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Introduction

This Medical Plans i Specific Plan Details document describes and establishes the important provisions of the plan of medical and
prescription drug benefits provided to faculty and staff and their eligible dependents by The Ohio State University and its designated affiliates.

About this Document ¢ You are strongly urged to read this booklet in its entirety. The guidelines outlined will dictate how medical claims
are processed or considered as covered services under a plan.

¢ This booklet is broken down into a number of related sections and is best used by familiarizing yourself with the
following:
— The inside front coverd contact information for the services discussed in this booklet.
— The table of contentsd the easiest way to navigate this booklet.

¢ This booklet also describes your rights and responsibilities as a covered person through enrollment in an OSU
sponsored medical plan. It is very important that you have a good understanding of the covered services
available to you and of the items that are excluded or limited by the plan.

Note: The Medical Plans i Specific Plans Details document is also available online at hr.osu.edu/hrpubs, where
it may be updated periodically as needed. If the information provided in the printed version of this document differs
from the online version, the online version will govern.

Alteration of booklet Only the university has the authority to change the coverage/terms under the medical plans.
Terms used in this The following terms are also used interchangeably throughout this booklet:
booklet ¢ Medical Plan Detail also called the booklet or document.

¢ Medical plan benefits also called the plan.
¢ Faculty and staff also called you, employee, member, or enrollee.
¢ The Ohio State University also called OSU, Ohio State, the university, the employer, and the plan sponsor.

Liability and Limitation This booklet will not give you any claim, right, action, or cause of action against any person or entity other than the
of Action provider rendering covered services to you for acts or omissions of such provider. NGS, OSU Health Plan, and the
Office of Human Resources do not actually furnish health care services as described in this booklet. Rather,
coverage will be provided for the health care services covered under the plan when rendered by a provider to you.

Coordination of If you or your family members are covered by more than one medical plan, you may not be able to collect benefits
Benefits (COB) from both plans. Each plan may require you to follow its rules or use specific doctors and hospitals, and it may be

i mpossible to comply with both plans at the smatoe
of Benefitso sect i &pecifioRlan Detaits dobbenent, anddompBré thesegules with the rules
of any other plan that covers you or your family. Pharmacy benefits are not coordinated.

Operation and ¢ The benefits provided under this plan are paid for directly by Ohio State, which means that the plan is
Administration of the considered to be self-funded. Eligible employees pay part of the cost of providing benefits under the plan
Plan through applicable payroll contributions and the employing departments provide the balance.

o Under the plan, NGS American (NGS) and Express Scripts have agreed to provide certain administrative
services on behalf of the university, according to the terms and limitations of the plan. The responsibilities of
NGS and Express Scripts are set forth in the administrative agreement (the administrative agreement is the
contract between the university, NGS, and Express Scripts).

For More Information If you have questions when using your medical benefits, refer to the following for assistance:
(See inside front cover for « Office of Human Resources (OHR) Customer Service Center, service@hr.osu.edu i General benefits
contact information.) information, enrollment, eligibility, publications, GlobalCare Services

o OHR website, hr.osu.edu i Provider network listings for dental, medical, pharmacy, and vision plans

¢ Benefits Consultants, benefits@hr.osu.edu i Schedule a personal consultation or departmental presentation

e OSU Health Plan, osuhealthplan.com i Prior authorization of hospital admissions and medical services,
provider listings and services or assistance

e NGS American, ngsamerican.com i Medical claims processing, and ID cards for medical plans and
prescription drug program

e Express Scripts, express-scripts.com i Prescription drug claims processing, prior authorization for certain
medications
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Covered Personbds Ri

The university is committed to offering quality medical care for its employees. As a person covered by one of The Ohio State
Universitydb s medi cal plans, you have certain rights that help ensure you
expected to be an active participant in your medical care.

As a member of an Ohio | e Receive and have access to information about the functions of The Ohio State University Health Plan, Inc.

State medical plan, you (OSU Health Plan), participating medical care providers, rules and regulations of your medical plan, and
havetherighttothe membersé rights and responsibilities.
following: e Fair and respectful consideration and treatment by staff at OSU Health Plan, the Office of Human Resources

(OHR), NGS American (the Third Party Administrator or TPA), Express Scripts, medical care providers, and

customer service.

Confidentiality and privacy regarding your medical care matters.

¢ Receive an explanation of all benefits to which you are entitled under your medical plan.

¢ Receive quality medical care through your medical plan network in a timely manner and in the most appropriate

setting possible.

Participate with your providers in decision-making about your medical care needs and how best to meet those

needs within the guidelines of your medical plan.

Have access to complete and understandable information about your health conditions and the treatments

rendered by your medical care providers.

¢ Refuse treatment and be informed by your medical care provider and OSU Health Plan of the consequences of
such action.

¢ Be informed of health wellness, maintenance, and preventive programs to help promote and maintain a healthy
lifestyle.

¢ Express concerns and complaints about medical care and administrative services rendered by authorized staff
and providers.

¢ Expect that OSU Health Plan will document your concerns and complaints, investigate the situations, and take
appropriate action.

o Appeal the non-payment of medical claims through the formal appeal process. Refer to the Medical Claims
Processing i Appeal Procedure section for detail.
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Covered Personodos Resp

For the program to work effectively there are certain procedures which you, as a covered person, must follow. As a person covered by
an OSU medical plan, you have certain responsibilities that will help ensure that you and your family members receive quality care.

As an Ohio State
medical plan member,
you have the
responsibility to:

¢ Provide complete, honest, and factual information about your medical care status that is needed by providers in
order to address your medical care needs.

Follow a consensual treatment plan as discussed with and recommended by your medical care providers.
Listen to and understand the potential consequences that may result should you refuse such treatment.
Understand your medical and prescription drug benefits, as described.

Understand and meet your financial obligations for copays, deductibles, coinsurance, and non-covered health-
related services, as indicated.

Provide, when requested, complete and factual information to NGS and Express Scripts about any other
medical coverage or insurance benefits that you may have, and to confirm dependency verification.

Treat other members, providers, and administrative staff with respect and consideration.

Updating your
information:

¢ Inform your departmental human resource contact of any address or name changes.

Inform the Office of Human Resources Customer Service Center of any changes you may have in your family
status (for example, marriage, divorce, birth or adoption of a child, dependent child reaching the limiting age,
death of a spouse/dependent child) by submitting a completed Health Election Form, available online at
hr.osu.edu/forms, to the Office of Human Resources within 31 days of the status change.

When receiving covered
medical or prescription
drug services:

Present your medical/prescription drug ID card before receiving medical or prescription drug services.

At the time of service you should pay any copay amounts that may apply.

Notify OSU Health Plan if you are admitted to a hospital, generally within 24 hours.

Claims should be filed as instructed on your medical/prescription drug ID card.

At the time of your physician visit, you should discuss the medical and financial advantages of generic drugs
with your provider.

Dissatisfaction with
service or claim
decision:

The university strives to provide quality medical care services. If you have a complaint or grievance about a
service, how a claim has been processed, or a decision regarding coverage for proposed services, contact a
representative at OSU Health Plan who will work with you to resolve the issue. If you are not satisfied with the
explanation you receive or the actions taken to solve the problem, you may file a formal appeal. Refer to the
Medical Claims Processing i Appeal Procedure section for detail.
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General PlanProvisions

The following plan conditions apply to all university medical plans.

Effective Date of The effective date for all eligible employees and their eligible dependents will be determined by the university and
Coverage will be communicated to NGS and Express Scripts for the purposes of claims administration. Coverage is effective
on the date of:

¢ Hire or transfer to an eligible appointment

¢ Qualifying status change

Eligibility ¢ An eligible employee is any faculty or staff member who holds a qualifying appointment, as determined by The
Ohio State University.

e If you are an eligible employee, you may cover yourself and those persons who qualify as your eligible
dependents. Dependents can only be enrolled if the eligible employee is enrolled for coverage. You may not be
covered as both a spouse/partner and dependent by any medical coverage provided by the university.

e Coverage is not automatic. In order to cover yourself and your eligible dependents, you must enroll for coverage
by completing the university Health Election Form.

¢ You may enroll yourself and your eligible dependents when initially eligible, during an open enrollment period, or
within 31 days of a qualifying status change.

Eligible Dependents

Dependent child ¢ Adependent child of a covered employee who meets all of the following criteria:
1. is unmarried,;
2. has not reached the age limit of 23, or was permanently disabled at the attainment of age 23; and
— covered by a university medical plan when he or she reached the limiting age; or
—covered as a dependent under the medical plan
parentds employment with the university (docun
3. receives at least 50% of his or her financial support from the employee, or is the intended recipient of
coverage that is court-ordered upon the employee; and
4. fits into one of the following categories:
—an employeebs natural child;
—an employeefd adopted chi
an empl oychild;6s step
—a child of an e mp-$epdomestidomartnermv er ed s ame
— achild for whom the employee has legal guardianship or an interlocutory order of adoption.

Dependent child age | Birthday, age 23; coverage to age 23 is contingent upon the dependent meeting all of the eligibility requirements

limit as outlined in this section.

Dependent child An unmarried child who is covered as a dependent child under a university Medical, Dental, or Vision Plan, and is
coverage beyond the | permanently disabled upon attainment of the age limit, may be eligible for continued coverage as a dependent
age limit child if:

o the child is incapable of self-sustaining employment by reason of mental retardation, or mental or physical
disability, and is primarily dependent upon the employee for support and maintenance;

o the employee makes application for continuation of coverage to the university within 31 days after the child
reaches the age limit, which includes providing satisfactory proof of the child's incapacity and dependence upon
the employee; and

o the employee provides proof of the continuance of such incapacity and dependence upon request by the
university.

Same-Sex Domestic | e The same-sex domestic partner of a covered employee who meets all of the following criteria:

Partner (SSDP) 1. shares a permanent residence with the employee (unless residing in different cities, states or countries on a
temporary basis);

2. is the sole same-sex domestic partner of the employee, has been in a relationship with the employee for at
least six (6) months, and intends to remain in the relationship indefinitely;

3. is of the same sex as the employee and is not currently married to or legally separated from another person
under either statutory or common law;

4.shares responsibility with the employee for eac

5. is at least eighteen (18) years of age and mentally competent to consent to contract;

6. is not related to the employee by blood to a degree of closeness that would prohibit marriage in the state in
which they legally reside; and

Continued on next page.. . .
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General Plan Provisions

Same-Sex Domestic 7. isfinancially interdependent with the employee in accordance with the plan requirements outlined by Ohio
Partner (SSDP), State. Financial interdependency may be demonstrated by the existence of three (3) of the following:
cont 6d — joint ownership of real estate property or joint tenancy on a residential lease

— joint ownership of an automobile

— joint bank or credit account

— joint liabilities (e.g. credit cards or loans)

— a will designating the same-sex domestic partner as primary beneficiary

— aretirement plan or life insurance policy beneficiary designation form designating the same-sex domestic
partner as primary beneficiary

— adurable power of attorney signed to the effect that the employee and the same-sex domestic partner
have granted powers to one another

Sponsored ¢ Asponsored dependent of a covered employee who meets all of the following criteria:

Dependent lLresides at the employeeds residence and will <co

2. shares a relationship with the employee as defined by one of the following:

— parent, step-parent, parent-in-law or person who stood in loco parentis to the employee as a child

— grandparent or grandparent-in-law

— sibling or sibling-in-law

— auntoruncle

— niece or nephew

— child-in-law

— grandchild or grandchild-in-law

— biological, adopted, step or foster child who is not otherwise eligible for coverage under the terms of the
uni versityds group health plans

— opposite-sex domestic partner who is unmarried, and with whom the employee is not related by blood to a
degree of closeness which would prohibit marriage in the state in which they legally reside, and with
whom the employee has been in a relationship for at least six (6) months and intends to remain so
indefinitely;

3. is financially dependent upon the employee for more than 50% of his or her financial support, in accordance
with the plan requirements outlined by Ohio State. Financial dependency is demonstrated by the sum of all of
the following:

— rental value of housing;

— cost for clothing, education, recreation and transportation expenses;

— cost for medical, dental, and/or vision care; and

— cost for a proportionate share of other expenses necessary to support the sponsored dependent within
the employeeds household (such as food and wuti
individual; and

4. is enrolled in Medicare if he or she is eligible for such coverage.

Ineligible * A dependent (spouse, child, or stepchild) who would otherwise be eligible for coverage, but who is on active
Dependents duty in any military, naval or air force of any country is not eligible for coverage during the period of active duty.
¢ Dependents who do not meet the eligibility requirements outlined in this section.
Benefit Plan Year January 1 to December 31.
Change in Coverage The Internal Revenue Code restricts you from dropping, adding, or changing health plan coverage during the plan
Due to a Qualifying year unless a qualifying status change occurs. The request for change in coverage must be consistent with the
Status Change qualifying status change. There are two types of qualifying status changes:
Qualifying Status e Some specific events that constitute qualifying status changes include:
Changes — Family status changesi marriage, meeting the criteria of a same-sex domestic partnership or sponsored

dependency, divorce, termination of a same-sex domestic partnership or sponsored dependency, childbirth,
adoption or legal guardianship of a child, death of a covered dependent, dependent no longer meeting
eligibility criteria established under the medical plan, or gain or loss of other coverage.

— Employment status changesi a change in the type or FTE of your appointment that affects benefits
eligibility, a benefits open enroll ment at your
benefits.

¢ You may only make Medical Plan election changes that are consistent with your qualifying status change.
¢ Refer to the Life Events section of the OHR website at hr.osu.edu/events to determine the type(s) of benefit
election changes you may make as a result of specific qualifying status changes.

— The Office of Human Resources must receive notification of such change within 31 days of the event.

Continued on next page.. . .
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General Plan Provisions

FTE changes to OSU | e Significant change in medical contributions due to a change in FTE.
appointment mu_s_t o Loss of eligibility due to decrease in combined FTE to below 50% FTE.
meet these conditions: | e A gain in eligibility for benefit programs as a result of an increase in combined FTE to above 50% FTE.

Coverage Election If you are rehired by the university into a benefits-eligible position, you will be able to re-enroll and elect the same
for Rehires coverage options that were in effect before your termination from the university for the balance of the plan year,
and accumulations for plan features such as annual deductibles and out-of-pocket limits, as well as expenses you
had accumul ated towards the plands | i f et i meofcoermgem

You can change coverage levels upon your re-enrollment, but you cannot change your coverage option until the
next annual Open Enrollment period.

When a qualifying ¢ You must complete the university Health Election Form, available online at hr.osu.edu/forms, in order to make
status change occurs: enrollment changes. Documentation may be required for some events.

— The completed form must be submitted to the Office of Human Resources Customer Service Center within
31 days of the qualifying status change. The university must approve all qualifying status changes according
to eligibility and plan guidelines.

— Coverage and contributions will be effective back to the qualifying status change date.

— If you do not notify the university within 31 days, the change can only be made at the next open enroliment
period or future qualifying events. The university determines the open enrollment period.

— Note: A newborn infant must be added within 31 days of the birth. Otherwise the newborn cannot be added
until the next open enroliment period. If coverage is already in effect, you must add the newborn, even if you
have family coverage.

— The form may not be altered by anyone other than the employee unless the employee has given written
consent allowing alterations.

¢ The university must approve all qualifying status changes. The university determines the effective date for all
enrollment changes and any contribution changes that may be required.

Note: Your coverage level and premium contributions may be adjusted based on the qualifying status change.

Medical/Prescription You will receive a medical/prescription drug ID card shortly after your effective date of coverage. Check your
Drug ID Card card(s) to make sure that the information is correct. If the information is incorrect, contact the Office of Human
Resources Customer Service Center. If your card is lost, stolen, or you need additional cards, contact NGS to
issue new card(s).

Medical Care Outside el f you are enrolled in one of the wuniver sautide®so mi

Ohio or Internationally and internationally. To determine your coverage level, carefully read the Schedule of Benefits available for your
medical plan or contact OSU Health Plan for assistance.

¢ When paying for international medical services, request that the doctor or hospital complete a description of
services provided translated into English. This is required for your medical insurance reimbursement when you
return home. Refer to GlobalCare Services section for detail.

Dual Coverage The university-sponsored medical plans will not cover a person as both a covered employee and dependent or as
a dependent of more than one covered employee.

Case Management ¢ In order to provide a comprehensive approach to the management of specialized medical care service, OSU
Health Plan provides, and when necessary requires, case management services. Case managementis a
collaborative process that assesses, plans, implements, coordinates, monitors, and evaluates resources to
promote quality cost-effective outcomes. To accomplish this, input is obtained from providers, patients, family
members (with patientés authori zat i tentareinforemediofc al
approved settings for medical treatment options.

¢ On an exception basis, subject to OSU HealthPlanb s case management process,
provided for settings and/or procedures not expressly provided for, but not prohibited by law, rule, or general
policy. All requests for case management will be individually reviewed by OSU Health Plan.

e OSU Health Plan has the right to deny consideration of benefits under case management if the use of such
services is not clinically or medically necessary. This is inclusive of all services, those normally reviewed by case
management, special requests for case management, and any appeals to OSU Health Plan.

Continued on next page. . .
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General Plan Provisions

Privacy of Health Federal HIPAA regulations restrict how the university and the OSU plans may use information about you and your
Information family.
Permitted Uses and | e Subject to your written authorization, the OSU plans may release Protected Health Information (PHI) to the
Disclosures university, provided that the university does not use or disclose that information except for the following
purposes:

— To perform health plan administrative functions,
— To obtain premium bids for group health insurance, or
— To modify, amend or terminate the OSU Health Plans.
¢ All disclosures of Protected Health Information must be consistent with Federal Privacy Regulations.

Conditions of e The OSU plans may disclose PHI to the university only upon receipt of a certification from the university, as plan
Disclosure sponsor of the OSU plans, that the plan documents have been amended to incorporate the provisions set forth
below and that the university, in its capacity as plan sponsor, agrees to such provisions.

The university, as plan sponsor of the OSU plans, agrees to:

— Not use or further disclose PHI other than as permitted or required by plan documents or as required by law.

— Ensure that any agents or subcontractors to whom it provides PHI received from the OSU plans agrees to
the same restrictions and conditions that apply to the university with respect to such PHI and that they agree
to implement reasonable and appropriate security measures to protect the information.

— Not use or disclose the PHI received from the OSU plans for employment-related actions and decisions or in
connection with any other benefit or employee benefit plan of the university (except to the extent that such
other benefit or employee benefit plans is part of the organized medical care arrangement of which the Plans
are a part).

— Report to the OSU plans any use or disclosure of the information that is inconsistent with the uses or
disclosures provided and/or any security incident of which it becomes aware.

- Make a covered personb6s PHI css @iadcadanceswithtfederat HiPAM i
regulations.

-l ncorporate any approved amendments to a covere
accordance with federal HIPAA regulations.

- Make available an account i ng Pdlifwhed iequestedirsaccorgasce waitl
federal HIPAA regulations.

Make internal practices, books, and records relating to the use and disclosure of PHI received from the OSU

plans available to the Secretary of Health and Human Services for purposes of determining compliance of the

plans with the law.

If feasible, return or destroy all PHI received from the OSU plans that the university still maintains in any form

and retain no copies of information when no longer needed for the purpose for which the disclosure was made.

If such return or destruction is not feasible, limit further uses and disclosures to those purposes that make the

return or destruction of the information feasible.

Ensure adequate separation between the OSU plans and the university as required by federal law.

Permitted Uses and

The OSU plans may disclose Summary Health Information to the university, provided that the Summary Health

Disclosures of Information is only used by the university for the purpose of:

Summary Health — Obtaining premium bids for providing health insurance coverage; or

Information — Modifying, amending, or terminating the medical plan(s).

Permitted Uses of The OSU plans may disclose enrollment and disenrollment information and information on whether individuals are
Enrollment and participating in the medical plans to the university, provided such enrollment and disenrollment information is only
Disenrollment used by the university for the purpose of performing its administrative functions.

Information

Security of Protected | The OSU plans will implement administrative, physical, and technical safeguards that reasonably and
Health Information appropriately protect the confidentiality, integrity, and availability of the electronic protected health information that
it creates, receives, maintains, or transmits on behalf of the group health plan.

Adequate Separation | Within the university, only employees of the Office of Human Resources shall have access to and use PHI. Such
Between Plan and employees shall have access to PHI only to the extent necessary to perform plan administrative functions, unless
Plan Sponsor an individual authorization exists. In the event that any such employees do not comply with these provisions, the
employee shall be subject to disciplinary action by the university for non-compliance pursuant to the discipline
procedures established by the university. This separation will be supported by reasonable and appropriate security
measures.
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Termination of Coverage

Termination of e Coverage will terminate for the following covered person(s) when the following events occur:

Coverage - For the covered employee and his/her dependents, when the employee terminates from the university or is
transferred to an ineligible appointment. Coverage will cease on the last day of the pay period within which
the employment status change occurs.

- For the spouse of the covered employee, upon decree of divorce, dissolution, or legal separation.

Coverage will cease on the event date. If appropriate, premiums will be changed the pay period following
the event date.

- For a dependent child, when the child no longer qualifies as a dependent. Coverage will cease on the
event date. If appropriate, premiums will be changed the pay period following the event date.

- The covered employee is responsible for notifying the university within 31 days of the date of any status
change involving the eligibility of a covered dependent. Failure to provide timely notification of such
information may result in disciplinary action of an employee up to and including termination of benefits
and/or employment. The university may also recover from the employee all damages sustained from
|l osses (including paid claims and premium costs
damages that are brought about a #ytheunivestywofstatuso f t
changes which affect dependent eligibility.

e Coverage may be cancelled during an open enroliment period. Coverage will cease on the last day of the
plan year in which enrolled.

e Coverage may be stopped due to a qualifying life event, refer to the Change in Coverage Due to a Qualifying
Status Change section earlier in this document or visit hr.osu.edu/events for information. Coverage will
cease on the date of the qualifying life event if the appropriate form, available at hr.osu.edu/forms, is
submitted within 31 days of the qualifying life event.

e Upon termination of coverage, individuals may be eligible for Coverage Continuation as detailed. However, if
the university is not notified within 60 days of the last day of eligibility and/or coverage the dependent will not
be eligible for Coverage Continuation as detailed.

e The university will make all determinations regarding when a covered person is no longer eligible under this
plan. It is the responsibility of the university to make all final determinations when coverage will end for a
covered person and to communicate all terminations of coverage to NGS.

e Coverage under the plan ends for all covered persons on the date on which the plan terminates or is not renewed
by the university. The university reserves the right to terminate this plan, in whole or in part, at any time.

Certification of Group | e When your coverage terminates, NGS will send a Certificate of Group Health Plan Coverage to you. This

Health Plan certificate informs you of the length of group health plan coverage and may be required by another employer or
Coverage health insurance company prior to providing you health insurance benefits.
o If you need an additional copy or do not receive your certificate within 30 days of your termination of coverage,
contact NGS.
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Covered Services

Your medical care services are listed below. For these services and supplies to be considered covered services, they must be
authorized by a physician, rendered and billed by a provider; and medically necessary, except as specified. (See your specific medical
plan for coverage levels and applicable network provider requirements.)

Acupuncture, Chiropractic | All acupuncture services, chiropractic care, and medical massage2 therapy are limited to a combined maximum

Treatment, and Medical benefit of $2,000 per plan year.
Massage’ Therapy
Ambulance Service o Ambulance service is transportation by a vehicle designed, equipped and used only to transport the sick and

injured, when medically necessary:

— From your home, scene of accident or medical emergency to a hospital.

— Between hospitals.

— Between hospital and an extended care facility.

— From a hospital or an extended care facility to your home."

Surface trips must be to the closest local facility that can give covered services appropriate for your condition.
If none are available, you are covered for trips to the closest such facility outside your local area.

Air transportation is covered when such transportation is medically necessary because of a life threatening
injury or sickness, and availability of specialty care. Air ambulance is air transportation by a vehicle designed,
equipped and used only to transport the sick and injured to and from a hospital for inpatient care.

Behavioral (Mental) Health All inpatient and facility-based behavioral (mental) health services require prior authorization® and include the

Services assessment and treatment of mental and/or psychological disorders and substance abuse.

Behavioral (mental) health services for the care and treatment of mental illness are covered on an inpatient or

outpatient basis. Substance abuse services for the care and treatment of alcoholism and drug addiction are

also covered on an inpatient or outpatient basis.

The following services are covered on an inpatient or outpatient basis:

— Individual psychotherapy

— Group psychotherapy

— Psychological testing

— Intensive outpatient behavioral health

— Family counseling i Counseling with family members to assist in your diagnosis and treatment, including
marriage counseling

— Convulsive therapy i includes electroshock treatment or convulsive drug therapy

A physician, mental health provider, hospital, specialized hospital, alcoholism treatment facility, or community

mental health facility may provide behavioral (mental) health and substance abuse services.

Chiropractic Care, Medical | e Chiropractic care is dedicated to the detection and correction of vertebral subluxation to eliminate interference
Massag e’ Therapy, and that can adversely affect health.

Acupuncture All chiropractic care, medical massage” therapy, and acupuncture services are limited to a combined
maximum benefit of $2,000 per plan year.

Dental Services

Expenses for dental work are covered if they are for prompt repair of an injury to the jaw, sound natural teeth,
mouth, or face, which are required as a result of an accident.

Dental services are limited to the initial treatment of the injury that is rendered within 72 hours of the injury.
Injury as a result of chewing or biting is not considered an accidental injury.

Emergency Care Emergency care is the service or treatment provided in the outpatient emergency department of a hospital or other
provider within 72 hours of the onset of the emergency medical condition. An emergency medical condition is
defined as a medical condition that manifests itself by such acute symptoms of sufficient severity, including severe
pain, that a prudent layperson with average knowledge of health and medicine could reasonably expect the
absence of immediate medical attention to result in any of the following:

— Placing the health of an individual, or with respect to a pregnant woman, the health of the woman or her unborn

child in serious jeopardy;

— Serious impairment of bodily functions; or

— Serious dysfunction of a body organ or part.

o [fa covered person is admitted to a hospital for an emergency care admission, natice of the admission must be
provided to OSU Health Plan as soon as possible after the admission, generally within one business day. The
hospital, admitting physician, covered person, or friend/partner/family member of the covered person may give
notice to OSU Health Plan.

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,
where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. When non-network providers are utilized, a benefit reduction (penalty) will occur. Prior authorization penalties do not apply toward the annual
deductible or annual out-of-pocket limit.

2 A Licensed Message Therapy (LMT) Complementary Medicine Prescription Form is required from the referring physician once per plan year in order to receive
Medical Massage benefits.

Continued on next page. . .
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Covered Services

Extended Care Facility
Services (Skilled
Nursing Facility)

e Covered services in an extended care facility are the same as those shown in the Covered Services i
Hospitalization Services and Medical Services, Inpatient sections.
¢ Benefits are limited to a combined maximum of 60 days in a period of 36 consecutive months with
Residential Care.
« Prior authorization® is required before receipt of these services.
e Coverage is subject to the following requirements:
— The patient must be admitted to the extended care facility within 3 days following a medically
necessary hospital stay.
— Services must be medically necessary as a continuation of treatment for the condition for which you
were hospitalized.

Gynecological (GYN)
Examinations

Cover age is provided according to.each specific ple

Hearing Aids and Ear
Molds

Coverage is provided for hearing aids and ear molds that are required to improve pure tone hearing ability for

causes other than injury to the ear. The total maximum benefit is $1,200 every four plan years.

e [facute hearing loss is the result of an injury to the ear, then the initial hearing aid and ear mold are covered as
part of the prosthetic appliance benefit.

Note: For dependents up to age 12, replacement ear molds that are medically necessary due to growth are

covered and are not subject to the $1,200 maximum benefit.

Home Health Care
Services

¢ May be provided to you on a part-time basis in your home as a medically necessary alternative to inpatient care.
A home health care provider must provide the services according to a physician-prescribed course of treatment
that has been prior authorized. Covered services include skilled nursing services, home health aide services,
diagnostic services, and therapy services.

¢ Your physician must renew the order for home medical care services every 30 days following prior
authorization®. Benefits are not provided for a nurse who usually lives in the home nor is a member of the
immediate family.

Hospice

A medical care program providing a coordinated set of services rendered at home, in outpatient settings, or in
institutional settings for covered individuals suffering from a condition that has a terminal prognosis. A hospice
must have an interdisciplinary group of personnel that includes at least one physician and one Registered Nurse
(RN), and it must maintain standards of the National Hospice Organization (NHO) and applicable state licensing
requirements. Covered services include, but are not limited to, room and board, nursing care, respite care,
physical/occupational/respiratory therapy, and bereavement counseling.

Hospitalization Services

The following hospitalization services are covered:

Room and board in a semi-private room containing two or more beds, including meals, special diets and nursing

services, other than private duty nursing services. Coverage includes a bed in a special care unit approved by

OSU Health Plan.

Oral surgery, including the extraction of teeth, if hospitalization is medically necessary to safeguard the covered

person's life or health due to a specific non-dental organic impairment. For these services to be covered, your

physician must receive prior authorization®.

Ancillary services, such as:

— Operating, delivery and treatment rooms and equipment

— Prescribed drugs

— Anesthesia, anesthesia supplies and services given by an employee of the facility

— Medical and surgical dressings, supplies, casts, and splints

— Blood and blood services

— Diagnostic services

— Radiation therapy, intravenous chemotherapy, kidney dialysis, respiratory therapy, physical therapy (as
defined), occupational therapy (as defined) and speech therapy (as defined)

Note: All hospitalizations require prior authorization®, unless admitted directly from the emergency room

(notification to OSU Health Plan of hospital admission is then required within 24 hours).

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. When non-network providers are utilized, a benefit reduction (penalty) will occur. Prior authorization penalties do not apply toward the annual
deductible or annual out-of-pocket limit.
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Covered Services

Human Organ
Transplants

¢ A human organ transplant is a human heart, heart-lung, liver, kidney, bone marrow, or pancreas transplant.
Coverage is limited to two heart, two heart/lung, two liver, two kidney, two bone marrow and two pancreas
transplants per covered lifetime of the member. Coverage will be provided for:
— All covered services as described.
- Expenses related to the acquisition of a

expenses. Acquisition includes the preparation, transportation, and storage of a human organ.

¢ In order to receive benefits for Human Organ Transplants, you must contact OSU Health Plan when you learn
you are a candidate for transplant surgery. Prior authorization® will only be granted if the human organ transplant
is medically necessary. Any other prior authorization requirements as described do not apply to human organ
transplants.

¢ No coverage will be provided for services or supplies that are considered by OSU Health Plan to be experimental/
investigative, or that are related to a transplant surgery for which prior authorization was not obtained.

human ¢

Immunizations

Immunizations are a method to trigger your immune system to prevent serious life-threatening diseases. They are
an essential part of wellness programs for all ages.

Infertility Treatment

In order to receive benefits for infertility treatment, an obstetrician or gynecologist (OB/GYN) must diagnose the
infertility. All infertility treatments are subject to a separate annual deductible. There is a separate lifetime maximum
for infertility services. Any prescription medications included in this treatment are applied to the lifetime maximum. All
expenses for infertility treatment do not apply to the annual out-of-pocket maximum. All infertility treatments are
subject to OSU Health Plan guidelines (contact OSU Health Plan for details) as outlined in the Schedule of Benefits
section for your medical plan. Requires prior authorization® and specific exclusions apply.

Injection/Administration

of Medications

The injection or administration of prescription drugs by a medical professional.

Laboratory Services

A facility maintained to perform diagnostic tests and which is approved for Medicare reimbursement.

Maternity Services

Coverage for inpatient and outpatient maternity services includes all covered services listed under the
Hospitalization Services, Medical Services-Inpatient, Medical and Surgical Supplies, and Outpatient Services
sections. A 48-hour mlnlmum hospital stay is covered for maternity services for vaginal pregnancy, miscarriage, and
therapeutic abortions®. A 96-hour minimum hospital stay is covered for cesarean deliveries.

Medical and Surgical
Supplies i Outpatient

¢ Syringes, needles, oxygen, surgical dressings, splints, and other similar items that serve only a medical purpose
are covered. Covered services do not include items usually stocked in the home for general use, such as
adhesive bandages, thermometers, and petroleum jelly.

¢ Medical supplies, equipment, and appliances must be rented or purchased by an agency or provider approved by
OSU Health Plan. Expenses over $2000 require prior authorization™.

Medical Equipment

The rental (or purchase) of medical equipment is covered when prescribed by a physician. Rental costs must not be
more than the purchase price. The equipment must serve only a medical purpose and be able to withstand
repeated use. Expenses over $2000 require prior authorization™.

Medical Massage®

Therapy, Acupuncture,

and Chiropractic Care

¢ Medical massage2 therapy services must be rendered by a licensed medical massage therapist and a
Complementary Medicine Prescription Form is required from the referring physician once per plan year.

o All medical massage therapyz, acupuncture, and chiropractic care services are limited to a combined maximum
benefit of $2,000 per plan year

Medical Services i

The following medical services, when performed by a physician, are covered on an inpatient basis:

Inpatient o Care and treatment while you are confined in a medical facility.
¢ One physician visit per day.
o Consultation by another physician when requested by your physician. Staff consultations required by hospital
rules are excluded from coverage.
o Care by two or more physicians during one hospital stay when your condition requires the skills of separate
physicians.
¢ Dental services that are required as a result of injury to the jaws, sound natural teeth, mouth, or face.
Medications ¢ Federal legend drugs which are medications that require a prescription under federal law and are approved for

general use by the Federal Drug Administration (FDA).
 Injectable insulin that does not require a prescription is considered to be a covered drug.

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. When non-network providers are utilized, a benefit reduction (penalty) will occur. Prior authorization penalties do not apply toward the annual
deductible or annual out-of-pocket limit.

2 A Licensed Message Therapy (LMT) Complementary Medicine Prescription Form is required from the referring physician once per plan year in order to receive

Medical Massage benefits.
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Covered Services

Newborn Care

o Coverage for a newborn infant as described in this section is provided only as a covered person under two-
person or family coverage. To have the services covered, you must add the newborn to your medical plan
in accordance with the guidelines outlined in the General Plan Provisions.

- Change in Coverage Due to a Qualifying Status Change section. Coverage includes:

— Routine nursery care of a newborn infant.

— Inpatient visits to examine a newborn. A physician other than the physician who performed the obstetrical
delivery must do the examination.

o |f single coverage is already in place prior to the birth of the newborn infant, then you must elect two-person
coverage and enroll the newborn infant.

o [f two-person coverage is already in place prior to the birth of the newborn infant, then you must elect family
coverage and enroll the newborn infant.

Note: To enroll the newborn infant, you must complete the university Health Election Form, available online at

hr.osu.edu/forms. The completed form must be submitted to the Office of Human Resources Customer Service

Center within 31 days of the date of birth.

Nutritional Services

Nutritional services are services focused on food/nutrient intake or eating patterns. They can be provided by a
licensed and registered dietician, physician, certified diabetic educator, or within an approved structured program.
These services are appropriate when there is a condition or treatment that is directly influenced by food and
nutrient intake such as diabetes, a malabsorption disorder such as celiac disease, an eating disorder, or obesity.
Prior authorization® required after three visits.

Obstetrical (OB)
Examinations

Coverage is provided according to the guidelines outlined in the Adult Preventive Health Care charts.

Occupational Therapy
and Physical Therapy

¢ Occupational therapy is the treatment rendered on an inpatient or outpatient basis as a part of a physical
medicine and rehabilitation program to improve functional impairments where the expectation exists that the
therapy will result in practical improvement in the level of functioning within a reasonable period of time. No
benefits are provided for diversional, recreational, and vocational therapies (such as hobbies, art, and crafts).

o All outpatient occupational and physical therapy services are limited to a combined maximum of 45 visits per
plan year.

Office Visits

Office visits may be to general practitioners, gynecologists, pediatricians, and specialists. Office visits also include
surgical procedures that are performed in the pro

Orthotic Devices and
Oral Appliances

Arigid or semi-rigid supportive device which limits or stops motion of a weak or diseased body part. Expenses
over $2000 require prior authorization®

Outpatient Services

The following services are covered on an outpatient basis:

¢ Blood and blood services, if provided and billed by a hospital or other facility.

¢ Diagnostic services including laboratory services.

* Home and office visits to examine, diagnose, or treat an injury or sickness.

o Outpatient surgical services and supplies; other outpatient visits to examine, diagnose or treat an injury or
sickness, including emergency care and the administration of allergy injections.

¢ Pre-admission tests and studies required for a scheduled admission as an inpatient.

¢ Radiation therapy, inhalation therapy, intravenous chemotherapy, kidney dialysis and physical therapy.
Occupational, physical, and speech therapy services must be rendered by a licensed therapist.

Physical Therapy and
Occupational Therapy

¢ Physical therapy is treatment by physical means including modalities such as whirlpool and diathermy;
procedures such as massage, ultrasound, and manipulation; and tests of measurements required to determine
the need and progress of treatment. Such treatment must be given to relieve pain, restore maximum function,
and to prevent disability following disease, injury, or loss of body part. Treatment must be for acute conditions
where rehabilitation potential exists and the skills of a physician or other professional are required.

o All outpatient physical and occupational therapy services are limited to a combined maximum of 45 visits per
plan year.

Preventive Health Care
(Physical Examinations)

Coverage is provided according to each

Adult Preventive Health Care and Pediatric Preventive Health Care charts.

specific ple

Procedures i
Outpatient Services

o Performed for primarily diagnostic purposes

¢ Non-invasive or minimally invasive

¢ Do not require an operating room environment (e.g., sterile OR setting, or room with specific monitoring
or resuscitation equipment)

¢ Do not require full or prolonged sedation of the patient

¢ Require no or little post-recovery time for the patient

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. When non-network providers are utilized, a benefit reduction (penalty) will occur. Prior authorization penalties do not apply toward the annual
deductible or annual out-of-pocket limit.
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CoveredServices

Prosthetic Appliances Purchase, fitting, needed adjustment, repairs, and replacements of prosthetic devices and supplies that:
¢ Replace all or part of a missing body organ and its adjoining tissues.

o Replace all or part of the function of a permanently useless or malfunctioning body organ.

Note: Expenses over $2000 require prior authorization®.

Radiology Radiology is the examination of the inner structure and parts of the body using X-rays or other penetrating radiation.

Residential Care e Covered services in a residential care setting in a covered hospital, mental health facility, or substance
abuse facility are the same as those shown in Covered Services i Hospitalization Services and Medical
Services, Inpatient sections.

e Benefits are limited to a combined maximum of 60 days in a period of 36 consecutive months with
Extended Care Facility Services (Skilled Nursing Facility).

e Prior authorization® is required before receipt of these services.

e Coverage is subject to the following requirements:
- Services are to be rendered in a covered hospital, mental health, or substance abuse facility.
- The patient should no longer meet the criteria for inpatient mental health issues.
- Services must be clinically necessary and appropriate, and the patient is at risk of symptom
exacerbation without 24-hour monitoring.
- The only clinical justification for the admission to residential care cannot be solely for an
environmental change.

Smoking Cessation A maximum reimbursement of $120 per plan year: up to $60 annual reimbursement for group consultation
Program sessions; up to $60 annual reimbursement for nicotine replacement products.
Speech Therapy ¢ Speech therapy is the active treatment for improvement of an organic medical condition causing speech

impairment. Treatment must be post-operative or for the convalescent stage of an active illness or disease. The
expectation must exist that the therapy will result in a practical improvement in the level of functioning within a
reasonable and predictable period of time.

¢ All outpatient speech therapy services are limited to a maximum benefit of $2,000 per plan year.

Surgical Services Surgery performed by a physician is covered on an inpatient or outpatient basis. Prior authorization® is required
before receipt of inpatient surgical services that include:

¢ Administration of anesthesia by a physician or other professional who is not the surgeon or assistant at surgery.
¢ Multiple surgical procedures i when a physician performs more than one surgical procedure during the same
operative session, the surgeonds bill will indic:
procedure(s).

If two or more surgeries were performed during the same operative session, the following guidelines are
normally used to determine the allowable expense for the claim:

— 100% of UCR paid for the first or primary procedure

— 50% of UCR paid for the second and each additional procedure

Some procedures ar e c tassnithd eseefthe mowatof thk appendixidyrig otkeu ¢
abdominal surgery. In this case, UCR would not normally consider any charges for the appendectomy.

Note: if you use a network surgeon, you are not responsible for any balance in excess ofthecont r act p 1
fee schedule.

Reconstructive surgery to restore bodily function. Coverage is limited to medical conditions caused by disease,
injury, or birth defects. Reconstructive surgery does not include any surgery that is specifically identified as an
exclusion or to correct cosmetic surgery.

Second surgical opinion to help determine the need for elective surgery recommended by another physician.
Coverage is provided for the physician's opinion and related diagnostic services. Any annual deductible, copay,
or coinsurance is waived for expenses incurred in connection with a second surgical opinion. If the first and
second opinions differ, you may elect to receive a third surgical opinion, subject to the same provisions as for
the second surgical opinion.

Services of a physician who helps your surgeon in performing covered major surgery when a house staff
member, intern, or resident cannot be present and is medically necessary. Refer to
osumhcs.com/services/precert.asp to determine the need for prior authorization.

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,
where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. When non-network providers are utilized, a benefit reduction (penalty) will occur. Prior authorization penalties do not apply toward the annual
deductible or annual out-of-pocket limit.
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Covered Services

Temporomandibular TMD is a disease of dysfunction of the joint linking the jawbone and skull and the muscles, nerves and other

Disorder (TMD) tissues related to the joint. TMD covered services include diagnostic services, orthotic or orthopedic devices,

adjustments to orthotic or orthopedic devices, and therapeutic injection of medication into the TMD. There is a

$3,000 maximum lifetime benefit for non-surgical procedures, which applies to your lifetime maximum benefit.

Surgical procedures for the treatment of TMD are subject to the Surgical Services and Schedule of Benefits for

your medical plan.

* No coverage is provided for crowns or for orthodontia (braces) i these services may be covered under your
dental care plan.

¢ Appliances/orthotic devices require prior authorization®

Urgent Care ¢ Urgent care services are different than emergency medical services. An urgent condition is not life threatening,
but may cause serious medical problems if not promptly treated. Urgent care is defined by the need to treat an
unforeseen condition that requires immediate medical treatment for acute pain, acute infection, or protection of
public health.

Plan members should go to the emergency room for life-threatening medical emergencies.

Urgent care is not intended for preventive or routine maintenance treatment such as school or annual physicals.
These services will not be covered at urgent care facilities.

Examples of conditions that require urgent care include:

— Injuries

— Fever

Sudden onset of pain (abdominal pain, severe headache)

Broken bones

— Cuts

Weight Loss Surgery Weight Management Programs include gastric bypass, gastric banding, gastric reduction, and medically

and Related Services necessary skin excisions that are the direct result of significant weight loss. All services are subject to OSU
Health Plan guidelines and require prior authorization’.

All weight loss surgery services are subject to a separate annual deductible. A separate maximum lifetime
benefit also applies. All expenses for weight loss surgery do not apply to the annual out-of-pocket maximum. All
services are subject to OSU Health Plan guidelines and require prior authorization”.

Weight Management « Hospital-based/physician-directed programs are reimbursed at 50% and require prior authorization®.
Programs ¢ Weight Watchers™ sessions require class attendance and reimbursed at 50%. No authorization required.
Wo mends He al| Requires benefit plans to provide coverage for reconstructive surgery and related services following a
Cancer Rights Act of mastectomy. Specifically, the benefits include:

1998 o Coverage for reconstructive surgery of the breast on which a mastectomy has been performed.

o Coverage for surgery and reconstruction of the other breast to produce a symmetrical appearance.

e Coverage for prostheses and physical complications through all stages of a mastectomy, including swelling
associated with the removal of lymph nodes.

¢ Treatment will be in a manner that is determined in consultation with the attending physician and patient.

¢ All terms and conditions (including deductibles and coinsurance) of your medical plan apply to this coverage.

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,
where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. When non-network providers are utilized, a benefit reduction (penalty) will occur. Prior authorization penalties do not apply toward the annual
deductible or annual out-of-pocket limit.
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Exclusions or Limitations

Your medical coverage | ¢ Which are not specified as covered services by your medical plan.

does not provide * Which are experimental/investigative, including investigational medical, surgical, or mental health procedures

benefits for services, and pharmacological regimens, as well as associated health services and/or supplies as defined by the plan.

supplies, or charges: For services not medically necessary to the care and treatment of any injury, disease, or pregnancy or furnished
without recommendation and approval of a physician acting within the scope of his/her license except for
preventive services listed.

Which are for injury or sickness arising in the course of employment. This applies whether or not you claim any

compensation or recover losses from a third party.

¢ To the extent governmental units provide benefits.

o For injury or sickness that occurs as a result of any act of war, declared or undeclared, when providing service in

the armed forces of any country to the extent that such injury or sickness is provided for through any

governmental plan or program.

Incurred as a result of a covered person's voluntary involvement or participation in a felony or an illegal activity,

including a riot or act of civil disobedience.

For which you have no legal obligation to pay in the absence of this or like coverage.

For treatment only to improve appearance.

For reconstructive surgery following cosmetic surgery.

Received from a member of your immediate family.

For personal hygiene and convenience items.

For telephone consultations, missed appointments, completion of claim forms, copying or obtaining medical

records.

For services for custodial care or for services not needed to diagnose or treat an injury or sickness.

For reversal of sterilization.

For services associated with surrogate parenting.

For non-therapeutic abortions performed or induced when the life of the mother would not be endangered if the

fetus were carried to term or when pregnancy of the mother was not the result of rape or incest reported to a law

enforcement agency (even if pre-natal testing is covered).

¢ For any treatment leading to or in connection with gender reassignment surgery.

o For room, board and general nursing care for hospital admissions mainly for physical therapy or diagnostic
studies.

¢ For hospitalization for environmental change.

e Incurred prior to your effective date or after the termination date except as specified in this document.

¢ For eye examinations for the purpose of prescribing or fitting of eye glasses or contact lenses, or for eye

examinations for any occupational condition, ailment or injury arising out of or in the course of employment.

For services to correct visual acuity, such as radial keratotomy and corrective refractive surgery.

o For eye glasses, sunglasses, safety glasses, safety goggles, subnormal vision aids or contact lenses (except for
aphasic patients and soft lenses or sclera shells which are intended for use as corneal bandages or when
needed because of an injury to the eye)

o For services or supplies primarily for educational, vocational or training purposes.

¢ For dentistry or dental processes to the teeth, the tissue surrounding the teeth, and roots, including orthodontia,

except as specified in this document.

For routine dental services.

For tooth transplantation including reimplantation from one site to another and splinting and/or stabilization

For surgical removal of impacted teeth.

For surgical removal of residual tooth roots.

For endodontal and periodontal surgery.

For transportation or travel other than for use of ambulance services.

For medical equipment or appliances for comfort, appearance, or weight loss, or those for which an acceptable

substitute may be made, even though prescribed by a physician; including but not limited to air conditioners,

humidifiers, de-humidifiers, and exercise equipment.

o For any service or supply for which the university cannot by law provide such benefit.

o For any service or supply for which a charge would not have been made in the absence of eligibility.

For any service or supply furnished in connection with or during a hospital stay of a person that commenced

before the person became eligible under the plan.

For any service or supply once the maximum benefits have been provided as outlined and the Schedule of

Benefits for your medical plan.

¢ For charges for herbal medicines, holistic or homeopathic care, including prescribed drugs.
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Exclusions or Limitations

Your medical coverage | e For services rendered by a provider who is not specifically included in the definition of a physician or specifically
does not provide listed as a covered provider.

benefits for services, e For charges in excess of those considered reasonable and customary.

supplies, or charges, For claims filed later than fifteen months from the date the charge was incurred.

cont od: For the following categories of medications: multiple sclerosis, growth hormones, hepatitis, and rheumatoid
arthritis. See fAMedi cati ons Not Covered Under Medical Be
For supplements and food including non-prescription infant or adult formula.

Cord blood donation or storage.

For chelation therapy unless for the treatment of heavy metal or lead poisoning.

For blood cleaning therapy.

For hospital charges for observation which exceed 23 hours.

For routine vitamin injections.

For laser wart removal.

For any test solely for the purpose of determining the sex of the fetus.

For environmental modifications, including but not limited to: air conditioner, air filters, humidifiers, vaporizers,
heating pads, wheelchair lifts, ramps, home remodeling.

¢ For long term embryo, sperm, or egg storage.

For physicals for administrative requirements such as: immigration, licensure, adoption, marriage, employment,
camp, or school.

For frenectomy.

For outpatient recreational therapy.

For living expenses even if related to a medical condition.

For hypnotherapy, music therapy, remedial reading therapy.

For custodial/maintenance care or for services not needed to diagnose or treat an injury or illness.

For free standing birthing centers.

For ambulance services for the convenience of the patient.

For educational lectures and counseling.

For paternity testing.

For exercise equipment including but not limited to: bicycles, weights, treadmills, ergometers.

For court ordered treatment.

For cosmetic services which include but are not limited to: breast reduction, breast enlargement, wrinkle
removal, collagen injections, dermabrasion, hair restoration, or electrolysis.

For services and supplies provided through research studies.

For charges incurred for the completion of claim forms or copying medical records.

For charges for time dedicated to claims resolution.

For charges for legal expenses or fees incurred in obtaining medical treatment.

For covered charges when there has been an incomplete claims submission.

For private duty nursing, homemaking or housekeeping services.

For in-vitro fertilization, artificial insemination, assisted reproductive technologies and procedures, as a result of
voluntary elective sterilization procedures, or for individuals who are not considered infertile according to the
definition. Donor services, including egg, sperm, and embryo.

Selective reduction of a pregnhancy and any related services.

Charges for medical treatments, consultations, or visits which consist of a telephone conversation.
Charges for services and supplies which do not conform with generally accepted medical practices,
Charges that are not payable by the primary plan covering the patient solely due to the employee/
patientdés failure to comply with that planoés re
to-failure to prior authorize, failure to obtain a second opinion, failure to execute subrogation
agreements, etc.).

Charges that may be payable by the plan when a provider or plan participant fails to comply with this
pl ands request for information

Expenses relating to a medical condition, illness, or injury, when the covered individual receives a profit
or wage (other than employer-based disability payments).

o For the return of mortal remains in the event of a death away from home.
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The Ohio State Health Plan, Inc.

OSU Health Plan works in partnership with the Office of Human Resources and NGS American, Inc. (NGS) to assure access to quality
medical care in the most cost efficient manner.

Behavioral Health
Referrals

If mental health or substance abuse treatment is needed, OSU Health Plan can assist in matching patient needs
to provider expertise. The behavioral health case managers at OSU Health Plan will take into consideration your
cultural, demographic, gender, and/or geographic issues when making referrals to appropriate behavioral health
services.

Case Management

OSU Health Plan provides case management services that promote quality cost-effective medical outcomes. To
accomplish this, input is obtained from sources including providers, patients, family members, and medical
consultants.

Coordination of Medical
Coverage with
Specialist Referrals for
Dental and Vision
Services

When your dental or vision care provider identifies necessary specialist care, OSU Health Plan will assist you in
locating a specialist who is part of your university medical, dental, or vision network of providers.

Medical Provider
Networks

OSU Health Plan establishes the network of medical providers for Franklin County. This network process includes
credentialing of physicians and periodic quality reviews. OSU Health Plan provides information to members
regarding physicians, behavioral health services, other medical services, and case management. A listing of the
network providers is available online at osuhealthplan.com/search.

Prior Authorization of
Services

OSU Health Plan determines the medical necessity of services and conducts treatment plan reviews for all of the
uni versityds medi cal pl aprigauthdfztonod serkicepfar yowwheheecessany.ilt |
is your responsibility to inform your non-network provider when prior authorization is required.
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How Payment Is Determined

Paymentofthecont r act ed pschedule,pm®viders rebsenable charge, Usual, Customary and Reasonable (UCR) charge or the
actual charge, whichever is less, will be provided for all covered services. All payments will be subject to any applicable annual deductible,
coinsurance, copays, maximum benefits and other provisions and limitations and the Schedule of Benéefits for your medical plan.

Annual Deductible ¢ The annual deductible is the amount each covered person must pay for eligible expenses incurred in a plan
year before claims begin to be paid for that person.

¢ Your annual deductible amount is shown in the Schedule of Benefits for your medical plan. NGS records must
show that you have reached this annual deductible. Therefore, to ensure proper record keeping, you should
submit copies of all your bills, even those that you must pay to meet the annual deductible.

o |f the family deductible amount is reached then the annual deductible will be waived for all others covered under
family coverage for that plan year.

Annual Out- of- Pocket The annual out-of-pocket limit is the total amount each covered person must pay in deductibles, coinsurances,

Limit and copays for eligible expenses incurred in a plan year before benefits begin to be paid at 100% of the allowed

amount (for the remainder of the plan year).

¢ Anindividual annual out-of-pocket limit is the maximum amount that each covered person is required to pay in

annual out-of-pocket expense in a plan year (includes deductibles, copays, and coinsurances).

A family annual out-of-pocket limit is the maximum amount the family is required to pay in annual out-of-pocket

expense in a plan year. If the family limit is satisfied, the annual out-of-pocket limit will be waived for all others

covered under family coverage for that plan year.

The following services are excluded from the annual out-of-pocket limit:

— Non-covered services and supplies

— Anychargeinexcessofthec ont r act ed ScheduleiUdual Custemarfy and Reasonable (UCR) or
providerds reasonabl e charge

— Infertility services

— Weight loss programs, including surgery and related services

— Smoking cessation

— Prior authorization penalty

Many times you submit claims for covered services that are not in the same order that you received the covered

services. Regardless of the order claims were incurred, the annual out-of-pocket amounts will be applied to

covered services in the sequence that claims are submitted and paid.

Copay / Coinsurance The flat dollar amount (copay) or percentage (coinsurance) of the contracted pr o v i d eschédsle of UCR that
you pay for covered services after the covered services exceed your annual deductible, if applicable. Because the
amount paid by your elected medical plan will differ by the type of service that you receive, refer to the Schedule of
Benefits for your medical plan to see what your copay/coinsurance is for each service.

Common Accident If two or more family members are hurt in the same accident, only one individual annual deductible must be met
for expenses relating to the accident. This special feature applies to eligible expenses each plan year for the same
accident.

Maximum Benefit Limits | e Maximum benefit limits are the maximum amount that will be paid for a covered service. Refer to the Schedule
of Benefits for your medical plan for maximum benefit amounts.

o If a covered employee elects to change to another medical plan offered by the university, any amounts incurred
toward a benefit limit by a covered person under the plan will apply under the new plan of coverage.

Maximum Lifetime There is no Maximum Lifetime Benefit Limit for the university medical plans unless indicated for a specific benefit.
Benefit Limit

Infertility Lifetime The lifetime benefit limit for expenses related to the treatment of infertility and related prescription drugs is $25,000.
Benefit Limit Diagnostic costs are not subject to this $25,000 limit.

Prescription Drug Out- | The out-of-pocket maximum for prescription drug purchases is $2,000 per person, per plan year, and is separate
of-Pocket Maximum from the medical plans.

Temporomandibular The benefit for the treatment (except surgical procedures) of TMD has a $3,000 maximum lifetime benefit limit.
Disorder (TMD)
Lifetime Benefit Limit

Weight Management Weight Management Programs has a $25,000 maximum lifetime benefit limit. These expenses will apply to the

Programs Lifetime Maximum Lifetime Benefit.
Benefit Limit
Continued on next page. . .
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How Payment Is Determined

Prior Authorization Prior authorization (see osumhcs.com/services/precert.asp) is notification to OSU Health Plan of a request for
benefits before receipt of specific services, as outlined in the Schedule of Benefits for your medical plan, or before
elective admission to a hospital or facility. Emergency admissions must be authorized within one business day. If
prior authorization is not obtained from OSU Health Plan, a penalty of 20% of the fee, up to $1,000, per admission
or service will be charged. This penalty does not apply toward the annual deductible or the annual out-of-pocket
limit.

Pre-Existing Condition Thereisnopre-e xi sting condition | imitation applied to be
Limitation

Usual, Customary, and ¢ The method used to determine the maximum amount to be reimbursed for covered services performed by

Reasonable (UCR) Charge  providers that are not subjecttothec ont r act ed guhedule.i der 6s f ee

o For Non-Network providers, a fee most frequently allowed for a similar service or medical procedure by most
similarly qualified physicians or other medical care providers in the particular geographic area where the
service is rendered or a fee that has been negotiated with the provider. It takes into consideration any unusual
circumstances and medical complications which may require additional time, skill and experience.

¢ The database used to establish UCR maximum amounts is updated annually.

¢ When a charge is submitted to NGS on behalf of the university for reimbursement of a covered service,
payment will be made for the charge or the UCR maximum, whichever is less, subject to any applicable
coinsurance amounts and other provisions or limitations of the plan.

¢ Unusual circumstances which reasonably require additional time, skill or experience for a provider's service are
taken into consideration by NGS and may result in reimbursement of an amount above the UCR maximum but
not exceeding the actual charge.

Note: Charges that exceed the UCR maximum do not apply to the annual deductible or out-of-pocket limit.
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Medical Claims Processing

When you receive covered services, a claim must be filed for you to obtain benefits. Many providers will file claims for you. If you need
to submit the claim yourself, you should use a claim form.

CRiling A Claim |
Claim Forms Claim forms are available online at hr.osu.edu/benefits/hb_medical from the Office of Human Resources
Customer Service Center, or NGS. Claim forms must be filled out completely and then sent to the address listed

on your medical/ prescription drug card.

Notice Of Claim The claim should be filed with the location as listed on the back of your medical/ prescription drug card within 90
days of receiving covered services and must have the data needed to determine benefits. An expense is
considered incurred on the date the service or supply is given. Failure to submit the claim within 90 days will not
reduce any benefit if you show that the claim was given when reasonably possible. No claim can be submitted
later than 15 months from the date of service. Claims filed after that date will not be honored.

Appeal Procedure o If you believe that a claim was processed incorrectly, contact NGS. You may appeal a denial of benefits by

sending a written appeal to NGS along with any additional information or comments that you feel support your

claim, within 90 days after the notice of denial.

In preparing the appeal, you or a representative may review all documents related to the claim, and submit

written comments and issues related to the denial. After the written notice is filed and all relevant information is

presented, the claim will be reviewed and a final decision sent to you within 60 days after receipt of the notice of

appeal.

Under special circumstances, an extension may be granted for further review, but not for longer than 60

additional days. If such an extension is necessary, you will be given notice of the extension before the first 60-

day period expires.

Members have the right to an internal review process through OSU Health Plan after exhausting the above

NGS appeal process. The medical director or a qualified clinical expert reviews the appeal to determine if the

services denied by NGS are medically necessary. If it is determined that the services are medically necessary

and the service is a covered service, the plan will cover the service according to benefit plan guidelines. If it is

determined that the services are not medically necessary, the plan may continue to deny the services.

Members then have the option of submitting an appeal to the Appeal Committee. Appeal forms are available

from the Office of Human Resources Customer Service Center.

Ohio law entitles a covered person whose appeal has been denied because a service is not covered to request

a review by the Ohio Department of Insurance (ODI). ODI will accept written requests for review after a covered

person has exhausted the internal review process (described above). If ODI determines that the case involves a

medical question, they will require Ohio State University to refer the appeal to an Independent Review

Organization (IRO) for an external review of the decision. If ODI determines that the service is not covered, no

further action is required by Ohio State.

Covered persons are also entitled to an external review by an IRO under Ohio law if all of the following

conditions are met:

The service is not covered,

The proposed service would cost the covered person more than $500 if not covered by the plan,

— The covered person has exhausted all internal review processes, and

— The covered person has not previously received an external review for the same coverage denial (unless
new clinical evidence is being provided).

If the situation is an emergency, a covered person can request an expedited review. The IRO must complete

expedited external reviews within 7 days. Non-expedited external reviews must be completed within 30 days. All

decisions of the IRO are final and binding on The Ohio State University.

Terminal Conditions | Under certain conditions, a covered person with a terminal condition who is requesting experimental or
investigational procedures may also be afforded an external review under Ohio law. To be eligible for this review,
a covered person must have a current diagnosis from a physician that the condition has a high probability of
causing death within two years. The request for review must be submitted within 60 days of the ODI making a
determination that the case requires resolution of a medical issue. A physician must also certify that standard

therapies have not been effective in improving th
medically appropriate, and there is no standard therapy covered by the plan more beneficial than what is being
proposed.

Continued on next page. . .
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Medical Claims Processing

Coordination of
Benefits (COB)

Determining
Primary/Secondary
Coverage

¢ All benefits provided as described in this document, except prescription drugs obtained under the Pharmacy

Drug Program, are subject to coordination of benefits (COB). COB determines whether a benefit plan is primary

or secondary when a covered person is covered by more than one benefit plan.

If you or your family members are covered by more than one medical plan, you may not be able to collect

benefits from both plans. Each plan may require you to follow its rules or use specific doctors and hospitals, and

it may be impossible to comply with both plans at the same time. Read the rules very carefully and compare
them with the rules of any other plan that covers you or your family.

In addition to the definitions in this document, the following definition of Other Contract applies to this section:

— Any arrangement providing medical care benefits or services, including but not limited to: group, blanket, or
franchise insurance coverage; group or individual practice or other prepayment coverage; labor management
trusteed plans; union welfare plans; employer organization plans, or employee benefit organization plans; or
any tax supported or governmental program.

COB affects benefits in the following manner when you are covered by more than one benefit plan:

— When this plan is primary, NGS will authorize the payment of benefits on behalf of the university without
regard to any other contract.

— If the total benefits for covered services to which you would be entitled as described in this booklet and under
all other benefit plans exceed the covered services you receive, then the benefits provided will be determined
according to this provision.

— When this plan is secondary, NGS will first calculate benefits and then subtract the amount paid by the
primary plan. However, even when this plan is secondary, it will never pay more than it would if it were the
primary plan.

— When both this plan, paying as secondary, and the primary plan have a preferred provider arrangement in
place, payment will be made up to the preferred provider allowance available to the primary plan.

Which plan provides primary or secondary coverage is determined by using the first of the following rules that applies:

¢ Another contract with no COB provision is always primary.

¢ The benefit plan covering you as an employee, member or subscriber (other than a dependent) is primary.

¢ When a dependent is covered by more than one plan of different parents who are not separated or divorced, the
coverage of the parent whose birthday falls earlier in the calendar year (excluding year of birth) is primary. If
both parents have the same birthday, the plan that covered the parent longer will be primary. If a dependent is
covered by two benefitplansandthenon-uni ver sity contract does not he
rule of the other contract will determine the primary and secondary contract. If the other contract has a rule
based on the gender of the parent, then the gender rule will determine the primary and secondary contract.

o If the parents are separated or divorced, the following rules apply:

— If the parent with custody has not remarried, his or her coverage is primary.

— If the parent with custody has remarried, his or her coverage is primary, the stepparent's is secondary, and
the coverage of the parent without custody pays last.

— If a court decree specifies the parent who is financially responsible for the child's medical care expenses, the
coverage of that parent is primary.

o If rules are not established by the court decree, the primary plan will be the plan which covers the parent who
has custody of the child. The secondary plan will be the plan which covers the spouse of the parent who has
custody of the child.

o Coverage may also be provided after primary and secondary coverage by:

— The plan which covers the parent who does not have custody of the child; or
— The plan which covers the spouse of the parent who does not have custody of the child.

o [fthere is a court decree that orders joint custody and does not determine primary status for benefit coverage,
the planés regular provisions establishing the pi

¢ When a plan covers you as an active employee or a dependent of such employee and the other contract covers
you as a laid-off or retired employee or as a dependent of such person, the plan which covers you as an active
employee or dependent of such employee is primary.

¢ When a person whose coverage is provided under a right of continuation pursuant to federal or state law also is
covered under another plan, the plan covering the person as an employee, member or subscriber, or retiree (or
as that per s o prilnary addthe eontiduatiort cpverags is secondary.

¢ When the rules above do not apply, the plan that has covered you longer is primary.

Continued on next page.. . .
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Medical Claims Processing

COB Payment When this plan is secondary, the following process will be followed. The primary plan pays benefits first. The

Process primary plan will ignore the fact that the member is covered under a secondary plan and will pay the full eligible

benefit. The secondary plan pays next by following these steps:

1. The secondary plan will first calculate the plan benefits.

2. The secondary plan will subtract the amount paid by the primary plan.

3. The remaining difference, if any, will be paid by the secondary plan.

4. When both this plan, paying as secondary, and the primary plan have a preferred provider arrangement,
payment will be made up to the preferred provider allowance available to the primary plan.

5. When the primary plan payment exceeds the second
additional benefit.

When this plan is secondary, it will never pay more than it would if it were the primary plan.

COB Example A member receives $1,000 in covered medical services. Plan X is determined to be the primary plan for this
(where the university | member. Plan X allows the full amount and pays $800 (80% per benefit plan guidelines). The claim is then
plan is secondary): submitted to NGS (the universityds plan administr
secondary. Followingthestepsa bove, NGS6 process will be:
1. NGS determines that $1,000 is the allowed expense
2Pl an X6s payment amount :$800
3.Universityos medical pl ag80payment amount :
4. Difference: $0
5. In this example, NGS will not pay any additional benefits for your claim because there is no remaining

difference. You may be balance-billed by the provider for the outstanding $200.

Itemized Bill You have the right to receive a copy of an itemized bill. This bill identifies the services and supplies rendered to
you. To receive a copy of the bill, send a written request to the provider from which you have received care. It is in
your best interest to exercise this right so you have a copy of the bill for your personal files.

Limitation of Action No legal action may be taken to recover benefits within 60 days after a notice of claim has been given. No such
action may be taken later than 3 years after the time limit for filing claims for the service.

Payment of Claims ¢ NGS reserves the right to make payments to the provider or directly to you. For a contracting provider, when the
provider of service submits the claim to NGS the payment will be issued to the provider. If the member submits
the claim and the provider is not a contracting provider, then the payment will usually be issued to the member.
Payments may not be directed to any other party. When a service has been rendered, NGS will not honor a
request to withhold payment of the claim.

¢ If a covered employee dies or becomes mentally incompetent, any benefit owed may be paid to a relative by blood
or marriage. NGS, on behalf of the university, would provide the benefit to a relative whom it judged to be entitled in
fairmess to the money. Any such payment would discharge any obligation to the extent of such payment.

Medicare eWhen you are covered under the universityods medic
— Continue your coverage under this plan (to the extent you remain eligible) and defer enrollment in Medicare
— Continue your coverage under this plan and also enroll in Medicare
— This plan would be your primary medical coverage and Medicare your secondary medical coverage as long

as your coverage under this plan is attributable to current employment

— Drop your coverage under this plan and enroll in Medicare

¢ If a sponsored dependent is Medicare-e | i gi bl e they must enroll for <co
be secondary and Medicare will be primary.

o The university medical plan will always follow the Medicare primary/secondary rules which are then in effect as
determined by the government.

Continued on next page. . .

The Ohio State University Office of Human Resources Page 25 of 73
Medical Plans i Specific Plan Details Document, Effective January 1 i December 31, 2009 Revised 09/01/09



Medical Claims Processing

Subrogation Subrogation applies when someone else (including your own insurer under an automobile, homeowner, or other
policy) is legally responsible or agrees to compensate you for an iliness or injury that is suffered by you or your
dependent(s) and covered under this plan.

Subrogation o [f you, your dependent(s), or any representative(s) receive such compensation your claims will be subject to
Example subrogation and reimbursement.

In that case, you must reimburse the plan for any and all benefits the plan paid relating to that illness or injury
(including any full or partial recovery), up to the full amount of the compensation received from the other party,
regardless of how that compensation may be characterized and, regardless of whether or not you or your
dependent(s) have been made whole. The plan has a priority over you or your dependent(s) as to any funds
recovered. The rei mbursement required under this provis
fees incurred in obtaining the compensation unless separately agreed to, in writing, by the university in the
exercise of its sole discretion.

You, your dependent(s), and representative(s) must cooperate fully and must provide all information needed
under the plan to recover such payments and execute any papers necessary for such recovery. The plan may
reduce any future benefits otherwise available under the plan by the full amount of the compensation received
from the other party. The other party may be sued in order to recover the payments made for you under the plan.
If you, your dependent(s), and representative(s) choose to recover payment from the other party, you must
include the amount paid by the plan in the requested settlement.
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Hospitalization Review

Prior Authorization

Failure to Receive
Prior Authorization

¢ Prior authorization (see osumhcs.com/services/precert.asp) is a determination made by OSU Health Plan of
the medical necessity of an inpatient hospital setting and the appropriate length of stay. Prior authorization must
be obtained for every hospital admission, including maternity admissions. Prior authorization for emergency
admissions must be obtained within one business day.

¢ |f you see a network provider, the network provider is responsible for obtaining the prior authorization.

o If you are enrolled in a non-network medical plan, it is your responsibility to obtain prior authorization and to

inform the providers that you are enrolled in a medical plan that has prior authorization* requirements.

In order for OSU Health Plan to conduct a pre-admission review, they must be:

— Provided with information necessary to make a decision as to the medical necessity of the admission.

— Informed no later than 48 hours prior to the admission to the hospital, unless the admission is an urgent care
admission. Refer to the Admission i Emergency or Admission i Urgent Care sections for unplanned
admission requirements.

The hospital, admitting physician, covered person, or any person on your behalf can give notice to OSU Health

Plan.

¢ When you contact OSU Health Plan for prior authorization, you will need to provide the following information:

— Name and identification number of the covered person

— Name, address, sex, and birth date of the patient

— Name, address and telephone number of the admitting physician
— Name, address and telephone number of the admitting hospital
— Date of proposed admission and reason for the admission

If OSU Health Plan is not informed of a covered person's hospital admission, payment of benefits by NGS for
eligible hospital expenses will be reduced, denied, or penalized.

Continued Stay Review

During a covered person's hospital stay, a continued stay review will be conducted. This review applies to all
hospital admissions. The purpose of this review is to:

¢ Provide OSU Health Plan with an update as to the covered person's condition/progress.

¢ If necessary, enable OSU Health Plan to re-evaluate the medical necessity of a continued hospital stay.

Discharge Planning
Review

Review for discharge planning occurs during hospitalization review. The purpose is to:
o |dentify patients requiring extended care following discharge.
¢ Determine the most appropriate setting for continued care, if applicable.

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. When non-network providers are utilized, a benefit reduction (penalty) will occur. Prior authorization penalties do not apply toward the annual
deductible or annual out-of-pocket limit.
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Coverage Continuation

COBRA The Consolidated Omnibus Budget Reconciliation Act of 1985 is a federal law commonly referred to as COBRA.
COBRA requires that most employers sponsoring group health plans offer employees and their families the
opportunity for a temporary extension of health coverage (called coverage continuation) at group rates in certain
instances where coverage under the plan would otherwise end. This section is intended to summarize your rights
and obligations under the coverage continuation provisions of the law.

Note: COBRA coverage is available to the employee, spouse, and eligible dependent children if coverage under
the plan ends for all covered persons or is not renewed by the university.

Employee If you are an employee covered by the plan, you have a right to choose this coverage continuation for up to 18
months if you lose your group health coverage due to:

¢ Reduction in your hours of employment that effects benefit eligibility; or

o Termination of your employment (for reasons other than gross misconduct on your part).

Spouse/Same-Sex If your spouse/same-sex domestic partner is covered by the plan, he or she has the right to choose this coverage
Domestic Partner continuation if group health coverage under the plan is terminated for any of the following reasons:
o Coverage may be continued for up to 18 months due to:
— Termination of your employment (for reasons other than gross misconduct); or
— Reduction in your hours of employment that effects benefit eligibility.
e Coverage may be continued for up to 36 months due to:
— Death of the covered employee;
— Divorce, legal separation, termination of same-sex domestic partnership; or
— You become entitled to Medicare.

Dependent Child/ In the case of a dependent child or other eligible individual as defined by the university (refer to General Plan
Other Eligible Provisions i Eligible Dependents ) covered by the plan, he or she has the right to choose this coverage
Individuals as continuation if group health coverage under the plan is terminated for any of the following reasons:

Defined by the o Coverage may be continued for up to 18 months due to:

University — Termination of your employment (for reasons other than gross misconduct)

— Reduction in your hours of employment that effects benefit eligibility.

e Coverage may be continued for up to 36 months due to:

— The death of the covered employee;

— The covered employee 6 s d, legaleseparation, termination of same-sex domestic partnership, or
termination of sponsored dependency;

— The covered employee becomes entitled to Medicare; or

— The dependent ceases to meet the eligibility requirements of a dependent as outlined in the General Plan
Provisions i Eligible Dependents section.

Coverage may be continued for up to 60 months due to:

— The dependent child reaches the limiting age of 23.

Notification e The employee or a family member is required to complete a university COBRA Election Form, available online
at hr.osu.edu/forms, for a divorce, legal separation, termination of same-sex domestic partnership, termination
of sponsored dependency, or a child ceasing to be an eligible dependent under the plan. If such an event
occurs and notice is not sent to the plan within 31 days of the date the event occurs or, if later, the date
coverage under the plan would terminate as a result of the event, the affected individuals will lose their right to
elect coverage continuation under the plan with respect to occurrence of the event.

¢ When the university is notified that one of these events has happened, or if any other qualifying event occurs,
then the university will notify you and your family of the right to choose coverage continuation.

Enrollment Period You have at least 60 days from the date you lose coverage, as described in the previous section, to complete a
COBRA Election Form, available online at hr.osu.edu/forms.

Health Coverage e If you do not elect coverage continuation, your group health coverage will end on the last day of the pay period
in which employment or coverage terminates.
o If you elect coverage continuation, your medical plan coverage will continue and will be identical to the same
benefit as provided under that plan to similarly situated employees or family members (such as active
employees and their dependents).
e You may change your medicalplanor coverage | evel during the uniyv
¢ You may be eligible to change medical plans upon enroliment into COBRA.

Continued on next page.. . .
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Coverage Continuation

Disability Extension ¢ The 18-month coverage continuation period may be extended to 29 months in certain situations involving a
disabled individual.
¢ An extension to 29 months is available if:
- The event that resulted in the loss of medical
employment or reduction in hours, and
— If the covered individual is disabled (as determined by the Social Security Administration) on any day during
the first 60 days of COBRA coverage continuation, and
— The covered individual notifies the Office of Human Resources Customer Service Center within 60 days after
the Social Security Administrat i on 6éofthedrigihael8-minth a t
maximum coverage period.

Termination of You are no longer eligible for coverage continuation and may be terminated from the plan for any of the following
COBRA reasons:
¢ The premium for your coverage continuation is not paid on time.
¢ You become covered under another group health plan that does not contain any exclusion or limitation with
respect to any pre-existing condition.
¢ You become entitled to Medicare.
¢ You reach the end of your COBRA continuation period.
¢ In the event that you are receiving extended coverage continuation as a result of your being disabled under the
Soacial Security Act, your extended coverage continuation may be terminated by the plan on the first day of the
month at least 31 days after a final determination that you are no longer disabled. You must notify the plan
within 31 days of the date of any final determination under the Social Security Act that you are no longer
disabled.
¢ The university no longer provides group health coverage to any of its employees.

Evidence of It is not necessary for you to show that you are insurable to choose coverage continuation.
Insurability (EQI)

Payment All payments are due by the first day of each month. Make checks or money orders payable to THE OHIO STATE
UNIVERSITY and send to the Office of Human Resources, Benefits Processing/COBRA, Suite 300, 1590 North
High Street, Columbus, OH 43201-2190. You must pay the full premium for your coverage continuation plus an
administrative charge. The premium for an extended coverage continuation period due to a total disability may
also be higher than the premium due for the first 18 months.

Changes Notify the university if there are changes in the following:

¢ You become entitled to other group health coverage or Medicare.

¢ Your marital status

¢ Your home mailing address

eYour spouseds or dependentds home mailing addres:
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Prescription Drug Program

The Prescription Drug Program is available to those enrolled in any of the university-sponsored medical plans. Express Scripts is the

plan administrator.

Eligibility

You must be enrolled in one of the university-sponsored medical plans.

Membership Cards

Your medical and prescription drug cards are combined and will be sent to you from NGS. Please contact NGS if
you need replacement or additional cards.

Program Highlights

¢ The program offers three main categories of prescription medications:
— Generic drugs
— Formulary brand name drugs
— Non-formulary brand name drugs

¢ The standard prescription drug formulary guide can be found online at hr.osu.edu/benefits/hb_prescription

e Specialty medications have a separate benefit structure. A listing of specialty medications can be found online at
hr.osu.edu/benefits/hb_prescription.

¢ At the time of your medical visit, you are encouraged to discuss with your medical provider the medical and
financial advantages of generic and formulary brand name prescription drugs.

e Prescription drug coverage is provided through a network of member pharmacies offering discounted
prescription drug prices. The pharmacy network is comprised of a variety of independent and chain pharmacies.
Refer to express-scripts.com or contact Express Scripts for the location of affiliated pharmacies near you. A
nationwide toll free number is located on the front of your medical/prescription drug ID card.

¢ You may also receive your prescription drugs through the mail by using Express Scripts Home Delivery.

¢ Both the retail and Express Scripts Home Delivery are coordinated for complete service (customer service,
prescription profile, and annual out-of-pocket charges). The program also provides for the monitoring of your
prescriptions for potential drug interactions and improper drug dosing through a drug utilization review program.

Annual Out-of-Pocket
Limit

The annual out-of-pocket limit is the maximum total amount each covered person pays toward covered
prescription drug costs in a plan year. Once this limit is met, no more prescription drug copays are required for the
remainder of the plan year, except as indicated below. Refer to the Prescription Drug i Schedule of Benefits
section for details.

o Infertility and erectile dysfunction medication are excluded from this limit.

¢ Any medication paid for out-of-pocket that is not covered by the plan is excluded from this limit.

¢ The prescription drug annual out-of-pocket limit is separate from your medical plan limits.

Coordination of
Benefits (COB)

There is no coordination of pharmacy benefits. This plan does not cover prescription drugs as a secondary payor.

Compounded
Prescriptions

Are covered when at least one active ingredient is a legend drug

Require prior authorization when the legend drug requires prior authorization

o If Express Scripts Home Delivery cannot make a compound and mails the prescription back to the member, the
member may take the prescription to a retail pharmacy

It is highly recommended that you only pay your copay or coinsurance amount to the retail pharmacy when
receiving your compounded prescription. If the pharmacy allows you to submit a prescription drug reimbursement
form to Express Scripts, you are at risk for paying more than your copay or coinsurance amount because the
reimbursement amount is based upon the amount of legend drug(s) not inactive ingredients, recipes or labor.

o If member pays entire cost of compunded medication there is no guarantee of reimbursement.

Covered Drugs

e Covered drugs are medications that require a prescription under federal law and are approved for general use
by the Food and Drug Administration. Prescription drugs must be dispensed for your outpatient use by a
licensed pharmacy on or after your coverage effective date.
¢ The administration of prescription drugs is not covered, however may be covered under your university medical plan.

Covered Pers

Responsibilities

For the program to work effectively there are certain procedures, which you, as a covered person, must follow. In

general, when receiving prescription drugs:

o If a generic medication is not available or appropriate for your condition, you should discuss formulary options
with your health care provider while referring to a copy of the OSU Health Plan Prescription Drug Formulary,
available online at hr.osu.edu/benefits/hb prescription.

¢ Present your medical/prescription drug ID card to the pharmacist at participating retail pharmacies. You may
also contact Express Scripts directly for the location of the nearest network pharmacy in the area, or search
online athr.osu.edu/benefits/hb prescription.

Exclusions

The list of exclusions is online at hr.osu.edu/benefits/hb _prescription.

Formulary

A formulary is a list of prescription drugs showing formulary status to which the Pharmacy and Therapeutics Committee
has agreed. The Pharmacy and Therapeutics Committee is composed of the Medical Director of OSU Health Plan,
Director of Pharmacy Benefits, Director of Medical Services, Director of Behavioral Health Services, and university
specialty department chairs or designees. The medications listed on the formulary list are chosen based on
comparative clinical effectiveness, safety profiles, and opportunities to help contain costs. The formulary list used by the
uni versityods prescri pt i oabhr.dsu.edu/benefdsghb spnescrigtiomv ai | abl
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Prescription Drug Program

Generic Drugs

Affiliated pharmacies will dispense a generic equivalent drug whenever possible. Generic drugs, like brand name
drugs, are federally controlled to meet the same standards of composition, safety, strength, purity, and quality. If
you receive a generic drug, you will pay a lower amount than if the prescribed drug is on the formulary brand
name list.

Express Scripts Home
Delivery (excludes
CuraScript)

With the convenience of home delivery, members taking maintenance medications may receive a 90-day supply
of medication per prescription. Maintenance medications can include those that are used for birth control,
hormone replacement therapy, or to treat asthma, diabetes, high blood pressure, or any chronic health condition.
The prescription is sent to the Express Scripts Home Delivery service where it is subject to the same monitoring
parameters as in a local (or retail) pharmacy. The filled prescription is then mailed to you.

Infertility Medications

Infertility medications are subject to the following conditions:

¢ Are excluded from the prescription drug maximum copay for formulary/non-formulary medications.

¢ Are excluded from the prescription drug annual out-of-pocket maximum.

o Are subject to the Infertility Benefit Limit (see the How Payment is Determined i Maximum Benefits) as defined
under the Covered Services section.

Member Cost Share

The member cost share (coinsurance/copay) is the amount that you pay for prescriptions that are filled at a retail

pharmacy or through Express Scripts Home Delivery. This is based on a percentage of the standardized national

drug program price schedule. Refer to the Prescription Drug i Schedule of Benefits for details.

Members have a copay for generic drug prescriptions and coinsurance for brand name formulary and brand name

non-formulary drugs at retail pharmacies and Express Scripts Home Delivery.

e Copay i the shared cost between the member and the health plan where the member pays a flat dollar amount
and the plan pays the remaining balance.

e Coinsurance i the shared cost between the member and the health plan where the member pays a defined
percentage of the total cost of the medication.

¢ The law permits that a prescription written for a brand name drug be filled with the generic equivalent, if
available. If you do receive a generic drug, your copay will be based on the generic drug.

eThe physician may designate fADAWO (di spense as wi
drug will be dispensed even if a generic equivalent is available.

¢ Drug manufacturers periodically adjust their prices without notice. As the coinsurance is a percentage of the total
drug cost, these changes may affect the amount you pay for your prescription drugs.

Non-Network Pharmacy

Prescriptions filled at non-network pharmacies must be paid for in full at the time of purchase. You must then
submit a claim form to Express Scripts for reimbursement. Claim forms are available through The Ohio State
University Customer Service Center and online at hr.osu.edu/forms/#medical. The applicable copay, 30-day
supply limitation, and any difference in cost between the network and non-network pharmacy charge will reduce
the reimbursement amount.

Prior Authorization

Your prescription drug program provides coverage for some medications only if they are prescribed for certain
uses. For this reason, some medications must receive prior authorization before the drugs can be covered under
your benefit plan. If your prescription drug is not approved for coverage under the plan, you will be responsible for
paying the full cost of the medication. For a current list of medications requiring prior-authorization refer online to
hr.osu.edu/benefits/hb prescription or contact OSU Health Plan.

Quantity Level Limits
(QLL)

Some medications have quantity level limits allowing coverage for an amount of medication consistent with the
pl ands i rbenefinRorafcuorent list df medication classes that have QLL, refer online to
hr.osu.edu/benefits/hb prescription or contact OSU Health Plan.

Value-Based
Prescription Drug Plan

Faculty, staff, and their dependents who are enrolled in a university medical plan and actively participate in
ongoing calls with a CareAllies Care Coordinator (refer to hr.osu.edu/oe/carecoordinationprograms) for
management of asthma, chronic obstructive pulmonary disease (COPD), diabetes, and heart disease
(coronary artery disease or congestive heart failure) are eligible for the Value-Based Prescription Drug Plan.
This benefit will reduce or eliminate the cost of the prescription medications taken specifically to treat these
chronic conditions. By patrticipating in the Care Coordination program the copay for any generic drugs taken
to treat the chronic condition will be waived and the coinsurance amount for formulary brand-name drugs
taken to treat the chronic condition will reduce by 50 percent. If a member chooses not to participate in the
CareAllies Care Coordination program they will not be eligible for the Value-Based Prescription Drug Plan.
Visit yourplanforhealth.com to learn more about the CareAllies care coordination program.

Ways to Reduce Your
Prescription Drug
Costs

Get a 30-day supply of over-the-counter (OTC) Prilosec® and OTC omeprazole for a copay of $1.00.
You will need a prescription for Prilosec OTC and OTC omeprazole from your physician. This benefit is
only available through a network retail pharmacy.

For More Information

Express S ¢ r icgntact iGformation is listed on the front of your medical/prescription drug ID card and the first
page of this document.
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Prescription Drug Program

Appeal Procedures for A. The member or provider may submit a written request for reconsideration of a denied claim within 90
Prescription Drug days of notification of the denial. Any comment or additional information that is thought to support the
Benefit medical necessity of the denied services should be included with the written request.

B. Once the written notice has been received and all relevant information is presented, the claim will be
reviewed and written notification of the final decision will be made within 45 days.

C. If the appeal proceeds beyond the initial level (see below), an extension may be granted for further
review not to exceed an additional 15 days.

There are three levels of the appeal process:
1.Pharmacy Benefit Manager (PBM)
e The PBM will conduct the first level of review of appeal for members or providers who maintain their
prescription drug claims were incorrectly adjudicated. The PBM will review the

appeal/documentation and communicate to the member or provider the result of the first level of
appeal in accordance with its customary procedures.

2.0SU OSU Health Plan and/or OSU Benefits Appeals Committee
o If the provider or member contests this decision for clinical or administrative reasons, they may
request a second level appeal to be performed by OSU Health Plan and/or the OSU Benefits

Appeals Committee. A clinical appeal may require review by an appropriate specialty consultant
with expertise in the field of services provided.

3.0hio Department of Insurance

¢ The provider or member will be informed of the decision made by OSU Health Plan or the OSU
Benefits Appeal Committee. If the first level appeal decision is upheld, they will also be informed
of their right to a review by the Ohio Department of Insurance. The Department of Insurance shall
make all final and binding decisions regarding administrative benefit rules. If the Department of
Insurance deems that the question of medical necessity exists, the department will direct OSU
OSU Health Plan to submit the appeal to a designated external review organization (ERO). All
decisions made by the ERO are final and binding. Resolution of the appeal will be communicated
in writing to the provider, member, or member representative within 30 days.

¢ In certain instances, expeditious or immediate review may be required and should be resolved within

two working days:

a. If legal action against the member or provider is an immediate threat.

b. If the time periods that otherwise apply to a routine pre-service claim could seriously jeopardize the
claimantdéds | ife or health or abi inthe opinidnofaphygcan n
with knowl edge of t he Ccilsabjechtherctaiinant tonsewkie pam lthat camrotd i
be adequately managed without the care or treatment that is the subject of the claim.

Network Pharmacies

The complete pharmacy directory is available online at Express Scripts.com, where it is regularly updated.

Continued on next page. . .
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Prescription Drug i Schedule of Benefits

Effective January 117 December 31, 2009

Prescription Drug Plan Design

Prime Advantage
Value

Prime Care
Advantage

QOut-of Area

Plan Prime Advantage Plus

Feature Retail Pharmacy Home Delivery

Retail Pharmacy Home Delivery

Annual Out-of-Pocket

NErdmmue $ 2,000 per person, no family maximum

Supply Limitations 30-day supply 90-day supply 30-day supply 90-day supply
Generic Drug $5 copay $12 copay $5 copay $12 copay
Formulary Brand ) .

Name Drl}/g 30% coinsurance, up to $60 $30% coinsurance, up to $150 $25 copay $65 copay
“ggg%mglaw SEIC 50% coinsurance, N0 maximum 50% coinsurance, no maximum $45 copay $115 copay

Value-Based Prescription Drug Plan?

Prime Advantage
Value

Prime Care
Advantage

Out-of Area

Plan Prime Advantage Plus

Retail Pharmacy

Home Delivery | Retail Pharmacy Home Delivery

Annual Out-of-Pocket Maximum®

$ 2,000 per person, no family maximum

Supply Limitations

30-day supply

90-day supply

30-day supply

90-day supply

Generics $0 $0 $0 $0
Formulary Brand-Name Drugs 15% coinsurance,$30 maximum |15% coinsurance, $75 maximum $12.50 $32.50
Non-Formulary Brand-Name Drugs® |50% coinsurance, no maximum |50% coinsurance, no maximum $45 $115

Specialty Medications*

Home Delivery thru CuraScript

Retail Pharmacy

University Medical Plans

Annual Out-of-Pocket Maximum? $ 2,000 per person, no family maximum

Supply Limitations

30-day supply

30-day supply

30-day supply

Generic drug

$5 copay

$4 copay

20% coinsurance, no maximum®

Formulary Brand Name Drug 20% coinsurance, up to $60° | 20% coinsurance, up to $50° 20% coinsurance, ho maximum®

Non-Formulary Brand Name Drug 50% coinsurance, no maximum

50% coinsurance, No maximum 50% coinsurance, no maximum

Infertility Medications®’

Feature

Retail Pharmacy Home Delivery thru CuraScript

Lifetime Maximum Benefit® $ 25,000

Supply Limitations 30-day supply 30-day supply

Generic Drug $5 copay $4 copay®

Formulary Brand Name Drug 30% coinsurance, no maximum® 30% coinsurance, no maximum®®

Non-Formulary Brand Name Drug 50% coinsurance, no maximum®® 50% coinsurance, no maximum®®

The prescription drug program annual out-of-pocket maximum is separate from the medical plan annual out-of-pocket maximum.

Eligibility for the Value-Based Prescription Drug Plan is based on enrollment in a university medical plan and actively participating in the CareAllies care coordination program for management

of specific chronic conditions (asthma, chronic obstructive pulmonary disease (COPD), diabetes, and heart disease). Visit yourplanforhealth.com to learn more about the CareAllies care
coordination program.

3 Not eligible for the Value-Based Prescription Drug Plan.

4 For specialty medication fact sheets, visit hr.osu.edu/benefits/hb prescription.

5 Prime Advantage Plus Non-Network coverage for generic and formulary specialty medications has a 30% coinsurance

6 The infertility treatment medical benefit includes the cost of prescription medications and requires prior authorization from OSU Health Plan.
7

8

9

N -

The prescription drug program annual out-of-pocket maximum does not apply to infertility medications.
Infertility treatment has a separate lifetime maximum benefit.
Certain non-specialty generic medications are available as a 90-day supply with a $12 copay.

10 The infertility drug coinsurance does not have a maximum coinsurance per prescription.

Notes: Certain prescription drugs require prior authorization; refer to hr.osu.edu/benefits/hb _prescription for additional information.
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Prime Care Advantage

Eligible Employment

o University faculty and staff with eligible appointments.

« University affiliated group employees with eligible appointments at:
Central Ohio Technical College (COTC)

— Ohio State University Alumni Association

Ohio State University Internal Medicine (OSUIM)

Ohio State University Physicians Group (OSUP)

Enrollment

To enroll in this option, select Prime Care Advantage on the university Health Election Form available online at
hr.osu.edu/benefits/hb medical):

o During the annual open enrollment period.

o Within 31 days of appointment in an eligible position or a qualifying status change.

When you experience a change in family status (e.g., marriage/divorce, birth or adoption of a child, dependents
reaching the age limit) complete the university Health Election Form, available online at
hr.osu.edu/benefits/hb medical. The completed form must be submitted to the Office of Human Resources
Customer Service Center within 31 days of the qualifying status change.

Coverage Access
Outside Ohio

Access to out-of-area coverage is available with special application (online at hr.osu.edu/forms/#medical) to

individuals enrolled in Prime Care Advantage who will be outside Ohio for at least 30 consecutive days.

Benefits for medical services received outside of Ohio while on approved out-of-area coverage will be paid in

accordance with the Out-of-Area Plan. Examples of circumstances to enroll are:

¢ Have a dependent child who does not live with you and resides outside Ohio

e Have a dependent who is enrolled in a college outside Ohio

¢ Be outside Ohio on an approved leave of absence or an approved sabbatical

¢ Be outside Ohio during an off-duty quarter if you have a nine-month appointment and receive compensation
and benefits over a 12-month period

Note: When seeking care outside Ohio or the U.S., use GlobalCare referral services

Contribution

The current per pay employee contribution rates are available online at hr.osu.edu/benefits/hb rates.

Covered Pers

Responsibilities

For the program to work effectively, you must follow these procedures, when appropriate:

e Coordinate all medical care with your primary physician.

¢ Confirm that all providers (physicians, labs, etc.), including those to whom you are referred, are participating
statewide network providers in order to ensure coverage under the plan.

¢ Present your medical/prescription drug ID card to the provider before receiving medical services.

¢ Notify OSU Health Plan if a physician admits you to a hospital.

o Request prior authorization® of benefits before receipt of certain designated services or elective admission to a
hospital or facility.

Special Points To
Consider When Using
Your Plan

¢ When receiving medical services it is important to understand that:

1. There are no benefits if services are rendered outside the statewide network (except for emergency care
services).

2. All medical treatment should be coordinated through your physician.

¢ Some services are fully covered while other services require a copay or coinsurance. When receiving covered
services within the network, simply present your medical/prescription drug ID card to your medical service provider.
¢ This plan requires the use of a statewide network of providers.

— When seeking medical care inside Franklin County, the OSU Health Plan network of physicians and
facilities must be used. A current list of plan providers is available online at osuhealthplan.com/search or by
contacting OSU Health Plan.

— When seeking medical care outside Franklin County, the Medical Mutual of Ohio's (MMO's) SuperMed
Plus network of physicians and facilities must be used. A current list of plan providers is available online at
osuhealthplan.com/search or by contacting MMO.

— If you are traveling and require emergency medical care and are outside Ohio or internationally, use
GlobalCare Referral Services for assistance in receiving emergency medical care. Refer to GlobalCare
Services section for detail.

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. Prior authorization penalties do not apply toward the annual deductible or annual out-of-pocket limit.

Continued on next page. . .

The Ohio State University Office of Human Resources
Medical Plans i Specific Plan Details Document, Effective January 1 i December 31, 2009

Page 34 of 73
Revised 09/01/09


http://hr.osu.edu/benefits/hb_medical.aspx
http://hr.osu.edu/benefits/hb_medical.aspx
http://hr.osu.edu/forms/#medical
http://hr.osu.edu/benefits/hb_rates.aspx
http://www.osuhealthplan.com/Search/
http://www.osuhealthplan.com/Search/
http://www.osuhealthplan.com/Services/precert.asp

Prime Care Advantage

Provider Selection The provider network is available online at osuhealthplan.com/search, where it is updated regularly.
Referrals to While you may schedule an appointment directly with a network specialist, some specialists may require a referral
Specialists from your physician before making an appointment. Your physician should refer you to a specialist within the

network, unless the care you need is not available within the network. If your physician refers you to a provider
outside the network, it is your responsibility to obtain authorization in advance from OSU Health Plan. If your
authorization is approved, your medical care covered services will be paid according to the network benefit
guidelines.

Note: Following emergency or specialist care, you should notify your primary care physician in order to keep
him/her informed of your medical condition.

How Payment Is Refer to How Payment is Determined, Exclusions or Limitations, and Schedule of Benefits sections for detail.
Determined
Network Payments for covered services are baseduponthec ont r act e d gehedule. iYalare rivtyesforesible

for any balance in excess of the fee schedule.

Urgent Care e Payment for covered urgent care services received from network urgent care providers will be based upon the
contracted guhedule. iYal are ibtyesgoresible for any balance in excess of the fee schedule.

¢ Urgent care is not intended for preventive or routine maintenance treatment, such as school or annual
physicals and these types of services will not be covered.

o Services received from a non-network, urgent care provider in Ohio will not be covered.

¢ Urgent care received outside of Ohio will be paid at the network benefit.

Emergency Care Payments for covered emergency care services are based on the copay shown on the Schedule of Benefits.
Continued on next page. . .
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Prime Care Advantagei Schedule of Benefits

Annual Deductible:

Weight Management
Programs:

$400 per person

Annual Out-of-Pocket Limit:

Prescription Drugs:

Excludes infertility treatment, Weight Management Programs, and non-prior authorization penalty

Maximum Benefits:

Weight Management Programs:

$25,000 per person, includes all related services

Acupuncture, Chiropractic, and
Medical Massage” Treatments:

$20 copay per visit, up to a combined maximum benefit of $2,000 per plan year

Ambulance Services:

Paid at 100% of network fee schedule, when medically necessary

Behavioral Health Services:

Mental Health and Substance
Abuse T Inpatient:

Mental Health and Substance
Abuse i Outpatient:

Prior authorization® is required for inpatient and facility-based behavioral health services

$20 copay per visit

Chiropractic, Medical Massage?,
and Acupuncture Treatments:

$20 copay per visit, up to a combined maximum benefit of $2,000 per plan year

Diabetes Education

Paid at 80% of network fee schedule; no prior authorization

Emergency Room Visits:

$150 copay per visit
Note: The emergency room copay is waived if the covered person is admitted to the hospital directly
from the emergency department. A hospitalization copay will be charged.

Extended Care Facility Services:

Paid at 100% of network fee schedule, for up to 60 days during a period of 36 consecutive months for all
coverages, prior authorization® required

GYN Examination:

One exam per plan year paid at 100% of network fee schedule; additional exams subject to $20 copay

Hearing Aids:

Ear Molds for Hearing Aids:

Paid at 80% of the billed amount for up to $1,200 in total benefits; every four (4) plan years; no network
provider restrictions

Per guidelines under the Pediatric Preventive Health Care and Adult Preventive Health Care charts and
as medically necessary for suspected hearing loss

Paid at 80% of the billed amount, every four (4) plan years, as part of the $1,200 total benefit
Note: For dependents up to age 12, ear molds that are medically necessary due to growth are paid at
80% of the billed amount and are not subject to the $1,200 maximum benefit

Home Health Care Services:

Paid at 80% of network fee schedule; prior authorization required

Hospice Care:

Paid at 100% of network fee schedule; prior authorization® required

Hospitalization:
Hospital Charges:

Physician, Surgeon &
Consultation Charges:

Paid at 100% of network fee schedule after a $350 copay per admission; prior authorization® required

Paid at 100% of network fee schedule

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. Prior authorization penalties do not apply toward the annual deductible or annual out-of-pocket limit.

2 A Licensed Message Therapy (LMT) Complementary Medicine Prescription Form is required from the referring physician once per plan year in order to receive

Medical Massage benefits.
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Prime Care Advantagei Schedule of Benefits

Human Organ Transplants

Physician, Surgeon &
Consultation Charges:

Paid at 100% of network fee schedule after a $350 copay per admission; prior authorization® required

Paid at 100% of network fee schedule

Immunizations

Paid at 100% of the cont r aOSWKedthplangudélimee r 6s f ee

Infertility Treatment:

Provider Services

Paid at 70% of UCR after separate $400 annual deductible and following diagnosis by a network
OBJ/GYN; subject to OSU Health Plan guidelines (contact OSU Health Plan for details); $25,000
maximum benefit includes any prescription drugs used for the treatment of infertility; expenses excluded
from annual out-of-pocket limit; subject to balance billing; benefit applies to an enrolled employee or
spouse (dependent children not eligible); requires prior authorzation*

Paid at 70% of UCR after separate $400 annual deductible; no network provider restrictions

Laboratory Services:
Inpatient:

Outpatient:

Paid at 100% of network fee schedule

Paid at 100% of network fee schedule

Maternity Services:
Inpatient:

Professional Services:

Paid at 100% of network fee schedule after a $350 copay per admission

Paid at 100% of network fee schedule

Medical Equipment and
Supplies:

Paid at 80% of network fee schedule; expenses over $2000 require prior authorization®

Medical Massagez, Acupuncture,
and Chiropractic Treatments:

$20 copay per visit, up to a combined maximum benefit of $2,000 per plan year

Medications, Outpatient:

Paid at 80% of network fee schedule for injectable/oral/intravenous (includes chemotherapy)
medications di spensed on an outpatient (e.g.

Medications i Specialty:

Non-Formulary

Specialty medications for certain conditions are not covered under the medical plans, but are covered
under the Prescription Drug Program

Nutritional Services:

Visit471 6:

$20 copay per visit, prior authorization® required

Occupational Therapy and
Physical Therapy:

Outpatient:

$20 copay per visit, combined maximum of 45 visits per plan year

Office Visits:
(includes surgical procedures performed
in the office)

$20 copay per visiti General Practitioner, GYN, Pediatrician
$35 copay per visit T Specialist
A list of providers is available online at osuhealthplan.com/search

Outpatient Services

See descriptions of covered services for Office Visits, Behavioral Health, Laboratory Services,
Occupational Therapy, Physical Therapy, Speech Therapy, and Surgical Procedures

Preventive Health Care:
(Physical Examinations)

Paid at 100% of network fee schedule, includes related laboratory tests, per Pediatric Preventive Health
Care and Adult Preventive Health Care charts

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. Prior authorization penalties do not apply toward the annual deductible or annual out-of-pocket limit.

2 A Licensed Message Therapy (LMT) Complementary Medicine Prescription Form is required from the referring physician once per plan year in order to receive

Medical Massage benefits.
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Prime Care Advantagel Scheduleof Benefits

Physical Therapy and
Occupational Therapy:

Outpatient:

$20 copay per visit, combined maximum of 45 visits per plan year

Pre-Admission Testing:

Paid at 100% of network fee schedule

Prescription Drugs:

See program description

Procedures, Outpatient:

$100 copay per procedure, to a maximum of $300 per plan year. Copay applies to all outpatient
procedures (copay waived for one colonoscopy per plan year). A listing of these procedures is
available online at osuhealthplan.com/plan/overview.asp.

Prosthetic Devices:

Paid at 80% of network fee schedule, expenses over $2000 require prior authorization®

Radiology (X-ray Services):

Paid at 100% of network fee schedule

Smoking Cessation:

A maximum reimbursement of $120 per plan year: up to $60 annual reimbursement for group
consultation sessions; up to $60 annual reimbursement for nicotine replacement products

Speech Therapy, Outpatient:

$20 copay per visit, to a maximum benefit of $2,000 per plan year

Surgery, Outpatient:

Office Visits, Primary Care
Physician (PCP):

Office Visits, Specialist:

$300 copay per visit, subject to OSU Health Plan guidelines (contact OSU Health Plan for details);
copay waived for one colonoscopy per plan year

$35 copay will apply for procedures performed by a specialist in a physician office setting

Surgical Services, Second
Opinions:

Paid at 100% of network fee schedule

Temporomandibular Disorder

(TMD):

Paid at 80% of network fee schedule; subject to a lifetime maximum of $3,000 for all non-surgical TMD
covered services

Urgent Care Services:

Outside Ohio

$35 copay per visit

Weight Management Programs:

The Weight Management Program has a total combined $25,000 lifetime maximum benefit. Hospital-
based/Physician-directed programs and Weight Watchers™ programs have a combined maximum

benefit of $1,000 per plan year

Hospital-based/ Physician- 50% reimbursement of network fee schedule, prior authorization® required, to a combined maximum
directed Programs benefit of $1,000 per plan year

Weight Loss Surgery and Paid at 70% of network fee schedule after separate $400 annual deductible; subject to OSU Health Plan
Related Services guidelines (contact OSU Health Plan for details); expenses excluded from annual out-of-pocket limit;
requires prior authorization®

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,
where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. Prior authorization penalties do not apply toward the annual deductible or annual out-of-pocket limit.
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Prime Advantage Value

Eligible Employment

o University faculty and staff with eligible appointments.
« University affiliated group employees with eligible appointments who work for the following:
— Central Ohio Technical College (COTC)
— Ohio State University Alumni Association
— Ohio State University Internal Medicine (OSUIM)
— Ohio State University Physicians Group (OSUP)

Enrollment

To enroll in this option, select Prime Advantage Value on the university Health Election Form, available online at
hr.osu.edu/benefits/hb_medical:

e During the annual open enrollment period.

o Within 31 days of appointment in an eligible position or a qualifying status change.

When you experience a change in family status (e.g., marriage/divorce, birth or adoption of a child, dependents
reaching the age limit), complete the university Health Election Form, available online at
hr.osu.edu/benefits/hb_medical. The completed form must be submitted to the Office of Human Resources
Customer Service Center within 31 days of the qualifying status change.

Coverage Access
Outside Ohio

Access to out-of-area coverage is available with special application (online at hr.osu.edu/forms/#medical) to
individuals enrolled in Prime Advantage Value who will be outside Ohio for at least 30 consecutive days.
Benefits for medical services received outside of Ohio while on approved out-of-area coverage will be paid in
accordance with the Out-of-Area Plan. Examples of circumstances to enroll are:

Have a dependent child who does not live with you and resides outside Ohio

Have a dependent who is enrolled in a college outside Ohio

Be outside Ohio on an approved leave of absence or an approved sabbatical

Be outside Ohio during an off-duty quarter if you have a nine-month appointment and receive
compensation and benefits over a 12-month period

Note: When seeking care outside Ohio or the U.S., use GlobalCare referral services

Contribution

Refer online at hr.osu.edu/benefits/hb_rates for the current rate information.

Covered Per s

Responsibilities

For the program to work effectively, you must follow these procedures when appropriate:

* Confirm that all providers (physicians, labs, etc.), including those to whom you are referred, are participating
network providers in order to ensure coverage under the plan.

* Present your medical/prescription drug ID card to the provider before receiving medical services.

* Notify OSU Health Plan if a physician admits you to a hospital.

« Request prior authorization® of benefits before receipt of certain designated services or elective admission to a
hospital or facility.

Special Points To
Consider When Using
Your Plan

* When receiving medical services it is important to understand that there are no benefits if services are
rendered outside the statewide network (except for emergency care services).

* Some services are fully covered while other services require a copay or coinsurance. Little or no paperwork is
required when receiving covered services within the network, simply present your medical/prescription drug ID
card.

o This plan requires the use of network providers.

— When seeking medical care inside Franklin County, the OSU Health Plan network of physicians and
facilities must be used. A current list of plan providers is available online at osuhealthplan.com/search or
by contacting OSU Health Plan.

— When seeking medical care outside Franklin County, the Medical Mutual of Ohio's (MMOQO's) SuperMed
Plus network of physicians and facilities must be used. A current list of plan providers is available online at
osuhealthplan.com/search or by contacting MMO.

o [fyou are traveling and require emergency medical care and are outside Ohio or internationally, use
GlobalCare Referral Services for assistance in receiving emergency medical care. Refer to GlobalCare
Services section for detail.

Provider Selection

Referrals to
Specialists and
Hospitalization

The statewide provider network is available online at osuhealthplan.com/search, where it is updated regularly.

While you may schedule an appointment directly with a network specialist, some specialists may require a referral
from your physician before making an appointment. Your physician should refer you to a specialist within the network,
unless the care you need is not available within the network. If your physician refers you to a provider outside the
network, it is your responsibility to obtain authorization in advance from OSU Health Plan. If your authorization is
approved, your medical care covered services will be paid according to the network benefit guidelines.

Note: Following emergency or specialist care, you should notify your primary care physician in order to keep
him/her informed of your medical condition.

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained

from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per

admission or service. Prior authorization penalties do not apply toward the annual deductible or annual out-of-pocket limit.
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Prime Advantage Value

How Payment Is Refer to How Payment is Determined, Exclusions or Limitations, and Schedule of Benefits for detail.
Determined
Network Payments for covered services are baseduponthec ont r act e d ghedule.iYal are rivtresporesible

for any balance in excess of the fee schedule.

Urgent Care in Ohio Payments for covered urgent care services received from a network urgent care provider will be based upon the
contract ed sphedole Yod &andteespdnsibée for any balance in excess of the fee schedule. Services
received from a non-network, urgent care provider in Ohio will not be covered. Urgent care is not intended for
preventive or routine maintenance treatment, such as school or annual physicals and these types of services will not
be covered. Urgent care received outside of Ohio will be paid at the network benefit.

Emergency Care Payments for covered emergency care services are based on the copay shown on the Schedule of Benefits.

Continued on next page. . .
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Prime Advantage Valuei Schedule of Benefits

Annual Deductible:

Individual: $250 per person
Family $750 per family
Infertility: $400, excludes prescription drugs

Weight Management Programs: | $400 per person

Annual Out-of-Pocket Limit: Excludes infertility treatment, Weight Management Programs, and non-prior authorization penalty
"""" individual: | $3000perperson
"""" Famiy. | $6000perfamly
"""" Prescription Drugs: | Aseparate imit of $2,000 per person applies; see program descripion

Maximum Benefits:

Weight Management Programs: | $25,000 per person, includes all related services

Ambulance Services: Paid at 90% of network fee schedule after deductible, when medically necessary

Acupuncture, Chiropractic, and $20 copay per visit, up to a combined maximum benefit of $2,000 per plan year
Medical Massage2 Treatments:

Behavioral Health Services: Prior authorization® required for inpatient and facility-based behavioral health services

Mental Health and Substance Paid at 90% of network fee schedule after deductible®
Abuse i Inpatient:

Mental Health and Substance | $20 copay per visit
Abuse i Outpatient:

Chiropractic, Medical Massage?, | $20 copay per visit, up to a combined maximum benefit of $2,000 per plan year
and Acupuncture Treatments:

Diabetes Education: Paid at 80% of network fee schedule after deductible; no prior authorization

Emergency Room Visits: $150 copay per visit
Note: The emergency room copay is waived if the covered person is admitted to the hospital directly
from the emergency department.

Extended Care Facility Services: | Paid at 90% of network fee schedule after deductible, for up to 60 days during a period of 36
consecutive months for all coverages, prior authorization® required

GYN Examination: One exam per plan year paid at 100% of network fee schedule, no deductible; additional exams subject
to $20 copay
Hearing Aids: Paid at 80% of the billed amount after deductible for up to $1,200 total benefit; every four (4) plan years;

no network provider restrictions

Hearing Test (Audiometry): Per guidelines under the Pediatric Preventive Health Care and Adult Preventive Health Care charts and
as medically necessary for suspected hearing loss

Ear Molds for Hearing Aids: Paid at 80% of the billed amount after deductible, every four plan years, as part of the $1,200 total benefit
Note: For dependents up to age 12, ear molds that are medically necessary due to growth are paid at
80% of the billed amount after deductible and are not subject to the $1,200 maximum benefit

Home Health Care Services: Paid at 80% of network fee schedule after deductible; prior authorization® required
Hospice Care: Paid at 90% of network fee schedule after deductible; prior authorization® required
Hospitalization:
Hospital Charges: Paid at 90% of network fee schedule after deductible; prior authorization® required
Physician, Surgeon & Paid at 90% of network fee schedule after deductible

Consultation Charges:

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,
where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. Prior authorization penalties do not apply toward the annual deductible or annual out-of-pocket limit.

2 A Licensed Message Therapy (LMT) Complementary Medicine Prescription Form is required from the referring physician once per plan year in order to receive
Medical Massage benefits.
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Prime Advantage Valuei Schedule of Benefits

Human Organ Transplants

Physician, Surgeon &
Consultation Charges:

Paid at 90% of network fee schedule after deductible; prior authorization® required

Paid at 90% of network fee schedule after deductible

Immunizations

Paid at 100% of the network fee schedule, per OSU Health Plan guidelines

Infertility Treatment:

Provider Services

Paid at 70% of UCR after separate $400 annual deductible and following diagnosis by a network
OB/GYN; subject to OSU Health Plan guidelines (contact OSU Health Plan for details); $25,000
maximum benefit includes any prescription drugs used for the treatment of infertility; expenses excluded
from annual out-of-pocket limit; subject to balance billing; benefit applies to enrolled employee or spouse
(dependent children not eligible); requires prior authorization*

Laboratory Services:

Outpatient:

Paid at 90% of network fee schedule, no deductible

Maternity Services:
Inpatient:

Professional Services:

Paid at 90% of network fee schedule after deductible

Paid at 90% of network fee schedule

Medical Equipment and
Supplies:

Paid at 80% of network fee schedule after deductible; expenses over $2000 require prior authorization®

Medical Massagez, Acupuncture,
and Chiropractic Treatments:

$20 copay per visit, up to a combined maximum benefit of $2,000 per plan year

Medications, Outpatient:

Paid at 80% of network fee schedule after deductible for injectable/oral/intravenous (includes
chemotherapyyme di cati ons di spensed on an outpatien

Medications i Specialty:

Non-Formulary

Specialty medications for certain conditions are not covered under the medical plans, but are covered
under the Prescription Drug Program

Nutritional Services:

Visit41 6:

$20 copay per visit, prior authorization® required

Occupational Therapy and
Physical Therapy:

Outpatient:

$20 copay per visit, combined maximum of 45 visits per plan year

Office Visits:
(includes surgical procedures
performed in the office)

$20 copay per visiti General Practitioner, GYN, Pediatrician
$35 copay per visit i Specialist
Alist of providers is available online at osuhealthplan.com/search/

Outpatient Services

See description of covered services for Office Visits, Behavioral Health Laboratory Services,
Occupational Therapy, Physical Therapy, Speech Therapy, and Surgical Procedures

Preventive Health Care:
(Physical Examinations)

Paid at 100% of network fee schedule, includes related laboratory tests, per Pediatric Preventive Health
Care and Adult Preventive Health Care charts

1 Prior authorization (see osumhcs.com/services/precert.asp) of certain designated services is required to determine medical necessity. If prior authorization,

where indicated, is not obtained from OSU Health Plan, claims for these services may be denied or a penalty applied consisting of 20% of the fee, up to $1,000 per
admission or service. Prior authorization penalties do not apply toward the annual deductible or annual out-of-pocket limit.

2 A Licensed Message Therapy (LMT) Complementary Medicine Prescription Form is required from the referring physician once per plan year in order to receive

Medical Massage benefits.
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