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This certificate of coverage may qualify as a qualified high deductible health plan within the meaning of Internal
Revenue Code (“Code”) section 223. This certificate of coverage may be used in connection with a health savings
account (within the meaning of Code section 223) established by a member. We will not be required to establish,
maintain, or contribute to a health savings account on behalf of a member. If, however, this certificate of coverage
provides coverage for non-preventive benefits below the annual limit on deductibles set forth in Internal Revenue
Code section 223, you may be ineligible to make or receive contributions to your health savings account (“HSA”) under
federal law. Please check with your tax advisor regarding your eligibility to establish or contribute to an HSA.

Customer Service

Questions?

Our Customer Service staff is available to answer questions about your coverage
Monday through Friday, 7 AM — 7 PM Central Time

When contacting us, please have your identification card available. If your questions
involve a claim, we will need to know the date of service, type of service, the name of
the provider, and the charges involved.

Telephone Numbers:

Monday through Friday 7 AM - 7 PM Central Time

Toll free 1.866.631.5404
Fax 1.763.847.4010
Hearing impaired individuals 1.763.847.4013
Website: www.aspirushealthplan.com
Mailing Address: Claims, appeal requests, review requests, prior authorization, and written inquiries

may be mailed to:

Customer Services Department
Aspirus Health Plan, Inc.

PO Box 1062

Minneapolis, MN 55440
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I. Rights of Covered Persons

The Plan, as defined in Section II. Your Employer (Plan Administrator), includes one or more health benefit options, which
may have different eligibility requirements and/or benefits. If a different Summary Plan Description (SPD), SPD option,
provision or amendment applies to certain benefit options or classifications of individuals eligible under the Plan, you will be
furnished a copy of the SPD, SPD option or amendment that is applicable to you. This SPD applies only to the Signature
HDHP-HSA Medical Option and the eligible employees enrolled for participation in this option of the Plan.

II. Your Employer (Plan Administrator)

Your Employer, which also serves as the Plan Sponsor and the Plan Administrator, has established an Employee Health Benefit
Plan (the Plan) to provide health care benefits. This Plan is “self-insured” which means that the Plan Sponsor pays the claims
from its own assets for covered services. The Signature HDHP-HSA Medical Option of this Plan is described in this Summary
Plan Description (SPD), which is part of the official document of the Plan. Your Employer has contracted with Aspirus Health
Plan, Inc. to provide claim processing, prior authorization, and other administrative services. However, your Employer is
solely responsible for payment of your eligible claims.

The Plan Administrator in its sole discretion shall, to the fullest extent permitted by law, determine appropriate courses of
action in light of the reason and purpose for which this Plan is established and maintained. The Plan Administrator has, to the
fullest extent permitted by law, the exclusive and final discretionary authority to revise the method of accounting for the Plan,
establish rules, and prescribe any forms required for administration of the Plan. All determinations and decisions made by or
on behalf of the Plan Administrator will be final and binding on the Plan, all persons covered by the Plan, all persons or entities
requesting payment or a claim for benefits under the Plan and all interested parties, to the fullest extent permitted by law. The
Plan Administrator retains all fiduciary responsibilities with respect to the Plan, has the exclusive and final binding
discretionary authority to interpret and administer the Plan, resolve any ambiguities that exist and make all factual
determinations, to the fullest extent permitted by law, except to the extent the Plan Administrator has expressly delegated to
other individuals or entities one or more fiduciary responsibilities with respect to the Plan.

The Plan Sponsor, by action of its governing body or an authorized officer or committee, reserves the right to change or
terminate the Plan. This includes, but is not limited to, changes to contributions, copayments, deductibles, coinsurance, out-
of-pocket limits, benefits payable and any other terms or conditions of the Plan. The decision to change the Plan may be due
to changes in federal laws governing welfare benefits, or for any other reason. The Plan may be changed to transfer the Plan’s
liabilities to another plan or split this Plan into two or more parts.

The Plan Administrator has the power to delegate specific duties and responsibilities. The Plan Administrator may rescind
any delegation at any time. Each person or entity to whom a duty or responsibility has been delegated, shall be responsible for
only those duties or responsibilities, and shall not be responsible for any act or failure to act of any other individual or entity.

IT1. Aspirus Health Plan, Inc. (4Aspirus Health Plan, TPA)

Aspirus Health Plan, Inc., as an external administrator referred to as a third party administrator (TPA), provides certain
administrative services, including claim processing services, subrogation, utilization management and complaint resolution
assistance.

IV. Introduction to Your Coverage

A. Summary Plan Description (SPD)

This Summary Plan Description (SPD) is your description of the Signature HDHP-HSA Medical Option of the Plan
Sponsor’s Plan. Please read this entire SPD carefully. Many of its provisions are interrelated; so reading just one
or two provisions may give you incomplete information regarding your rights and responsibilities under the Plan.
The SPD describes the Plan’s benefits and limitations for your health care coverage. Included in this SPD is a Benefit
Schedule that states the amount payable for the covered services. Benefits are not covered for excluded services, and
exclusions include, but are not limited to, health care services that are not medically necessary as determined by the Plan
Administrator. Be sure to review the list of exclusions as well as the Benefit Schedule. A provider recommendation or
performance of a service, even if it is the only service available for your particular condition, does not mean it is a covered
service. Benefits are not available for medically necessary services, unless such services are also covered services.
Benefits are limited to the most cost effective and medically necessary alternative. The Plan Administrator has, to the
fullest extent permitted by law, the sole, final, and exclusive discretion to determine benefits available under the Plan.

Italicized words used in this SPD have special meanings and are defined at the back of this SPD. You should keep your
SPD in a safe place for your future reference. Amendments that are included with this SPD or adopted by the Plan Sponsor
are fully made a part of this SPD.
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B. Administrative Services Agreement

The signed Health Services Network Access and Administration Agreement between your Employer and the TPA
constitutes the entire agreement between your Employer and the TPA. A version of the Health Services Network Access
and Administration Agreement is available for inspection from your Employer.

C. Identification Cards

The TPA issues an identification (ID) card containing important coverage information. Please verify the information on
the ID card and notify Customer Service if there are errors. If any ID card information is incorrect, claims for benefits
under the Plan or bills and/or invoices for your health care may be delayed or temporarily denied. You will be asked to
present your 1D card whenever you receive health care services.

D. Designated Website or Provider Directory

You may find participating providers by going to our website at https:/pl.aspirushealthplan.com/find-a-doctor and
signing in to your account. In the section of the web page entitled FIND A DOCTOR, there are links with the names of the
provider networks you have access to under this SPD. Clicking on a link will take you to the directory of providers
participating in that provider network. Coverage may vary according to your provider selection.

The list of participating providers frequently changes and Aspirus Health Plan, Inc. does not guarantee that a listed
provider is a participating provider. You may want to verify that the provider you choose is a participating provider by
calling Aspirus Health Plan, Inc. Customer Service at the telephone number listed on the inside cover of this SPD. If you
call Customer Service, Aspirus Health Plan, Inc. will respond to you as soon as practicable but in no case later than 1
business day after your call is received, through a written electronic communication or, at your request, a hard copy
communication. Provider directories are available to you upon request.

If either:

(A) You received through a telephone call to Aspirus Health Plan, Inc. Customer Service, or through an Internet-based
provider directory made available by Aspirus Health Plan, Inc., information confirming that a provider was a
participating provider with respect to furnishing certain health care services but the provider which furnished the
health care services after you received such information was a non-participating provider; or

(B) We did not make available an Internet-based provider directory and you requested before you received certain health
care services through a telephone call to Aspirus Health Plan, Inc. Customer Service information on whether the
provider was a participating provider with respect to furnishing such health care services and was informed by
Customer Service that the provider was a participating provider;

Then the Aspirus Health Plan, Inc.,

(A) Shall not impose on you a cost-sharing amount (e.g. a deductible or copayment) for such health care services furnished
by the non-participating provider that is greater than the cost-sharing amount that would apply had such health care
services been furnished by a participating provider; and

(B) Shall apply the out-of-pocket maximum that would apply if such health care services were furnished by a participating
provider.

E. For Non-Emergency Services Received in a Participating Provider Facility from a Non-
Participating Provider

If a participating provider arranges and/or performs health care services for you at a participating provider facility, all
related eligible non-facility charges from both participating providers and non-participating providers, will be covered at
the participating provider level of benefits as shown in the “Benefit Schedule.”

If a non-participating provider arranges or performs health care services for you at a participating provider facility, all
related eligible non-facility charges from any non-participating providers will be covered at the non-participating provider
level of benefits as described in the “Benefit Schedule.” You will be responsible for any charges that may exceed the non-
participating provider reimbursement value.

F. Case Management

In cases where your condition is expected to be or is of a serious nature, Aspirus Health Plan, Inc. may arrange for review
and/or case management services from a professional who understands both medical procedures and health care coverage
under the Plan.

Under certain conditions, the Plan Administrator will consider other care, services, supplies, reimbursement of expenses,
or payments of your serious sickness or injury that would not normally be covered or would only be partially covered. The
Plan Administrator and your provider will determine whether any medical care, treatments, services, supplies,
reimbursement of expenses or payments will be covered. Such care, treatment, services, supplies, reimbursable expenses,
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or payments provided will not be considered as setting any precedent or creating any future liability, with respect to you,
or any other covered person.

G. Conflict with Existing Law

If any provision of this SPD conflicts with any applicable law, only that provision is hereby amended to conform to the
minimum requirements of the law.

H. Privacy

This Plan is subject to the Health Insurance Portability and Accountability Act (“HIPAA”) Privacy Rule. In accordance
with the HIPAA Privacy Rules, the Plan and the TPA acting on the Plan’s behalf, maintains, uses, or discloses your
Protected Health Information for purposes such as claims processing, utilization review, quality assessment, case
management, and otherwise as necessary to administer the Plan. You can obtain a copy of the Plan’s Notice of Privacy
Practices (which summarizes the Plan’s HIPAA Privacy Rule obligations, your HIPAA Privacy Rule rights, and how the
Plan may use or disclose health information protected by the HIPAA Privacy Rule) from the Plan Administrator.

I. Processing Delays, Fraud, Misrepresentation, Rescission and Right to Audit

If routine processing delays occur, those delays will not deprive you of coverage for which you are otherwise eligible, nor
will they give you coverage under the Plan for which you are not eligible under the Plan. You will not be eligible for
coverage beyond the scheduled termination of your coverage because of a failure to record or communicate the termination
except where required by law. It is your responsibility to confirm the accuracy of statements made by the Plan
Administrator or the TPA, in accordance with the terms of this SPD and other plan documents. Your coverage may not be
retroactively terminated unless you request it or you (or someone acting on your behalf) falsifies information, submits
fraudulent, altered or duplicate billings, allows another person not covered under the Plan to use your coverage, or performs
an act or practice that constitutes fraud or intentional misrepresentation (including an omission) of material fact under the
terms of the Plan. Notwithstanding, you may be terminated, including being retroactively terminated, due to a failure to
timely pay required contributions.

For the purpose of managing your overall health status, health conditions and diseases; for care coordination and quality
improvement purposes; for disease management purposes; for claim processing purposes; and for payment purposes, by
enrolling in coverage you authorize: (1) the Plan to disclose your health information with health care providers and
subcontractors of health care providers or of the Plan that provide services; and (2) such health care providers and
subcontractors to disclose your health information to each other and to the Plan.

Determination of your coverage will be made at the time a claim is reviewed. In addition, the Plan Administrator may
require you to furnish proof of your eligibility status and may, at reasonable times and upon reasonable notice, audit or
have audited your records regarding eligibility, enrollment, termination, contributions and the coverage provided under
the Plan. If the Plan Administrator determines that, after reasonable requests, you have failed to provide adequate records
or sufficient proof of your eligibility status, the Plan Administrator may, in its sole discretion, rescind or terminate your
coverage to the extent permitted by law.

J. Limited Access to Participating Providers

In the event that the Plan Administrator determines you are receiving health care services, including prescription drugs in
a quantity or manner that might be harmful to your health, the Plan Administrator will notify you that your access to
participating providers is limited. You will have 30 calendar days in which to select one participating physician, hospital
and pharmacy to coordinate your health care. If you do not select those participating providers within 30 calendar days,
the Plan Administrator will choose for you.

Failure to receive health care services through your selected participating providers will result in denial of coverage. If
your condition requires care or treatment from other providers, you must obtain a written referral from your selected
participating physician.

K. Summary of Benefits and Coverage (SBC)

The SBC is an informational summary of your benefits and coverage under this SPD, including coverage examples, that
is prepared in a uniform style. If there is a conflict between this SPD and the SBC, this SPD governs and the 7PA4 will
administer your coverage in accordance with this SPD.

L. Medical Equipment, Supplies and Prescription Drugs

Your coverage under this SPD does not guarantee that medical equipment, supplies or prescription drugs will continue to
be covered, even if the equipment, supply or drug was covered previously in a calendar year.
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M. Routine Patient Costs Associated with Clinical Trials

The Plan covers routine patient costs associated with a clinical trial and may not: 1) deny your participation in a clinical
trial; 2) deny (or limit or impose additional conditions on) the coverage of routine patient costs for items and health care
services furnished to you in connection with participation in the clinical trial; or 3) discriminate against you on the basis
of your participation in a clinical trial.

If one or more participating providers are participating in a clinical trial, the Plan will cover routine patient costs only if
you participate in the clinical trial through a participating provider if the provider will accept you in the clinical trial.
This requirement is waived if the approved clinical trial is conducted outside the state in which you reside. However, the
Plan will not cover routine patient costs if you are in a clinical trial with a non-participating provider and you do not have
coverage for non-participating provider benefits.

N. Essential Health Benefits Benchmark

Employer acknowledges and agrees that, to the extent required by the Affordable Care Act, the essential health benefits of
the Wisconsin benchmark apply to the Plan.

O. Balance Billing

(1) Ifyou receive emergency services (for which benefits are provided under this SPD) because of an emergency medical
condition with respect to a visit at an emergency department of a hospital or an independent freestanding emergency
department, which is a non-participating provider, then such non-participating provider may not bill you, and may
not hold you liable, for any amount for such emergency services which is more than the deductible and coinsurance
requirements for such services under this SPD.

(2) If a non-participating provider furnishes health care services other than emergency services (for which benefits are
provided under this SPD) to you at a hospital or ambulatory surgical center, which is a participating provider, then:

a) The non-participating provider may not bill you, and may not hold you liable, for any amount for such health
care services furnished by such non-participating provider with respect to a visit at the hospital or ambulatory
surgical center which is more than the deductible and coinsurance requirements for such services under this SPD;
unless;

b) The health care services are not ancillary services and the non-participating provider satisfies the notice and
consent criteria in paragraph (c).

¢) The non-participating provider provides to the covered person:
i. A written notice in paper or electronic form, as selected by you, that contains the following information:

e A statement that the provider is a non-participating provider,

e The good faith estimated amount that such non-participating provider may charge you for the health
care services involved (and any other related health care services reasonably expected to be furnished
by the non-participating provider), including notification that the provision of the estimate or consent
does not constitute a contract with respect to the estimated charges or a contract that binds the covered
person to be treated by the hospital, ambulatory surgical center, or non-participating provider;

e A statement that prior authorization or other care management limitations may be required in advance
of receiving such health care services at the hospital or ambulatory surgical center;

e A statement that consent to receive such health care services from such non-participating provider is
optional and that the covered person may instead seek care from an available participating provider and
that the cost-sharing responsibility of the covered person would not exceed the responsibility that would
apply with respect to such health care services furnished by a participating provider.

ii. A consent form that must be signed by the covered persons before such health care services are furnished
and that:

o Acknowledges that the covered person has been:
o Provided with the written notice described in paragraph (i) of this subsection, in the form selected
by the covered person; and
o Informed that the payment of such charge by the covered person might not accrue toward meeting
any limitation that your coverage places on cost sharing, including an explanation that such payment
might not apply to an in-network deductible or out-of-pocket maximum applied under your coverage;
e  States that by signing the consent form, the covered person agrees to be treated by the non-participating
provider and understands the covered person may be balance billed and subject to cost sharing
requirements that apply to health care services furnished by the non-participating provider; and
e Documents the time and date on which the covered person received the written notice described in
paragraph (i) of this subsection and the time and date on which the covered person signed the consent
form to be furnished such health care services by such non-participating provider.
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The No Surprises Act prohibits balance billing in most circumstances. If you have questions regarding what constitutes a
“Balance” bill, please contact Customer Service at 1-866-631-4611 (toll free) or visit our web site at
www.aspirushealthplan.com.

P. Continuity of Care

(1 If you are a continuing care patient and:

(A) The Plan Administrator’s contract with the participating provider that is providing your continuing care
terminates for any reason other than the participating provider’s failure to meet applicable quality standards
or fraud;

(B) Your benefits under this SPD for the health care services provided by the participating provider that is
providing your continuing care terminate because of a change in the terms of the Plan Administrator contract
with such participating provider.

2) Then:

(A) The Plan Administrator will notify you of the applicable event described in (1) and your right to elect
continued transitional care from such non-participating provider (in the event of notice under (1)(A)) or such
participating provider (in the event of notice under (1)(B));

(B) The Plan Administrator will provide you with an opportunity to notify the Plan of your need for transitional
care; and

(C) The Plan Administrator will allow you to elect to continue to have benefits for transitional care provided
under this SPD, under the same terms and conditions as would have applied under this SPD had the applicable
termination not occurred, as long as such benefits are for the course of treatment provided by such non-
participating provider (in the event of notice under (1)(A)) or such participating provider (in the event of
notice under (1)(B)) relating to your status as a continuing care patient during the period beginning on the
date on which the notice in (2)(A) is provided and ending on the earlier of:

i. The 90-day period beginning on such date; or

ii. The date on which you are no longer a continuing care patient of such non-participating provider (in the
event of notice under (1)(A)) or such participating provider (in the event of notice under (1)(B)).

Q. Benefit Exception Requests

Except as provided in Section IV.E. For Non-Emergency Services Received in a Participating Provider Facility from
a Non-Participating Provider and Section VI.C. Ambulance Services, if a non-emergency situation arises that makes it
medically necessary for you to obtain health care services from a non-participating provider, you may request a benefit
exception from the Plan Administrator. The Plan Administrator has full discretionary authority to allow coverage of
health care services from a non-participating provider at the participating provider level of benefits. The Plan
Administrator will only approve a benefit exception for health care services provided by a non-participating provider
when those health care services are not reasonably available from a participating provider and are medically necessary to
treat your illness or injury.

A benefit exception request must be submitted in writing by your participating provider and must be approved in writing
by the Plan Administrator prior to your receipt of the health care services. If you receive written approval from the Plan
Administrator for your benefit exception request, you will not be responsible for billed charges above the usual and
customary amount for such services.

If your benefit exception request is denied benefits will be payable at the non-participating provider benefit level and you
will be responsible for any billed charges above the usual and customary amount.
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V. Eligibility, Enrollment, and Effective Date
A. Eligibility
You are eligible to enroll for coverage if you are:

1. employed by the employer on a permanent, full-time basis (or part-time basis) for a minimum number of hours listed

below;
Employee Classification Required Hours
Administrators 20 or more per week
Clerical 1,000 or more per year
Food Service 30 or more per week
Maintenance/Custodial 1,040 or more per year
Municipal 600 or more hours per year
Teachers 16 or more per week

or

2. identified by the employer as a person who must be covered pursuant to the Patient Protection and Affordable Care
Act:

3. Aneligible dependent of the employee. An employee must enroll for coverage in order to enroll eligible dependents.
Eligible dependents include a covered employee’s:
a. Lawful spouse whose marriage to the covered employee is valid under Wisconsin law.

b. Children, from birth through the date upon which the child reaches age 26, including a:

1) Natural child of a covered employee from birth;

2) Legally adopted children or children placed with the covered employee for legal adoption (date of placement
means the assumption and retention by a person of a legal obligation for total or partial support of a child in
anticipation of adoption of the child. The child’s placement with a person terminates upon the termination
of the legal obligation of total or partial support).

3) Children under age 26 for whom the covered employee or the covered employee’s covered lawful spouse has
been appointed legal guardian by a court of law prior to age 18;

4) Stepchild of the covered employee;

5) Biological child of a covered employee’s child (i.e. the covered employee’s grandchild) if the covered
employee’s child is under age 18.

6) Child covered under a valid Qualified Medical Child Support Order (QMCSO), and its implementing
regulations, which is enforceable against an eligible employee or a covered employee. An eligible employee
or a covered employee may contact the Plan Administrator for free assistance in obtaining information
regarding the procedures governing QMCSO determinations. The Plan Administrator is responsible for
determining whether or not a medical child support order is a valid QMCSO.

Qualified Medical Child Support Order

The Plan will provide coverage in accordance with a Qualified Medical Child Support Order (QMCSO),
National Medical Support Notice (NMSN), or Child Support Order (“Child Support Order”) pursuant to the
applicable requirements under § 609 of the Employee Retirement Income Security Act (ERISA) and § 1908A
of the Social Security Act and any other applicable laws. It is the employer’s responsibility to determine
whether a medical child support order is qualified.

Upon receipt of a medical child support order issued by an appropriate court or governmental agency, the
employer will follow its established procedures for determining whether the medical child support order is
qualified. The employer will provide the Plan with notice of a Child Support Order and a copy of the order
along with an application for coverage within the greater of 31 days of issuance of the order or the time in
which the employer provides notice of its determination to the persons specified in the order.

Where a Child Support Order requires coverage to be provided under the Plan and an eligible employee’s
child is not already a covered dependent, then such child will be provided a special enrollment period. If the
eligible employee whose child is the subject of the Child Support Order is not enrolled at the time enrollment
for the child is requested, then the eligible employee must also enroll for coverage under the Plan during the
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special enrollment period. The effective date of coverage will either be the date the Child Support Order is
issued or pursuant to another coverage date set forth in the Child Support Order.

Where a Child Support Order requires coverage to be provided for under the Plan for a covered employee’s
child who is already a covered dependent, such child will continue to be provided coverage under the Plan
pursuant to the terms of the Child Support Order.

4. Child of the covered employee who is a full-time student returning from military duty. Children who are age 27 or
more when discharged from the military and who are enrolled as students in regular full-time attendance at an
accredited secondary or post-secondary educational institution as recognized by the U.S. Secretary of Education,
which is an accredited high school, university, four-year college, community college, technical school, or vocational
school. In order to qualify as an eligible dependent under this provision:

a. The student must carry the required number of credits per quarter/semester to qualify as a full-time student, as
defined by the educational institution; and

b. The child was under 27 years of age when he or she was called to federal active duty in the National Guard or in
areserve component of the U.S. armed forces while the child was attending, on a full-time basis, an institution of
higher education.

Notwithstanding the provisions set forth above, a covered dependent shall be able to continue coverage from the

date of a medically necessary leave of absence or change in student enrollment until the earliest of the date that

is: 1) one year after the first day of such leave of absence or change in student enrollment; 2) the date on which

such leave of absence or change in student enrollment is no longer medically necessary; or 3) the date on which

coverage would otherwise end under the terms of the Plan (e.g., upon attaining the maximum age) if he/she:

1) is a full-time student in a post-secondary accredited school and enrolled in the Plan on the day before a
medically necessary leave of absence or change in student enrollment starts;

2) takes the leave of absence or makes a change to student enrollment as a result of a serious illness or injury
that the attending physician certifies is medically necessary; and

3) loses full-time student status as a result of the medically necessary leave of absence or change in student
enrollment.

5. For dependent children who are covered under this SPD and disabled prior to the date the dependent child reaches
age 26, application for extended coverage and proof of incapacity must be furnished to the Plan Administrator within
31 calendar days after the dependent child reaches age 26. The Plan Administrator may ask for an independent
medical exam to determine the functional capacity of the dependent child. After this initial proof, the Plan
Administrator may request proof again at any time during the two-year period following the child’s attainment of the
limiting age but not more frequently than annually after such two-year period. A dependent child may be eligible for
coverage if coverage has not otherwise terminated by the Plan and if the dependent child meets all of the following
criteria:

a. Became disabled before age 26;
b. Was a covered dependent enrolled with the Plan prior to reaching age 26;

c. Is incapable of self-sustaining employment because of a physical disability, developmental disability, mental
illness, or mental health disorder; and

d. Is dependent on the covered employee for a majority of financial support and maintenance.

The disabled dependent child shall be eligible for coverage as long as the dependent child is and continues to be
disabled and dependent on the covered employee, unless coverage otherwise terminates under the Plan.

Note: Coverage will be rescinded or terminated in the event of fraud, intentional misrepresentation of material fact
(including a misleading omission of material fact) or failure to pay, when due, any required premium.
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B. Enrollment and Effective Date

New Enrollment. The eligible employee must make written application to enroll, including any eligible dependents that
the eligible employee wishes to enroll, and pay/reimburse any required contributions to the Employer, within 31 calendar
days of the date the employee first becomes eligible. Coverage will be effective on the first day of the month immediately
following the date of hire, except as follows:

1. If your date of hire is the first day of the month, your effective date will be your date of hire.
2. If the first working day of the month does not fall on the first of the month and your date of hire is the first working
day of the month, your effective date will be the first day of the month during which your date of hire occurs.

Annual Enrollment. Subject to all eligibility and enrollment provisions, the employee may enroll, and may include
eligible dependents; or a covered employee may add eligible dependents during the Employer’s annual enrollment period.
Coverage will be effective on the date indicated during the annual enrollment.

Rehire. If an employee's single or family coverage under the Plan terminates because of ineligibility due to temporary
layoff, seasonal layoff, leave of absence or temporary reduction in work hours, the employee may reapply for single or
family coverage if reemployed as a regular employee by the employer within 90 days of the coverage termination date. If
the employee makes written application for coverage to the Plan Administrator within 31 days of the date of reemployment,
the new coverage will be effective on the date of reemployment, provided the Plan remains in effect. If an eligible employee
or eligible dependent does not enroll for coverage within this period and is not otherwise eligible for a special enrollment
period, as outlined below, the eligible employee or dependent must wait to enroll for coverage during the next annual
enrollment period.

Special Enrollment Period for Employees and Dependents. If you are an eligible employee or an eligible dependent of
an eligible employee but not enrolled for coverage under this Plan, you may enroll for coverage under the terms of this
Plan if all of the following conditions are met:

1. You were covered under a group health plan, covered under the BadgerCare Plus program, or had health insurance
coverage at the time coverage was previously offered to the employee or dependent;

2. The eligible employee stated in writing at the time of initial eligibility that coverage under a group health plan, the
BadgerCare Plus program, or health insurance coverage was the reason for declining enrollment, but only if the
Employer required a statement at such time and provided the employee with notice of the requirement and the
consequences of such requirement at the time;

3. Your coverage described in paragraph 1 above was:
a. Terminated under a COBRA or state continuation provision and the coverage under such provision was
exhausted; or
b. Terminated as a result of loss of eligibility for the coverage (including as a result of legal separation, divorce,
death, termination of employment, or reduction in the number of hours of employment) or employer contributions
toward such coverage were terminated; or
c. Terminated as a result of loss of eligibility for the BadgerCare Plus program; and

4. The eligible employee requested such enrollment not later than 31 calendar days after the date of the event described
in paragraphs 3.a or 3.b above, or not later than 60 calendar days after the date of loss of eligibility for the BadgerCare
Plus program described in paragraph 3.c above.

Coverage will be effective on the date of the event described in paragraphs 3.a - ¢ above, provided the Plan receives
the application for coverage as required.

Special Enrollment Period for Covered Persons due to the Acquisition of New Dependents. New dependents may
enroll if all the following conditions are met:

1. A group health plan makes coverage available to a dependent of an employee; and
2. The employee is eligible for coverage under this Plan; and

3. They become dependents of the employee through marriage, birth, adoption, placement for adoption, or legal
guardianship. This Plan shall provide a dependent special enrollment period during which the person may be enrolled
under this Plan as a dependent of the employee, and in the case of the birth, adoption, children placed for adoption,
or the legal guardianship of a child, the employee may enroll and the spouse of the employee may be enrolled as a
dependent of the employee if such spouse is otherwise eligible for coverage. The eligible employee, if not previously
enrolled, is required to enroll when a dependent enrolls for coverage under this Plan. In the case of marriage, the
employee, the spouse and any new dependents resulting from the marriage may be enrolled, if otherwise eligible for
coverage; and
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4. Application must be received within 31 calendar days of the date the employee first acquires the dependent and
coverage will be effective on the date of the marriage, birth, adoption, placement for adoption, or legal guardianship
as described in paragraph 3 above.

Birth of a child. You must notify the Plan of the birth of a child in order to enroll the child as an eligible dependent under
the Plan. We must receive an enrollment form listing the child(ren) that the covered employee wishes to enroll within 31
days of the birth.

Newly Adopted Child Enrollment. You must notify us of the adoption or placement of adoption of a child in order to
enroll the child as an eligible dependent under the Plan. We must receive an enrollment application listing the child(ren)
that the covered employee wishes to enroll within 31 days after the adoption or placement for adoption. Coverage will be
effective on one of the following dates:

a. The date that a court of law makes final an order granting adoption of the child by the covered employee; or
b. The date that the child is placed for adoption with the covered employee; or
c. A later date elected by the covered employee.

If a child’s enrollment application is not submitted within 31 days of the adoption or placement for adoption, the child may
not be enrolled as a covered dependent until the next annual enrollment period.

If the adoption of a child who is placed for adoption with the covered employee is not finalized, the child’s coverage will
terminate when the child’s placement for adoption with the covered employee terminates.

Note: Other dependents (such as siblings of a newborn child) are not entitled to special enrollment rights upon the birth
or adoption of a child.

Special Enrollment Period for Medicaid, including BadgerCare Plus and Children’s Health Insurance Program
(CHIP) Participants. If an eligible employee and/or the eligible employee’s eligible dependents are covered under a state
Medicaid Plan, including BadgerCare Plus, or a state CHIP (if applicable) and that coverage is terminated as a result of
loss of eligibility, then such employee may request enrollment in the Plan on behalf of the eligible employee and/or eligible
dependents. Such request shall be submitted to the Plan not later than 60 calendar days after the eligible employee’s and/or
the eligible employee’s dependent’s coverage ends under such state plans.

If an eligible employee and/or the eligible employee’s eligible dependents become eligible for coverage under a state
Medicaid Plan or a state CHIP (if applicable), and the Employer has not opted out of the premium assistance subsidy
offered by the state, then such employee may request enrollment in the Plan on behalf of the eligible employee and/or such
eligible dependents. The eligible employee shall request such enrollment in the Plan no later than 60 calendar days after
the date the employee and/or the eligible employee’s eligible dependents are determined to be eligible for coverage under
such state plans.

ASP20008.23.04.24 9 Signature HDHP-HSA Medical Option v2



V1. Benefit Schedule

You are required to pay any copayment, deductible and coinsurance amount. Benefits listed in this Schedule are according to
what the Plan pays. Benefits are limited to the most cost effective and medically necessary alternative. Any amount of
coinsurance you must pay to the provider is based on 100% of eligible charges less the percentage covered by the Plan. Plan
payment begins after you have satisfied any applicable copayment, deductible and coinsurance.

Discounts negotiated by the TPA with providers may affect your coinsurance amount. This Plan may pay higher benefits if
you choose a participating provider. 1f you use a non-participating provider, in addition to any copayment, deductible and
coinsurance, you pay all charges that exceed the non-participating provider reimbursement value, when applicable.

A. Prior Authorization

Approval of a prior authorization request by the Plan does not guarantee payment for services. Whether or not we
grant prior authorization, payment for services will depend on whether, at the time the services are performed, you are
a covered person who is eligible for and enrolled under this SPD, the services are medically necessary, are covered
services, you have provided the appropriate information for those services, and you have met all other terms of the SPD.
Please read the entire SPD to determine which other provisions might also affect benefits.

If your attending provider requests prior authorization on your behalf, the attending provider will be treated as your
authorized representative by the Plan for purposes of such request and the submission of your claim and associated
appeals unless you specifically direct otherwise to the Plan within ten business days from the Plan’s notification that an
attending provider was acting as your authorized representative. Your direction will apply to any remaining appeals.

Prior Authorization Recommendation. We recommend that you or your provider request prior authorization for certain
health care services to determine whether they are medically necessary. When a participating provider renders services, the
provider will obtain authorization in advance from us or our designee for you by following the procedures explained in this
section of this SPD. 1t is your responsibility to obtain prior authorization from the Plan and to follow the procedures in this
section of this SPD when you receive services from non-participating providers. 1f you have questions about prior
authorization, please contact Customer Service. Penalties do not apply. You and your provider should follow the procedures
for prior authorization appeals as shown in the “Internal Grievance and Appeals Procedures” section. The prior authorization
process is recommended for a variety of services including, but not limited to, those listed below, and others that are listed in
our “Prior Authorization List”:

Prior authorization is recommended before the following medical services are received:

1. All non-emergency inpatient admissions including skilled nursing facility, rehabilitation, hospital, etc.;
Transplant services;

Drugs or procedures that could be construed to be cosmetic;

Home health care or hospice;

Non-emergency transportation

Outpatient surgeries;

Physical therapy, occupational therapy, speech therapy and other outpatient therapies;

Pain therapy;

Y ® N kWD

Reconstructive surgery;
10. Genetic testing; and
11. Durable medical equipment (DME) or prosthesis that might exceed $5,000.

You can access the current list by logging in to your member home page at www.aspirushealthplan.com.

Prior authorization is required for certain prescription drugs before you fill your prescription at a pharmacy. The list of
prescription drugs which require prior authorization may be found at www.asppirushealthplan.com/insurance/
priorauthorization.

Should Wisconsin, Minnesota, the Wausau metropolitan area and/or the Minneapolis/St. Paul metropolitan area be declared
subject to a pandemic alert or in the event of a cyber-attack, we may suspend prior authorization and other services as may be
determined by the Plan.
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Prior Authorization Procedure for Non-Acute Care Pre-Service Requests. When a participating provider renders
services, the participating provider will notify the TPA for you and must follow the procedures set forth below. It is your
responsibility to ensure that we have been notified when non-participating providers are used. You or the provider must
contact Customer Service by telephone, facsimile, electronic mail, or voice mail prior to services being performed and without
unreasonable delay.

For non-participating providers, you need to follow the procedures set forth below:

1. You must contact Customer Service by telephone, facsimile, electronic mail, or voice mail prior to services being
performed and no less than 15 calendar days prior to the date services are scheduled. An expedited review is available if
your attending health care professional believes it is warranted.

2. You and the provider will be notified of the initial determination by the Plan or our designee within ten business days
following a request, but in no event later than the date on which the services are scheduled to be rendered, provided that
we have all necessary information we need to make an initial determination. If the 7PA has all information needed to make
an initial determination, but determines that an extension is necessary due to matters beyond our control, then we may
extend the time period for our initial determination by sending written notice to you before the end of the initial
determination period, which describes the circumstances that require the extension. The TPA will notify you and the
provider of the initial determination within ten business days after the end of the initial determination period. The initial
determination will be communicated to the provider by telephone.

3. If we do not have all necessary information we need to make an initial determination, then we may extend the time period
for making the initial determination by sending written notice to you, before the end of the initial determination period,
which describes the missing information and provides a grace period to you for providing the necessary information of at
least 45 calendar days from the date you receive the notice. The TPA will notify you and the provider of the initial
determination within ten business days after the earlier of a) the date on which the TPA receives the requested information
and b) the end of the specified grace period, if the TPA does not receive the requested information. The initial
determination will be communicated to the provider by telephone.

4. If the initial determination is that the service will not be covered your attending health care professional, hospital (if
applicable) and attending provider will be promptly notified by telephone within one business day after the decision has
been made.

5. Written notification will then be provided to you, your attending health care professional, hospital (if applicable) and
attending provider explaining the principal reason or reasons for the determination. The notification will also include the
process to appeal the decision.

6. If you or the provider has not submitted the request for review in accordance with these procedures, the 7P4 will notify
you within five calendar days.

Note: If your request is denied, you may appeal that decision. Refer to the section entitled “Internal Grievance and Appeals
Procedures” for details on how to appeal.

Should Wisconsin, Minnesota, the Wausau metropolitan area and/or the Minneapolis/St. Paul metropolitan area be declared
subject to a pandemic alert or in the event of a cyber-attack, we may suspend prior authorization and other services as may be
determined by the Plan.

How to Obtain an Expedited Review

Expedited Review. An expedited initial determination will be used if your attending health care professional believes it is
warranted. Acute care services, which can warrant expedited review, are medical care or treatment with respect to which the
application of the time periods for making non-expedited review determinations could seriously jeopardize your life or health
or your ability to regain maximum function, or that in the opinion of your attending health care professional would subject
you to severe pain that cannot be adequately managed without the care or treatment that is the subject of the pre-service request.

An expedited initial determination will be provided to you, your attending health care professional, hospital (if applicable)
and attending provider as quickly as your medical condition requires, but no later than 72 hours following the initial request.
If the TPA does not have all the information needed to make a determination, you will be notified within 24 hours. You will
then have at least 48 hours to provide the requested information. You, your attending health care professional, hospital (if
applicable) and attending provider will be notified of the determination within 48 hours after the earlier of the 7PA s receipt
of the requested information or the end of the time period specified for you to provide the requested information. If the initial
determination would deny coverage, you or your attending health care professional will have the right to submit an expedited
appeal

Note: If your request is denied, you may appeal that decision. Refer to the section entitled “Internal Grievance and Appeals
Procedures” for details on how to appeal.
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Alternative Care

If your attending health care professional advises you to consider alternative care for a sickness or injury that includes health
care services not covered under the SPD, your attending health care professional should contact us so we can discuss it with
them. The Plan has full discretionary authority to consider paying for such non-covered health care services and we may
consider an alternative care plan if we find that:

1. The recommended alternative care offers a medical therapeutic value equal to or greater than the current treatment or
confinement;

2. The current treatment or confinement is covered under the SPD;
3. The current treatment or confinement may be changed without jeopardizing your health; and

4. The health care services provided under the alternative care plan will be as cost effective as the health care services
provided under the current treatment or confinement plan.

The Plan will make each alternative care coverage determination on a case by case basis and no decision will set any
precedent for future claims. Payment of benefits, if any, will be determined by us.

Any alternative care decision must be approved by you, the attending health care professional, and us before such alternative
care begins.
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B. Deductibles and Out-of- NOTE: Your coverage is either “covered employee only” or “family.” Therefore,

Pocket Limits only one of the following sections (“Covered employee only” or “Family”) applies
to you. If you have questions about which section applies to you, contact 7PA or
your Employer.
Covered Employee Only

Deductibles: You must first satisfy the deductible by incurring and paying charges equal to those amounts for eligible charges
in a calendar year before the Plan will pay benefits. The Plan will not pay benefits for the eligible charges applied toward the
deductible. Expenses you pay for copayments, coinsurance and any amount in excess of the non-participating provider
reimbursement value will not apply towards satisfaction of the deductible. You will not be required to satisfy the deductible
before the Plan will pay benefits for preventive health care services received from a participating provider.

Out-of-Pocket Limits: After you have met the out-of-pocket limit per calendar year for coinsurance and deductibles, the Plan
covers the remaining eligible charges incurred. You must pay any amounts greater than the out-of-pocket limit if any benefit
or visit maximums are exceeded. Expenses you pay for any amount in excess of the non-participating provider reimbursement
value will not apply towards satisfaction of the out-of-pocket limit.

Maximum Out-of-Pocket Limit: After you have met the maximum out-of-pocket limit per calendar year for copayments,
coinsurance and deductible, the Plan covers the remaining eligible charges incurred. You must pay any amounts greater than
the maximum out-of-pocket limit if any benefit or visit maximums are exceeded. Expenses you pay for any amount in excess of
the non-participating provider reimbursement value will not apply towards satisfaction of the maximum out-of-pocket limit.

Covered Employee Only Participating Provider Network Non-Participating Providers

Deductibles Non-participating provider deductible amounts are credited toward the
participating provider deductible.

Participating provider deductible amounts are not credited toward the
non-participating provider deductible.

$1,500 per calendar year for eligible $1,500 per calendar year for eligible

charges from participating providers charges from non-participating
and non-participating providers providers.
combined.
Out-of-Pocket Limits Non-participating provider out-of-pocket limit amounts are credited toward the

participating provider out-of-pocket limit.

Participating provider out-of-pocket limit amounts are not credited toward the
non-participating provider out-of-pocket limit.

$2,000 per calendar year for eligible $3,000 per calendar year for eligible

charges from participating providers charges from non-participating
and non-participating providers providers.
combined.
Maximum Qut-of-Pocket Limit $6,650 per covered person per calendar year for eligible charges received

from participating providers and non-participating providers combined.

NOTE: Emergency services charges calculated for non-participating providers of air ambulance services, and charges
calculated for non-participating providers of non-emergency services at a hospital or ambulatory surgical center which is a
participating provider, will be paid subject to applicable participating provider deductible and out of pocket limit. *
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Family (Covered Employee and Covered Dependents)

Family Deductibles: The family must first satisfy the family deductible by incurring and paying charges equal to those
amounts for eligible services in a calendar year before the Plan will pay benefits. The Plan will not pay benefits for the eligible
charges applied toward the family deductible. Expenses you pay for copayments, coinsurance and any amount in excess of the
non-participating provider reimbursement value will not apply towards satisfaction of the family deductible. Covered persons
of the family will not be required to satisfy the family deductible before the Plan will pay benefits for preventive health care
services received from a participating provider.

Family Out-of-Pocket Limits: After the family has met the family out-of-pocket limit per calendar year for coinsurance and
deductible, the Plan covers the remaining eligible charges incurred. The family must pay any amounts greater than the family
out-of-pocket limit if any benefit or visit maximums are exceeded. Expenses the family pays for any amount in excess of the
non-participating provider reimbursement value will not apply towards satisfaction of the family out-of-pocket limits.

Family Maximum Out-of-Pocket Limit: After you have met the family maximum out-of-pocket limit per calendar year for
copayments, coinsurance and deductible, the Plan covers the remaining eligible charges incurred. You must pay any amounts
greater than the maximum out-of-pocket limit if any benefit or visit maximums are exceeded. Expenses you pay for any amount
in excess of the non-participating provider reimbursement value will not apply towards satisfaction of the maximum out-of-
pocket limit.

Family (Covered Employee and

Participating Provider Network Non-Participating Providers
Covered Dependents)

Family Deductibles Non-participating provider deductible amounts are credited toward the
participating provider deductible.

Participating provider deductible amounts are not credited toward the
non-participating provider deductible.

$3,000 per family per calendar year for | $3,000 per family per calendar year
eligible charges from participating for eligible charges from
providers and non-participating non-participating providers.
providers combined.

Family Out-of-Pocket Limits Non-participating provider family out-of-pocket limit amounts are credited
toward the participating provider family out-of-pocket limit.

Participating provider family out-of-pocket limit amounts are not credited
toward the non-participating provider family out-of-pocket limit.

$4,000 per family per calendar year for |  $6,000 per family per calendar year
eligible charges from participating for eligible charges from
providers and non-participating non-participating providers.
providers combined.

Family Maximum OQut-of- $13,300 per family per calendar year for eligible charges received from
Pocket Limit participating providers and non-participating providers combined.

NOTE: Emergency services charges calculated for non-participating providers of air ambulance services, and charges
calculated for non-participating providers of non-emergency services at a hospital or ambulatory surgical center which is a
participating provider, will be paid subject to applicable participating provider deductible and out of pocket limit. *

Cost Sharing. The amount of the flat fee copayments is calculated on provider allowed charges. The provider’s allowed
charge is the full amount that the provider bills less any discount negotiated by or on behalf of Aspirus Health Plan, Inc. with
the provider. The calculation of the coinsurance is based on the least of the provider’s allowed charge, the fee schedule
negotiated by or on behalf of us with the participating provider, or the non-participating provider reimbursement value, except
for: (1) the calculation of the coinsurance for emergency services provided by a non-participating provider, in which case, the
calculation of the coinsurance will be based on the recognized amount; (2) the calculation of the coinsurance for air ambulance
services provided by a non-participating provider, in which case, the calculation of the coinsurance will be based on the lesser
of the qualified payment amount and billed charges; and (3) the calculation of the coinsurance for non-participating providers
of non-emergency services at a hospital or ambulatory surgical center which is a participating provider, in which case, the
calculation of the coinsurance will be based on the recognized amount.* The deductible is first subtracted from the allowed
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charge, fee schedule, or the non-participating provider reimbursement value, the recognized amount, or the amount calculated
for air ambulance services provided by a non-participating provider whichever is applicable, then the coinsurance percentage
is applied to the remainder.

* 1f a non-participating provider provides non-emergency health care services at a hospital or ambulatory surgical center
which is a participating provider and the non-participating provider has satisfied the notice and consent requirements
described in Section I'V.P. of this SPD entitled Balance Billing, then the Aspirus Health Plan, Inc. will pay for charges for
such non-emergency health care services according to the terms of the non-participating provider benefit in the table in
Section VI.L. and any amounts paid by you toward the deductible and as coinsurance for charges for such non-emergency
health care services will count toward the deductible and out-of-pocket limit for non-participating providers.
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Benefits Participating Provider Non-Participating Provider
Plan Payment Plan Payment

Note: For non-participating
providers, in addition to any
deductible and coinsurance, you
pay all charges that exceed the
non-participating provider
reimbursement value, when

applicable.*
C. Ambulance Services
Ambulance services for an 90% of eligible charges Same as the participating provider
emergency. after the deductible. benefit for emergency ambulance
services.
Non-emergency transportation. 90% of eligible charges Same as the participating provider
Note: Prior authorization is after the deductible. benefit for non-emergency
transportation.
recommended for non-emergency
transportation

* Air ambulance services. Covered air ambulance services provided by a non-participating provider are subject to the same
deductible and coinsurance requirements that would apply if the services were provided by a participating provider of air
ambulance services. The deductible and coinsurance requirements must be calculated as the lesser of the qualifying payment
amount and the billed amount for the services.

Ambulance services for an emergency. The Plan covers ambulance service and emergency transportation to the nearest
hospital or medical center where initial care can be rendered for a medical emergency. Air ambulance is covered only when
the condition is an acute medical emergency and is authorized by a physician.

The Plan covers emergency ambulance (air or ground) transfer from a hospital not able to render the medically necessary care
to the nearest Aospital or medical center able to render the medically necessary care only when the condition is a critical
medical situation and is ordered by a physician and coordinated with a receiving physician.

Ambulance services for a non-emergency. Non-emergency ambulance service, from hospital to hospital when care for your
condition is not available at the hospital where you were first admitted. Transfers from a hospital to other facilities for
subsequent covered care or from home to provider offices or other facilities for outpatient treatment procedures or tests are
covered if medical supervision is required en route.

Prior authorization is recommended for:

e Non-emergency ambulance service, from hospital to hospital when care for your condition is not available at the hospital
where you were first admitted; and

e Non-emergency transfers by ambulance from a hospital to other facilities for subsequent covered care or from home to
physician offices or other facilities for outpatient treatment procedures or tests when medical supervision is required en
route.

Exclusions:

a. Please see the section entitled “Exclusion List.”
b. Non-emergency ambulance service from hospital to hospital such as transfers and admission to hospitals performed only
for convenience.
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Benefits Participating Provider Non-Participating Provider
Plan Payment Plan Payment

Note: For non-participating providers,
in addition to any deductible and
coinsurance, you pay all charges that
exceed the non-participating provider
reimbursement value.

D. Autism Services

Services to diagnose and treat Autism. Office Visits: 70% of eligible charges

90% of eligible charges after the deductible.

after the deductible.

Hospital Services:

90% of eligible charges
after the deductible.

The Plan covers autism services for covered persons who have a primary verified diagnosis of autism spectrum disorder, which
includes autism disorder, Asperger’s syndrome, and pervasive development disorder not otherwise specified. A verified autism
spectrum disorder diagnosis determination must be made by a health care professional skilled in testing and in the use of
empirically validated tools specific for autism spectrum disorders. We may require confirmation of the primary diagnosis
through completion of empirically validated tools or tests from each of the following categories: intelligence, parent report,
language skills, adaptive behavior and direct observation of the covered person. Please see Wisconsin Administrative Code
Ins. 3.36 for applicable definitions.

This section is not subject to the general exclusions in the section entitled “Exclusion List”. The only exclusions that apply to
autism services are outlined in this section, except for durable medical equipment and prescription drugs.

Covered Autism Services:

1. Diagnostic testing. The testing tools used must be appropriate to the presenting characteristics and age of the covered
person and empirically valid for diagnosing autism spectrum disorders consistent with the criteria provided in the most
recent edition of the Diagnostic and Statistical Manual of Mental Disorders published by the American Psychiatric
Association. We reserve the right to require a second opinion with a provider mutually agreeable to the covered person
and us.

2. Intensive-level services. We will provide up to four years of intensive-level services that commence after you are two
years of age and before you are nine years of age. The majority of the services must be provided to you when your parent
or legal guardian is present and engaged. While receiving intensive-level services, you must be directly observed by the
qualified provider at least once every two months. In addition, the intensive-level services must be all of the following:

a. Evidence-based.
Provided by a qualified provider, professional, therapist, or paraprofessional, as those terms are defined by state law.

c. Based on a treatment plan developed by a qualified provider or professional as defined by state law that includes an
average of 20 or more hours per week over a six-month period of time with specific cognitive, social, communicative,
self-care or behavioral goals that are clearly defined, directly observed and continually measured. Treatment plans
shall require that you be present and engaged in the intervention.

d. Provided in an environment most conducive to achieving the goals of your treatment plan.

e. Assessed and documented throughout the course of treatment. We may request and review your treatment plan and
the summary of progress on a periodic basis.

f.  Designed to include training and consultation, participation in team meetings and active involvement of the covered
person’s family and treatment team for implementation of the therapeutic goals developed by the team

3. Concomitant services by a qualified therapist. We will cover services by a qualified therapist when all the following
are true:

a. The services are provided concomitant with intensive-level evidence-based behavioral therapys;

b. You have a primary diagnosis of an autism spectrum disorder;

c. You are actively receiving behavioral services from a qualified intensive-level provider or qualified intensive-level
professional; and

d. The qualified therapist develops and implements a treatment plan consistent with their license and this section.

4. Non-intensive-level services. You are eligible for non-intensive-level services, including direct or consultative services,
that are evidence-based and are provided by a qualified provider, supervising provider, professional, therapist or
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paraprofessional under one of the following scenarios: (i) after the completion of intensive-level services, as long as the
non-intensive-level services are designed to sustain and maximize gains made during the intensive-level treatment; or (ii)
if you have not and will not receive intensive-level services but non-intensive-level services will improve your condition.
Non-intensive-level services must be all of the following:

a. Based upon a treatment plan and include specific therapy goals that are clearly defined, directly observed and
continually measured and that address the characteristics of autism spectrum disorders. Treatment plans shall require
that you be present and engaged in the intervention.

b. Implemented by qualified providers, qualified supervising providers, qualified professionals, qualified therapists or
qualified paraprofessionals as defined by state law.

¢. Provided in an environment most conducive to achieving the goals of your treatment plan.

d. Designed to provide training and consultation, participation in team meetings and active involvement of the covered
person’s family in order to implement therapeutic goals developed by the team.

e. Designed to provide supervision for qualified professionals and paraprofessionals in the treatment team.

f. Assessed and documented throughout the course of treatment. We may request and review your treatment plan and
the summary of progress on a periodic basis.

Exclusions:

Acupuncture.

Animal-based therapy including hippotherapy.

Auditory integration training.

Chelation therapy.

Childcare fees.

Cranial sacral therapy.

Hyperbaric oxygen therapy.

Custodial care or respite care.

Special diets or supplements.

Provider travel expenses.

Therapy, treatment or services when provided to a covered person who is residing in a residential treatment center, inpatient
treatment or day treatment facility.

1. Costs for the facility or location or for the use of a facility or location when treatment, therapy or services are provided
outside of your home.

Claims that have been determined to be fraudulent by the Plan.

Treatment provided by parents or legal guardians who are otherwise qualified providers, supervising providers, therapists,
professionals or paraprofessionals for treatment provided to their own children.
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Benefits Participating Provider Non-Participating Provider
Plan Payment Plan Payment

Note: For non-participating providers,
in addition to any deductible and
coinsurance, you pay all charges that
exceed the non-participating provider
reimbursement value.

E. Chiropractic Services

Services to treat acute musculoskeletal 90% of eligible charges 70% of eligible charges
conditions by manual manipulation after the deductible. after the deductible.
therapy.

NOTE: For coverage of other therapy services, please refer to the section entitled “Physical Therapy, Occupational Therapy
and Speech Therapy”

Diagnostic services are limited to medically necessary radiology. Treatment is limited to conditions related to the spine or
joints.

Exclusions:

a. Please see the section entitled “Exclusion List.”

b. Routine maintenance care.

c. Blood, urine or hair analysis.

d. Performance of ultrasound, MRI, EMG, waveform and nuclear medicine diagnostic studies, or other enhanced imaging.
e. Manipulation under anesthesia.
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Benefits Participating Provider Non-Participating Provider
Plan Payment Plan Payment

Note: For non-participating
providers, in addition to any
deductible and coinsurance, you pay
all charges that exceed the non-
participating provider reimbursement

value.
F. Dental Services
Accidental Dental Services. 90% of eligible charges 70% of eligible charges
Treatment must begin within 90 days after the deductible. after the deductible.
of the date of the injury.
Medically Necessary Outpatient 90% of eligible charges 70% of eligible charges
Dental Services and Hospitalization after the deductible. after the deductible.
for Dental Care.

This section does not provide coverage for preventive dental procedures. The Plan considers dental procedures to be services
rendered by a dentist or dental specialist to treat the supporting soft tissue and bone structure.

The Plan covers the following dental services:

1.

Accidental Dental Services. Services to treat and restore damage done to sound, natural teeth as a result of an accidental
injury. Coverage is for external trauma to the face and mouth only, not for cracked or broken teeth that result from biting
or chewing. A sound, natural tooth is a tooth without pathology (including supporting structures) rendering it incapable
of continued function for at least one year. Primary (baby) teeth must have a life expectancy of one year before loss.
Treatment and repair must be started within six months and completed within 24 months of the date of the injury.

Medically Necessary Dental Services. Dental services required for treatment of an underlying medical condition (e.g.
removal of teeth to complete radiation treatment for cancer of the jaw, cysts, and lesions) and provided by a dentist or
dental specialist, including general anesthesia, regardless of whether the services are provided in a hospital or a dental
office.

Medically Necessary Hospitalization for Dental Care. The Plan covers hospitalization for dental care. This is limited
to charges incurred by a covered person who: a) is a child under age five; b) is severely disabled; or ¢) has a medical
condition that requires hospitalization or anesthesia for dental treatment. Coverage is limited to facility and anesthesia
charges. Oral surgeon/dentist or dental specialist professional fees are not covered for dental services provided except as
described in item 2 above. The following are examples, though not all-inclusive, of medical conditions that may require
hospitalization for dental services: severe asthma, severe airway obstruction or hemophilia. Care must be directed by a
physician or by a dentist or dental specialist.

Medical complications of Dental Care. Coverage is provided for medical complications due to dental care. Treatment
must be medically necessary care and related to medical complications of non-covered dental care, including
complications to the head, neck or substructures.

Oral Surgery coverage, including related consultation, x-rays and anesthesia, is limited to the following procedures:
extraction of teeth in order to prepare the jaw for radiation treatment of a neoplastic disease, or to prepare for a covered
transplant.

Surgical removal of impacted, sound natural unerupted and partially unerupted teeth;

Excision of tumors and cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth;

Surgical procedures to correct injuries to the jaws, cheeks, lips, tongue, roof and floor of the mouth;

Apicoectomy (excision of the apex of the tooth root);

Root canal therapy, if performed simultaneously with an apicoectomy;

Excision of exostosis (bony outgrowth) of the jaws and hard palate;

Frenotomy (incision of the membrane connecting the tongue to the floor of the mouth;

Incision and drainage of cellulitis (tissue inflammation) of the mouth;

Incision of accessory sinuses, salivary glands or ducts;

Gingivectomy (excision of gum tissue to eliminate infection), but not including restoration of gum tissue or soft tissue;
Alveolectomy;

Reduction of fractures and dislocations of the jaw; and

Orthognathic surgery.
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6.

Sealants. Coverage is provided for sealants on existing teeth in order to prepare for chemotherapy for a neoplastic disease.

Exclusions:

a. Please see the section entitled “Exclusion List.”

b. Dental services covered under a separate dental plan offered by the same Plan Sponsor that offers this SPD.

c. Preventive dental procedures.

d. Health care services or dental services for or related to dental or oral care, treatment, orthodontics, surgery, supplies,
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anesthesia or facility charges, and bone grafts, except as covered for accidental injury, medically necessary dental services
and hospital facility fees and anesthesia covered under this “Dental Services” section of this SPD.

Orthodontia and all associated expenses.

Root canal therapy, except as covered under this Dental Services section of this SPD.

Health care services or dental services for cracked or broken teeth that result from biting, chewing, disease or decay,
except as covered under this “Dental Services” section of this SPD.

Dental implants, except as covered under this “Dental Services” section of this SPD.

Prescriptions written by a dentist unless in connection with dental procedures covered by the Plan.

Health care services or dental services related to periodontal disease, except as covered for hospital facility fees and
anesthesia covered under this “Dental Services” section of this SPD.

Occlusal adjustment or occlusal equilibration.

Treatment of bruxism.

Surgical extraction of impacted wisdom teeth.
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Benefits

Participating Provider
Plan Payment

Non-Participating Provider
Plan Payment

Note: For non-participating
providers, in addition to any
deductible and coinsurance, you pay
all charges that exceed the non-
participating provider reimbursement
value.

G. Durable Medical Equipment (“DME”) Services, Prosthetics, and Orthotics

DME.

90% of eligible charges
after the deductible.

70% of eligible charges
after the deductible.

Orthotics, including custom-molded
foot orthotics

90% of eligible charges
after the deductible.

70% of eligible charges
after the deductible.

Orthopedic shoes, limited to one pair
per covered person per calendar year

90% of eligible charges
after the deductible.

70% of eligible charges
after the deductible.

Prosthetics.

90% of eligible charges
after the deductible.

70% of eligible charges
after the deductible.

Insulin pump, limited to one pump
per calendar year

90% of eligible charges
after the deductible.

70% of eligible charges
after the deductible.

Diabetic supplies

90% of eligible charges
after the deductible.

70% of eligible charges
after the deductible.

Coverage includes over-the-counter
diabetic supplies, including glucose
monitors, syringes, blood and urine
test strips, and other diabetic supplies
as medically necessary.

70% of eligible charges
after the deductible.

90% of eligible charges
after the deductible.

Enteral feeding supplies.

The Plan covers equipment and health care services ordered by a physician and provided by DME/prosthetic/orthotic vendors.
For verification of eligible equipment and supplies, contact Customer Service at the address and phone number shown on the
inside cover of this SPD. Contact lenses are eligible for coverage only when prescribed as medically necessary for the treatment
of keratoconus, aphakia, or following cataract surgery. Covered persons must pay for lens replacement.

Payment is limited to the most cost effective and medically necessary alternative. When you purchase a model that is more
expensive than what is considered medically necessary by TPA’s medical director, you will be responsible for the difference
in purchase and maintenance cost. The Plan’s payment for rental shall not exceed the purchase price, unless the Plan has
determined that the item is appropriate for rental only. The Plan reserves the right for its medical director to determine if an
item will be approved for rental or purchase.

If you purchase new equipment or supplies when 7PA’s medical director determines that repair costs of your current equipment
or supplies would be more cost effective, then you will be responsible for the difference in cost.

We will provide coverage for only one of the following: a manual wheelchair, a motorized wheelchair, a knee walker, or a
motorized scooter, as determined by us.

Exclusions:

a. Please see the section entitled “Exclusion List.”

b. Any durable medical equipment or supplies not listed as eligible on the 7PA4’s durable medical equipment list, or as
determined by the Plan Administrator.

c. Disposable supplies or non-durable supplies and appliances, including those associated with equipment determined not to

be eligible for coverage. This exclusion does not apply to catheters, diabetic supplies or other medical supplies identified

as eligible supplies in the Medical Policy on Durable Medical Equipment and Supplies which can be found on 7PA4’s

member website at www.aspirushealthplan.com or by contacting Customer Service.

Revision of durable medical equipment and prosthetics, except when made necessary by normal wear or use.

Repair or replacement of durable medical equipment less than three years after original purchase, except for insulin pumps.

f.  Repair or replacement of insulin pumps less than one year after original purchase.
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Replacement or repair of items when: 1) damaged or destroyed by misuse, abuse or carelessness; 2) lost; or 3) stolen.
Replacement of equipment unless we determine it is medically necessary.

Replacement of over-the-counter batteries.

Duplicate or similar items.

Devices and computers to assist in communication and speech.

Durable medical equipment that we determine to be for your comfort, personal hygiene, or convenience including, but not
limited to, personal fitness equipment and self-help devices not medical in nature.

Continuous passive motion (CPM) devices and mechanical stretching devices.

Home devices such as: home spinal traction devices or standers; home phototherapy for dermatological conditions; light
boxes designed for Seasonal Affective Disorder; cold therapy (application of low temperatures to the skin) including, but
not limited to, cold packs, ice packs and cryotherapy; and home automated external defibrillator (AED).

Household equipment, household fixtures and modifications to the structure of the home, escalators or elevators, ramps,
swimming pools, whirlpools, hot tubs and saunas, wiring, plumbing or charges for installation of equipment, exercise
cycles, air purifiers, central or unit air conditioners, water purifiers, hypoallergenic pillows, mattresses or waterbeds.
Vehicle/car or van modifications including, but not limited to, hand brakes, hydraulic lifts and car carrier.
Over-the-counter orthotics and appliances.

Charges for sales tax, mailing and delivery.

Durable medical equipment necessary for the operation of equipment determined not to be eligible for coverage.

Durable medical equipment, orthotics and prosthetics necessary for activities beyond activities of daily living.

Durable medical equipment, orthotics and prosthetics that we determine to have special features that are not medically
necessary.

Wigs, toupees, hairpieces, cranial prothesis, hair implants, hair transplants, hair weaving, or hair loss prevention treatments.
Upgrades to, or replacement of, any items considered eligible charges and covered under this section, unless the item is
no longer functional and is not repairable.

Blood pressure cuffs and monitors.

Enuresis alarms.

Trusses.

Ultrasonic nebulizers.

Oral appliances for snoring.
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Benefits Participating Provider Non-Participating Provider
Plan Payment Plan Payment
H. Emergency Services
Emergency services 90% of eligible charges 90% of eligible charges after the
after the deductible. participating provider deductible.

You should be prepared for the possibility of a medical emergency by knowing your participating provider’s procedures for
“on call” and after regular office hours before the need arises. Determine the telephone number to call, which hospital your
participating provider uses, and other information that will help you act quickly and correctly. Keep this information in an
accessible location in case a medical emergency arises.

If you have an emergency situation that requires immediate treatment, call 911 or go to the nearest emergency facility. If
possible under the circumstances, you should telephone the clinic where you normally receive care. A physician, physician
assistant or advanced practice registered nurse will advise you how, when and where to obtain the appropriate treatment.

Note: Services other than emergency services received in an emergency room are not covered. If you choose to receive non-
emergency health care services in an emergency room, you are solely responsible for the cost of these services. See emergency
under “Definitions of Terms Used.”

Notwithstanding anything in this SPD to the contrary, Aspirus Health Plan, Inc. shall cover emergency services, whether
provided by a participating provider or a non-participating provider, without the need for any prior authorization
determination.

In the case of emergency services provided by a non-participating provider, your deductible, copayment and coinsurance will
be calculated as if the total amount charged for such emergency services were equal to the recognized amount.

Covered services, whether provided by a participating provider or a non-participating provider, are subject to all of the benefit
limitations set forth in this SPD. You should provide notice to the 7PA of an admission to an inpatient facility within 48 hours,
or as soon as reasonably possible. However, if you are incapacitated in a manner that prevents you from providing notice of
the admission within 48 hours, or as soon as reasonably possible, or if you are a minor and your parent (or guardian) was not
aware of your admission, then the 48 hour time period begins when you are no longer incapacitated, or when your parent (or
guardian) is made aware of the admission. You are considered incapacitated only when: (1) you are physically or mentally
unable to provide the required notice; and (2) you are unable to provide the notice through another person.

Exclusions:

a. Please see the section entitled “Exclusion List.”
b. Non-emergency services received in an emergency room.
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Benefits

Participating Provider
Plan Payment

Non-Participating Provider
Plan Payment

Note: For non-participating
providers, in addition to any
deductible and coinsurance, you pay
all charges that exceed the non-
participating provider reimbursement
value.

I. Hearing Aids, Implantable Hearing Devices, and Related Treatment

Any of the following for covered
persons under age 18 who are
certified as deaf or hearing impaired
by a provider in accordance with
accepted medical or audiological
standards:

a. One hearing aid (including fitting
and testing) per ear every 3 years,
including fitting and testing.

b. Implantable hearing devices.

c. Health care services related to
covered hearing aids and
implantable hearing devices,
including procedures for the
implantation of implantable
hearing devices.

d. Post-cochlear implant aural
therapy.

90% of eligible charges
after the deductible.

70% of eligible charges
after the deductible.

Exclusions:

Hearing protection equipment.
Hearing aid batteries and cords.
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. Hearing aids, implantable hearing devices and related treatment provided to a covered person age 18 or over.
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Benefits Participating Provider Non-Participating Provider
Plan Payment Plan Payment

Note: For non-participating
providers, in addition to any
deductible and coinsurance, you pay
all charges that exceed the non-
participating provider
reimbursement value.

J. Home Care Services Limited to 40 home care visits per calendar year.

Each visit, up to 4-hours in duration, equals one visit and counts toward the
maximum visits for hiome care services. Any visit that lasts less than 4 hours,
regardless of the length of the visit, will count as one visit toward the
maximum visits for home care services. All visits must be medically
necessary and all charges for home care services must be eligible charges
under the terms of this SPD.

Home care 90% of eligible charges 70% of eligible charges
after the deductible. after the deductible.

The Plan covers skilled nursing services, physical therapy, occupational therapy, speech therapy, respiratory therapy, and other
therapeutic services, laboratory services, equipment, supplies and drugs, as appropriate, and other eligible home health services
prescribed by a physician, physician assistant or advanced practice registered nurse for the care and treatment of your sickness
or injury and rendered in your home up to the visit limits stated above.

You must be homebound for care to be received in your home, unless the Plan Administrator deems the care medically
appropriate, and/or that the care is more cost effective than care in a facility or clinic.

The Plan covers home care services, including:

1. Home safety evaluations, evaluations for a home treatment program, and/or initial visit(s) to evaluate you for an
independent treatment plan.

2. Part-time or intermittent home nursing care by or under supervision of a registered nurse.

3. Part-time or intermittent home health aide services that consist solely of care for the patient as long as they are: (1)
medically necessary; (2) appropriately included in the home care plan; (3) necessary to prevent or postpone confinement
in a hospital or skilled nursing facility; and (4) supervised by a registered nurse or medical social worker.

4. Physical or occupational therapy or speech-language pathology or respiratory care.

5. Medical supplies and prescription drugs prescribed by an attending health care professional and laboratory services by or
on behalf of a hospital if needed under the some care plan. These items are covered to the extent they would be if you had
been confined in a Aospital.

6. Nutrition counseling provided or supervised by a registered or certified dietician.

7. Evaluation of the need for a home care plan by a registered nurse, physician extender or medical social worker. Your
attending health care professional must request or approve this evaluation.

A service will not be considered a skilled nursing service merely because it is performed by, or under the direct supervision of,
a licensed, registered nurse. Where a service (such as a tracheotomy suctioning or ventilator monitoring or like services) can
be safely and effectively performed by a non-medical person, or self-administered, without the direct supervision of a licensed,
registered nurse, the service will not be regarded as a skilled nursing service, whether or not a skilled nurse actually provides
the service. The unavailability of a competent person to provide a non-skilled service does not make it a skilled service when
a skilled nurse provides it. Only the skilled nursing component of so-called “blended” services (i.e., service, that include skilled
and non-skilled components) is covered.

The Plan covers palliative care benefits if you are not homebound up to the visit limit stated above. Palliative care includes
symptom management, education, and establishing goals of care.

Exclusions:

a. Please see the section entitled “Exclusion List.”

b. Companion and home care services, unskilled nursing services, services provided by your family or a person who shares
your legal residence.

c. Health care services and other services provided as a substitute for a primary caregiver in the home.
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Health care services and other services that can be performed by a non-medical person or self-administered.

Home health aides, in lieu of nursing services.

Health care services and other services provided in your home for convenience, or due to lack of transportation.

Custodial care, except home health aide services as covered in this section.

Health care services and other services at any site other than your home.

Recreational therapy.

Domiciliary Care, such as meals-on-wheels, health visiting, and home help, provided by a welfare agency for people in their
homes.

TrEE e A

ASP20008.23.04.24 27 Signature HDHP-HSA Medical Option v2



Benefits Participating Provider Non-Participating Provider
Plan Payment Plan Payment

Note: For non-participating
providers, in addition to any
deductible and coinsurance, you pay
all charges that exceed the non-
participating provider reimbursement
value.

K. Hospice Care 90% of eligible charges 70% of eligible charges
after the deductible. after the deductible.

The Plan covers hospice services provided to you during the initial six-month period immediately following the diagnosis of a
terminal illness. You must meet the eligibility requirements of the program and elect to receive services through the home
hospice program. The services will be provided in your home, with inpatient care available when medically necessary as
described below. If you elect to receive hospice services, you do so in lieu of curative or restorative treatment for your terminal
illness for the period you are enrolled in the home hospice program.

Coverage for hospice care will be extended beyond the initial six-month period if an attending health care professional
provides an updated certification in writing that you are terminally ill.

1. Eligibility. In order to be eligible to be enrolled in the home hospice program, you must:

a. Be terminally-ill with a certificati