DEDUCTIBLE FIRST
HDHP HMO PRIME

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/DISCLOSURE FORM AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

ANNUAL DEDUCTIBLE

The annual deductible is the amount of money a member or family must pay for covered services/medications before WHA is responsible
for covered services/medications. Each member enrolled as a family must meet the Individual with Family coverage amount or Family
coverage amount, whichever is met first. Once the deductible is met, the relevant copayment(s) will apply. Amounts paid for non-covered
services/medications do not count toward a member’s deductible.

member responsibility Deductible ¢ AD = After Deductible
$1,650 Self-only coverage
$3,300 Individual with Family coverage
$3,300 Family coverage

ANNUAL OUT-OF-POCKET MAXIMUM

The out-of-pocket maximum is the most a member or family will pay in a calendar year for covered services/medications. Once the
deductible and copayment costs reach the annual out-of-pocket maximum, WHA will cover 100% of the covered services/medications for
the remainder of the calendar year. Amounts paid for non-covered services/medications do not count toward a member’s out-of-pocket
maximum.

member responsibility Out-of-Pocket Maximum
$3,300 Self-only coverage
$3,300 Individual with Family coverage
$6,600 Family coverage
none Lifetime maximum

COVERED WITHOUT COST-SHARING — NOT SUBJECT TO DEDUCTIBLE

Preventive care services and some Prescription medications are covered at no cost to the member, as outlined under EOC/DF section
Preventive Services Covered without Cost-Sharing. See additional benefit information at mywha.org/preventive.

* Annual physical examinations and well baby care

* Adult and pediatric immunizations, including those for flu and COVID-19

* Women'’s preventive services

* Routine prenatal care and lab tests, and first post-natal visit

* Breast, cervical, prostate, colorectal and other generally accepted cancer screenings

* Family planning, including FDA-approved contraception and sterilization procedures; counseling, education

* Certain preventive medications and supplements, available as prescription and/or over-the-counter (OTC); see Prescription Drug
Coverage section of this Copayment Summary for details

NOTE: In order for a service to be considered "“preventive,” the service must be provided or ordered by your PCP or OB/GYN, and the
primary purpose of the visit must be to obtain the preventive service. In the event you receive additional services that are not part of the
preventive exam (for example, procedures or labs resulting from screenings or in response to your medical condition or symptoms), you
will be responsible for the cost of those services as described in this Copayment Summary.

Annual examinations for adult vision, when provided through Vision Service Plan (VSP), and hearing are covered at no cost to the
member.
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COVERED WITH COST-SHARING

cost to member

$20 per visit AD
$20 per visit AD

$20 per visit AD
$150 per visit AD
none AD

none AD

none AD

$50 per visit AD
$5 per visit AD

$250 per admission AD

none AD

$20 per visit AD
$20 per visit AD
$20 per visit AD
$100 per visit AD
none AD

$100 per trip AD

20% AD

$20 AD

$20 per visit AD

none AD

$250 per admission AD
$250 per admission AD
none AD

Deductible/percentage copayments are based on WHA's contracted rates with the provider of service

Professional Services
Office or virtual visits, primary care and other practitioners not listed below
Office or virtual visits, specialist

Outpatient Services

Outpatient surgery

* Performed in office setting

e Performed in facility — facility fees

* Performed in facility — professional services

Dialysis, chemotherapy, infusion therapy and radiation therapy
Laboratory tests, X-ray and diagnostic imaging

Imaging (CT/PET scans and MRIs)

Therapeutic injections, including allergy shots

Hospitalization Services
Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:
* 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, including physician, surgeon, anesthesiologist and consultant services

Urgent and Emergency Services

Outpatient care to treat an injury or sudden onset of an acute illness within or outside the WHA Service Area:
* Physician’s office or virtual visit

* Urgent care virtual visit

¢ Urgent care center

e Emergency room — facility fees (waived if admitted)

* Emergency room — professional services

* Ambulance service as medically necessary or in a life-threatening emergency (including 911)

Durable Medical Equipment (DME)

Durable medical equipment when determined by a participating physician to be medically necessary and when
authorized in advance by WHA

Orthotic and prosthetic devices when determined by a participating physician to be medically necessary and when
authorized in advance by WHA

Behavioral Health Services

Mental Health Disorders and Substance Use Disorders

 Office or virtual visit

* Qutpatient other services

* Inpatient hospital services, including detoxification — provided at a participating acute care facility
* Inpatient hospital services — provided at residential treatment center

* Inpatient professional services, including physician services
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COVERED WITH COST-SHARING

cost to member Deductible/percentage copayments are based on WHA's contracted rates with the provider of service

Other Health Services

none AD Home health care when prescribed by a participating physician and determined to be medically necessary, up to
100 visits in a calendar year

$250 per admission AD  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 benefit period

none AD Hospice Services
$20 per visit AD Habilitation services
$20 per visit AD Outpatient rehabilitative services, including:

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

* Respiratory therapy, cardiac therapy and pulmonary therapy, when authorized in advance by WHA and
determined to be medically necessary and to lead to continued improvement

$250 per admission AD  Inpatient rehabilitation
none AD Abortion and abortion-related services

none AD Acupuncture and chiropractic services, provided through Landmark Healthplan of California, Inc.,
no PCP referral required. See additional benefit information at mywha.org.

* Acupuncture, up to 20 visits per year
* Chiropractic care, up to 20 visits per year

Additional Health Services — not subject to deductible

see Infertility A Infertility services covered under Infertility rider, copayments for these services do not contribute to the medical
Copayment Summary out-of-pocket maximum
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PRESCRIPTION DRUG COVERAGE

Covered medications included in a member’s Prescription drug plan are categorized as Tier 1, 2, 3 or 4 in WHA's Preferred Drug List
(PDL). A member’s PDL can be requested by calling WHA Member Services or viewed online at mywha.org/Rx.

NOTE: All medications included in the PDL are evaluated regularly for their efficacy, quality, safety, similar alternatives, and cost to ensure
rational, cost-effective use of pharmaceutical agents. A drug’s presence on the PDL does not guarantee that the member’s Participating
Provider will prescribe the drug. There are a small number of drugs, regardless of tier, that may require prior authorization to ensure
appropriate use based on criteria set by WHA.

Preventive medications, supplements and vaccines: Aspirin, folic acid (including in prenatal vitamins), fluoride for preschool age children,
tobacco cessation medication, contraceptives, and preventive vaccines, including those for flu and COVID-19, are covered without
member cost-sharing; see Appendix A in your EOC/DF for a complete list. Generic required if available.

COVERED WITH COST-SHARING
Retail pharmacy (cost per 30-day supply)

$10 AD -« Tier 1: Preferred generic and certain preferred brand name medication

$30 AD * Tier 2: Preferred brand name and certain non-preferred generic medication

$50 AD * Tier 3: Non-preferred (generic or brand) medication
Participating Retail Pharmacies allow up to a 90-day supply on maintenance medication. The retail pharmacy
copayment applies for each 30-day supply.

Home delivery pharmacy (cost per prescription, up to 100-day supply)
$20 AD + Tier 1: Preferred generic and certain preferred brand name medication
$60 AD * Tier 2: Preferred brand name and certain non-preferred generic medication
$100 AD * Tier 3: Non-preferred (generic or brand) medication

Specialty pharmacy (cost per prescription, up to 30-day supply)

$100 AD e Tier 4: Specialty and other higher-cost medication
Specialty medication must be ordered through Optum Specialty Pharmacy (delivered to home or medical
office, depending on who administers the medication).

A member’s copayment or cost share will not exceed the cost of the drug dispensed. If a Tier 1 medication is available and the
member elects to receive a medication from Tier 2, 3 or 4 without medical indication from the Prescribing Provider, the member will
be responsible for the applicable Tier 2-4 copayment plus the difference in cost between the Tier 1 medication and the purchased
medication. The amount paid for the difference in cost does not apply to the deductible or contribute to the out-of-pocket maximum.

IMPORTANT: Health savings accounts (HSAs) are complex financial products. This plan is a high-deductible health plan. While
there is no obligation to have an HSA, Western Health Advantage recommends that you consult your tax or financial advisor to
discuss the benefits and determine whether this plan and HSAs are a good choice for you.

MANAGING YOUR HIGH-DEDUCTIBLE PLAN: To review amounts applied to your annual deductible and out-of-pocket
(OOP) maximum, simply access your accumulator at mywha.org. If you have any questions about how much has been applied to
your deductible or annual OOP maximum, or whether certain payments you have made apply to the OOP maximum, call WHA
Member Services. Once you have satisfied your OOP maximum, you may request a written statement confirming that you do not
have to pay any more copayment or deductible amounts for covered services through the end of the calendar year.
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INFERTILITY A BENEFIT

COPAYMENT SUMMARY

Covered Infertility services generally include consultations, examinations, diagnostic services whether performed in a physician’s
office or in a hospital or other facility, and medications. All covered Infertility services, including the diagnostic work-up and testing to
establish a cause of “Infertility,” require a 50% copayment, which is based on WHA's contracted charges. All covered Infertility services
must receive prior authorization and are subject to the exclusions and limitations set forth in this Copayment Summary.

“Infertility” is defined as a condition of being infertile. A member is considered infertile if there is a presence of a demonstrated
condition recognized by a licensed physician and surgeon as a cause of infertility, or the member is unable to conceive a pregnancy
or to carry a pregnancy to a live birth after one (1) year of regular unprotected intercourse, or if the member is over age 35 years, after
6 months of regular unprotected intercourse. A member not having regular unprotected intercourse may be considered infertile if
conception does not occur after at least 12 cycles of supervised artificial/donor insemination (6 cycles for members 35 years or older).

Covered Services * Services and supplies for diagnosis and treatment of involuntary infertility

50% Copayment* * Artificial insemination (except for donor semen or eggs, and services and supplies related
to their procurement and storage), subject to a maximum of one treatment period of up to

Genetic testing and counseling are three (3) cycles per Lifetime+

covered benefits when medically * One Gamete Intra-Fallopian Transfer (GIFT) or In Vitro Fertilization (IVF) per Lifetime+

indicated and are not subject to the * Medications for the treatment of Infertility

Infertility Benefit copayments.

Exclusions and Limitations
In addition to exclusions and limitations described under Covered Services, the following apply:

* The member must be diagnosed with “Infertility” as defined in this Copayment Summary.
* All covered Infertility services must be prior authorized by WHA.
* Services and supplies to reverse voluntary, surgically induced infertility are excluded.

* All services involved in surrogacy, including but not limited to embryo transfers, services and supplies related to donor sperm or sperm
preservation for artificial insemination, are excluded.

* Frozen embryo transfers and Zygote Intra-Fallopian Transfer (ZIFT) are excluded.

* Intracytoplasmic Sperm Injection (ICSI) is excluded.

¢ Ova sticks (a self-test for infertility) are excluded.

* Ovum transfer/transplants or uterine lavage as part of infertility diagnosis or treatment is excluded.
* All services related to the sperm donor, including the collection of the sperm, are excluded.

* Sperm storage is excluded.

* Treatment of infertility as a result of previous/prevailing elective vasectomy or tubal ligation, including, but not limited to, procedure
reversal attempts and infertility treatment after reversal attempts, is excluded.

e Artificial insemination in the absence of a diagnosis of Infertility is excluded.
* Treatment of female sterility in which a donor ovum would be necessary (e.g., post-menopausal syndrome) is excluded.

* Experimental and/or investigational diagnostic studies, procedures or drugs used to treat or determine the cause of infertility are
excluded.

* Laboratory medical procedures involving the freezing or storing of sperm, ovum and/or pre-embryos are excluded.
* Inoculation of a woman with partner’s white cells is excluded (considered experimental).

* Copayments for covered Infertility services do not contribute to the annual out-of-pocket maximum of your medical plan with Western
Health Advantage.

+ “Lifetime” refers to services obtained during the member’s life, including services provided under any other health insurance or HMO.

WHA-INFA — 01.25 — Efile #20243144
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COPAYMENT SUMMARY

UPPORT BENEFIT

Planning for a routine pregnancy may require support services. Western Health Advantage’s Family and Diversity Support Benefit provides
assistance for members seeking pregnancy or for members with a known rare and severe genetic trait who may need support to conceive.

Covered Services

When the
member is
eligible for the
covered services

Prior Authorization
Copayment

Exclusions &
Limitations

Pregnancy Support

Up to three (3) cycles of artificial insemination or
sperm collection per lifetime' and medications for
ovarian stimulation, including basic laboratory and
imaging tests related to fertility workup

Any member, with referral from provider.

Required
50%?

* Not for treatment of infertility.

¢ Not covered after sterilization or sterilization
reversal procedures.

* Benefit ends when a viable pregnancy is achieved
or three (3) cycles per lifetime' have occurred.

* If a pregnancy ends in miscarriage, additional
cycles up to the total of three (3) can be covered.

e Donor semen or eggs including services and
supplies to their procurement and storage are not
covered.

e Excludes genetic testing and advanced imaging
 All surrogacy services are not covered.

Pre-Implantation Genetic Testing

Pre-implantation genetic testing

A member has a personal or first degree relative
with a WHA-listed genetic condition?, OR

A fetus from a member’s prior pregnancy was
determined to have one of the WHA-listed genetic
condition?, OR

Both partners are carriers of a WHA-listed genetic
condition?, OR

One partner is a carrier of a WHA-listed genetic
condition? that is a dominant trait condition.

If a member is found to be a carrier through pre-
conception screening and the partner is a WHA
member, the partner may be covered for carrier
testing.

Required
50%?

* May be covered in conjunction with infertility
benefit when the member's employer offers
infertility benefits. Donor semen or eggs including
services and supplies to their procurement and
storage are not covered.

' “Lifetime" refers to any attempts, treatments or services rendered during the member’s coverage under a Western Health Advantage plan at any time during

the member’s lifetime.

2 Western Health Advantage maintains a list of rare and severe genetic conditions, which may be updated with new conditions over time.

3 Copayments for covered Family and Diversity Support services do not contribute to the annual out-of-pocket maximum of your medical plan with Western
Health Advantage. Percentage copayments are based upon WHA's contracted rates with the provider of the service.

WHA FAMDIV 07.23
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Western Health Advantage complies with applicable Federal and California civil rights laws and does not
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender
identity, sexual orientation, age, or disability, as applicable. Western Health Advantage does not exclude
people or treat them differently because of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability.

Western Health Advantage:

Provides free aids and services to people with disabilities o communicate effectively with us, such as:
e Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, other formats)

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

If you need these services, contact the Member Services Manager at 888.563.2250 and find more information
online at https://www.westernhealth.com/legal/non-discrimination-notice/.

If you believe that Western Health Advantage has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity,
sexual orientation, age, or disability, you can file a grievance by telephone, mail, fax, email, or online with:
Member Services Manager, 2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833, 888.563.2250 or
916.563.2250, 711 (TTY), 916.568.0126 (fax), memberservices@westernhealth.com,
https://www.westernhealth.com/legal/grievance-form/. If you need help filing a grievance, the Member
Services Manager is available to help you. For more information about the Western Health Advantage
grievance process and your grievance rights with the California Department of Managed Health Care, please
visit our website at https://www.westernhealth.com/legal/grievance-form/.

If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, you can also
file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at:

Website: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf; Mail: U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; Phone: 800.368.1019 or
800.537.7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.ntml.

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right to get
help and information in your language at no cost. To talk to an interpreter, call 888.563.2250 or TTY 711.

SPANISH

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene
derecho a obtener ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al
888.563.2250, o al TTY 711 si fiene dificultades auditivas.

CHINESE
MRE  RELEEGBNER , BAWestern Health Advantage FEMRERE , BEENRBLUEHIESRE
BIFIFAE. A —UEIEE | SRR E5E888.563.2250 BB A T ER(TTY) 711,

VIETNAMESE

Néu quy vi, hay ngudi ma quy vi dang gitip dd, co cau hoi vé Western Health Advantage, quy vi s& c6 quyén dugc gitp va co
thém thong tin bang ngdn ngir ctia minh mién phi. Dé néi chuyén véi mot thong dich vién, xin goi s6 888.563.2250, hoic goi
dudng day TTY danh cho ngudi khiém thinh tai sé 711.

TAGALOG

Kung ikaw, o ang iyong finutulungan, ay may mga katanungan tungkol sa Western Health Advantage, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang
isang fagasalin, ftumawag sa 888.563.2250 o TTY para sa may kapansanan sa pandinig sa 711.
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RUSSIAN

Ecnun y Bac unm nuua, KOTOpomMy Bbl MOMOraeTe, MMetoTCA BONpockl no nosoay Western Health Advantage, 1o Bbl
MMmeeTe NPaBo Ha HecnnaTHOe NosyYyeHUe NOMOLM U MHPOPMaLLMK Ha Balem A3bike. [lna pasrosopa ¢
nepeBog4YMKOM NO3BOHUTE No TenedoHy 888.563.2250 nnm Bocnonb3yntecb AMHMen TTY Ana vy, ¢ HapyweHUamm
cnyxa no Homepy 711.

JAPANESE
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HMONG

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Western Health Advantage, ko] muaj cai
kom lawv muab cov ntshiab lus ghia uas fau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib
tug neeg txhais lus tham, hu rau 888.563.2250 los sis TTY rau cov neeg uas tsis hnov lus zoo nyob ntawm 711.
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