physician or specialist . .. ... $20 per visit
Eye and hearing eXaminations . . . ... ..ottt $20 per visit
Family planning SEIVICES. . . . oottt e $20 per visit
OUTPATIENT SERVICES COST TO MEMBER
Outpatient surgery (performed in offce SEtting) . . . ... ..ottt $20 per visit
Outpatient surgery (faCility) . . ... oo $250 per visit

after deductible*
Laboratory, X-ray, electrocardiograms and all other tests. . .. ... i None
Therapeutic injections, including allergy ShOTS . . ... ... $5 per visit
Other generally accepted cancer SCreening testS . . . . ... it None
HOSPITALIZATION SERVICES COST TO MEMBER
Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:.......... $500 per day

after deductible*
« Newborn delivery (private room when determined medically necessary by a participating provider)

« Use of operating and recovery room, anesthesia, inpatient drugs, X-ray, laboratory, radiation therapy, blood
transfusion services, rehabilitative services and nursery care for newborn babies

« Physicians’ services, including surgeons, anesthesiologists and consultants
 Private-duty nurse when prescribed by a participating physician

WHA 905 West2025 10/10

Advantage e



Western 2025 MO

Advantage e

COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~
at 4

URGENT AND EMERGENCY SERVICES COST TO MEMBER
Outpatient care to treat an injury or the sudden onset of an acute iliness within or outside the WHA Service Area:
PRy SICIaNS OF O, . . o oot $20 per visit
UIGENE AN CBNEET. . oottt ettt et e et et e e $50 per visit
Hospital emergency room (waived if admitted). . . ... $100 per visit

after deductible*
Ambulance service as medically necessary or in a life-threatening emergency (including 911) ........................ None
PRESCRIPTION COVERAGE W (See Prescription W Copayment Summary for complete information) COST TO MEMBER
Walk-In Pharmacy (30 day supply)
e Tier 1 — Preferred generic MediCation. . ... ... .ot $10°
e Tier 2 — Preferred brand name medication . . ... ... .. o i $30 after deductible*
o Tier 3—Non-Preferred mediCation. . .. .. ... $50 after deductible*
DURABLE MEDICAL EQUIPMENT (DME) COST TO MEMBER
Durable Medical Equipment (excluding orthotic and prosthetic devices) when determined by a participating
physician to be medically necessary and when authorized in advance by WHA . . ... ... . i i 20% copay”
Orthotics and prosthetics when determined by a participating physician to be medically necessary and when
authorized in advance by WH A ..o $20
BEHAVIORAL HEALTH SERVICES COST TO MEMBER
Outpatient services for mental health disorders and substance abuse .. ............ .. . i i $20 per visit
Inpatient hospital services for the treatment of mental health disorders, provided at a:
Participating acute care faCility . . .. ... .. o o $500 per day

after deductible*
Residential treatment center or partial hospitalization. . .. ... . i $125 per day

after deductible*
Mental health disorders means disturbances or disorders of mental, emotional or behavioral functioning, including
Severe Mental lliness and Serious Emotional Disturbance of Children (SED).

Inpatient hospital services for substance abuse detoxifcation only, provided at a participating acute care facility........ $500 per day
after deductible*
Substance abuse rehabilitation is not covered on an outpatient or inpatient basis.

OTHER HEALTH SERVICES COST TO MEMBER
Home health care when prescribed by a participating physician and determined to be medically necessary, up to
100 VISItS IN @ CAIENUAN YEAN. . . . ..o e e None
Skilled nursing facility, semi-private room and board when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendaryear........................ $500 per day

after deductible*
Outpatient rehabilitative services, INCIUAING: . . . .. ..o e $20 per visit

- Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and determined
to be medically necessary

« Short-term respiratory therapy, cardiac rehabilitation and pulmonary rehabilitation, when authorized in advance
by WHA and determined to be medically necessary and to lead to continued improvement

Inpatient rehabilitation. . . .. ... . o $500 per day
after deductible*

Home self injectables, up to $100 maximum copay per 30 day supply (self injectable specialty medications that cost

over $500 for a 30 day supply are limited to a 30 day supply; insulin is covered under the prescription beneft)......... 20% copay”

Chiropractic and Acupuncture benefts are provided through Landmark Healthplan of California, Inc., a California
Knox Keene licensed plan (see additional beneft information).*

+ These services are subject to a Deductible. You must pay for these services when you receive them, until you meet your Deductible. Charges under the Deductible are based
on WHA's contracted rates with the Provider of Service.

* Copayments and the prescription deductible do not contribute to the out-of-pocket maximum (unless required for the management or treatment of diabetes or pediatric
asthma supplies and equipment). Percentage copayment amounts are based on WHA's contracted rates.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

DEDUCTIBLE COST TO MEMBER
In any calendar year we will not cover certain services until member meets the following deductibles:
Medical (including inpatient, outpatient surgery and emergency SErVICES) . . . ... vttt $2,500

for one member or
$5,000 for family

Prescription (for Preferred brand name or Non-Preferred medications) . .............. . o .. $150 per member”

ANNUAL OUT-OF-POCKET MAXIMUM COST TO MEMBER

The maximum out-of-pocket expense for a Member per calendar year is limited to either the Individual amount
or Family amount, whichever is met frst:

INIVIAUAL. o $5,000
FaMilY Lo $10,000
All copayments listed on this Copayment Summary not marked with a * apply to the out-of-pocket maximum.

Lifetime MaXIMUM . o e None
PREVENTIVE CARE SERVICES COST TO MEMBER
Preventive care services, including laboratory tests, as outlined under the Preventive Services Covered without

Cost-Sharing section 0f the EOC/DF. . .. ... oo None
Annual physical examinations and well baby care . ... . . None
Immunizations, adult and pediatriC. . . ... ... None
Maternity care, after the initial diagnosis, pre and post-natal visits and laboratory tests ............................ None
Breast, cervical, prostate and colorectal CanCer SCreeNINgGS. . . . ...ttt t et e e e e None

Note: procedures resulting from screenings are not considered preventive care.

PROFESSIONAL SERVICES COST TO MEMBER
Offce visits, primary care physician or specialist . .. ... $40 per visit
Eye and hearing eXaminations . . . ... ..ottt $40 per visit
Family planning SEIVICES. . . . oottt e $40 per visit
OUTPATIENT SERVICES COST TO MEMBER
Outpatient surgery (performed in offce SEtting) . . . ... ..ottt $40 per visit
Outpatient surgery (faCility) . . ... oo $250 per visit

after deductible*
Laboratory, X-ray, electrocardiograms and all other tests. . .. ... i None
Therapeutic injections, including allergy ShOTS . . ... ... $5 per visit
Other generally accepted cancer SCreening testS . . . . ... it None
HOSPITALIZATION SERVICES COST TO MEMBER
Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:.......... $500 per day

after deductible*
« Newborn delivery (private room when determined medically necessary by a participating provider)

« Use of operating and recovery room, anesthesia, inpatient drugs, X-ray, laboratory, radiation therapy, blood
transfusion services, rehabilitative services and nursery care for newborn babies

« Physicians’ services, including surgeons, anesthesiologists and consultants
 Private-duty nurse when prescribed by a participating physician

WHA 900 West4025 10/10
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~
at 4

URGENT AND EMERGENCY SERVICES COST TO MEMBER
Outpatient care to treat an injury or the sudden onset of an acute iliness within or outside the WHA Service Area:
PRy SICIaNS OF O, . . o oot $40 per visit
UIGENE AN CBNEET. . oottt ettt et e et et e e $50 per visit
Hospital emergency room (waived if admitted). . . ... $100 per visit

after deductible*
Ambulance service as medically necessary or in a life-threatening emergency (including 911) ........................ None
PRESCRIPTION COVERAGE W (See Prescription W Copayment Summary for complete information) COST TO MEMBER
Walk-In Pharmacy (30 day supply)
e Tier 1 — Preferred generic MediCation. . ... ... .ot $10°
e Tier 2 — Preferred brand name medication . . ... ... .. o i $30 after deductible*
o Tier 3—Non-Preferred mediCation. . .. .. ... $50 after deductible*
DURABLE MEDICAL EQUIPMENT (DME) COST TO MEMBER
Durable Medical Equipment (excluding orthotic and prosthetic devices) when determined by a participating
physician to be medically necessary and when authorized in advance by WHA . . ... ... . i i 20% copay”
Orthotics and prosthetics when determined by a participating physician to be medically necessary and when
authorized in advance by WH A ..o $40
BEHAVIORAL HEALTH SERVICES COST TO MEMBER
Outpatient services for mental health disorders and substance abuse .. ............ .. . i i $40 per visit
Inpatient hospital services for the treatment of mental health disorders, provided at a:
Participating acute care faCility . . .. ... .. o o $500 per day

after deductible*
Residential treatment center or partial hospitalization. . .. ... . i $125 per day

after deductible*
Mental health disorders means disturbances or disorders of mental, emotional or behavioral functioning, including
Severe Mental lliness and Serious Emotional Disturbance of Children (SED).

Inpatient hospital services for substance abuse detoxifcation only, provided at a participating acute care facility........ $500 per day
after deductible*
Substance abuse rehabilitation is not covered on an outpatient or inpatient basis.

OTHER HEALTH SERVICES COST TO MEMBER
Home health care when prescribed by a participating physician and determined to be medically necessary, up to
100 VISItS IN @ CAIENUAN YEAN. . . . ..o e e None
Skilled nursing facility, semi-private room and board when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendaryear........................ $500 per day

after deductible*
Outpatient rehabilitative services, INCIUAING: . . . .. ..o e $40 per visit

« Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and
determined to be medically necessary

« Short-term respiratory therapy, cardiac rehabilitation and pulmonary rehabilitation, when authorized in advance
by WHA and determined to be medically necessary and to lead to continued improvement

Inpatient rehabilitation. . . .. ... . o $500 per day
after deductible*

Home self injectables, up to $100 maximum copay per 30 day supply (self injectable specialty medications that cost

over $500 for a 30 day supply are limited to a 30 day supply; insulin is covered under the prescription beneft)......... 20% copay”

Chiropractic and Acupuncture benefts are provided through Landmark Healthplan of California, Inc., a California
Knox Keene licensed plan (see additional beneft information).*

+ These services are subject to a Deductible. You must pay for these services when you receive them, until you meet your Deductible. Charges under the Deductible are based on
WHA's contracted rates with the Provider of Service.

* Copayments and the prescription deductible do not contribute to the out-of-pocket maximum (unless required for the management or treatment of diabetes or pediatric
asthma supplies and equipment). Percentage copayment amounts are based on WHA's contracted rates.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

MEMBER RESPONSIBILITY
(OUT-OF-POCKET COSTS)

ANNUAL DEDUCTIBLE
Amount if enrolled as Single Member only . ... ... . $1,800

Amount if enrolled as Family. . . ... $3,600

The annual deductible is the amount of money a member or family must pay for covered services before WHA will
cover those services. The deductible applies to both medical and pharmacy expenses. The deductible does not apply to
Preventive Care Services as noted below. The deductible is applied each calendar year. If you have family coverage, there
is no single deductible for each family member; rather, the entire Family deductible must be met before WHA becomes
responsible for providing covered services for any individual member in the family. Amounts paid for non-covered
services do not count toward a member’s deductible.

ANNUAL OUT-OF-POCKET MAXIMUM
Amount if enrolled as Single Member only .. ... ... $1,800

Amount if enrolled as Family. . ... ... $3,600

The out-of-pocket maximum is the maximum total amount of copayments and deductibles that a member or the family
must pay for covered services during any calendar year. If you have family coverage, there is no single out-of-pocket
maximum for each family member; rather, the entire Family out-of-pocket maximum must be met before you do not
have to pay any more copayments for that calendar year. Amounts paid for non-covered services do not count toward
a member’s out-of-pocket maximum.

LI time A MU Lt None

COST TO MEMBER
PREVENTIVE CARE SERVICES (NOT SUBJECT TO DEDUCTIBLE)
Preventive care services, including laboratory tests, as outlined under the Preventive Services Covered without

Cost-Sharing section 0f the EOC/DF . . .. . ..ottt et e None
Annual physical examinations and well baby care . ... None
Immunizations, adult and PedIatriC. . . ... ... oottt None
Maternity care, after the initial diagnosis, pre and post-natal visits and laboratory tests ........................ None
Breast, cervical, prostate and colorectal Cancer SCreENINGS. . . . ..o vttt ettt e None

Note: procedures resulting from screenings are not considered preventive care.
Eye and hearing eXaminationS . . . . . ..ottt e None

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
PROFESSIONAL SERVICES (SUBJECT TO DEDUCTIBLE)

Offce visits, primary care physician or specialist . ... ... ... None
Family planning SErVICES. . . .. oo None
OUTPATIENT SERVICES (SUBJECT TO DEDUCTIBLE)

Outpatient surgery (performed in offce SELiNG) . .. ... ... ot None
Outpatient surgery (faCility) . ... .. None
Laboratory, X-ray, electrocardiograms and all other tests. .. ... . None
Therapeutic injections, including allergy ShOts . . ... .. . None
Other generally accepted cancer SCreening testS . .. . ... ottt None

WHA 920 W1800 10/10 page 1 of 4
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
HOSPITALIZATION SERVICES (SUBIECT TO DEDUCTIBLE)
Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:........ None
¢ Newborn delivery (private room when determined medically necessary by a participating provider)
« Use of operating and recovery room, anesthesia, inpatient drugs, X-ray, laboratory, radiation therapy, blood

transfusion services, rehabilitative services and nursery care for newborn babies
Professional inpatient services, iINCIUAING:. . . .. ... ot None
« Physicians’ services, including surgeons, anesthesiologists and consultants
* Private-duty nurse when prescribed by a participating physician
URGENT AND EMERGENCY SERVICES (SUBJECT TO DEDUCTIBLE)
Outpatient care to treat an injury or the sudden onset of an acute illness within or outside the WHA Service Area:
PRYSICIaN'S OfF . . . o None
UIGENE AN CBNEET. . o oottt et e e e e et e e e None
Hospital emergency room, waived if admitted . ........ ... None
Ambulance service as medically necessary or in a life-threatening emergency, including 911 ... .................... None
PRESCRIPTION COPAYMENTS FOR COVERED MEDICATIONS (SUBJECT TO DEDUCTIBLE)
Walk-In Pharmacy, up to 30 day supply
e Tier 1 —Preferred generic MediCation. . .. ...t None
e Tier 2 —Preferred brand name medication . . . ... ... None
e Tier 3—Non-Preferred medication. . ... ... ... None
Mail Order, up to 90 day supply
e Tier 1 — Preferred generic medication. . .. ... ..o i None
e Tier 2 —Preferred brand name mediCation . . . ... ... . None
e Tier 3— Non-Preferred medication. . .. ... ... None
DURABLE MEDICAL EQUIPMENT (DME) (SUBIECT TO DEDUCTIBLE)
Durable Medical Equipment (excluding orthotic and prosthetic devices) when determined by a participating
physician to be medically necessary and when authorized in advance by WHA. ... ... .. ... . ... . ... None
Orthotics and prosthetics when determined by a participating physician to be medically necessary and
when authorized in advance by WHA ..o None
BEHAVIORAL HEALTH SERVICES (SUBJECT TO DEDUCTIBLE)
Outpatient services for mental health disorders and substance abuse .. .............. i None
Inpatient hospital services for the treatment of mental health disorders, provided at a:
Participating acute care faCility . . . . ... oot None
Residential treatment center or partial hospitalization. . .. ... .. None
Mental health disorders means disturbances or disorders of mental, emotional or behavioral functioning,
including Severe Mental lliness and Serious Emotional Disturbance of Children (SED).
Inpatient hospital services for substance abuse detoxifcation only, provided at a participating acute care facility. . . . . . None

Substance abuse rehabilitation is not covered on an outpatient or inpatient basis.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
OTHER HEALTH SERVICES (SUBJECT TO DEDUCTIBLE)
Home health care when prescribed by a participating physician and determined to be medically necessary,
Up to 100 VISItS IN @ CAlENTAN YEAI. . . . . .ot e e e None
Skilled nursing facility, semi-private room and board, when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendaryear...................... None
Outpatient rehabilitative services, INCIUAING: . . . ... None
 Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and

determined to be medically necessary
- Short-term respiratory therapy, cardiac rehabilitation and pulmonary rehabilitation, when authorized in advance

by WHA and determined to be medically necessary and to lead to continued improvement
Inpatient rehabilitation. . . ... ... None
Home self injectables, up to $100 maximum copay per 30 day supply (self injectable specialty medications that cost
over $500 for a 30 day supply are limited to a 30 day supply; insulin is covered under the prescription beneft)....... None

ADDITIONAL INFORMATION

COPAYMENTS AND DEDUCTIBLES

When your copayments and deductible payments for the services described in this Copayment Summary have reached
the annual out-of-pocket maximum, WHA will automatically provide you with a document to show that you do not
have to pay any more copayments or deductibles for covered services through the end of the calendar year.

The deductible and annual out-of-pocket maximum apply only to the covered services described in this Copayment
Summary. Copayments and deductibles for any benefts purchased separately as a rider, including but not limited to
infertility benefts, do not apply to this deductible or annual out-of-pocket maximum.

Deductibles or percentage copayments are based upon WHA's contracted rates with the provider of service.

To see how much you have paid toward your annual deductible, log onto WHA'’s website at westernhealth.com. Log in
with your Personal Access ID. If you do not have a Personal Access ID, sign up for it on the website and a PIN number
will be emailed to you. For your annual deductible balance, follow the “Eligibility Information” link. Click on
“Deductible Balances” to see how much has been applied toward your annual deductible during the calendar year.

If you have any questions about how much has been applied to your deductible or annual out-of-pocket maximum, or
whether certain payments you have made apply to the annual out-of-pocket maximum, please call WHA Member
Services at (916) 563-2250 or toll free at (888) 563-2250.

PRESCRIPTION COVERAGE
WHA shall cover Prescription medications at Participating Pharmacies and prescribed in connection with a covered service.

Regardless of medical necessity or generic availability, you will be responsible for the applicable copayment when a
Tier 2 or Tier 3 medication is dispensed. If a Tier 1 medication is available and you elect to receive a Tier 2 or Tier 3
medication without medical indication from the prescribing physician, you will be responsible for the difference in cost
between the Tier 1 and the purchased medication in addition to the Tier 1 copayment.

The following prescription medications are covered at no cost to the member (generic only): prenatal vitamins, folic
acid, fuoride for preschool age children and tobacco cessation medication.

At walk-in pharmacies if the actual cost of the prescription is less than the applicable copayment, the member will only
be responsible for paying the actual cost of the medication.

COVERED PRESCRIPTION MEDICATIONS

» Oral medications that require a Prescription by state or federal law, written by a Participating Physician and
dispensed by a Participating Pharmacy.

» Covered Prescription medications dispensed by a non-Participating Pharmacy outside of WHA's service area for
urgent or emergency care only (you may submit your receipt to WHA for reimbursement).

» Compounded Prescriptions that contain at least one Prescription ingredient and have no FDA-approved alternative.
* Insulin, insulin syringes with needles, glucose test strips and tablets.

 Oral contraceptives and diaphragms.

* Pediatric asthma supplies and devices.
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PRESCRIPTION DEFINITIONS

Preferred Drug List (PDL) is a preferred listing of medications developed by WHA'’s Pharmacy and Therapeutics
(P&T) Committee as drugs of choice in their respective classes of Preferred generic medication or Preferred brand
name medication. Please note that a drug’s presence on the WHA PDL does not guarantee that the member’s
physician will prescribe the drug. Members may request a copy of the PDL by calling WHA Member Services or view
the document on WHA'’s website at westernhealth.com.

COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

Three-tier Copay Plan means Preferred generic medications listed on the PDL are covered at the lowest tier
copayment level, brand name medications listed on the PDL are provided at the second tier copayment level, and
drugs not listed on the PDL (generic or brand name) are covered at the third tier copayment level. There are a small
number of drugs, regardless of tier, that may require prior authorization to ensure the appropriate use based on
criteria set by the WHA P&T Committee.

CONTACT US

If you have any questions, please call WHA Member Services between 8 a.m. and 5 p.m., Monday through Friday, at
(916) 563-2250 or toll free at (888) 563-2250.

Important: Health Savings Accounts (HSAs) are complex fnancial products. WHA recommends that you consult your
tax or fnancial advisor to determine whether HSAs and this high-deductible health care plan are a good choice for you.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.
MEMBER RESPONSIBILITY
(OUT-OF-POCKET COSTS)
ANNUAL DEDUCTIBLE
Amount for Individual Or. . ... .. . $2,800

AMOUNt fOr Family . . $5,600

The annual deductible is the amount of money a member or family must pay for covered services before WHA will cover
those services. After the deductible is met the applicable copayments will apply. The deductible applies to both medical
and pharmacy expenses. The deductible does not apply to Preventive Care Services as noted below. The deductible is
applied each calendar year. Each family member in the Family unit must meet the Individual amount before WHA
becomes responsible for providing covered services for that individual in the family, unless the family meets the Family
amount frst. Amounts paid for non-covered services do not count toward a member’s deductible.

ANNUAL OUT-OF-POCKET MAXIMUM
Amount for Individual Or. . ... . o $4,000

AMOUNT fOr Family . . $8,000

The out-of-pocket maximum is the maximum total amount of copayments and deductibles that a member or the family
must pay for covered services during any calendar year. Each family member in the Family unit must meet the
Individual amount before you do not have to pay any more copayments or deductibles for that calendar year, unless
the family meets the Family amount frst. Amounts paid for non-covered services do not count toward a member’s
out-of-pocket maximum.

LI time A MU Lt None

COST TO MEMBER
PREVENTIVE CARE SERVICES (NOT SUBJECT TO DEDUCTIBLE)
Preventive care services, including laboratory tests, as outlined under the Preventive Services Covered without

Cost-Sharing section 0f the EOC/DF . . .. . ..ottt et e None
Annual physical examinations and well baby care . ... None
Immunizations, adult and PedIatriC. . . ... ... oottt None
Maternity care, after the initial diagnosis, pre and post-natal visits and laboratory tests ........................ None
Breast, cervical, prostate and colorectal Cancer SCreENINGS. . . . ..o vttt ettt e None

Note: procedures resulting from screenings are not considered preventive care.
Eye and hearing eXaminationS . . . . . ..ottt e $40 per visit

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
PROFESSIONAL SERVICES (SUBJECT TO DEDUCTIBLE)

Offce visits, primary care physician or specialist . ... ... ... $40 per visit
Family planning SErVICES. . . .. oo $40 per visit
OUTPATIENT SERVICES (SUBJECT TO DEDUCTIBLE)

Outpatient surgery (performed in offce SEtting) . .. .. ... .o $40 per visit
Outpatient surgery (faCility) . ... .. $250 per visit
Laboratory, X-ray, electrocardiograms and all other tests. .. ... . None
Therapeutic injections, including allergy ShOts . . ... .. . $5 per visit
Other generally accepted cancer SCreening testS . .. . ... ottt None
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
HOSPITALIZATION SERVICES (SUBIECT TO DEDUCTIBLE)
Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:........ $500 per day
¢ Newborn delivery (private room when determined medically necessary by a participating provider)
« Use of operating and recovery room, anesthesia, inpatient drugs, X-ray, laboratory, radiation therapy, blood

transfusion services, rehabilitative services and nursery care for newborn babies
Professional inpatient services, iINCIUAING:. . . .. ... ot None
« Physicians’ services, including surgeons, anesthesiologists and consultants
* Private-duty nurse when prescribed by a participating physician
URGENT AND EMERGENCY SERVICES (SUBJECT TO DEDUCTIBLE)
Outpatient care to treat an injury or the sudden onset of an acute illness within or outside the WHA Service Area:
PRy SICIaNS Of T, . . o oot $40 per visit
UIGENE AN CBNEET. . o oottt et e e e e et e e e $50 per visit
Hospital emergency room, waived if admitted .. ... . $100 per visit
Ambulance service as medically necessary or in a life-threatening emergency, including 911 ... .................... None
PRESCRIPTION COPAYMENTS FOR COVERED MEDICATIONS (SUBJECT TO DEDUCTIBLE)
Walk-In Pharmacy, up to 30 day supply
e Tier 1 —Preferred generic MediCation. . .. ...t $10
e Tier 2 —Preferred brand name medication . . . ... ... $30
e Tier 3—Non-Preferred medication. . ... ... ... $50
Mail Order, up to 90 day supply
e Tier 1 — Preferred generic medication. . .. ... ..o i $25
e Tier 2 —Preferred brand name mediCation . . . ... ... . $75
e Tier 3— Non-Preferred medication. . .. ... ... $125
DURABLE MEDICAL EQUIPMENT (DME) (SUBIECT TO DEDUCTIBLE)
Durable Medical Equipment (excluding orthotic and prosthetic devices) when determined by a participating
physician to be medically necessary and when authorized in advance by WHA. ... ... .. ... . ... . ... 20% copay
Orthotics and prosthetics when determined by a participating physician to be medically necessary and
when authorized inadvance by WHA . ... $40
BEHAVIORAL HEALTH SERVICES (SUBJECT TO DEDUCTIBLE)
Outpatient services for mental health disorders and substance abuse .. .............. i $40 per visit
Inpatient hospital services for the treatment of mental health disorders, provided at a:
Participating acute care faCility . . . . ... oot $500 per day
Residential treatment center or partial hospitalization. . .. ... .. $125 per day
Mental health disorders means disturbances or disorders of mental, emotional or behavioral functioning,
including Severe Mental lliness and Serious Emotional Disturbance of Children (SED).
Inpatient hospital services for substance abuse detoxifcation only, provided at a participating acute care facility. . . . . . $500 per day

Substance abuse rehabilitation is not covered on an outpatient or inpatient basis.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
OTHER HEALTH SERVICES (SUBJECT TO DEDUCTIBLE)
Home health care when prescribed by a participating physician and determined to be medically necessary,
Up to 100 VISItS IN @ CAlENTAN YEAI. . . . . .ot e e e None
Skilled nursing facility, semi-private room and board, when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendaryear...................... $500 per day
Outpatient rehabilitative services, INCIUAING: . . . ... $40 per visit
 Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and

determined to be medically necessary
- Short-term respiratory therapy, cardiac rehabilitation and pulmonary rehabilitation, when authorized in advance

by WHA and determined to be medically necessary and to lead to continued improvement
Inpatient rehabilitation. . . ... ... $500 per day
Home self injectables, up to $100 maximum copay per 30 day supply (self injectable specialty medications that cost
over $500 for a 30 day supply are limited to a 30 day supply; insulin is covered under the prescription beneft)....... 20% copay

ADDITIONAL INFORMATION

COPAYMENTS AND DEDUCTIBLES

When your copayments and deductible payments for the services described in this Copayment Summary have reached
the annual out-of-pocket maximum, WHA will automatically provide you with a document to show that you do not
have to pay any more copayments or deductibles for covered services through the end of the calendar year.

The deductible and annual out-of-pocket maximum apply only to the covered services described in this Copayment
Summary. Copayments and deductibles for any benefts purchased separately as a rider, including but not limited to
infertility benefts, do not apply to this deductible or annual out-of-pocket maximum.

Deductibles or percentage copayments are based upon WHA's contracted rates with the provider of service.

To see how much you have paid toward your annual deductible, log onto WHA'’s website at westernhealth.com. Log in
with your Personal Access ID. If you do not have a Personal Access ID, sign up for it on the website and a PIN number
will be emailed to you. For your annual deductible balance, follow the “Eligibility Information” link. Click on
“Deductible Balances” to see how much has been applied toward your annual deductible during the calendar year.

If you have any questions about how much has been applied to your deductible or annual out-of-pocket maximum, or
whether certain payments you have made apply to the annual out-of-pocket maximum, please call WHA Member
Services at (916) 563-2250 or toll free at (888) 563-2250.

PRESCRIPTION COVERAGE
WHA shall cover Prescription medications at Participating Pharmacies and prescribed in connection with a covered service.

Regardless of medical necessity or generic availability, you will be responsible for the applicable copayment when a
Tier 2 or Tier 3 medication is dispensed. If a Tier 1 medication is available and you elect to receive a Tier 2 or Tier 3
medication without medical indication from the prescribing physician, you will be responsible for the difference in cost
between the Tier 1 and the purchased medication in addition to the Tier 1 copayment.

The following prescription medications are covered at no cost to the member (generic only): prenatal vitamins, folic
acid, fuoride for preschool age children and tobacco cessation medication.

At walk-in pharmacies if the actual cost of the prescription is less than the applicable copayment, the member will only
be responsible for paying the actual cost of the medication.

COVERED PRESCRIPTION MEDICATIONS

» Oral medications that require a Prescription by state or federal law, written by a Participating Physician and
dispensed by a Participating Pharmacy.

» Covered Prescription medications dispensed by a non-Participating Pharmacy outside of WHA's service area for
urgent or emergency care only (you may submit your receipt to WHA for reimbursement).

» Compounded Prescriptions that contain at least one Prescription ingredient and have no FDA-approved alternative.
* Insulin, insulin syringes with needles, glucose test strips and tablets.

 Oral contraceptives and diaphragms.

* Pediatric asthma supplies and devices.
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PRESCRIPTION DEFINITIONS

Preferred Drug List (PDL) is a preferred listing of medications developed by WHA'’s Pharmacy and Therapeutics
(P&T) Committee as drugs of choice in their respective classes of Preferred generic medication or Preferred brand
name medication. Please note that a drug’s presence on the WHA PDL does not guarantee that the member’s
physician will prescribe the drug. Members may request a copy of the PDL by calling WHA Member Services or view
the document on WHA'’s website at westernhealth.com.

COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

Three-tier Copay Plan means Preferred generic medications listed on the PDL are covered at the lowest tier
copayment level, brand name medications listed on the PDL are provided at the second tier copayment level, and
drugs not listed on the PDL (generic or brand name) are covered at the third tier copayment level. There are a small
number of drugs, regardless of tier, that may require prior authorization to ensure the appropriate use based on
criteria set by the WHA P&T Committee.

CONTACT US

If you have any questions, please call WHA Member Services between 8 a.m. and 5 p.m., Monday through Friday, at
(916) 563-2250 or toll free at (888) 563-2250.

Important: Health Savings Accounts (HSAs) are complex fnancial products. WHA recommends that you consult your
tax or fnancial advisor to determine whether HSAs and this high-deductible health care plan are a good choice for you.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix ~

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

MEMBER RESPONSIBILITY
(OUT-OF-POCKET COSTS)

ANNUAL DEDUCTIBLE
Amount if enrolled as Single Member only . ... ... . $2,800

Amount if enrolled as Family. . . ... $5,600

The annual deductible is the amount of money a member or family must pay for covered services before WHA will cover
those services. After the deductible is met the applicable copayments will apply. The deductible applies to both medical
and pharmacy expenses. The deductible does not apply to Preventive Care Services as noted below. The deductible is
applied each calendar year. If you have family coverage, there is no single deductible for each family member; rather, the
entire Family deductible must be met before WHA becomes responsible for providing covered services for any individual
member in the family. Amounts paid for non-covered services do not count toward a member’s deductible.

ANNUAL OUT-OF-POCKET MAXIMUM
Amount if enrolled as Single Member only .. ... ... $4,000

Amount if enrolled as Family. . ... ... $8,000

The out-of-pocket maximum is the maximum total amount of copayments and deductibles that a member or the family
must pay for covered services during any calendar year. If you have family coverage, there is no single out-of-pocket
maximum for each family member; rather, the entire Family out-of-pocket maximum must be met before you do not
have to pay any more copayments for that calendar year. Amounts paid for non-covered services do not count toward
a member’s out-of-pocket maximum.

LI time A MU Lt None

COST TO MEMBER
PREVENTIVE CARE SERVICES (NOT SUBJECT TO DEDUCTIBLE)
Preventive care services, including laboratory tests, as outlined under the Preventive Services Covered without

Cost-Sharing section 0f the EOC/DF . . .. . ..ottt et e None
Annual physical examinations and well baby care . ... None
Immunizations, adult and PedIatriC. . . ... ... oottt None
Maternity care, after the initial diagnosis, pre and post-natal visits and laboratory tests ........................ None
Breast, cervical, prostate and colorectal Cancer SCreENINGS. . . . ..o vttt ettt e None

Note: procedures resulting from screenings are not considered preventive care.
Eye and hearing eXaminationS . . . . . ..ottt e $40 per visit

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
PROFESSIONAL SERVICES (SUBJECT TO DEDUCTIBLE)

Offce visits, primary care physician or specialist . ... ... ... $40 per visit
Family planning SErVICES. . . .. oo $40 per visit
OUTPATIENT SERVICES (SUBJECT TO DEDUCTIBLE)

Outpatient surgery (performed in offce SEtting) . .. .. ... .o $40 per visit
Outpatient surgery (faCility) . ... .. $250 per visit
Laboratory, X-ray, electrocardiograms and all other tests. .. ... . None
Therapeutic injections, including allergy ShOts . . ... .. . $5 per visit
Other generally accepted cancer SCreening testS . .. . ... ottt None
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
HOSPITALIZATION SERVICES (SUBIECT TO DEDUCTIBLE)
Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:........ $500 per day
¢ Newborn delivery (private room when determined medically necessary by a participating provider)
« Use of operating and recovery room, anesthesia, inpatient drugs, X-ray, laboratory, radiation therapy, blood

transfusion services, rehabilitative services and nursery care for newborn babies
Professional inpatient services, iINCIUAING:. . . .. ... ot None
« Physicians’ services, including surgeons, anesthesiologists and consultants
 Private-duty nurse when prescribed by a participating physician
URGENT AND EMERGENCY SERVICES (SUBJECT TO DEDUCTIBLE)
Outpatient care to treat an injury or the sudden onset of an acute illness within or outside the WHA Service Area:
PRy SICIaNS Of T, . . o oot $40 per visit
UIGENE AN CBNEET. . o oottt et e e e e et e e e $50 per visit
Hospital emergency room, waived if admitted .. ... . $100 per visit
Ambulance service as medically necessary or in a life-threatening emergency, including 911 ... .................... None
PRESCRIPTION COPAYMENTS FOR COVERED MEDICATIONS (SUBJECT TO DEDUCTIBLE)
Walk-In Pharmacy, up to 30 day supply
e Tier 1 —Preferred Generic MediCation . . . ... ... ottt $10
e Tier 2 —Preferred Brand Name medication . . ... ... $30
e Tier 3—Non-Preferred medication. . ... ... ... $50
Mail Order, up to 90 day supply
e Tier 1 —Preferred Generic mediCation . . . ... ... $25
e Tier 2 —Preferred Brand Name mediCation . . ... ... $75
e Tier 3— Non-Preferred medication. . .. ... ... $125
DURABLE MEDICAL EQUIPMENT (DME) (SUBIECT TO DEDUCTIBLE)
Durable Medical Equipment (excluding orthotic and prosthetic devices) when determined by a participating
physician to be medically necessary and when authorized in advance by WHA. ... ... .. ... . ... . ... 20% copay
Orthotics and prosthetics when determined by a participating physician to be medically necessary and
when authorized inadvance by WHA . ... $40
BEHAVIORAL HEALTH SERVICES (SUBJECT TO DEDUCTIBLE)
Outpatient services for mental health disorders and substance abuse .. .............. i $40 per visit
Inpatient hospital services for the treatment of mental health disorders, provided at a:
Participating acute care faCility . . . . ... oot $500 per day
Residential treatment center or partial hospitalization. . .. ... .. $125 per day
Mental health disorders means disturbances or disorders of mental, emotional or behavioral functioning,
including Severe Mental lliness and Serious Emotional Disturbance of Children (SED).
Inpatient hospital services for substance abuse detoxifcation only, provided at a participating acute care facility. . . . . . $500 per day

Substance abuse rehabilitation is not covered on an outpatient or inpatient basis.
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COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

COST TO MEMBER
AFTER DEDUCTIBLE

IS MET
OTHER HEALTH SERVICES (SUBJECT TO DEDUCTIBLE)
Home health care when prescribed by a participating physician and determined to be medically necessary,
Up to 100 VISItS IN @ CAlENTAN YEAI. . . . . .ot e e e None
Skilled nursing facility, semi-private room and board, when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendaryear...................... $500 per day
Outpatient rehabilitative services, INCIUAING: . . . ... $40 per visit
 Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and

determined to be medically necessary
- Short-term respiratory therapy, cardiac rehabilitation and pulmonary rehabilitation, when authorized in advance

by WHA and determined to be medically necessary and to lead to continued improvement
Inpatient rehabilitation. . . ... ... $500 per day
Home self injectables, up to $100 maximum copay per 30 day supply (self injectable specialty medications that cost
over $500 for a 30 day supply are limited to a 30 day supply; insulin is covered under the prescription beneft)....... 20% copay

ADDITIONAL INFORMATION

COPAYMENTS AND DEDUCTIBLES

When your copayments and deductible payments for the services described in this Copayment Summary have reached
the annual out-of-pocket maximum, WHA will automatically provide you with a document to show that you do not
have to pay any more copayments or deductibles for covered services through the end of the calendar year.

The deductible and annual out-of-pocket maximum apply only to the covered services described in this Copayment
Summary. Copayments and deductibles for any benefts purchased separately as a rider, including but not limited to
infertility benefts, do not apply to this deductible or annual out-of-pocket maximum.

Deductibles or percentage copayments are based upon WHA's contracted rates with the provider of service.

To see how much you have paid toward your annual deductible, log onto WHA'’s website at westernhealth.com. Log in
with your Personal Access ID. If you do not have a Personal Access ID, sign up for it on the website and a PIN number
will be emailed to you. For your annual deductible balance, follow the “Eligibility Information” link. Click on
“Deductible Balances” to see how much has been applied toward your annual deductible during the calendar year.

If you have any questions about how much has been applied to your deductible or annual out-of-pocket maximum, or
whether certain payments you have made apply to the annual out-of-pocket maximum, please call WHA Member
Services at (916) 563-2250 or toll free at (888) 563-2250.

PRESCRIPTION COVERAGE
WHA shall cover Prescription medications at Participating Pharmacies and prescribed in connection with a covered service.

Regardless of medical necessity or generic availability, you will be responsible for the applicable copayment when a
Tier 2 or Tier 3 medication is dispensed. If a Tier 1 medication is available and you elect to receive a Tier 2 or Tier 3
medication without medical indication from the prescribing physician, you will be responsible for the difference in cost
between the Tier 1 and the purchased medication in addition to the Tier 1 copayment.

The following prescription medications are covered at no cost to the member (generic only): prenatal vitamins, folic
acid, fuoride for preschool age children and tobacco cessation medication.

At walk-in pharmacies if the actual cost of the prescription is less than the applicable copayment, the member will only
be responsible for paying the actual cost of the medication.

COVERED PRESCRIPTION MEDICATIONS

» Oral medications that require a Prescription by state or federal law, written by a Participating Physician and
dispensed by a Participating Pharmacy.

» Covered Prescription medications dispensed by a non-Participating Pharmacy outside of WHA's service area for
urgent or emergency care only (you may submit your receipt to WHA for reimbursement).

» Compounded Prescriptions that contain at least one Prescription ingredient and have no FDA-approved alternative.
* Insulin, insulin syringes with needles, glucose test strips and tablets.

 Oral contraceptives and diaphragms.

* Pediatric asthma supplies and devices.
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PRESCRIPTION DEFINITIONS

Preferred Drug List (PDL) is a preferred listing of medications developed by WHA'’s Pharmacy and Therapeutics
(P&T) Committee as drugs of choice in their respective classes of Preferred generic medication or Preferred brand
name medication. Please note that a drug’s presence on the WHA PDL does not guarantee that the member’s
physician will prescribe the drug. Members may request a copy of the PDL by calling WHA Member Services or view
the document on WHA'’s website at westernhealth.com.

COPAYMENT SUMMARY — A uniform health plan benefit and coverage matrix

Three-tier Copay Plan means Preferred generic medications listed on the PDL are covered at the lowest tier
copayment level, brand name medications listed on the PDL are provided at the second tier copayment level, and
drugs not listed on the PDL (generic or brand name) are covered at the third tier copayment level. There are a small
number of drugs, regardless of tier, that may require prior authorization to ensure the appropriate use based on
criteria set by the WHA P&T Committee.

CONTACT US

If you have any questions, please call WHA Member Services between 8 a.m. and 5 p.m., Monday through Friday, at
(916) 563-2250 or toll free at (888) 563-2250.

Important: Health Savings Accounts (HSAs) are complex fnancial products. WHA recommends that you consult your
tax or fnancial advisor to determine whether HSAs and this high-deductible health care plan are a good choice for you.
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OPTIONAL RIDERS FOR PREMIER & ADVANTAGE PLANS — elected by employer

¢ PRESCRIPTION H
* PRESCRIPTIONJ
* PRESCRIPTION W

ALL PRESCRIPTION PLANS OFFER:
Prescription benefts

Administered by Medco Health Solutions, Inc.
800.903.8664

medcohealth.com
Western

Health
Advantage

L

Mail Order feature: 90-day supply for 2.5 retail pharmacy copayments '

Three-tier copayment structure: Preferred generic / Preferred brand name / Non-Preferred medications



Western

Health
Advantage

Prescription H

COPAYMENT SUMMARY

Western Health Advantage (WHA) shall cover Prescription medications at Participating Pharmacies, prescribed
in connection with a covered service and subject to conditions, limitations and exclusions stated in this
Copayment Summary.

PRESCRIPTION COPAYMENTS FOR COVERED MEDICATIONS COST TO MEMBER
WHA offers a Three-tier Copay Plan (see defnitions)

Walk-In Pharmacy (up to 30 day supply)

e Tier 1 —Preferred Generic MediCation . ... ... . $10
o Tier 2 — Preferred Brand Name mediCation™. . ... ... it $30
o Tier 3— Non-Preferred medication™ . . ... ... $50
Mail Order (up to 90 day supply)

o Tier 1 —Preferred Generic MediCation .. ... ..ot $25
e Tier 2 — Preferred Brand Name medication™. . ... ... .. . $75
e Tier 3—Non-Preferred medication™ .. ... ... . e $125

*Regardless of medical necessity or Generic availability, the member will be responsible for the applicable copayment
when a Tier 2 or Tier 3 medication is dispensed. If a Tier 1 medication is available and the member elects to receive a
Tier 2 or Tier 3 medication without medical indication from the prescribing physician, the member will be responsible
for the difference in cost between the Tier 1 and the purchased medication in addition to the Tier 1 copayment.

The following prescription medications are covered at no cost to the member (Generic only): prenatal vitamins, folic
acid, fuoride for preschool age children and tobacco cessation medication.

At walk-in pharmacies if the actual cost of the prescription is less than the applicable copayment, the member will only
be responsible for paying the actual cost of the medication.

Prescription copayments and the deductible (if applicable) do not contribute to the medical annual out-of-pocket
maximum (unless required for diabetes supplies or pediatric asthma supplies and equipment).

COVERED PRESCRIPTION MEDICATIONS

- Oral medications that require a Prescription by state or federal law, written by a Participating Physician and dispensed by a
Participating Pharmacy.

« Covered Prescription medications dispensed by a non-Participating Pharmacy outside of WHA's service area for urgent or
emergency care only (the receipt may be submitted to WHA for reimbursement).

« Compounded Prescriptions for which there is no FDA approved alternative and which contain at least one Prescription
ingredient.

« Insulin, insulin syringes with needles, glucose test strips and tablets.
« Oral contraceptives and diaphragms.

DEFINITIONS
Brand Name medication is a Prescription drug manufactured, marketed, and sold under a given name.

FDA-approved means drugs, medications, and biologicals that have been approved by the Food and Drug Administration (FDA).

Generic medication is a Prescription drug that is medically equivalent to a Brand Name medication as determined by the FDA and meets the
same standards as a Brand Name medication in all facets: purity, safety, strength and effectiveness.

Maintenance medication is any covered Prescription medication that is to be taken beyond 60 days. Examples include medications for high
blood pressure, diabetes, arthritis, allergies and oral contraceptives.

Non-Preferred or Tier 3 medication means a Generic or Brand Name medication that is not listed on the WHA Preferred Drug List (PDL).

Participating Pharmacy is a pharmacy under contract with WHA, authorized to dispense covered Prescription medications to members who
are entitled under the pharmacy beneft to receive them. Refer to the WHA Provider Directory for a list of Participating Pharmacies.

Preferred Brand Name or Tier 2 medication means a Brand Name medication that is listed on the WHA Preferred Drug List (PDL).

Preferred Drug List (PDL) is a listing of medications developed by WHA's Pharmacy and Therapeutics (P&T) Committee as drugs of choice in
their respective classes of Preferred Generic medication or Preferred Brand Name medication. Please note that a drug’s presence on the WHA
PDL does not guarantee that the member’s physician will prescribe the drug. Members may request a copy of the PDL by calling WHA Member
Services or view the document on WHA's website at westernhealth.com.

Drugs are evaluated regularly by the P&T Committee, which meets every other month, to determine the additions and possible deletions of
medications and to ensure rational and cost effective use of pharmaceutical agents. Physicians may request that the P&T Committee consider
adding specifc medications to the PDL. The Committee reviews all medications for their effcacy, quality, safety, similar alternatives, and cost in
determining their inclusion on the PDL.

Preferred Generic or Tier 1 medication means a Generic medication that is listed on the WHA Preferred Drug List (PDL).
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Prescription medication is a drug which has been approved by the FDA and which can, under federal or state law, be dispensed only pursuant
to a Prescription order from a duly licensed physician.

Prescription is a written or oral order for a Prescription medication directly related to the treatment of an illness or injury and is issued by the
attending physician within the scope of his or her professional license.

Three-tier Copay Plan means Preferred Generic medications listed on the PDL are covered at the lowest tier copayment level, Brand Name
medications listed on the PDL are provided at the second tier copayment level, and drugs not listed on the PDL (Generic or Brand Name) are
covered at the third tier copayment level. There are a small number of drugs, regardless of tier, that may require prior authorization to ensure
appropriate use based on criteria set by the WHA P&T Committee.

PRINCIPAL EXCLUSIONS AND LIMITATIONS

The covered Prescription medications are subject to the exclusions
and limitations described in this section:

Medicaid Services as part of an anticancer chemotherapeutic regimen:
The Elsevier Gold Standard’s Clinical Pharmacology, the National

. L ) ) ) ) Comprehensive Cancer Network Drug and Biologics Compendium, or
a. Generic medications are required. The pharmacist will automatically

substitute an equivalent Generic medication for the prescribed Brand
Name medication unless: your physician writes, “do not substitute” or
“prescribe as written”; there is not a Generic equivalent available; or
the medication is included in the list of Narrow Therapeutic Index
(NTI) drugs that currently have potential equivalency issues. In these
cases, the member will be provided the Brand Name medication as
written by the member’s physician, even if a Generic is available. The
applicable copayment will apply. A member may request a list of
applicable NTI drugs by calling WHA Member Services.

. Some Prescription medications may require prior authorization by
WHA. For clarifcation, please contact WHA Member Services.
Routine/non-urgent requests for prior authorization are processed
within three business days if all applicable information is included with
the request. Requests that are indicated as urgent will be reviewed
within one business day. An incomplete request may delay the
authorization process if the provider is not available to supply the
necessary clinical information. For a prior authorization request after
business hours or on weekends and holidays in an urgent or
emergency situation, the Pharmacy is authorized to dispense an
emergency short supply of the medication.

. Covered Prescription medications are limited to a 30 day supply at a
participating pharmacy. A 90 day supply of oral Maintenance
medications is available through WHA’s Mail Order program (see item
d). Oral specialty medications that cost over $500 for a 30 day supply
are limited to a 30 day supply.

. Covered Prescription medications that are to be taken beyond 60 days
are considered Maintenance medications and may be obtained through
the Mail Order program. The initial Prescription for Maintenance
medications may be dispensed through a Participating Pharmacy
(limited to a 30 day supply). Subsequent reflls for a 90 day supply may
be obtained through the Mail Order program.

. Over-the-counter medications or medications that do not require a
Prescription are excluded (except for insulin and insulin syringes with
needles for diabetics).

Medications that are not medically necessary are excluded.

. Treatment of impotence and/or sexual dysfunction must be medically
necessary and documentation of a confrmed diagnosis of erectile
dysfunction must be submitted to the Plan for review. Drugs and
medications are limited to eight (8) pills per month for a 30 day period
and are subject to a 50% copayment.

. Medications that are experimental or investigational are excluded,

the Thomson Micromedex DrugDex, or at least two articles from major
peer reviewed medical journals that present data supporting the
proposed use as safe and effective, unless there is clear and convincing
contradictory evidence in a similar journal.

Prescriptions written by dentists are excluded.

. Drugs required for foreign travel are excluded, unless they are prior

authorized for medical necessity.

Prescription products for cosmetic indications, including agents for
wrinkles or hair growth, and over-the-counter dietary/nutritional aids
and health/beauty aids are excluded.

. Drugs used for weight loss and dietary/nutritional aids which require a

prescription are excluded, unless they are prior authorized for medical
necessity.

. Contraceptive devices (including IUD’s) and implantable contraceptives

are not covered under this prescription rider beneft; they are covered
under the medical beneft as described in the EOC/DF.

. Medications for injection or implantation (except insulin and other

medications as determined by WHA) are covered under the medical
beneft as described in the EOC/DF under the sections titled
“Outpatient Services” and “Other Health Services”.

. Pharmacies which dispense covered Prescription medications to

members pursuant to an agreement with WHA or its pharmacy beneft
manager and this prescription rider beneft, do so as independent
contractors. WHA shall not be liable for any claim or demand on
account of damages arising out of or in any manner connected with any
injuries suffered by members.

. WHA shall not be liable for any claim or demand on account of damages

arising out of or in any manner connected with the manufacturing,
compounding, dispensing, or use of any covered Prescription medication.

. Medications for the treatment of infertility are excluded, unless the

employer has added an Infertility rider beneft.

. Vitamins (except prenatal prescription vitamins or vitamins in

conjunction with fuoride) are excluded.

. Medications for the treatment of short stature are excluded unless

medically necessary.

. Replacement medications for drugs that are lost or stolen are not

covered.

PRESCRIPTION CLAIM REIMBURSEMENT

If a member pays for a covered Prescription medication as described
in this Copayment Summary, the original receipt along with a copy of
the member’s identifcation card, address, a daytime telephone
number, and the reason for the reimbursement request should be
submitted to WHA's pharmacy beneft manager, Medco Health,
within 60 days of purchase. No claim will be considered if submitted
beyond 12 months from the date of purchase.

except for life-threatening or seriously debilitating conditions and
cancer clinical trials as described in the Combined Evidence of
Coverage and Disclosure Form (EOC/DF) under the section titled,
“Independent Medical Review of Investigational/Experimental
Treatments”.

i. There are a small number of drugs, regardless of PDL tier level, that
may require prior authorization for a non-FDA approved indication
(off label use). For off label use, the medication must be FDA approved
for some indication and recognized by the American Hospital
Formulary Service Drug Information or one of the following
compendia, if recognized by the federal Centers for Medicare and
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COPAYMENT SUMMARY

Western Health Advantage (WHA) shall cover Prescription medications at Participating Pharmacies, prescribed
in connection with a covered service and subject to conditions, limitations and exclusions stated in this
Copayment Summary.

PRESCRIPTION COPAYMENTS FOR COVERED MEDICATIONS COST TO MEMBER
WHA offers a Three-tier Copay Plan (see defnitions)

Walk-In Pharmacy (up to 30 day supply)

e Tier 1 —Preferred Generic MediCation . ... ... . $10
o Tier 2 — Preferred Brand Name mediCation™. . ... ... it $40
o Tier 3— Non-Preferred medication™ . . ... ... $60
Mail Order (up to 90 day supply)

o Tier 1 —Preferred Generic MediCation .. ... ..ot $25
e Tier 2 — Preferred Brand Name medication™. . ... ... .. . $100
e Tier 3—Non-Preferred medication™ .. ... ... . e $150

*Regardless of medical necessity or Generic availability, the member will be responsible for the applicable copayment
when a Tier 2 or Tier 3 medication is dispensed. If a Tier 1 medication is available and the member elects to receive a
Tier 2 or Tier 3 medication without medical indication from the prescribing physician, the member will be responsible
for the difference in cost between the Tier 1 and the purchased medication in addition to the Tier 1 copayment.

The following prescription medications are covered at no cost to the member (Generic only): prenatal vitamins, folic
acid, fuoride for preschool age children and tobacco cessation medication.

At walk-in pharmacies if the actual cost of the prescription is less than the applicable copayment, the member will only
be responsible for paying the actual cost of the medication.

Prescription copayments and the deductible (if applicable) do not contribute to the medical annual out-of-pocket
maximum (unless required for diabetes supplies or pediatric asthma supplies and equipment).

COVERED PRESCRIPTION MEDICATIONS

- Oral medications that require a Prescription by state or federal law, written by a Participating Physician and dispensed by a
Participating Pharmacy.

« Covered Prescription medications dispensed by a non-Participating Pharmacy outside of WHA's service area for urgent or
emergency care only (the receipt may be submitted to WHA for reimbursement).

« Compounded Prescriptions for which there is no FDA approved alternative and which contain at least one Prescription
ingredient.

« Insulin, insulin syringes with needles, glucose test strips and tablets.
« Oral contraceptives and diaphragms.

DEFINITIONS
Brand Name medication is a Prescription drug manufactured, marketed, and sold under a given name.

FDA-approved means drugs, medications, and biologicals that have been approved by the Food and Drug Administration (FDA).

Generic medication is a Prescription drug that is medically equivalent to a Brand Name medication as determined by the FDA and meets the
same standards as a Brand Name medication in all facets: purity, safety, strength and effectiveness.

Maintenance medication is any covered Prescription medication that is to be taken beyond 60 days. Examples include medications for high
blood pressure, diabetes, arthritis, allergies and oral contraceptives.

Non-Preferred or Tier 3 medication means a Generic or Brand Name medication that is not listed on the WHA Preferred Drug List (PDL).

Participating Pharmacy is a pharmacy under contract with WHA, authorized to dispense covered Prescription medications to members who
are entitled under the pharmacy beneft to receive them. Refer to the WHA Provider Directory for a list of Participating Pharmacies.

Preferred Brand Name or Tier 2 medication means a Brand Name medication that is listed on the WHA Preferred Drug List (PDL).

Preferred Drug List (PDL) is a listing of medications developed by WHA's Pharmacy and Therapeutics (P&T) Committee as drugs of choice in
their respective classes of Preferred Generic medication or Preferred Brand Name medication. Please note that a drug’s presence on the WHA
PDL does not guarantee that the member’s physician will prescribe the drug. Members may request a copy of the PDL by calling WHA Member
Services or view the document on WHA's website at westernhealth.com.

Drugs are evaluated regularly by the P&T Committee, which meets every other month, to determine the additions and possible deletions of
medications and to ensure rational and cost effective use of pharmaceutical agents. Physicians may request that the P&T Committee consider
adding specifc medications to the PDL. The Committee reviews all medications for their effcacy, quality, safety, similar alternatives, and cost in
determining their inclusion on the PDL.

Preferred Generic or Tier 1 medication means a Generic medication that is listed on the WHA Preferred Drug List (PDL).
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Prescription medication is a drug which has been approved by the FDA and which can, under federal or state law, be dispensed only pursuant
to a Prescription order from a duly licensed physician.

Prescription is a written or oral order for a Prescription medication directly related to the treatment of an illness or injury and is issued by the
attending physician within the scope of his or her professional license.

Three-tier Copay Plan means Preferred Generic medications listed on the PDL are covered at the lowest tier copayment level, Brand Name
medications listed on the PDL are provided at the second tier copayment level, and drugs not listed on the PDL (Generic or Brand Name) are
covered at the third tier copayment level. There are a small number of drugs, regardless of tier, that may require prior authorization to ensure
appropriate use based on criteria set by the WHA P&T Committee.

PRINCIPAL EXCLUSIONS AND LIMITATIONS

The covered Prescription medications are subject to the exclusions
and limitations described in this section:

Medicaid Services as part of an anticancer chemotherapeutic regimen:
The Elsevier Gold Standard’s Clinical Pharmacology, the National

. L ) ) ) ) Comprehensive Cancer Network Drug and Biologics Compendium, or
a. Generic medications are required. The pharmacist will automatically

substitute an equivalent Generic medication for the prescribed Brand
Name medication unless: your physician writes, “do not substitute” or
“prescribe as written”; there is not a Generic equivalent available; or
the medication is included in the list of Narrow Therapeutic Index
(NTI) drugs that currently have potential equivalency issues. In these
cases, the member will be provided the Brand Name medication as
written by the member’s physician, even if a Generic is available. The
applicable copayment will apply. A member may request a list of
applicable NTI drugs by calling WHA Member Services.

. Some Prescription medications may require prior authorization by
WHA. For clarifcation, please contact WHA Member Services.
Routine/non-urgent requests for prior authorization are processed
within three business days if all applicable information is included with
the request. Requests that are indicated as urgent will be reviewed
within one business day. An incomplete request may delay the
authorization process if the provider is not available to supply the
necessary clinical information. For a prior authorization request after
business hours or on weekends and holidays in an urgent or
emergency situation, the Pharmacy is authorized to dispense an
emergency short supply of the medication.

. Covered Prescription medications are limited to a 30 day supply at a
participating pharmacy. A 90 day supply of oral Maintenance
medications is available through WHA’s Mail Order program (see item
d). Oral specialty medications that cost over $500 for a 30 day supply
are limited to a 30 day supply.

. Covered Prescription medications that are to be taken beyond 60 days
are considered Maintenance medications and may be obtained through
the Mail Order program. The initial Prescription for Maintenance
medications may be dispensed through a Participating Pharmacy
(limited to a 30 day supply). Subsequent reflls for a 90 day supply may
be obtained through the Mail Order program.

. Over-the-counter medications or medications that do not require a
Prescription are excluded (except for insulin and insulin syringes with
needles for diabetics).

Medications that are not medically necessary are excluded.

. Treatment of impotence and/or sexual dysfunction must be medically
necessary and documentation of a confrmed diagnosis of erectile
dysfunction must be submitted to the Plan for review. Drugs and
medications are limited to eight (8) pills per month for a 30 day period
and are subject to a 50% copayment.

. Medications that are experimental or investigational are excluded,

the Thomson Micromedex DrugDex, or at least two articles from major
peer reviewed medical journals that present data supporting the
proposed use as safe and effective, unless there is clear and convincing
contradictory evidence in a similar journal.

Prescriptions written by dentists are excluded.

. Drugs required for foreign travel are excluded, unless they are prior

authorized for medical necessity.

Prescription products for cosmetic indications, including agents for
wrinkles or hair growth, and over-the-counter dietary/nutritional aids
and health/beauty aids are excluded.

. Drugs used for weight loss and dietary/nutritional aids which require a

prescription are excluded, unless they are prior authorized for medical
necessity.

. Contraceptive devices (including IUD’s) and implantable contraceptives

are not covered under this prescription rider beneft; they are covered
under the medical beneft as described in the EOC/DF.

. Medications for injection or implantation (except insulin and other

medications as determined by WHA) are covered under the medical
beneft as described in the EOC/DF under the sections titled
“Outpatient Services” and “Other Health Services”.

. Pharmacies which dispense covered Prescription medications to

members pursuant to an agreement with WHA or its pharmacy beneft
manager and this prescription rider beneft, do so as independent
contractors. WHA shall not be liable for any claim or demand on
account of damages arising out of or in any manner connected with any
injuries suffered by members.

. WHA shall not be liable for any claim or demand on account of damages

arising out of or in any manner connected with the manufacturing,
compounding, dispensing, or use of any covered Prescription medication.

. Medications for the treatment of infertility are excluded, unless the

employer has added an Infertility rider beneft.

. Vitamins (except prenatal prescription vitamins or vitamins in

conjunction with fuoride) are excluded.

. Medications for the treatment of short stature are excluded unless

medically necessary.

. Replacement medications for drugs that are lost or stolen are not

covered.

PRESCRIPTION CLAIM REIMBURSEMENT

If a member pays for a covered Prescription medication as described
in this Copayment Summary, the original receipt along with a copy of
the member’s identifcation card, address, a daytime telephone
number, and the reason for the reimbursement request should be
submitted to WHA's pharmacy beneft manager, Medco Health,
within 60 days of purchase. No claim will be considered if submitted
beyond 12 months from the date of purchase.

except for life-threatening or seriously debilitating conditions and
cancer clinical trials as described in the Combined Evidence of
Coverage and Disclosure Form (EOC/DF) under the section titled,
“Independent Medical Review of Investigational/Experimental
Treatments”.

i. There are a small number of drugs, regardless of PDL tier level, that
may require prior authorization for a non-FDA approved indication
(off label use). For off label use, the medication must be FDA approved
for some indication and recognized by the American Hospital
Formulary Service Drug Information or one of the following
compendia, if recognized by the federal Centers for Medicare and
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Preferred Generic or Tier 1 medication means a Generic medication that is listed on the WHA Preferred Drug List (PDL).
Prescription medication is a drug which has been approved by the FDA and which can, under federal or state law, be dispensed only pursuant

to a Prescription order from a duly licensed physician.

Prescription is a written or oral order for a Prescription medication directly related to the treatment of an illness or injury and is issued by the

attending physician within the scope of his or her professional license.

Three-tier Copay Plan means Preferred Generic medications listed on the PDL are covered at the lowest tier copayment level, Brand Name
medications listed on the PDL are provided at the second tier copayment level, and drugs not listed on the PDL (Generic or Brand Name) are
covered at the third tier copayment level. There are a small number of drugs, regardless of tier, that may require prior authorization to ensure

appropriate use based on criteria set by the WHA P&T Committee.

PRINCIPAL EXCLUSIONS AND LIMITATIONS

The covered Prescription medications are subject to the exclusions
and limitations described in this section:

a. Generic medications are required. The pharmacist will automatically
substitute an equivalent Generic medication for the prescribed Brand
Name medication unless: your physician writes, “do not substitute” or
“prescribe as written”; there is not a Generic equivalent available; or
the medication is included in the list of Narrow Therapeutic Index
(NTI) drugs that currently have potential equivalency issues. In these
cases, the member will be provided the Brand Name medication as
written by the member’s physician, even if a Generic is available. The
applicable copayment will apply. A member may request a list of
applicable NTI drugs by calling WHA Member Services.

b. Some Prescription medications may require prior authorization by
WHA. For clarifcation, please contact WHA Member Services.
Routine/non-urgent requests for prior authorization are processed
within three business days if all applicable information is included with
the request. Requests that are indicated as urgent will be reviewed
within one business day. An incomplete request may delay the
authorization process if the provider is not available to supply the
necessary clinical information. For a prior authorization request after
business hours or on weekends and holidays in an urgent or
emergency situation, the Pharmacy is authorized to dispense an
emergency short supply of the medication.

c. Covered Prescription medications are limited to a 30 day supply at a
participating pharmacy. A 90 day supply of oral Maintenance
medications is available through WHA’s Mail Order program (see item
d). Oral specialty medications that cost over $500 for a 30 day supply
are limited to a 30 day supply.

d. Covered Prescription medications that are to be taken beyond 60 days
are considered Maintenance medications and may be obtained through
the Mail Order program. The initial Prescription for Maintenance
medications may be dispensed through a Participating Pharmacy
(limited to a 30 day supply). Subsequent reflls for a 90 day supply may
be obtained through the Mail Order program.

e. Over-the-counter medications or medications that do not require a
Prescription are excluded (except for insulin and insulin syringes with
needles for diabetics).

f. Medications that are not medically necessary are excluded.

g. Treatment of impotence and/or sexual dysfunction must be medically
necessary and documentation of a confrmed diagnosis of erectile

The Elsevier Gold Standard’s Clinical Pharmacology, the National
Comprehensive Cancer Network Drug and Biologics Compendium, or
the Thomson Micromedex DrugDex, or at least two articles from major
peer reviewed medical journals that present data supporting the
proposed use as safe and effective, unless there is clear and convincing
contradictory evidence in a similar journal.

Prescriptions written by dentists are excluded.

. Drugs required for foreign travel are excluded, unless they are prior

authorized for medical necessity.
Prescription products for cosmetic indications, including agents for

wrinkles or hair growth, and over-the-counter dietary/nutritional aids

and health/beauty aids are excluded.

. Drugs used for weight loss and dietary/nutritional aids which require a

prescription are excluded, unless they are prior authorized for medical
necessity.

. Contraceptive devices (including IUD’s) and implantable contraceptives

are not covered under this prescription rider beneft; they are covered
under the medical beneft as described in the EOC/DF.

. Medications for injection or implantation (except insulin and other

medications as determined by WHA) are covered under the medical
beneft as described in the EOC/DF under the sections titled
“Qutpatient Services” and “Other Health Services”.

. Pharmacies which dispense covered Prescription medications to

members pursuant to an agreement with WHA or its pharmacy beneft
manager and this prescription rider beneft, do so as independent
contractors. WHA shall not be liable for any claim or demand on
account of damages arising out of or in any manner connected with any
injuries suffered by members.

. WHA shall not be liable for any claim or demand on account of damages

arising out of or in any manner connected with the manufacturing,
compounding, dispensing, or use of any covered Prescription medication.

. Medications for the treatment of infertility are excluded, unless the

employer has added an Infertility rider beneft.

. Vitamins (except prenatal prescription vitamins or vitamins in

conjunction with fuoride) are excluded.

. Medications for the treatment of short stature are excluded unless

medically necessary.

. Replacement medications for drugs that are lost or stolen are not

dysfunction must be submitted to the Plan for review. Drugs and covered.
medications are limited to eight (8) pills per month for a 30 day period
and are subject to a 50% copayment. PRESCRIPTION CLAIM REIMBURSEMENT
h. Medications that are eXperimentaI or inVeStigatiOnaI are eXCIUded, If a member pays for a Covered Prescrlptlon medlcatlon as descnbed

except for life-threatening or seriously debilitating conditions and

cancer clinical trials as described in the Combined Evidence of in this Copayment Summary, the original receipt along with a copy of

Coverage and Disclosure Form (EOC/DF) under the section titled, the ngembeg irlldentlfcatlfon fﬁrd’ ?‘d‘gess' a da}[/tlme te{ephhor:s b
“Independent Medical Review of Investigational/Experimental number, an e ree’lson or the reimbursement request should be
Treatments”. submitted to WHA's pharmacy beneft manager, Medco Health,
within 60 days of purchase. No claim will be considered if submitted

i. There are a small number of drugs, regardless of PDL tier level, that beyond 12 months from the date of purchase

may require prior authorization for a non-FDA approved indication
(off label use). For off label use, the medication must be FDA approved
for some indication and recognized by the American Hospital
Formulary Service Drug Information or one of the following
compendia, if recognized by the federal Centers for Medicare and
Medicaid Services as part of an anticancer chemotherapeutic regimen:


















































































































Exclusions & Limitations

The following are general exclusions and limitations to the WHA plans. Please refer to the applicable Copayment
Summary and Evidence of Coverage/Disclosure Form (EOC/DF) for more specifc information.
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Exclusions & Limitations

EXCLUSIONS

For a detailed description of the exclusions and limitations of any
WHA medical plan, please refer to the applicable Combined
Evidence of Coverage and Disclosure Form (EOC/DF).

Lifetime and Annual Dollar Limits: There are no lifetime or
annual dollar limits on any essential health benefts. All dollar limits,
if any, are specifed in the Copayment Summary. WHA has no
pre-existing condition exclusions for any Subscriber or Dependent.

The following services and supplies are excluded or limited:

1. Any services or supplies obtained before the member’s effective
date of coverage.

2. Services and supplies which are not medically necessary.

3. Non-emergent services and supplies rendered by non-participating
providers without written referral by the member’s PCP.

4. Experimental medical or surgical procedures, services or
supplies.

5. Long term care benefts including skilled nursing care and
respite care, except medically necessary covered services as
specifcally described in the EOC/DF.

6. Cosmetic services and supplies, except as specifcally described
in the EOC/DF.

7. Penile Prostheses unless prescribed by a participating physician
and determined to be both medically necessary and not of a
psychological cause.

8. Non-emergent medical transport or ambulance care inside or
outside the service area, except with prior authorization.

9. Vision therapy, eyeglasses, contact lenses and surgical
procedures for the correction of visual acuity in lieu of
eyeglasses or contact lenses (except for intraocular lenses in
connection with cataract removal).

10. Hearing aids and batteries.

11. Services or supplies in connection with the storage of body
parts, fuids or tissues, except for autologous blood.

12. Dental care, except as specifcally described in the EOC/DF.

13. Any services or supplies provided by a person who lives in the
member’s home, or by an immediate relative of the member.

14. Personal comfort or convenience items (e.g., television, radio),
home or automobile modifcations, or improvements (e.g., chair
lifts, purifers).

15. Vitamins except prenatal prescription vitamins or vitamins in
conjunction with fuoride.

16. Routine foot care (e.g., treatment of or to the feet for corns, or
calluses), except when medically necessary. Orthotic devices for
routine foot care are also excluded. This exclusion does not
apply to special footwear required as a result of foot
disfgurement caused by diabetes.

17. All immunizations required by an employer as a condition of
employment.

18. Custodial care or services and supplies furnished by an

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.
30.

3L

32.

33.

34.

35.
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institution which is primarily a place for rest and provides
primarily non-nursing supervision of the patient, except as
specifcally described in the EOC/DF.

Non-prescription weight loss aids and programs and
non-participating provider programs.

Smoking cessation products and programs other than as
specifcally listed in the EOC/DF.

Repair and replacement of DME, orthotics or prosthetics when
necessitated by the member’s abuse, misuse or loss. Any device
not medical in nature (e.g., exercise equipment, whirlpool, spa),
more than one device for the same body part, or more than one
piece of equipment that serves the same function.

Food supplements or infant formulas, except in the treatment
of PKU.

Over-the-counter medications, supplies or equipment that may
be obtained without a prescription, except for diabetes or
pediatric asthma supplies or equipment as described in the
EOC/DF.

Services and supplies associated with the donation of organs
where the recipient is not a member of WHA.

Court-ordered health care services and supplies when not
medically necessary.

Travel expenses, including room and board, even if the purpose
is to obtain a covered service.

Expenses incurred obtaining copies of the medical records if
requested by the member for personal use.

Weight control surgery or procedures including without
limitation gastric bubble, gastroplasty, gastric bypass, gastric
stapling, liposuction, HCG injections and any experimental
procedures for the treatment of obesity. However, medically
necessary services, as determined by WHA, for the treatment
of morbid obesity with prior authorization are covered.

Testing for the sole purpose of determining paternity.

Diagnostic procedures or testing for genetic disorders, except
for prenatal diagnosis of fetal genetic disorders in cases of high
risk pregnancy or when medically indicated.

Diagnosis and treatment for personal growth and/or
development, for personality reorganization or in conjunction
with professional certifcation.

Ancillary services such as vocational rehabilitation, behavioral
training, sleep therapy, employment counseling, training or
education therapy for learning disabilities or other educational
services.

Marriage counseling, except for the treatment of a mental health
disorder/condition.

Psychological examination, testing or treatment for purposes of
licensing or insurance, judicial or administrative proceedings
(including but not limited to parole or probation proceedings),
or satisfying an employer’s, prospective employer’s or other
party’s requirements for obtaining employment.

Psychological testing, except when conducted for the purpose of
diagnosis of a mental health disorder/condition or a condition
related to drug or alcohol dependence.



Exclusions & Limitations

36.

37.

38.
39.

40.

41.

42.

43.
44,

45.

46.

47.

48.

49,

Mental health treatment of obesity or for weight reduction
(except in connection with anorexia nervosa or bulimia),
including supplies.

Stress management therapy.
Aversion therapy.

Mental health treatment of pain, except for medically necessary
treatment of pain with psychological or psychosomatic origins.

Treatment of short stature unless treatment is medically
necessary.

Sex change (transsexual) surgery and/or treatment related to
changing a member’s physical characteristics to those of the
opposite sex.

All services involving surrogacy, except as specifcally described
in the EOC/DF.

Home birth delivery.

Services and supplies in connection with the reversal of
voluntary sterilization.

Services related to assisted reproductive technology, including
but not limited to harvesting or stimulation of the human ovum,
ovum transplants, gamete intrafallopian transfer (GIFT), donor
semen or eggs (and services related to their procurement and
storage), artifcial insemination, including related medications,
laboratory and radiology services, services or medications to
treat low sperm count, in vitro fertilization (IVF) and zygote
intrafallopian transfer (ZIFT).

Infertility services, which are services related to the diagnosis
and treatment of infertility, unless (i) Infertility Beneft Rider has
been purchased or (ii) Infertility benefts are incorporated in the
medical plan. Refer to the applicable EOC/DF for additional
information.

Acupressure (unless provided through the acupuncture beneft of
applicable plans), biofeedback, sex therapy, dance therapy and
recreational therapy.

Acupuncture and chiropractic care (CalChoice and HSA
compatible plans only).

Outpatient prescription medications are covered only if (i) listed
as covered on your Copayment Summary or (ii) the employer
has purchased an optional prescription rider plan.
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LIMITATIONS

All benefts for covered services are provided in connection with
determining medical necessity. The services and supplies used to
diagnose and treat any disease, illness or injury must be in

accordance with professionally recognized standards of practice.

1. Services and supplies rendered by non-participating providers
are covered for urgent care and emergency care only, or when
care from the non-participating provider has been authorized
in advance.

2. Respiratory therapy, cardiac rehabilitation and pulmonary
rehabilitation are limited to short-term rehabilitative services
that are authorized in advance, determined to be medically
necessary and determined to lead to continued improvement of
the member’s condition. Refer to the EOC/DF for additional
exclusions to therapy and rehabilitative services.

3. Physical exams and/or laboratory, x-ray or other diagnostic tests
ordered in conjunction with a physical exam will not be a
covered beneft if the purpose of the test is exclusively to fulfll
an employment, licensing, sports, or school-related requirement.

4. If services or supplies are received while a member is entitled to
benefts from another health plan, or for which a member is
entitled to collect damages due to a third party’s liability, including
Workers’ Compensation, the member is required to assist in the
assignment, liens and recovery of any WHA or HAI-CA expense.
WHA may fle a lien on any proceeds received by a Member for
any expense incurred by WHA or HAI-CA. Members not legally
required to be covered by Workers’ Compensation benefts are
eligible for 24-hour coverage under WHA.

5. WHA will not be held liable for the lack of available services in
the event of a major disaster, epidemic, war, riot or other like
circumstance beyond the control of WHA which renders a
participating provider unable to provide services. Refer to the
EOC/DF for additional information.

6. For covered services, WHA reserves the right to coordinate
your care in a cost effective and effcient manner.

7. Private hospital rooms and/or private duty nursing are not
covered unless determined to be medically necessary and
authorized by WHA.
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