Assistive Technology

Persons using assistive technology may not be able to fully access the following information. For
assistance, please call 1-844-365-7373 (TTY: 711).

Smartphone or Tablet

To view documents from your smartphone or tablet, the free WinZip app is required. It may be available
from your App Store.

Non-Discrimination

Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate, exclude or
treat people differently based on their race, color, national origin, sex, age, or disability.

We provide free aids/services to people with disabilities and to people who need language assistance.

If you need a qualified interpreter, written information in other formats, translation or other services,
call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected
class noted above, you can also file a grievance with the Civil Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),
1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S.

Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group
of subsidiary companies, including Aetna Life Insurance Company, Coventry Health Care plans and
their dffiliates (Aetna).
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How you’re protected if your life or health insurance company fails

The Texas Life and Health Insurance Guaranty Association protects you by paying your covered claims if
your life or health insurance company is insolvent (can’t pay its debts). This notice summarizes your
protections.

The Association will pay your claims, with some exceptions required by law, if your company is licensed
in Texas and a court has declared it insolvent. You must live in Texas when your company fails. If you
don’t live in Texas, you may still have some protections.

For each insolvent company, the Association will pay a person’s claims only up

to these dollar limits set by law:
¢ Accident, accident and health, or health insurance (including HMOs):
o Upto $500,000 for health benefit plans, with some exceptions.
o Up to $300,000 for disability income benefits.
o Upto $300,000 for long-term care insurance benefits.
o Upto $200,000 for all other types of health insurance.
¢ Life insurance:
o Upto $100,000 in net cash surrender or withdrawal value.
o Upto $300,000 in death benefits.
¢ Individualannuities: Up to $250,000 in the present value of benefits, including cash surrender
and net cash withdrawal values.
e Other policy types: Limits for group policies, retirement plans and structured settlement
annuities are in Chapter 463 of the Texas Insurance Code.
¢ Individual aggregate limit: Up to $300,000 per person, regardless of the number of policies or
contracts. A limit of $500,000 may apply for people with health benefit plans.
e Parts of some policies might not be protected: For example, there is no protection for parts of
a policy or contract that the insurance company doesn’t guarantee, such as some additions to
thevalue of variable life or annuity policies.

To learn more about the Association and your For questions about insurance, contact:
protections, contact:
Texas Department of Insurance

Texas Life and Health Insurance Guaranty P.0 Box 12030, Austin, TX 78711-2030

Association
515 Congress Avenue, Suite 1875
Austin, TX 78701

Note: You're receiving this notice because Texas law requires your insurance company to send you a
summary of your protections under the Texas Life and Health Insurance Guaranty Association Act
(Insurance Code, Chapter 463). These protections apply to insolvencies that occur on or after September
1, 2019. There may be other exceptions that aren’t included in this notice. When choosing an
insurance company, you should not rely on the Association’s coverage. Texas law prohibits companies
and agents from using the Association as an inducement to buy insurance or HMO coverage.

Chapter 463 controls if there are differences between the law and this summary.



Have a complaint or need help?
If you have a problem with a claim or your premium, call your insurance company
or HMO first. If you can't work out the issue, the Texas Department of Insurance
may be able to help.

Even if you file a complaint with the Texas Department of Insurance, you should
also file a complaint or appeal through your insurance company or HMO. If you
don't, you may lose your right to appeal.

Aetna, Inc.

To get information or file a complaint with your insurance company or HMO:
Call: Aetna’s toll-free telephone number at 1-888-416-2277
Toll-free: 1-888-416-2277
Online: www.aetna.com
Email: aetnamemberservices@aetna.com
Mail: Aetna, Inc., P.O. Box 14464, Lexington, KY 40512

The Texas Department of Insurance
To get help with an insurance question or file a complaint with the state:
Call with a question: 1-800-252-3439
File a complaint: www.tdi.texas.gov
Email: ConsumerProtection@tdi.texas.gov
Mail: Consumer Protection, MC: CO-CP, Texas Department of Insurance,
P.O Box 12030, Austin, TX 78711-2030



http://www.aetna.com/
mailto:aetnamemberservices@aetna.com
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mailto:ConsumerProtection@tdi.texas.gov

¢Tiene una queja o necesita ayuda?
Si tiene un problema con una reclamacion o con su prima de seguro, llame
primero a su compafiia de seguros o HMO. Si no puede resolver el problema, es
posible que el Departamento de Seguros de Texas (Texas Department of
Insurance, por su nombre en inglés) pueda ayudar.

Aun si usted presenta una queja ante el Departamento de Seguros de Texas,
también debe presentar una queja a través del proceso de quejas o de
apelaciones de su compaiia de seguros o HMO. Si no lo hace, podria perder su
derecho para apelar.

Aetna, Inc.
Para obtener informacidn o para presentar una queja ante su compafiia de
seguros o HMO:
Llame a: al numero de teléfono gratis de Aetna al 1-888-416-2277
Teléfono gratuito: 1-888-416-2277
En linea: www.aetna.com
Correo electrénico: aetnamemberservices@aetna.com
Direccion postal: Aetna, Inc., P.O. Box 14464, Lexington, KY 40512

El Departamento de Seguros de Texas
Para obtener ayuda con una pregunta relacionada con los seguros o para
presentar una queja ante el estado:
Llame con sus preguntas al: 1-800-252-3439
Presente una queja en: www.tdi.texas.gov
Correo electrénico: ConsumerProtection@tdi.texas.gov
Direccion postal: Protecciéon al Consumidor, MC: CO-CP, Departamento de
Seguros de Texas, P.O. Box 12030, Austin, TX 78711-2030
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¥aetnaCVSHedalth.

Aetna Health Inc.
750 W John Carpenter Freeway, #1200, Irving, TX 75309
1-800MY-Health (694-2358)
www.aetha.com

Health maintenance organization (HMO) Evidence of Coverage (EOC)
2025 TX Silver S: HMO CSR 94

Important note:

This Consumer Choice of Benefits Health Maintenance Organization health care plan, eitherin
whole or in part, does not provide state-mandated health benefits normally required in
evidence of coverage in Texas. This standard health benefit plan may provide a more
affordable health plan for you although, at the same time, it may provide you with fewer
health plan benefits than those normally included as state-mandated health benefits in
Texas. Please consult with your insurance agent to discover which state-mandated health
benefits are excluded in this evidence of coverage.

Important note:

This is not a policy of workers’ compensation insurance. The employer does not become a
subscriber to the workers’ compensation system by purchasing this EOC, and if the employer
is a non-subscriber, the employer loses those benefits which would otherwise accrue under
the workers’ compensation laws. The employer must comply with the workers’ compensation
law as it pertains to non-subscribers and the required notifications that must be filed and
posted.

Important note:

A health maintenance organization (HMO) plan provides no benefits for services you receive
from out-of-network physicians or providers, with specific exceptions as described in your
evidence of coverage and below.

You have the right to an adequate network of in-network physicians and providers (known as
network physicians and providers).

If you believe that the network is inadequate, you may file a complaint with the Texas
Department of Insurance at: https:// www.tdi.texas.gov/consumer/get-help-with-an-
insurance-complaint.html.
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If your HMO approves a referral for out-of-network services because no network physician or
provider is available, or if you have received out-of-network emergency care, the HMO must,
in most cases, resolve the out-of-network physician’s or provider’s bill so that you only have
to pay any applicable in-network copayment, coinsurance, and deductible amounts.

You may obtain a current directory of network physicians and providers at the following
website: https://www.aetha.com or by calling the toll-free number on your ID card for
assistance in finding available network physicians and providers. If you relied on materially
inaccurate directory information, you may be entitled to have aclaim by an out-of-network
physician or provider paid as if it were from a network physician or provider, if you present a
copy of the inaccurate directory information to the HMO, dated not more than 30 days
before you received the service.

This Evidence of coverage (EOC) is by and between Aetna Health Inc. (Aetna®, we, us, or our) and the
subscriber (you, your).

Coverage starts on your effective date of coverage and continues until it ends as described in this EOC.
Your EOC provides coverage for services and supplies that are covered services. It describes your
coverage only. You may get health care services or prescription drugs that might not be covered
services under your EOC but you are responsible for any charges. Please read your EOC and the schedule
of benefits because they explain your benefits in detail.

This EOC is underwritten by Aetna Health Inc. and is governed by federal law and the laws of Texas.
Aetna is part of the CVS Health family of companies.

Read your EOC carefully

Your EOC is a legal contract between you and us. We agree to cover you under this EOC in return for
your premium payments. We will pay eligible covered services while this EOC is in force and after the
EOC conditions are met.

Right to examine the EOC

You have 10 days after you receive this EOC to read and review it. During that 10-day period, if you
decide you don’t want the EOC, you may return it to us or to the agent who sold it to you. As soon as it
is returned, this EOC will be void from the beginning. Premium paid will be paid back.

Guaranteed renewable

You can renew this EOC each year (“guaranteed renewable”). We decide the premium rates. But we
may decide not to renew the EOC under certain conditions, which are explained in this EOC, or when
required by law. See the When coverage ends section for more information.

You may keep this EOC in force by meeting the EOC requirements and by paying the premium on time.
See the What does the EOC cost you? section for more information.
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Your application
We relied on your answers to all questions in the application process when we issued the EOC to you.

By applying for coverage under this EOC, or accepting its benefits, you (or the person acting for you)
represent that all information in your application and statements given as part of your application for
this EOC are true, correct, and complete, to the best of your knowledge and belief; and you agree to all
terms, conditions, and provisions of the EOC.

It is your responsibility to make sure the application that you submitted is accurate and complete. It is
important that you notify us or if you applied through an Exchange, the exchange immediately of any
mistakes that you find in your application.

If we learn that you defrauded us or you intentionally misrepresented material facts when you gave
information and answers in the application, or in the application process, we may decide to cancel the
EOC. We may also report fraud to criminal authorities. See the Honest mistakes and intentional
deception topic in the General provisions — other things you should know section for more information.

on S. \Iamno
\1ce President
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Welcome

At Aetna®, your health goals lead the way, so we’re joining you to put them first. We believe that
whatever you decide to do for your health, you can do it with the right support. And no matter where
you are on this personal journey, it’s our job to enable you to feel the joy of achieving your best health.

Welcome to Aetna.

Introduction

This is your EOC. It describes your covered services — what they are and how to get them. The second
document is the schedule of benefits. It tells you how we share expenses for covered services and
explains any limits — like when your EOC covers only a certain number of visits. Each may have riders or
amendments attached to them. These change or add to the document.

This EOC is provided following your application for coverage through the Exchange. Coverage under this
EOC is subject to any conditions and rights as set forth in this EOC and by the Exchange and/or the
Federal Department of Health and Human Services. Individuals covered under this EOC agree to all its
requirements.

The EOC, applications, if any, and any attachments constitute the entire contract between the parties
and that, to be valid, any change in the form must be approved by an officer of the HMO and attached
to the affected form and that no agent has the authority to change the form or waive any of the
provisions.

How we use words
When we use:
e “You” and “your” we mean you as the subscriber and any covered dependents, if dependent
coverage is available under the EOC
e “Us,” “we,” and “our” we mean Aetna
e Words that are in bold, these are defined in the Glossary section

Contact us
For questions about your EOC, you can contact us by:
e Calling the toll-free number on your ID card

e Writing us at P.O. Box 981106, El Paso, TX 79998-1106
e Visiting https://www.aetnacvshealth.com to register and access your member website

Your member website is available 24/7. With your member website, you can:
e See your coverage, benefits, and costs
e Print an ID card and various forms
e Find a provider, research providers, care, and treatment options
e View and manage claims
e Find information on health and wellness
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Your ID card

Your member ID card tells doctors, hospitals, and other providers that you are covered by this EOC.
Show your ID card each time you get covered services from a provider. Remember, only you and your
covered dependents can use your ID card. If you misuse your card, we may end your coverage. To get
your digital ID card, log in to our website. You can also print your ID card. See the Contact us section for
help.

Wellness and other rewards
You may be eligible to earn rewards for completing certainactivities that improve your health, coverage,
and experience with us. We may encourage you to access certain health services or categories of
healthcare providers, participate in programs, including but not limited to financial wellness programs;
utilize tools, improve your health metrics, or continue participation as an Aetna member through
incentives. Talk with your provider about these and see if they are right for you. We may provide
incentives based on your participation activity and outcomes such as:

e Modifications to copayment or deductible amounts

e Contributions to your health savings account

e Merchandise

e Coupons

e  Gift or debit cards

e Any combination of the above

The award of participation incentive shall not depend upon the result of a wellness or health
improvement activity or upon a member’s health status. Rather, you can obtain these benefits simply by
participating in a wellness or health improvement program that we offer you. Once you earn benefits,
you can accept or decline them. We won’t charge you for choosing to accept any benefits you earn. You
can earn benefits as long as we offer wellness and health improvement programs and you participate in

them. If we stop offering a wellness and health improvement program or you stop participating in a
program, you won’t continue to earn these benefits. We will let you know at least 60 days in advance

before we stop offering these benefits.

Discount arrangements

We can offer you discounts on health care related goods or services. Sometimes, other companies
provide these discounted goods and services. These companies are called “third-party service
providers”. These third-party service providers may pay us so that they can offer you their services.

Third-party service providers are independent contractors. The third-party service provider is
responsible for the goods or services they deliver. We are not responsible; but we have the right to

change or end the arrangements at any time.

These discount arrangements are not insurance. We don’t pay the third-party service providers for the
services they offer. You are responsible for paying for the discounted goods or services.
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What does the EOC cost you?

Premium payment

This EOC requires you to make premium payments. We will not pay benefits under this EOC for services
obtained after coverage ends if premium payments are not made by the end of the grace period. Any
benefit payment denial is subject to our appeals procedure. See the Complaints, claim decisions and
appeal procedures section of this EOC.

The first premium payment is due on or before your effective date. When we calculate the premium you
owe, we use our records to determine who is covered under the EOC. You owe premium for each
person covered under the EOC starting with the first premium due date on or after the day the person’s
coverage starts. You stop paying premium as of the first premium due date on or after the day the
person’s coverage ends.

After your first premium payment is made, premium payments are due on the 15t of each month based
on your effective date. Each premium payment is to be paid to us on or before the due date.

We provide this EOC to you and you pay premium to us. We may choose not to accept premium that is
paid for you by someone else unless we are required to by applicable law.

Grace period

You have a grace period of 31 days after the due date for the payment of each premium due after the
first premium payment. If premiums are not paid by the end of the grace period, your coverage will
automatically end on the last date for which premium was paid, or as of the date required by applicable
law.

Important note:
If you are currently getting advanced payments of the premium tax credit, as determined by the
Exchange, the grace period above does not apply to you. Instead, the following applies:

If you are getting advance payment of the premium tax credit now, and you have paid at least one full
month’s premium as your binder payment, when applicable, you will have a grace period of three
months. Your coverage will not end during the grace period.

If you receive services during the second and third months of the grace period, we will wait to pay
claims until the premium is paid. We will tell you and your providers.

If premium is not paid by the end of the three month period, your coverage will end on the last day of
the first month of the grace period. We will take back payment for any claims paid during the second
and third months of the grace period.

Reinstatement

We can end this EOC because you have not paid your premium. If this happens, we can reactivate
(“reinstate”) the EOC without a break in coverage. You must ask us to do so within 30 days of the EOC
end date. But, for us to do this, you must pay us the total premium you already owe plus the new
premium. We can decide not to reinstate the EOC.
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Premium agreement
Your premium rate will not change during the EOC term as long as there are no changes to this EOC.
Changes include things like the area you live in, the benefit plan or adding dependents to the EOC.

Your premium rate is based on factors such as:
e The EOC in which you are enrolled
e Your age and the ages of covered dependents
e The number of covered persons
e Tobaccouse
e Where you live (primary address)

Each premium will be based on the rates that apply on that premium due date.

In the event of any changes in premium rates, payment of the premium by you means that you accept
the premium changes.

Premium — changes in rates
We may change the premium rates as of a premium due date during the initial term only if:
e Thereis a change in factors that materially affects the risk we assumed with this coverage. We
will explain these changes in factors in our rate quote to you.

We may change the premium rates as of a premium due date during any following term. Any rate
change, however, will not be applied more frequently than annually or as allowed by federal or state law
or regulation.

We will let you know in writing of any change in premium rates 60 days before they take effect.
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Coverage and exclusions

Providing covered services
Your EOC provides covered services. These are:
e Described in this section.
e Not listed as an exclusion in this section or the General EOC exclusions section.
e Not beyond any limits in the schedule of benefits.
e Maedically necessary. See the How your EOC works — Medical necessity, referral and
preauthorization requirements section and the Glossary section for more information.
e Services that are not prohibited by law. See Services not permitted by law in the General EOC
exclusions section for more information.

This EOC provides coverage for many kinds of covered services, such as a doctor’s care and hospital
stays, but some services aren’t covered at all or are limited. For other services, the EOC pays more of
the expense. For example:

e Physician care generally is covered but physician care for cosmetic surgery is never covered.
This is an exclusion.

e Home health care is generally covered but it is a covered service only up to a set number of
visits a year. This is a limitation that appears in your schedule of benefits.

e Your provider may recommend services that are considered experimental, investigational, or
unproven services. But an experimental, investigational, or unproven service is not covered
and is alsoan exclusion unless itis recognized as part of an approved clinical trial when you have
cancer or a terminalillness. See Clinical trials in the list of services below.

e Preventive services. Usually the EOC pays more and you pay less. Preventive services are
designed to help keep you healthy, supporting you in achieving your best health. To find out
what these services are, see Preventive care in the list of services below. To find out how much
you will pay for these services, see Preventive care in your schedule of benefits.

Some services require preauthorization from us. For more information see the How your EOC works —
Medical necessity, referral and preauthorization requirements section.

The covered services and exclusions below appear alphabetically to make it easier to find what you're
looking for. If a service isn’t listed here as a covered service or is listed as not covered under a specific
service, it still may be covered. If you have questions, ask your provider, or contact us. You can find out
about limitations for covered services in the schedule of benefits.

Alzheimer’s disease

Covered services include the following services by a physician to diagnose Alzheimer’s disease:
e Ahistory and physical
e Aneurological evaluation

A psychological or psychiatric evaluation

Lab services
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Ambulance services
An ambulance is a vehicle staffed by medical personnel and is equipped to transport aniill or injured
person by ground, air, or water.

Emergency
Covered services include emergency transportation when your condition is unstable and requires
medical supervision and rapid transport. These emergency ambulance services are limited to
transportation a licensed ambulance:

e Tothe nearest facility to provide emergency services

e From one facility to another if the first can’t provide the emergency services you need

Non-emergency
Covered services alsoinclude non-emergency transportation when an ambulance is the only safe way to
transport you. These non-emergency ambulance services are limited to transportation by a licensed
ambulance:

e Tothe nearest facility able to treat your condition

e From a facility to your home by ground ambulance

Important note:

e Out-of-network providers do not have a contract with us. We will pay the provider at our usual
and customary rate or at an agreed rate charge. The provider may not accept payment of your
cost share (copayment), as payment in full. You may receive a bill for the difference between
the amount billed by the provider and the amount paid by the plan. If the provider bills you for
an amount above your cost share, you are not responsible for paying that amount.

e Youshould send the bill to the address listed on the back of your ID card, and we will resolve
any payment dispute with the provider over that amount. Make sure the member’s ID number
is on the bill.

The following are not covered services:
e Ambulance services for routine transportation to receive outpatient or inpatient services

Applied behavior analysis
Covered services include applied behavior analysis for a diagnosis of autism spectrum disorder. Applied
behavior analysis is the process of applying interventions that:

e Systematically change behavior

e Areresponsible for observable improvements in behavior

Autism spectrum disorder
Autism spectrum disorder is defined in the most recent edition of the Diagnostic and Statistical Manual
of Mental Disorders (DSM) of the American Psychiatric Association.

Covered services include services and supplies provided by a physician or behavioral health provider
for:
e The diagnosis and treatment of autism spectrum disorder
e Physical, occupational, and speech therapy associated with the diagnosis of autism spectrum
disorder
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Behavioral health

Mental health treatment

Covered services include the treatment of mental health disorders provided by a hospital, psychiatric
hospital, residential treatment facility, physician, or behavioral health provider including:

e Inpatientroomand board at the semi-private room rate (your EOC will cover the extra expense
of a private room when appropriate because of your medical condition), and other services and
supplies related to your condition that are provided during your stay in a hospital, psychiatric
hospital, or residential treatment facility

e Qutpatient treatment received while not confined as an inpatient in a hospital, psychiatric
hospital, or residential treatment facility, including:

— Office visits to a physician or behavioral health provider such as a psychiatrist,
psychologist, social worker, or licensed professional counselor (includes telemedicine or
telehealth consultation)

— Individual, group, and family therapies for the treatment of mental health disorders

— Other outpatient mental health treatment such as:

o Partial hospitalization treatment provided in a facility or program for mental
health treatment provided under the direction of a physician
o Intensive outpatient program provided in a facility or program for mental health
treatment provided under the direction of a physician
o Skilled behavioral health services provided in the home, but only when all of the
following criteria are met:

= Youare homebound

=  Your physician orders them

= The services take the place of a stay in a hospital or a residential
treatment facility, or you are unable to receive the same services
outside your home

= The skilled behavioral health care is appropriate for the active
treatment of a condition, illness, or disease

Electro-convulsive therapy (ECT)

Transcranial magnetic stimulation (TMS)

Psychological testing

Neuropsychological testing

Observation

Peer counseling support by a peer support specialist (includes telemedicine or
telehealth consultation)

O O O O O O

Covered services will be covered on the same terms and conditions as medical and surgical benefits for
any other physicalillness.

Substance related disorders treatment
Covered services include the treatment of substance related disorders provided by a hospital,
psychiatric hospital, residential treatment facility, physician, or behavioral health provider as follows:
e Inpatientroomand board, at the semi-private roomrate (your EOC will cover the extra expense
of a private room when appropriate because of your medical condition), and other services and
supplies that are provided during your stay in a hospital, psychiatric hospital, or residential
treatment facility
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e Outpatient treatment received while not confined as an inpatient in a hospital, psychiatric
hospital, or residential treatment facility, including:

— Office visits to a physician or behavioral health provider such as a psychologist, social
worker, or licensed professional counselor (includes telemedicine or telehealth
consultation)

— Individual, group, and family therapies for the treatment of substance related disorders

— Other outpatient substance related disorders treatment such as:

o Partial hospitalization treatment provided in a facility or program for treatment
of substance related disorders provided under the direction of a physician

o Intensive outpatient program provided in a facility or program for treatment of
substance related disorders provided under the direction of a physician

o Ambulatory or outpatient detoxification which includes outpatient services that
monitor withdrawal from alcohol or other substances, including administration
of medications

o Observation

o Peer counseling support by a peer support specialist (includes telemedicine or
telehealth consultation)

Covered services will be covered on the same terms and conditions as medical and surgical benefits for
any other physical illness.

Important note:

The plan will not impose quantitative or nonquantitative treatment limitations on benefits for mental
health disorders or substance related disorders that are generally more restrictive than quantitative or
nonquantitative treatment limitations imposed on coverage of benefits for medical or surgical expenses.

Behavioral health important note:
A peer support specialist serves as a role model, mentor, coach, and advocate. Peer support must be
supervised by a behavioral health provider.

Clinical trials

Routine patient costs
Covered services include routine patient costs you have from a provider in connection with
participation in a phase |, phase Il, phase Il or phase |V approved clinical trial for the prevention,
detection or treatment of cancer or other life-threatening disease or condition, as defined in the federal
Public Health Service Act, Section 2709. An approved clinical trial must satisfy one of the following:

e Federally funded trials:

— The study or investigation is approved or funded by one or more of the following:
o The National Institutes of Health

The Centers for Disease Control and Prevention
The Agency for Health Care Research and Quality
The Centers for Medicare & Medicaid Services
Cooperative group or center of any of the entities described above or the
Department of Defense or the Department Veterans Affairs
o A qualified non-governmental research entity identified in the guidelines issued

by the National Institutes of Health for center support grants
o The Department of Veterans Affairs

O
O
O
O
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The Department of Defense

The Department of Energy

The Food and Drug Administration

An institutional review board of a Texas institution that has an agreement with

the Office for Human Research Protections of the U.S. Department of Health

and Human Services

e The study or investigation is a drug trail that is exempt from having such an investigational new
drug application

o O O O

The following are not covered services:
e Services and supplies related to data collection and record-keeping needed only for the clinical
trial
e Services and supplies provided by the trial sponsor for free
e The experimental intervention itself (except Category B investigational devices and promising
experimental or investigational interventions for terminal illnesses in certain clinical trials in
accordance with our policies)

Experimental or investigational therapies
Covered services include drugs, devices, treatments, or procedures from a provider under an “approved
clinical trial” only when you have cancer or a terminalillness. All of the following conditions must be
met:

e Standard therapies have not been effective or are not appropriate

e Your provider determines, and we agree you may benefit from the treatment

An approved clinical trial is one that meets all of these requirements:

e The Food and Drug Administration (FDA) has approved the drug, device, treatment, or
procedure to be investigated or has granted it investigational new drug (IND) or group
c/treatment IND status, when this is required

e The clinical trial has been approved by an institutional review board that will oversee it

e Theclinical trial is sponsored by the National Cancer Institute (NCI) or similar federal
organization and:

— It conforms to standards of the NCI or other applicable federal organization
— It takes place at an NCl-designated cancer center or at more than one institution
e You are treated in accordance with the procedures of that study

Dental care services and anesthesia in a hospital or surgery center
Covered services include dental care and anesthesia ina hospital or surgery center only if your provider
tells us you:
e Have a physical, mental, or medical condition that requires you be treated in a hospital or
surgery center
e Are developmentally disabled
e Arein poor health and have a medical need for general anesthesia
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Diabetic services, supplies, equipment, and self-care programs
Covered services include:
e Services
— Foot care to minimize the risk of infection
e Supplies
— Injection devices including syringes, needles, and pens
— Test strips - blood glucose, ketone, and urine
— Blood glucose calibration liquid
— Lancet devices and kits
— Alcohol swabs
e Equipment
— External insulin pumps and pump supplies
— Blood glucose monitors without special features, unless required due to blindness
e Prescribedself-care programs with a health care provider certified in diabetes self-care training

All supplies, including medications, equipment for controlling diabetes shall be dispensed as written
unless substitution is approved by your physician who issues the written order.

Durable medical equipment (DME)
Covered services are DME and the accessories needed to operate it when:
e Made to withstand prolonged use
e Mainly used in the treatment of illness or injury
e Suited for use in the home
¢ Not normally used by people who do not have aniillness or injury
e Not for altering air quality or temperature
e Not for exercise or training

Your EOC only covers the same type of DME that Medicare covers. But there are some DME items
Medicare covers that your EOC does not.

Covered services include the expense of renting or buying DME and accessories you need to operate the
item from a DME supplier. If you purchase DME, that purchase is only covered if you need it for long-
term use.

Covered services also include:
e One item of DME for the same or similar purpose
e Repairing DME due to normal wear and tear
e A new DME item you need because your physical condition has changed
e Buying a new DME item to replace one that was damaged due to normal wear, if it would be
cheaper than repairing it or renting a similar item

The following are not covered services:
e Communication aid
e Elevator
e Maintenance and repairs that result from misuse or abuse
e Massage table

HI IVL HPOL-1A-2025 CCP 04 14 TX 2025 -HIX



Message device (personal voice recorder)
Over bed table

Portable whirlpool pump

Sauna bath

Telephone alert system

Vision aid

Whirlpool

Emergency services

When you experience an emergency medical condition, you should go to the nearest emergency room.
You can also dial 911 or your local emergency response service for medical and ambulance help.

Covered services include:

A medical screening examination or other evaluation, required by state or federal law and
provided to covered enrollees in a hospital emergency facility, freestanding emergency care
facility or comparable facility, necessaryto determine if an emergency medical condition exists
Treatment to stabilize your condition

Care in an emergency facility, freestanding emergency care facility or comparable facility or a
free-standing emergency care facility after you become stable. But only if the treating provider
asks us and we approve the service within the time appropriate to the circumstances relating to
the delivery of the service and the condition of the patient. We will approve or deny the request
within an hour after receiving the request

You can get emergency services from network providers or out-of-network providers.

If you get care from an out-of-network provider for an emergency medical condition, we will pay the
provider at our usualand customaryrate or at an agreed rate charge. You can contact Member Services
at the toll-free number on your ID card if you receive a bill from the out-of-network provider. We will
work with the provider so that all you pay is the appropriate network level copayment.

Important note:

Out-of-network providers do not have a contract with us. We will pay the provider at our usual
and customary rate or at an agreed rate charge. The provider may not accept payment of your
cost share (copayment), as payment in full. You may receive a bill for the difference between
the amount billed by the provider and the amount paid by the plan. If the provider bills you for
an amount above your cost share, you are not responsible for paying that amount.

You should send the bill to the address listed on the back of your ID card, and we will resolve
any payment dispute with the provider over that amount. Make sure the member’s ID number
is on the bill.

If you are admitted to a hospital as an inpatient right after a visit to an emergency room (or
comparable facility/freestanding emergency medical care facility) and you have an emergency
room copay, your copay will be waived.

Your coverage for emergency services will continue until the following conditions are met:

You are evaluated and your condition is stabilized
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e Your attending physician determines that you are medically able to travel or be transported, by
non-medical or non-emergency medical transportation, to another provider if you need more
care

If your physician decides you need to stay in the hospital (emergency admission) or receive follow-up
care, these are not emergency services. Different benefits and requirements apply. See the How your
EOC works — Medical necessity, referral and preauthorization requirements section and the Coverage
and exclusions section that fits your situation (for example, Hospital care or Physician services). You can
also contact us or your network physician or primary care provider (PCP).

Non-emergency services
If you goto an emergency room for what is not an emergency medical condition, the EOC will not cover
your expenses.

Gender affirming treatment
Covered services include certain services and supplies for gender affirming treatment if you are age 18
or older.

Important note:

Visit https://www.aetna.com/health-care-professionals/clinical-policy-bulletins.html for detailed
information about this benefit, including eligibility and medical necessity requirements. Youcanalso call
the toll-free number on your ID card.

Habilitation therapy services
Habilitation therapy services are services needed to keep, learn, or improve skills and functioning for
daily living (e.g., therapy for a child who isn’t walking or talking at the expected age). The services must
follow a specific treatment plan, ordered by your physician. The services must be performed by a:

e Licensed or certified physical, occupational, or speech therapist

e Hospital, skilled nursing facility, or hospice facility

e Home health care agency

e Physician

e Other provider acting within the scope of their license

Outpatient physical, occupational, and speech therapy
Covered services include:
e Physical therapy if it is expected to develop any impaired function
e Occupational therapy if it is expected to develop any impaired function
e Speechtherapy if it is expected to develop speech function that resulted from delayed
development (speech function is the ability to express thoughts, speak words and form
sentences.)

The following are not covered services:
e Services provided in an educational or training setting or to teach sign language
e Vocational rehabilitation or employment counseling
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Hearing aids
Hearing aid means:
e Any wearable, non-disposable instrument or device designed to aid or make up for impaired
hearing
e Parts, attachments, or accessories

Covered services include prescribed hearing aids and the following hearing aid services:
e Audiometric hearing visit and evaluation for a hearing aid prescription performed by:
— A physician certified as an otolaryngologist or otologist
— An audiologist who:
o Is legally qualified in audiology
o Holds a certificate of Clinical Competence in Audiology from the American
Speech and Hearing Association in the absence of any licensing requirements
o Performs the exam at the written direction of a legally qualified otolaryngologist
or otologist
— Any provider acting within the scope of their license
e Electronic hearing aids, installed in accordance with a prescription written during a covered
hearing exam
e Any other related services necessary to access, select, and adjust or fit, including ear molds to
maintain optimal fit of a hearing aid
e Habilitation and rehabilitation necessary for educational purposes

The following are not covered services:
e Replacement of a hearing aid that is lost, stolen, or broken
Replacement parts or repairs for a hearing aid
Batteries or cords
A hearing aid that does not meet the specifications prescribed for correction of hearing loss

Hearing aids and Cochlear implants and related services
Covered services include cochlear implants and the following related services and supplies:
e Fitting and dispensing services and ear molds necessary to maintain optimal fit of hearing aids
e Treatment related to cochlear implants, including:
— Habilitation and rehabilitation necessary for educational gain
— For cochlear implants, an external speech processor and controller
e Internal replacement of cochlear implants as medically necessary or audiologically necessary

The following are not covered under this benefit:
e Hearing aids and Cochlear implants and related services, except as described above

Home health care
Covered services include home health care provided by a home health care agency in the home, but
only when all of the following criteria are met:
¢ Youare homebound
e Your physician orders them
e The services take the place of a stay in a hospital or a skilled nursing facility, or you are unable
to receive the same services outside your home
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e The services are a part of a home health care plan

e The services are skilled nursing services, home health aide services or medical social services, or
are short-term speech, physical or occupational therapy

e Home health aide services are provided under the supervision of a registered nurse

e Medical social services are provided by or supervised by a physician or social worker

Skilled nursing services are services provided by a registered nurse or licensed practical nurse within the
scope of their license.

If you are discharged from a hospital or skilled nursing facility after a stay, the intermittent requirement
may be waived to allow coverage for continuous skilled nursing services. See the schedule of benefits for
more information on the intermittent requirement.

Short-term physical, speech, and occupational therapy provided in the home are subject to the same
conditions and limitations imposed on therapy provided outside the home. See Short-term rehabilitation
services and Habilitation therapy services in this section and the schedule of benefits.

The following are not covered services:
e Custodial care
e Services provided outside of the home (such as in conjunction with school, vacation, work, or
recreational activities)
e Transportation
e Services or supplies provided to a minor when a family member or caregiver is not present

Hospice care
Covered services include inpatient and outpatient hospice care when given as part of a hospice care
program. The types of hospice care services that are eligible for coverage include:

e Room and board

e Services and supplies furnished to you on an inpatient or outpatient basis

e Services by a hospice care agency or hospice care provided in a hospital

e Psychological and dietary counseling

e Pain management and symptom control

Hospice care services provided by the providers below will be covered, even if the providers are not
employees of the hospice care agency responsible for your care:
e A physician for consultation or case management
e A physical or occupational therapist
e A home health care agency for:
— Physical and occupational therapy
— Medical supplies
— Outpatient prescription drugs
— Psychological counseling
— Dietary counseling
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The following are not covered services:

Funeral arrangements
Pastoral counseling
Financial or legal counseling including estate planning and the drafting of a will
Homemaker services, caretaker services, or any other services not solely related to your care,
which may include:
— Sitter or companion services for you or other family members
— Transportation
— Maintenance of the house

Hospital care
Covered services include inpatient and outpatient hospital care. This includes:

Semi-private room and board. Your EOC will cover the extra expense of a private room when
appropriate because of your medical condition.

Services of physicians

Operating and recovery rooms

Intensive or special care units of a hospital

General nursing care

Private duty nursing

Administration of blood and blood derivatives, including the expense of the donated blood or
blood product (e.g. blood plasma and blood plasma expanders) that is not replaced by you or for
you, but not the expense of the donated blood or blood product.

Radiation therapy

Cognitive rehabilitation

Speech therapy, physical therapy and occupational therapy

Anesthesia, oxygen and oxygen therapy

Inhalation therapy

Radiological services, laboratory testing and diagnostic services

Meals and special diets

Medications

Intravenous (IV) preparations

Discharge planning

Services and supplies provided by the outpatient department of a hospital

The following are not covered services:

All services and supplies provided in:

Rest homes

A person’s main residence

Any place providing mainly custodial or rest care
Health resorts

Spas

Schools or camps
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Important note:

Even if you receive eligible health services at a health care facility that is a network provider, not all
services may be in network. Other services you receive may be from a physician or facility that is an
out-of-network provider. Providers that may not be network providers include anesthesiologists,
radiologists, pathologists, neonatologists, emergency room physicians and assistant surgeons. You may
receive a bill for services from these out-of-network providers, as we paid them at our usual and
customary rate or at an agreed rate. We will work with the providers so that all you pay is your
appropriate network level copayments. If you are in receipt of a balance bill for covered services from
any physician or provider, including a facility-based physician or other health care practitioner please
contact us.

Infertility services
Basic infertility
Covered services include seeing a provider:
e Todiagnose and evaluate the underlying medical cause of infertility.
e Todo surgery to treat the underlying medical cause of infertility. Examples are endometriosis
surgery or for men, varicocele surgery.
e For artificial insemination, which includes intrauterine (IU), intracervical (IC) insemination.

Fertility preservation
Fertility preservation involves the retrieval of mature eggs/sperm with or without the creation of
embryos that are frozen for future use.

Covered services for fertility preservation are provided when:

e You are believed to be fertile

e You have planned medical services that are proven to result in infertility such as:
— Chemotherapy or radiation therapy that is established in medical literature to result in

infertility

— Other gonadotoxic therapies
— Removing the uterus
— Removing both ovaries or testicles

e The eggs that will be retrieved for use are likely to result in a pregnancy by meeting the FSH

level and ovarian responsiveness criteria outlined in our infertility clinical policy

Infertility services exclusions
The following are not covered services:
e All charges associated with:

— Surrogacy for you or the surrogate. A surrogate is a female carrying her own genetically
related child where the child is conceived with the intention of turning the child over to
be raised by others, including the biological father.

— Cryopreservation (freezing) of eggs, embryos, or sperm.

— Storage of eggs, embryos, or sperm.

— Thawing of cryopreserved (frozen) eggs, sperm, or reproductive tissue.

— The care of the donor in a donor egg cycle. This includes but is not limited to, any
payments to the donor, donor screening fees, fees for lab tests, and any charges
associated with care of the donor required for donor egg retrievals or transfers.
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— The use of a gestational carrier for the female acting as the gestational carrier. A
gestational carrier is a female carrying an embryo to which she is not geneticallyrelated.
e Home ovulation prediction kits or home pregnancy tests
¢ Injectable infertility medication, including but not limited to menotropins, hCG, and GnRH
agonists
e The purchase of donor embryos, donor eggs, or donor sperm
e Reversal of voluntary sterilizations, including follow-up care
e Any charges associated with obtaining sperm from a person not covered under this EOC for ART
services
e Ovulation induction with menotropins, intrauterine insemination, and any related services,
products, or procedures
e Invitro fertilization (IVF), Zygote intrafallopian transfer (ZIFT), Gamete intrafallopian transfer
(GIFT), cryopreserved embryo transfers, and any related services, products, or procedures (such
as Intracytoplasmic sperm injection (ICSI) or ovum microsurgery)

Jaw joint disorder treatment
Covered services include the diagnosis, surgical, and non-surgical treatment of jaw joint disorder by a
provider, including:

e The jaw joint itself, such as temporomandibular joint dysfunction (TMJ) syndrome

e The relationship between the jaw joint and related muscle and nerves, such as myofascial pain
dysfunction (MPD)

Maternity and related newborn care
Covered services include pregnancy (prenatal) care, care after delivery, and obstetrical services,
including care and services for complications of pregnancy. After your child is born, covered services
include:

e Noless than 48 hours of inpatient care in a health care facility after a vaginal delivery

e Noless than 96 hours of inpatient care in a health care facility after a cesarean delivery

e Ashorter stay, if the attending physician, with the consent of the mother, discharges the

mother or newborn earlier

If you and your physician agree toa shorter stay, you and your newborn will receive timely post-delivery
care. A physician, registered nurse, or other licensed health care provider can provide the post-delivery
care. You can choose to get the post-delivery care in:

e Your home
A health care provider’s office
A health care facility
Another location determined to be appropriate under applicable Texas law

Complications of Pregnancy
Covered services include treatment of complications of pregnancy that will be determined on the same
basis as treatment for any other sickness.

We will cover congenital defects for a newborn the same as we would for any other illness or injury.

Covered services also include services and supplies needed for circumcision by a provider.
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The following are not covered services:
e Any services and supplies related to births that take place in the home or in any other place not
licensed to perform deliveries

Nutritional support

For purposes of this benefit, “low protein modified food product” means foods that are specifically
formulated to have less than one gram of protein per serving and are intended to be used under the
direction of a physician for the dietary treatment of any inherited metabolic disease. Low protein
modified food products do not include foods that are naturally low in protein.

Covered services include formula and low protein modified food products ordered by a physician for
the treatment of phenylketonuria or an inherited disease or disorder of amino and organic acids. We will
cover these items to the same extent that the plan covers drugs that are available only on the orders of

a physician.

The following are not covered services:
Any food item, including:

e Infant formulas

e Nutritional supplements

e Vitamins

e Prescription vitamins

e Medical foods

e Other nutritional items

For coverage of drugs available only on the orders of a physician, please refer to Prescription drugs-
outpatient in this section.

Orthotic device
Covered services include the initial orthotic device and subsequent replacement that your physician
orders and administers.

We will cover the same type of devices that are covered by Medicare. Your provider will tell us which
device best fits your needs. But we cover it only if we preauthorize the device.

The following are not covered services:
e Services covered under any other benefit
e Repair and replacement due to loss, misuse, abuse or theft

Outpatient surgery
Covered services include services provided and supplies used in connection with outpatient surgery
performed in a surgery center or a hospital’s outpatient department.

Covered services also include the following oral surgery services:

e Removal of tumors, cysts, all malignant and premalignant lesions and growths of the jaws,
cheeks, lips, tongue, roof and floor of the mouth
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e Incision and drainage of facial abscess

e Surgical procedures involving salivary glands and ducts and non-dental related procedures for
the accessory sinuses

e Removal of complete bony impacted teeth

Important note:
Some surgeries can be done safely in a physician’s office. For those surgeries, your EOC will pay only for
physician or PCP services and not for a separate fee for facilities.

The following are not covered services:
e Astay in a hospital (see Hospital care in this section)
e Aseparate facility charge for surgery performed in a physician’s office
e Services of another physician for the administration of a local anesthetic

Important note:

Even if you receive eligible health services at a health care facility that is a network provider, not all
services may be in network. Other services you receive may be from a physician or facility that is an
out-of-network provider. Providers that may not be network providers include anesthesiologists,
radiologists, pathologists, neonatologists, emergency room physicians and assistant surgeons. You may
receive a bill for services from these out-of-network providers, as we paid them at our usual and
customary rate or at an agreed rate. We will work with the providers so that all you pay is your
appropriate network level copayments. If you are in receipt of a balance bill for covered services from
any physician or provider, including a facility-based physician or other health care practitioner please
contact us.

Physician services
Covered services include services by your physician to treat an illness or injury. You can get services:
e At the physician’s office
e |nyour home
¢ Ina hospital
e From any other inpatient or outpatient facility
e By way of telemedicine, teledentistry or telehealth

Important note:
For behavioral healthservices, allin-person, covered services with a behavioral health provider are also
covered services if you use telemedicine or telehealth instead.

Other services and supplies that your physician may provide:
e Allergy testing and allergy injections
e Radiological supplies, services, and tests
e Immunizations that are not covered as preventive care
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Physician surgical services
Covered services include the services of:
e The surgeon who performs your surgery
e The surgeon you visit before and after the surgery
e Another surgeon you go to for a second opinion before the surgery

The following are not covered services:
e Astay in a hospital (See Hospital care in this section)
e Aseparate facility charge for surgery performed in a physician’s office
e Services of another physician for the administration of a local anesthetic

Prescription drugs - outpatient

Read this section carefully. This EOC does not cover all prescription drugs and some coverage may be
limited. This doesn’t mean you can’t get prescription drugs that aren’t covered; you can, but you have
to pay for them yourself. For more information about prescription drug benefits, including limits, see
the schedule of benefits.

Important note:
A pharmacy may refuse to fill or refill a prescription when, in the professional judgement of the
pharmacist, it should not be filled or refilled.

Your EOC provides standardsafety checks to encourage safe and appropriate use of medications. These
checks are intended to avoid adverse events and align with the medication’s FDA-approved prescribing
information and current published clinical guidelines and treatment standards. These checks are
routinely updated as new medications come to market and as guidelines and standards are updated.

Covered services are based on the drugs listed in the drug guide. We exclude prescription drugs not in
the drug guide unless we approve a formulary exception request. Any prescription drug approved or
covered under the plan for a medical condition or mental iliness and has been removed from the drug
guide before your plan renewal will be covered at the contracted benefit level until the plan’s renewal
date. Our P&T Committee meets no less than quarterly to review existing therapeutic classes as well as
new drugs to the market. The P&T Committee’s clinical decisions are based on scientific evidence,
standards of practice, peer-reviewed medical literature, accepted clinical practice guidelines, and other
sources of appropriate information. If it is medically necessary for you to use a prescription drug that is
not in this drug guide, you or your provider must request a formulary exception. See the Requesting a
formulary exception section for more information.

Your provider can give you a prescription in different ways including:
e A written prescription that you take to a network pharmacy
e Calling or e-mailing a prescription to a network pharmacy
e Submitting the prescription to a network pharmacy electronically

Any prescription drug made to work beyond one month shall require the copayment amount that
equals the expected duration of the medication.

The pharmacy may substitute a generic prescription drug for a brand-name prescriptiondrug. Your cost
share may be less if you use a generic drug when it is available.
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Partial fill dispensing for certain prescription drugs
We allow a partial fill of your prescription if:
e Your pharmacy or prescriber tells us that:
- The quantity requested is to synchronize the dates that the pharmacy fills your
prescription drugs
— The synchronization of the dates is in your best interest
e You agree to the synchronization

Your out-of-pocket expenses will be prorated based on the number of days’ supply.

How to access network pharmacies

A network pharmacy will submit your claim. You will pay your cost share to the pharmacy. You can find a
network pharmacy either online or by phone. See the Contact us section for help. You may go to any of
our network pharmacies. If you don’t get your prescriptions at a network pharmacy, they will not be a
covered service under the EQC, except as described in Clinician-administered drugs in this section.

Pharmacy types
Retail pharmacy
A retail pharmacy may be used for up to a 90 day supply of a prescription drug.

Mail-order pharmacy

The drugs available through mail order are maintenance drugs that you take on a regular basis for a
chronic or long-term medical condition. A mail-order pharmacy may be used for up to a 90 day supply
of a prescription drug.

Outpatient prescription drugs are covered when dispensed by a network mail-order pharmacy. Each
prescription is limited to a maximum 90 day supply. Prescriptions for less than a 30 day supply or more
than a 90 day supply are not eligible for coverage when dispensed by a network mail-order pharmacy.

Specialty pharmacy

A specialty pharmacy may be used for up to a 30 day supply of a specialty prescription drug. You can
view the list of specialty prescriptiondrugs. See the Contact us section for help. Specialty prescription
drugs typically include high-cost drugs that require special handling, special storage or monitoring and
include but are not limited to oral, topical, inhaled, and injected ways of giving them.

All specialty prescription drug fills including the first fill must be filled at a network specialty pharmacy
unless it is an urgent situation. Specialty prescription drugs may fall under various drug tiers regardless
of their names. See the schedule of benefits for details on supply limits and cost sharing.

Prescription drugs covered by this EOC are subject to misuse, waste, or abuse utilization review by us,
your provider, and/or your network pharmacy. The outcome of this review may include:

e Limiting coverage of a drug to one prescribing provider or one network pharmacy

e Quantity, dosage, or day supply limits

e Requiring a partial fill or denial of coverage

HI IVL HPOL-1A-2025 CCP 04 25 TX 2025 -HIX



When the pharmacy you use leaves the network

Sometimes a pharmacy might leave the network. If this happens, you will have to get your
prescriptions filled at another network pharmacy. You can use your provider directory or call us
to find another network pharmacy in your area.

How to get an emergency prescription filled

You may not have access to a network pharmacy in an emergency or urgent situation or you may be
traveling outside of your EOC’s service area. If you must fill a prescription in any of these situations, we
will reimburse you as shown in the table below:

Type of pharmacy Your cost share is
A network pharmacy The EOC cost share
An out-of-network pharmacy The full cost of the prescription

When you pay the full cost of the prescription at an out-of-network pharmacy:
When you pay the full cost of the prescription at an out-of-network pharmacy:

e You will fill out and send a prescription drug refund form to us, including all itemized pharmacy
receipts

e Coverage will be limited to items obtained in connection with the out-of-area emergency or
urgent situation

e Submission of the refund form doesn’t guarantee a refund. If approved, you will be reimbursed
the cost of the prescription less your network cost share

Clinician-administered drugs
If you have a chronic, complex, rare, or life-threatening medical condition, we may not:
e require clinician-administered drugs be dispensed only by a network pharmacy
e if a clinician-administered drug is otherwise covered, limit or exclude coverage for such drugs
based on your choice of pharmacy or because the drug was not dispensed by a network
pharmacy
e require a network physician or health care provider to bill for or be reimbursed for the delivery
and administration of clinician-administered drugs under the pharmacy benefit instead of the
medical benefit without:
- your informed written consent
- awrittenattestation by your physician or health care provider that a delay in the drug's
administration will not place you at an increased health risk
e require that you pay an additional fee, higher copay, second copay, or any other price increase
for clinician-administered drugs based on your choice of pharmacy or because the drug was not
dispensed by a network pharmacy

Your physician or health care provider must determine that:
e adelay of care would make disease progression probable
e the use of a network pharmacy would:
— make death or harm to you probable
- potentially cause a barrier to your adherence to or compliance with your plan of care
— because of the timeliness of the delivery or dosage requirements, necessitate delivery
by a different pharmacy
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Other covered services

Anti-cancer drugs taken by mouth

Covered services include any drug prescribed for cancer treatment, including chemotherapy drugs. The
drug must be recognized for treating cancer in standard reference materials or medical literature even if
it isn’t approved by the FDA for this treatment. Coverage for oral anti-cancer prescription drugs will not
be less favorable than for intravenously or injected anti-cancer prescription drugs. Your prescriber or
your pharmacist may need to get approval from us before we will agree to cover the drug for you. See
the How your EOC works — Medical necessity, referral and preauthorization section for details.

Contraceptives (birth control)

Covered services include certain drugs and devices that the FDA has approved to prevent pregnancy.
You will need a prescription from your provider and must fill it at a network pharmacy. Your outpatient
prescription drug plan also covers related services and supplies needed to administer covered devices.
At least one form of each FDA-approved contraception method is a covered service. Youcanaccess a list
of covered drugs and devices. See the Contact us section for help.

We also cover over the counter (OTC) and generic prescription drugs and devices for each method of
birth control approved by the FDA at no cost to you. If a generic drug or device is not available for a
certain method, we will cover the brand-name prescription drug or device at no cost share.

Preventive contraceptives important note:

You may qualify for a formulary exception if your provider determines that the contraceptives covered
as preventive covered services under the EOC are not medically appropriate for you. Your provider may
request a formulary exception and submit it to us for review. If the exception is approved, the brand-
name prescription drug contraceptive will be covered at 100%.

Diabetic supplies and insulin
Covered services include but are not limited to the following:
e Alcohol swabs
e Blood glucose calibration liquid
e Continuous glucose monitors
e Diabetic syringes, needles, and pens
e Insulininfusion disposable pumps
e Lancet devices and kits
e Test strips for blood glucose, ketones, urine

See the Diabetic services, supplies, equipment, and self-care programs provision for medical covered
services.

Immunizations

Covered services include preventive immunizations as required by the ACA when given by a network
pharmacy. You can find a participating network pharmacy by contacting us. Check with the pharmacy
before you go to make sure the vaccine you need is in stock. Not all pharmacies carry all vaccines.

Infertility drugs

Covered services include oral and injectable ovulation induction prescription drugs used to treat the
underlying medical cause of infertility.
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Nutritional support

Covered services include coverage for formula and low protein modified food products ordered by a
physician for the treatment of phenylketonuria or an inherited disease or disorder of amino and organic
acids. This includes coverage for amino acid-based elemental formula.

For purposes of this benefit, “low protein modified food product” means foods specifically formulated
to have less than one gram of protein per serving and are intended to be used under the direction of a
physician for the dietary treatment of any inherited metabolic disease. Low protein modified food
products do not include foods that are naturally low in protein.

Pharmacy consultation services
State licensed pharmacists are allowed to prescribe certain prescription drugs.

Covered services include consultation services by your state licensed pharmacist to:
e Determine the medical necessity of a specific prescription drug for your iliness or condition
e Prescribe specific medically necessary prescription drugs

Prescription eye drops
You may refill prescription eye drops to treat a chronic eye disease or condition if:
e The original prescription states that additional quantities are needed
e The refill does not exceed the total quantity of dosage units stated on the original prescription,
including refills
e The refill dispensed on or before the last day of the prescribed dosage period and not earlier
than the:
- 21stday after the date a 30-day supply is dispensed
- 4204 day after the date a 60-day supply is dispensed
- 63" day after the date a 90-day supply is dispensed

Preventive care drugs and supplements
Covered services include preventive care drugs and supplements, including OTC ones, as required by the
ACA.

Risk reducing breast cancer prescription drugs

Covered services include prescription drugs used to treat people who are at:
e Increased risk for breast cancer
e Low risk for medication side effects

Tobacco cessation prescription and OTC drugs

Covered services include FDA-approved prescription and OTC drugs to help stop the use of tobacco
products. You must receive a prescription from your provider and submit the prescription to the
pharmacy for processing.

Outpatient prescription drugs exclusions
The following are not covered services:
e Abortion drugs used for termination of pregnancy except when the pregnancy places the
woman’s life in serious danger or poses a serious risk of substantial impairment of a major
bodily function
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e Allergy sera and extracts administered by injection

e Any services related to the dispensing, injection, or application of a drug

e Biological liquids and fluids unless specified on the EOC’s drug guide

e Compound prescriptions containing bulk chemicals that have not been approved by the FDA,
including compounded bioidentical hormones

e Cosmetic drugs including medications, preparations used for cosmetic purposes

e Deuvices, products, and appliances, unless listed as a covered service

e Dietary supplements including medical foods

e Drugs or medications:

— Administered or entirely consumed at the time and place they are prescribed or
dispensed

— Which do not require a prescription by law, even if a prescription is written unless we
have approved a formulary exception

— That are therapeutically the same as or an alternative to a covered prescription drug
unless we have approved a formulary exception

— Not approved by the FDA or not proven safe and effective

— Provided under your medical benefits while inpatient at a healthcare facility

— Recently approved by the FDA, but not reviewed by our Pharmacy and Therapeutics
Committee, unless we have approved a formulary exception

— That include vitamins and minerals unless recommended by the United States
Preventive Services Task Force (USPSTF)

— For which the cost is covered by a federal, state or government agency (for example:
Medicaid or Veterans Administration)

— That are drugs or growth hormones used to stimulate growth and treat idiopathic short
stature unless there is evidence that the member meets one or more clinical criteria
detailed in our preauthorization and clinical policies

e Duplicative drug therapy; for example, two antihistamines for the same condition
e Geneticcare
— Any treatment, device, drug, service, or supply to alter the body’s genes, genetic make-
up, or the expression of the body’s genes unless listed as a covered service
e Immunizations related to travel or work
e Immunization or immunological agents, except as specifically stated above
e Implantable drugs and associated devices except as specifically stated above
e Injectables including:

— Any charges for the administration or injection of prescription drugs

— Needles and syringes, except those used for insulin administration

— Any drug, which due to its characteristics, as determined by us, must typically be
administered, or supervised by a qualified provider or licensed certified health
professional in an outpatient setting, with the exception of Depo Provera and other
injectable drugs for contraception

e Off-label drug use, except for indications recognized through peer-reviewed medical literature
or a prescription drug reference compendium approved by the commissioner
e Prescription drugs:

— Thatare ordered by a dentist or prescribed by an oral surgeon in relation to the removal
of teeth, or prescription drugs for the treatment of a dental condition unless stated as a
covered service

HI IVL HPOL-1A-2025 CCP 04 29 TX 2025 -HIX



— That are considered oral dental preparations and fluoride rinses, except pediatric
fluoride tablets or drops as specified on the EOC’s drug guide
— That are used for the purpose of improving visual acuity or field of vision
— That are being used or abused in a manner that is determined to be furthering an
addiction to a habit-forming substance, or drugs obtained for use by anyone other than
the member identified on the ID card
e Replacement of lost or stolen prescriptions
o Test agents except diabetic test agents
e Tobacco cessation drugs, unless recommended by the USPSTF
e We reserve the right to exclude:
— A manufacturer’s product when the same or similar drug (one with the same active
ingredient or same therapeutic effect), supply or equipment is on the EOC’s drug guide
— Any dosage or form of a drug when the same drug is available in a different dosage or
form on the EOC’s drug guide

Preventive care

Preventive covered services are designed to help keep you healthy, supporting you in achieving your
best health through early detection. If you need further services or testing such as diagnostic testing for
the treatment or diagnosis of a medical condition, except for diagnostic breast imaging, you may pay
more as these services aren’t preventive. If a covered service isn’t listed here under preventive care, it
still may be covered under other covered services in this section. For more information, see your
schedule of benefits.

The following agencies set forth the preventive care guidelines in this section:

e Advisory Committee on Immunization Practices of the Centers for Disease Control and
Prevention (CDC)

e United States Preventive Services Task Force (USPSTF)

e Health Resources and Services Administration

e American Academy of Pediatrics/Bright Futures/Health Resources and Services Administration
guidelines for children and adolescents

These recommendations and guidelines may be updated periodically. When updated, they will apply to
this EOC. The updates are effective on the first day of the year, one year after the updated
recommendation or guideline is issued.

For frequencies and limits, contact your physician or us. This information is also available at
https://www.healthcare.gov/.

Important note:
Gender-specific preventive care benefits include covered services described regardless of the sex you
were assigned at birth, your gender identity, or your recorded gender.

Breast-feeding support and counseling services

Covered services include assistance and training in breast-feeding and counseling services during
pregnancy or after delivery. Your EOC will cover this counseling only when you get it from a certified
breast-feeding support provider.
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https://www.healthcare.gov/

Breast pump, accessories, and supplies
Covered services include renting or buying equipment you need to pump and store breast milk.

Coverage for the purchase of breast pump equipment is limited to one item of equipment, for the same
or similar purpose, and the accessories and supplies needed to operate the item. You are responsible for
the entire cost of any additional pieces of the same or similar equipment you purchase or rent for
personal convenience or mobility.

Counseling services
Covered services include preventive screening and counseling by your health professional for:
e Alcohol or drug misuse
— Preventive counseling and risk factor reduction intervention
— Structured assessment
e Genetic risk for breast and ovarian cancer
e Obesity and healthy diet
— Preventive counseling and risk factor reduction intervention
— Nutritional counseling
— Healthy diet counseling provided in connection with hyperlipidemia (high cholesterol)
and other known risk factors for cardiovascular and diet-related chronic disease
e Sexually transmitted infection
e Tobacco cessation
— Preventive counseling to help stop using tobacco products
— Treatment visits
— Class visits

Family planning services — contraceptives
Covered services include family pla