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SECTION 1: CERTIFICATE OF COVERAGE OVERVIEW
Welcome to UPMC Health Benefits, Inc., National Complementary Plan!
We are pleased that you’ve chosen our plan.

Throughout the remainder of this Certificate of Coverage, we refer to UPMC National Complementary
Plan as “plan” or “our plan”.

This Certificate of Coverage explains how to get your health care through our plan.

This Certificate of Coverage and amendments that we may send to you, is our contract with you. It
explains your rights, benefits, and responsibilities as a member of our plan. You should carefully read
this Certificate of Coverage regarding your benefits and exclusions. The information in this
Certificate of Coverage is in effect for the time period from January 1, 2026, through December
31, 2026.

This Certificate of Coverage will explain to you:

e What is covered by our plan and what isn’t covered

e How to get the care you need, including some rules you must follow

e What you will have to pay for your health care

e What to do if you are unhappy about something related to getting your covered services

If you are a new member, then it is important for you to learn how the plan operates — what the rules
for obtaining services are and what medical care is available to you. We encourage you to look through
this Certificate of Coverage document.

If you have concerns or just a question, please contact our plan’s Member Services.

SECTION 2: ELIGIBILITY and ENROLLMENT

Who is eligible for coverage?

The UPMC National Complementary Plan is a health plan designed specifically for employer group
retirees and their eligible dependents:

1. Who reside in the state of Pennsylvania, or

2. Who live outside the state of Pennsylvania, but their former employer is headquartered (located)
in Pennsylvania.

NOTE: This plan pays secondary after your primary carrier has paid the claim. In most
instances the primary carrier is Original Medicare.

Other than yourself, you may enroll the following eligible dependents:
1. Your spouse under a legally valid existing marriage.



How do you enroll in this plan?

1. You or your eligible dependent may enroll during your annual open enrollment period which is
determined by your employer group.

2. You or your eligible dependent may enroll in this plan if you have a change to your enrollment
status such as:
a. Eligibility for Medicare Part A and Part B
b. Marriage or divorce
c. Loss of medical health care coverage through another plan

Coverage for the subscriber and eligible dependent will begin either January 1 or on the first day of the
month following receipt by UPMC Health Benefits, Inc., of a completed enrollment application.

NOTE: Once you have enrolled in our plan, your enrollment in this plan will continue each
January 1, unless you enroll in another employer group option offered by your employer group.
This will result in disenrollment from our plan.

Your plan membership card

Now that you are a member of our plan, you need to use your membership card along with your
primary insurance carrier identification card in order to have services covered by this plan.

Please carry your membership card that we gave you at all times and remember to show your card
when you get covered services and items. If your membership card is damaged, lost, or stolen, call
Member Services right away and we will send you a new card.

Here is a sample card to show you what it looks like:
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How do | keep my membership record up to date?

We have a membership record about you as a plan member. Doctors, hospitals, and other plan
providers use your membership record to know what services are covered for you. Your membership
record has information from your enrollment form, including your address and telephone number. It
also shows your specific plan coverage.

Please help us keep your membership record up to date by letting Member Services know right away if
there are any changes to your name, address, or phone number, or if you go into a nursing home. Also,
tell Member Services about any changes in health insurance coverage you have from other sources,
such as your spouse’s employer, workers’ compensation, Medical Assistance, or liability claims, such
as claims from an automobile accident.

Can your premiums change during the year?

No, your plan premium can’t change during the calendar year. Our plan or your group administrator
will tell you in advance if there will be any changes for the next calendar year in your plan premiums,
if applicable, or in the amounts you will have to pay for covered services. If there are any changes for
the next calendar year, they will take effect on January 1.

Ending your membership
You may decide that you want to leave our plan and join another plan offered by your employer group.

The first step is to check with your employer group sponsor to determine when you can change to
a new plan. Your employer group may have rules that determine when you are allowed to make a
change (e.g., annual open enrollment). Please contact your group administrator to determine when you
can make a change to your enrollment; if you do NOT check and disenroll, you may not be able to get
the coverage back.

Involuntarily ending your membership

If any of the following situations occur, we will end your membership in our plan.

1. If you give us information on your enrollment application that you know is false or deliberately
misleading, and it affects whether or not you can enroll in our plan.

2. Ifyou let someone else use your plan membership card to get medical care. If you are
disenrolled for this reason, we may refer your case for additional investigation.

3. Ifyou do not pay your plan premiums, if applicable, we will tell you in writing that you have a
90-day grace period during which you may pay the plan premiums before your membership
ends.

We cannot ask you to leave the plan because of your health

We cannot ask you to leave your health plan for any health-related reasons. If you ever feel that you
are being encouraged or asked to leave our plan because of your health, you should contact Member
Services.



SECTION 3: DESCRIPTION OF BENEFITS

What are “covered services”?

This section describes the medical benefits and coverage you get as a member of our plan. “Covered
services” mean the medical care, services, supplies, and equipment that are covered by our plan.
This section has a Benefits Chart that gives a list of your covered services and tells what you must pay
for each covered service. Section 5 tells about services that are not covered (these are called
“exclusions”).

There are some conditions that apply in order to get covered services

The covered services listed in the Benefits Chart in this section are covered only when all requirements
listed below are met:

e Services must be submitted to your primary insurance carrier, prior to submitting to our plan,
unless specifically noted in the benefits chart (e.g., fitness benefit and routine vision services).

e The medical care, services, supplies, and equipment that are listed as covered services must be
medically necessary (see Section 8 for a definition of “medically necessary™).

Medical Benefits Chart

Covered Services Benefit

Hospital Services

Inpatient Hospitalization e Our plan pays 100% of medically necessary

Includes: costs after the primary carrier has paid.

e Inpatient mental health e Our plan will pay up to 365 days additional
coverage (per lifetime) after primary

e Inpatient substance use disorder
coverage has exhausted.

Covered services include the following: e After your primary coverage has been
e Semiprivate room (or a private room if exhausted and our plan has paid 365 days
medically necessary) additional coverage, you pay all costs.

e Meals, including special diets
e Regular nursing services

e (Costs of special care units (such as intensive
Or coronary care units)

¢ Drugs and medications

e Lab tests

e X-rays and other radiology services

e Necessary surgical and medical supplies
e Use of appliances, such as wheelchairs
e (Operating and recovery room costs




Covered Services Benefit

Inpatient Hospitalization (continued)

e Physical therapy, occupational therapy, and
speech therapy

e Blood
e Physician’s services billed by the hospital
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Skilled Nursing Facility Care

A “benefit period” starts the day you go into a
hospital or skilled nursing facility. It ends when
you go for 60 days in a row without hospital or
skilled nursing care. If you go into the hospital
after one benefit period has ended, a new benefit
period begins. There is no limit to the number of
benefit periods you can have.

Covered services include the following:

e Semiprivate room (or a private room if
medically necessary)

e Meals, including special diets
e Regular nursing services

e Physical therapy, occupational therapy, and
speech therapy

e Drugs (includes substances that are naturally
present in the body, such as blood clotting
factors)

e Blood - Coverage begins with the first pint of
blood that you need. Coverage of storage and
administration begins with the first pint of
blood that you need.

e Medical and surgical supplies

e Laboratory tests

e X-rays and other radiology services

e Use of appliances, such as wheelchair
e Physician services

For days 1-100, our plan pays 100% of the
remaining medically necessary costs after the
primary carrier has paid.

You pay all costs for days 101 and after per
benefit period.




Covered Services Benefit

Home Health

Covered services include the following:

Part-time or intermittent in-person skilled
nursing and home health aide services

Physical therapy, occupational therapy, and
speech therapy performed at home

Medical social services
Medical equipment/supplies

Telehealth services

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.

Certain telehealth services are covered for
home health visits. You have the option of
receiving these services either through an in-
person visit or via telehealth. If you choose
to receive these services via telehealth, then
you must use a participating provider that
currently offers the services via telehealth.
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Hospice Care

Covered services include the following:

Drugs for symptom control and pain relief,
short-term respite care, and other services not
otherwise covered by Medicare

Home care

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.

You must enroll in a Medicare-certified
hospice program, your hospice services are
paid for by Medicare.

Medical Services

Physician Visits

Includes:

Primary care physicians (PCP)
Specialists

Chiropractic services (non-routine)
Podiatry services (non-routine)
Outpatient mental health visits
Outpatient substance use disorder visits

Opioid treatment services
Telehealth services

Acupuncture services (for chronic low back
pain)

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.

Routine chiropractic care and routine
podiatry care are not covered by the plan.

Certain telehealth services are covered for
primary care physician (PCP) visits,
specialist office visits, outpatient mental
health services, outpatient psychiatric
services, outpatient substance use disorder
services, and diabetes self-management
training. You have the option of receiving
these services either through an in-person
visit or via telehealth. If you choose to
receive these services via telehealth, then you
must use a participating provider that
currently offers the services via telehealth.




Covered Services Benefit

Emergency Care and Urgently Needed
Services

Includes:

Emergency coverage for conditions that
require immediate medical attention to
prevent loss of life, loss of a limb, or loss of
function of a limb. Emergency medical
services are covered anywhere in the United
States or in the world.

Urgently needed care coverage for a non-
emergency, unforeseen medical illness,
injury, or condition that requires immediate
medical care.

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.

Our plan is the primary carrier for medical
emergency care outside of the United States.

Non-emergency care or urgently needed care
outside of the United States is not covered by
the plan.
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Outpatient Surgical Services and Ambulance

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.

Diagnostic Tests, X-rays, Labs, Blood

Includes:

Diagnostic lab services and diagnostic
procedures and tests

Basic imaging (e.g., general x-rays or
ultrasound)

Advanced imaging (e.g., MRI, CT, and PET
scans, nuclear medicine, and stress tests)

Therapeutic radiology services (radiation)
Blood

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.

Durable Medical Equipment, Supplies, and
Medicare Part B Drugs:

Includes:

Durable medical equipment (DME)
Oxygen

Prosthetics

Diabetes supplies & training
Medicare Part B covered drugs

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.




Covered Services Benefit

Rehabilitation Services

Includes:

Physical therapy

Occupational therapy

Speech therapy

Cardiac rehabilitation therapy
Pulmonary rehabilitation therapy

Supervised exercise therapy for peripheral
artery disease

Our plan pays 100% of medically necessary
costs after the primary carrier has paid.
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Preventive Services

Includes:

Abdominal aortic aneurysm screening
Annual wellness exam
Immunizations (flu, pneumonia, Hepatitis B)

Cardiovascular disease risk reduction visit
(therapy for cardiovascular disease)

Cervical and vaginal cancer screening
Mammograms

Prostate exams (PSA Test only)
Colorectal screening exams

Bone mass measurements

HIV screenings

Screening for sexually transmitted
infections (STIs) and counseling to prevent
STIs

Screening and counseling to reduce alcohol
misuse

Smoking and tobacco use cessation

Screening for lung cancer with low dose
computed tomography (LDCT)

Medicare Diabetes Prevention Program
(MDPP)

Additional Medicare-covered preventive
services.

Our plan pays 100% of costs after the
primary carrier has paid.

Any additional preventive services approved
by Medicare throughout the year will be
covered by Original Medicare. Our plan will
pay 100% of the cost after the primary carrier
has paid, if applicable.

You pay $0 copay for 4 additional smoking
and tobacco use cessation counseling visits.




Covered Services Benefit

Additional Services
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Hearing Services

e Our plan is the primary carrier for
routine hearing services.

Covered services include the following:
¢ One routine hearing test every year.

¢ One hearing aid evaluation test and fitting
every year.

e  One hearing aid per ear every year when
purchased through Amplifon.
o Hearing aid(s) costs vary
depending on the type of
hearing aid.

This benefit is administered based on the
benefit year which resets at the start of the
calendar year.

Routine hearing services are offered through
Amplifon. Please contact Member Services to
see if your hearing provider is in our network.
Hearing aid(s) copays apply when received
from an Amplifon participating provider.

You pay $20 copay for one routine hearing
test.

You pay $20 copay for one fitting evaluation
for a hearing aid(s) every year.

$690, $990, $1,190, $1,490, or $1,890
copayment for covered hearing aid(s) per ear
through Amplifon every year.

Vision Services

e Our plan is the primary carrier for
routine vision services.

Covered services include the following:

e One routine vision exam and contact lens
fitting every year.

e Routine eyewear includes the lenses and
one pair of eyeglass frames or contact
lenses (includes contact lens fitting exam)
every year.

e Eyewear includes lens options, such as
tints, progressives, and transition lenses.

e Eyewear does not include polish, and
insurance.

You pay $0 copay for one routine vision
exam and one contact lens fitting exam every
year.

Our plan will pay up to $250 toward the cost
of routine eyewear every year from plan or
non-plan providers.

(Note: You may have to pay out-of-pocket
then submit the claim for payment of
services provided by non-plan providers.)

Our plan will pay up to $250 for eyewear
every year. You are responsible for any costs
above $250.




Covered Services Benefit

e Special provider eyewear promotions (e.g.,
2 pairs for $99) cannot be combined/used
with the eyewear allowance.

e This benefit is administered based on the
benefit year which resets at the start of the
calendar year.

Routine vision services are offered through
UPMC Vision Care.
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Health and Wellness Education Programs

UPMC MyHealth 24/7 Nurse Line

e Our plan is the primary carrier for UPMC
MpyHealth 24/7 Nurse Line

Covered services include the following:

e A 24/7 nurse advice line available at 1-866-
918-1591. TTY users call 711. Members can
call to obtain advice from a nurse regarding
symptoms or medical conditions they may be
experiencing.

Digital Health Coaching

e Our plan is the primary carrier for Digital
Health Coaching.

Covered services include the following:

e Digital health coaching is available at no cost
through an online platform and includes
guided programs along with coaching
support for wellness, emotional health, and
lifestyle goals. Please contact Member
Services for additional information.

Our plan pays qualified services at 100%.

$0 copayment for UPMC MyHealth 24/7
Nurse Line benefit.

$0 copayment for digital health coaching.

$0 copayment for the SilverSneakers fitness
benefit.

$0 copayment for one personal training
session at a network fitness center every
year.
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Covered Services Benefit

SilverSneakers® Fitness Membership

SilverSneakers can help you live a healthier,
more active life through fitness and social
connection.

e Our plan is the primary carrier for the
fitness benefit.

Covered services include the following:

e You are covered for a fitness benefit through
SilverSneakers online and at participating
locations.! You have access to a nationwide
network of participating locations where you
can take classes? and use exercise equipment
and other amenities. Enroll in as many
locations as you like, at any time. You also
have access to instructors who lead specially
designed group exercise classes in-person
and online, seven days a week.

e Additionally, SilverSneakers Community
gives you options to get active outside of
traditional gyms at recreation centers, parks
and other neighborhood locations.

e SilverSneakers also connects you to a
support network and online resources
through SilverSneakers LIVE™ classes,
SilverSneakers On-Demand™ videos and the
SilverSneakers GO™ mobile app. Your
SilverSneakers membership also gives you
GetSetUp?, with hundreds of interactive
online classes to ignite your interests in
topics like cooking and nutrition, technology
and brain games.

e Activate your free online account at
SilverSneakers.com to view your
SilverSneakers Member ID number, and all
program features available to you at no
additional cost. For additional questions, go
to SilverSneakers.com or call
1-888-423-4632 (TTY: 711) Monday
through Friday, 8 a.m. to 8 p.m. ET.

e Members are eligible to receive one personal
fitness training session per year. Please



file://acct.upmchs.net/hp/Med%20Prod%20Dev/Med%20Prod%20Dev(DeptUsers)/2024%20UPMC%20Marketing%20Materials/2024%20Group%20EOCs/2%20Proof%20Review/COCs/SilverSneakers.com
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Covered Services Benefit

contact Member Services for additional
information on how to schedule your
personal fitness training session (phone
numbers are printed on the back cover of this
document).

Always talk with your doctor before starting
an exercise program.

! Participating locations (“PL”) are not owned or
operated by Tivity Health, Inc. or its affiliates.
Use of PL facilities and amenities is limited to
terms and conditions of PL basic

membership. Facilities and amenities vary by
PL.

2 Membership includes SilverSneakers
instructor-led group fitness classes. Some
locations offer members additional classes.
Classes vary by location.

3 GetSetUp is a third-party service provider and
is not owned or operated by Tivity Health, Inc.
(“Tivity”) or its affiliates. Users must have
internet service to access GetSetUp service.
Internet service charges are responsibility of
user. Charges may apply for access to certain
GetSetUp classes or functionality.

SilverSneakers is a registered trademark of
Tivity Health, Inc. © 2025 Tivity Health, Inc.
All rights reserved.




Covered Services Benefit

Home Safety Products

e Our plan is the primary carrier for
home safety products.

Covered services include the following:

e Up to 3 plan-approved home safety
products every year

e Some items may require assembly and/or
installation.

e Our plan does not install home safety
products or reimburse for costs associated
with the installation of home safety
products.

o Our plan is not liable for improper
assembly, installation, repairs, or
other modifications.

o Members are responsible for any,
and all costs associated with
assembly and/or installation.

For more information about ordering home
safety products, please contact Member
Services.

Our plan pays qualified services at 100%

You pay $0 copay for up to 3 plan-approved
home safety products every year.
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Support for Caregivers

e Our plan is the primary carrier for
support for caregivers services.

Covered services include the following:

e Six-week Powerful Tools for Caregivers
course designed to teach caregivers how to
care for themselves while also looking after
their loved one.

For more information about support for
caregivers services, please contact Member
Services.

Our plan pays qualified services at 100%.

You pay $0 copay for Powerful Tools for
Caregiver classes.
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Covered Services Benefit

Personal Counseling

e Our plan is the primary carrier for the
counseling sessions.

Covered services include the following:

e Up to 6 counseling sessions (per issue)
from licensed and trained clinicians.

e Counseling to help with family and
relationship concerns, stress, grief and
other emotional issues and healthy lifestyle
changes.

For more information about counseling
services, please contact UPMC Resources for
Life toll-free at 1-866-441-4395 Monday
through Friday from 8 a.m. to 5 p.m. TTY
users should call 711.

Our plan pays qualified services at 100%.

You pay $0 copay for 6 counseling sessions
(per issue) per year.

Emergency Travel Assistance

The emergency travel assistance services are
available:

e The travel assistance services are available
worldwide, while traveling either
domestically or internationally, as long as
you are traveling more than 100 miles from
home.

e Emergency travel assistance is available 24
hours a day, 365 days a year.

e There are no annual maximums.

e Emergency Travel Assistance offers the
following services:

o Assistance with emergency care and
hospital admissions when you travel
out of the country or more than 100
miles from home.

o Emergency evacuation services to the
nearest facility capable of providing
appropriate care, if not locally
available.

Our plan pays qualified emergency travel
assistance services arranged by our
worldwide emergency travel provider at
100%.

If you do NOT use our worldwide
emergency travel assistance provider for
emergency travel assistance services when
you are more than 100 miles from home;
then no payment will be made for
emergency travel expenses.

NOTE: Our plan is the primary carrier for
medical emergency care outside of the
United States. Non-emergency care or
urgently needed care outside of the United
States is not covered by the plan.
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Covered Services Benefit

o Ifyou were traveling alone and will be
hospitalized for more than seven days,
our worldwide emergency travel
provider will provide economy round-
trip common carrier transportation to
the place of hospitalization for a
designated family member or friend.

Please call Member Services at
1-877-539-3080 for more details and contact

information for our worldwide emergency

travel provider. (TTY users should call 711.)
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SECTION 4: SELECTION OF PROVIDERS

Participating Providers

The purpose of this section is to define participating providers, how benefits are paid, and how to file
a claim, if your provider will not file on your behalf.

1. Hospital, Skilled Nursing Facility, or Other Covered Facility (e.g., Ambulatory Surgical
Center)

A member covered under the National Complementary Plan may select any facility that
participates with your primary insurance carrier (e.g., Medicare, Veterans Administration) for
covered medical services.

NOTE: Claims must be submitted to your primary insurance catrier, prior to submitting to
UPMC Health Benefits, Inc. If you obtain services from a hospital, skilled nursing or other
provider that is non-participating with your primary insurance (e.g., Medicare) and no
payment is made; UPMC Health Benefits, Inc., will NOT pay for these services either.

2. Physicians, Specialists and Other Providers (e.g., Ambulance, Suppliers)

A member covered under the National Complementary Plan may select any provider that
participates with your primary insurance carrier (e.g., Medicare, Veterans Administration) for
covered medical services.

NOTE: Claims must be submitted to your primary insurance carrier, prior to submitting to
UPMC Health Benefits, Inc. Our plan is only primary for the following services: home safety
products, counseling, fitness benefit, routine, hearing and routine vision services. If you obtain
services from a provider that is non- participating with your primary insurance (e.g.,
Medicare) and no payment is made; UPMC Health Benefits, Inc., will NOT pay for these
services either.

3. Emergency care outside of the United States

A member covered under the National Complementary Plan has emergency care coverage
outside of the United States. It is recommended to contact our travel assistance provider when
selecting an emergency care provider outside of the United States.

NOTE: Our plan is the primary carrier for medical emergency care outside of the United States.
Claims must be submitted to UPMC Health Benefits, Inc.

Payment of Benefits

As a plan member, you authorize us to make payments directly to providers from whom you receive
covered medical services. However, our plan reserves the right to make the payments directly to you, if
necessary. You cannot assign or transfer your right to receive payment for covered services under this
Certificate of Coverage. Claims should be submitted to your primary insurance carrier (e.g., Medicare)
before submitting to our plan.
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Providers should submit claims to:

UPMC National Complementary Plan
UPMC Health Plan
P.O. Box 2997
Pittsburgh, PA 15230

If we pay a provider directly, you will receive an Explanation of Benefits that describes the services
that you received and how much we paid for those services on your behalf. Your Explanation of
Benefits will also tell you the amount that you owe, if applicable, for copayments or cost-sharing (e.g.,
routine eye coverage).

Once covered services are rendered by a provider or supplier, our plan will not honor a request not to
pay the claims submitted by the provider or supplier. UPMC Health Benefits, Inc., will have no
liability to any person because of its rejection of the request.

Filing Your Own Claim Forms

There may be instances where you need to file a claim yourself for medical services provided by a
provider (e.g., provider that will not bill our plan for the secondary payment).

To submit a claim, just follow the steps below:

1. Review this document to make sure that the services you received are covered under your benefit
plan.

2. Get an itemized bill from the provider. The bill must be an original (copies will not be accepted)
and must contain the following information:

e The member’s full name.

e The name and address of the provider/facility that provided the service(s).

e A description of the service provided.

e The date of service.

e The amount charged.

e The diagnosis or nature of illness or injury.

e Ifyou have already made payment, proof of payment or a receipt.

e A copy of the Explanation of Benefits from your primary carrier, if applicable, that states the
payment allowance or denial reason.

Make sure that you make copies of the itemized bill. Original itemized bills will not be returned.
Note that cancelled checks and cash register receipts will not be accepted as itemized bills.

3. Complete a claim form. Claim forms are available from Member Services. Please make sure that
you sign and date the claim form.

4. Mail the claim form and itemized bill to the address set forth below within 90 days of the date of
service. Our plan will not accept any member claims for reimbursement more than one year after
the services were rendered.
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Mail your completed claim form and itemized bill to:

UPMC National Complementary Plan
UPMC Health Plan
P.O. Box 2997
Pittsburgh, PA 15230

A request for payment of a claim will not be reviewed and no payment will be made unless all of the
information and evidence of payment required on the claim form has been submitted in the manner
described above. The plan reserves the right to require additional information and documents as
needed to support a claim that a covered service has been provided.

Using all of your insurance coverage

If you have additional health insurance coverage besides our plan, it is important that you use your
other coverage in combination with your coverage as a member of our plan to pay your health care
expenses. This is called “coordination of benefits” because it involves coordinating all of the health
benefits that are available to you. Using all of the coverage you have helps keep the cost of health care
more affordable for everyone.

Remember: Claims should be submitted to your primary insurance carrier before submitting to
our plan.

You are required to tell our plan if you have additional health insurance

You must tell us if you have any other health insurance coverage besides our plan, and let us know
whenever there are any changes in your additional coverage. The types of additional coverage you
might have include the following:

e Additional coverage that you have from an employer’s group health insurance for employees either
through yourself or your spouse.

e Coverage that you have under workers’ compensation because of a job-related illness or injury, or
under the Federal Black Lung Program.

e (Coverage you have for an accident where no-fault insurance or liability insurance is involved.
e Coverage you have through Medical Assistance.
e (Coverage you have through the “TRICARE for Life” program (veterans’ benefits).

e “Continuation coverage” that you have through COBRA (COBRA is a law that requires employers
with 20 or more employees to let employees and their dependents keep their group health coverage
for a time after they leave their group health plan under certain conditions).

SECTION 5: EXCLUSIONS

What services are not covered or are limited by our plan?

The purpose of this section is to tell you about medical care, services, and items that are not covered
(“excluded”) or are limited by our plan. The list describes services and items that are not covered under
any conditions and some services that are covered only under specific conditions. If you get services
and items that are NOT covered, you must pay for them yourself.
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Services not covered by Medicare

Not covered under any
condition

Covered only under specific
conditions

Services considered not reasonable
and necessary, according to the
standards of Original Medicare

J

Services and equipment that are
provided by a provider that does not
participate with your primary
insurance carrier (e.g., Medicare). If
your primary carrier denies or does
not pay a claim because the provider
is non-participating; UPMC Health
Benefits, Inc. will NOT pay for
these services either.

Emergency facility services for non-
authorized, routine conditions that
do not appear to a reasonable person
to be based on a medical emergency
and that were denied by your
primary carrier as such.

Experimental medical and surgical
procedures, equipment and
medications.

Experimental procedures and items
are those items and procedures
determined by our plan and Original
Medicare to not be generally
accepted by the medical community.

J

May be covered by Original
Medicare under a Medicare-
approved clinical research
study or by our plan.

Private room in a hospital.

J

Covered only when medically
necessary.

Personal items in your room at a
hospital or a skilled nursing facility,
such as a telephone or a television.

Full-time nursing care in your home.
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Services not covered by Medicare

Not covered under any
condition

Covered only under specific
conditions

Custodial care is care provided in a J

nursing home, hospice, or other

facility setting when you do not

require skilled medical care or

skilled nursing care.

Custodial care is personal care

that does not require the

continuing attention of trained

medical or paramedical

personnel, such as care that helps

you with activities of daily

living, such as bathing or

dressing.

Homemaker services include basic J

household assistance, including light

housekeeping or light meal

preparation.

Fees charged for care by your J

immediate relatives or members of

your household.

Cosmetic surgery or procedures J
Covered in cases of an
accidental injury or for
improvement of the
functioning of a malformed
body member.
Covered for all stages of
reconstruction for a breast
after a mastectomy, as well as
for the unaffected breast to
produce a symmetrical
appearance.

Routine dental care, such as J

cleanings, fillings or dentures.

Non-routine dental care

J
Certain non-routine dental
services received at a hospital
may be covered if your
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Services not covered by Medicare

Not covered under any
condition

Covered only under specific
conditions

primary carrier covered the
service.

Dental care required to treat
illness or injury may be
covered as inpatient or
outpatient care.

Non-routine dental care
(covered services are limited
to surgery of the jaw or related
structures, setting fractures of
the jaw or facial bones,
extraction of teeth to prepare
the jaw for radiation
treatments of neoplastic
cancer disease, or services that
would be covered when
provided by a physician).

Routine chiropractic care

J

Manual manipulation of the
spine to correct a subluxation
is covered.

(Refer to Section 3, Medical
Benefits Chart for coverage
information.)

Routine foot care

J

Some limited coverage
provided according to
Medicare guidelines, e.g., if
you have diabetes.

Home-delivered meals

Orthopedic shoes

J

If shoes are part of a leg brace
and are included in the cost of
the brace, or the shoes are for
a person with diabetic foot
disease.

Supportive devices for the feet

J
Orthopedic or therapeutic
shoes for people with diabetic
foot disease.
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Services not covered by Medicare

Not covered under any
condition

Covered only under specific
conditions

Routine hearing exams, hearing aids,
or exams to fit hearing aids.

J

(Refer to Section 3, Medical
Benefits Chart for coverage
information.)

Routine eye examinations,
eyeglasses, radial keratotomy,
LASIK surgery, vision therapy and
other low vision aids.

J

Eye exam and one pair of
eyeglasses (or contact lenses)
are covered for people after
cataract surgery.

(Refer to Section 3, Medical
Benefits Chart for coverage
information.)

Reversal of sterilization procedures
and or non-prescription
contraceptive supplies.

Acupuncture

J

Covered for chronic low back
pain.
(Refer to Section 3, Medical

Benefits Chart for coverage
information.)

Naturopath services (uses natural or
alternative treatments).

Surgical treatment of morbid obesity

J

Covered only when medically
necessary.

Private duty nurses

Elective or voluntary enhancement
procedures, services, supplies, and
medications, including, but not
limited to: weight loss, hair growth,
sexual performance, athletic
performance, cosmetic purposes,
anti-aging, and mental performance.

Outpatient prescription medication
for the treatment of sexual
dysfunction, including erectile
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Services not covered by Medicare | Not covered under any | Covered only under specific
condition conditions

dysfunction, impotence, and
anagorgasmy, or hyporgasmy.

Services provided to veterans in J
Veteran’s Affairs (VA) facilities. Emergency services

Food, food supplements, vitamins, J
and other nutritional and over-the-
counter electrolyte supplements.

Routine or non-emergent J
transportation, by any means,
including via ambulance provider,
and denied as such by your primary
carrier.

SECTION 6: COMPLAINT AND GRIEVANCE PROCEDURES

At times, you may not be satisfied with a decision that our plan makes regarding your coverage or
with the health care services you have received. As a member of our plan, you have the right to file a
complaint or a grievance.

The Complaint Process

If you have a dispute or objection regarding a provider, the coverage, operations, or management
policies of our plan, you may submit a complaint to UPMC Health Benefits, Inc. You may submit a
complaint about issues, including, but not limited to, quality of care or service, benefits exclusions,
claim denials, or coordination of benefits.

You may either file a complaint verbally over the phone with Member Services or by sending a written
complaint. You may also send any other written information that you have to support your complaint.
You may indicate in the complaint the remedy, resolution, or corrective action that you seek from our
plan.

At any time during the complaint process, you may choose to designate a representative to act on your
behalf. You must notify our plan that you are designating someone to represent you. Also, at any time
during the complaint process, upon your request, our plan can make available, at no charge, a

UPMC Health Benefits, Inc., employee to assist you or your representative in preparing the complaint.
This employee will not have previously participated in any of the plan’s decisions regarding your
complaint.

The complaint process offers two levels of review:
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First Level Complaint

You must submit your First Level Complaint within 60 days of the date on which the incident
occurred. For example, if your complaint is regarding the fact that our plan did not pay a claim to a
provider on your behalf, you must file the complaint within 60 days of the date of the Explanation of
Benefits document that you received. Our plan will send you a letter to let you know that we received
the complaint.

A First Level Complaint Review Committee will investigate the allegations in your complaint. The
committee will notify you of its decision in writing within 30 days of receipt of your complaint. The
notification letter will explain the decision and explain the process by which you may request a Second
Level Review of the decision.

Second Level Complaint

You have 60 days from the date of a First Level Committee decision letter to request a Second Level
Review. If you choose not to request a Second Level Review within that time frame, the decision of
the First Level Review Committee will be final.

If you submit a Second Level Complaint, we will send you a letter to let you know that we received
your complaint and to let you know the date and time for your Second Level Complaint Review
Committee meeting. The plan will give you at least 15 days notice of the meeting. We will also explain
the meeting procedure and your rights at the meeting. You and/or your representative have the right,
but are not required, to attend the Second Level Review Committee meeting. The meeting will be held
at the offices of UPMC Health Plan. If you or your representative cannot appear in person at the
Second Level Complaint Review, we will provide you with the opportunity to participate in the review
by telephone or other appropriate and available means and will be as flexible as is reasonably possible
in facilitating your participation.

The Second Level Review Committee will issue a decision in writing to you and your representative
no more than 5 business days after the date of the meeting. The decision letter will explain the
decision.

The Grievance Process

Sometimes our plan may not cover a requested service because it is not medically necessary. If you
have a dispute or objection regarding a service that was denied in full or in part because it was not
medically necessary, you may file a grievance. A grievance is different from a complaint. A grievance
may be filed by you, your designated representative, or a provider who has your written consent. We
will refer to a provider who has your written consent to file a grievance as “your provider.”

You may either file a grievance verbally over the phone with Member Services or by sending a written
grievance. You may also send any other written information to support your grievance. You may
indicate in the grievance the remedy, resolution, or corrective action that you seek from our plan.

At any time during the grievance process, you may choose to designate a representative to act on your
behalf. You must notify our plan in writing that you are designating someone to represent you. Also, at
any time during the grievance process, upon your request, we can make available, at no charge, a
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UPMC Health Benefits, Inc., employee to assist you or your representative in preparing the grievance.
This employee will not have previously participated in any of the plan’s decisions regarding your
grievance.

The grievance process offers two levels of review.

First Level Grievance

You must submit your First Level Grievance within 60 days of the date on which the denial occurred.
For example, if your grievance is regarding denial of a service, you must file the grievance within 60
days of the date of the letter you receive informing you of that denial. While it is preferable that you
file a grievance in writing, you may call Member Services to request assistance and file a grievance
orally. Our plan will send you a letter to let you know that we received your grievance.

A First Level Grievance Review Committee will investigate the allegations set forth in the grievance.
The committee will seek input from a physician or, where appropriate, a licensed psychologist with
experience in the same or similar specialty that typically manages or consults regarding the disputed
health care service. We will refer to such personnel throughout as “qualified clinical personnel.”

The committee will notify you of its decision within 30 days of receipt of your grievance. The
notification letter will explain the decision and explain the process to request a Second Level Review
of that decision. A copy of the decision letter will be sent to you and/or your representative and/or your
provider, as applicable.

Second Level Grievance

You, your representative, or your provider have 60 days from receipt of the First Level Review
Committee’s decision letter to submit a Second Level Review. If you choose not to request a Second
Level Review within that time frame, the decision of the First Level Review Committee will be final.

If you submit a Second Level Grievance, we will send you a letter to let you know that we received
your grievance and to let you know the date and time for your Second Level Grievance Review
Committee meeting. The plan will give you at least 15 days notice of the meeting. We will also explain
the meeting procedure and your rights at the meeting. You, your representative, or your provider have
the right, but are not required, to attend the Second Level Grievance Review meeting. The meeting will
be held at the offices of UPMC Health Plan. If you, your representative, and/or your provider cannot
appear in person at the Second Level Review, we will provide you, your representative, and your
provider the opportunity to communicate with the review committee by telephone or other appropriate
and available means and will be as flexible as is reasonably possible in facilitating your participation.

The Second Level Grievance Review Committee will issue a written decision to you, your
representative, or your provider, as applicable, no more than 5 business days after the date of the
meeting. The decision letter will explain the decision and will also include an explanation.
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SECTION 7: GENERAL PROVISIONS

Your right to the privacy of your medical records and personal health
information

There are federal and state laws that protect the privacy of your medical records and personal health
information. We protect your personal health information under these laws. Any personal information
that you give us when you enroll in this plan is protected. We will make sure that unauthorized people
don’t see or change your records. Generally, we must get written permission from you (or from
someone you have given legal power to make decisions for you) before we can give your health
information to anyone who isn’t providing your care or paying for your care. There are exceptions
allowed or required by law, such as release of health information to government agencies that are
checking on quality of care.

The laws that protect your privacy give you rights related to getting information and controlling how
your health information is used. We are required to provide you with a notice that tells about these
rights and explains how we protect the privacy of your health information. For example, you have the
right to look at medical records held at the plan and to get a copy of your records (there may be a fee
charged for making copies). You also have the right to ask us to make additions or corrections to your
medical records (if you ask us to do this, we will review your request and figure out whether the
changes are appropriate). You have the right to know how your health information has been given out
and used for non-routine purposes. If you have questions or concerns about privacy of your personal
information and medical records, please call Member Services.

Confidentiality and release of information

Our plan will maintain the confidentiality of your personal health information, including information
received from your treating providers, in accordance with state and federal laws and regulations. Such
information will not be shared with anyone without your prior authorization, except as expressly
permitted by applicable state and federal laws and regulations (including review programs to achieve
quality medical care and efforts to combat fraud and abuse).

Fraud and Abuse

Our plan is committed to ensuring the integrity of, provision of, and payment for health care services
to our members. In the event that you suspect that a plan member or a provider is committing fraud or
abuse, call Member Services.

Notice about nondiscrimination

Our plan must obey laws that protect you from discrimination or unfair treatment. We don’t
discriminate based on race, ethnicity, national origin, color, religion, sex, gender, age, mental or
physical disability, health status, claims experience, medical history, genetic information, evidence of
insurability, or geographic location within our service area. All organizations that provide Medicare
Advantage plans, like our plan, must obey Federal laws against discrimination, including Title VI of
the Civil Rights Act of 1964, the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, the
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Americans with Disabilities Act, Section 1557 of the Affordable Care Act, all other laws that apply to
organizations that get Federal funding, and any other laws and rules that apply for any other reason.

If you want more information or have concerns about discrimination or unfair treatment, please call the
Department of Health and Human Services' Office for Civil Rights at 1-800-368-1019
(TTY 1-800-537-7697) or your local Office for Civil Rights.

If you have a disability and need help with access to care, please call us at Member Services (phone
numbers are printed on the back cover of this document). If you have a complaint, such as a problem
with wheelchair access, Member Services can help.

Your contract with UPMC Health Benéefits, Inc.

Remember, this Certificate of Coverage acts as a contract between you and UPMC Health Benefits,
Inc. By enrolling in our plan or accepting benefits hereunder, you shall be deemed to have agreed to all
terms and conditions of this Certificate of Coverage. The plan liability under this Certificate of
Coverage is limited to the payment for the covered benefits described herein.

You have no entitlements or privileges under this Certificate of Coverage except as specifically set
forth herein. Your right to benefits and coverage under this Certificate of Coverage is not transferable
or assignable.

UPMC Health Benefits, Inc., may amend, modify, or terminate this Certificate of Coverage as agreed
by our plan and your employer group sponsor without your consent. Our plan shall have the right to
amend this Certificate of Coverage to increase, reduce, or eliminate any of the benefits provided for
herein for the purpose of complying with the provisions of any law, regulation, request from the group
sponsor, or mandate of a regulatory authority.
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SECTION 8: DEFINITIONS OF TERMS

Benefit limit — The maximum amount that our plan will pay for a covered service. The benefit limit
may be expressed in many ways, such as a dollar amount or number of days.

Benefit period —A benefit period is used to determine coverage for inpatient stays in hospitals and
skilled nursing facilities. A benefit period begins on the first day you go into an inpatient hospital or a
skilled nursing facility (SNF). The benefit period ends when you haven’t been an inpatient at any
hospital or SNF for 60 days in a row. If you go to the hospital (or SNF) after one benefit period has
ended, a new benefit period begins. There is no limit to the number of benefit periods you can have.

Copayment — The specified dollar amount that you pay at the time of service for certain covered
benefits. You are expected to pay your copayment at the time of service

Cost sharing — Cost sharing refers to amounts that a member has to pay when services are received. It
includes any combination of the following types of payments: (1) any deductible amount a plan may
impose before services are covered. (2) any fixed “copayment” amounts that a plan may require be
paid when specific services are received; or (3) any “coinsurance” amount that must be paid as a
percentage of the total amount paid for a service.

Covered services — The general term we use in this document to mean all of the health care services
and supplies that are covered by our plan. Covered services are listed in the Benefits Chart in
Section 3.

Deductible — The amount you must pay for health care before our plan begins to pay.

Disenroll or disenrollment — The process of ending your membership. Disenrollment can be
voluntary (your own choice) or involuntary (not your own choice).

Experimental/investigative — The use of any treatment, service, procedure, facility, equipment, drug,
device, or supply (intervention) that is not determined by UPMC Health Plan or its designated agent to
be medically effective for the condition (including diagnosis and stage of illness) being treated.

Grievance — A type of complaint you make about us or a provider, including a complaint concerning
the quality of your care.

Medically necessary — Services or supplies that are proper and needed for the diagnosis or treatment
of your medical condition; are used for direct care and treatment of your medical condition; meet the
standards of good medical practice in the local community; and are not mainly for your convenience or
that of your doctor.
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UPMC HEALTH BENEFITS, INC.

Method
CALL

TTY

WRITE

WEBSITE

Member Services — Contact Information

1-877-539-3080
Calls to this number are free.

Our hours of operation change twice a year. You can call us October
1 through March 31, seven days a week from 8 a.m. to 8 p.m. From
April 1 through September 30, you can call us Monday through
Friday from 8 a.m. to 8 p.m.

Member Services also has free language interpreter services available
for non-English speakers.

711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

Our hours of operation change twice a year. You can call us October
1 through March 31, seven days a week from 8 a.m. to 8 p.m. From
April 1 through September 30, you can call us Monday through
Friday from 8 a.m. to 8 p.m.

UPMC Health Benefits, Inc.
Attn: Member Services
U.S. Steel Tower

600 Grant Street
Pittsburgh, PA 15219

www.upmchealthplan.com/medicare
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