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Introduction

Welcome!

Welcome to CalOptima Health. CalOptima Health is a public entity created by the Orange County
Board of Supervisors under state authority and is an independent public managed care health plan
licensed by the state of California that operates under the leadership of a Board of Directors. Our
Board of Directors is made up of Members, Health Care Providers, business leaders, and local
government representatives. CalOptima Health works with doctors, clinics, hospitals, and other
Health Care Providers to offer you (referred to as Member) quality health care services.
CalOptima Health contracts with Health Networks to coordinate your care. A Health Network is a
group of doctors, hospitals and other providers who work with CalOptima Health. You will need
to choose a Health Network and a primary care provider (PCP). Your PCP must be contracted with
your Health Network. You can choose the same Health Network and PCP for all your family
members enrolled in Covered CA, or you can choose different Health Networks and PCPs. Please
refer to the “How to Get Care” section for additional information.

What is this publication?

This Evidence of Coverage, is a legal document that that tells you about your coverage under
CalOptima Health. It will help you understand your benefits, the services available to you, and
how to get the care you need. It also explains your financial obligations, your rights and
responsibilities as a Member of CalOptima Health. This Evidence of Coverage, the Premiums
included in the renewal materials, which are incorporated into this Evidence of Coverage by
reference, and any amendments, constitute a legally binding contract between CalOptima Health
and the Subscriber.
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In this Evidence of Coverage, CalOptima Health is sometimes referred to as “we,” “us,” or the

“Plan”. Members are sometimes referred to as “you” or “your.”

Some capitalized terms have special meaning in this Evidence of Coverage, please refer to the
Definitions Section at the end of this Evidence of Coverage for the terms you should know.

It is important to familiarize yourself with your coverage by reading this Evidence of Coverage
completely, whether you are the Subscriber (the primary Member of coverage) or enrolled as an
Enrolled Dependent (an eligible family member), so that you can take full advantage of your
benefits. In this Evidence of Coverage you will learn about important topics like how to select a
Primary Care Physician (“PCP”) and what to do if you need hospitalization.

You may ask for another copy of this document for free. You can also find the Evidence of
Coverage on the CalOptima Health website at www.caloptima.org. You can also ask for a free
copy of CalOptima Health non-proprietary clinical and administrative policies and procedures.
They are also on the CalOptima Health website at www.caloptima.org.

Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).
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Term of this Evidence of Coverage, Renewal & Amendment

Term of Your Coverage

For Members whose application for enrollment is accepted by CalOptima Health, this Evidence of
Coverage becomes effective on the date provided on your Covered California Notice of
Enrollment, at 12:00 midnight. The Evidence of Coverage will remain in effect subject to timely
payment of Premiums.

You may terminate your coverage by notifying Covered California or you may contact CalOptima
Health for more information. The last day of coverage will be the requested termination date if
you provided the notice of cancellation no less than 14 calendar days before the requested effective
date of termination. If notice of the cancellation was not provided at least 14 days prior to the
requested effective date of termination, the last day of coverage will be 14 days after the
termination request is received, unless an earlier termination effective date is requested and
Covered California agrees to such date. Lastly, if you become newly eligible for full-scope Medi-
Cal or the Children’s Health Insurance Program (CHIP), the last day of coverage will be the last
day of the month during which you are deemed eligible for full-scope Medi-Cal or CHIP.

Renewal Provisions

This plan is an individual health benefit plan. If you comply with all the terms of this Evidence of
Coverage, this Evidence of Coverage will renew at your option except as permitted to be
terminated, cancelled, rescinded, or not renewed under applicable federal and state laws. Coverage
will remain in effect each month that we receive Premiums. The terms of this Evidence of
Coverage will remain the same when it is renewed unless we have amended the Evidence of
Coverage as described under the “Amendment Process” section below.

Amendment Process

We may amend this Evidence of Coverage by sending you written notice (we will send the notice
by e-mail if you have opted to receive these documents and notices electronically). This includes
any changes in benefits, exclusions, or limitations. No change in coverage shall become effective
unless we have provided a written notice of the change at least 10 days prior to the start of the
annual enrollment period applicable to the contract or 60 days prior to the effective date of the
contract renewal, whichever occurs earlier in the calendar year. All such amendments are deemed
accepted, unless you (the Member) give us written notice of non-acceptance within 30 days of the
date of the notice, in which case this Evidence of Coverage terminates on the day before the
effective date of the amendment. Premiums may be amended by us as outlined in the Payment
Responsibilities Section. Please refer to the “Notices” in the General Information Section for
additional information on how to send us written notice if you disagree with any amendment.

What if I still need help?
If after you become familiar with your benefits you still need assistance, please call Customer
Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing).

Note: This Evidence of Coverage provides the terms and conditions of your coverage with
CalOptima Health. Individuals have a right to view these documents prior to enrolling with
CalOptima Health. Persons with special health needs should pay special attention to those sections
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that apply to them. You may contact or visit CalOptima Health if you have specific questions about
our CalOptima Health benefit plans and services. You can contact us at:

CalOptima Health

505 City Parkway West

Orange, CA 92868

1-888-312-2221 (TTY 711 if you are deaf or hard of hearing).
www.caloptima.org

Privacy Practices

A STATEMENT DESCRIBING OUR POLICIES AND PROCEDURES FOR PRESERVING
THE CONFIDENTIALITY OF MEDICAL RECORDS IS AVAILABLE AND WILL BE
FURNISHED TO YOU UPON REQUEST.

This is only a brief summary of some key privacy practices. IN ADDITION, OUR NOTICE OF
PRIVACY PRACTICES, WHICH PROVIDES ADDITIONAL INFORMATION ABOUT OUR
PRIVACY PRACTICES AND YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH
INFORMATION IS ALSO AVAILABLE AND WILL BE PROVIDED TO YOU UPON
REQUEST.

CalOptima Health will protect the privacy of your protected health information. We also require
Participating Health Care Providers to protect your protected health information. Your protected
health information is individually identifiable information (oral, written, or electronic), about you,
health care services you receive, or payment for your health care. You may generally see and
receive copies of your protected health information, correct or update your protected health
information, and ask us for an accounting of certain disclosures of your protected health
information.

We may use or disclose your protected health information for treatment, payment, and health care
operations purposes, such as measuring the quality of Covered Benefits. We are sometimes
required by law to give protected health information to others, such as government agencies or in
judicial actions.

We will not use or disclose your protected health information to any other person without your (or
your representative’s) written authorization, except as described in our Notice of Privacy Practices.

Confidential Communications

You can ask CalOptima Health to send communications about sensitive services to another mailing
address, email address, or telephone number that you choose. This is called a “request for
confidential communications.” If you consent to care, CalOptima Health will not give information
on your sensitive care services to anyone else without your written permission. If you do not give
a mailing address, email address, or telephone number, CalOptima Health will send
communications in your name to the address or telephone number on file.

CalOptima Health will honor your request to get confidential communications in the form and
format you ask for. Or we will make sure your communications are easy to put in the form and
format you asked for. We will send them to another location of your choice. Your request for
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confidential communication lasts until you cancel it or submit a new request for confidential
communications.

You can request confidential communications by completing and submitting a Request for
Restrictions Manner/Method of Confidential Communication Form. Your request for confidential
communications can be submitted in person to CalOptima Health’s Customer Service Department.

If you have any questions or would like to know more about your health information or would like
a copy of CalOptima Health’s Notice of Privacy Practices, please call CalOptima Health Customer
Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing).

Member Identification Card (ID Card)

You will receive an ID Card that shows you are a CalOptima Health Member. Keep your Member
ID Card with you at all times. Show the Member ID Card to the doctor, pharmacy, hospital, or
other Health Care Provider when you seek care. Your Member ID Card contains information that
healthcare professionals need to make sure your care is covered. Not providing your Member 1D
Card when you seek care may result in inaccurate billing.

If you have a life-threatening emergency, call 911 or go to

n Covered . COVERED the nearest emergency room. Call your healtagtwork to
B CalOptima Health L find out how to access urgent care services.
Customer Service: 1-888-312-2 TTY: Y1
PRy Level: Gold
Effective Date: <Date> : 015574 24-Hour Nurse Advi 1-8 17441 : 1-844-514-3774
Member Name: <gardhol\Ngamf~ RxPCN: ASPROD1 . i \ )
Member |DigrC: R W RxGRP: CAT04 Vision ice 07 7NPLOS TTY: 1-800-428-4833
Health = N Website? qhloptima.org/Covered
Health Netwo! one: <HN Phone> T
PCP Group/Name: <PCP Name> Covered

PO Box 11065

PCP Phone: <PCP Phone> Orange, CA 92856

Never let anyone use your CalOptima Health Member ID Card. Letting someone else use your
CalOptima Health Member ID Card with your knowledge is fraud.

If you do not get your CalOptima Health ID card within a few weeks after your enrollment date,
or if your CalOptima Health ID card is damaged, lost, or stolen, call Customer Service right away.
CalOptima Health will send you a new card for free. Call us at 1-888-312-2221 (TTY 711 if you
are deaf or hard of hearing).

To better understand the information on your Member ID Card, please visit www.caloptima.org.

Provider Directory & Plan Facilities

CalOptima Health maintains a current list of all Health Care Providers, including doctors,
hospitals, pharmacies, and Mental Health service providers in CalOptima Health’s network on its
website at www.caloptima.org. You may search for Health Care Providers by area, specialty,
language spoken, accessibility, and other Health Care Provider characteristics. You can also
request a copy of the Provider Directory or obtain more information about available Health Care
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Providers by calling CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing.)

Some hospitals and other providers do not provide one or more of the following services that
may be covered under your plan contract that you or your family member might need:
family planning; contraceptive services, including emergency contraception; sterilization,
including tubal ligation at the time of labor and delivery; infertility treatments; or abortion.
You should obtain more information before you enroll. Call your prospective doctor, medical
group, independent practice association, or clinic or call the health plan Customer Service
at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing), to ensure that you can obtain
the health care services that you need.

Please be aware that if a service is covered but not available from the CalOptima Health network
of Participating Health Care Providers, we will make the Covered Benefits available to you from
a non-participating Health Care Provider, as required by law. In such event your Cost Share will
be no more than if you received the service from a network Participating Health Care Provider.

Language Assistance Services and Aids for People with Disabilities

CalOptima Health may ask about your language preference, format for written communication, as
well as race/ethnicity information to help you get access to services that meet your needs and
receive better care.

The information will be used to provide written materials in your preferred language and format,
as well as no-cost interpreting services, including American Sign Language, for your doctor
appointments.

CalOptima Health will never use this information to deny you coverage and benefits. CalOptima
Health protects your privacy and is only allowed to use or disclose it for limited purposes. We do
not use individual Member demographic data to perform underwriting, rate setting, or determine
benefits. CalOptima Health does not give your information to unauthorized users.

Written information in your language and format

English

ATTENTION: If you need help in your language call 1-888-312-2221 (TTY: 711).
Aids and services for people with disabilities, like documents in braille and large
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print, are also available. Call 1-888-312-2221 (TTY: 711). These services are free
of charge.

in =l (Arabic)

1-888-312-2221. b L Jbai¥) o yueclialy saclin ) dalay G 1Y) 1ol o 5

s Gl Ay yhay & i€l Clatiusall Jie ABleY) (53 (alaiOU clead 5 sacbue Jilu s Laad i1 (711 :TTY).
dlae cleaall o3a, (711 :1 (TTY-888-312-2221 ad L Jusail ¢ yaS Lads

Cuylipkti (Armenian)
NFCUMNFEFBNFL: Bl Atiq oqunyeiniu £ hwpluwynp Qtn (kqyny, quuquhwnptp 1-
888-312-2221 (TTY: 711): Ywl Uwl odwinul thengutp ni dwnwynipyniuitp
hupywinuinipnit niitignn wbdwig hwdwp, ophtiwy™ Ppwyh gpuwnhwny no
hunpnpuwmnmun nywgpyuod Wniphn: Quuqwhuwntp
1-888-312-2221 (TTY: 711): U bwnwynipjniutint wiawp ku:

124 (Cambodian)

Gams 105 ™ (85 MISSW Mman IUHS gy Siednisiiue 1-888-312-2221
(TTY: 711) 4 SSw 8% wwhAY U NSAMI UMM NI HAIN
NENUNSOMITE S U/ IigiH/PINYE SHGIRT SRHTRIM
SIINUMIUS 1-888-312-2221 (TTY: 711) 4 iunmySiHiSESARIgISw

& F 3¢ (Simplified Chinese)

BIEE - A RETREELUENE S 3R15H5), 15 EEE 1-888-312-2221 (TTY: 711), A
TN ESR AL XS FR N L REBIANARSS, flanE SCRR FIRED SR, SR AETT M HU,
1B EEE 1-888-312-2221 (TTY: 711), XLLRFBHLE BRI,

2t v (Traditional Chinese)

VEE RIS L SARE SRR, FHE0E 1-888-312-2221 (TTY: 711),  A%EH: A
TR ACEBIFIARES, BaE SRR TRER S, B 1-888-312-2221 (TTY: 711),
B RS E B 1,

(Farsi) o
1 -888-312-2221 L (i€ il 2 SaS 3 4 (1 4 38 s e &) 1455
Uala 5 di i sladas aiile ccud slae (51500 31 a geadie ciledd 5 oSS 2,80 ke (711 :(TTY
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w5 80 cilasd ol a8 G 1 (TTY: 711)-888-312-2221 L .ol 353 5a S oSy 30 g a

N i g

%21l (Gujarati)

el WUl %) dHel dHIZ] HINIHD Hetell e Sl dl ul <l U sl S2:
1-888-312-2221 (TTY: 711). [A5€idol G15) HI2 USIY 2ol ), BH 5 Wed 3o HI2]
[Weaui UBl txdldes)l Guasy 8. s1d 50: 1-888-312-2221 (TTY: 711). ¥l Adl (A 4R
Gudoy 8.

&S (Hindi)

T < 3R 3MUh] 3T HTST & YgIdT B SMTaRdehdl § ol 1-888-312-2221 (TTY: 711)
R B B | AIIAT AT AN & oI Jeradr 3R A, S 9 3R g9 e § +f qxaaw
U g | 1-888-312-2221 (TTY: 711) W Hid B | T Ja¢ : Yo ¢ |

Hmoob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-888-312-2221
(TTY: 711). Muaj cov kev pab txhawb thiab kev pab cuam rau cov neeg xiam oob
ghab, xws li puav leej muaj ua cov ntawv su thiab luam tawm ua tus ntawv loj.
Hu rau 1-888-312-2221 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

H A& (Japanese)
TEE A AGETOXISNMLERATL 1-888-312-2221 (TTY: 711) ~BEFHL 2 &0, A
FTOEERLT OIERFRRE, BRAWEBELO OO0 —E 2L HEL T
F9, 1-888-312-2221 (TTY: 711) ~BEFEZ 3V, I L OV — B R [T MR Gt
LTCWET,

310 (Korean)
FOIAL: Tt QN E =&
EOISIMA| . HALE 2 22

g 21 HOA|H 1-888-312-2221 (TTY: 711) HO=Z
L

= EALL O HO7t Al 25 ?let =0 MEIA
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0|8 7h5¢tL|C}. 1-888-312-2221 (TTY: 711) HO 2 2OISIAMA|2. 0|23t MH| A=
222 §3E L

Ww37290 (Laotian)

Urn90: Houvdiegninaoivgosciie lwaigrgeguovltilnmacd 1-888-312-2221 (TTY:
711) 950090908 cHaccarNILOINIVTISVHVLENIL
cBucenzzwicivengevyvcardintulns Wlumacd 1-888-312-2221 (TTY: 711).
MLO3MVCEHDOGe TN 990109,

Mien

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx
faan benx meih nyei waac nor douc waac daaih lorx taux 1-888-312-2221 (TTY:
711). Liouh lorx jauv-louc tengx aengx caux nzie gong bun taux ninh mbuo
wuaaic fangx mienh, beiv taux longc benx nzangc-pokc bun hluo mbiutc aengx
caux aamz mborqv benx domh sou se mbenc nzoih bun longc. Douc waac daaih
lorx 1-888-312-2221 (TTY: 711). Naaiv deix nzie weih gong-bou jauv-louc se benx
wang-henh tengx mv zuqc cuotv nyaanh oc.

Portugués (Portuguese)

ATENCAO: Se vocé precisar de ajuda no seu idioma, ligue para 1-888-312-2221 (TTY:
711). Servicos e auxilio para pessoas com incapacidades, como documentos em
braile ou impressos com letras grandes, também estdo disponiveis. Ligue para
1-888-312-2221 (TTY: 711). Esses servicos sdo gratuitos.

YTt (Punjabi)

s 6. 7 3T7d »iud I <9 Hee T B3 I 3T 8 9d 1-888-312-2221 (TTY: 711).
WUTIH B S HITE31 03 A, i fa 98 w3 1t surdt (g TAzeq, < Qusau a5
1% dd 1-888-312-2221 (TTY: 711) I AR HE3 T3

Romana (Romanian)

ATENTIE: In cazul in care aveti nevoie de ajutor in limba dvs., sunati la
1-888-312-2221 (TTY: 711). Sunt disponibile, de asemenea, ajutoare si servicii
pentru persoanele cu dizabilitati, precum documente in limbaj Braille si cu
caractere marite. Sunati la 1-888-312-2221 (TTY: 711). Aceste servicii sunt gratuite.
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Pycckuia (Russian)

BHVUMAHWE! Ecnn BaMm HyXHa nMomMoLlb Ha BallemM POAHOM fA3blKe, 3BOHUTE MO
Homepy 1-888-312-2221 (nuHua (TTY: 711). Takke NpefOCTaBNSAOTCS CPeACTBa U
yCcnyrm Ans nogen ¢ orpaHNYeHHbIMU BO3MOXHOCTAMMW, HanpumMmep AOKYMeHThbI
KPYNHbIM WpudTOoM nnm wpmndtom bpannsa. 3BoHMTe no Homepy 1-888-312-2221
(TTY: 711). Takme ycnyr npeAoCcTaBAsoTCA 6ecnnaTHo.

Espaiiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-888-312-2221 (TTY: 711).
También ofrecemos asistencia y servicios para personas con discapacidades,
como documentos en braille y con letras grandes. Llame al 1-888-312-2221
(TTY: 711). Estos servicios son gratuitos.

Tagalog (Filipino)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa
1-888-312-2221 (TTY: 711). Mayroon ding mga tulong at serbisyo para sa mga
taong may kapansanan, tulad ng mga dokumento sa braille at malaking print.
Tumawag sa 1-888-312-2221 (TTY: 711). Libre ang mga serbisyong ito.

A e (Thai)

Tuseusu: vnaudasnsAuomdalunsnvoinn nsaun nsdwi luiivanea
1-888-312-2221 (TTY: 711) uonannil sundonTkmnudnsmasuazusnissing ¢
AMnsUyARATIANNANTT 1D loNANS6N 9
Mdusnusiusaduazionansinuichossnusvuna e naaun nsdwii luiivansia
1-888-312-2221 (TTY: 711) Lifidn lawdnnsuudnsimanil

Tirkce (Turkish)

DIKKAT: Kendi dilinizde yardima ihtiyaciniz varsa 1-888-312-2221 (TTY: 711)
numarall telefonu arayin. Braille alfabesi ve buyuk harflerle yazilmis belgeler gibi
engellilere yonelik yardim ve hizmetler de mevcuttur. Call: 1-888-312-2221 (TTY:
711). Bu hizmetler Ucretsizdir.

YkpaiHcbKa (Ukrainian)

YBATA! fkwo Bam noTpibHa AOonNOMOra BalloOK PigHOK MOBOH, TenedoHynTe Ha
Homep 1-888-312-2221 (TTY: 711). /ltoAN 3 OBMEXEHVMU MOXINBOCTMU TaKOX
MOXYTb CKOPUCTATUCA AOMOMIXKHUMMK 3acobamu Ta MoCayramu, Hanpukiag,
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OTPUMATN AOKYMEHTW, HaApyKoBaHi WpUPTOM bpaiinsg 1a BeNnKUM LLIPUPTOM.
TenedoHyiiTe Ha Homep 1-888-312-2221 (TTY: 711). Lli nocnyrn 6e3k0LITOBHI.

33 (Urdu)
1-888-312-2221 (S JS5i 2 pswin (S 220 (e ) o sSYI S) taan s
s Sl (e el 3o glind ae Sy 2 Go gl dan s ¢« DLk gl dlaad A S o)A sdea (TTY 711)
-0 e cladd o 1-888-312-2221 (TTY 711)J<

Tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can trg giup bang ngdén nglt cta minh, vui 16ng goi s8
1-888-312-2221 (TTY: 711). Chlng tdi cling ho trg va cung cdp cac dich vu danh cho
ngudi khuyét tat, nhu tai liéu bang chir noi Braille va chir kho 1&n (chir hoa). Vui
long goi s6 1-888-312-2221 (TTY: 711). Cac dich vu nay déu mién phi.

No-cost interpreting services

You have the right to no-cost interpreting services when getting health care services. CalOptima
Health offers no-cost interpreting services in your language, including American Sign Language.
These services are available 24 hours a day, seven (7) days a week. It is important to use a
professional interpreter at your doctor appointment to help you communicate with your doctor so
that you understand your health and how to take care of yourself. The professional interpreter is
trained and knows medical words and will interpret everything said between you and your doctor,
correctly and completely. The interpreter keeps your conversation with your doctor confidential
and private. You should not use friends or family, especially children, to interpret for you. Call
CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of
hearing) if you need interpreting services. We can assist you in your language over the phone and
make sure that you have an interpreter for your next appointment.

To request an interpreter:

Step 1: Make your appointment with your doctor
Step 2: Call CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing) at least 10 business days before your appointment with the
following information:

e Your name.

e Your Member ID number.

e Date/time and address of your appointment.

e Doctor’s name, specialty and phone number.

e Length of the appointment.

If the appointment with your doctor is changed or canceled, call CalOptima Health Customer
Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing) as soon as possible.

Access information for people with disabilities
Many doctors’ offices and clinics have accommodations that make medical visits easier for people
with disabilities such as accessible parking spaces, ramps, large exam rooms, and wheelchair
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friendly scales. You can find doctors with such accommodations in the Provider Directory.
CalOptima Health Customer Service can also help you locate a doctor who can meet your needs.

A doctor’s office, clinic or hospital cannot deny you services because you have disabilities. Call
CalOptima Health Member Services at 1-888-312-2221 (TTY 711 if you are deaf or hard of
hearing) if you cannot get the services you need or if services you need are difficult to get.

Complaints
You have the right to file a complaint if:
e You feel that you were denied services because of a disability or you do not speak
English.
You cannot get an interpreter.
You have a complaint about the interpreter.
You cannot get information in your language or format.
Your cultural needs are not met.

You can learn more about this in the Dispute Resolution Section of this Evidence of Coverage.

Service Area

The Service Area for CalOptima Health is Orange County. Each Member must live in the Service
Area and must select or be assigned to a PCP who is located sufficiently close to your home or
workplace to ensure reasonable access to care, as determined by CalOptima Health. Upon change
of residence outside CalOptima Health’s Service Area, your coverage under CalOptima Health
will terminate as required by Covered California.

If you travel outside of Orange County

As a Member of CalOptima Health, your Service Area is Orange County. All locations outside of
Orange County (including outside the United States) are out of your Service Area. Routine care is
not covered out of the Service Area. Emergency Services and Care and Urgent Care services are
covered outside of Orange County.

Outside of Orange County?

If you have an Emergency Medical Condition or a Psychiatric Emergency Medical Condition when
you are not in Orange County, you can get Emergency Services and Care at the nearest emergency
facility (doctor’s office, clinic, or hospital) including when traveling outside of California or the
United States. Emergency Services and Care do not require a referral or an approval from your
PCP. If you are admitted to a hospital not in CalOptima Health’s network or to a hospital your
PCP or other doctor does not work at, CalOptima Health has the right to move you to a
Participating Hospital as soon as you are medically safe. Your PCP must provide follow-up care
when you leave the hospital. Please see “Emergency and Urgent Care Services Section” in the
How to Get Care Section for more details on emergency care.
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Timely Access to Care

California law requires health plans to provide timely access to care. This means that there are
limits on how long you have to wait to get health care appointments and telephone advice.

If you have a problem getting timely access to care, you should call CalOptima Health at the phone
number located on your Member ID Card. If CalOptima Health is not able to resolve your problem,
contact the DMHC Help Center at www.HealthHelp.ca.gov or 1-888-466-2219.

Appointment Wait Times
Health plan Members have the right to appointments for medical care and Mental Health or
Substance Use Disorder services within the following time frames:

Urgent Appointments Wait Time Within
For services that do not require Prior Authorization 48 hours

For services that do require Prior Authorization 96 hours
Non-Urgent Appointments Wait Time Within
Primary care appointment 10 business days
Specialist care appointment, including specialist 15 business days

physician for Mental Health (e.g., psychiatrist) or
Substance Use Disorder services.

Appointment with a Mental Health or Substance Use 10 business days
Disorder care provider (non-physician)

Appointment for support services (ancillary) to 15 business days
diagnose or treat injury, illness or other health

conditions

Follow-up appointment with a Mental Health or 10 business days from
Substance Use Disorder Care provider (non-physician) prior appointment

Access to Mental Health or Substance Use Disorder Services

You have a right to receive timely and geographically accessible Mental Health/Substance
Use Disorder (MH/SUD) services when you need them. If CalOptima Health fails to arrange
those services for you with an appropriate provider who is in the health plan’s network, the
health plan must cover and arrange needed services for you from an out-of-network
provider. If that happens, you do not have to pay anything other than your ordinary in-
network cost-sharing.

If you do not need the services urgently, your health plan must offer an appointment for you
that is no more than 10 business days from when you requested the services from the health
plan. If you urgently need the services, your health plan must offer you an appointment
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within 48 hours of your request (if the health plan does not require prior authorization for
the appointment) or within 96 hours (if the health plan does require prior authorization).

If your health plan does not arrange for you to receive services within these timeframes and
within geographic access standards, you can arrange to receive services from any licensed
provider, even if the provider is not in your health plan’s network. To be covered by your
health plan, your first appointment with the provider must be within 90 calendar days of the
date you first asked the plan for the MH/SUD services.

If you have questions about how to obtain MH/SUD services or are having difficulty
obtaining services you can: 1) call your health plan at the telephone number on the back of
your health plan identification card; 2) call the California Department of Managed Care’s
Help Center at 1-888-466-2219; or 3) contact the California Department of Managed Health
Care through its website at www.healthhelp.ca.gov to request assistance in obtaining
MH/SUD services.

We will pay the out-of-network Health Care Provider for the entire course of Covered Benefits,
including follow-up Mental Health or Substance Use Disorder services, as required by law, unless
there is an in-network, timely and geographically accessible Health Care Provider and:

e The in-network Health Care Provider can deliver the Mental Health or Substance Use
Disorder services to you

e We make a determination on whether requiring you to transition to an in-network
Health Care Provider is within the standard of care for your condition at the time of
transition based on good professional practices and within the appropriate clinical
standards applicable to your Mental Health or Substance Use Disorder.

e Notify you, your representative (if any), and the Health Care Provider(s) treating you
at least 90 calendar days before the transition. The notice will inform you of the name
and contact information of the in-network Health Care Provider to which we intend to
transition you and information about how you may file a complaint if you, your
representative, or your treating Health Care Provider believes transitioning the Member
to an in-network Health Care Provider will harm you or is not within the standard of
care.

If we transition you and you refuse to transition, you may be responsible for all the costs due to
the Health Care Provider for the out-of-network services.

To get copies of the nonprofit professional association’s Mental Health or Substance Use Disorder
clinical review criteria, education program, and training materials that we use, please contact
CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of
hearing).

Telephone Wait Times
¢ You can call 24-hours-a-day, 7 days a week to talk to a qualified health professional to
decide if your health problem is urgent. If someone needs to call you back, they must
call you within 30 minutes. Look for the phone number on your ID Card or contact
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CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are deaf or
hard of hearing)

Exceptions

The purpose of the timely access law is to make sure you get the care you need. Sometimes you
need appointments even sooner than the law requires. In this case, your doctor can request that the
appointment be sooner.

Sometimes waiting longer for care is not a problem. Your Health Care Provider may give you a
longer wait time if it would not be harmful to your health. It must be noted in your record that a
longer wait time will not be harmful to your health. If you can’t get a timely appointment in your
area because there are not enough Health Care Providers, your health plan must help you get an
appointment with an appropriate Health Care Provider.

Please contact CalOptima Health’s Nurse Advice Line at 1-844-447-8441, 24 hours a day, 7 days
a week (including holidays), to access Triage or Screening services by telephone.

Customer Service
CalOptima Health wants you to be happy with your health care. If you have questions or concerns
about your care, CalOptima Health wants to hear from you!

CalOptima Health Customer Service is here to help you. CalOptima Health can:

e Answer questions about your health plan and CalOptima Health Covered Benefits.
e Help you choose or change a PCP.

e Tell you where to get the care you need.

e Help you get interpreter services if you speak limited English.

e Help you get information in other languages and formats.

e Provide a replacement identification (ID) card.

e Provide a copy of the Evidence of Coverage or Provider Directory.

e Assist with billing inquiries.

e Coordinate transportation.

If you need help, call CalOptima Health’s Customer Service at 1-888-312-2221 (TTY 711).
CalOptima Health is here Monday through Friday from 8 a.m. to 6:00 p.m. The call is free.

Helpful information at www.caloptima.org on the Internet
You can also visit CalOptima Health’s website at any time at www.caloptima.org. CalOptima
Health’s website makes it easier for you to find what you need on any device. It also has a secure
online Member portal so you can:
e Update your personal information
Request a new ID card
Print a copy of your ID card
Find a doctor.
Change your health network or primary care provider (PCP)
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Make telehealth appointments for mental health
Request interpreter services

Learn about your benefits.

Learn about options to pay your Premium.
Request Member documents and forms.

Learn more about privacy rights.

¢ Find out about your rights and responsibilities.
e File a complaint (called a “grievance”).

You can check your eligibility for medical coverage. You can even request to change your doctor
or medical group. Since this information is private, you will need to log in to the CalOptima Health
Member Portal. (Be sure to have your Member ID Card ready as we ask for your Member ID
number). You can access your CalOptima Health Member Portal account by visiting the Member
Portal at https://www.caloptima.org/ForMembers/MemberPortal.aspx.
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Members’ Rights and Responsibilities

As a Member, you have a right to:

Receive information about your rights and responsibilities.
Receive information about your Plan, the services your Plan offers you, and the Health
Care Providers available to care for you.
Make recommendations regarding the Plan’s member rights and responsibilities policy.
Receive information about all health care services available to you, including a clear
explanation of how to obtain them and whether the Plan may impose certain limitations
on those services.
Know the costs for your care, and whether your deductible or out-of-pocket maximum
have been met.
Choose a Health Care Provider in your Plan’s network, and change to another doctor
in your Plan’s network if you are not satisfied.
Receive timely and geographically accessible health care.
Have a timely appointment with a Health Care Provider in your Plan’s network,
including one with a specialist.
Have an appointment with a Health Care Provider outside of your Plan’s network when
your Plan cannot provide timely access to care with an in-network Health Care
Provider.
Certain accommodations for your disability, including

o Equal access to medical services, which includes accessible examination rooms

and medical equipment at a Health Care Provider’s office or facility.

o Full and equal access, as other members of the public, to medical facilities.

o Extra time for visits if you need it.

o Taking your service animal into exam rooms with you.
Purchase health insurance or determine Medi-Cal eligibility through the California
Health Benefit Exchange, Covered California.

Receive considerate and courteous care and be treated with respect and dignity.

Receive culturally competent care, including but not limited to:

o Trans-Inclusive Health Care, which includes all Medically Necessary services

to treat gender dysphoria or intersex conditions.

o To be addressed by your preferred name and pronoun.
Receive from your Health Care Provider, upon request, all appropriate information
regarding your health problem or medical condition, treatment plan, and any
proposed appropriate or Medically Necessary treatment alternatives. This
information includes available expected outcomes information, regardless of cost or
benefit coverage, so you can make an informed decision before you receive treatment.

Participate with your Health Care Providers in making decisions about your health
care, including giving informed consent when you receive treatment. To the extent
permitted by law, you also have the right to refuse treatment.

A discussion of appropriate or Medically Necessary treatment options for your
condition, regardless of cost or benefit coverage.
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e Receive health care coverage even if you have a pre-existing condition.

e Receive Medically Necessary treatment of a Mental Health or Substance Use
Disorder.

e Receive certain preventive health services, including many without a co-pay, co-

insurance, or deductible.

Have no annual or lifetime dollar limits on basic health care services

Keep eligible dependent(s) on your Plan.

Be notified of an unreasonable rate increase or change, as applicable.

Protection from illegal balance billing by a Health Care Provider.

Request from your Plan a second opinion by an Appropriately Qualified Health Care

Provider.

e Expect your Plan to keep your personal health information private by following its
privacy policies, and state and federal laws.

e Ask most Health Care Providers for information regarding who has received your
personal health information.

e Ask your Plan or your doctor to contact you only in certain ways or at certain locations.

e Have your medical information related to sensitive services protected.

e Geta copy of your records and add your own notes. You may ask your doctor or health
plan to change information about you in your medical records if it is not correct or
complete. Your doctor or health plan may deny your request. If this happens, you may
add a statement to your file explaining the information.

e Have an interpreter who speaks your language at all points of contact when you receive
health care services.

e Have an interpreter provided at no cost to you.

e Receive written materials in your preferred language where required by law.

e Have health information provided in a usable format if you are blind, deaf, or have low
vision.

e Request continuity of care if your Health Care Provider or medical group leaves your
Plan or you are a new Plan member.

¢ Have an Advanced Health Care Directive.

¢ Be fully informed about your Plan’s grievances procedure and understand how to use
it without fear of interruption to your health care.

¢ File a complaint, grievance, or appeal in your preferred language about:

Your Plan or Health Care Provider.
Any care you receive, or access to care you seek.
Any covered service or benefit decision that your Plan makes.
Any improper charges or bills for care.
Any allegations of discrimination on the basis of gender identity or gender
expression, or for improper denials, delays, or modifications of Trans-Inclusive
Health Care, including Medically Necessary services to treat gender dysphoria
or intersex conditions.

o Not meeting your language needs.
e Know why your Plan denies a service or treatment.

O O O O O
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Contact the Department of Managed Health Care if you are having difficulty accessing
health care services or have questions about your Plan.

To ask for an Independent Medical Review if your Plan denied, modified, or delayed a
health care service.

As a Plan Member, you have the responsibility to:

Treat all Health Care Providers, Health Care Provider staff, and Plan staff with respect
and dignity.

Share the information needed with your Plan and Health Care Providers, to the extent
possible, to help you get appropriate care.

Participate in developing mutually agreed-upon treatment goals with your Health Care
Providers and follow the treatment plans and instructions to the degree possible.

To the extent possible, keep all scheduled appointments, and call your Health Care
Provider if you may be late or need to cancel.

Refrain from submitting false, fraudulent, or misleading claims or information to your
Plan or Health Care Providers.

Notify your Plan if you have any changes to your name, address, or family members
covered under your Plan.

Timely pay any premiums, copayments, and charges for non-covered services.

Notify your Plan as soon as reasonably possible if you are billed inappropriately.
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How to Get Care

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM
WHOM OR WHAT GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED

As a CalOptima Health Member, you need to:

1. Choose a health network from the Provider Directory.
¢ You may choose the same health network for all eligible family members, or you may
choose a different health network for each family member.
¢ You may change your health network every 30 days.

2. Choose a Participating Health Care Provider that is a primary care provider (PCP) from the
Provider Directory.
¢ You must choose a PCP that is contracted with your chosen health network.
¢ You may choose the same PCP for all eligible family members, or you may choose a
different PCP for each family member.
If you do not choose a PCP, your health network will choose one for you.
You may change your PCP every 30 days.

3. To select your PCP and health network, you can:
e Access your secure online Member portal at
https://member.caloptima.org/#/user/login, or;
e (all CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are deaf
or hard of hearing.)

Choice of Health Care Providers
You must receive all Covered Benefits from Participating Health Care Providers within your
Service Area except in the following circumstances:

e Authorized referrals as described under “Referrals and Prior Authorizations.”

e Emergency Services and Care, and urgent care services, including out-of-area services,
as described under “Emergency and Urgent Care Services”.

e Other circumstances described in this Evidence of Coverage where we specify that we
cover services from non-Participating Health Care Providers, for example COVID-19
laboratory services described in “Outpatient Imaging, Laboratory, and Special
Procedures”.

All CalOptima Health Members must have a Participating Health Care Provider that is a PCP. The
name and phone number of your PCP is found on your CalOptima Health Member ID Card. Except
for Emergency Services and Care, your PCP will arrange all your health care needs, refer you to
specialists, make hospital arrangements, and obtain or coordinate authorization for Covered
Benefits. Each PCP works with a Health Network, which is another name for medical group. Each
Health Network works with certain specialists, hospitals, and other Health Care Providers. The
PCP you choose determines which Health Care Providers are available to you. Each member of
your household that is enrolled with CalOptima Health may select a different PCP. Upon
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enrollment, you should contact CalOptima Health Customer Service at 1-888-312-2221 (TTY 711)
to select a PCP. If you did not actively select a PCP after enrolling, a PCP will be assigned to you.

How to change your PCP

You know your health care needs best, so it is best if you choose your PCP. It is best to stay with
one PCP so they can get to know your health care needs. However, if you want to change to a new
PCP, you can change anytime. You must choose a PCP who is in the CalOptima Health network
and is taking new patients. Your new choice will become your PCP on the first day of the next
month after you make the change.

Each member of your household that is enrolled with CalOptima Health may select a different
PCP. Upon enrollment, you should contact CalOptima Health Customer Service at 1-888-312-
2221 (TTY 711 if you are deaf or hard of hearing) to select a PCP. If you did not actively select
a PCP after enrolling, CalOptima Health will assign a PCP to each of you.

If you would like to change your PCP, please call CalOptima Health Customer Service at 1-888-
312-2221 (TTY 711 if you are deaf or hard of hearing). You may also make this change by
visiting our website at www.caloptima.org and do the following:

You may also make this change by visiting our secure online Member portal at

https://member.caloptima.org/#/user/login and do the following:

e Click on Member Sign in.

e Click on Change My Doctor.

e Follow the instructions to change your doctor.

e The request must be received by the 20th day of the month to be effective the first day
of the next month. If the request is received after the 20th day of the month, the change
may not be effective until the first day of the month after next. For example, if we
receive your request on April 19, the PCP change will be effective May 1. If we receive
your request on April 21, the PCP change will be effective on June 1.

If your new PCP works with a different Health Network, this may also change the hospitals,
specialists, and other Health Care Providers from whom you may receive health care.

Scheduling Appointments
Step 1: Call your PCP.
Step 2: Explain why you called.
Step 3: Ask for an appointment.

Your PCP’s office staff will tell you when to come in and how much time you will need with your
PCP. (Please see the Summary of Benefits_to know which services require Copayments or
Coinsurance). Clinic and doctor appointments are generally available Monday through Friday
between 8:00 a.m. and 4:30 p.m. Evening and Saturday clinic/doctor office appointments may be
available at some CalOptima Health sites. Please call your PCP office to confirm their hours or
you may check our online Provider Directory, which is available on www.caloptima.org.

If you need medical advice during clinic/doctor office hours, you may call your PCP and speak to
them or call CalOptima Health’s Nurse Advice line at 1-844-447-8441. If you need care when
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your PCP’s office is closed (such as after normal business hours, on the weekends or holidays),
call your PCP’s office. Ask to speak to your PCP or to the doctor on call. A doctor will call you
back.

You can also call the Nurse Advice Line number that is on your Member ID Card. This service is
available to you 24 hours a day, 7 days a week, to help answer your health care questions and have
your health concerns and symptoms reviewed by a registered nurse. This service is free of charge
and available to you in your language. The PCP or CalOptima Health nurse will answer your
questions and help you decide if you need to come into the clinic/doctor’s office.

For Urgent Care (this is when a condition, illness or injury is not Life-Threatening, but needs
medical care right away), call or go to your nearest Urgent Care center. Many of CalOptima
Health’s doctors have Urgent Care hours in the evening, on weekends, or during holidays.

If you cannot come in for your appointment, you should call as far ahead as possible to let the
clinic or doctor’s office know. You can schedule another appointment at that time. Waiting time
for an appointment may be extended if the Health Care Provider determines that a longer waiting
time will not have a detrimental impact on your health. The rescheduling time of appointments
shall be appropriate for your health care needs and shall ensure Continuity of Care.

CalOptima Health will provide or arrange for 24 hours a day, 7 days a week, Triage or Screening
services by telephone. Telephone Triage or Screening services waiting time will not exceed 30
minutes.

CalOptima Health will ensure that all Health Care Providers have an answering service or
answering machine during non-business hours that provide urgent or emergency care instructions
to contact the on-call Health Care Provider.

Transportation

CalOptima Health will provide emergency transportation (through the 911 emergency response
system) and nonemergency ambulance and psychiatric transport van services if your condition
requires the use of services that only a licensed ambulance (or psychiatric transport van) can
provide and that the use of other means of transportation would endanger your health. These
services are covered only when the vehicle transports you to or from Covered Benefits. Please see
“Ambulance Services Section” in the How to Get Care Section for more details on transportation
services. If you receive ground ambulance services from a noncontracting ground ambulance
services provider, you will pay no more than the same Cost-Sharing amount that you would pay
for the same Covered Benefit received from a contracting ground ambulance provider.

How to Get Information About Doctors and Specialists Who Work with CalOptima Health
We are proud of our doctors and their professional training. If you have questions about the
professional qualifications of network doctors and specialists, call CalOptima Health Customer
Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing). CalOptima Health can
tell you about the medical school they attended, their residency, or board certification.
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Preventive Health Visit

It is important for new Members to get a checkup even if they are not sick. Be sure to schedule a
checkup within the first three (3) months of becoming a CalOptima Health Member. Please
call your PCP today to make an appointment for a “preventive health visit.” This visit is also
called a “well visit”.” There is no Cost Share for this visit. Your PCP’s telephone number is on
your CalOptima Health Member ID Card. This first visit is important. Your PCP looks at your
medical history, finds out what your health status is today, and can begin any new treatment you
might need. You and your PCP will also talk about preventive care. This is care that helps
“prevent” you from getting sick or keeps certain conditions from getting worse. Remember,
children need to get a checkup every year, even when they are not sick, to make sure they are
healthy and growing properly.

Obstetrical/Gynecological (OB/GYN) Physician Services
A female Member may arrange for obstetrical and/or gynecological (OB/GYN) services by an
OB/GYN or family practice physician who is not her designated personal physician. A referral
from your PCP or from the affiliated Health Network is not needed. However, the OB/GYN or
family practice physician must be in the same Health Network as your PCP. OB/GYN services are
defined as:

e Physician services related to prenatal, perinatal, and postnatal (pregnancy) care.

e Physician services provided to diagnose and treat disorders of the female reproductive

system and genitalia.
e Physician services for treatment of disorders of the breast.
e Routine annual gynecological examinations.

CalOptima Health covers services related to prenatal and pregnancy care, including doula services.
It is important to note that services by an OB/ GYN or family practice physician outside of the
PCP’s Health Network without Prior Authorization will not be covered under this benefit plan.
Before making the appointment, you should call your PCP’s office or CalOptima Health Customer
Service at the telephone number indicated on your Member ID Card to confirm that the OB/ GYN
is in the Health Network. The OB/GYN physician services are separate from the specialist services
described below under “Referrals to Specialty Physicians.”

Referrals and Prior Authorizations

A referral is a request for health care services that are not usually provided by your PCP. Your
PCP must refer you before you can receive care from specialists, such as specialists in surgery,
orthopedics, cardiology, oncology, dermatology, and physical, occupational, and speech therapies.
Prior Authorization is required for some in-network services and all out-of-network services that
are not Emergency Services and Care and Urgent Care services. For those services that do not
require Prior Authorization, your PCP will make the referral to the doctor and you do not need to
get Prior Authorization. Please visit CalOptima Health at: www.caloptima.org for a complete list
of services that require Prior Authorization and those services that do not require Prior
Authorization.

There are different types of referral requests with different Prior Authorization processing
timeframes as follows:
e Routine or regular referral: Not to exceed 5 business days.
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e Urgent referral: Not to exceed 72 hours.
e Concurrent Review: Within 24 hours of request.

Please call CalOptima Health or your Health Network at the telephone number on the back of your
health plan identification card if you do not get a response within the above time frames.

For example, the following services do not require Prior Authorization:

e Emergency Services and Care (go to “Emergency and Urgent Care Services” in this
How to Get Care Section for more information).

Preventive care services (including immunizations).

Obstetrician and gynecological services in-network.

Sexual and reproductive health care services in-network.

Mental Health or Substance Use Disorder crisis intervention.

Outpatient medication management.

Mental Health or Substance Use Disorder diagnostic evaluation.

For a complete list of services that require Prior Authorization and those services that do not
require Prior Authorization, please visit CalOptima Health at: www.caloptima.org.

If the services that you need are not available from a Health Care Provider within the CalOptima
Health network, you may be referred to a Health Care Provider outside of the CalOptima Health
network. All services from an approved referral to an out of network Health Care Provider will be
covered at the same Cost Sharing as they would be if they were provided by an in-network Health
Care Provider. Such referrals will be made in a timely manner, consistent with the standards
defined above.

All health care services that require Prior Authorization are reviewed, approved, or denied
according to medical necessity. Call CalOptima Health Customer Service at 1-888-312-2221
(TTY 711 if you are deaf or hard of hearing) if you would like a copy of the policies and
procedures used to decide if a service is Medically Necessary.

Referrals to Specialty Physicians

Specialists are doctors with training, knowledge, and practice in one area of medicine. For
example, a cardiologist is a heart specialist, and who has years of special training in dealing with
heart problems. Your PCP will ask for Prior Authorization if they think you should see a specialist
and the type of service requires a Prior Authorization from CalOptima Health. For a complete list
of services that require Prior Authorization and those services that do not require Prior
Authorization, please visit CalOptima Health at: www.caloptima.org.

Referral to Non-physician Health Care Providers

You may get services from non-physician Health Care Providers who work in your PCP’s office.
Non-physician Health Care Providers may include, but are not limited to, clinical social workers,
family therapists, nurse practitioners, and physician assistants. In addition, if you require services
from non-physician Health Care Provider that does not work in your PCP’s office, your PCP may
refer you to a non-physician Health Care Provider for the services and may request a Prior
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Authorization if the service requires Prior Authorization from CalOptima Health. Please refer to
the full list of services that require Prior Authorization on our website at: www.caloptima.org.

Standing Referrals

You may have a chronic, Life-Threatening or disabling condition or disease, such as HIV/AIDS,
that requires long-term treatment. If so, you may need to see a specialist or an Appropriately
Qualified Health Care Provider for a long period of time. Your PCP may suggest, or you may ask
for, what is called a standing referral.

A standing referral to a specialist or Appropriately Qualified Health Care Provider needs Prior
Authorization. With a standing referral, you will not need authorization every time you want to
visit the specialist or Appropriately Qualified Health Care Provider. You may ask for a standing
referral to a specialist that works with your PCP or with a contracted specialty care center.

The specialist or Appropriately Qualified Health Care Provider will develop a treatment plan for
you. The treatment plan will show how often you need to be seen.

Once the treatment plan is approved, the specialist or Appropriately Qualified Health Care
Provider will be authorized to provide health services. The specialist or Appropriately Qualified
Health Care Provider will provide health services in their area of expertise and training and based
on the treatment plan.

Second Opinions

What is a second opinion?

A second opinion is a visit with another doctor when you:
e Question a diagnosis.
e Do not agree with the treating Health Care Provider’s treatment plan.
e Would like to confirm the treatment plan.

The second opinion must be from an Appropriately Qualified Health Care Provider in CalOptima
Health’s network. If there is no Appropriately Qualified Health Care Provider in the network,
CalOptima Health or your Health Network will make arrangements for one. You have the right to
ask for and to get a second opinion and to ask for timeliness for making routine and urgent opinions
available.

What do you need to do?
Step 1: Talk to your PCP or CalOptima Health and let them know you would like to see
another doctor and the reason why.
Step 2: Your PCP or CalOptima Health will refer you to an Appropriately Qualified Health
Care Provider.
Step 3: Call the second opinion doctor to make an appointment.

If you do not agree with the second opinion, you may file a grievance with CalOptima Health.
Please refer to “Grievance” in the Dispute Resolution Section for more information.
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Your Pharmacy Benefits

This section explains how your Prescription Drug benefits work. It tells you what drugs are
covered, how you get them, and what to do if you need help.

Your Cost Share for a Prescription Drug will not exceed the actual rate paid by CalOptima Health
for the Prescription Drug. A pharmacy must inform you at the point of sale if the Prescription Drug
retail price is lower than your applicable Cost Share amount, unless the pharmacy automatically
charges you the lower price. If you pay the retail price, the pharmacy must submit the claim to
CalOptima Health in the same manner as if you purchased the Prescription Drug by paying the
Cost Sharing amount. The payment we make to the pharmacy will make up the applicable Cost
Sharing and will be applied to your deductible, if any, and to your Out-of-Pocket Maximum limit
in the same manner as if you purchased the Prescription Drug by paying the Cost-Sharing Amount,
as required by Business and Professions Code § 4079.

What Drugs are covered?

CalOptima Health uses an approved list of drugs called the Drug Formulary to make sure that the
most appropriate, safe, and effective prescription medications are available to you. CalOptima
Health covers all Medically Necessary drugs on the Drug Formulary if your doctor or other
prescriber says you need them to get better or stay healthy, and you fill the prescription at a
CalOptima Health network pharmacy.

Drugs that are not on the Drug Formulary require that your doctor or other prescriber get Prior
Authorization before you fill the prescription. Please refer to the Nonformulary Drugs Section in
the Your Pharmacy Benefits Section. The Drug Formulary is reviewed and approved by a
committee of physicians and pharmacists on quarterly basis and includes generic, brand name, and
specialty drugs covered under the Prescription Drug benefit. Drugs that are not on the Drug
Formulary require that your prescriber get approval before you fill the prescription. You can view
the Drug Formulary on CalOptima Health’s website, www.caloptima.org.

The formulary may change during the year. If a medicine you take is removed from the formulary,
moved to a higher cost level, or made more restrictive, CalOptima Health will give you at least 60
days’ notice before the change takes effect. During this time, you may continue to get your
medicine or ask the plan to cover it through an exception. Please refer to How to File an Exception
Request Section in the Your Pharmacy Benefits Section.

If a medicine is removed from the formulary for safety reasons or because of an FDA warning,
CalOptima Health may remove it right away. We will notify you as soon as possible and help you
find a safe option.

If there is a generic equivalent to a brand name drug, CalOptima Health will ensure that you are
subject to the lowest cost sharing that would be applied, whether or not both the generic equivalent
and the brand name drug are on the formulary. See California Health & Safety Code section
1342.73(a)(7).

For details regarding prescription drug cost sharing or Prior Authorization requirements you can
access real time information via CalOptima Health’s online Drug Formulary available through our
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Member portal at https://www.caloptima.org/ForMembers/MemberPortal.aspx. You can also call
CalOptima Health Customer Service at 1-888-312-2221 (TTY 711) to ask for a copy of the Drug
Formulary. You may also request a copy of the Drug Formulary in your preferred language or
format such as large print or audio.

How much medication you can get

You can receive up to a 90-day supply of maintenance medications at CalOptima Health network
pharmacies, with additional Copayments/Coinsurance if more than a 30-day supply is dispensed
at once. Ask your doctor to write a 90-day prescription. The drugs prescribed by your PCP or
specialist must be filled at a network pharmacy. Be sure to show your CalOptima Health Member
ID card when you fill your prescriptions at the pharmacy.

How to File an Exception Request

If your medicine is not covered, is removed from the formulary, or has quantity limits, you or your
doctor may ask to make an exception. This means asking CalOptima Health to cover your medicine
because it is medically needed. You may ask for a fast decision if waiting could harm your health.
You may call Customer Service at 1-888-312-2221 (TTY 711) for assistance.

Pharmacy Network

CalOptima Health works with many pharmacies. These are called network pharmacies. You
should use network pharmacies to fill your medications. If you get drugs at an out of network
pharmacy, CalOptima Health will deny the claim and will not pay anything toward the cost of the
drugs unless they are for an emergency or Urgent Care situation.

For an emergency or Urgent Care situation, you must pay for the prescription in full and then
submit a claim form for reimbursement. To be reimbursed, you must file a claim with CalOptima
Health. Call Customer Service at 1-888-312-2221 (TTY 711) for assistance.

Visit the CalOptima Health website at www.caloptima.org to find a CalOptima Health network
pharmacy in your neighborhood or you may call Customer Service at 1-888-312-2221 (TTY 711)
for assistance.

Specialty Medications

Some medications are subject to limited distribution or pharmacy availability that the Food and
Drug Administration (FDA) or drug manufacturer requires the medication to be obtained through
a Specialty Pharmacy. These medications may require special handling and to be processed for 30
days’ supply, and mailed to you by a CalOptima Health contracted specialty pharmacy. You may
refer to the Drug Formulary by visiting CalOptima Health’s website www.caloptima.org or call
Customer Service at 1-888-312-2221 (TTY 711) for information on whether a medication must be
filled at a specialty pharmacy.

Mail Order Pharmacy

Mail order is a full-service mail delivery pharmacy that makes getting your medications easier. It
is a free of charge service if you choose to use it. Mail-order service allows you to get all your
maintenance medications at the same time, up to a 90-day supply. Maintenance medications are
drugs that may need to be taken for a long-term health condition, such as high blood pressure or
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diabetes. The mail order pharmacy will deliver your medications in special packaging that sorts
your medication by date and time. For more information on how to set up a mail-order account or
to order refill(s) for an unexpired prescription, call mail order pharmacy SortPak at 1-877-570-
7787 (TTY 711) or visit SortPak’s website, www.sortpak.com or visit CalOptima Health’s
website, www.caltopaimahealth.org. Mail order is an optional and free service if you choose to
use it.

Pharmacy Copayments/Coinsurance

CalOptima Health covers generic, brand name, and specialty drugs. You are responsible for a
Copayment or Coinsurance for each drug filled at the pharmacy. The amount of your Copayment
or Coinsurance depends on the Drug category and/or Tier indicated on the formulary (example:
Tier 1, 2, 3, 4) and your benefit plan (example: Gold, Silver or Bronze). Please refer to the
“Summary of Benefits” for pharmacy Copayments, Coinsurance, Deductibles, and/or Out-of-
Pocket Maximum that may apply.

Log onto your Member account at www.caloptima.org to check if you are eligible for a
Prescription Drug and for information on your Prescription Drug, such as:

e Drug Formulary status and if there are restrictions or special rules.

e Cost Share information.

e Pharmacy information.

You can find the most current Drug Formulary on the CalOptima Health website at
www.caloptima.org

The CalOptima Health pharmacy benefit Drug Formulary includes, but is not limited to:

e Approved Prescription Drugs.

e Quantity Limits

e Diabetic supplies: Insulin, insulin syringes, glucose test strips, glucose meters, lancets,
continuous glucose monitors and associated supplies.

e EpiPens and Anakits.

e Inhaler spacers and extender devices.

e Emergency Contraceptive Drugs: You may get emergency contraceptive drugs from
your doctor or pharmacy with a prescription from your doctor at no cost to you. You
may also get emergency contraceptive drugs from a certified pharmacist without a
prescription.

For information on pharmacies offering emergency contraceptive drugs from certified pharmacists
without a prescription, please call CalOptima Health Customer Service at 1-888-312-2221 (TTY
711 if you are deaf or hard of hearing).

e Emergency contraceptive drugs are covered also when you receive them as part of
Emergency Services and Care. You may receive Emergency Services and Care from
doctors, hospitals, pharmacies or other health care professionals whether or not they
are contracted with CalOptima Health.

When filling a prescription you may obtain a partial fill. You may only be charged one full
Copayment for the completed prescription. If you have been charged twice (once for the partial
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fill and again for the complete fill) contact CalOptima Health Customer Service at 1-888-312-2221
(TTY 711 if you are deaf or hard of hearing) to receive information regarding obtaining
reimbursement for the excess Copayment. You may be required to provide copies of pharmacy
receipts showing payment of multiple Copayments for the prescription.

Nonformulary Drugs

Sometimes, Health Care Providers may prescribe a drug that is not on the Drug Formulary. This
will require the doctor to get approval from CalOptima Health before you fill the prescription. If
you do not get approval, CalOptima Health may not cover the drug.

To decide if the nonformulary drug will be covered, CalOptima Health may ask the prescriber for
more information. CalOptima Health will reply to the doctor and/or pharmacist within 24 hours
for urgent requests or 72 hours for standard requests after getting the requested medical
information.

Urgent circumstances exist when a health condition may seriously jeopardize life, health, or the
ability to regain maximum function or when undergoing a current course of treatment using a
nonformulary drug. The doctor or pharmacist will let you know if the drug is approved. After
approval, you can get the drug at a contracted network Pharmacy, please refer to the Pharmacy
Network Section. If the nonformulary drug is denied, you have the right to file a grievance to
appeal the decision. Please refer to the “Grievances” in the Dispute Resolution Section for more
information.

If you are not satisfied with the exception-to-coverage decision, you have the right to file a
grievance to appeal the decision with CalOptima Health or file a grievance with 3 different
reviewers:
1) CalOptima Health.
2) An external reviewer.
3) An independent medical reviewer at the Department of Managed Health Care.
Please refer to the “Grievances” in the Dispute Resolution Section for more
information.

CalOptima Health will not prohibit or supersede a step therapy exception request as described in
Health and Safety Code section 1367.206(b).

CalOptima Health Drug Formulary

Our Drug Formulary includes a list of FDA-approved generic and brand drugs. This list helps
physicians or Health Care Providers prescribe Medically Necessary and cost-effective drugs. The
Drug Formulary discloses requirements or limitations that apply to specific drugs, such as Prior
Authorization requirement, whether there is a limit on the amount of the drug that can be dispensed
or if you must try another drug on the formulary before the prescribed drug is covered. Drugs not
listed on the formulary may be covered when approved by CalOptima Health through the
formulary exception request process. Refer to the “Non-formulary Drugs” section above.
CalOptima Health’s formulary is established and maintained by a Pharmacy and Therapeutics
Committee. This committee consists of physicians and pharmacists responsible for evaluating
drugs for relative safety, effectiveness, evidence-based health benefit, and comparative cost. The
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committee also reviews new drugs, dosage forms, usage, and clinical data to update the Drug
Formulary four times a year.

Prior Authorization

Some prescription drugs listed on the CalOptima Health Drug Formulary require Prior
Authorization before they will be covered. Prior Authorization is a review process used to
determine whether a prescription drug is medically necessary and that CalOptima Health Members
receive the most appropriate, safe, and cost-effective medication therapy. If your doctor prescribed
a formulary drug that requires Prior Authorization, your doctor will need to submit Form 61-211
to request Prior Authorization. The Prior Authorization request will be reviewed once the
submitted information has been received and a determination will be made based on established
clinical criteria for the specific medication.

You may get a copy of CalOptima Health’s Drug Formulary by visiting our website at
www.caloptima.org or calling CalOptima Health Customer Service at 1-888-312-2221 (TTY 711
if you are deaf or hard of hearing).

Quantity limits

For your safety, CalOptima Health may limit the amount of some drugs you can get per
prescription or limit the number of times you can refill some drugs. If your doctor or other
prescriber thinks that the limited amount is not enough for your medical condition, then an
exception to the quantity limits rule can be requested.

Step Therapy

Some drugs have a special rule called step therapy. This means that you must first try another drug
on the formulary before the prescribed drug is covered. If your doctor or other prescriber thinks
that the first drug does not work for you or is inconsistent with good professional practice for the
provision of Covered Benefits, then an exception to the step therapy rule can be requested.

Step therapy is the process of beginning therapy for a medical condition with drugs considered
first-line treatment or that are more cost-effective, then progressing to drugs that are the next line
in treatment or that may be less cost-effective. Step therapy requirements are based on how the
FDA recommends that a drug should be used, nationally recognized treatment guidelines, medical
studies, and the relative cost. If step therapy coverage requirements are not met for a prescription
and your provider believes the drug is Medically Necessary, the Prior Authorization process may
be used and timeframes previously described will also apply.

Emergency and Urgent Care Services

Urgent Care Services

An Urgent Care need is one that requires prompt medical attention but is not an Emergency
Medical Condition or a Psychiatric Emergency Medical Condition. Many of CalOptima Health’s
doctors have Urgent Care hours in the evening and on weekends.

Common conditions that may fall under Urgent Care are:
e Cold/Alu.
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Vomiting/Diarrhea.

Rashes.

Urinary Tract Infections.

Earache/headache.

Back pain.

Sprains/Strains.

Skin/eye infections.

Wheezing or cough.

Abdominal pain.

Unforeseen complication of an existing condition (including pregnancy-related

Medically Necessary services to prevent serious deterioration of your or your unborn
child’s health).

How to get Urgent Care

You do not need your PCP doctor’s permission or prior authorization to obtain Urgent Care
services. You can visit any Urgent Care center in the CalOptima Health network or your PCP
doctor’s office, if they offer Urgent Care services. But if you choose, you can also obtain your
PCP’s advice on seeking Urgent Care by doing the following:

1. Call your PCP doctor. You may speak to an operator who answers calls for your PCP’s
office when closed (like after normal business hours, on the weekends or holidays).

2. Ask to speak to your PCP doctor or the doctor on call. A doctor will call you back. If
your PCP doctor is not available, another doctor may answer your call. A doctor is
available by phone 24 hours a day, 7 days a week, and also on the weekends and
holidays.

3. Tell them about your condition and follow their instructions.

Out of Area Urgent Care
If you are outside of Orange County, you do not need to call your PCP or get Prior Authorization
before getting Urgent Care services. If you need Urgent Care due to an unforeseen illness,
unforeseen injury, or unforeseen complication of an existing condition (including pregnancy), we
cover Medically Necessary services to prevent serious deterioration of your (or your unborn
child’s) health from a non-Participating Health Care Provider if all of the following are met:
e You receive Covered Benefits from a non-Participating Health Care Provider while
you are temporarily outside of our Service Area; and
e The service is necessary to prevent serious deterioration of your health, resulting from
an unforeseen illness, injury, or complication of an existing condition, including
pregnancy, for which treatment cannot be delayed until you return to the Service Area.
Urgent Care services include maternity services necessary to prevent serious
deterioration of your health or your unborn child’s health, based on your reasonable
belief that you have a pregnancy-related condition for which treatment cannot be
delayed until you return to the Service Area.

Be sure to let your PCP know about this care. You may need follow-up care from your PCP doctor.
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Telehealth Services

Telehealth Visits are intended to make it more convenient for you to receive Covered Benefits,
when a Participating Health Care Provider determines it is medically appropriate for your medical
condition. You may receive Covered Benefits via Telehealth Visit, when available and if the
Covered Benefit would have been covered under this Evidence of Coverage if provided in person.
You are not required to use Telehealth Visits, and you may choose to receive in-person services
from a Participating Health Care Provider instead. Some Participating Health Care Providers may
offer Covered Benefits exclusively through a telehealth technology platform and have no physical
location at which you can receive Covered Benefits. If you receive Covered Benefits from these
Participating Health Care Providers, you may access your record of the Telehealth Visit and, unless
you object, such information will be shared with your PCP.

Your cost for a Telehealth Visit to obtain Covered Benefits will not exceed what your cost would
be if you received the same services in person from a Participating Health Care Provider.

We cover the following types of Telehealth Visits with PCPs, non-physician specialists, and
physician specialists:

e Interactive video visits; and

e Scheduled telephone visits.

Meet Virtually With TeleMed2U

Getting support for your mental wellness is simpler than ever with TeleMed2U. Book a
confidential video or phone call with a TeleMed2U licensed behavioral health provider from the
comfort of your home.

1. Log in to your Member Portal: If you have trouble logging in, call CalOptima Health
Customer Service toll-free at 1-888-312-2221 (TTY 711 if you are deaf or hard of
hearing), Monday through Friday, from 8:00 a.m. to 6:00 p.m. for help, the call is free.

2. Go to the Behavioral Health Virtual Visits webpage: On your homepage, find Services
and choose Behavioral Health Virtual Visits from the drop-down menu at the top right of
the page. This page has more information on TeleMed2U, one of CalOptima Health’s
behavioral health providers.

Book an appointment: Click Make an Appointment to go to the TeleMed2U website, then choose
Book an Appointment and fill out the appointment form. If you have questions or need help with
completing the form, please call TeleMed2U at 1-562-268-0955 or toll-free at 1-844-585-9210

Emergency Services

If you have an Emergency Medical Condition or Psychiatric Emergency Medical Condition, call
911 (where available) or go to the nearest emergency department. You do not need Prior
Authorization for Emergency Services and Care. You are not required to call your doctor before
you go to the emergency room. Do not use the emergency room for routine health care.
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When you have an Emergency Medical Condition or a Psychiatric Emergency Medical Condition,
we cover Emergency Services and Care you receive from Health Care Providers anywhere in the
world.

Emergency Services and Care are available from Participating Hospitals 24-hours a day, 7 days a
week.

Emergency Services and Care include ambulance, medical screening, exam and evaluation by a
doctor or appropriate personnel. Emergency Services and Care include services to treat an
Emergency Medical Condition, including active labor, or a Psychiatric Emergency Medical
Condition.

Examples of emergencies include but are not limited to:
e Having trouble breathing.
Seizures (convulsions).
Lots of bleeding.
Unconsciousness/blackouts (will not wake up).
In a lot of pain (including chest pain).
Swallowing of poison or medicine overdose.
Broken bones.
Head injury.
Eye injury.
Thoughts or actions about hurting yourself or someone else.

What to do in an emergency:
Call 911 or go to the nearest emergency room if you have an Emergency Medical Condition or
Psychiatric Emergency Medical Condition. Emergency Services and Care is covered at all times
and in all places. If you are outside of the United States you will have to pay out of pocket for the
Emergency Services and Care you have received. CalOptima Health will reimburse you the
maximum allowable amount.

If you are experiencing a Mental Health or Substance Use Disorder crisis, or have thoughts of
suicide, call or text “988” or chat https://chat.988lifeline.org/. The 988 Suicide & Crisis Lifeline
gives 24/7, confidential support to people going through emotional distress, suicide or substance
use crisis. The 988 Suicide and Crisis Lifeline offers free and confidential support for anyone in
crisis. Get in touch with trained crisis counselors, who will listen, give emotional support and
connect you with needed resources. Call or text 988 anytime. Coverage includes behavioral health
crisis services provided by the 988 call center and referrals from this call center to a mobile crisis
team or other behavioral health crisis service. Behavioral health crisis stabilization services and
care provided by the 988 call center, mobile crisis or other behavioral health crisis service are
covered regardless of whether the service is provided by an in-network or out-of-network Health
Care Provider.

What to do if you are not sure if you have an emergency:
If you are not sure whether you have an emergency or require Urgent Care, please contact
CalOptima Health’s Nurse Advice Line at 1-844-447-8441 to access Triage or Screening services,
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24 hours per day, 7 days per week. If the Nurse Advice Line determines that you should go to an
emergency room or obtain Urgent Care, you do not need to get approval from your PCP or the
doctor on call in order for CalOptima Health to provide coverage.

Post Stabilization and Follow-up Care After an Emergency

Once your Emergency Medical Condition or Psychiatric Emergency Medical Condition has been
treated at a hospital and an emergency no longer exists because your condition is stabilized, the
doctor who is treating you may want you to stay in the hospital for a while longer before you can
safely leave the hospital. The services you receive after an Emergency Medical Condition or
Psychiatric Emergency Medical Condition is stabilized are called “post-stabilization services.”

If the hospital where you received Emergency Services and Care is not part of CalOptima Health’s
contracted network (is a “Non-Contracted Hospital”), the Non-Contracted Hospital will contact
CalOptima Health to get Prior Authorization for you to stay in the Non-Contracted Hospital. If
CalOptima Health approves your continued stay in the Non-Contracted Hospital, you will only be
responsible for the Member’s Cost Sharing portion of the hospital stay, subject to the applicable
Deductible.

Please note, however, that if any Cost Sharing is based on a percentage of billed charges, the cost
is generally higher at Non-Contracted Hospitals. Be sure to ask the Non-Contracted Hospital to
tell you what services and care we have authorized because we will not cover post-stabilization
care and services provided by a Non-Contracted Hospital or non-Participating Health Care
Provider that we have not authorized, you may have to pay the full cost of that care.

If CalOptima Health has notified the Non-Contracting Hospital that you can safely be moved to
one of CalOptima Health’s Participating Hospitals, CalOptima Health will arrange and pay for you
to be moved from the Non-Contracted Hospital to a Participating Hospital. If CalOptima Health
determines that you can be safely transferred to a Participating Hospital, and you, your Spouse or
legal guardian do not agree to you being transferred, the Non-Contracted Hospital must give you,
your Spouse or legal guardian a written notice stating that you will have to pay for all of the cost
for post-stabilization services provided to you at the Non-Contracted Hospital after your
Emergency Medical Condition or Psychiatric Emergency Medical Condition is stabilized. Also,
the Non-Contracted Hospital may ask you to pay out-of-pocket for services if the Non-Contracted
Hospital cannot find out what your name is and cannot get CalOptima Health’s contact information
to ask for approval to provide services once you are stable. CalOptima Health will pay for
Medically Necessary post-stabilization services when the Non-Contracted Hospital cannot find out
what your name is and cannot get CalOptima Health’s contact information to ask for approval. If
you pay out of pocket for such services, you can submit a request for reimbursement to CalOptima
Health.

If you feel that you were improperly billed for post-stabilization services that you received
from a Non-Contracted Hospital, please contact CalOptima Health Customer Service at 1-
888-312-2221 (TTY 711 if you are deaf or hard of hearing).
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Continuity of Care

Continuity of Care by a Terminated Health Care Provider

Members who are being treated for acute conditions, serious chronic conditions, pregnancies
(including immediate postpartum care), or terminal illness; or who are children from birth to 36
months of age; or who have received authorization from a now terminated Health Care Provider
for surgery or another procedure as part of a documented course of treatment can request
completion of care in certain situations with a Health Care Provider whose contract with
CalOptima Health is terminated. Contact CalOptima Health Customer Service at 1-888-312-2221
(TTY 711 if you are deaf or hard of hearing) to receive information regarding eligibility criteria
and assistance with requesting Continuity of Care from a terminated Health Care Provider. You
may be required to make a Copayment, have a Deductible or other Cost Sharing fees during the
period of completion of care with a Health Care Provider who is no longer contracted with
CalOptima Health or a Health Network, but will not exceed the amounts you would pay if the
services were provided by a Participating Health Care Provider.

Continuity of Care for New Members by Non-Contracting Health Care Providers

Newly covered Members who are being treated for acute conditions, serious chronic conditions,
pregnancies (including immediate postpartum care), or terminal illness; or who are children from
birth to 36 months of age; or who have received authorization from a Health Care Provider for
surgery or another procedure as part of a documented course of treatment or if prior coverage was
terminated by a plan under certain circumstances or if any prior coverage was withdrawn from the
market can request completion of care in certain situations with a non-contracting Health Care
Provider who was providing services to the Member at the time the Member’s CalOptima Health
coverage became effective. Contact CalOptima Health Customer Service at 1-888-312-2221 (TTY
711 if you are deaf or hard of hearing) to receive information regarding eligibility criteria and
assistance with requesting Continuity of Care from a non-contracting Health Care Provider. You
may be required to make a Copayment, have a Deductible or other Cost Sharing fees during the
period of completion of care with a Health Care Provider who is not contracted with CalOptima
Health.

Continuity of Care when being treated for Maternal Mental Health Conditions
If an individual is receiving treatment for a maternal mental health condition with a Health Care
Provider who is not a Participating Health Care Provider because:
e The individual has changed health insurance plans to CalOptima Health and the
existing Health Care Provider is not part of the CalOptima Health network.
e The Participating Health Care Provider withdraws from the CalOptima Health network
after the individual begins treatment, CalOptima Health will, on request, arrange for
the individual to continue services with the existing Health Care Provider for up to 12
months from the date of diagnosis, or from the end of the pregnancy, whichever is later.
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Dispute Resolution

Grievances

What should I do if I am unhappy with my service?

If you are not happy, are having problems or have questions about the service or care given to you,
please let us know. Many issues or concerns can be promptly resolved by our Customer Service.
If you have not already done so, you may want to first contact CalOptima Health Customer Service
at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing). However, you may file a
grievance with CalOptima Health at any time and do not have to contact CalOptima Health
Customer Service before filing a grievance with CalOptima Health.

What is a grievance?

A grievance is any expression of dissatisfaction about CalOptima and/or a Health Care Provider,
including quality of care concerns, made by the Member or their authorized representative. A
grievance includes a complaint, dispute, request for reconsideration, or appeal made by the
Member or their authorized representative.

The grievance can be made in writing or verbally. You have the right to file a grievance. Except
for quality of care complaints described below, you must file your grievance within 180 calendar
days from the day you became unhappy. These are some examples of reasons you might file a
grievance:
e You are not satisfied with the service, quality of care, or how long it took to get care
from your PCP, your PCP’s Health Network, or other Health Care Providers, such as a
hospital or pharmacy.
¢ You are not satisfied with the service or care CalOptima Health gives you.
e You believe you have faced discrimination from your PCP, your PCP’s Health
Network, other Health Care Provider, staff, or CalOptima Health.
e You are not satisfied with how long it took to get Covered Benefits, including getting
an appointment, a waiting room, or in the exam room.
e Youreceived a written denial, delay, or modification of a service or a drug that requires
Prior Authorization.
e You received a written denial for a second opinion, or we did not respond to your
request for a second opinion quickly, as appropriate for your condition.
e You were told that the services are not a Covered Benefit, and you believe the services
should be covered.
e You want us to continue to cover an ongoing course of covered treatment.
e We cancelled, terminated, rescinded, or did not renew your membership and you
disagree with that decision.
e We declined your application for coverage, and you disagree with that decision.

Quality of Care Complaints: You can file a complaint about the quality of care provided by a
Health Care Provider, including your doctors, hospitals, emergency departments, skilled nursing
facilities, home health agencies, and ambulatory surgical centers. There is no specific deadline for
submitting a quality of care complaint to CalOptima Health. Quality of care complaints may
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include complaints about receiving wrong medication, unnecessary surgery, diagnostic errors,
inadequate care or misdiagnosis.

How to File a Grievance
You have many ways to file a grievance. You can do any of the following:

e Write, visit or call CalOptima Health. You may also file a grievance online in English
or in Spanish through CalOptima Health’s website at www.caloptima.org.

e Please contact CalOptima Health as listed below if you need a grievance form in a
language other than Spanish or English, or in another format (such as large print or
audio).

CalOptima Health

Customer Service

505 City Parkway West

Orange, CA 92868

1-888-312-2221 (TTY 711 if you are deaf or hard of hearing)
www.caloptima.org

e Fill out a grievance form at your doctor’s office

CalOptima Health can help you fill out the grievance form over the phone or in person. If you need
interpreting services, we will work with you to make sure we can communicate with you in your
preferred language. For Members with hearing or speech loss, you may call CalOptima Health’s
TTY telephone number for Customer Service at 1-888-312-2221 (TTY 711 if you are deaf or
hard of hearing).

Within five calendar days of receiving your grievance, you will get a letter from CalOptima Health
saying we have your grievance and are working on it. Then, within 30 calendar days of receiving
your grievance, CalOptima Health will send you a letter explaining how the grievance was
resolved.

Filing a grievance does not affect your medical benefits. If you file a grievance related to medical
service, you may be able to continue a medical service while the grievance is being resolved. To
find out more about continuing a medical service, call CalOptima Health.

If you do not agree with the outcome of your grievance

If you do not hear from CalOptima Health within 30 calendar days, or you do not agree with the
decision about your grievance, you may file a grievance with the Department of Managed Health
Care (DMHC). For information on how to file a grievance with DMHC, go to “Review by the
Department of Managed Health Care (DMHC)” in this Dispute Resolution Section.

How to file a grievance for health care services denied or delayed as not Medically Necessary
If you believe a health care service has been wrongly denied, changed, or delayed by CalOptima
Health because it was found not Medically Necessary, you may file a grievance. This is known as
a disputed health care service.
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Within 5 calendar days of receiving your grievance, you will get a letter from CalOptima Health
saying we have received your grievance and that we are working on it. The letter will also let you
know the name of the person working on your grievance. Then, within 30 calendar days you will
receive a letter explaining how the grievance was resolved.

Filing a grievance does not affect your medical benefits. If you file a grievance, you may be able
to continue a medical service while the grievance is being resolved. To find out more about
continuing a medical service, call CalOptima Health.

If you do not agree with the outcome of your grievance for health care services denied or
delayed as not Medically Necessary

If you do not hear from CalOptima Health within 30 calendar days, or you do not agree with the
decision about your grievance, you may file a grievance with the Department of Managed Health
Care (DMHC). For information on how to file a grievance with DMHC, go to “Review by the
Department of Managed Health Care (DMHC)” in this Dispute Resolution Section.

How to File an Urgent Grievance

If you want us to consider your grievance on an urgent basis, please tell us when you file your
grievance. Urgent is sometimes referred to as “exigent.” If exigent circumstances exist, your
grievance will be reviewed using the urgent procedures described in this section. If we determine
that your grievance is not urgent, we will use the procedure described under “How to file a
Grievance” above.

An urgent grievance is a grievance that involves an imminent and serious threat to the mental or
physical health of Member. An urgent grievance exists when there is an imminent and serious
threat to your health, including but not limited to:
e Severe pain.
e Potential loss of life, limb, or major bodily function.
e Serious jeopardy to your life, health, or ability to attain, maintain, or regain maximum
function.

You can request an “expedited review” of your grievance. You will receive a call about your
grievance within 24 hours. CalOptima Health will make a decision within three calendar days from
the day your urgent grievance was received.

You have the right to file an urgent grievance with DMHC without filing a grievance with
CalOptima Health. For information on how to file a grievance with DMHC, go to “Review by the
Department of Managed Health Care (DMHC)” in this Dispute Resolution Section.

If you do not agree with the outcome of your grievance for urgent cases

If you do not hear from CalOptima Health within 3 calendar days, or you do not agree with the
decision about your grievance, you may file a grievance with the Department of Managed Health
Care (DMHC). For information on how to file a grievance with DMHC, go to “Review by the
Department of Managed Health Care (DMHC)” in this Dispute Resolution Section.

How to file a grievance to appeal a Prescription Drug Prior Authorization decision
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If you do not agree with the outcome of an exception-to-coverage decision, you, your
representative, or your Health Care Provider have the right to file a grievance to appeal the
decision. You, your representative, or your Health Care Provider may also request that the
exception-to-coverage request be re-assessed by an external reviewer through an Independent
Review Organization (IRO). You, a representative, or your Health Care Provider may also request
that the exception-to-coverage decision be re-assessed by the Department of Managed Health Care
(DMHC) through an Independent Medical Review. Please refer to “Independent Medical Review”
in this Dispute Resolution Section. You will receive information on how to file a grievance to
appeal the decision, to request external review, and/or request an Independent Medical Review
with your denial letter.

Voluntary Mediation

You may request voluntary mediation before exercising your right to submit a grievance to the
Department of Managed health Care. Use of voluntary mediation does not prohibit you from
submitting a grievance to the Department of Managed Health Care upon completion of the
mediation. In order to initiate mediation, you or an agent acting on your behalf and CalOptima
Health must first agree to mediation. Expenses for mediation shall be paid equally by both sides.

Independent Medical Review

You may request an Independent Medical Review (IMR) from DMHC. You have up to 6 months
from the date of denial to file an IMR. You will receive information on how to file an IMR with
your denial letter. Grievance resolution letters also include information about requesting an IMR
and a copy of the IMR Request Form/envelope addressed to the DMHC will be attached to the
grievance resolution letter. You may reach DMHC toll-free at (1-888-466-2219) and a TDD line
(1-877-688-9891).

There are no fees for an IMR. You have the right to provide information to support your request
for an IMR. After the IMR application is submitted, a decision not to take part in the IMR process
may cause you to lose certain legal rights to pursue legal action against us.

When to File an Independent Medical Review
You may file an IMR if you meet the following requirements:

e Your doctor says you need a health care service because it is Medically Necessary and
it is denied.

e Youreceived urgent or Emergency Services and Care from a Health Care Provider who
determined the services were Medically Necessary and they were denied.

¢ You have seen a network doctor for the diagnosis or treatment of the medical condition,
even if the health care services were not recommended.

e The disputed health care service is denied, changed or delayed by CalOptima Health
based in whole or in part on a decision that the health care service is not Medically
Necessary.

e You have filed a grievance with CalOptima Health and the health care is still denied,
changed, delayed or the grievance remains unresolved after 30 days.

The dispute will be submitted to a DMHC medical specialist if it is eligible for an IMR. The
specialist will make an independent decision on whether or not the care is Medically Necessary.

46
Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).



CalOptima Health Covered Evidence of Coverage

You will receive a copy of the IMR decision from DMHC. If it is decided that the service is
Medically Necessary, CalOptima Health will provide the health care service.

Non-urgent cases
For non-urgent cases, the IMR decision must be made within 30 days. The 30-day period starts
when your application and all documents are received by DMHC.

Urgent cases
If your grievance is urgent and requires fast review, you may bring it to DMHC’s attention right
away. You will not be required to participate in CalOptima Health’s grievance process.

For urgent cases, the IMR decision must be made within 3 calendar days from the time your
information is received.

Examples of urgent cases include:
e Severe pain.
e Potential loss of life, limb or major bodily function.
¢ Immediate and serious deterioration of your health.

Independent Medical Review for Denials of Experimental Services or Investigational Services
You may also be entitled to an IMR through the Department of Managed Health Care when we
deny coverage for treatment that we have determined to be experimental or investigational.

e We will notify you in writing of the opportunity to request an IMR of a decision
denying an Experimental Service or Investigational Service within 5 business days of
the decision to deny coverage.

e You are not required to participate in CalOptima Health’s grievance process prior to
seeking an IMR of our decision to deny coverage of an Experimental Service or
Investigational Service.

e [faphysician indicates that the proposed therapy would be significantly less effective
if not promptly initiated, the IMR decision shall be rendered within 7 days of the
completed request for an expedited review.

Review by Department of Managed Health Care

The California Department of Managed Health Care is responsible for regulating health care
service plans. If you have a grievance against your health plan, you should first telephone your
health plan at CalOptima Health 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing)
and use your health plan’s grievance process before contacting the department. Utilizing this
grievance procedure does not prohibit any potential legal rights or remedies that may be available
to you. If you need help with a grievance involving an emergency, a grievance that has not been
satisfactorily resolved by your health plan, or a grievance that has remained unresolved for more
than 30 days, you may call the department for assistance. You may also be eligible for an
Independent Medical Review (IMR). If you are eligible for IMR, the IMR process will provide an
impartial review of medical decisions made by a health plan related to the medical necessity of a
proposed service or treatment, coverage decisions for treatments that are experimental or
investigational in nature and payment disputes for emergency or urgent medical services. The
department also has a toll-free telephone number (1-888-466-2219) and a TDD line (1-877-688-
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9891) for the hearing and speech impaired. The department’s internet website
www.dmhc.ca.gov has complaint forms, IMR application forms and instructions online.

CalOptima Health’s grievance process and DMHC’s complaint review process are in addition to
any other dispute resolution procedures that may be available to you, and your failure to pursue,
exhaust, or engage in these processes does not preclude your use of any other remedy provided by
law. The Member may submit a complaint to DMHC before initiating arbitration.

CalOptima Health will help you with interpreting services if you speak a language other than
English. You may use the toll-free TTY numbers listed under the How to File a Grievance Section
if you are a deaf or hard of hearing Member. With your written consent, your doctor may also file
a grievance to appeal on your behalf.

Office of Civil Rights Complaints

If you believe that you have been discriminated against by a Participating Health Care Provider or
by us because of your race, color, national origin, disability, age, sex (including sex stereotyping
and gender identity), or religion, you may file a complaint with the Office of Civil Rights in the
United States Department of Health and Human Services (“OCR”).

You may file your complaint with the OCR within 180 days of when you believe the act of
discrimination occurred. However, the OCR may accept your request after 6 months if they
determine that circumstances prevented timely submission. For more information on the OCR and
how to file a complaint with OCR go to https://www.hhs.gov/civil-rights/index.html.

Binding Arbitration

FOR ALL CLAIMS SUBJECT TO THIS BINDING ARBITRATION SECTION, BOTH
CALOPTIMA HEALTH AND A MEMBER GIVE UP THE RIGHT TO A JURY OR COURT
TRIAL AND ACCEPT THE USE OF BINDING ARBITRATION. INSOFAR AS THIS
BINDING ARBITRATION SECTION APPLIES TO CLAIMS ASSERTED BY CALOPTIMA
HEALTH, IT SHALL APPLY RETROACTIVELY TO ALL UNRESOLVED CLAIMS THAT
ACCRUED BEFORE THE EFFECTIVE DATE OF THIS EVIDENCE OF COVERAGE. SUCH
RETROACTIVE APPLICATION SHALL BE BINDING ONLY ON CALOPTIMA HEALTH.

Scope of Arbitration

Subject to the California Government Claims Act (Cal. Gov. Code §900 ef seq.) governing claims

against public entities, any dispute shall be submitted to binding arbitration instead of trial by court

or jury if all of the following requirements are met are met:

e The claim arises from or is related to an alleged violation of any duty incident to or

arising out of this Evidence of Coverage or a Member’s relationship with CalOptima
Health, including any claim for medical or hospital malpractice (a claim that medical
services or items were unnecessary or unauthorized or were improperly, negligently,
or incompetently rendered), for premises liability, or relating to the coverage for, or
delivery of, services or items, irrespective of the legal theories upon which the claim is
asserted.
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e The claim is asserted by one or more Member against CalOptima Health or its officers,
directors, or employees (CalOptima Health Agents) in the course of their employment
against one or more Member.

e Governing law does not prohibit binding arbitration to resolve the claim.

Members enrolled under this Evidence of Coverage give up their right to a court or jury trial, and
instead accept the use binding arbitration except that the following types of claims are not subject
to binding arbitration:

e Claims within the jurisdiction of the Small Claims Court

e (Claims that cannot be subject to binding arbitration under governing law.

For purpose of this Binding Arbitration Section, Member includes:
e A Member.
e A Member’s heir, relative, or personal representative.
e Any person claiming that a duty to them arises from a Member’s relationship to
CalOptima Health or one or more CalOptima Health Agent.

Initiating Arbitration

Arbitration shall be initiative by serving a demand for arbitration on the party against whom a
claim is asserted. The demand for arbitration shall include the basis of the claim, the amount of
damages sought, the names, the addresses, and phone numbers of the claimant and their attorney,
if any, and names of all respondents. The demand for arbitration shall include all claims that are
based on the same incident, transaction, or related circumstances.

Serving Demand for Arbitration

A demand on CalOptima Health shall be served to the following address:
CalOptima Health
505 City Parkway West
Orange, CA 92868

Service shall be deemed completed when received.

Rules of Procedure

The arbitration will be conducted by Judicial Arbitration and Mediation Services (JAMS) in
accordance with the Comprehensive Rules and Procedures then in effect for JAMS or such other
arbitration services as the parties may agree to in writing.

The parties will endeavor to mutually agree to the appointment of the arbitrator(s) as follows:

e Ifthe demand for arbitration seeks total damages of $200,000 or less, the dispute shall
be heard and determined by one neutral arbitrator, unless the parties otherwise agree in
writing after a dispute has arisen and a request for binding arbitration has been
submitted that the arbitration shall be heard by two party-appointed arbitrators and one
neutral arbitrator. The neutral arbitrator shall not have authority to award monetary
damages that are greater than $200,000.

e If the demand for arbitration seeks total damages of more than $200,000, the dispute
shall be heard and determined by one neutral arbitrator and two party-appointed
arbitrators; one arbitrator will be jointly appointed by all claimants and one jointly
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appointed by all respondents. Parties who are entitled to select a party arbitrator may
agree to waive this right. If all parties agree, the arbitration will be herd by a single
neutral arbitrator.

If the parties cannot agree on the arbitrator(s) within 30 days from the date the notice of
commencement of the arbitration is received, the arbitrator appointment procedures in the JAMS
Comprehensive Rules and Procedures will be utilized.

The arbitrator(s) shall hold a hearing within a reasonable time from the date of notice of selection
of the neutral arbitrator.

Arbitration hearings shall be held in the county in which the Member lives or at such other location
as the parties may agree to in writing. Civil discovery may be taken in such arbitration in
accordance with the California Code of Civil Procedure sections 1280-1294.2. The arbitrator(s)
selected shall have the power to control the timing, scope, and manner of the taking of discovery
and shall further have the same powers to enforce the parties’ respective duties concerning
discovery as would a California state law court including, but not limited to, the imposition of
sanctions. The arbitrator shall have the power to grant all remedies in accordance with, and subject
to any limitations of, applicable law.

Arbitration Decision

The arbitrator(s) shall prepare in writing an award that indicates the prevailing party or parties, the
amount and other relevant terms of the award, and that includes the legal and factual reasons for
the decision. The requirement of binding arbitration shall not preclude a party from seeking a
temporary restraining order or preliminary injunction or other provisional remedies from a court
with jurisdiction; however, any and all other claims or causes of action, including, but not limited
to, those seeking damages, shall be subject to binding arbitration as provided herein.

Payment of Arbitrator’s Fees and Expenses

The parties shall divide equally the costs and expenses of the arbitration. In cases of extreme
hardship, CalOptima Health may assume all or part of the Member’s share of the fees and expenses
for the arbitration, provided the Member submits a hardship application to JAMS. The hardship
application shall be made in a manner and with the information and any documentation as required
by JAMS. JAMS (and not the neutral arbitrator assigned to hear the case) shall determine whether
to grant the Member’s hardship application.

Other Costs

Except for the fees in the Payment of Arbitrator’s Fees and Expenses Section above, each party
shall bear their own attorney’s fees, witness fees, and other expenses incurred in prosecuting or
defending against a claim regardless of the nature or outcome of the arbitration.

Notice of Arbitration Decision or Settlement Agreement

Nothing in an arbitration decision (or Settlement Agreement) will prohibit or restrict the Member
from discussing or reporting the underlying facts, results, terms and conditions of the decision (or
settlement agreement) to the Department of Managed Health Care; the arbitration decision or
Settlement Agreement shall include this required statement.
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Within 30 days of receiving a written arbitration decision or entering into a Settlement Agreement,
CalOptima Health will provide a copy of the complete arbitration decision to the Department of
Managed Health Care. CalOptima Health will provide copies of redacted arbitration decisions as
required by the Department of Managed Health Care on a quarterly basis.

For purposes of this section, a “Settlement Agreement” will be broadly construed to include any
writing resolving a dispute between CalOptima Health and a current or former Member wherein
the nature of the dispute relates to services, benefits, treatment or other rights and obligations
created pursuant to the Member and CalOptima Health’s contract for health care coverage, and
includes settlements reached in, but not limited to, a mediation, arbitration, or other alternative
dispute resolution process, or any civil lawsuit.
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Eligibility & Enrollment

Requirements for Member Eligibility
In order to be eligible to participate in CalOptima Health and be entitled to benefits, you and your
dependents must meet all eligibility requirements, as determined by Covered California, including
those listed below:

e Legal resident of California.

e Reside in Orange County throughout the eligibility period.

What is the difference between a Subscriber and an Enrolled Dependent?

While all Subscribers and Enrolled Dependents are Members, there’s a difference between a
Subscriber and an Enrolled Dependent. A Subscriber is the primary Member who is enrolled with
CalOptima Health after being determined eligible by Covered California. The Subscriber pays the
monthly Premiums to CalOptima Health for health care coverage for themselves and any Enrolled
Dependent(s). An Enrolled Dependent is someone, such as a child, whose dependent status with
the Subscriber allows the Enrolled Dependent to be a Member of CalOptima Health.

Why point out the difference?

Because Subscribers often have special responsibilities, including sharing benefit updates with any
Enrolled Dependent(s). Subscribers also have special responsibilities that are noted throughout
this publication. If you are a Subscriber or an Enrolled Dependent, please pay attention to any
instructions given specifically for you.

Dependent Coverage
If you are Subscriber, the following persons are eligible to enroll as an Enrolled Dependent:
e Your Spouse.
e Your or your Spouse’s dependent children who meet the Age Limit of Dependent
Children requirements specified below. Children include:
o Biological children;
Stepchildren;
Adopted children;
Children placed with you for adoption;
Foster children if you or our Spouse have the legal authority to direct their care;
and
o Children for whom you or your Spouse are the court appointed guardian (or was
when the child reached age 18).
e A parent or stepparent who meets the definition of a qualifying relative under Section
152(d) of Title 26 of the United States Code and who live or reside within the
CalOptima Health Service Area.

O
(@)
©)
(@)

Age Limit of Dependent Children

Each child is eligible for enrollment as an Enrolled Dependent until the age of 26. An Enrolled
Dependent child who reaches age 26 during a benefit year may remain a Member as an Enrolled
Dependent until the end of that benefit year. Coverage for an Enrolled Dependent child will end
on the last day of the benefit year during which the Enrolled Dependent child becomes ineligible.
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An Enrolled Dependent child age 26 and older may continue to receive benefits as an Enrolled
Dependent if the child meets both of the following criteria:
1. The child is incapable of self-sustaining employment by reason of a physically or
mentally disabling injury, illness, or condition; and
2. The child is chiefly dependent upon the Subscriber for support and maintenance.

Annual Open Enrollment Period

The annual open enrollment period begins November 1st of each year and continues through
January 31st of the following year. All eligible individuals may apply for new enrollment or re-
enrollment during the annual open enrollment period.

For enrollments received from November 1st through December 31%, coverage will begin on
January 1st. For enrollments received from January 1st through January 31st, coverage will begin
on February 1st.

During the open enrollment period, existing Members may add eligible dependents; report changes
to their household size, income, or other relevant information; and renew or make changes to their
existing coverage by updating their application with Covered California. To participate in open
enrollment, you may go to www.coveredca.com, call Covered California at 1-800-300-1506
(TTY: 1-888-889-4500), or call CalOptima Health’s Customer Service at 1-888-312-2221 (TTY
711 if you are deaf or hard of hearing).

If you are an existing Member and do not renew or make changes to your coverage, it will
automatically renew for the upcoming year, subject to payment of your Premium. Your renewal
will be based on the most recent household size and income information that you provided Covered
California. If your current plan is no longer being offered, Covered California will automatically
enroll you and your Enrolled Dependents in a similar plan.

Starting Date of Coverage

Only Covered California can approve applications for coverage and the effective date of coverage.
Coverage for new Members does not become effective until CalOptima Health receives payment
of the initial Premium which effectuates coverage.

Subscriber may submit the initial Premium payment upon successful completion of the Covered
California application, or Subscriber can wait for a bill from CalOptima Health. After the
application is approved and CalOptima Health receives the initial Premium, you will receive a
New Member Welcome Packet and a CalOptima Health Covered California Member ID Card that
provides the effective dates of coverage. Premium payments after the initial month must be made
payable to CalOptima Health to the address listed on the monthly invoice.

Change in Eligibility

If any of the information that you provided on your Covered California application changes during
the year, you must notify Covered California within 30 days. Changes may affect your eligibility
for coverage and any Premium-related assistance or subsidies. Please report any income level
changes, household size changes, address changes, citizenship and legal residency status changes,
a loss or gain of employer sponsored health insurance, and other demographic changes. You may
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notify Covered California of any changes by calling 1-800-300-1506 (TTY: 1-888-889-4500) or
logging into your online account. You may also mail notices to Covered California at: Covered
California, P.O. Box 989725, West Sacramento, CA 95798.

Covered California is responsible for making all coverage eligibility determinations, including
eligibility for Advance Premium Tax Credits and Cost Sharing Reductions. CalOptima Health will
not process any changes to your eligibility status until it receives confirmation from Covered
California.

Special Enrollment

If you do not enroll during the open enrollment period or when you are first eligible and later want
to enroll, you can only enroll if you become eligible because you have experienced certain
Qualifying Events, as specified by Covered California. You are eligible to enroll in this plan within
60 days of a Qualifying Event. Please visit www.coveredca.com or www.caloptima.org for more
information about special enrollment, or call Covered California at 1-800-300-1506 (TTY 1-888-
889-4500, if you are deaf or hard of hearing).

A Qualifying Event includes, but is not limited to:

e Loss of coverage in a plan with minimum essential coverage (not including voluntary
termination).

e You were enrolled in a non-calendar year health plan that expired or will expire, even if
there is an option to renew coverage.

e Loss of medically needy or pregnancy-related coverage under Medi-Cal (not including
voluntary termination).

e You newly became a citizen or national of the United States or a non-citizen lawfully
present in the United States.

e You were released from incarceration.

e You gain access to new Qualified Health Plans (QHPs) because of a permanent move.

e You gained or became a dependent through marriage, domestic partnership, birth,
adoption, placement for adoption, placement in foster care, or a valid state or federal court
order.

e You lost, or are no longer considered, a dependent due to divorce, legal separation,
dissolution of a domestic partnership, or death.

e You did not enroll during the annual open enrollment period because you were
misinformed that your existing plan provided minimum essential coverage.

e Non-enrollment during the annual open enrollment period due to error, misrepresentation,
misconduct, or inaction by an agent of the Exchange or a third-party providing enrollment
assistance.

e The QHP in which you are currently enrolled has substantially violated a material provision
of the plan contract.

e You are a member of the reserve forces of the United States military returning from active

duty or a member of the California National Guard returning from active duty under Title
32 of the United States Code.
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¢ You gain or maintain status as an Alaskan Native or a member of a federally recognized
Indian tribe (eligible to enroll in coverage at any time of year and to change QHPs once a
month).

¢ You are a victim of domestic abuse or spousal abandonment, have minimum essential
coverage, and seek to enroll in coverage separate from the perpetrator of the abuse or
abandonment. Dependents of the victim, who are on the same application as the victim, are
eligible to enroll at the same time as the victim.

e You were assessed by Covered California as potentially eligible for Medi-Cal and deemed
ineligible for such coverage either after open enrollment ended or more than 60 days after
the Qualifying Event.

¢ You did not enroll because you were waiting for the United States Department of Health
and Human Services to verify your citizenship as a national or lawful presence in the
United States.

e You applied for coverage with Medi-Cal during the annual open enrollment period and
were deemed ineligible for Medi-Cal after the open enrollment ended.

¢ You newly gained access to an Individual Coverage Health Reimbursement Arrangement
(ICHRA) or to a Qualified Small Employer Health Reimbursement Arrangement
(QSEHRA) and are not enrolled in the ICHRA or covered by the QSEHRA.

e You are newly eligible or newly ineligible for Advance Premium Tax Credits or have a
change in eligibility for Cost Sharing Reductions.

¢ You were enrolled in COBRA continuation coverage and the employer and/or government
contributions for such coverage completely ceased.

e You did not receive timely notice of an event that triggered your eligibility for a Special
Enrollment Period.

e You were receiving services from a contracting provider under another health benefit plan
for one of the conditions described in Health & Safety Code § 1373.96(c) and that provider
is no longer participating in the health benefit plan.

Special Enrollment Periods for Newly Acquired Dependents
Subscriber may enroll these newly acquired Dependents:

e A Spouse: If you are the Subscriber and you marry while you are covered by this Plan, you
may apply to enroll your new Spouse (and your Spouse’s eligible children) within 60 days
of the date of marriage by submitting a new enrollment application to Covered California.
If your Spouse is eligible and accepted for coverage, coverage begins on the date indicated
on the Notice of Acceptance.

e A domestic partner: If you are the Subscriber and you enter into a domestic partnership
while you are covered by this Plan, you may apply to enroll your new domestic partner
(and their eligible children) within 60 days of the date that a Declaration of Domestic
Partnership is filed with the Secretary of State. If your domestic partner is eligible and
accepted for coverage, coverage begins on the date indicated on the Notice of Acceptance.
For purposes of this Evidence of Coverage, the term Spouse includes domestic partner.

e A newborn child: A child newly born to the Subscriber or Spouse will automatically be
covered for 31 days (including the date of birth). To keep enrollment past the initial 31
days, you must enroll the newborn with Covered California and pay any applicable
Premiums within 31 days of birth. If you do not enroll the child within 31 days (including
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the date of birth), your child will be eligible to enroll under a Special Enrollment Period
within 60 days from the date of birth.

e An adopted child: A newly adopted child or a child who is being adopted becomes eligible
on the date of adoption or the date of placement for adoption, as requested by the adoptive
parent. Coverage begins automatically and will continue for 30 days from the date of
eligibility. You must enroll the child within 31 days for coverage to continue beyond the
first 30 days by enrolling with Covered California and paying any applicable Premiums. If
you do not enroll the child within 31 days of adoption/placement, your child will be eligible
to enroll under a Special Enrollment Period within 60 days from the date of the adoption
placement.

e A court-appointed legal ward: If the Subscriber or the Subscriber’s Spouse is mandated by
a valid state or federal court order to provide coverage for a minor child, or becomes the
legal guardian of a child, the child is eligible for enrollment on the effective date of the
court order. The Subscriber must enroll the child with Covered California and pay any
applicable Premiums within 60 days of the effective date of the court order. Once Covered
California approves the child’s enrollment, Covered California will provide coverage in
accordance with the requirements of the court order.

Please call CalOptima Health Customer Service at 1-888-312-2221(TTY 711 if you are deaf or
hard of hearing) if you have questions regarding Special Enrollment Periods and Qualifying
Events.

Legal Separation, Annulment, or Final Decree of Dissolution of Marriage/Domestic
Partnership

At midnight of the last day of the month of a legal separation, annulment, or entry of the final
decree of dissolution of marriage or domestic partnership, a Spouse shall no longer be an eligible
Enrolled Dependent. Children of the Spouse who are not also the natural or legally adopted
children of the Subscriber shall also cease to be eligible Enrolled Dependents.

Re-enrollment
If you terminate your or an Enrolled Dependent’s coverage, you may apply for re-enrollment
subject to the eligibility requirements described above.

Application Process

To apply for CalOptima Health, individuals may contact CalOptima Health, Covered California,
or one of the many Certified Assister Entities in Orange County (a full list is posted on Covered
California’s website at www.coveredca.com). Individuals may also complete an electronic
application at www.coveredca.com without assistance.

Eligibility for Tax Credits and Cost Sharing Reductions
Covered California uses a single application to determine your eligibility and enrollment in this
CalOptima Health plan and to assess if you qualify for financial assistance that can lower the cost
of your health insurance. There are two new types of programs available beginning 2014:

1. Tax Credits: Will lower the cost of your monthly Premium; and

2. Cost Sharing Reductions: Will reduce your out-of-pocket costs.
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These programs are available to individuals and families who meet certain income requirements
and do not have access to other affordable insurance. Please contact CalOptima Health Customer
Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing) or Covered California
at 1-888-975-1142 (TTY 1-888-889-4500, if you are deaf or hard of hearing) for more
information about the eligibility requirements for these programs.

Eligibility for a Catastrophic Plan

Individuals under the age of 30 years old qualify to enroll on a catastrophic plan, also known as a
minimum coverage plan. A catastrophic plan is a type of high-Deductible health plan that is
designed to provide coverage in a worst-case scenario but offers minimal coverage for routine care
in addition to preventive care. Those 30 and older can buy catastrophic coverage if they apply and
are approved for an affordability or general hardship exemption through Covered California.
minimum coverage plans do not qualify for tax credits to lower the monthly Premium.

Special Rules Governing Native American Indians and Alaskan Natives

In accordance with the Affordable Care Act Native American Indians and Alaskan Natives
(AI/AN) who are members of federally recognized tribes or Alaska Native Claims Settlement Act
(ANCSA) Corporation shareholders as determined eligible by Covered California may enroll on a
Covered California plan at any time and may change plans up to once a month. AI/AN eligible
members may also qualify for benefit plans with no Cost Sharing obligation for Essential Health
Benefits.

AI/AN eligible members with incomes above 300% Federal Poverty Level, may enroll on a limited
Cost Share plan, that has no Cost Sharing on Essential Health Benefits if a Participating Health
Care Provider provides the services and that Participating Health Care Provider is also a Health
Care Provider of the Indian Health Service, an Indian Tribe, Tribal Organization or Urban Indian
Organization or through referral under contract health services.

AI/AN members with incomes below 300% Federal Poverty Level, may enroll on the zero Cost
Share plan, which has no Cost Sharing on Essential Health Benefits if a Participating Health Care
Provider provides those services or if services are rendered by the Indian Service, an Indian Tribe,
Tribal Organization or Urban Indian Organization. To qualify for this benefit, you must provide
proper documentation to Covered California. Please call CalOptima Health Customer Service at
1-888- 312-2221 (TTY 711 if you are deaf or hard of hearing) or Covered California at 1-888-
975-1142 (TTY 1-888-889-4500, if you are deaf or hard of hearing) if you would like to know
more information about this program.

Covered California will make all eligibility determinations for health benefit coverage and subsidy
level(s), including Advance Premium Tax Credits and Cost-Sharing Subsidies. Any changes to a
Member’s eligibility status, including termination, plan change, and subsidy level, will be
processed by CalOptima Health only after confirmation from Covered California.

Please report all income level changes, household size changes, address changes, citizenship and
legal residence status changes, loss or gain of employer sponsored health insurance, and other
demographic changes to Covered California at 1-800-300-1506 (TTY/TDD 1-888-889-4500, if
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you are deaf or hard of hearing). These changes will help redetermine your eligibility and the
amount of Premium assistance or subsidy you qualify for.

58
Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).



CalOptima Health Covered Evidence of Coverage

Payment Responsibilities

What are Premiums (Prepayment Fees)?

Premiums are monthly fees a Subscriber pays to cover the basic costs of the health care package
for themselves and any Enrolled Dependent(s). The Subscriber must pay the health plan Premiums
directly to CalOptima Health when due. Some Members may have Premiums covered 100% by
subsidies and are not required to make a monthly Premium.

Payment

The Subscriber is responsible for payment of the full Premiums due under the plan. Full Premium
amounts due to CalOptima Health are based on (a) the number of then enrolled Members; (b) the
benefit plan you selected (Silver, Gold, etc.); (c) Member’s age and where you reside; (d) the
amount of your tax credit (the amount depends on your income level). Please refer to your
eligibility approval from Covered California or your CalOptima Health Premium bill to see the
full Premium amount that you must pay each month. Please note that the Centers for Medicare &
Medicaid Services requires at least $1 of your total Premium amount to be a separate payment for
non-Hyde abortion services. This separate amount must be part of the Premium that you pay and
cannot come from any federal subsidies (Advanced Premium Tax Credit) that you may receive.
All Members currently receive a California Premium credit of $1, regardless of income level. Non-
Hyde abortion services include abortions that are not the result of rape, incest or threat to the life
of the mother. Non-Hyde abortion services have a $0 Premium as this is covered by the California
Premium Credit. These separate (or segregated) funds are held in a separate account and are used
solely to pay for abortion services incurred by our Members. On an annual basis CalOptima Health
must report to the State of California, the total amount of funds in the account at the end of each
year and the total amount of abortion claims paid out from the account during the year to ensure
that no federal funds are being used to pay for abortions.

Premiums during each month of coverage must be paid directly to CalOptima Health.

The first Premium (referred to as a Binder payment) must be paid on or before the effective date
of this Evidence of Coverage. All subsequent Premiums are due on the Premium Payment Due
Date.

You may pay Premiums using any one of these payment options: monthly automatic deduction
from a personal checking account, personal check, cashier’s check, money order, debit card or
credit card, general purpose pre-paid debit card or cash.

Payments by a paper check, cashier’s check, or money order must be mailed to:
CalOptima Health
505 City Parkway West
Orange, CA 92868

Payments made by cash may also be made in person at the CalOptima Health office Monday-
Friday between 8 a.m. to 5 p.m.:
CalOptima Health
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500 City Parkway West
Orange, CA 92868

To make a payment by phone, call CalOptima Health Customer Service at 1-888-312-2221 (TTY
711 if you are deaf or hard of hearing).

CalOptima Health may change Premium amounts by providing the Subscriber with at least 10
days’ written notice prior to the start of the annual open enrollment period or at least 60 days’
written notice prior to the effective date of renewal, whichever occurs earlier in the calendar year.
If coverage under the Plan is terminated for any reason, Subscriber remains liable for all Premiums
due prior to the termination effective date.

30-Day Grace Period

If the Subscriber does not pay a Premium by the Premium Payment Due Date, CalOptima Health
will send a Notice of Start of Grace Period that provides: (a) the outstanding Premium amount
which must be paid in full to avoid coverage termination, including the amounts owed by month
if more than one month is past due; (b) the date of the last day of paid coverage; (c) names of all
Members affected by the notice (does not apply to a Subscriber or Enrolled Dependent receiving
Advance Premium Tax Credits as described below); (d) the start date and end date of the Grace
Period; and (e) a statement explaining the consequences of losing coverage for nonpayment of
Premiums, including financial responsibility for the payment of claims incurred and the
Subscriber’s obligations.

The Grace Period will begin on the first day after the last day of paid coverage and continue for
30 consecutive days. If full payment of the outstanding Premium(s) is not received by the end of
the 30-day Grace Period, CalOptima Health will terminate coverage and send you a Notice of End
of Coverage as described below. The termination effective date will be the last day of coverage
established by the Grace Period.

Three-Month Grace Period

If Subscriber and/or any Enrolled Dependent are receiving Advance Premium Tax Credits,
Subscriber will have a Grace Period of three consecutive months instead of a 30-day Grace Period
to pay any outstanding Premiums before coverage is terminated.

CalOptima Health will pay all appropriate claims for Covered Benefits rendered to you during the
first month of the Grace Period. Coverage will be suspended for the second and third months of
the Grace Period and CalOptima Health will deny all pending claims for services rendered after
the first month of the Grace Period.

If Subscriber pays the entire amount of Premiums due before the end of the three-month Grace
Period, coverage that was suspended will be reinstated and CalOptima Health will proceed to
process pending claims for Covered Benefits rendered by Health Care Providers in the second and
third months of the Grace Period.

If Subscriber does not pay the full amount of outstanding Premiums before the end of the three-
month Grace Period, CalOptima Health will terminate your coverage. Your last day of coverage
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will be the last day of the first month of the three-month Grace Period and any pending claims for
services rendered after the last day of coverage will be denied. Health Care Providers whose claims
are denied by CalOptima Health may bill you for payment and you may be responsible for
payment.

CalOptima Health will mail you a Notice of End of Coverage within 5 calendar days from the date
of termination. The notice will provide the effective date of termination; the reason(s) for
termination; the names of all Members affected by the notice; notice of your right to file a
grievance to appeal the decision; contact information for a CalOptima Health representative who
can provide information about obtaining new coverage or reinstating prior coverage; and any
notice require under Health and Safety Code section 1366.50 regarding potential eligibility for
health insurance through Medi-Cal.

Proof of Coverage

Show your Member ID Card to the doctor, pharmacy, hospital, or other Health Care Provider when
you seek care. Your Member ID Card contains information Health Care Providers need to make
sure your care is covered. Not providing your Member ID Card when you seek care may result in
inaccurate billing.

What are Copayments (Other Charges)?

Aside from the monthly Premium, you may be responsible for paying a charge when you receive
a Covered Benefit. This charge is called your Cost Sharing and can be a Copayment or Coinsurance
and is outlined in the Summary of Benefits. If you review your Summary of Benefits, you’ll see
that the amount of your Copayment or Coinsurance depends on the service you receive. You must
always be prepared to pay the Copayment or Coinsurance during a visit to your PCP, specialist, or
any other Health Care Provider.

Note: Copayments are not required for preventive care services, prenatal care or for pre-
conception visits. Preventive care includes, but is not limited to:
e Childhood Immunizations at your physician’s office.
e Adult Immunizations at your physician’s office or at a CalOptima Health network
pharmacy.
e Well-child visits.

Please see “Preventive Care Services” in the Covered Benefits Section of this Evidence of
Coverage for more information regarding what services are covered at no charge or call our
Customer Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing).

Cost Sharing

General rules, examples, and exceptions

The Cost Sharing is the amount you are required to pay for a Covered Benefit, for example: the
Deductible, Copayment, or Coinsurance. Your Cost Sharing for Covered Benefits will be the Cost
Sharing in effect on the date you receive the services, during your diagnostic exam your Health
Care Provider confirms an exception as follows:
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If you are receiving covered inpatient hospital or Skilled Nursing Facility services on
the effective date of this Evidence of Coverage, you pay the Cost Sharing in effect on
your admission date until you are discharged, if the services were covered under your
prior health plan coverage and there has been no break in coverage. However, if the
services were not covered under your prior health plan coverage, or if there has been a
break in coverage, you pay the Cost Sharing in effect on the date you receive the
services.

For items ordered in advance, you pay the Cost Sharing in effect on the order date
(although we will not cover the item unless you still have coverage for it on the date
you receive it) and you may be required to pay the Cost Sharing when the item is
ordered. For Outpatient Prescription Drugs, the order date is the date that the pharmacy
processes the order after receiving all of the information they need to fill the
prescription group.

Receiving a bill

In most cases, we will ask you to make a payment toward your Cost Sharing at the time you check
in. Keep in mind that this payment may cover only a portion of the total Cost Sharing for the
Covered Benefits you receive. The Health Care Provider of service will bill you for any additional
Cost Sharing amounts that are due. The following are examples of when you may get a bill:

You receive services during your visit that were not scheduled when you made your
payment at check-in. For example, if you are scheduled to receive treatment for an
existing condition, at check-in we will ask you to pay the Cost Sharing that applies to
these services. If during your visit your Health Care Provider finds another problem
with your health, your Health Care Provider may perform or order additional
unscheduled services, such as lab tests or other diagnostic tests. You may have to pay
separate Cost Sharing amounts for each of these additional unscheduled services, in
addition to the Cost Sharing amount you paid at check-in for the treatment of your
existing condition.

You receive services from a second Health Care Provider during your visit that were
not scheduled when you made your payment at check-in. For example, if you are
scheduled to receive a diagnostic exam, at check-in we will ask you to pay the Cost
Sharing that applies to these services. If during your diagnostic exam your Health Care
Provider confirms a problem with your health, your Health Care Provider may request
the assistance of another Health Care Provider to perform additional unscheduled
services (such as an outpatient procedure). You may have to pay separate Cost Sharing
amounts for the unscheduled services of the second Health Care Provider, in addition
to the Cost Sharing amount you paid at check-in for your diagnostic exam.

If you go in for preventive care services and receive non-preventive services during
your visit that were not scheduled when you made your payment at check-in. For
example, if you go in for a routine physical maintenance exam, at check-in we will ask
you to pay the Cost Sharing that applies to these services (the Cost Sharing may be “no
charge”). If during your routine physical maintenance exam your Health Care Provider
finds a problem with your health, your Health Care Provider may order non-preventive
services to diagnose your problem (such as laboratory tests). You may have to pay
separate Cost Sharing amounts for the non-preventive services performed to diagnose
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your problem, in addition to the Cost Sharing amount you paid at check-in for your
routine physical maintenance exam.

e If you receive Covered Benefits from a health facility within CalOptima Health’s
network, but the Covered Benefits are provided by an individual Health Care Provider
outside of our network: Your Cost Share for Covered Benefits that you receive outside
CalOptima Health’s network will not exceed the Cost Sharing that you would pay for
the same Covered Benefits received within CalOptima Health’s network.

The Annual Deductible

The annual Deductible is the amount that you must pay during the calendar year for certain
Covered Benefits before CalOptima Health will cover those services at the applicable Copayment
or Coinsurance amount in that calendar year. The Deductible is based on CalOptima Health’s
contracted rates with its Participating Health Care Providers and applies to certain service
categories as defined in the Summary of Benefits. A Member who has Enrolled Dependent(s) must
satisty the lower individual Deductible amount, but the Deductibles paid by each of the Enrolled
Dependent(s) are added together to satisfy the family Deductible for all Members in the family.
For example, if the Deductible for one individual is $2,000 and the Deductible for a family of two
or more is $4,000, and if you had spent $2,000 for services subject to the Deductible, then you will
not have to pay any Cost Sharing during the rest of the calendar year. However, your Enrolled
Dependents will have to continue paying the Cost Sharing during the calendar year until your
family reaches the $4,000 family Deductible.

Annual Maximum Out-of-Pocket (MOOP)

The annual Maximum Out-of-Pocket is the highest amount you or your family (if you have
Enrolled Dependent(s) receiving health coverage) are/is required to pay during one benefit year.
The benefit year for CalOptima Health Members starts January 1st and ends December 31st. Please
refer to the Summary of Benefits for your Maximum Out-of-Pocket on expenses.

Payments that count toward the maximum
Any Cost Sharing payments you make for in-network services including amounts for charges
applied towards your Deductible accumulate toward the Annual Maximum Out-of-Pocket
expense. Any amounts you pay for Covered Benefits that are subject to the Deductible also apply
toward the annual Maximum Out-of-Pocket.

Tracking Your Deductible and Maximum QOut-of-Pocket

CalOptima Health will keep track of charges that are counted toward your Deductible and Annual
Maximum Out- of-Pocket. We will provide you with the balance for each for every month in which
you have used benefits until the annual balance equals the full Deductible amount or the full
Annual Maximum Out- of-Pocket. You may also request your accrual balances for the Deductible
and Annual Out- of-Pocket Maximum from CalOptima Health at any time. CalOptima Health will
mail you these updates unless you have opted out of mailed notices. To request accrual balance
information at any time or opt out of the mailed updates, please contact CalOptima Health
Customer Service at 1-888-312-2221 or access your CalOptima Health Member portal account
at https://www.caloptima.org/ForMembers/MemberPortal.aspx. You can opt back into
paper notifications at any time. You may also access your Explanation of Benefits (EOB) and
threshold certificate via the Member portal. CalOptima Health will make every effort to ensure
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accurate and timely information, but there may be delays in reporting of visits and payments from
your Health Care Provider which may impact the net accrual information. Please request and save
all receipts for payments you make to your Health Care Providers for Covered Benefits for your
records.

Termination of Benefits
You will be disenrolled from CalOptima Health for the following reasons and coverage for benefits
will end on the date of termination:

e The Subscriber fails to pay Premiums upon the Premium Payment Due Date.

e The Member moves out of Orange County.

e The Member requests disenrollment from Covered California. The request must be
made to Covered California. If the Member wishes coverage to end before the contract
term, the Member must provide at least 14 days’ notice.

e The Member requests transfer to another Qualified Health Plan (QHP).

e Covered California notifies CalOptima Health that the Member no longer meets
California legal residency requirements.

e (Covered California notifies CalOptima Health that the Member no longer qualifies for
a QHP benefit plan.

e CalOptima Health’s contract or health plan with Covered California is terminated

e The death of the Member.

If a Member receives services after termination of the contract (this Evidence of Coverage), then
the Member is responsible for payment of any services the Member receives after termination,
including services received by Members who are hospitalized or undergoing treatment for an
ongoing condition on the date the contract (this Evidence of Coverage) is terminated. Refer to the
Payment Responsibilities section of this document for any applicable grace periods.

Request to Terminate Upon Written Notice
CalOptima Health may request that Covered California terminate your coverage upon written
notice for the following reasons:
e Fraud or deception in obtaining, or attempting to obtain, benefits under this plan.
e Knowingly permitting fraud or deception by another person in connection with this
plan, such as, without limitation, permitting someone else to seek benefits under this
plan, or improperly seeking payment from CalOptima Health for benefits provided.

Cancellation of coverage under this section will terminate effective upon mailing the notice of
termination to the Member. Under no circumstances will a Member be terminated due to health
status or the need for health care services. Any Member who believes their enrollment has been
terminated due to the Member’s health status or requirements for health care services may request
a review of the termination by the California Department of Managed Health Care (DMHC).

For more information contact our Customer Service at 1-888-312-2221 (TTY 711 if you are deaf
or hard of hearing).
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Termination due to withdrawal of this Benefit Plan:

CalOptima Health may terminate this benefit plan. In such instances you will be given 90 days
written notice and the opportunity to enroll in any other individual and family benefit plan without
regard to health status-related factors.

Written Notice of Termination
When a written notice of termination or non-renewal is sent to the Member pursuant to this section,
it shall be dated, sent to the last-known address of the Member and state:

a. The cause of termination or non-renewal with specific reference to the section of this
Evidence of Coverage giving rise to the right of termination or non-renewal.

b. That the cause for termination or non-renewal was not the Member’s health status or
requirements for health care services.

c. The effective date and time of termination or non-renewal.

d. That notwithstanding the Member Grievance procedure in this Evidence of Coverage, if a
Member believes that their plan membership has been terminated because of their health
status or requirements for healthcare services, you may request a review before the Director
of the Department of Managed Health Care for the State of California.

Note: If a Member is terminated by CalOptima Health, notice to the Members is sufficient if sent
to Members’ last known address.

Reinstatement of Coverage

If you are terminated for non-payment of Premiums, you may call CalOptima Health at 1-888-312-2221
(TTY 711) to request reinstatement of your cancelled policy, if you make the request within one month
from the end of the federal grace period or 30-day grace period, as applicable. Otherwise, you will not be
eligible to re-enroll for health insurance coverage until the next open enrollment period, unless you have a
defined life event that allows you to enroll under a Special Enrollment Period.

Disenrollment and Cancellation

If you would like to be disenrolled from CalOptima Health, please contact Covered California at
1 (800) 300-1506 (TTY 1(888) 889-4500, if you are deaf or hard of hearing), or log into your
application at www.coveredca.com or contact CalOptima Health Customer Service at 1(888) 312-
2221 (TTY 711 if you are deaf or hard of hearing). You are required to give at least fourteen
days’ notice before the end of the contracted term. If you voluntarily disenroll and have made
advance Premium payments, you may qualify for a reimbursement. CalOptima Health will
calculate any overpayments and refund you, but to facilitate the reimbursement process, please
contact CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are deaf or
hard of hearing) to request a refund.
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Covered Benefits

The Plan covers all Medically Necessary basic health care services including all of the following:
» Physician services, including consultation and referral
» Hospital inpatient services and ambulatory care services
» Diagnostic, laboratory and diagnostic and therapeutic radiologic services
* Home health services
» Preventive health care services
* Emergency Services and Care, including ambulance and ambulance transport
 services and out-of-area coverage
* Hospice care

The remainer of this Covered Benefits Section provides more detail regarding the services covered,
subject to the Exclusions & Limitations Section.

Please refer to the Summary of Benefits for Member Cost Share information.

Ambulance Services
Emergency
The Plan covers the services of a licensed ambulance anywhere in the world without Prior
Authorization (including transportation through the 911 emergency response system where
available) in the following situations:

* You reasonably believed that the medical condition was an Emergency Medical
Condition or a Psychiatric Emergency Medical Condition which required ambulance
services; or

* Your treating physician determines you must be transported to another facility because
your Emergency Medical Condition or Psychiatric Emergency Medical Condition is not
Stabilized and the care you need is not available at the treating facility.

Nonemergency

Inside CalOptima Health’s Service Area, the Plan covers nonemergency ambulance and
psychiatric transport van services if your condition requires the use of services that only a
licensed ambulance (or psychiatric transport van) can provide and that the use of other means of
transportation would endanger your health. These services are covered only when the vehicle
transports you to or from Covered Benefits.

Bariatric Surgery
The Plan covers hospital inpatient care related to bariatric surgical procedures (including room and
board, imaging, laboratory, special procedures, and participating physician services) when
performed to treat obesity by modification of the gastrointestinal tract to reduce nutrient intake and
absorption, if all of the following requirements are met:

* You complete the health network—approved presurgical educational preparatory program

regarding lifestyle changes necessary for long term bariatric surgery success.
* An in-network Health Care Provider who is a specialist in bariatric care determines that the
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surgery is Medically Necessary.

If you live 50 miles or more from the facility to which you are referred for a covered bariatric
surgery, the Plan will reimburse you for reasonable travel and lodging expenses if you receive
Prior Authorization from us for those expenses and send us adequate documentation including
receipts. The Plan will not, however, reimburse you for any travel or lodging expenses if you were
offered a referral to a facility that is less than 50 miles from your home.

Coverage for Services Related to ""Bariatric Surgery' Described in Other Sections
* Outpatient Prescription Drugs (refer to “Outpatient Prescription Drugs, Supplies, and
Supplements™)
* Outpatient administered drugs (refer to “Outpatient Care”)

Behavioral Health Treatment for Autism Spectrum Disorder
The following terms have special meaning when capitalized and used in this “Behavioral Health
Treatment for Autism Spectrum Disorder” section:

* “Qualified Autism Service Provider” means a Health Care Provider who has the experience
and competence to design, supervise, provide, or administer treatment for Autism Spectrum
Disorder and is either of the following:

o A person, entity, or group that is certified by a national entity (such as the Behavior
Analyst Certification Board) that is accredited by the National Commission for
Certifying Agencies.

o A person licensed in California as a physician, physical therapist, occupational
therapist, psychologist, marriage and family therapist, educational psychologist,
clinical social worker, professional clinical counselor, speech-language pathologist,
or audiologist.

* “Qualified Autism Service Professional” means a person who meets all of the following
criteria:

Provides behavioral health treatment.

Is employed and supervised by a Qualified Autism Service Provider.

Provides treatment pursuant to a treatment plan developed and approved by the
Qualified Autism Service Provider.

o Is a behavioral health treatment Health Care Provider approved as a vendor by a
California regional center to provide services as an Associate Behavior Analyst,
Behavior Analyst, Behavior Management Assistant, Behavior Management
Consultant, or Behavior Management Program as defined in Section 54342 of Title
17 of the California Code of Regulations.

o Has training and experience in providing services for Autism Spectrum Disorder
pursuant to Division 4.5 (commencing with Section 4500) of the Welfare and
Institutions Code or Title 14 (commencing with Section 95000) of the Government
Code.

e “Qualified Autism Service Paraprofessional” means an unlicensed and uncertified
individual who meets all of the following criteria:

o Is employed and supervised by a Qualified Autism Service Provider or Qualified
Autism Service Professional.

o Provides treatment and implements services pursuant to a treatment plan developed
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and approved by the Qualified Autism Service Provider.

o Meets the criteria set forth in the regulations adopted pursuant to Section 4686.3 of
the Welfare and Institutions Code.

o Has adequate education, training, and experience, as certified by a Qualified
Autism Service Provider.

The Plan covers behavioral health treatment for Autism Spectrum Disorder (including applied
behavior analysis and evidence-based behavior intervention programs) that develops or restores,
to the maximum extent practicable, the functioning of a person with Autism Spectrum Disorder
and that meets all of the following criteria:

The treatment is prescribed by a Participating Health Care Provider who is a physician, or is
developed by a Participating Health Care Provider who is a psychologist.

The treatment is provided under a treatment plan prescribed by a Qualified Autism Service
Provider.

The treatment is administered by a Participating Health Care Provider who is one of the
following:

o A Qualified Autism Service Provider.

o A Qualified Autism Service Professional supervised and employed by the Qualified
Autism Service Provider.

o A Qualified Autism Service Paraprofessional supervised and employed by a
Qualified Autism Service Provider.

The treatment plan has measurable goals over a specific timeline that is developed and
approved by the Qualified Autism Service Provider for the Member being treated.

The treatment plan is reviewed no less than once every six months by the Qualified Autism
Service Provider and modified whenever appropriate.

The treatment plan requires the Qualified Autism Service Provider to do all of the following:

o Describe the Member’s behavioral health impairments to be treated.

o Design an intervention plan that includes the service type, number of hours, and
parent participation needed to achieve the plan's goal and objectives, and the
frequency at which the Member's progress is evaluated and reported.

o Provide intervention plans that utilize evidence-based practices, with demonstrated
clinical efficacy in treating Autism Spectrum Disorder.

o Discontinue intensive behavioral intervention services when the treatment goals
and objectives are achieved or no longer appropriate.

The treatment plan is not used for either of the following:

o For purposes of providing (or for the reimbursement of) respite care, day care, or
educational services.

o To reimburse a parent for participating in the treatment program.

The Plan does not require you to receive a rediagnosis to maintain coverage for behavioral health
treatment for Autism Spectrum Disorder if you have been previously diagnosed. Your Health Care
Provider may reevaluate you for purposes of determining appropriate treatment and may prescribe
arediagnosis. If your Health Care Provider prescribes a rediagnosis, the Plan will continue to cover
your treatment and will not delay your existing treatment while you wait for your rediagnosis.
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Chemical Dependency Services

The Plan covers services specified in this section only when the services are for the diagnosis,
prevention, or treatment of a Substance Use Disorder. For purposes of this section, “Substance Use
Disorders” means a substance use disorder that falls under any of the diagnostic categories listed
in the mental and behavioral disorders chapter of the most recent edition of the International
Classification of Diseases or that is listed in the most recent version of the Diagnostic and

Statistical Manual of Mental Disorders (DSM).

Inpatient Detoxification

The Plan covers hospitalization for medical management of withdrawal symptoms, including
room and board, physician services, drugs, dependency recovery services, education, and

counseling.

Outpatient Chemical Dependency Care

The Plan covers the following services for treatment of chemical dependency:
e Day-treatment programs

o Intensive outpatient programs

e Individual and group chemical dependency counseling

e Medical treatment for withdrawal symptoms

Transitional Residential Recovery Services

The Plan covers chemical dependency treatment in a nonmedical transitional residential
recovery setting. These settings provide counseling and support services in a structured

environment.

Coverage for Services Related to “Chemical Dependency Services” Described in Other
Sections

e Outpatient self-administered drugs (refer to “Outpatient Prescription Drugs, Supplies, and

Supplements’)

e Outpatient laboratory (refer to “Outpatient Imaging, Laboratory, and Special Procedures”)

Dental and Orthodontic Services

Pediatric Dental Services

The Plan covers the same benefits for pediatric oral care as are covered under the dental benefit
received by children under the California Medi-Cal program as of 2014, including the provision
of Medically Necessary orthodontic care provided pursuant to the federal Children’s Health
Insurance Program Reauthorization Act of 2009. Refer to the California Individual Essential
Pediatric Dental Benefit Plan Combined Evidence of Coverage (EOC) And Disclosure Form
included at the end of this Evidence of Coverage for more information. These services include,
but are not limited to:

e Oral exams

e Fluoride treatments

e Restorative services, such as amalgams, composites, and crowns
e Scaling and root planning

o X-rays
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e Root canals

e Dentures

o Extractions

o Emergency dental services

e Dental anesthesia, if Medically Necessary

o Dental services related to cleft palate surgery

Adult Dental Services

The Plan does not cover most adult dental and orthodontic services. However, the Plan covers
dental evaluation, X-rays, fluoride treatment, and extractions necessary to prepare your jaw for
radiation therapy of cancer in your head or neck if your Health Care Provider provides the
services or if we authorize a referral to a dentist.

For dental procedures at an in-network facility, the Plan provides general anesthesia and the

facility’s services associated with the anesthesia if all of the following are true:

e You are developmentally disabled, or your health is compromised

e Your clinical status or underlying medical condition requires that the dental procedure be
provided in a hospital or outpatient surgery center

e The dental procedure would not ordinarily require general anesthesia

The Plan does not cover any other services related to the dental procedure, such as the dentist’s
services.

The Plan covers dental extractions, dental procedures necessary to prepare the mouth for an
extraction, and orthodontic services, if they meet all of the following requirements:

o The services are an integral part of a reconstructive surgery for cleft palate that the plan is
covering under “Reconstructive Surgery” in this Covered Benefits Section; and

e An in-network Health Care Provider provides the services or the plan authorizes a referral
to an out-of-network Health Care Provider who is a dentist or orthodontist.

Coverage for Services Related to ""Dental and Orthodontic Services" Described in Other
Sections

e Outpatient imaging, laboratory, and special procedures (refer to “Outpatient Imaging,
Laboratory, and Special Procedures”)

e Outpatient administered drugs (refer to “Outpatient Care”), except that we cover outpatient
administered drugs under in this "Dental and Orthodontic Services" section

e Outpatient Prescription Drugs (refer to “Outpatient Prescription Drugs, Supplies, and
Supplements”)

Dialysis Care
The Plan covers acute and chronic dialysis services if all of the following requirements are met:
o The services are provided inside the plan’s Service Area;
e You satisfy all medical criteria developed by the plan and by the facility providing the
dialysis; and
e Anin-network Health Care Provider provides a written referral for care at the facility.
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After you receive appropriate training at a dialysis facility designated by the Plan, the Plan also
covers equipment and medical supplies required for home hemodialysis and home peritoneal
dialysis inside our Service Area. Coverage is limited to the standard item of equipment or supplies
that adequately meets your medical needs. The Plan decides whether to rent or purchase the
equipment and supplies, and will select the vendor. You must return the equipment and any unused
supplies to us or pay us the fair market price of the equipment and any unused supply when we are
no longer covering them.

Coverage for Services Related to “Dialysis Care” Described in other Sections

e Durable medical equipment for use outside an institutional setting (refer to "Durable
Medical Equipment")

e Outpatient laboratory (refer to “Outpatient Imaging, Laboratory, and Special Procedures”)

e Outpatient Prescription Drugs (refer to “Outpatient Prescription Drugs, Supplies, and
Supplements”)

e Outpatient administered drugs (refer to “Outpatient Care”)

Durable Medical Equipment

The Plan covers durable medical equipment for use outside of an institutional setting. Durable
medical equipment is an item that is intended for repeated use, primarily and customarily used to
serve a medical purpose, generally not useful to a person who is not ill or injured, and appropriate
for use outside an institutional setting. The Plan covers the standard item of equipment that
adequately meets your medical needs. We decide whether to rent or purchase the equipment, and
we select the vendor. You must return the equipment to us or pay us the fair market price of the
equipment if we are no longer covering it.

Covered durable medical equipment items include the following:

e Continuous positive airway pressure (CPAP) machines

o Portable oxygen

o For diabetes: blood glucose monitors and blood glucose testing strips; blood glucose
monitors designed to assist the visually impaired; insulin pumps and related necessary
supplies; ketone urine testing strips; lancets, and lancet puncture devices; pen delivery
systems for the administration of insulin; podiatric devices to prevent or treat diabetes-
related complications, insulin syringes; and visual aids, excluding eyewear, to assist the
visually impaired with proper dosing of insulin)

e Infusion pumps (such as insulin pumps) and supplies to operate the pump (but not
including insulin or any other drugs)

e Standard curved handle or quad canes and replacement supplies

e Standard or forearm crutches and replacement supplies

e Dry pressure pads for a mattress

e Nebulizers and supplies

e Peak flow meters

e IV poles

e Tracheostomy tube and supplies

o Enteral pumps and supplies

e Bone stimulators

e Cervical traction (over door)
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Phototherapy blankets for treatment of jaundice in newborns

Lactation supplies (one breast pump and the necessary supplies to operate it as prescribed
by your doctor for each pregnancy at no cost)

Dialysis care equipment for home hemodialysis and home peritoneal dialysis as described
in “Dialysis Care”

Emergency Services and Urgent Care
The Plan covers the following services:

Except

Emergency department visits

Urgent Care consultations, evaluation and treatment

Community paramedicine services provided by a community paramedicine program,
triage to alternate destination program, or mobile integrated health program.

Emergency room medical care for Members who are treated following a rape or sexual
assault is covered without Cost Sharing if the treating Health Care Provider submits all
requests for claims payments using accurate diagnosis codes specific to rape or sexual
assault. (see “Outpatient Care” for follow-up services)

as otherwise specified in this section, if you receive Medically Necessary Emergency

Services and Care and Urgent Care from an out-of-network Health Care Provider, you will pay the
same amount as if you received services from an in-network Health Care Provider.

Refer to “Emergency Services and Urgent Care” in the “How to Get Care” Section for additional
information.

Family

Planning

The Plan covers the following family planning services:

Family planning counseling

Clinical services related to the provision or use of contraception, including consultations,
examinations, procedures, device insertion, ultrasound, anesthesia, patient education,
referrals and counseling

Follow-up services related to the drugs, devices, products, and procedures related to
contraception, including, but not limited to, management of side effects, counseling for
continued adherence, and device removal

Sterilization operations or procedures (any operation or procedure altering the human
body which has as its purpose, or one of its purposes, the temporary or permanent
prevention of procreation by either a male or a female)

Termination of pregnancy, including surgical abortion, Prescription Drugs in accordance
with our Drug Formulary guidelines, and abortion-related services

Services to treat iatrogenic infertility, refer to “Fertility Preservation Services for
latrogenic Infertility”

Coverage for Services Related to “Family Planning Services” Described in Other Sections

Outpatient laboratory and imaging services associated with family planning services (refer
to “Outpatient Imaging, Laboratory, and Special Procedures”)

Outpatient contraceptive drugs and devices (refer to “Outpatient Prescription Drugs,
Supplies, and Supplements”)
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Inpatient surgery (refer to “Hospital Inpatient Care’)

Fertility Preservation Services for Iatrogenic Infertility
The Plan covers standard fertility preservation services for iatrogenic infertility in the following
situations:

Your treating Health Care Provider has recommended that you receive a covered medical
treatment that may cause iatrogenic infertility, your treating Health Care Provider
recommends that you receive the treatment within the next 12 months, and you attest that
you plan to undergo such treatment in the next 12 months.

You received a covered medical treatment that may cause iatrogenic infertility, you were
unable to undergo or complete fertility preservation or complete your fertility cycle(s), and
you face an ongoing risk of infertility caused by those treatments.

Standard fertility preservation services for iatrogenic infertility do not include diagnosis or
treatment for infertility. The Plan covers the following standard fertility preservation services for
iatrogenic infertility:

Retrieval of gametes:

o Up to two cycles for oocyte retrieval for Members with ovaries per lifetime.

o Up to two attempts to collect sperm for Members with testicles per lifetime.
Up to two attempts of embryo creation per lifetime, except that we do not cover any costs
associated with the retrieval of gametes from anyone other than the Member undergoing
the medical treatment that may cause iatrogenic infertility.
Up to two attempts to retrieve gonodal tissue per lifetime.
Gonodal shielding or transposition during a procedure or treatment, if not already included
in the usual coverage for that procedure or treatment.
Cryopreservation and storage of sperm, oocytes, gonodal tissue, and embryos from a
vendor that we select for the following time period based on your age on the date that the
material is first cryopreserved:

o For a Member who is under the age of 18, until the Member reaches age 26

o For a Member who is 18 years or older but not yet 26 years old, until the Member

reaches age 26 or for three years, whichever is longer.

o For a Member who is 26 years or older, for a period of three years.
Any other standard fertility preservation service consistent with the established medical
practices and professional guidelines published by the American Society of Clinical
Oncology or the American Society for Reproductive Medicine.

Your coverage for cryopreservation storage from us ends when your membership terminates. If
you change health plans during the cryopreservation storage period described above, you must
notify your new health plan that you want them to cover storage starting from the effective date of
your coverage in that plan. We will coordinate transfer and transportation of stored material with
your new plan, if required. If you are still a Member when your cryopreservation storage period
expires, you will receive a notice 90 days before the storage period expires that explains options
for continued storage and potential out-of-pocket expenses.
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The Plan will also notify you within 30 working days after receipt of a claim for cryopreservation
services with a written explanation of the coverage period that informs you about:

e How the cryopreservation timeframes apply to you based on your age at the time you
receive the cryopreservation services.

e Options for continued storage of genetic materials if coverage ends prior to the expiration
of the storage period.

e Any potential out-of-pocket costs associated with continued storage of genetic material if
your coverage ends prior to the expiration of the storage period.

For standard fertility preservation services for iatrogenic infertility that you receive, you will pay
the Cost Share you would pay if the service were not related to fertility prevention.

You have a right to receive standard fertility preservation services for iatrogenic infertility
when you meet the requirements in Section 1300.74.551 of Title 28 of the California Code of
Regulations. “latrogenic infertility” means infertility caused directly or indirectly by
surgery, chemotherapy, radiation, or other medical treatment. If CalOptima fails to arrange
those services for you with an appropriate provider who is in the health plan’s network, the
health plan must cover and arrange needed services for you from an out-of-network
provider. If that happens, you will pay no more than in-network cost-sharing for the same
services.

If you do not need the services urgently, your health plan must offer an appointment for you
that is no more than 10 business days for primary care and 15 business days for specialist
care from when you requested the services from the health plan. If you urgently need the
services, your health plan must offer you an appointment within 48 hours of your request (if
the health plan does not require prior authorization for the appointment) or within 96 hours
(if the health plan does require prior authorization).

If your health plan does not arrange for you to receive services within these timeframes and
within geographic access standards, you can arrange to receive services from any licensed
provider, even if the provider is not in your health plan’s network. If you are enrolled in
preferred provider organization (PPO) coverage, and your health plan can arrange care for
you within the timeframes and within geographic standards, your voluntary use of out-of-
network benefits may subject you to incur out-of-network charges.

If you have questions about how to obtain standard fertility preservation services for
iatrogenic infertility or are having difficulty obtaining services you can: 1) call your health
plan at the telephone number on your health plan identification card; 2) call the California
Department of Managed Care’s Help Center at 1-888-466-2219; or 3) contact the California
Department of Managed Health Care through its website at www.DMHC.ca.gov to request
assistance in obtaining standard fertility preservation services for iatrogenic infertility.

Health Education
The Plan covers a variety of health education counseling, programs, and materials that your Health
Care Provider provides during a visit covered under another part of this Covered Benefits Section.
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The Plan also covers a variety of health education counseling, programs, and materials to help you
take an active role in protecting and improving your health, including programs for tobacco
cessation, weight loss, stress management, and chronic conditions (such as diabetes and asthma).

Hearing Services
The Plan covers internally-implanted devices as described in the “Prosthetic and Orthotic Devices”
section). The plan also covers the following:

e Routine hearing screenings that are preventive care services

e Hearing exams to determine the need for hearing correction

o Coverage for services related to “Hearing Services” described in other sections

Coverage for Services Related to “Hearing Services” Described in Other Sections

e Services related to the ear or hearing other than those described in this section, such as
outpatient care to treat an ear infection and Outpatient Prescription Drugs, supplies, and
supplements (refer to the applicable heading in this Covered Benefits Section

e Cochlear implants and osseointegrated hearing devices (refer to “Prosthetic and Orthotic
Devices”)

Home Health Care

“Home Health Care” means services provided in the home by nurses, medical social workers,
home health aides, and physical, occupational, and speech therapists. The Plan covers Home
Health Care only if all of the following are true:

e You are substantially confined to your home (or a friend’s or relative’s home);

e Your condition requires the services of a nurse, physical therapist, occupational therapist,
or speech therapist (home health aide services are not covered unless you are also getting
covered home health care from a nurse, physical therapist, occupational therapist, or
speech therapist that only a licensed Health Care Provider can provide); and

e Your Health Care Provider determines that it is feasible to maintain effective supervision
and control of your care in your home and that the Covered Benefits can be safely and
effectively provided in your home.

The Plan covers only part-time or intermittent home health care, as follows:

e Up to two hours per visit for visits by a nurse, medical social worker, or physical,
occupational, or speech therapist, and up to four hours per visit for visits by a home health
aide

e Up to three visits per day (counting all home health visits)

e Up to 100 visits per calendar year (counting all home health visits)

Note: If a visit by a nurse, medical social worker, physical, occupational, or speech therapist lasts
longer than two hours, then each additional increment of two hours counts as a separate visit. If a
visit by a home health aide lasts longer than four hours, then each additional increment of four
hours counts as a separate visit. For example, if a nurse comes to your home for three hours and
then leaves, that counts as two visits. Also, each person providing Covered Benefits counts toward
these visit limits. For example, if a home health aide and a nurse are both at your home during the
same two hours, that counts as two visits.
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Coverage for Services Related to "Home Health Care" Described in Other Sections

e Behavioral health treatment for Autism Spectrum Disorder (refer to “Behavioral Health
Treatment for Autism Spectrum Disorder’)

e Dialysis care (refer to “Dialysis Care”)

e Durable medical equipment (refer to “Durable Medical Equipment”)

e Ostomy and urological supplies (refer to "Ostomy and Urological Supplies")

e Outpatient Drugs, supplies, and supplements (refer to “Outpatient Prescription Drugs,
Supplies, and Supplements”)

e Prosthetic and orthotic devices (refer to “Prosthetic and Orthotic Devices”)

Hospice Care

Hospice care is a specialized form of interdisciplinary health care designed to provide palliative
care and to alleviate the physical, emotional, and spiritual discomforts of a Member experiencing
the last phases of life due to a terminal illness. It also provides support to the primary caregiver
and the Member's family. A Member who chooses hospice care is choosing to receive palliative
care for pain and other symptoms associated with the terminal illness, but not to receive care to try
to cure the terminal illness. You may change your decision to receive hospice care benefits at any
time.

The Plan covers the hospice services listed below at no charge only if all of the following
requirements are met:
e A Participating Health Care Provider has diagnosed you with a terminal illness and
determines that your life expectancy is 12 months or less;
o The services are provided by a licensed hospice agency in our Service Area; and
e The services are necessary for the palliation and management of your terminal illness
and related conditions.

If all of the above requirements are met, the Plan covers the following hospice services, which are
available on a 24-hour basis if necessary for your hospice care:

o Physician services.

e Skilled nursing care, including assessment, evaluation, and case management of nursing
needs, treatment for pain and symptom control, provision of emotional support to you
and your family, and instruction to caregivers

o Physical, occupational, or speech therapy for purposes of symptom control or to enable
you to maintain activities of daily living

e Respiratory therapy

e Medical social services.

o Home health aid and homemaker services

e Palliative drugs prescribed for pain control and symptom management of the terminal
illness for up to a 100-day supply in accord with the plan’s Drug Formulary guidelines.
You must obtain these drugs from contracted Pharmacies.

e Certain drugs are limited to a maximum 30-day supply in any 30-day period

e Durable medical equipment

e Incontinence supplies

e Respite care when necessary to relieve your caregivers. Respite care is occasional short-
term inpatient care limited to no more than five consecutive days at a time
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Counseling and bereavement services

Dietary counseling

The following care during periods of crisis when you need continuous care to achieve

palliation or management of acute medical symptoms:

o Nursing care on a continuous basis for as much as 24 hours a day as necessary to
maintain your health at home

o Short-term inpatient care required at a level that cannot be provided at home

Hospital Inpatient Care
The Plan covers the following inpatient services when the services are generally and customarily
provided by acute care general hospitals inside the plan’s Service Area:

Room and board, including a private room if Medically Necessary

Meals (including special diets as Medically Necessary)

Specialized care and critical care units (such as intensive care, coronary care, pediatric
and neonatal intensive care, and subacute care)

General and special nursing care

Operating and recovery rooms

Physician services, including consultation and treatment by specialists

Anesthesia and oxygen services

Drugs, medications, and biologicals prescribed in accord with the plan’s Drug Formulary
guidelines (for discharge drugs prescribed when you are released from the hospital,
please refer to “Outpatient Prescription Drugs, Supplies, and Supplements” in this
Covered Benefits Section)

Radioactive materials used for therapeutic purposes

Durable medical equipment and medical supplies

Imaging, laboratory, and special procedures, including MRI, CT, and PET scans

Blood, blood products, and their administration

Obstetrical care and delivery (including cesarean section). Coverage will not be less than
48 hours after delivery (or within 96 hours of delivery if by cesarean section), unless (1)
the decision is made by the mother and the treating Health Care Provider and (2) the
Health Care Provider orders a follow-up visit for the mother and your newborn to take
place within 48 hours after discharge)

Behavioral health treatment for Autism Spectrum Disorder

Therapy services, including physical, occupational, respiratory, and speech therapy
Medical social services and discharge planning

Coverage for Services Related to “Hospital Inpatient Care” Described in Other Sections
The following types of inpatient services are covered only as described under the following
headings in this Covered Benefits Section:

Bariatric Surgery

Chemical Dependency Services
Dental and Orthodontic Services
Dialysis Care

Hospice Care

Mental Health Services
Prosthetic and Orthotic Devices
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e Reconstructive Surgery

o Rehabilitative and Habilitative Services

e Services in Connection with an Approved Clinical Trial
e Skilled Nursing Care

e Transplant Services

Infusion Therapy
This benefit is provided for outpatient professional services, supplies, drugs, and solutions required
for infusion therapy. Infusion therapy (also known as “intravenous therapy”) is the administration
of fluids into a vein by means of a needle or catheter, most often used for the following purposes:
e To maintain fluid and electrolyte balance
e To correct fluid volume deficiencies after excessive loss of body fluids
e Members that are unable to take sufficient volumes of fluids orally
e Prolonged nutritional support for Members with gastrointestinal dysfunction

Mental Health Services

The Plan covers services specified in this section only when the services are for the diagnosis or
treatment of a Mental Health Disorder. For purposes of this section, “Mental Health Disorders”
means a mental health condition that falls under any of the diagnostic categories listed in the mental
and behavioral disorders chapter of the most recent edition of the International Classification of

Diseases or that is listed in the most recent version of the Diagnostic and Statistical Manual of
Mental Disorders (DSM).

Outpatient Mental Health Services

The Plan covers the following services when provided by Participating Health Care Provider

or other appropriate Participating Health Care Providers:

* Individual and group mental health evaluation and treatment, including treatment of first
episode of psychosis

» Psychological testing when necessary to evaluate a Mental Disorder

* Outpatient services for the purpose of monitoring drug therapy

* Electroconvulsive therapy

* Transcranial magnetic simulation

Note: Outpatient intensive psychiatric treatment programs are not covered under this "Outpatient
Mental Health Services" section (refer to "Intensive Psychiatric Treatment Programs" under
"Inpatient Psychiatric Hospitalization and Intensive Psychiatric Treatment Programs" in this
"Mental Health Services" section).

Inpatient Psychiatric Hospitalization.

The Plan covers inpatient psychiatric hospitalization in a Participating Hospital. Coverage
includes room and board, drugs, and services of appropriate Participating Health Care
Providers acting within the scope of their license.

Intensive Psychiatric Treatment Programs.
The Plan covers at no charge the following intensive psychiatric treatment programs at a Plan
Facility:
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* Hospital-based intensive outpatient care (partial hospitalization)

» Multidisciplinary treatment in an intensive outpatient psychiatric treatment program

» Treatment in a crisis residential program in licensed psychiatric treatment facility with 24-
hour-a- day monitoring by clinical staff for stabilization of an acute psychiatric crisis

» Psychiatric observation for an acute psychiatric crisis

Maternal Mental Health

The Plan covers services related to maternal mental health conditions that can impact a woman

during pregnancy, near birth or after birth. All CalOptima Health participating health care

practitioners providing prenatal and postpartum care must ensure mothers are offered screening

or are appropriately screened for maternal mental health conditions. These screenings take

place:

* At least one screening during the prenatal period (during pregnancy before birth).

* At least one screening during the first six (6) weeks of the postpartum period (up to 1 year
after giving birth) and additional postpartum screenings as Medically Necessary and
clinically appropriate in the judgment of the treating Health Care Provider.

Gender-Affirming Services
For Covered Benefits you receive for treatment of gender dysphoria, you will pay the Cost
Share you would pay if the services were not related to gender dysphoria.

Services from non-Participating Health Care Providers

If the Plan is not able to offer an appropriate Participating Health Care Provider within required
geographic and timely access standards, we will offer to refer you to a non-Participating Health
Care Provider and you will be responsible for the Cost Share you would be responsible for if
you received the service from a Participating Health Care Provider.

Services Provided by a 988 Health Care Provider

The Plan covers services provided by a 988 center, mobile crisis team, or other Health Care
Provider of behavioral health crisis services for Medically Necessary Treatment of a Mental
Health or a Substance Use Disorder without Prior Authorization until the condition is
stabilized, as required by state law. After the Mental Health or Substance Use Disorder has
been stabilized, post-stabilization care is subject to Prior Authorization as described under Post
Stabilization Care in the Emergency Services Section.

Coverage for Services Related “Mental Health Services” Described in Other Sections:

* Outpatient Drugs, supplies, and supplements (refer to “Outpatient Prescription Drugs,
Supplies, and Supplements")

* Outpatient laboratory (refer to “Outpatient Imaging, Laboratory, and Special Procedures”)

» Behavioral Health Treatment for Autism Spectrum Disorder

» Substance use disorder (refer to “Chemical Dependency Services).

Ostomy and Urological Supplies

Inside our Service Area, the Plan covers ostomy and urological supplies prescribed in accord with
our guidelines at no charge. Coverage is provided for the standard supply of equipment that
adequately meets your medical needs. The Plan selects the vendor and decides whether to rent or
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purchase the equipment.

Covered Benefits include:

Adhesives

Adhesive remover

Adhesive catheter skin attachment

Belt (hernia or ostomy)

Hernia belts;

Catheter (indwelling, foley, intermittent, Male external catheter with integral collection
chamber)

Catheter insertion trays

Skin wash/cleaner

Drainage Bags/Bottles -bedside and leg

Dressing supplies

Irrigation supplies

Lubricants

Male and female external collecting devices;

Miscellaneous Supplies (urinary connectors; gas filters; ostomy deodorants; drain tube
attachment devices; gloves; stoma caps; colostomy plugs; ostomy inserts; irrigation
syringes, irrigation trays, bulbs and pistons; tubing; catheter clamps and plugs, leg straps
and anchoring devices

Penile or urethral clamps and compression devices

Ostomy Rings and face plates

Pouches (urinary, drainable, ostomy) and pouch closures

Skin barriers

Skin sealant

Sterile individual packets

Tape (all sizes, waterproof and non-waterproof)

Incontinence supplies for hospice patients: disposable incontinence under pads, adult
incontinence garment

Outpatient Care
The Plan covers outpatient and ambulatory service facility care, including:

Primary and specialty care consultations, evaluations, and treatment (other than those
described below in this "Outpatient Care" section)

Preventive care services, including routine physical maintenance exams, including well-
woman exams

Screening and counseling services, such as obesity counseling, routine vision and hearing
screenings, health education, breastfeeding counseling, and depression screening

Covered outpatient services furnished and billed by an outpatient facility, including any
facility fees

Well-child preventive exams for Members

The normal series of regularly scheduled preventive prenatal care exams

The first postpartum follow-up consultation and exam

Alcohol and substance abuse screening

Developmental screenings to diagnose and assess potential developmental delays

80

Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).



CalOptima Health Covered Evidence of Coverage

* Immunizations (including the vaccines)

* Flexible sigmoidoscopies

» Screening colonoscopies

» All generally medically accepted cancer screening tests including, but not limited to:
o Breast Cancer Screening
o Prostate Cancer Screening
o Colorectal cancer screening, including Fecal Immunochemical Test (FIT), Fecal Occult

Blood Test (FOBT), Multitarget Stool DNA Testing and colonoscopy

General Cancer Screening

Mammography services

Cervical cancer screening
o Diethylstilbestrol services

* Allergy injections (including allergy serum)

» Screening, diagnosis, and treatment of osteoporosis

* Outpatient surgery

* Outpatient procedures (other than surgery)

* Urgent Care consultations, evaluations, and treatment

* Emergency department visits

* House calls when care can best be provided in your home

* Acupuncture services that are typically provided only for the treatment of nausea or as part
of a comprehensive pain management program for the treatment of chronic pain.

* Blood, blood products, and their administration

* Administered Drugs (drugs, injectables, radioactive materials used for therapeutic
purposes, and allergy test and treatment materials) prescribed in accord with our Drug
Formulary guidelines, if administration or observation by medical personnel is required
and they are administered to you in Participating Health Care Provider’s medical office of
during a home visit. These include tuberculosis tests, administered chemotherapy drugs,
and all other administered drugs.

* Tuberculosis tests

» Some types of outpatient consultations, evaluations, and treatment may be available as
group appointments

« HIV testing and initial care, ongoing follow-up care, monitoring, and associated necessary
services related to HIV Pre-Exposure Prophylaxis (PrEP) and HIV Post-Exposure
Prophylaxis (PEP) and associated necessary services; including PrEP and PEP that have
been furnished by a pharmacist as authorized in Business and Professions Code section
4052.02 and 4052.03, including the pharmacist’s services and related testing ordered by
the pharmacist

* Follow-up health care treatment for Members who are treated in an emergency room
following a rape or sexual assault without Cost Sharing for the first nine months after the
Member initiates treatment if the following is met:
o The treating Health Care Provider submits all requests for claims payments using

accurate diagnosis codes specific to rape or sexual assault.

O O O

Coverage for Services Related to “Outpatient Care” described in other sections:
* Bariatric Surgery
* Behavioral Health Treatment for Autism Spectrum Disorder
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* Chemical Dependency Services

* Dental and Orthodontic Services

» Dialysis Care

* Durable Medical Equipment

* Family Planning Services

» Health Education

» Hearing Services

* Home Health Care

* Hospice Care

* Mental Health Services

* Ostomy and Urological Supplies

* Outpatient Imaging, Laboratory, and Special Procedures
* Outpatient Prescription Drugs, Supplies, and Supplements
* Preventive Care Services

* Prosthetic and Orthotic Devices

* Reconstructive Surgery

» Rehabilitative and Habilitative Services

* Services in Connection with an Approved Clinical Trial
» Transplant Services

» Vision Services

Outpatient Imaging, Laboratory, and Special Procedures
The Plan covers the following services only when prescribed as part of care covered under other
headings in this Covered Benefits Section:
» Imaging Services that are Preventive Care Services:
— preventive mammograms
—preventive abdominal aortic aneurysm ultrasound screenings
—bone density CT scans
—bone density DEXA scans
e All other CT scans, and all MRIs and PET scans
* All other imaging services, such as F and therapeutic X-rays, mammograms, and
ultrasounds
* Nuclear medicine
» Laboratory tests:
— laboratory tests to monitor the effectiveness of dialysis
— fecal occult blood tests
—routine laboratory tests and screenings that are preventive care services, such as
cervical cancer screenings, prostate specific antigen tests
— alpha-fetoprotein tests and gestational diabetes tests
—cholesterol tests (lipid panel and profile), fasting blood glucose tests, glucose tolerance
tests, all venereal disease tests, genetic testing for breast cancer susceptibility, and
HIV tests
— Procedures for the prenatal diagnosis of fetal genetic disorder, including for specific
genetic disorders for which genetic counseling is available
—all other laboratory tests (including tests for specific genetic disorders for which
genetic counseling is available)
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Routine preventive retinal photography screenings
All other diagnostic procedures provided by Participating Health Care Providers who are
not physicians (such as EKGs and EEGs)
Radiation therapy
Ultraviolet light treatments
Biomarker testing for the purposes of diagnosis, treatment, appropriate management, or
ongoing monitoring of a Member’s disease or condition to guide treatment decisions, the
tests must meet any of the following:
— A labeled indication for a test that has been approved or cleared by the FDA or is an
indicated test for an FDA-approved drug
— A national coverage determination made by the Centers for Medicare and Medicaid
services
— A local coverage determination made by a Medicare Administrative Contractor for
California
— Evidence-based clinical practice guidelines, supported by peer-reviewed literature
and peer-reviewed scientific studies published in or accepted for publication by
medical journals that meet nationally recognized requirements for scientific
manuscripts and that submit most of their published articles for review by experts
who are not part of the editorial staff
— Standards set by the National Academy of Medicine
Laboratory tests to diagnose or screen for COVID-19 from Participating Health Care
Providers and non-Participating Health Care Providers, including the Health Care
Provider visit for purposes of receiving the laboratory test
A total of 8 FDA-authorized over-the counter COVID-19 tests per calendar month from
Participating Health Care Providers and non-Participating Health Care Providers

Outpatient Prescription Drugs, Supplies, and Supplements
The Plan covers Outpatient Prescription Drugs, supplies, and supplements specified in this “Outpatient
Prescription Drugs, Supplies, and Supplements” section when prescribed as follows and obtained at a
contracted Pharmacy or through our mail-order service:

» Items prescribed by Participating Health Care Providers in accord with the plan’s Drug

Formulary guidelines

» Items prescribed by the following non—Participating Health Care Providers unless a

Participating Health Care Provider determines that the item is not Medically Necessary:

— Dentists if the drug is for dental care

— Non—Participating Health Care Provider if the plan authorizes a written referral to the
non—Participating Health Care Provider and the drug, supply, or supplement is
covered as part of that referral

— Non—Participating Health Care Provider if the prescription was obtained as part of
covered Emergency Services and Care, Post-Stabilization Care, or Out-of-Area
Urgent Care described in the “Emergency Services and Urgent Care” section

How to Obtain Covered Items

You must obtain covered items at a contracted Pharmacy or through our mail-order service
unless you obtain the item as part of covered Emergency Services and Care, Post- Stabilization
Care, or Out-of-Area Urgent Care described in the “Emergency Services and Urgent Care”
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section. Please refer to the Pharmacy Network Section for the locations of contracted
Pharmacies in your area.

Plan’s Drug Formulary

Our Drug Formulary includes the list of drugs that we cover. The Drug Formulary also
discloses requirements or limitations that apply to specific drugs, such as whether there is a
limit on the amount of the drug that can be dispensed and whether the drug must be obtain as
certain specialty pharmacies. The presence of a drug on the Drug Formulary does not mean
that it will be prescribed for a particular medical condition. The Drug Formulary guidelines
allow you to obtain nonformulary Prescription Drugs (those not listed on the plan’s Drug
Formulary for your condition) if they would otherwise be covered and a Participating Health
Care Provider determines that they are Medically Necessary. The Drug Formulary guidelines
provide coverage for drugs prescribed for a use that is not stated in the indications and usage
information published by the manufacturer (off label drug use) only if the prescribed use meets
all the coverage criteria in the Drug Formulary.

General Rules About Coverage
The Plan covers the following outpatient drugs, supplies, and supplements as described in this
“Outpatient Prescription Drugs, Supplies, and Supplements” section and more specifically
outlined in our Drug Formulary:

* Drugs for which a prescription is required by law.

 Certain drugs that do not require a prescription by law if they are listed on the plan’s Drug
Formulary.

» Disposable needles and syringes needed for injecting covered drugs and supplements.

 Inhaler spacers needed to inhale covered drugs.

» FDA-approved contraceptive drugs and devices, prescription and over the counter.
Coverage for contraceptive drugs also includes:

— A 12-month supply of FDA-approved, self-administered hormonal contraceptives
dispensed at one time.

— Contraceptive drugs and devices not otherwise covered by CalOptima Health if a
covered contraceptive is deemed medically inadvisable for your medical or personal
history by your treating Health Care Provider, such non-covered contraceptive drugs
will be made available to you at no cost share.

* Prescriptions for treatment for Phenylketonuria are covered as specified in the
Phenylketonuria (PKU) Section.

* If the retail price for a covered Prescription Drug, supply, or supplement is less than the
defined Copayment, you will pay the lesser amount. The amount you pay will be applied
to your Out-of-Pocket Maximum limit and your Deductible (if applicable).

» Certain medication-assisted treatment drugs are available without Prior Authorization,
step therapy, or utilization review as outlined in the Drug Formulary.

* Pasteurized donor human milk when Medically Necessary and obtained from a tissue
bank licensed pursuant to Chapter 4.1 (commencing with Health & Safety Code section
1635).

» PrEP and PEP that have been furnished by a pharmacist as authorized in Business and
Professions Code section 4052.02 and 4052.03.

» We cover at least one insulin for a given insulin drug type in all forms and concentrations
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in Tier 1 or Tier 2 of our Drug Formulary without requiring step therapy. Your Cost Share
for those drugs will be no more than $35 per 30-day supply. If there is no insulin
prescription drug that is medically appropriate for you in Tier 1 or Tier 2, we will cover
a drug in a higher tier and your Cost Share for that higher tier drug will be no more than
$35 per 30-day supply.

» Medications to treat diabetes, including insulin and glucagon, are provided through the
Prescription Drug benefit

* The Plan does not limit or exclude coverage for a drug on the basis that the drug is
prescribed for a use that is different from the use for which the drug has been approved
for marketing by the FDA, or, as applicable, that varies from an approved risk evaluation
and mitigation strategy pursuant to Section 355-1 of Title 21 of the United States Code,
provided that requirements of Health & Safety Code Section 1367.21 are met, including
brand name or generic mifepristone.

Continuity Drugs

If the Plan changes coverage to exclude a drug that we have been covering and providing to
you under this Evidence of Coverage, we will continue to provide the drug if a prescription is
required by law and a Participating Health Care Provider continues to prescribe the drug for
the same condition and for a use approved by the Food and Drug Administration.

Coverage for Services Related to “Outpatient Prescription Drugs, Supplies, and
Supplements” Described In Other Sections
» Diabetes blood-testing equipment and their supplies, and insulin pumps and their supplies
(refer to “Durable Medical Equipment”)
* Drugs covered during a covered stay in a Participating Hospital or Skilled Nursing
Facility (refer to “Hospital Inpatient Care” and “Skilled Nursing Care”)
* Drugs prescribed for pain control and symptom management of the terminal illness for
Members who are receiving covered hospice care (refer to “Hospice Care”)
* Durable medical equipment used to administer drugs (refer to “Durable Medical
Equipment”)
* Outpatient administered drugs (refer to “Outpatient Care”)

Pediatric Services
In addition to services covered elsewhere in this Evidence of Coverage, the Plan covers the services
described in this Pediatric Services Section and as required by law.

Pediatric Asthma Care

The Plan covers pediatric asthma care. Benefit includes nebulizers (including face mask and
tubing), inhaler spacers, peak flow meters are covered, under the Durable Medical Equipment and
Outpatient Prescription Drugs, Supplies, and Supplements Sections. Education on the proper use of
these items when Medically Necessary for management and treatment of asthma are covered.

Pediatric Dental Care
The Plan covers pediatric dental services as outlined in the Dental and Orthodontics Section.

Pediatric Vision Care
The Plan covers the following vision care benefits for Members up to the age of 19 through the
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end of the month the Member turns 19.

Vision benefits are provided through Vision Service Plan (VSP). Its extensive nationwide
network of Health Care Providers offers professional vision care to Members covered under
this Evidence of Coverage. If you are not able to locate an accessible Health Care Provider,
please call VSP toll-free at 1-800-877-7195, and a customer service representative will help you
find another Health Care Provider. Covered Benefits include the following:
e Routine eye exam, includes dilation if professionally indicated and refraction, to
determine the need for vision correction and to provide a prescription for eye lenses
e Eye Glass Lenses: If you prefer to wear eyeglasses rather than contact lenses, we cover
one pair of prescription glasses per year, including both frame and Regular Eyeglass
Lenses when prescribed by a physician or optometrist and obtained through Vision
Services Plan’s network.
o The Plan covers a clear balance lens when only one eye needs correction.
o The Plan covers Poly, Scratch resistant coating, Ultraviolet coating and Pink I
& 1I. The Low Vision benefit does provide sun filters for members with
photophobia (with applicable diagnosis), to treat macular degeneration and
retinitis pigmentosa..
o “Regular Eyeglass Lenses” are lenses that meet all of the following
requirements:
= They are clear glass, plastic, or polycarbonate lenses
= At least one of the two lenses meets VSP’s minimum prescription
criteria of the combined power in any meridian is £0.50 diopters or
greater in at least one eye or one of the following exceptions occurs:
e Necessary prism of 0.50 diopters or greater in at least one eye
e Anisometropia is 0.50 diopters or greater in at least one eye
e Cylinder power is +0.50 diopters or greater in at least one eye
= They are standard single vision, lined multifocal, or lenticular
e Contact Lenses: If you prefer to wear contact lenses rather than eyeglasses, the Plan
covers the following (including fitting and dispensing) when prescribed by a physician
or optometrist and obtained through Vision Services Plan’s network:
o Standard contact lenses (hard): one pair of lenses in any 12-month period; or
o Disposable contact lenses: Prescription contact lenses covered with a minimum
three-month supply for any of the following modalities:
=  Monthly (six-month supply)
=  Weekly and Bi-weekly (three-month supply)
= Dailies (three-month supply)

e Special Contact Lenses:
o The Plan covers the following special contact lenses for Aniridia and Aphakia
when prescribed by a by a Participating Health Care Provider:
= Up to two Medically Necessary contact lenses per eye (including fitting
and dispensing) in any 12-month period to treat aniridia (missing iris)
= Medically Necessary aphakic contact lenses per eye (including fitting
and dispensing) per calendar year to treat aphakia (absence of the
crystalline lens of the eye)
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o For other Medically Necessary specialty contact lenses that will provide a
significant improvement in your vision not obtainable with eyeglass lenses, the
Plan covers either one pair of contact lenses (including fitting and dispensing)
or an annual supply of disposable contact lenses, (including fitting and
dispensing) in any 12-month period

o Contact lenses may be determined to be medically necessary in the treatment of
the following conditions: Keratoconus, Pathological Myopia, Aphakia,
Anisometropia, Aniseikonia, Aniridia, Corneal Disorders, Post-traumatic
Disorders, Irregular Astigmatism. Medically Necessary contacts will be
dispensed in lieu of other eyewear.

e Low Vision Services: If a low-vision device will provide a significant improvement in
your vision not obtainable with eyeglasses or contact lenses (or with a combination of
eyeglasses and contact lenses), the Plan covers two low vision supplemental exams
every two service years, and low vision aids every two service years, including
prescription services and optical aids

e The services described in this “Pediatric Vision Care” section are in addition to the
services described in “Vision Services”

Coverage for PANDAS and PANS

The Plan covers prophylaxis, diagnosis, and Medically Necessary treatment of Pediatric
Autoimmune Neuropsychiatric Disorder Associates with Streptococcal Infections (“PANDAS”)
and Pediatric Acute-onset Neuropsychiatric Syndrome (“PANS”) that is prescribed or ordered
by a treating physician and surgeon and that is authorized by the Plan. Treatment coverage
includes antibiotics, medication and behavioral therapies to manage neuropsychiatric symptoms,
immunomodulating medicines, plasma exchange, and intravenous immunoglobulin therapy.
Please refer to the Summary of Benefits for any applicable Copayment, Coinsurance, Deductible,
or other Cost Sharing related to treatment of PANDAS and PANS.

Phenylketonuria (PKU)

The Plan covers testing and treatment of phenylketonuria (PKU), including formulas and special
food products that are part of a diet prescribed by a licensed physician and managed by Health
Care Provider in consultation with a physician who specializes in the treatment of metabolic
disease, and who participates in or is authorized by the Plan. The diet must be deemed Medically
Necessary to avert the development of serious physical or mental disabilities or to promote normal
development or function. Coverage is provided only for those costs which exceed the cost of a
normal diet.

“Formula” is an enteral product or enteral products for use at home that is prescribed by a physician
or nurse practitioner or ordered by a registered dietitian upon referral by a health care provider
authorized to prescribe dietary treatments, as Medically Necessary for the treatment of
phenylketonuria (PKU).

“Special food product” is a food product that is both of the following:
» Prescribed by a physician or nurse practitioner for treatment of phenylketonuria (PKU)
and is consistent with recommendations and best practices of qualified health
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professionals with expertise germane to, and experience in the treatment and care of,
phenylketonuria (PKU). It does not include a food that is naturally low in protein, but
may include a food product that is specially formulated to have less than one gram of
protein per serving.

Used in place of normal food products, such as grocery store foods, used by the general
population.

Preventive Care Services
The Plan covers a variety of preventive care services, including but not limited to:

Routine physical maintenance exams, including well-woman exams (refer to
“Outpatient Care”)

Scheduled routine prenatal exams (refer to “Outpatient Care”)

Well-child exams (refer to “Outpatient Care”)

Health education counseling programs (refer to "Health Education")

Immunizations (refer to “Outpatient Care”)

Routine preventive imaging and laboratory services (refer to “Outpatient Imaging,
Laboratory, and Special Procedures™)

Evidence-based services or items recommended by the United States Preventive Task
Force with a rating of “A” or “B” in effect on January 1, 2025, or any modification or
supplement to that recommendation adopted by the California Department of Public
Health pursuant to Health and Safety Code section 120164. These items are covered at
no cost to you, including integral items or services.

Immunizations recommended by the Advisory Committee on Immunization Practices
of the Centers for Disease Control and Prevention with respect to the Member in effect
on January 1, 2025, or any modification or supplement to that recommendation adopted
by the California Department of Public Health pursuant to Health and Safety Code
section 120164. These items are covered at no cost to you, including integral items or
services.

Preventive services recommended by the Health Resources and Services Administration
and incorporated into the Affordable Care Act for women, infants, children, and
adolescents in effect on January 1, 2025, or any modification or supplement to that
recommendation adopted by the California Department of Public Health pursuant to
Health and Safety Code section 120164. These items are covered at no cost to you,
including integral items or services.

Venereal disease tests (refer to “Outpatient Imaging, Laboratory, and Special
Procedures”).

Cytology examinations on a reasonable periodic basis.

Prosthetic and Orthotic Devices
The Plan covers devices as described in this Prosthetic and Orthotic Devices Section if all of the
following requirements are met:

» The device is in general use, intended for repeated use, and primarily and customarily

used for medical purposes;

» The device is the standard device that adequately meets your medical needs; and
* Youreceive the device from the Health Care Provider or vendor that we select.
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Coverage includes fitting and adjustment of these devices, their repair or replacement, and services
to determine whether you need a prosthetic or orthotic device. If the Plan covers a replacement
device, then you pay the Cost Share that you would pay for obtaining that device.

Internally Implanted Devices

The Plan covers prosthetic and orthotic devices, such as pacemakers, intraocular lenses,
cochlear implants, osseointegrated hearing devices, and hip joints, if they are implanted during
a surgery that we cover under another section of this Covered Benefits Section.

External Devices
The Plan covers the following external prosthetic and orthotic devices:

Prosthetic devices and installation accessories to restore a method of speaking following
the removal of all or part of the larynx (this coverage does not include electronic voice-
producing machines, which are not prosthetic devices)

Prostheses needed after a Medically Necessary mastectomy, including custom-made
prostheses when Medically Necessary and up to three brassieres required to hold a
prosthesis every 12 months

Podiatric devices (including footwear) to prevent or treat foot complications when
prescribed by a Participating Health Care who is a physician or a podiatrist
Compression burn garments and lymphedema wraps and garments

Enteral and Parenteral Nutrition for Members who require tube feeding in accord with
Medicare guidelines: Enteral formula and additives, adult and pediatric, including for
inherited diseases of metabolism; enteral feeding supply kits; enteral nutrition infusion
pump; enteral tubing; gastrostomy/jejunostomy tube and tubing adaptor; nasogastric
tubing; parenteral nutrition infusion pump; parenteral nutrition solutions; stomach tube;
and supplies for self-administered injections

Prostheses to replace all or part of an external facial body part that has been removed or
impaired as a result of disease, injury, or congenital defect

Coverage for Services Related to “Prosthetic and Orthotic Devices” Described In Other
Sections

Contact lenses to treat aniridia or aphakia (refer to “Vision Services™)

Reconstructive Surgery
The Plan covers the following reconstructive surgery services:

Reconstructive surgery to correct or repair abnormal structures of the body caused by
congenital defects, developmental abnormalities, trauma, infection, tumors, or disease, if
a Participating Health Care Provider determines that it is necessary to improve function,
or create a normal appearance, to the extent possible.

Following Medically Necessary removal of all or part of a breast, the Plan covers
reconstruction of the breast, surgery and reconstruction of the other breast to produce a
symmetrical appearance, and treatment of physical complications, including
lymphedema.

Reconstructive surgery pursuant to Health and Safety Code section 1374.72. For gender
dysphoria, reconstructive surgery of primary and secondary sex characteristics to
improve function, or create a normal appearance to the extent possible, for the gender
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with which the Member identifies, in accordance with the standard of care as practiced
by physicians specializing in reconstructive surgery who are competent to evaluate the
specific clinical issues involved in the care requested.

Coverage for Services Related to “Reconstructive Surgery” Described In Other Sections

* Dental and orthodontic services that are an integral part of reconstructive surgery for
cleft palate (refer to “Dental and Orthodontic Services”)

* Outpatient imaging and laboratory (refer to "Outpatient Imaging, Laboratory, and

» Special Procedures")

* Outpatient Prescription Drugs (refer to “Outpatient Prescription Drugs, Supplies, and
Supplements™)

* Outpatient administered drugs (refer to “Outpatient Care”)

» Prosthetics and orthotics (refer to “Prosthetic and Orthotic Devices™)

Rehabilitative and Habilitative Services
The Plan covers the services described in this “Rehabilitative and Habilitative Services” Section if
all of the following requirements are met:
» The services are to address a health condition.
» The services are to help you partially or fully acquire or improve skills and functioning
needed to perform activities of daily living, to the maximum extent practical

The Plan covers the following services:
 Individual and group outpatient physical, occupational, and speech therapy related to
Autism Spectrum Disorder
» All other individual and group outpatient physical, occupational, and speech therapy
» Physical, occupational, and speech therapy provided in an organized, multidisciplinary
rehabilitation day- treatment program, a Skilled Nursing Facility (subject to the day
limits described in the “Skilled Nursing Care” section); and in an inpatient hospital
(including treatment in an organized multidisciplinary rehabilitation program)
The limits for rehabilitative and habilitative services shall not be combined

Coverage for Services Related to ""Rehabilitative and Habilitative Services' Described in
Other Sections
» Behavioral health treatment for Autism Spectrum Disorder (refer to "Behavioral Health
Treatment for Autism Spectrum Disorder ")
* Home health care (refer to "Home Health Care")
* Durable medical equipment (refer to "Durable Medical Equipment")
» Ostomy and urological supplies (refer to "Ostomy and Urological Supplies")
 Prosthetic and orthotic devices (refer to “Prosthetic and Orthotic Devices™)

Services in Connection with an Approved Clinical Trial
The Plan covers routine patient care costs for services you receive in connection with an Approved
Clinical Trial if all of the following requirements are met:
» The plan would have covered the services if they were not related to a clinical trial.
* You are eligible to participate in the clinical trial according to the trial protocol with
respect to treatment of cancer or other Life-Threatening condition (a condition from
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which the likelihood of death is probable unless the course of the condition is
interrupted), as determined in one of the following ways:
— A Participating Health Care Provider makes this determination; or
— You provide us with medical and scientific information establishing this
determination.

 If any Participating Health Care Providers participate in the clinical trial and will accept
you as a participant in the clinical trial, you must participate in the clinical trial through
a Participating Health Care Provider unless the clinical trial is outside the state where
you live

 The clinical trial is an Approved Clinical Trial.

Skilled Nursing Care

Inside our Service Area, the Plan covers up to 100 days per benefit period (including any days the
plan covered under any other evidence of coverage offered by the plan) of skilled inpatient services
in a contracted Skilled Nursing Facility. The skilled inpatient services must be customarily
provided by a Skilled Nursing Facility, and above the level of custodial or intermediate care.

A benefit period begins on the date you are admitted to a hospital or Skilled Nursing Facility at a
skilled level of care. A benefit period ends on the date you have not been an inpatient in a hospital
or Skilled Nursing Facility, receiving a skilled level of care, for 60 consecutive days. A new benefit
period can begin only after any existing benefit period ends. A prior three-day stay in an acute care
hospital is not required.

The Plan covers the following services in a Skilled Nursing Facility:

* Physician and nursing services.

* Room and board.

* Drugs prescribed by a Participating Health Care Provider as part of your plan of care
in the Plan Skilled Nursing Facility in accord with our Drug Formulary guidelines if
they are administered to you in the Plan Skilled Nursing Facility by medical personnel

* Durable medical equipment in accord with our durable medical equipment formulary
if Skilled Nursing Facilities ordinarily furnish the equipment

» Imaging and laboratory services that Skilled Nursing Facilities ordinarily provide

* Medical social services

* Blood, blood products, and their administration

* Medical supplies

* Behavioral health treatment for Autism Spectrum Disorder

» Respiratory therapy

Coverage for Services Related to “Skilled Nursing Care” Described in Other Sections
» Outpatient imaging, laboratory, and special procedures (refer to “Outpatient Imaging,
Laboratory, and Special Procedures™)
» Physical, occupational, and speech therapy (refer to “Rehabilitative and Habilitative
Services”)

Transplants
The Plan covers transplants of organs, tissue, or bone marrow if a Participating Health Care
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Provider provides a written referral for care to a transplant facility. After the referral to a transplant
facility, the following applies:

If either your Health Care Provider or the referral facility determines you do not satisfy
its respective criteria for a transplant, the plan will only cover services you receive before
that determination is made

Health Plan, Participating Hospitals, and Participating Health Care Provider are not
responsible for finding, furnishing, or ensuring the availability of an organ, tissue, or bone
marrow donor

In accord with the plan’s guidelines for services for living transplant donors, the plan
provides certain donation-related services for a donor, or an individual identified as a
potential donor, whether or not the donor is a Member. These services must be directly
related to a covered transplant for you, which may include certain services for harvesting
the organ, tissue, or bone marrow and for treatment of complications, the guidelines are
as follows:

— Services are directly related to a covered transplant service for a Member or are
required for evaluating potential donors, harvesting the organ, bone marrow, or stem
cells, or treating complications resulting from the evaluation or donation, but not
including blood transfusions or blood products;

— Donor receives Covered Benefits no later than 90 days following the harvest or
evaluation service;

— Donor receives services inside the United States, with the exception that geographic
limitations do not apply to treatment of stem cell harvesting;

— Donor receives written Prior Authorization for evaluation and harvesting services;

— For services to treat complications, the donor either receives non-Emergency Services
and Care after written Prior Authorization, or receives Emergency Services and Care
the plan would have covered if the Member had received them; and

— In the event the Members plan membership terminates after the donation or harvest,
but before the expiration of the 90-day time limit for services to treat complications,
we will continue to pay for Covered Benefits for donor for 90 days following the
harvest or evaluation service.

The Plan will provide or pay for donation-related services for actual or potential donors (whether
or not they are Members) in accord with the Plan’s guidelines for donor services at no charge.

Coverage for Services Related to “Transplant Services” Described in Other Sections

Outpatient imaging and laboratory (refer to “Outpatient Imaging, Laboratory, and Special
Procedures”)

Outpatient Prescription Drugs (refer to “Outpatient Prescription Drugs, Supplies, and
Supplements”)

Outpatient administered drugs (refer to “Outpatient Care”)

Temporomandibular Joint Disorders
The Plan covers Medically Necessary treatments and surgical procedures for any condition directly
affecting the upper or lower jawbone, or associated bone joints.
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Vision Services
The Plan covers the following:
* Routine vision screenings that are preventive care services
» Eye exams for refraction to determine the need for vision correction and to provide a
prescription for eyeglass lenses for adult Members who are aged 19 or older
» Pediatric Vision Services as described in “Pediatric Services” in this Covered Benefits
Section.

Special Contact Lenses for Aniridia and Aphakia
The Plan covers the following special contact lenses when prescribed by a Participating Health
Care Provider without age limitations:
» Up to two Medically Necessary contact lenses per eye (including fitting and dispensing)
in any 12-month period to treat aniridia (missing iris).
» Up to six Medically Necessary aphakic contact lenses per eye (including fitting and
dispensing) per calendar year to treat aphakia (absence of the crystalline lens of the eye).

Coverage for Services Related to “Vision Services” Described in Other Sections
» Services related to the eye or vision other than Services covered under this “Vision
Services” section, such as outpatient surgery and Outpatient Prescription Drugs, supplies,
and supplements (refer to the applicable heading in this Covered Benefits Section)
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Exclusions and Limitations

The Plan does not cover the services or supplies listed below that are excluded from coverage or
exceed limitations as described in this Evidence of Coverage (EOC).

These exclusions and limitations do not apply to Medically Necessary basic health care services
required to be covered under California or federal law, including but not limited to Medically
Necessary treatment of a Mental Health or Substance Use Disorder, as well as preventive services
required to be covered under California or federal law.

These exclusions and limitations do not apply when covered by the Plan or required by law.

General Exclusions and Limitations

1. Acupuncture Services

The Plan does not cover acupuncture services, except as described in this EOC in “Outpatient
Care” in the Covered Benefits Section, or as required by law.

2. Chiropractic Services

The Plan does not cover chiropractic services, except as required by law.

3. Clinical Trials

The Plan does not cover clinical trials, except Approved Clinical Trials as described in this EOC

in “Services in Connection with an Approved Clinical Trial” in the Covered Benefits Section or as
required by law.

Coverage for Approved Clinical Trials does not include the following:

e The investigational drug, item, or service itself.

e Drugs, items, devices, and services provided solely to satisfy data collection and analysis
needs that are not used in the direct clinical management of the Member.

e Drugs, items, devices, and services specifically excluded from coverage in this EOC,
except for drugs, items, devices, and services required to be covered pursuant to state and
federal law.

e Drugs, items, devices, and services customarily provided free of charge to a clinical trial
participant by the research sponsor.

This exclusion does not limit, prohibit, or modify a Member’s rights to the Experimental Services
or Investigational Services independent review process as described in this EOC in “Independent
Medical Review for Denials of Experimental Service or Investigational Services” of the Dispute
Resolution Section or to the Independent Medical Review (IMR) from the Department of Managed
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Health Care (DMHC) as described in this EOC in “Review by the Department of Managed Health
Care” of the Dispute Resolution Section.

4. Cosmetic Services, Supplies, or Surgeries

This Plan does not cover cosmetic services, supplies, or surgeries that slow down or reverse the
effects of aging, or alter or reshape normal structures of the body, in order to improve appearance
rather than function except as described in this EOC in “Reconstructive Surgery” in the Covered
Benefits Section, or as required by law. The Plan does not cover any services, supplies, or
surgeries for the promotion, prevention, or other treatment of hair loss or hair growth except as
required by law.

This exclusion does not apply to the following:

e Medically Necessary treatment of complications resulting from cosmetic surgery, such as
infections or hemorrhages.

e Reconstructive surgery as described in this EOC in “Reconstructive Surgery” in the
Covered Benefits Section.

e For gender dysphoria, reconstructive surgery of primary and secondary sex characteristics
to improve function, or create a normal appearance to the extent possible, for the gender
with which a Member identifies, in accordance with the standard of care as practiced by
physicians specializing in reconstructive surgery who are competent to evaluate the
specific clinical issues involved in the care requested as described in this EOC in
“Reconstructive Surgery” in the Covered Benefits Section.

5. Custodial or Domiciliary Care

This Plan does not cover custodial care, which involves assistance with activities of daily living,
including but not limited to, help in walking, getting in and out of bed, bathing, dressing, preparation
and feeding of special diets, and supervision of medications that are ordinarily self-administered, or
domiciliary care, which involves a supervised living arrangement in a home-like environment for
adults who are unable to live alone because of age-related impairments or physical, mental, or visual
disabilities, except as required by law.

This exclusion does not apply to the following:
e Assistance with activities of daily living that requires the regular services of or is regularly
provided by trained medical or health professionals.
e Assistance with activities of daily living that is provided as part of covered hospice, skilled
nursing facility services, inpatient hospital care, or services provided in a healthcare
facility, including Mental Health or Substance Use Disorder services.

6. Dietary or Nutritional Supplements
This Plan does not cover dietary or nutritional supplements, except as described in this EOC in

“Prescription Drugs, Supplies, and Supplements” in the Covered Benefits Section, and in
“Prosthetic and Orthotic Devices” in the Covered Benefits Section, or as required by law.
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7. Disposable Supplies for Home Use

This Plan does not cover disposable supplies for home use, such as bandages, gauze, tape,
antiseptics, dressings, diapers, and incontinence supplies, except as described in this EOC in
“Durable Medical Equipment,” “Home Health Care,” “Hospice Care,” “Ostomy and
Urological Supplies,” and “Outpatient Prescription Drugs, Supplies, and Supplements”
in the Covered Benefits Section, or as required by law.

8. Experimental Services or Investigational Services
This Plan does not cover Experimental Services or Investigational Services, except described
in this EOC in “Services in Connection with an Approved Clinical Trial” in the Covered
Benefits Section or as required by law.

Experimental Services means drugs, equipment, procedures or services that are in a testing
phase undergoing laboratory and/or animal studies prior to testing in humans. Experimental
Services are not undergoing a clinical investigation.

Investigational Services means those drugs, equipment, procedures or services for which
laboratory and/or animal studies have been completed and for which human studies are in
progress but:

1. Testing is not complete; and
2. The efficacy and safety of such services in human subjects are not yet established; and
3. The service is not in wide usage.

The determination that a service is an Experimental Service or Investigational Service is based
on:
1. Reference to relevant federal regulations, such as those contained in Title 42, Code of
Federal Regulations, Chapter IV (Health Care Financing Administration) and Title 21,
Code of Federal Regulations, Chapter I (Food and Drug Administration);
2. Consultation with provider organizations, academic and professional specialists
pertinent to the specific service;
3. Reference to current medical literature.

However, if the Plan denies or delays coverage for your requested service on the basis that it
is an Experimental Service or Investigational Service and you meet all the qualifications set
out below, the Plan must provide an external, independent review.

Qualifications

1. You must have a Life-Threatening or Seriously Debilitating condition.

2. Your Health Care Provider must certify to the Plan that you have a Life-Threatening or
Seriously Debilitating condition for which standard therapies have not been effective
in improving your condition, or are otherwise medically inappropriate, or there is no
more beneficial standard therapy covered by the Plan.

3. Either (a) your Health Care Provider, who has a contract with or is employed by the
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Plan, has recommended a drug, device, procedure, or other therapy that the Health Care
Provider certifies in writing is likely to be more beneficial to you than any available
standard therapies, or (b) you or your Health Care Provider, who is a licensed, board-
certified, or board-eligible physician qualified to practice in the area of practice
appropriate to treat your condition, has requested a therapy that, based on two
documents from acceptable medical and scientific evidence, is likely to be more
beneficial for you than any available standard therapy.

4. You have been denied coverage by the Plan for the recommended or requested service.

5. If not for the Plan’s determination that the recommended or requested service is an
Experimental Service or Investigational Service, it would be covered.

External, Independent Review Process

If the Plan denies coverage of the recommended or requested therapy and you meet all of
the qualifications, the Plan will notify you within five business days of its decision and
your opportunity to request external review of the Plan’s decision. If your Health Care
Provider determines that the proposed service would be significantly less effective if not
promptly initiated, you may request expedited review and the experts on the external
review panel will render a decision within seven days of your request. If the external review
panel recommends that the Plan cover the recommended or requested service, coverage for
the services will be subject to the terms and conditions generally applicable to other
benefits to which you are entitled.

DMHC’s Independent Medical Review (IMR)

This exclusion does not limit, prohibit, or modify a Member’s rights to an IMR from the
DMHC as described in this EOC in “Review by the Department of Managed Health Care”
of the Dispute Resolution Section. In certain circumstances, you do not have to participate
in the Plan’s grievance or appeals process before requesting an IMR of denials for
Experimental Services or Investigational Services. In such cases you may immediately
contact the DMHC to request an IMR of this denial. See Dispute Resolution Section.

9. Hearing Aids
This Plan does not cover hearing aids, except as required by law.
The Hearing Aid Coverage for Children Program (HACCP) offers state-funded hearing aid

coverage to eligible children and youth, ages 0-20. To learn more and apply, visit
https://www.dhes.ca.gov/ HACCP .

10. Immunizations

This Plan does not cover non-Medically Necessary or non-preventive immunizations solely for
foreign travel or occupational purposes, except as required by law.

11. Non-licensed or Non-certified Providers
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This Plan does not cover treatments or services rendered by a non-licensed or non-certified Health
Care Provider, except as described in this EOC in “Behavioral Health Treatment for Autism
Spectrum Disorder” in the Covered Benefits Section or as required by law.

This exclusion does not apply to Medically Necessary Treatment of a Mental Health or Substance
Use Disorder furnished or delivered by, or under the direction of, a Health Care Provider acting
within the scope of practice of the provider’s license or certification under applicable state law.

12. Personal or Comfort Items

This Plan does not cover personal or comfort items, such as internet, telephones, personal hygiene
items, food delivery services, or services to help with personal care, except as required by law.

13. Prescription Drugs / Outpatient Prescription Drugs
This Plan does not cover the following Prescription Drugs, except as required by law:

e When prescribed for cosmetic services. For purposes of this exclusion, cosmetic means
drugs solely prescribed for the purpose of altering or affecting normal structure of the body
to improve appearance rather than function.

e When prescribed solely for the treatment of hair loss, sexual dysfunction, athletic
performance, cosmetic purposes, anti-aging for cosmetic purposes, and mental
performance. The exclusion does not apply to drugs for mental performance when they are
Medically Necessary to treat diagnosed mental illness or medical conditions affecting
memory, including, but not limited to, treatment of the conditions or symptoms of dementia
or Alzheimer’s disease.

e  When prescribed solely for the purpose of losing weight, except when Medically Necessary
for the treatment of Class III or severe obesity. Enrollment in a comprehensive weight loss
program, if covered by the Plan, may be required for a reasonable period of time prior to
or concurrent with receiving the Prescription Drug.

e When prescribed solely for the purpose of shortening the duration of the common cold.

e Prescription Drugs available over the counter or for which there is an over-the-counter
equivalent (the same active ingredient, strength, and dosage form as the Prescription Drug).
This exclusion does not apply to:

o Insulin,

o Over-the-counter drugs as covered under preventive services, e.g., over-the-counter
FDA-approved contraceptive drugs,

o Over-the-counter drugs for reversal of an opioid overdose, or

o An entire class of Prescription Drugs when one drug within that class becomes
available over the counter.

e Replacement of lost or stolen drugs.

e Drugs when prescribed by non-contracting providers for non-covered procedures and
which are not authorized by a plan or a plan provider, except when coverage is otherwise
required in the context of Emergency Services and Care.

98
Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).



CalOptima Health Covered Evidence of Coverage

14. Private Duty Nursing

This Plan does not cover private duty nursing in the home, hospital, or long-term care facility,
except as required by law.

15. Reversal of Voluntary Sterilization

This Plan does not cover reversal of voluntary sterilization, except for Medically Necessary
treatment of medical complications, or as required by law.

16. Routine Physical Examination

This Plan does not cover physical examinations for the sole purpose of travel, insurance, licensing,
employment, school, camp, court-ordered examinations, pre-participation examination for athletic
programs, or other non-preventive purpose, except as required by law.

17. Surrogate Pregnancy

This Plan does not cover testing, services, or supplies for a person who is not covered under this
Plan for a surrogate pregnancy, except as required by law.

18. Therapies

This Plan does not cover the following physical and occupational therapies, except as described in
this EOC in “Home Health Care,” “Hospice Care,” or “Rehabilitative and Habilitative Services”
in the Covered Benefits Section or as required by law:

Massage therapy, unless it is a component of a treatment plan;

Training or therapy for the treatment of learning disabilities or behavioral problems;
Social skills training or therapy; and

Vocational, educational, recreational, art, dance, music, or reading therapy.

19. Travel and Lodging

This Plan does not cover transportation, mileage, lodging, meals, and other Member-related travel
costs, except for licensed ambulance or psychiatric transport as described in this EOC in “Bariatric
Surgery,” and “Ambulance Services” of the Covered Benefits Section or as required by law.

20. Weight Control Programs and Exercise Programs

This Plan does not cover weight control programs and exercise programs, except as required by
law.
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Dental Exclusions and Limitations

21. Adult Dental Services

This Plan does not cover dental services or supplies for Members age 19 and older, except as
described in this EOC in “Dental and Orthodontic Services” of the Covered Benefits Section or
as required by law.

22. Pediatric Dental Services

This Plan does not cover dental services or supplies for Members up to age 19, except as described
in this EOC in “Dental and Orthodontic Services” of the Covered Benefits Section or as described
in Liberty Dental’s EOC, or as required by law. The exclusions and limitations for covered
pediatric dental services are provided in Liberty Dental’s EOC included as the California Individual
Essential Pediatric Dental Benefit Plan Combined Evidence of Coverage (EOC) And Disclosure
Form to this EOC.

Vision Exclusions and Limitations

23. Adult Vision Services

This Plan does not cover vision services for Members age 19 and older, except as described in this
EOC in “Vision Services” of the Covered Benefits Section or as required by law.

24. Pediatric Vision Services

This Plan does not cover the following vision services for Members up to age 19, except as
described in this EOC in “Pediatric Services” of the Covered Benefits Section or as described in
Vision Services Plan’s EOC included here as the California Individual Essential Pediatric Vision
Services Benefit Plan Combined Evidence of Coverage (EOC) and Disclosure Form to this EOC,
or as required by law. The exclusions and limitations for covered pediatric vision services are
provided in Vision Services Plan’s EOC included as the California Individual Essential Pediatric
Vision Services Benefit Plan Combined Evidence of Coverage (EOC) and Disclosure Form to this
EOC.
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General Information

Benefit Program Participation

CalOptima Health will apply this Evidence of Coverage and Disclosure Form to decide your
benefits. CalOptima Health will serve the best interests of all persons eligible to receive benefits.
CalOptima will provide you with a physical copy of this Evidence of Coverage upon request.

Notices

Any notice required or permitted under this Evidence of Coverage must be in writing and either
delivered personally or by regular, registered or certified mail, U.S. Postal Service Express Mail or
overnight courier, postage prepaid, at the addresses set forth below:

If to CalOptima Health:
CalOptima Health
505 City Parkway West
Orange, CA 92868

If to Member:
Member’s last address known to CalOptima Health.

Any notice sent by registered or certified mail, return receipt requested, shall be deemed given on
the date of delivery shown on the receipt card, or if no delivery date is shown, the postmark date.
If sent by regular mail, the notice shall be deemed given 48 hours after the notice is addressed and
mailed with postage prepaid. Notices delivered by U.S. Postal Service Express mail or overnight
courier that guarantees next day delivery shall be deemed given 24 hours after delivery of the notice
to the United States Postal Service or courier.

How a Provider Gets Paid
CalOptima Health pays your doctor, hospital, or other Provider in different ways, such as:

« A fee for each service;

* (ase rates,

e Per diem rates,

 Capitation, which is a set amount, regardless of services provided.
Providers are sometimes rewarded for providing quality care to CalOptima Health Members. If
you have any questions, please call CalOptima Health Customer Service 1-888-312-2221 (TTY
711 if you are deaf or hard of hearing).

Member Financial Liability for Payments to Providers

Our contracts with Participating Health Care Providers provide that you are not liable for any
amounts we owe. However, you may have to pay the full price for non-Covered Benefits you
obtain from Participating Health Care Providers or non-Participating Health Care Providers. If
CalOptima Health fails to pay non-Participating Health Care Providers or does not cover the full
cost of the services you receive from non-Participating Health Care Providers, you may be liable
to the non-Participating Health Care Provider for the cost of the services you receive.
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When you are referred to a Participating Health Care Provider for Covered Benefits, you pay the
Cost Share required for Services from that Health Care Provider as described in this Evidence of
Coverage.

Reimbursement Provisions — If You Receive a Bill

In most cases, you will not need to file a claim to receive benefits or for us to pay for Covered
Benefits. Health Care Providers will directly bill CalOptima Health for Covered Benefits,
including those authorized by us. But if you need to file a claim, Members can submit Health Care
Provider bills or statements or a claim for reimbursement if you paid for Covered Benefits directly
to our claims department at the following address:

CalOptima Health
505 City Parkway West
Orange, CA 92868

To be eligible for reimbursement, the claim for reimbursement must be submitted within 90-days
from the date of service for Participating Health Care Providers and 180-days from the date of
service for non-Participating Health Care Providers and Members. You can call CalOptima Health
Customer Service at 1-888-312-2221 (TTY 711 if you are deaf or hard of hearing).

We will reimburse you or pay the claim, up to your Plan’s allowable cost minus any Cost Share,
if the service is a Covered Benefits or we authorized the service, as applicable. You may need to
submit a claim for reimbursement when you receive the following Covered Benefits:

e Emergency Services and Care receive from a non-Participating Health Care Provider.
e Urgent Care services received from a non-Participating Health Care Provider.
e Emergency drugs, such as emergency contraceptives.

Independent Contractors

CalOptima Health networks, physicians, hospitals, and other Health Care Providers are not agents
or employees of CalOptima Health. Instead, they are independent contractors. Although CalOptima
Health regularly credentials the doctors who provide services to Members, CalOptima Health does
not, itself, provide these services. As such, CalOptima Health is not responsible for the actions or
omissions of any person who does provide these services to Members. This includes any doctor,
hospital, or other Health Care Provider or their employees.

Coordination of Benefits

If you have Medicare or other governmental program coverage, we will coordinate benefits with
your other coverage under the applicable governmental program rules. The governmental program
rules determine which coverage pays first, or is “primary,” and which coverage pays second, or is
“secondary.” You must give us information we request to help us coordinate benefits. Please call
CalOptima Health Customer Service to find out which rules apply to your situation, and how
payment will be handled.

In the event that CalOptima Health covers benefits greater than required by law, CalOptima Health
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or the Health Network has the right to recover the excess payment from any person or entity which
may have benefited from the excess payment. As a CalOptima Health Member, you agree to help
CalOptima Health in recovering any over payment.

Third Party Liability
CalOptima Health will provide Covered Benefits where an injury or illness is caused by a third
party. The term “third party” includes insurance companies, individuals, or government agencies.
Under California state law, CalOptima Health or the Health Network may assert a lien on any
payment or right to payment, which you have or may have received as a result of a third-party
injury or illness. The amount of this lien claim may include:

» Reasonable and true costs paid for health care services given to you.

* An additional amount under California state law.

As a Member, you also agree to assist CalOptima Health in recovering payments for services
provided. This may require you to sign or provide documents needed to protect the rights of
CalOptima Health.

Public Policy

CalOptima Health is a public entity, operating managed health care plans. The CalOptima Health
Board of Directors established public policy for CalOptima Health. The Board of Directors meets
monthly, and we encourage you to attend board meetings to offer public comments or learn more
about CalOptima Health and its programs. For more information visit https://www.CalOptima
Health.org/en/board-and-committee-meetings.

Member Advisory Committee

CalOptima Health has a Member Advisory Committee that advises the CalOptima Health Board
of Governors on a number of Member-related issues. For information on how to at participate on
this committee, or attend its meetings to offer public comment visit https:/www.CalOptima
Health.org/en/about-us/board-and-leadership/advisory-committees.

Governing Law

Except as preempted by federal law, this Evidence of Coverage will be governed in accord with
California law and any provision required to be in this Evidence of Coverage by state or federal
law shall bind Members and CalOptima Health whether or not set forth in this Evidence of
Coverage. Such laws include the California Knox-Keene Act (Chapter 2.2 of Division 2 of the
California Health and Safety Code), and Title 28 of the California Code of Regulations.

New Technology

CalOptima Health follows changes and advances in health care. We study new treatments,
medicines, procedures, and devices. We call all of this “new technology.” We review scientific
reports and information from the government and medical specialists. Then we decide whether to
cover the new technology. Members and Health Care Providers may ask CalOptima Health to
review new technology.

Natural Disasters, Interruptions, Limitations
In the event of a major disaster, epidemic, war, riot, civil insurrection or complete or partial
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destruction of facilities, our participating medical groups and hospitals will do their best to provide
the services you need. Under these extreme conditions, go to the nearest doctor or hospital for
Emergency Services and Care. CalOptima Health will later provide appropriate reimbursement.

Evidence of Coverage Binding on All Members

By electing coverage or accepting benefits under this Evidence of Coverage, all Members legally
capable of contracting, and the legal representatives of all Members incapable of contracting, agree
to all provisions of this Evidence of Coverage.

No Waiver

Our failure to enforce any provision of this Evidence of Coverage will not constitute a waiver of
that or any other provision or impair our right thereafter to require your strict performance of any
provision.

Entire Agreement

This Evidence of Coverage, including all attachments and amendments, contains the entire
understanding of the Member and CalOptima Health with respect to the subject matter hereof, and
it incorporates all of the covenants, conditions, promises and agreements exchanged by the parties
hereto with respect to such matter. This Agreement supersedes any and all prior or
contemporaneous negotiations, agreements, representations or communications, whether written
or oral, between the Member and CalOptima Health with respect to the subject matter of this
Agreement.

Assignment
You may not assign this Evidence of Coverage or any of the rights, interests, claims for money
due, benefits, or obligations under this Evidence of Coverage without our prior written consent.

Surrogacy Agreements

If you enter into a Surrogacy Agreement and you or any other payee are entitled to receive
monetary compensation under the Surrogacy Agreement, you must reimburse us for Covered
Benefits you receive related to conception, pregnancy, delivery, or postpartum care in connection
with that arrangement (“Surrogacy Health Services”) to the maximum extent allowed under
California Civil Code section 3040. Note: This “Surrogacy Agreement” section does not affect
your obligation to pay your Copayment or Coinsurance for these Covered Benefits. After you
surrender a baby to the legal parents, you are not obligated to reimburse us for any Covered
Benefits that the baby receives (the legal parents are financially responsible for any services the
baby receives).

By accepting Surrogacy Health Services, you automatically assign to us your right to receive
payments that are payable to you or any other payee under the Surrogacy Agreement, regardless
of whether those payments are characterized as being for medical expenses. To secure our rights,
we will also have a lien on those payments and on any escrow account, trust, or any other account
that holds those payments. Those payments (and amounts in any escrow account, trust, or other
account that holds those payments) shall first be applied to satisfy our lien. The assignment and
our lien will not exceed the total amount of your obligation to us under the preceding paragraph.
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Within 30 calendar days after entering into a Surrogacy Agreement, you must send written notice
of the arrangement, including all of the following information:

e Names, addresses, and telephone numbers of the other parties to the arrangement.

e Names, addresses, and telephone numbers of any escrow agent or trustee.

e Names, addresses, and telephone numbers of the intended parents and any other parties
who are financially responsible for Covered Benefits the baby (or babies) receives,
including names, addresses, and telephone numbers for any health insurance that will
cover Covered Benefits that the baby (or babies) receives.

e A signed copy of any contracts and other documents explaining the arrangement.

e Any other information we request in order to satisfy our rights

You must send this information to:

CalOptima Health
505 City Parkway West
Orange, CA 92868

You must complete and send us all consents, releases, authorizations, lien forms, and other
documents that are reasonably necessary for us to determine the existence of any rights we may
have under this “Surrogacy Arrangement” section and to satisfy those rights. You may not agree
to waive, release, or reduce CalOptima Health’s rights under this “Surrogacy Agreements” section
without our prior, written consent.

If your estate, parent, guardian or conservator asserts a claim against a third party based on the
Surrogacy Agreement, your estate, parent, guardian, or conservator shall be subject to our liens
and other rights to the same extent as if the Member had asserted the claim against the third party.
We may assign our rights to enforce our lien(s) and other rights.

If you have questions about your obligations under this provision, please contact CalOptima Health
Customer Service.
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Definitions

The terms in this Definitions Section have special meaning when capitalized and used in any
section of this Evidence of Coverage.

Advanced Health Care Directive means a legal document that tells your doctor, family, and friends
about the health care you want if you can no longer make decisions for yourself. It explains the types of
special treatment you want or do not want. For more information, contact the Plan or the California
Attorney General's Office.

Advance Premium Tax Credits means tax credits authorized by 26 U.S.C. § 26B and its
implementing regulations, which are provided on an advance basis to an individual enrolled in a
QHP through Covered California. These federal subsidies vary by household size, place of
residence, and income, and can reduce the Premiums that you are required to pay for your
CalOptima Health plan. These subsidy amounts can also change on a yearly basis.

Affordable Care Act is a law that provides the framework, policies, regulations and guidelines
for implementation of comprehensive health care reform by the states. The Affordable Care Act
will expand access to high-quality affordable insurance and health care.

Allowable Charges refers to charges in the fee schedule negotiated by CalOptima Health and each
Participating Health Care Provider.

Appropriately Qualified Health Care Provider means a Health Care Provider who is acting within
his or her scope of practice and who possesses a clinical background, including training and expertise,
related to the particular illness, disease, condition or conditions associated with the request for a second
opinion.

Approved Clinical Trial means a phase I, phase II, phase III, or phase IV clinical trial conducted
in relation to the prevention, detection, or treatment of cancer or another Life-Threatening disease
or condition that meets at least one of the following:

e The study or investigation is approved or funded, which may include funding through in-
kind donations, by one or more of the following:

The National Institutes of Health.

The federal Centers for Disease Control and Prevention.

The Agency for Healthcare Research and Quality.

The federal Centers for Medicare and Medicaid Services.

A cooperative group or center of the National Institutes of Health, the federal

Centers for Disease Control and Prevention, the Agency for Healthcare Research

and Quality, the federal Centers for Medicare and Medicaid Services, the

Department of Defense, or the United States Department of Veterans Affairs.

o A qualified nongovernmental research entity identified in the guidelines issued by
the National Institutes of Health for center support grants

o One of the following departments, if the study or investigation has been reviewed
and approved through a system of peer review that the Secretary of the United

106
Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).

O O O O O



CalOptima Health Covered Evidence of Coverage

States Department of Health and Human Services determines is comparable to the
system of peer review used by the National Institutes of Health and ensures
unbiased review of the highest scientific standards by qualified individuals who
have no interest in the outcome of the review:
= The United States Department of Veterans Affairs.
= The United States Department of Defense.
= The United States Department of Energy
o The study or investigation is conducted under an investigational new drug
application reviewed by the United States Food and Drug Administration.
o The study or investigation is a drug trial that is exempt from an investigational new
drug application reviewed by the United States Food and Drug Administration.

Behavioral Health Treatment for Autism Spectrum Disorder means professional services and
treatment programs, including applied behavior analysis and evidence-based behavior intervention
programs, that develop or restore, to the maximum extent practicable, the functioning of a person.
that meet the following:
e The treatment is prescribed by a physician, surgeon, or licensed psychologist and provided
under a treatment plan prescribed by qualified autism service provider, and
e The treatment is administered by a qualified autism service provider, professional or
paraprofessional, as defined in Health and Safety Code section 1374.73(c).
The treatment plan shall have measurable goals developed and approved by the qualified autism
service provider that is reviewed at a minimum of every six months and modified when appropriate.
The treatment plan is not used to provide respite, day care, or educational services or to reimburse
a parent for participation in the treatment.

CalOptima Health is a public entity, operating managed health care plans.

Coinsurance is a Cost Share amount charged to you as a percentage of Allowable Charges that
you must pay when you receive a Covered Benefits under this Evidence of Coverage. The
percentage is usually billed after the service is received. The Coinsurance for each Covered
Benefits is shown in your Schedule of Benefits.

Continuity of Care is your right to continue seeing your doctor or using a hospital in certain cases,
even if your doctor or hospital leaves your CalOptima Health plan or medical group.

Copayment is a Cost Share amount charged to you as a specific dollar amount that you must pay
when you receive a Covered Benefit. The fixed dollar Copayment is due and payable to the Health
Care Provider of care at the time the service is received. The Copayment for each Covered Benefit
is shown in your Schedule of Benefits.

Cost Share or Cost Sharing is the amount you are required to pay for Covered Benefits. For
example, your Cost Share may be a Copayment or Coinsurance. If your coverage includes a Plan
Deductible and you receive Covered Benefits that are subject to the Deductible, your Cost Share
for those services will be charges until you reach the Deductible. Similarly, if your coverage
includes a drug Deductible, your Cost Share for those Covered Benefits will be Charges until you
reach the drug Deductible.
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Cost Sharing Reductions means reductions in Cost Sharing (Deductibles, Coinsurance,
copayments, or similar charges, but excludes Premiums, spending for non-Covered Benefits, and
balance-billing amounts for non-Participating Health Care Providers) for an eligible individual
enrolled in a silver level plan on the Exchange, or for an Indian enrolled in a QHP.

Covered California or Exchange is the California Health Benefit Exchange, which is an
independent entity within the government of the State of California. Covered California has
selectively contracted with health plans to make available to Members of the Exchange health care
coverage choices that seek to provide the optimal combination of choice, value, access, quality and
service.

Covered Benefits means those Medically Necessary services and supplies that you are entitled to
receive under an individual or group agreement and which are described in this Evidence of
Coverage or under California health plan law.

Customer Service is the CalOptima Health department that is available to help Members with
questions and concerns.

Deductible is the amount you must pay in a calendar year directly to Health Care Providers for
health care services your health plan covers before your health plan begins to pay. For example, if
your Deductible is $1,000, your health plan will not pay for any of the services that are subject to
the Deductible until the $1,000 Deductible is met. The Deductible amount is based on the contract
rates negotiated by CalOptima Health with its Participating Health Care Providers. The Deductible
does not apply to all Covered Benefits, refer to your Schedule of Benefits for the services that are
subject to the Deductible.

Drug Formulary is a list of drugs approved by CalOptima Health. A formulary is a list of drugs
that are generally accepted in the medical community as safe and effective.

Emergency Medical Condition means a medical condition, manifesting itself by acute symptoms
of sufficient severity, including severe pain, such that the absence of immediate medical attention
could reasonably be expected to result in any of the following:

* Placing the patient’s health in serious jeopardy;

» Serious impairment to bodily functions; or

» Serious dysfunction of any bodily organ or part.

Emergency Services and Care means (1) medical screening, examination, and evaluation by a
physician and surgeon, or, to the extent permitted by applicable law, by other appropriate personnel
under the supervision of a physician and surgeon, to determine if an Emergency Medical Condition
or active labor exists and, if it does, the care, treatment, and surgery, within the scope of that
person’s license, if necessary to relieve or eliminate the Emergency Medical Condition, within the
capability of the facility; and/or (2) an additional screening, examination, and evaluation by a
physician, or other personnel to the extent permitted by applicable law and within the scope of
their licensure and clinical privileges, to determine if a Psychiatric Emergency Medical Condition
exists, and the care and treatment necessary to relieve or eliminate the Psychiatric Emergency
Medical Condition within the capability of the facility.

108
Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).



CalOptima Health Covered Evidence of Coverage

Enrolled Dependent means an individual who meets one of the following eligibility requirements:

* A Spouse who is legally married to, and not legally separated from, the Subscriber.

* A domestic partner to the Subscriber.

* A child who is the child of, adopted by, or in legal guardianship of the Subscriber or
Subscriber’s Spouse, and who is not covered as a Subscriber. A child includes any
stepchild, child placed for adoption, or any other child for whom the Subscriber, Spouse,
or Domestic Partner has been appointed as a non-temporary legal guardian by a court of
appropriate legal jurisdiction. A child is an individual under age 26 unless the individual
is unable to self-support due to a physical or mental disability, illness, or condition. The
term “child” also does not include children of a Dependent child (i.e., grandchildren of
the Subscriber, Spouse, or Domestic Partner), unless the Subscriber, Spouse, or domestic
partner has adopted or is the legal guardian of the grandchild.

* A parent or stepparent for whom the Subscriber provides over one-half of the
parent/stepparent’s support in any taxable year.

Essential Health Benefits are health care service categories that must be covered by certain plans
and all Medicaid state plans as of 2014. Health plans must cover these benefits in order to be
certified and offered in the Exchange under contract with Covered California.

Evidence of Coverage means any certificate, agreement, contract, brochure, or letter of
entitlement issued to a Member setting forth the coverage to which the Member is entitled.

Experimental Services means drugs, equipment, procedures or services that are in a testing phase
undergoing laboratory and/or animal studies prior to testing in humans. Experimental Services are
not undergoing a clinical investigation.

Grace Period means the period specified in and beginning the day the Notice of Start of Grace
Period is dated, during which coverage remains in force and the Subscriber may pay the
outstanding Premium(s) without penalty.

Health Care Provider means any professional person, medical group, independent practice
association, organization, health care facility, or other person or institution licensed or authorized
by the state to deliver or furnish health services.

Health Network is a medical group that is a Participating Health Care Provider that is contracted
with CalOptima Health to provide Covered Benefits to Members.

Independent Medical Review (IMR) means a review of your Plan’s denial, modification, or
delay of your request for health care services or treatment. The review is provided by the
Department of Managed Health Care and conducted by independent medical experts. If you are
eligible for an IMR, the IMR process will provide an impartial review of medical decisions made
by your Plan related to medical necessity of a proposed service or treatment, coverage decisions
for treatments that are experimental or investigational in nature, and payment disputes for
emergency or urgent medical services. Your Plan must pay for the services if an IMR decides you
need it.

Investigational Services means those drugs, equipment, procedures or services for which laboratory
and/or animal studies have been completed and for which human studies are in progress but:

1. Testing is not complete; and

2. The efficacy and safety of such services in human subjects are not yet established; and
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3. The service is not in wide usage.

Life-Threatening means either or both of the following:
e Diseases or conditions where the likelihood of death is high unless the course of the disease
is interrupted.
e Diseases or conditions with potentially fatal outcomes, where the end point of clinical
intervention is survival.

Medically Necessary means a service or product addressing the specific needs of that patient, for
the purpose of preventing, diagnosing, or treating an illness, injury, condition, or its symptoms,
including minimizing the progression of that illness, injury, condition, or its symptoms, in a
manner that is all of the following:
e In accordance with the generally accepted standards of care, including generally accepted
standards of Mental Health or Substance Use Disorder care.
e Clinically appropriate in terms of type, frequency, extent, site, and duration.
e Not primarily for the economic benefit of the health care service plan and Members or for
the convenience of the patient, treating physician, or other Health Care Provider.

Medically Necessary Treatment of a Mental Health or Substance Use Disorder means a
service or product addressing the specific needs of that patient, for the purpose of preventing,
diagnosing, or treating an illness, injury, condition, or its symptoms, including minimizing the
progression of that illness, injury, condition, or its symptoms, in a manner that is all of the
following:

e In accordance with the generally accepted standards of mental health and substance use
disorder care.

¢ Clinically appropriate in terms of type, frequency, extent, site, and duration.

e Not primarily for the economic benefit of the health care service plan and subscribers or
for the convenience of the patient, treating physician, or other health care provider.

Member means a subscriber, enrollee, enrolled employee, or dependent of a subscriber or an
enrolled employee, who has enrolled in the Plan and for whom coverage is active or live.

Mental Health or Substance Use Disorder means a mental health condition or substance use
disorder that falls under any of the diagnostic categories listed in the mental and behavioral disorders
chapter of the most recent edition of the International Classification of Diseases or that is listed in
the most recent version of the Diagnostic and Statistical Manual of Mental Disorders.

Out-of-Pocket Maximum is the maximum amount of Copayments, Coinsurance, or Deductibles
you pay during the Benefit Year before your health plan begins paying 100% of the allowed amount
for Covered Benefits. Any amounts paid for Covered Benefits subject to the Deductible apply
towards the annual Out-of-Pocket Maximum. Co-payments and Coinsurance payments that count
towards the limit are listed in the Summary of Benefits.

Outpatient Prescription Drug means a self-administered drug that is approved by the federal
Food and Drug Administration for sale to the public through a retail or mail order pharmacy,
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requires a prescription, and has not been provided for use on an inpatient basis.

Participating Hospital is a hospital approved by CalOptima Health to provide Covered Benefits to
Members.

Participating Health Care Provider is a Health Care Provider approved by CalOptima Health to
provide Covered Benefits to Members.

Premium is monthly fee that is paid by or on behalf of a Member by Subscriber to CalOptima
Health for health coverage after Advanced Premium Tax Credits are applied, to effectuate and
maintain coverage. Premiums are in addition to any Copayment, Coinsurance, or Deductible.

Premium Payment Due Date means (a) for purposes of the initial binder payment, a date no
earlier than the last day of the first month of coverage, and (b) for purposes of Premiums paid for
subsequent months of coverage, a date no earlier than the last day of the month preceding the
prospective coverage month, and no later than the last day of the prospective coverage month.

Prescription Drug or ‘“’drug” means a drug approved by the federal Food and Drug
Administration (FDA) for sale to consumers that requires a prescription and is not provided for
use on an inpatient basis. The term “drug’’ or “prescription drug’’ includes: (A) disposable devices
that are medically necessary for the administration of a covered prescription drug, such as spacers
and inhalers for the administration of aerosol outpatient prescription drugs; (B) syringes for self-
injectable prescription drugs that are not dispensed in pre-filled syringes; (C) drugs, devices, and
FDA-approved products covered under the prescription drug benefit of the product pursuant to
sections 1367.002, 1367.25, and 1367.51 of the Health and Safety Code, including any such over-
the-counter drugs, devices, and FDA-approved products; and (D) at the option of the health plan,
any vaccines or other health care benefits covered under the Plan’s prescription drug benefit.

Prior Authorization means the approval process for certain services and supplies. Please refer to
“Referrals and Prior Authorizations” in the How to Get Care Section for more information on the
Prior Authorization process. To get a copy of CalOptima Health’s Prior Authorization
requirements not specified in this Evidence of Coverage or to request any criteria or guidelines for
a specific procedure or condition call CalOptima Health Customer Service at 1-888-312-2221
(TTY 711 if you are deaf or hard of hearing).

Provider Directory is a list of doctors, hospitals, pharmacies, and ancillary services Health Care
Providers contracted with CalOptima Health to provide covered health care services for Members.

Psychiatric Emergency Medical Condition means a mental disorder that manifests itself by
acute symptoms of sufficient severity that renders the patient as being either: an immediate danger
to himself or herself or to others, or immediately unable to provide for, or utilize, food, shelter, or
clothing, due to the mental disorder.

Qualified Health Plan or QHP is a health care service plan contract of policy of insurance offered
by a licensed health care services plan or insurer that has been selected and certified by Covered
California to offer such plans through Covered California, as specified in 10 CCR 6410.

111
Questions? CalOptima Health Customer Service at 1-888-312-2221 (TTY 711 if you are
deaf or hard of hearing).



CalOptima Health Covered Evidence of Coverage

Qualifying Event means a significant life change that impacts your health insurance needs or what
health insurance plans you qualify for. These events trigger a Special Enrollment Period that allows
you to select a new plan through the Exchange outside the annual open enrollment periods.

Seriously Debilitating means diseases or conditions that cause major irreversible morbidity.

Service Area means the geographic area designated by the plan within which a plan shall provide
health care services.

Skilled Nursing Facility is a facility licensed by the California Department of Health Care
Services (DHCS) to provide specialized nursing services.

Special Enrollment Period is an enrollment period that occurs outside of the Annual Open
Enrollment Period and is triggered by a Qualifying Event.

Spouse means the person to whom the Member is legally married under appliable law. For
purposes of this Evidence of Coverage, the term “Spouse” includes the Member’s domestic
partner. “Domestic partners” are two people who are registered and legally recognized as domestic
partners by California.

Subscriber means a Member who is eligible for membership on their own behalf and not by virtue
of Enrolled Dependent status, who is responsible for, and for whom we have received, applicable
Premiums.

Telehealth Visit means interactive video visits and scheduled telephone visits between you and your
Health Care Provider.

Trans-Inclusive Health Care means comprehensive health care that is consistent with the standards
of care for individuals who identify as transgender, gender diverse, or intersex; honors an
individual’s personal bodily autonomy; does not make assumptions about an individual’s gender;
accepts gender fluidity and nontraditional gender presentation; and treats everyone with compassion,
understanding, and respect.

Triage or Screening is the evaluation of a Member’s health by a doctor or nurse who is trained to
screen for the purpose of determining the urgency of the Member’s need for care.

TTY/TDD is a communication device for the deaf and hard of hearing, using a telephone system.

Urgent Care means Medically Necessary Covered Benefits that require prompt medical attention,
but are not an Emergency Medical Condition or Psychiatric Emergency Medical Condition.
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California Individual Essential Pediatric
Dental Benefit Plan Combined Evidence
of Coverage (EOC) And Disclosure Form
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LIBERTY

DENTAL PLAN.

CALIFORNIA INDIVIDUAL ESSENTIAL PEDIATRIC DENTAL BENEFIT PLAN COMBINED
EVIDENCE OF COVERAGE (EOC) AND DISCLOSURE FORM

CalOptima Health is your Qualified Health Plan (QHP). CalOptima Health arranges for your
Essential Pediatric Dental Benefit coverage provided by Liberty Dental Plan of California.

Availability of Language Assistance: Interpretation and translation services is available for
members with limited English proficiency, including translation of documents into certain
threshold languages at no cost to you. To ask for language services call 1-888-703-6999/TTY:
1-877-855-8039. Make sure to notify your primary care dentist or specialty dentist of your
personal language needs upon your initial dental visit.

Spanish (Espanol)

IMPORTANTE: sPuede leer esta noficia? Si no, alguien le puede ayudar a leerla. Ademads, es
posible que reciba esta noticia escrita en su propio idioma sin ningun costo a usted. Para
obtener ayuda gratuita, llame ahora mismo al 1-888-703-6999/TTY: 1-877-855-8039.

Hereinafter in this document, Liberty Dental Plan of California, Inc. will be referred to as
“Liberty” or “the Plan.” CalOptima Health may be referred to as “CalOptima Health.”

This COMBINED EVIDENCE OF COVERAGE AND DISCLOSURE FORM constitutes only a summary
of the dental plan. The dental plan contract must be consulted to determine the exact terms
and conditions of coverage. A copy of the dental plan contract is available upon request.

A STATEMENT DESCRIBING LIBERTY'S POLICIES AND PROCEDURES FOR MAINTAINING THE
CONFIDENTIALITY OF MEDICAL AND DENTAL RECORDS IS AVAILABLE AND WILL BE PROVIDED
TO YOU UPON REQUEST AT NO COST.

Section | of this document contains a Benefit Matrix for general reference and a comparison
of your benefits under this plan followed by an overview of your dental plan benefits.

Section Il of this document contains definitions of terms used throughout this document.
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Confidential communications
California law states that you can ask for confidential communications regarding the
receipt of sensitive services. These types of services can include:
e Bills and attempts to collect payment.
e A Notice of Adverse Benefit Determination(s).
e An Explanation of Benefit notice(s).
e A Plan’s request for additional information regarding a claim.
e A notice of a contested claim.
¢ The name and address of a provider, description of services received, and other
information related to a visit.
e Any verbal, written or electronic communications from the Plan that contain
protected health information.

To request confidential communications from Liberty for any of the services listed above,
please call Member Services or you can submit a request in writing by mail or fax to any of
the following:

e Online: Liberty’s website by visiting www.libertydentalplan.com]

e By mail to: Liberty Dental Plan, P.O. Box 26110, Santa Ana, CA 92799-6110

e By faxto: 877 831-6019

e By telephone to: Liberty’s Member Services at 888-703-6999

e By TDD/TTY: 877-855-8039

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
5:00 p.m. The callis toll free. Or call the California Relay Line at 711. Visit online at www libertydentalplan.com.
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I GENERAL INFORMATION

THIS BENEFITS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS
AND IS A SUMMARY ONLY. THE COMBINED EOC AND DISCLOSURE FORM AND THE PLAN
CONTRACT SHOULD BE REVIEWED FOR A DETAILED DESCRIPTION OF DENTAL BENEFITS,
LIMITATIONS, AND EXCLUSIONS.

Liberty Dental Plan Children’s Dental HMO Benefit Matrix

Copayment Plan

(A) Deductibles

None. Minimum Coverage Plan Only: your children’s dental
HMO plan’s deductible will be integrated with your medical
plan’s deductible. Once your out-of-pocket expenditures for all
covered medical and dental services reach the integrated
deductible, you may be required to pay a copayment amount
for each procedure as shown in the description of benefits and
copayments. The integrated deductible does not apply to
preventive and diagnostic services.

(B) Lifetime Maximums

None

(C) Out-of-Pocket
Maximums

Your children's dental HMO plan’s out-of-pocket maximum will
be intfegrated with your medical plan’s out-of-pocket
maximum. Once your out-of-pocket expenditures for all
covered medical and dental services reaches the integrated
out-of-pocket maximum, all further covered dental procedures
will be paid for by Liberty. Charges for optional, non-covered or
upgraded material services are not included in the calculation
for the integrated out-of-pocket maximum. Any payments for
dental services accrue toward your health plan medical out of
pocket maximum for the applicable metal level plan selected.

(D) Professional
services

*Note: Some services
may not be covered.
Certain services may
be covered only if
provided by a specialty
dentist or can be
subject to additional

An enrollee may be required to pay a copayment amount for
each procedure as shown in the description of benefits and
copayments, subject to limitations and exclusions.

Copayments range by category of service. Examples are as
follows:

DIagnostiC SErVICES.......ccooevieieieeeeeeeeee No Cost
Preventive SEIVICES .....uuuuueviiieieiiieeeeeiiieeeeevieeannnns No Cost
Restorative Services........c.oooooen.... No Cost - $350.00
Endodontic Services.............o.u..... No Cost - $350.00

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
5:00 p.m. The callis toll free. Or call the California Relay Line at 711. Visit online at www libertydentalplan.com.
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charges. Limitations

with which some
services can be
obtained.

apply to the frequency

Periodontic SErviCes. .....ccovvuvuuvvveevnnnn. No Cost - $350.00

Prosthodontic Services................. No Cost - $350.00
*Implant Services........cooovveveeinn.. No Cost - $350.00
Oral and Maxillofacial Surgery....... No Cost - $350.00
*Orthodontic Services............. ...... No Cost - $1,000.00

(E) Outpatient Services

Not Covered

(F) Hospitalization
Services

Not Covered

(G) Emergency Dental
Coverage

The member may receive a maximum benefit of up to $75 per
year for out-of-area emergency services.

(H) Ambulance
Services

Not Covered

(1) Prescription Drug
Services

Not Covered

(J) Durable Medical
Equipment

Not Covered

(K) Mental Health
Services

Not Covered

(L) Chemical . Not Covered
Dependency Services

(M) I.-Iome Health Not Covered
Services

(N) Other Not Covered

Each individual dental category and procedure listed above, that is covered under the
program, has a specific co-payment, which is shown in the Schedule of Benefits Appendix |)
of this combined Evidence of Coverage.

A copy of your combined Evidence of Coverage (EOC) will be made available yearly or
upon request and will include any changes about your dental benefits or Liberty's enrollee

public policies.
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OVERVIEW OF YOUR DENTAL BENEFIT PLAN

A.HOW TO USE YOUR LIBERTY DENTAL PLAN
This booklet is your Evidence of Coverage (EOC). It explains what services Liberty covers
and does not cover. Also read your Schedule of Benefits, which lists dental services, co-
payments, and other fees. This EOC represents the Children’s Dental HMO benefits
covered as part of your Health Plan as arranged by CalOptima Health. To be eligible for
this coverage, you must meet the eligibility requirements as stated in this document.

B. HOW TO CONTACT LIBERTY
We are here to help you. Please contact us by going online, mailing, or calling us.

Liberty's Member Services provides toll-free customer service support Monday through
Friday 8:00 a.m. to 5:00 p.m. on normal business days to assist members with simple inquiries
and resolution of dissatisfaction. The hearing and speech impaired can use the California
Relay Service's toll-free telephone number 711 to contact the Department of Managed
Health Care.

Liberty Important Contact Information

Hours: Website: Mailing Address: | Member Services:
Monday - Friday www libertydentalplan.com | Liberty Dental Plan 888-703-6999
8:00 a.m. to 5:00 P.O. Box 26110 TTY: 877-855-8039

p.M. Santa Ana, CA
92799-6110

C. LIBERTY'S SERVICE AREA
Liberty has a service area, which is the state of California. This is the area in which Liberty
provides dental coverage. You must live, work, and receive all dental services in
California, unless you need Emergency or Urgent Care. If you move out of California, you
must tell Liberty. CalOptima Health’s Dental Benefit Plan’s Service Area is Covered
California Region 18 Orange County.

D. LIBERTY’'S NETWORK
Our network includes general dentists and specialty dentists that Liberty has contracts with
to provide covered services to our members. To use your benefits, covered services must
be performed by your Primary Care Dentist (PCD) or other network providers.
To get a copy of your Liberty Provider Directory, go to our website at
www.libertydentalplan.com or call Member Services.

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
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If you go to an out-of-network provider, you will have to pay all the cost, unless you
receive pre-approval from Liberty, or you require Emergency/Urgent Care. If you are new
to Liberty, or your PCD’s contract ends, you may be able to continue to see your current
dentist. This is called continuity of care.

E. YOUR PRIMARY CARE DENTIST (PCD)
When you join Liberty, you do not need to choose a Primary Care Dentist (PCD). A PCD is
usually a general dentist who provides your basic care and coordinates the care you
need from other dental specialty Providers. You may access services from any contfracted
general dentist in the network.

F. LANGUAGE AND COMMUNICATION ASSISTANCE
Interpretation and translation services are available for members that speak limited
English, including translation of documents into other languages. If English is not your first
language, Liberty provides interpretation services and franslation of some written
materials in your preferred language at no cost to you. To ask for language services call
888-703-6999/TTY: 1-877-855-8039.

If you have a preferred language, please tell us of your personal language needs by
completing an online survey at https://www.libertydentalplan.com/Members/Member-
Language-Survey.aspx or calling 888-703-6999/TTY: 1-877-855-8039.

Make sure to let your PCD or specialty dentist know of your preferred language needs at
your first dental visit. Liberty provides language assistance services for all your dental
appointments. If your PCD, specialty dentist, or dental office staff, cannot talk with you in
your preferred language, Liberty can give you interpretation services, at no cost to you.

Liberty makes certified interpretation services available to you at no cost and does not
recommend using family members, minors, or friends to assist you. Please call our Member
Services to arrange for an in-person interpreter as far in advance of your appointment
time as possible. If you have an Emergency/Urgent Care appointment, Liberty can
provide you with interpretation services over the phone, to help you talk to the office staff
in your preferred language.

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
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G. HOW TO GET DENTAL CARE WHEN YOU NEED IT
Call your PCD first for all your dental care unless you are having a medical emergency. If
you are having a medical emergency call your primary care physician, 911 or go to the
closest emergency room.

You usually need a referral and pre-approval to get care from a specialty dentist other
than your PCD. Care must be medically necessary for your health. Your dentist and Liberty
follow guidelines, criteria, and policies to decide if care is medically necessary for your
health. If you disagree with Liberty that a service is medically necessary for your health,
you can request reconsideration (an appeal), file a grievance, or in some cases, you can
request an Independent Medical Review (IMR).

Covered dental services are also called benefits and must be a service that Liberty covers.
Your Schedule of Benefits will show you what services Liberty covers under your dental
plan. Your Schedule of Benefits, is available anytime on the Liberty website at
www libertydentalplan.com, or upon request from our Member Services.

H. SCHEDULING APPOINTMENTS
California law states that you have the right to schedule an appointment within a
reasonable time based on your oral needs. The table below shows you the wait time for
each type of appointment to treat your oral condition. If for any reason you are unable
to schedule an appointment within these timeframes, please call our Member Services
at 888-703-6999/1TY: 1-877-855-8039 for assistance.

Type of Appointment \ Condition/Type of Services Appointment Wait Time
After-Hours Emergency | A life-threatening or serious 24 hours a day, 7 days a week
Access emergency condition which

requires immediate attention
Emergency Care Severe pain, swelling, bleeding Within 24 hours
Urgent Care Broken filling/lost crown Within 72 hours
Initial Exam, x-rays Within 36 business days
Routine Care Restorative care Within 36 business days
(Non-Emergency) (fillings/crowns)
Preventive Care Cleanings Within 40 business days

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
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Specialty Dentist

Oral Surgeon, Endodontist, etc.

Within 30 calendar days from
authorized request, when
applicable

In-Office Wait Time

Scheduled appointments only

Not to exceed 30 minutes

Telephone Wait Time

To answer incoming calls

Within 30 seconds

Return Call Wait Time

Returning calls from voicemails

Within 30 minutes

I. SPECIALTY REFERRALS AND PRE-ESTIMATES

Your PCD must submit a request for a specialty referral to Liberty for pre-approval if you
need services from a specialty dentist. Pre-approval is also called pre-estimate. Make sure
your PCD submits a specialty referral to Liberty, and you get pre-approval. Once you
receive approval for consultation to the needed specialty dentist, the specialty dentist will
submit a pre-estimate for any services they feel are needed. If you do not have an
approved specialty referral from Liberty before you see a specialty dentist, you will have
to pay for all the costs of any services you receive.

IMPORTANT: You do not need a specialty referral and pre-approval to see your PCD, or to
get emergency care or urgent care.

J. EMERGENCY CARE

A condition is considered an emergency if you have severe pain, swelling, or bleeding. A
condition is also considered an emergency, if you reasonably think that your condition,
without treatment, could cause your health or body to be in serious danger or lead to
death.

Emergency care is covered 24 hours a day, 7 days a week, anywhere in the world. If you
require Emergency care, contact your PCD, including unexpected dental conditions that
take place after normal business hours or on weekends.

Medical emergencies are not covered by Liberty if the services are rendered in a hospital
setting which are covered by a medical plan, or if Liberty determines the services were
not dental in nature. If you are having a medical emergency call your primary care
physician, 911 or go to the nearest emergency room.

. URGENT CARE
Urgent Care is the care needed to prevent an oral condition from getting worse due to
an unexpected iliness or injury, and care cannot be delayed.

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
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Urgent Care is covered anywhere in the world, and appointments should be scheduled
within 72 hours. If you require Urgent care, contact your PCD, including unexpected
dental conditions that take place after normal business hours or on weekends.

L. CARE WHEN YOU ARE OUT OF THE LIBERTY SERVICE AREA
Only emergency and urgent care is covered outside of the Liberty service area.

M. COSTS

A Premium is what you pay to your Qualified Health Plan (QHP) to keep coverage.
Premiums are paid to CalOptima Health.

A co-payment is the amount that you must pay to your PCD or a specialty dentist for
a covered dental procedure. Liberty pays for the rest of that covered service.

Your plan has a yearly out-of-pocket maximum. The yearly out-of-pocket maximum is
the most money you have to pay for your covered services in a year. Out-of-pocket
costs include co-payments, or coinsurance for all covered medical and dental
services.

Any payment for dental services accrues toward Your Health Plan’s medical Out-of-
Pocket maximum for the applicable metal level plan selected.

There can be other costs incurred for optional, non-covered, and upgraded material
services that do not apply to out-of-pocket maximums.

To verify your out-of-pocket maximum, please visit our website at
www.libertydentalplan.com or call Liberty's Member Services, toll-free at 888-703-
6999/TTY: 1-877-855-8039.

N. IF YOU HAVE A GRIEVANCE ABOUT YOUR LIBERTY DENTAL PLAN
Liberty provides a grievance resolution process. You can file a grievance (also called
complaint or appeal) with Liberty for any dissatisfaction you have with the Plan, your
dental benefits, a claim determination, pre-estimate determination, your PCD, specialty
dentist, or any part of your dental plan benefits.

If you disagree with Liberty’'s decision about your grievance, you can get help from the
California Department of Managed Health Care Help Center. In some cases, the
Department of Managed Health Care Help Center can help you apply for an
Independent Medical Review (IMR) or file a complaint. IMR is a review of your case by
doctors who are not part of your dental plan.

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
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DEFINITIONS OF USEFUL TERMS FOUND IN THIS DOCUMENT

The following words used in this document are important for you to know:

Appeal: A request made to Liberty by a member, a provider acting on behalf of a
member, or other authorized designee to review an action by the Plan to delay, modify
or deny a pre-estimate or claim for dental services.

Applicable: To have an effect on someone or something.

Authorization: A Liberty written notice of approval that you can proceed with the
tfreatment requested.

Benefits: Medically necessary dental services covered by Liberty that are available
through this dental plan. Also known as dental plan benefits.

Benefit Plan: The Liberty dental product that you purchased to provide coverage for
dental services.

Benefit Year: The year of coverage of your Liberty dental plan.

Capitation: Pre-paid payments made by Liberty to a network general dentist to provide
services to assigned members.

Charges: The fees requested for proposed or completed dental services.

Consultation: A meeting with a specialty dentist to determine care and a freatment plan,
as needed.

Contracted Dental Group, Dental Office, or Provider: A dental facility, general dentist,
specialty dentist, and dental office staff that are under a signed contract with Liberty to
provide services to our members in accordance with the Plan’s clinical guidelines and
criteria. Also known as in-network.

Co-payment: The amount listed on the Schedule of Benefits that is charged to a member
at the time of service for covered dental plan benefits.

Covered Services: The set of dental procedures that are benefits of your Liberty dental
plan.

Dental Records: Refers to diagnostic aids, intra-oral and extra-oral x-ray(s), written
treatment records, including, but not limited to, progress notes, dental and periodontal
chartings, freatment plans, consultation reports, or other written material relating to an
individual’'s medical and dental history, diagnosis, condition, treatment, or evaluation.
Dependent: Any eligible member of a subscriber’'s family who is actively enrolled in
Liberty. Also known as an enrollee, member, or subscriber.

Disputed Dental Service: Any service that is the subject of a dispute filed by either a
member, a provider acting on behalf of a member, or other authorized designee. Also
known as a grievance or appeal.

Domestic Partner: Any person whose domestic partnership is currently registered with @
governmental body pursuant to state or local law. This includes both same-sex and
opposite-sex couples.
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Emergency Care: A dental screening, examination, or evaluation by a Liberty provider to
determine if an emergency dental condition exists, and to provide care to treat any
emergency symptoms within the capability of the facility within professionally recognized
standards of care.

Emergency Dental Condition: A dental condition that if not freated immediately could
reasonably be expected to result in placing the persona’s health in jeopardy, causing
severe pain or impairing function.

Endodontist: A specialty dentist who specifically treats disease and injuries to the pulp
and root of the tooth. Also known as a root canal specialist.

Enrollee: Liberty considers an enrollee to mean the same as a member, dependent or
subscriber who is actively enrolled in the Plan.

Essential Health Benefit (EHB): A set of 10 categories of services health and dental
insurance plans must cover under the Affordable Care Act. Plans must include dental
coverage for children. Dental benefits for adults are optional. Specific services can vary
based on state requirements.

Essential Pediatric Dental Benefit (EPDB): Refers to plans mandated by the Affordable
Care Act to provide essential pediatric dental benefits to children.

Exclusion: Refers to any dental procedure or service that is not available under your
Liberty dental plan.

Explanation of Benefits (EOB): A written statement from Liberty about a claim, showing
what was covered under your dental plan, what was paid for by the Plan, and for what
you must pay.

General Dentist: A licensed dentist who provides general dental services and who does
not identify as a specialty dentist. Also known as your Primary Care Dentist.

Grievance: Any expression of dissatisfaction; also known as a complaint. See the
Grievance section of this EOC for the rules, regulations, and processes.

Group Plan: A dental benefit plan through an employer or group providing dental benefit
coverage through Liberty.

Independent Medical Review (IMR): A California program where certain denied services
can be subject to an external review. IMR is only available for certain medical services.
In-Network Benefits: Dental benefits available to you when you receive services from a
Liberty contracted general dentist or specialty dentist.

Limitations: Refers to the number of services allowed, type of services allowed, and/or the
most affordable dentally appropriate service.

Medical Necessity or Medically Necessary: Covered services which are necessary and
appropriate for the tfreatment of the teeth, gums, and supporting structures and that are
(a) provided according to professionally recognized standards or practice; (b)
determined to be consistent with the dental condition, and (c) are the most appropriate
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type, supply and level of service considering the potential risks, benefits, and covered
services which are alternatives.

¢ Member: Liberty considers a member to mean that same as an enrollee, subscriber, or
dependent who are actively enrolled with Liberty.

e Network General Dentist: A dentist who has signed a contract with Liberty to provide
services to our members in accordance with Liberty’s guidelines and criteria.

¢ Non-Contracted Provider: A general dentist or specialty dentist that is not in contract with
Liberty to provide service to members. Also known as an out-of-network provider.

¢ Non-Covered Service: A dental procedure or service that is not covered under your
dental plan.

e Open Enroliment Period: A period of time when enrollment in a dental plan can be started
or changed.

e Oral Surgeon: A specialty dentist who freats diseases, injuries, deformities, and
appearance of the mouth, jaws, and face.

e Orthodontist: A specialty dentist who freats problems in the way the upper and lower
teeth fit together in biting or chewing.

e Out-of-Area Coverage: Benefits provided when you are out of Liberty’s service area, or
away from your PCD. Also known as out-of-network coverage.

e Out-of-Area Urgent Care: Urgent services that are needed while you are located out of
the service area or away from your PCD. Also known as out-of-network urgent care.

e Out-of-Pocket Maximum: Refers to the maximum amount you will spend for covered
services each year.

e Pediatric Dentist: A specialty dentist who freats children from birth to adolescence,
providing primary and full range of preventive care tfreatment.

e Periodontist: A specialty dentist who treats diseases of the gums and tissue around the
teeth.

¢ Plan: Liberty Dental Plan of California, Inc., also knowns as “Liberty.”

e Pre-Estimate: A request made by a Liberty provider to approve services before they are
performed. Also known as a pre-approval.

e Premium: The amount of money that you or your employer/group must pay monthly to
Liberty for dental coverage.

e Primary Care Dentist (PCD): A contracted general dentist who provided services to Liberty
members. The primary care dentist is responsible for providing or arranging specialty care
for needed dental services.

e Professional Services: Dental services or procedures provided by a licensed dentist or
approved assistant.

e Provider: A contracted primary care dentist, dental group, dental clinic, or specialty
dentist who provides dental plan benefits and services to Liberty members.
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e Referral: A request from your primary care dentist to direct you to a specialty dentist for
evaluation and services as needed.

e Service Area: The counties in California where Liberty provides coverage.

¢ Schedule of Benefits: A document that outlines the type of dental procedures covered
by your Liberty dental plan, including any copayments, deductibles, out-of-pocket
maximums, exclusions, and limitations.

e Specialty Dentist: A dentist that has received advanced training in one of the dental
specialties approved by the American Dental Association, and practices as a specialist.
Dental specialties include Endodontists, Oral Surgeon, Periodontists and Pediatric Dentists.

e Subscriber: Liberty considers a subscriber to mean that same as an enrollee, member, or
dependent who are actively enrolled with Liberty.

¢ Surcharge: An amount charged in addition to a listed co-payment for a requested
service or tfreatment.

¢ Terminated Provider: A provider that is no longer contracted with Liberty to provide
services to members of the Plan.

¢ Urgent Care: Dental care that you need soon to prevent serious health problem:s.

e Usual Fee: A provider's usual charge for a service, not covered under your dental plan
benefits.

ll. ACCESS TO SERVICES — SEEING A DENTIST OR SPECIALTY DENTIST

Liberty contracts with general dentists and specialty dentists to provide services covered by
your plan. To find a dentfist in your area, you can go to our website at
www libertydentalplan.comor call us toll-free at 888-703-6999/TTY: 1-877-855-8039.

All services and benefits described in this Evidence of Coverage (EOC) are covered only if
provided by a contracted Primary Care Dentist (PCD) or specialty dentist. The only time you
can receive care out-of-network is for emergency dental services as defined under
“Emergency Dental Care” or “Urgent Care.”

A.DENTAL OFFICES
Liberty makes available PCDs and specialty dentists throughout the state of California
within a reasonable distance from your home or workplace. You can find a dentfist in your
area by going to our website, www.libertydentalplan.comor calling us toll-free at 888-703-
6999/T1Y: 1-877-855-8039.

Our goal is to provide you with appropriate dental benefits, delivered by highly qualified
dental professionals in a comfortable setting. All of Liberty’s contracted private practice
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dentists must meet Liberty’'s credentialing criteria, prior to joining our network. In addition,
each participating dentist must adhere to strict contractual guidelines. All dentists are pre-
screened and reviewed on a regular basis.

Liberty conducts a quality assessment program, which includes ongoing contract
management to confiim compliance with continuing education, appointment
availability for members, appropriate diagnosis, and treatment planning. Your PCD will
provide all your dental care needs including referring you to a specialty dentist, if
necessary. All members will have a residence or workplace within thirty (30) minutes or
fifteen (15) miles of a PCD office.

B. DENTAL HEALTH EDUCATION

For more information on using your dental benefits, please go to our website at
www libertydentalplan.com. The website contains other helpful information on dental
and oral health information to assist you, including home care measures you can take to
keep your teeth and mouth healthy. It is important to know the condition of your teeth,
gums, and mouth can affect your total overall health. Information on how your oral health
can affect your overall health conditions such as cardiovascular conditions, diabetes,
obesity, pregnancy and pre and post pregnancy health as well as other health conditions
can be found on our website.

C.CHOICE OF PROVIDERS
Primary Care Dentist (PCD): You do not have to choose an assigned PCD. You can access
care from any in-network PCD. Your PCD is responsible for coordinating any specialty
care dental services you may need. You must obtain general dental services from your
PCD. Your PCD will share information with any specialty dentist to coordinate your overall
care.

You can locate a Liberty contracted provider by going online to our website at
www libertydentalplan.com or calling the Member Service. Once you have located a
Liberty contracted provider, you can call the office to schedule an appointment. The
PCD will contact Liberty to verify your eligibility.

Changing PCDs: You can request to change your PCD at any time. You can call our
Member Services toll-free at (888) 703-6999/TTY: 1-877-855-8039, during regular business

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
5:00 p.m. The callis toll free. Or call the California Relay Line at 711. Visit online at www libertydentalplan.com.
16

EOC-Individual CalOptima Health Embedded EHB

Revised 06/2026


http://www.libertydentalplan.com/
http://www.libertydentalplan.com/
http://www.libertydentalplan.com/

hours, or submit a change request in writing to: Liberty Dental Plan, P.O. Box 26110, Santa
Ana, CA, 92799-6110.

If you request to change your PCD, your new dental office may be made effective as
early as the first (1st) day of the current month. There are some dental offices that require
offices changes to take place on the first (15t) day of the following month. You can reach
out to the new PCD office to ask about their process or contact Member Services.

Care from a Specialty Dentist: You can obtain care from a specialty dentist after your
PCD submits a referral to Liberty for approval. You can only receive services from a
specialty dentist that has been pre-approved for you by Liberty. Your specialty dentist will
submit a pre-estimate for services to Liberty for review and determination of benefits.

e All services and benefits described in this EOC are covered only if provided by a
contracted Liberty PCD or specialty dentist. Services received by a non-contracted
provider are not covered. The only time you can receive care out-of-network is for
emergency or urgent dental services as described under “Emergency Dental Care” or
“Urgent Dental Care.”

D. TELE-DENTISTRY

Tele-dentfistry is a virtual dental service, available twenty-four (24) hours per day, seven (7)
days per week, as an alternative solution to help you monitor your dental health,
especially when you and your PCD cannot be in the same physical location. Providers are
available by phone and computer from anywhere to address emergency and urgent
dental needs. Liberty covers tele-dentistry services to help improve access and continuity
of dental care for our members. There is no difference in your dental coverage for tele-
dentistry. The same benefits are available with tele-dentistry as they would be for in-person
visits.

Your provider can determine through a consultation whether you have an emergency
dental problem and can provide instructions on how to treat conditions. If you have a
cracked or chipped tooth, soft fissue lesion (bump on your gums), small cavity, jaw pain,
or similar non-emergency condition, a tele-dentistry consultation through phone or video
may work. If you need urgent treatment, it must be scheduled for an onsite visit.

You can set up an appointment with your dental office, by phone or online to discuss
regular dental services, dental problems, and instructions on how to treat conditions.
Contact your PCD if you are experiencing dental pain or a potential dental emergency.

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
5:00 p.m. The callis toll free. Or call the California Relay Line at 711. Visit online at www libertydentalplan.com.
17

EOC-Individual CalOptima Health Embedded EHB

Revised 06/2026


http://www.libertydentalplan.com/

If your PCD is not available, contact Liberty toll-free for assistance with the tele-dentistry
program. If an in-person visit is required, dental emergency visits are coordinated by
Liberty's Member Services, at no cost to you.

If you are experiencing a life-threatening medical emergency, immediately contact 911.

E. URGENT CARE
Urgent Care is care you need within seventy-two (72) hours, to prevent serious worsening
of your dental health due to an unforeseen iliness or injury for which treatment cannot be
delayed.

Liberty provides coverage for urgent dental services only if the services are required to
alleviate severe pain, bleeding, or if a member reasonably believes that the condition, if
not diagnosed or treated, may lead to disability, dysfunction, or death.

Contact your PCD for your urgent needs during business hours or after hours. If you are out
of the Liberty service areq, call the Plan for referral to another contracted dentist that can
treat your urgent condition.

For after-hours urgent care outside the Liberty service area, you can find a provider who
can assist you with your urgent condition. Liberty will reimburse you for covered dental
expenses up fo a maximum of seventy-five dollars ($75) per year.

You will still be responsible for your co-payments as determined by your dental plan
design. You should notify Liberty as soon as possible after you receive urgent care services,
preferably within forty-eight (48) hours.

In the event that Liberty determines that your treatment was not due to an urgent dental
condition, the services of any non-contracted provider will not be covered, and you will
not be eligible for reimbursement.

F. EMERGENCY DENTAL CARE

Emergency Dental Care is defined by California laws to include a dental screening,
examination, evaluation by general dentist or specialty dentist to determine if an
emergency dental condition exists, and to provide care that would be considered within
professionally recognized standards of dental care and in order to alleviate any
emergency symptoms in a dental office/clinic setting and emergency room in a hospital.
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Emergency dental care is an allowable benefit, based on your Schedule of Benefits.
Liberty will provide benefits for emergency dental services and will ensure the availability
of a provider in the event that an on-call network provider is unavailable in a dental
setting or hospital. Liberty will not cover services that are determined were not dental in
nature.

All Liberty contracted PCD offices provide availability of emergency dental services
twenty-four (24) hours per day, seven (7) days per week. Liberty provides coverage for
emergency dental services if, without treatment, your health may be in serious jeopardy,
you may experience serious harm to bodily functions, or serious dysfunction of any bodily
organ or part.

Emergency care can include, but is not limited to, care for a bad injury, severe pain, or a
sudden serious dental illness. If you are having a medical emergency call your primary
care physician, 211 or go to the nearest emergency room.

In the event you require emergency dental care, contact your PCD to schedule an
immediate appointment. For urgent or unexpected dental conditions that occur after
hours or on weekends, contact your PCD for instructions on how to proceed. If your PCD
is not available, or if you are out of the Liberty service area and cannot contact the Plan
for assistance in locating another contracted dental office, contact any licensed dentist
to receive emergency care.

Liberty will reimburse you for covered dental expenses up to a maximum of seventy-five
dollars ($75) per year. You will be responsible for your co-payments as determined by your
dental plan benefits.

You should ftell Liberty as soon as possible after receiving emergency dental services,
preferably within forty-eight (48) hours. If it is determined that your treatment was not due
to a dental emergency, the services of any non-contracted provider will not be covered,
and you will not be eligible for reimbursement.

If the requirements in the section titled “Emergency Dental Care” are satisfied, Liberty will
cover up to seventy-five dollars ($75). If you pay a bill for covered emergency dental care,
submit a copy of the paid bill to Liberty Dental Plan, Claims Department, P.O. Box 26110,
Santa Ana, CA, 92799-6110.
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Please include a copy of the claim from the provider's office or a statement of
services/invoice. You can also find a copy of the dental claim form on our website at the
following:

https.//www libertydentalplan.com/Resources/Documents/ADA%20CIaim%20Form.pdf

Please ensure the statement or invoices are clearly readable and forward to Liberty with
the following information:
e The subscriber’s full name and identification number.
e The name and identified number of the person who received the emergency dental
services.
e Name, address, and telephone number of the dentist that provided the emergency
dental services.
e Astatement explaining the circumstances surrounding the emergency dental service
visit.

If additional information is needed, you will be notified in writing. If any part of your claim
is denied you will receive a written Explanation of Benefits (EOB) within thirty (30) calendar
days of Liberty’s receipt of the claim that includes:

e Thereason for denied services.

e Reference to the applicable EOC conditions, or Liberty clinical guidelines and criteria,
on which the denial is based on.

e Information on how to request reconsideration of the denial or file a grievance, and
an explanation of the grievance procedures. You can also refer to the EOC section,
GRIEVANCE PROCEDURES.

G.SECOND OPINION
You can request a second dental opinion, at no cost to you, for services covered under
your plan, by calling the Member Services toll-free number (888) 703-6999/TTY: 1-877-855-
8039 or by writing to: Liberty Dental Plan, P.O. Box 26110, Santa Ana, CA, 92799-6110.

Your PCD can also request a second dental opinion on your behalf by submitting a
standard specialty referral form with appropriate x-rays and documentation. All requests
for a second dental opinion are processed by Liberty within five (5) business days of
receipt of the request, or seventy-two (72) hours of receipt for cases involving an imminent
and serious threat to your health, including, but not limited to, severe pain potential loss
of life, limb, or major bodily function.
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Upon approval, Liberty will make the appropriate second dental opinion arrangements
and advise the attending dentist of your concerns. You will then be advised of the
arrangement so an appointment can be scheduled. Upon request, you can ask for a
copy of Liberty’s policy for second dental opinions.

H. REFERRAL TO A SPECIALITY DENTIST
In the event that you need to be seen by a specialty dentist, Liberty requires your PCD to
submit a specialty referral for approval. Liberty will process the request for a standard, non-
emergency, specialty referral within five (5) business days of receipt.

1. EMERGENCY REQUESTS
If you or your PCD encounter an emergency condition in which the normal tfimeframe for
the decision making process as described above would be detrimental to your life or
health, including, but not limited to, the potential loss of life, limb, or other major body
function, a request for emergency referral or pre-estimate can be requested.

Liberty's response to the emergency request will not take longer than seventy-two (72)
hours from the time of receipt of all information needed to make a decision.

The decision to approve, modify, or deny will be communicated to the PCD within
twenty-four (24) hours of the decision. In cases where the review is retrospective (services
already provided), the decision will be communicated to you in writing within thirty (30)
days of receipt of the information.

2. PENDED REQUESTS
There are times when Liberty requires additional information from your PCD to process the
request for a specialty referral. When additional information is needed, Liberty will send
you and your PCD a letter explaining why the request for the specialty referral was
pended, the additional information that is needed, and when the additional information
is needed to make a decision.

Specialty referrals can stay pended for up to fourteen (14) calendar days, if the necessary
information is not received Liberty will make a decision based on the documentation
provided by the PCD, your dental plan benefits and the Plan’s guidelines and criteria.

3. SPECIALTY DENTIST VISITS
Once you complete the first visit with the specialty dentist, called a consultation, you will
be provided with a treatment plan that includes the procedures recommended to tfreat
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your condition, if the services are covered or not covered, and the amount you will pay

for the services.

e Your specialty dentist is required to submit a pre-estimate to Liberty, to determine
coverage, benefits, medical necessity, and/or appropriateness, except for
emergency dental services (see the “Emergency Dental Care” and “Urgent Care
Services” described above).

e You will be financially responsible for the listed copayments and deductibles for
covered services. If you chose to have any services completed that were denied by
Liberty based on medical necessity, or any non-covered or elective services, you will
be financially responsible for the specialty dentist’s usual fee.

IMPORTANT NOTE: Specialty services and treatment plans that are pre-approved by
Liberty are only available with the specialty dentists who requested the services. Specialty
services and treatment plans are not fransferable from one specialty dentist to another
specialty dentist unless both specialty dentists agree with the proposed treatment plan.

I. AUTHORIZATION OF SERVICES
A pre-approval is not required to receive dental services from your PCD. Your PCD has the
ability to make most coverage determinations. Treatment plans to determine your dental
benefits are completed through comprehensive oral exams, which are covered by your
plan.

Your PCD is responsible for communicating the results of the comprehensive oral exam
and providing you with a treatment plan that includes your available benefits and the
associated costs.

Your specialty dentist must use the process outlined above in “Referral to Specialty
Dentist.”

You, your PCD, or specialty dentist, can call Liberty's Member Services toll-free at 1-888-
703-6999/TTY: 1-877-855-8039 for information on the Plan’s pre-approval of services policies
or the status of a referral or pre-estimate.

If you are not satisfied with Liberty’s decision to delay, modify, or deny services requested
on a specialty referral and/or pre-estimate, you have the right to request reconsideration.
Please reference the GRIEVANCE PROCEDURES section in this EOC for more information
on how to request reconsideration.
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J. CONTINUITY OF CARE

IV.

1. Current Members: Current Liberty members have the right to the completion of care

for certain serious, recurring dental conditions with their provider who is no longer
contfracted with Liberty (terminated provider). Please call Liberty's Member Services at
1-888-703-6999/TTY: 1-877-855-8039 to see if you are eligible for this benefit.

You must make a specific request to continue under the care of your terminated
provider. We are not required to confinue your care with that provider if you are not
eligible under our policy or if we cannot reach agreement with your terminated
provider on the terms regarding your care in accordance with California law. You can
request a copy of Liberty’'s Continuity of Care Policy, at no cost.

. New Members: A new Liberty member has the right to the completion of care for

certain specified serious, recurring dental conditions with their provider who is not
contfracted with Liberty (out-of-network provider). Please call Liberty’'s Member
Services at 1-888-703-6999/TTY: 1-877-855-8039 to see if you are eligible for this benefit.

You must make a specific request to continue under the care of your current out-of-
network provider. We are not required to continue your care with that provider if you
are not eligible under our policy or if we cannot reach agreement with your provider
on the terms regarding your care in accordance with California law. You can request
a copy of Liberty’'s Continuity of Care Policy, at no cost.

FEES AND CHARGES — WHAT YOU PAY

. PREMIUMS AND PREPAYMENT FEES

Premiums are due to Your QHP prior to the month of coverage. In turn, CalOptima
Health must provide Premiums to Liberty to establish and continue your coverage.
Premiums must be paid for the period in which services are received.

Your Premium and payment terms, including mailing address for payments, are
defined by your Qualified Health Plan.

. CHANGES TO BENEFITS AND PREMIUMS

CalOptima Health or Liberty may change the covered benefits, co-payments, and
premium rates CalOptima Health or Liberty will not decrease the covered benefits or
increase the premium rates during the term of the agreement without giving you
notice at least sixty (60) days before the proposed change.
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C. DEDUCTIBLE AND OUT-OF-POCKET ACCURAL BALANCE
California law states that as a member of Liberty, you can ask for an up-to-date total
of your annual deductible and out-of-pocket maximum mailed to you for every month
that you used your dental benefits until you have met the maximum for each. Typically,
these mailings will be provided to you with your benefit statements.

You can ask for this information online at www.libertydentalplan.com, by calling
Member Services at, or submitting a request in writing and either mailing or faxing it to
us, at any of the below.

You can also choose to opt-out if you do not want to receive these mailings. If you
have already requested to stop receiving mail from Liberty, and you would like to re-
enroll to start receiving mail again, please call Member Services.

e Online: Liberty's website by visiting www.libertydentalplan.com

e By mail to: Liberty Dental Plan, P.O. Box 26110, Santa Ana, CA, 92799-6110
e By faxto: (949) 270-0101

e By telephone to: Liberty’'s Member Services at (888) 703-6999

e By TDD/TTY: (877) 855-8039

D. OTHER CHARGES
You are responsible for the premiums and listed co-payments for covered services. You
will be responsible for other charges for non-covered or optional services as described
in this EOC document.

You should discuss any charges for non-covered or optional services directly with your
PCD or specialty dentist. To avoid any financial misunderstandings, make sure your
PCD or specialty dentist gives you a written treatment pan of all services proposed or
received, whether covered or not.

If you receive services without the required and approved pre-estimate from Liberty,
other than emergency or urgent care services as medically necessary, you will be
responsible for full payment of the PCD's or specialty dentist’s usual fee.

IMPORTANT: You will be responsible for additional fees for returned or dishonored
checks, cancelled credit card payments, broken, or missed appointments. Charges
are as agreed upon mutually by you and your PCD or specialty dentist as per business
arrangements and disclosures made by the treating provider. Liberty does not have
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jurisdiction over internal office policies or business arrangements mutually agreed upon
by you and your PCD or specialty dentfist.

Your plan has a yearly out-of-pocket maximum. The yearly out-of-pocket maximum is
the most money you have to pay for your covered services in a year. Out-of-pocket
costs include co-payments, coinsurance, or deductibles for all covered medical and
dental services.

Any payments for dental services accrue toward your Health Plan’'s medical out-of-
pocket maximum for the applicable metal level plan selected. There may be other
costs incurred for optional, non-covered and upgraded material services that do not
apply toward out-of-pocket maximumes.

To verify your out-of-pocket maximum, you can visit CalOptima Health’s website at

www.caloptima.org or call CalOptima Health’'s Member Services 1-888-312-2221 (TTY
711 if you are deaf or hard of hearing) (toll-free). After you have reached the yearly out-of-
pocket maximum, Liberty will pay the rest of the cost of dental services for that year, as long as
the service you receive is a covered benefit performed by a contracted dental PCD, specialty
dentist, or authorized dental provider.

E. RESPONSIBILITY FOR PAYMENT
You are responsible for payment of premiums and listed co-payments for any covered
services subject to the limitations and exclusions of your plan design.

You are responsible for the PCD’s or specialty dentist’s usual fee in the following

situations:

e Non-covered and optional services.

e Services completed with a non-contfracted office, PCD, or specialty dentfist.

e Services completed prior to or without the required approved pre-estimate from
Liberty.

e Services completed outside of Liberty’s service area, which are determined to not
qualify as emergency or urgent care services. This can include routine tfreatment
that was not completed to tfreat an emergency dental situation.

Emergency services are available out-of-network or without a pre-estimate in some
situations, see “Emergency Dental Care” or “Urgent Dental Care” sections above.

IMPORTANT:
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e Prior to providing you with non-covered services, your PCD or specialty dentist
should provide you with a treatment plan that includes each recommended
service and the estimated cost. If you would like more information about dental
coverage options, call Liberty's Member Services at 888-703-6999/TTY: 1-877-855-
8039.

e If you elect toreceive dental services that are not covered services under this plan,
the PCD or specialty dentist can charge you the usual fee for those services. Prior
to providing a member with dental services that are not a covered benefit, the PCD
or specialty dentist should provide you with a tfreatment plan that includes each
recommended service and the estimated cost of each service. If you would like
more information about dental coverage options, call Liberty's Member Services at
888-703-6999/TTY: 1-877-855-8039 or your benefits administrator to fully understand
your coverage, you should carefully review this EOC document.

e In the event a child’s legal parent or guardian is court ordered to enroll a child in
this dental plan, Liberty will provide benefits outlined in this EOC within the
applicable requirements of the court order. Any claims payable under this EOC will
be paid, at Liberty’s discretion, to the child’s legal parent or guardian, for any
expenses paid out of pocket.

F. PROVIDER REIMBURSEMENT

Liberty provides multiple ways to pay our contracted PCDs and specialty dentists for
covered services. This includes capitation, fee-for-service, and supplemental sur-
payments. Payments change by geographic area, general dentist, specialty dentist, and
procedure code. For more information on reimbursement, you can send a written request
to Liberty Dental Plan, P.O. Box 26110, Santa Ana, CA, 92799-6110.

You will not be held financially responsible for any monies owed to a Liberty contracted
PCD or specialty dentist. In the event that Liberty fails to pay a non-contfracted
provider, you will be responsible for the cost of services you received.

V. ELIGIBILITY AND ENROLLMENT

A. WHO CAN ENROLL
You and your enrolled eligible dependents must live or work in the Liberty’s service
areaq.

You can enroll:
e Dependent children up to their nineteenth (19) birthday.
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VI.

e New dependent children placed with you for adoption, stepchildren, and
newborns up until their nineteenth (19) birthday.

B. WHO IS ELIGIBLE FOR BENEFITS

Your dental plan is provided by your QHP and coordinated through Liberty. If Liberty
receives your completed enrollment form and payment by the twentieth (20th) day of
the month, you are eligible to receive care on the first day of the following month. You
may call your selected dentist at any time after the effective date of your coverage.
Be sure to identify yourself as a member of Liberty when you call the dentist for an
appointment. We also suggest that you keep this EOC or the Schedule of Benefits |
(Appendix 1) with you when you go to your appointment. You can then reference
benefits, co-payments, out-of-pocket costs, exclusions and limitations, as well as any
non-covered treatment.

COVERED SERVICES

You are covered for the following dental services and procedures when medically
necessary for your dental health and in accordance with professional dental standards
of practice. Covered services are subject to the limitations and exclusions described for
each category and for all services.

Please see your Schedule of Benefits Appendix 1) for a detailed list of specific covered
services and the co-payments applicable to each, and a list of the limitations and
exclusions that are applicable to all dental services covered under your Liberty dental
plan.

A. DIAGNOSTIC DENTAL SERVICES

Diagnostic dental services are those that are used to diagnose your dental condition
and help determine what tfreatment is needed. Diagnostic dental services include oral
exams and x-rays.

. PREVENTIVE DENTAL SERVICES

Preventive dental services are those that are used to maintain good dental condition
or to prevent your dental condition from getting worse. Preventive services include
cleanings and some periodontal services.

. RESTORATIVE DENTAL SERVICES

Restorative dental services are those that are used to repair and restore your teeth to
a healthy condition. Restorative services include filings and crowns.
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VII.

. ENDODONTIC SERVICES

Endodontic dental services involve treatment of the pulp, canals, and roofts.
Endodontic services include root canal procedures.

. PERIODONTAL SERVICES

Periodontal dental services involve the treatment and management of the gums and
bone supporting the teeth. Periodontal services include periodontal scaling and root
planing (deep cleaning).

. PROSTHODONTIC SERVICES

Prosthodontics dental services involve the replacement of lost teeth by an appliance
and the maintenance of those appliances. Prosthodontic services include removable
partial and full dentures or fixed bridges.

. ORAL SURGERY SERVICES

Oral Surgery involves surgical procedures on your teeth, mouth, gums, or jaw. Oral
surgery dental services include the removal of teeth and other surgical procedures.

. ADJUNCTIVE DENTAL SERVICES

Adjunctive dental services usually mean any treatment or service that is provided as
part of another covered service. Adjunctive dental services include anesthesia (deep
sleep or numbing medicine) during approved dental services, mouthguards, and other
procedures.

ORTHODONTIC SERVICES

Orthodontic dental services involve straightening teeth and treating an improper bite
of the teeth and jaws. Orthodontic dental services include braces and retainers.
Orthodontic benefits are only available when medically necessary as outlined in your
Schedule of Benefits.

LIMITATIONS, EXCLUSIONS, EXCEPTIONS, REDUCTIONS

See your Schedule of Benefits Appendix 1) for limitations to covered procedures and
exclusions to your plan benefits. Other exclusions are listed in your comprehensive
schedule of benefits provided with this document at the beginning of your dental plan,
and available upon request, at no cost.
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A. GENERAL EXCLUSIONS

Liberty will not cover:

e Services you get from a PCD or specialty dentist who is not contracted with Liberty,
unless you have pre-approval from Liberty, or you need emergency or urgent care
outside the Liberty service area.

e Any dental procedure or service that is not medically necessary, as determined by
Liberty, in accordance with professionally recognized standards of dental practice.

e Any dental procedure or services that is not specifically listed as a covered benefit
under your dental plan. See your Schedule of Benefits (Appendix 1) for a full list of
exclusions.

e Any dental procedure or service for cosmetic purposes or for conditions that are a
result of hereditary developmental defects.

e Any dental procedure, service, or appliances provided by a dentist who specializes
in prosthodontic services.

e Services that are ordered for you by a court unless they are medically necessary
and covered by Liberty.

e The cost of copying your dental records with your PCD or specialty dentist.

e Expenses for travel, such as taxis and bus fare, to see your PCD, specialty dentist or
get dental care.

e Other exclusions are listed in your comprehensive schedule of benefits provided
with this document at the beginning of your plan, also available separately, upon
request.

IMPORTANT: If you choose to receive dental services that are not covered under this plan,
a PCD or specialty dentist can charge you the usual fee for those services. Prior to
completing any services that are not covered under this plan, the PCD or specialty dentist
should provide you with a tfreatment plan that includes the recommended service to be
completed and the estimated cost of each service. If you would like more information
about dental coverage options, call Liberty’'s Member Services at (888) 703-6999/TTY: 1-
877-855-8039 or speak with your benefits administrator. To fully understand your coverage,
carefully review this EOC and your Schedule of Benefits.

. MISSED APPOINTMENTS

Liberty strongly recommends that if you need to cancel or reschedule an appointment
with your PCD or specialty dentist, that you notify the dental office as far in advance as
possible, but no later than seventy-two (72) hours prior to your appointment. This will allow
the PCD or specialty dentist to accommodate another person in need of attention. Dental
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offices can charge a fee for missed or broken appointments with less than the
recommended notice.

VIIl. TERMINATION, RESCISSION AND CANCELLATION OF COVERAGE
A.TERMINATION OF BENEFITS
1. Termination Due to Loss of Eligibility
This is an EPDB plan, and benefits will be terminated once the member(s) reaches the
age limit for coverage, nineteen (19) years old, as stated in this document.

Your Liberty dental plan coverage can be terminated by your Qualified Health Plan
(QHP) coverage. If this happens, you will receive notice through your QHP at least thirty
(30) calendar days before the change takes effect. Coverage for your dependents
will also end, at the same time.

Your Liberty dental plan coverage, including coverage for your dependents, can also
end if:
e You no longer live or work in the Liberty Service Area or if Liberty no longer offers
Your dental plan.

2. Termination Due to Non-Payment of Premium
e If your QHP does not pay the premium, Liberty will send a notice to your QHP
saying that the premium is overdue.

e |If premiums are not paid according to your QHP's agreement, your Liberty
dental plan coverage will end on midnight of the last day of the thirty (30)
calendar day grace period, subject to submission of the notice requirements
required by Liberty. Members are given a grace period of at least thirty (30)
consecutive days, beginning on the date specified in the “Notice of Start of
Grace Period”.

e Coverage will confinue under the Plan contract during the grace period. If
premiums are not paid, coverage will end after the completion of the grace
period followed by a written notice of the cancellation to the subscriber. The
written notice will state the reason for the cancellation and the time period when
the cancellation became effective.
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3. Completion of Treatment in Progress After Termination

If your dental plan coverage ends while the contract between you and Liberty
is in effect, your PCD or specialty dentist must complete any procedure in
progress that was started before your termination, abiding by the terms and
conditions of the Plan.

If your dental plan coverage ends with Liberty after the start of orthodontic
treatment, you will be responsible for any charges on any remaining orthodontic
freatment.

4. Termination Due to Fraud

Fraud is not allowed by federal law. Your dental plan coverage willimmediately
end with Liberty, if you plan, commit, or knowingly allow someone to commit
fraud or deception.

Examples of fraud:

You allow another person to use your identification card to complete services
under this plan.

You misrepresent yourself, or your dependents, by providing incomplete or
incorrect “material” information to Liberty, or your dental provider, which would
affect enrollment or for use of dental plan benefits.

You intentionally deceive Liberty, or you misrepresent yourself or allow someone
else to do so in order to get dental care services.

In cases of suspected fraud, you will receive a letter by certified mail at least thirty (30)
days prior to the date of termination. The letter will include the reason for the planned
termination, and your appeal rights. If you feel that enrollment will be incorrectly
canceled, rescinded, or not renewed, a request for a review can be submitted to the
Director of the Department of Managed Health Care. Once you have completed the
appeal process, your coverage will be terminated immediately, and you will receive
written notice from Liberty.

5. Termination Due to Health Status

Liberty does not terminate based on any health status. If you believe that your
coverage has been terminated based on your health status or requirements for
health care services, you can request a review from the director of the
Department of Managed Health Care. If the director determines that a proper
complaint exists under the provisions of this section, the director will nofify Liberty.
Within fiffeen (15) calendar days after receipt of such notice, Liberty will either
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request a hearing orreinstate the member's coverage. The reinstatement will be
retroactive to time of cancellation or failure to renew.

e Liberty will be responsible for the expenses incurred by the member for covered
dental care services from the date of cancellation or non-renewal to and
including the date of reinstatement.

e You can contact the Department of Managed Health Care at 1-888-466-2219 or
TDD line at 1-877-688-9891 for the hearing and speech impaired. The Department
of Managed Health Care’s web site is www.dmhc.ca.gov.

B. EFFECTIVE DATE OF TERMINATION
Coverage can be ended, cancelled, or non-renewed within thirty (30) days following
the date of nofification of termination, except for fraud or deception as stated above,
in which coverage is ended immediately upon notification.

C. DISENROLLMENT
You can disenroll at any time with at least a fourteen (14) calendar days advance
notice, by contacting Covered California or Your Qualified Health Plan by phone orin
wrifing.

Disenrollment is effective on the date specified or fourteen (14) calendar days after
termination is requested, if reasonable notice is not provided.

D. RESCISSION
Rescission means that Liberty can cancel your coverage as if no coverage existed.
Liberty can only rescind your coverage in the event of fraud or intentional
misrepresentation of material facts. You have the right to appeal any decision to
rescind your membership. Appeal procedures will be provided to you in the notice of
rescission.

If you feel that enrollment will be incorrectly canceled, rescinded, or not renewed, a
request for a review can be submitted to the Director of the Department of Managed
Health Care. Once you have completed the appeal process, your coverage will be
terminated immediately, and you will receive written notice from Liberty. Except as
provided by law, Liberty may not rescind your coverage after twenty-four (24) months
from the date the dental coverage was issued.
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IX.

RENEWAL AND REINSTATEMENT OF COVERAGE
Please refer to your CalOptima Health EOC for information regarding renewal and
reinstatement of coverage.

YOUR RIGHT TO SUBMIT A GRIEVANCE REGARDING CANCELLATION, RESCISSION, OR NON-

RENEWAL OF YOUR PLAN ENROLLEMENT

If you believe your dental plan coverage has been, or will be, incorrectly cancelled,
rescinded, or notrenewed, you have the right to file a grievance with CalOptima Health
and/or the Department of Managed Health Care.

Option (1) - Submit a grievance to Liberty.
You cansubmitagrievance to CalOptima Health in any of the following ways:
e Go online to www.caloptima.org and file electronically.
e Fax your written grievance to 1-714-246-8562
e Call our Member Services at 1-888-312-2221, TTY 711 if you are deaf or hard of
hearing.
e Mail your written grievance to:
CalOptima Health
Customer Service
505 City Parkway West

Orange, CA 92868

You may want to submit your grievance to CalOptima Health first if you believe your
cancellation, rescission or nonrenewal is the result of a mistake. Grievances should be
submitted as soon as possible after you receive the “Notice of Cancellation, Rescission,
or Nonrenewal.”

We will resolve your grievance or provide a pending status within three (3) calendar
days of receipt. If you do not receive a response form CalOptima Health within three
(3) calendar days, or if you are not satisfied in any way with the CalOptima Health
response, you can submit a grievance to the Department of Managed Health Care as
detailed under Option 2, below.

Option (2) - Submit a grievance to the Department of Managed Health Care.

You can submit a grievance directly to the Department of Managed Health Care without
first submitting it to CalOptima Health or after you have received our decision on your
grievance.
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e You can submit a grievance to the Department of Managed Health Care online
at: www.dmhc.ca.gov
e You can submit a grievance to the Department of Managed Health Care by
mailing your written grievance to:
Help Center
Department of Managed Health Care
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980 Ninth Street, Suite 500
Sacramento, California 95814-2725
e You can contact the Department of Managed Health Care for more information
on filing at grievance at:

Phone: 1-888-466-2219
TDD: 1-877-688-9891
Fax: 1-916-255-5241

X. GRIEVANCE AND APPEALS PROCEDURES
Filing a grievance or appeal. If you are unhappy with anything about your dental care,
Liberty, your dental provider, or CalOptima Health you should contact us as soon as
possible.
e A grievance (complaint) is an expression of dissatisfaction: if you have a problem
with Liberty, a dental provider, any dental care or services you received or
CalOptima Health.
e An appeal is a request for Liberty to review and change a decision we made
about your coverage. You can file an appeal if we deny, delay, or change, a
service or payment, and you think we made a mistake.

We will not discriminate against or take any actions against you or a dental provider for
filing, or supporting the filing, of a grievance or appeal, including fast appeals.

An interpreter is available if you need to speak in your own language and can help
you file your grievance (complaint) or appeal request. This service is free for all
members. For more information, see the Language and Communication Assistance
section in this EOC.

To be fair, cases will not be reviewed by the same person that made the first decision.
All cases regarding clinical dental services are reviewed by a licensed dentist. We
keep files of all your cases and copies are available free of charge. Your file may
include: All your dental records, documents related to your case, the information from
before and during the appeals process, benefits, rules, and criteria used to make the
decision.

Some grievances can be fixed right away.

If you call us with a problem, our Member Services team may be able to solve it within
twenty-four (24) hours or by the next business day. When we fix your problem fast, we do
not have to send you a written letter saying we got your grievance or a written response.

Call Member Services at 888-703-6999/TTY: 1-877-855-8039, Liberty is here Monday through Friday 8:00 a.m. o
5:00 p.m. The callis toll free. Or call the California Relay Line at 711. Visit online at www libertydentalplan.com.
35

EOC-Individual CalOptima Health Embedded EHB

Revised 06/2026


http://www.libertydentalplan.com/

Some issues cannot be handled by Member Services.
These kinds of problems must go through our standard grievance process, which includes
written acknowledgement and written decision.

e Problems about your coverage.

e Concerns about the cost or charges for covered dental services.

e Appeals, including experimental or investigational treatment.

e Unsanitary office conditions or unsafe procedures.

e Concerns about discrimination.

e Problems with the quality of dental treatment, completed or recommended.

A.FILING A GRIEVANCE
You have one-hundred-eighty (180) calendar days following any incident or action that
is the subject of your dissatisfaction to file a grievance with Liberty. Liberty’s
representatives will review the problem with you and take appropriate steps for a quick
resolution. You will receive an acknowledgement letter confirming receipt of your
grievance within five (5) calendar days. Standard grievances will be resolved within thirty
(30) calendar days.

If you speak limited English, have visual or other communication issues, Liberty will assist
you in filing a grievance. Assistance includes translation of grievance procedures, forms,
and Liberty’s responses. Liberty also provides access to interpreters, telephone relay
systems to aid disabled individuals to communicate.

You can submit your grievance using a Liberty grievance form. Liberty does not require
that you use a grievance form; we will investigate a grievance submitted in any format.
Grievance forms are available at any of the following:

e From your PCD or specialty dentist office

e Inthis EOC document under Appendix 2 “FORMS”

e On our website at www.libertydentalplan.com

e Callour Member Services at (888) 703-6999 or TTY: (877) 855-8039

You can submit your grievance and any records that you want us to review to any of the
following:

e Online: Liberty's website by visiting www .libertydentalplan.com

e By faxto: Liberty's Grievances and Appeals at (833) 250-1814

e By telephone to: Liberty's Member Services at (888) 703-6999

e By TDD/TTY: (877) 855-8039
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e In Person: 1730 Flight Way, Ste. 125, Tustin, CA 92782
e By mailto: Liberty Dental Plan, Grievances and Appeals, P.O. Box 26110, Santa Ana,
CA, 92799-6110

You can use a “patient advocate” to help you file a grievance. For grievances involving
minors, dependents, or members with a disability who are incapacitated, parents,
guardians, conservators, relatives, or other designees with the authority to act on behalf
of the member, you can submit a grievance to Liberty. Liberty will request written proof
of active guardianship, when necessary.

Urgent matters can be submitted to the Department of Managed Health Care.

If your problem is urgent, you can ask the Department of Managed Health Care for help
at the same time you file a grievance with us. Urgent problems include issues that could
seriously harm your health, life, and ability to function if they are not fixed quickly. You
can learn more in the Urgent (Expedited) Grievance and Appeals section below.

B. URGENT (FAST) GRIEVANCES AND APPEALS
You, your dental provider or your authorized representative can ask for a fast review if
waiting thirty (30) calendar days for a decision could seriously harm your health, life, or
ability fo function. A Liberty licensed dentist will review your request for a fast review. It is
important that Liberty receives any documents in support of your case as soon as possible
because there is limited time available to send us evidence for fast reviews. Liberty can
complete a fast review based on the information we get.

Upon review and approval that the request will be sent for a fast review, Liberty will resolve
your case within three (3) calendar days of receipt, or sooner, based on your dental or
health condition.

You can ask for a fast review and submit any records that you want us to review to any
of the following:

e Online: Liberty's website by visiting www .libertydentalplan.com

e By faxto: Liberty’'s Grievances and Appeals at (833) 250-1814

e By telephone to: Liberty's Member Services at (888) 703-6999

e By TDD/TTY: (877) 855-8039

e In Person: 1730 Flight Way, Ste. 125, Tustin, CA 92782

e By mailto: Liberty Dental Plan, Grievances and Appeals, P.O. Box 26110, Santa Ana,

CA, 92799-6110
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California Required Statement: “The California Department of Managed Health Care is
responsible for regulating health care service plans. If you have a grievance against your
health plan, you should first telephone your health plan at 1-888-703-6999/1TY: 1-877-855-
8039 and use your health plan’s grievance process before contacting the department.
Utilizing this grievance procedure does not prohibit any potential legal rights or remedies
that may be available to you. If you need help with a grievance involving an emergency,
a grievance that has not been satisfactorily resolved by your health plan, or a grievance
that has remained unresolved for more than 30 days, you may call the department for
assistance. You may also be eligible for an Independent Medical Review (IMR). If you are
eligible for IMR, the IMR process will provide an impartial review of medical decisions
made by a health plan related to the medical necessity of a proposed service or
treatment, coverage decisions for freatments that are experimental or investigational in
nature and payment disputes for emergency or urgent medical services. The department
also has a toll-free telephone number 888-466-2219 and a TDD line 877-688-9891 for
hearing and speech impaired. The department’s internet website www.dmhc.ca.gov has
complaint forms, IMR application forms and instructions online.”

STATE OF CALIFORNIA DEPARTMENT OF MANAGED HEALTH CARE (DEPARTMENT)
COMPLAINT PROCEDURE

The Department of Managed Health Care has established a toll-free number 888-466-
2219 and a TDD line 1-877-688-9891 that you can use if you have a complaint against
CalOptima Health, Liberty, or requests for review of cancellations, rescissions and non-
renewals under California laws and related rules. You may file a complaint with the
Department of Managed Health Care immediately if your issue is urgent or a serious
threat to your health, including severe pain, potential loss of life, limb, or ability to function.
You do not need to file a grievance with Liberty first in these situations.

Non-urgent issues should be filed with Liberty first; if you are not satisfied with the outcome
of your case, or you do not receive a written response within thirty (30) calendar days,
you can contact the Department of Managed Health Care to file a complaint against
Liberty, CalOptima Health.

C. FILING AN APPEAL:

You have one hundred-eighty (180) calendar days from a notice of denial to file an
appeal with Liberty.
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You will receive an acknowledgement letter confirming receipt of your grievance within
five (5) calendar days. Standard grievances will be resolved within thirty (30) calendar
days.

An appealis arequest by a member, a provider with written approval, or other authorized
individual, to review and change a decision made by Liberty for a requested service or
payment to a dental provider. If we sent you a notice of denial telling you that we are
denying, delaying, changing, or ending a service, and you do not agree with our decision,
you, your dentist, or your authorized representative, can file an appeal.

It is important that you give us as much information as you can about your appeal and
tell us why you think our decision on the notice of denial was wrong. If you need more
time to send us information, you or your authorized representative can ask for up to
fourteen (14) extra calendar days to resolve the appeal. Liberty may also ask for more
time if it helps you.

We will call you and send you a letter within two (2) calendar days if we need more
time to resolve the appeal. The letter will include the reason why we need more time
and how the delay is in your best interest. If you disagree with our decision to take
extra time, you can file a grievance about the delay.

The written appeal decision will clearly tell you the reason, criteria, and dental policies
we used for our decision, and your right to ask for a copy of your file, dental records, or
any material we reviewed free of charge.
You can submit your appeal and additional materials for consideration to any of the
following:

e Online: Liberty's website by visiting www .libertydentalplan.com

e By email: GandAQlibertydentalplan.com]

e By fax: Liberty's Grievances and Appeals at (833) 250-1814

e By telephone: Liberty’'s Member Services at (888) 703-6999

e By TDD/TTY: (877) 855-8039

e InPerson: 1730 Flight Way, Ste. 125, Tustin, CA 92782

e By mail: Liberty Dental Plan, Grievances and Appeals, P.O. Box 26110, Santa Anq,

CA, 92799-6110
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D. VOLUNTARY MEDIATION (OPTIONAL):

You can also request voluntary mediation to help resolve a problem. Mediation is
optional and does not replace your rights to use the grievance and appeal process or to
contact the Department of Managed Health Care.

e You can ask the DMHC right away if your problem is urgent and could seriously
harm your health, life, ability to function, or after thirty (30) calendar days if you
do not receive our decision or disagree with it.

e Mediation will happen only if you agree. Choosing not to mediate will not affect
your grievance or appeal rights.

e If mediation is used, we will not delay the timelines of your grievance or appeal.

e You will not be required to pay for mediation, to use your grievance rights or
Department of Managed Health Care rights.

E. INDEPENDENT MEDICAL REVIEW (IMR)

Cases denied by Liberty, for covered services that are found not to be medically
necessary, experimental, or investigational treatment, or payment disputes for
emergency services, may be eligible for the Department of Managed Health Care
Independent Medical Review (IMR) program.

If your appealis denied for one of these reasons, an IMR application form will be included
with your appeal decision letter. The IMR process is available to review these types of
decisions and is provided by the Department of Managed Health Care.

You can also get a copy of the IMR form in any of the following ways:
e Online: www.libertydentalplan.com under File a Grievance or Appeal
e Inthis EOC document under Appendix 2 “FORMS”
e By email: GandAQlibertydentalplan.com
e By fax: Liberty's Grievances and Appeals at (833) 250-1814
e By telephone: Liberty’s Member Services at (888) 703-6999
e By TDD/TTY: ((877) 855-8039
e InPerson: 1730 Flight Way, Ste. 125, Tustin, CA 92782
e By mail: Liberty Dental Plan, Grievances and Appeals, P.O. Box 26110, Santa Ana,
CA, 92799-6110
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You can also request the forms from the Department of Managed Health Care at 1-888-
466-2219, TDD/TTY: 1-877-688-9891 or by visiting their website at: www.dmhc.ca.gov.

F. ARBITRATION

If you or one of your eligible dependents is not satisfied with the results of Liberty’s
grievance resolution process, and all the grievance resolution procedures have been
exhausted, the matter can be submitted to binding arbitration for resolution. You or one
of your eligible dependents can submit a grievance to the Department of Managed
Health Care for review and resolution prior to any arbitration.

As a condition of your membership in Liberty, disputes arising from or relating to your
participation as a Liberty member, including contract or medical liability or malpractice
(for example, whether any covered services rendered were unnecessary or
unauthorized, or were improperly, negligently, orincompetently rendered) will be settled
by binding arbitration.

Both parties to this contract, by entering into it, are giving up their constitutional right to
have any such dispute decided in a court of law before a jury and instead are accepting
the use of arbitration.

The arbitration will be conducted according to the commercial rules of the American
Arbitration Association (AAA) in force at the time of the occurrence of the grievance
(dispute or controversy) and subject California laws and related codes.

Arbitration will be conducted by a mutually acceptable arbitrator selected by the
parties, or if the parties are unable to agree, by the arbitrator selection process
established by AAA.

You can initiate arbitration by submitting a written request for arbitration to Liberty.
Mail to:

e Liberty Dental Plan

e Attn: Arbitration Request

e P.O.Box26110

e Santa Ana, CA 92799-6110

The written request must include a clear statement describing the nature of the dispute,
attempts to resolve the dispute with Liberty, the relief or remedy sought, and the dollar
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XI.

amount involved. The arbitration will take place in California, unless some other location
is mutually agreed upon by the parties.

The arbitrator is required to follow applicable state or federal law. The arbitrator can
interpret the terms of this EOC but will not have the power to change, modify, or refuse
to enforce any of its terms, nor will the arbitrator have the authority to make any award
that would not be available in a court of law. The arbitrator will have the power to grant
all legal and equitable remedies and award compensatory damages provided by
California law, except that punitive damages will not be awarded. At the conclusion of
the arbitration, the arbitrator will issue a written opinion and award, setting forth findings
of fact and conclusions of law. The award will be final and binding on all parties except
to the extent that state or federal law provides for judicial review of arbitration
proceedings.

You must pay your own attorney’s fees, should you choose to have an attorney. Liberty
will have to pay its own attorney’s fees. If you cannot pay your part of the arbitrator’s fees
and expenses due to extreme hardship, you can ask Liberty in writing to assume all or a
portion of your share of the fees. Upon such written notice, Liberty can send your request
to an independent professional dispute resolution organization to make a determination
as to whether Liberty should pay for some or all of your share of the arbitrator’s fees and
expenses. Such requests should be submitted to the address provided above.

Arbitration must be initiated within one (1) year of the earlier of the date the dispute
arose, was discovered, or should have been discovered with reasonable diligence;
otherwise, it will be deemed waived and forever barred.

MISCELLANEOUS PROVISIONS

COORDINATION OF BENEFITS

As a Liberty member, you will always receive your benefits. Liberty does not consider your
plan secondary to any other coverage you may have. You have the right to receive
benefits as listed in this EOC document despite any additional coverage you may have.
However, any Covered California coverage that you have that is embedded into a full-
service health plan will act as the primary payor when you have a supplemental pediatric
dental benefit through a family benefit plan.
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B. THIRD PARTY LIABILITY
If services otherwise covered by virtue of this group plan are deemed to be necessary
due to a work-related injury or which are the liability of another third party, you agree to
cooperate in Liberty's processes to be reimbursed for these services.

C. PUBLIC POLICY COMMITTEE
Liberty has a Public Policy Committee. This group is made up of members, support staff,
and our Dental Director. The group talks about Liberty policies and is responsible for:

Recommending ways to better serve our members
Reviewing quality metrics to ensure member satisfaction
Suggesting improvements to Liberty’s programs
Reviewing Liberty’s financial reports

Joining this group is voluntary and you will be paid for each meeting you attend. If you
would like to take part in Liberty’s Public Policy Committee, please call or email us or you
can complete the Public Policy Committee Application included in Appendix 2 “FORMS”
and return it to Liberty, information listed below.

Mail to:

Liberty Dental Plan of California

Public Policy Committee (QM Department)

P.O.Box 26110

Santa Ana, CA 92799-6110

Call: (888) 703-6999 or TTY (888) 855-8039

Fax to: (888) 334-6027

Email to: QM@libertydentalplan.com

Online: https://www .libertydentalplan.com/Members/Member-Facing-
Committee.aspx.

D. CONFIDENTAL COMMUNICATIONS
California law states that you can ask for confidential communications regarding the
receipt of sensitive services. These types of services can include:

Bills and attempts to collect payment.

A Notice of Adverse Benefit Determination(s).

An Explanation of Benefit notice(s).

A Plan’s request for additional information regarding a claim.

A notice of a contested claim.

The name and address of a provider, description of services received, and other
information related to a visit.
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e Any verbal, written or electronic communication from the Plan that contains
protected health information.

To request confidential communications from Liberty for any of the services listed about,
please call Member Services or you can submit a request in writing by mail or fax to any
of the following:

e Online: Liberty's website by visiting www libertydentalplan.com

e By mail to: Liberty Dental Plan, P.O. Box 26110, Santa Ana, CA, 92799-6110

e By faxto: (949) 270-0101

e By telephone to: Liberty’'s Member Services at (888) 703-6999

e By TDD/TTY: 877) 855-8039

E. NOTICE OF NON-DISCRIMINATION

e Discrimination is against the law. Liberty Dental Plan (Liberty) follows State and Federal civil
rights laws. Liberty does not unlawfully discriminate, exclude people, or treat them
differently because of sex, race, color, religion, ancestry, national origin, ethnic group
identification, age, mental disability, physical disability, medical condition, genetic
information, marital status, gender, gender identity, or sexual orientation.

Liberty provides:

. Free aids and services to people with disabilities fo help them communicate better,
such as:
v" Qualified sign language interpreters
v' Written information in other formats (large print, audio, accessible electronic

formats, other formats)

. Free language services to people whose primary language is not English, such as:
v' Qualified interpreters
v Information written in other languages

If you need these services, please contact us between Monday to Friday, 8:00 a.m. to
5:00 p.m. (PST) by calling (888) 703-6999. Or, if you cannot hear or speak well, please call
877) 855-8039.

HOW TO FILE A GRIEVANCE

If you believe that Liberty has failed to provide these services or unlawfully discriminated
in another way on the basis of sex, race, color, religion, ancestry, national origin, ethnic
group identification, age, mental disability, physical disability, medical condition, genetic
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information, marital status, gender, gender identity, or sexual orientation, you can file a
grievance with Liberty’s Civil Rights Coordinator. You can file a grievance by phone, in
writing, in person, or electronically:
e By phone: Call Liberty's Civil Rights Coordinator, Monday through Friday, 8:00 a.m.
to 5:00 p.m. (PST) by calling 888-704-9833. Or if you cannot hear or speak well, please
call (877) 855-8039.
e |n writing: Fill out a complaint form or write a letter and send it to:
Liberty Dental Plan, Civil Rights Coordinator
P.O.Box 26110, Santa Ana, CA 92799-6110
e In person: Visit your doctor’s office or Liberty and say you want to file a grievance.
e Electronically: Visit Liberty's website at File a Grievance or Appeal - File a Grievance
or Appeal.

OFFICE OF CIVIL RIGHTS — CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES
You can also file a civil rights complaint with the California Department of Health Care
Services, Office of Civil Rights by phone, in writing, or electronically:
e By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711
(Telecommunications Relay Service).

e In writing: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413
e Complaint forms are available at
http://www.dhcs.ca.gov/Pages/Language ACCess.aspx
e Electronically: Send an email to CivilRights@dhcs.ca.gov.

OFFICE OF CIVIL RIGHTS — U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
If you believe you have been discriminated against on the basis of 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 by phone, in writing, or
electronically:
e By phone: Call 1-800-368-1019. If you cannot speak or hear well, please call
TTY/TDD 1-800-537-7697
e In writing: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
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200 Independence Avenvue,

S.W. Room 509F, HHH Building

Washington, D.C. 20201
e Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
e Electronically: Visit the Office for Civil Rights Complaint Portal at

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

MEMBER RIGHTS
As a member, you have the right to:

Receive information about your rights and responsibilities.
Receive information about your Plan, the services your Plan offers you, and the
Health Care Providers available to care for you.
Make recommendations regarding the Plan’s member rights and responsibilities
policy.
Receive information about all health care services available to you, including a
clear explanation of how to obtain them and whether the Plan may impose
certain limitations on those services.
Know the costs for your care, and whether your deductible or out-of-pocket
maximum has been met.
Choose a Health Care Provider in your Plan’s network and change to another
doctorin your Plan’s network if you are not satisfied.
Receive timely and geographically accessible health care.
Have a timely appointment with a Health Care Provider in your Plan's network,
including one with a specialist.
Have an appointment with a Health Care Provider outside of your Plan’s
network when your Plan cannot provide timely access to care with an in-
network Health Care Provider.
Certain accommodations for your disability, including:

o Equal access to medical services, which includes accessible examination
rooms and medical equipment at a Health Care Provider’s office or
facility.

o Fulland equal access, as other members of the public, fo medical
facilities.

o Extra time for visits if you need if.

o Taking your service animal info exam rooms with you.

Purchase health insurance or determine Medi-Cal eligibility through the
California Health Benefit Exchange, Covered California.
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e Receive considerate and courteous care and be treated with respect and
dignity.

e Receive culturally competent care, including but not limited to:

o Trans-Inclusive Health Care, which includes all Medically Necessary
services to freat gender dysphoria or intersex conditions.
o To be addressed by your preferred name and pronoun.

e Receive from your Health Care Provider, upon request, all appropriate
information regarding your health problem or medical condition, treatment
plan, and any proposed appropriate or Medically Necessary treatment
alternatives.

e This information includes available expected outcomes information, regardless
of cost or benefit coverage, so you can make an informed decision before you
receive freatment.

e Participate with your Health Care Providers in making decisions about your
health care, including giving informed consent when you receive treatment. To
the extent permitted by law, you also have the right to refuse tfreatment.

e A discussion of appropriate or Medically Necessary treatment options for your
condition, regardless of cost or benefit coverage.

e Receive health care coverage even if you have a pre-existing condition.

e Receive Medically Necessary Treatment of a Mental Health or substance use
disorder.

e Receive certain preventive health services, including many without a co-pay,
co-insurance, or deductible.

e Have no annual or lifetime dollar limits on basic health care services.

e Be noftified of an unreasonable rate increase or change, as applicable.

e Protection from illegal balance billing by a Health Care Provider.

e Notincur any fees associated with the payment method chosen by your dental
provider.

e Request from your Plan a second opinion by an Appropriately Qualified Health
Care Provider.

e Expect your Plan to keep your personal health information private by following
its privacy policies and state and federal laws.

e Ask most Health Care Providers for information regarding who has received your
personal health information.

e Ask your Plan or your doctor to contact you only in certain ways or at certain

locations.

Have your medical information related to sensitive services protected.
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Get a copy of your records and add your own notes. You may ask your doctor
or health plan to change information about you in your medical records if it is
not correct or complete. Your doctor or health plan may deny your request. If
this happens, you may add a statement to your file explaining the information.
Have an interpreter who speaks your language at all points of contact when
you receive health care services.
Have an interpreter provided at no cost to you.
Receive written materials in your preferred language where required by law.
Have health information provided in a usable format if you are blind, deaf, or
have low vision.
Request continuity of care if your Health Care Provider or medical group leaves
your Plan or you are a new Plan member.
Have an Advanced Health Care Directive.
Be fully informed about your Plan’s grievances procedure and understand how
to use it without fear of interruption to your health care.
File a complaint, grievance, or appeal in your preferred language about:
Your Plan or Health Care Provider.
Any care you receive, or access to care you seek.
Any covered service or benefit decision that your Plan makes.
Any improper charges or bills for care.
Any allegations of discrimination based on gender identity or gender
expression, or for improper denials, delays, or modifications of Trans-
Inclusive Health Care, including Medically Necessary services to treat
gender dysphoria or intersex conditions.

o Not meeting your language needs.
Know why your Plan denies a service or freatment.
Contact the Department of Managed Health Care if you are having difficulty
accessing health care services or have questions about your Plan.
To ask for an Independent Medical Review if your Plan denied, modified, or
delayed a health care service.

o O O O O

MEMBER RESPONSIBILITIES
As a member, you have the responsibility to:

Treat all Health Care Providers, Health Care Provider staff, and Plan staff with
respect and dignity.

Share the information needed with your Plan and Health Care Providers, to the
extent possible, to help you get appropriate care.
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e Participate in developing mutually agreed-upon treatment goals with your Health
Care Providers and follow the treatment plans and instructions to the degree
possible.

e To the extent possible, keep all scheduled appointments, and call your Health Care
Provider if you may be late or need to cancel.

e Refrain from submitting false, fraudulent, or misleading claims or information to your
Plan or Health Care Providers.

e Notify your Plan if you have any changes to your name, address, or family members
covered under your Plan.

e Timely pay any premiums, copayments, and charges for non-covered services.

e Notify your Plan as soon as reasonably possible if you are billed inappropriately.

FILING CLAIMS

As stated throughout this document, you are not required to file claims directly with
Liberty. Your general dental services are arranged with the participating PCD who
submits claims or encounters on your behalf.

Services provided by a specialty dentist are reported to Liberty by the specialty dentist. If
you receive services out-of-network due to an emergency after-hours or out-of-area
sifuation, consult the section above for submitting your expenses to Liberty to receive
reimbursement (“Reimbursement for Emergency Dental Services”).

F. ORGAN DONATION

Liberty is required by the Department of Managed Health Care to inform you that organ
donation options are available to you. Organ donation has many benefits to society, and
you may wish to consider this option in the event of any health situation that can lead to
the option to do so. You can find more information about organ donation at
http://donatelife.net/

G. FISCAL SEPARATION OF DECISION MAKING

It is Liberty’s policy that all clinical review decisions made by staff and/or contractors are
based solely on appropriateness of care, services, and the existence of coverage.
Services can only be denied for medical necessity, by an appropriately licensed and
qualified dentist, working within Liberty’s written clinical criteria and guidelines. Individual
member needs, as well as the characteristics of the local delivery system, are taken into
full consideration during the review process. Liberty does not reward dental reviewers for
issuing denials for coverage, care, nor do we provide incentives that would create
barriers to care/services or encourage underutilization of services. Liberty's Utilization
Management Department staff annually sign an attestation confirming that their review
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decisions are based solely on the appropriateness of care, services, and existence of
coverage.

Xll. COMPLIANCE PLAN

A. COMPLIANCE PLAN OBJECTIVE
Liberty is dedicated to ensuring that it complies with all applicable federal and state laws,
rules, regulations, and procedures, including Health Insurance Marketplace
requirements, in a timely and effective manner. All Liberty board members, officers,
employees, contractors, providers, and members are expected to meet these various
legal requirements.

For these reasons, Liberty has developed and instituted a Corporate Compliance Plan.
The Corporate Compliance Plan is designed to ensure Liberty fulfills all statutory and
contfractual obligations in a fair, accurate, and consistent manner.

The Corporate Compliance Plan not only addresses health care fraud, waste, and abuse,
but the requirements and obligations set forth by the Centers for Medicare and Medicaid
(CMS), employment, whistleblower, and insurance laws.

Liberty's policies and procedures for preserving the confidentiality of medical and dental
records are available upon request.

B. DEFINITIONS

e Fraud - includes, but is not limited to, *knowingly making or causing to be made any
false or fraudulent claim for payment of a health care benefit.” Fraud also includes
fraud or misrepresentation by a member with respect to coverage of individuals and
fraud or deception in the use of the services or facilities of Liberty or knowingly
permitting such fraud or deception by another.

e Waste - means the thoughtless or careless expenditure, consumption,
mismanagement, use, or squandering of resources. Waste also includes incurring
unnecessary costs because of inefficient or ineffective practices, systems, or controls.
Waste does not normally lead to an allegation of “fraud,” but it could.

e Abuse — means the excessive, or improper use of something, or the use of something
in a manner contrary to the natural or legal rules for its use; the intentional destruction,
diversion, manipulation, misapplication, maltreatment, or misuse of resources; or
extravagant or excessive use so to abuse one’s position or authority. “Abuse” does not
necessarily lead to an allegation of “fraud,” but it could.
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C.POLICY
It is the policy of Liberty to review and investigate all allegations of fraud, waste, and
abuse, whether internal or external, to take corrective action for any supported allegation
and to report confirmed misconduct to the appropriate parties both internal and external.

D. REPORTING POSSIBLE FRAUD
Liberty has established a specific fraud hotline number: (888) 704-9833/TTY: (877) 855-8039.
The Fraud Hotline provides the opportunity to report reasonable and good faith fraud
suspicions or concerns in an anonymous/confidential manner. This hotline is monitored by
a designated member of the Liberty Corporate Compliance Committee.

All information reported on the anonymous hotline is then forwarded to Liberty's Quality
Management team for full investigation.
e Liberty's Corporate Compliance Hoftline: (888) 704-9833]/TTY (877) 855-8039
e Lliberty’'s Compliance Unit email: compliance@libertydentalplan.com
e Liberty's Special Investigations Unit Hotline: (888) 704-9833
e Liberty's Special Investigations Unit email: SIU@libertydentalplan.com

The Chairman of the Committee and the Chief Compliance Officer, in conjunction with

Legal Counsel, determine whether Liberty will take any additional action, which can

include, without limitation:

e The provision of information, for purposes of education, to the participating provider
describing the incident involving suspected fraudulent activity.

e Seek restitution from the participating provider for any amount paid by Liberty in
connection with the incident involving suspected fraudulent activity.

e Termination of the provider agreement in effect between Liberty and the participating
provider.

e Referral of the matter to an appropriate governmental agency, including, without
limitation, the State Board of Dental Examiners and Centers for Medicare and
Medicaid Services.
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Liberty Dental Plan of California, Inc.
P.O.Box 26110
Santa Ana, CA 92799-6110
(888) 703-6999

LIBERTY

DENTAL PLAN.
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Appendix 1:

SCHEDULE OF BENEFITS
COVERED SERVICES

[Insert Liberty Dental Plan Family Dental HMO Schedule of Benefits]
[Your plan-specific Schedule of Benefits is provided in a separate document.]

Appendix 2:
FORMS
[G&A Form
IMR Form
Public Policy Form]

Appendix 3:
PREMIUM, PRE-PAYMENT FEES
AND CHARGES

[Your Group’s Premium and various other Fees and Charges are provided to the Group
sponsor]

Appendix 4:
[Insert NOTICE OF LANGUAGE ASSISTANCE SERVICES]
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