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INTRODUCTION

Welcome to The Harvard Pilgrim HMO and thank you for choosing us to help meet your
health care needs.

When we use the words “we,” “us,” and “our” in this Handbook, we are referring to
Harvard Pilgrim Health Care of New England (HPHC-NE). When we use the words “you”
or "your” we are referring to Members as defined in the Glossary.

Your health care under the Plan is provided or arranged through o twork of Primary

Care Providers (PCPs), specialists and other providers. You must ¢

These services must be provided or arranged by your
1.D.1. Your PCP Manages Your Health Care.

As a Member, you can take advantage of a wig . e tools and
resources. For instance, your secure onling cure place to help
manage your health care. You are able to € enefits and Benefit
Handbook, review prescription drug a histories, change PCPs, compare
hospitals and much more! Through line account, you are also able
to estimate health care costs for servic oviders before actually receiving

account, log on to www.h

You may also call the Member ' ment at 1-888-333-4742 if you have
any questions. Mem i able to help you with questions about
the following:

e Selecting a PCP

* Your Benefit Handb

Provider Informati
e Requestin der Directory
e Requesting a Member Kit

* Requesting ID cards

* Registering a complaint

We can usually accommodate questions from non-English speaking Members, as we offer
language interpretation services in more than 120 languages.
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Deaf and hard-of-hearing Members who use a Teletypewriter (TTY) may communicate
with the Member Services Department. For TTY service, please call 711.

As we value your input, we would appreciate hearing from you with any comments or
suggestions that will help us further improve the quality of service we bring you.

Harvard Pilgrim Health Care of New England
Member Services Department

1 Wellness Way

Canton, MA 02021

1-888-333-4742

Website: www.harvardpilgrim.org

Medical Necessity Guidelines

for which coverage is requested. Medical Necessity Gu
Member Services at 1-888-333-4742.

Exclusions or Limitations for Preexisting @
restrictions, limitations or exclusions related
Benefits.
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Language Assistance Services

Espafiol (Spanish) ATENCION: Si usted habla espafiol, servicios de asistencia linglistica, de forma gratuita,
estan a su disposicion. Llame al 1-888-333-4742 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se vocé fala portugués, encontram-se disponiveis servigos linguisticos
gratuitos, Ligue para 1-888-333-4742 (TTY: 711).

Kreyol Ayisyen [French Creole) ATANSYOMN: Si nou palé Kreyol Ayisyen, gen asistans pou sévis ki disponib nan
lang nou pou gratis, Rele 1-888-333-4742 (TTY: 711).

¥ (Traditional Chinese) /1 & iR EERAEWDIL, SR EEHES HNAE
888-333-4742 (TTY - 711 ),

Tiéng Viét (Vietnamese) CHU ¥: Néu qui vi nai Tiéng Viét, dich vy thang dich cha ching ta!
qui vi mién phi. Goi s8 1-888-333-4742 (TTY: 711).

Pycckui [Russian) BHMMAHME: ECnu Bl TOROPWTE HA PYCCKOM A3LIKE, TO Bak AOCTYNHB Becnna
nepesoaa. 3eoHmTe 1-888-333-4742 (tenetarn: 711).

EESEIEY 51 9100 1-888-333-4742 (TTY: 711)1

Frangais [French) ATTENTION: Si vous parlez frangais, des se
gratuitement. Appelez le 1-888-333-4742 [ATS: 711).

taliano (Italian) ATTENZIONE: In casa la lingua parla
linguistica gratuiti. Chiamare il numero 1-888-333-47

20 (Korean) 2" EXO{E AHESIA
888-333-4742 (TTY: 711) e 2 H&}

EAAnviKG (Greek) MPOZOXH: Av phate
unootiplEns Kaléote 1-888-333-4742 (TTY:

Polski (Polish] UWAGA: Jeg i 57 skorzystac z bezptatnej pomocy jerykowej. Zadrwon
pod numer 1-888-333-474

R (Hindi) L1 AT

— o]
E%'I'.- =

U1 SWwImT 990, nrubantugouciiadivwrd, loeteS a9,
-333-4742 (TTY: 711).

anguage other than English, language assistance services, free of charge, are
Be333-4742(TTY: 711,

ccuvDweuinmiy. ins
ATTENTION: 1
available to you.

@ Harvard Filgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of New England
and HPHC Insurance Company.
[Continued)
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General Notice About Nondiscrimination and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below (“HPHC) comply with applicable federal civil rights laws and
does not disciminate on the basis of race, color, naticnal origin, age, disability, or sex (induding pregnancy, sexual
orientation, and gender identity). HPHC does not exclude pecple or treat them differently because of race, color, national
ongin, age, disability, or sex (including pregnancy, sexual orientation, and gender identity).
HPHC:
+ Provides free aids and services to people with disabilities to communicate effectively with us, s
language interpreters and written infarmation in other formats (large print, audio, other for
+ Pravides free language services to people whose primary language is not English, such

If you need these senices, contact our Civil Rights Compliance Officer.

s qualified sign

national arigin, age, disability, or sex (including pregnancy, sexual orientation, and gender identi
with: Civil Rights Compliance Officer, 1 Wellness Way, Canton, MA 02021-1166, (866) 750-2074,
(617) 509-3085, Email: civil_rights@point32health.org. You can file a grievanggin person or by mail, f

@ Harvard Pilgrim Health Care includes Harvard P
and HPHC Insurance Company.

cchb589_memb_serv (08_23)
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THE HARVARD PILGRIM HMO - NEW HAMPSHIRE

I. How the Plan Works

This section describes how to use your Benefit
Handbook and how your coverage works under The
Harvard Pilgrim HMO (the Plan).

A. HOW TO USE THIS BENEFIT HANDBOOK

1. Why This Benefit Handbook Is Important

This Benefit Handbook, the Schedule of Benefits, the
Prescription Drug Brochure (if your Plan includes
outpatient pharmacy coverage) and any applicable
riders and amendments (collectively referred to as the
Evidence of Coverage) make up the legal agreement
stating the terms of the Plan. This document also
incorporates by reference an Employer Agreement
issued to your employer, which includes information
on dependent eligibility. If you have any eligibility
questions, we recommend that you see your employer
for information.

The Benefit Handbook describes how your
membership works. It’s also your guide to the m
important things you need to know, including:

o Covered Benefits
o Exclusions

o The requirement to receive sery
Provider

o The requirement to go to your PC
services

ave a special meaning.
d are defined in the
Glossary.

3. How To Find What You Need To Know

This Handbook’s Table of Contents will help you
find the information you need. The following is a
description of some of the important sections of the
Handbook.

We put the most important information first. For
example, this section explains important requirements
for coverage. By understanding Plan rules, you can
avoid denials of coverage.

Benefit details are described in section III. Covered
Benefits and are in the same order as in your Schedule
of Benefits. You must review section III. Covered
Benefits and your Schedule of Benefits for a complete
understanding of your benefits.

The Handbook provides detaj
to appeal a denial of cover

information on how
r file a complaint. This
d Complaints.

of charge, by calling the
ent at 1-888-333-4742.

accepting new patients. Because it is

d in accordance with state and Federal laws,
formation in the online directory will be more
current than the paper directory.

Please Note: Plan Providers participate through
contractual arrangements that can be terminated either
by a provider or by us. In addition, a provider may leave
the network because of retirement, relocation or other
reasons. This means that we cannot guarantee that the
provider you choose will continue to participate in the
network for the duration of your membership. If your
PCP leaves the network for any reason, we will make
every effort to notify you in advance and will help you
find a new Plan Provider. Under certain circumstances
you may be eligible for transition services if your
provider leaves the network (please see section L.E
SERVICES PROVIDED BY A DISENROLLED OR
NON-PLAN PROVIDER for details).

C. MEMBER OBLIGATIONS

1. Choose a Primary Care Provider (PCP)

When you enroll in the Plan you must choose a
Primary Care Provider (PCP) for yourself and each
covered person in your family. You may choose a
different PCP for each family member. If you do not

BENEFIT HANDBOOK | 1



THE HARVARD PILGRIM HMO - NEW HAMPSHIRE

choose a PCP when you first enroll, or if the PCP you
select is not available, we will assign a PCP to you.

A PCP may be a (1) physician or (2) advanced
practice registered nurse specializing in one or

more of the following specialties: internal medicine,
pediatrics or family practice. PCPs are listed in the
Provider Directory. You can access our website at
www.harvardpilgrim.org or call the Member Services
Department at 1-888-333-4742 to confirm that the
PCP you select is available.

If you have not seen your PCP before, we suggest you
call your PCP for an appointment. Please do not wait
until you are sick. Your PCP can take better care of
you when he or she is familiar with your health history.

You may change your PCP at any time. Just choose
a new PCP from the Provider Directory. You can
change your PCP online by using your secure online
account at www.harvardpilgrim.org or by calling the
Member Services Department at 1-888-333-4742.
The change is effective immediately.

2. Obtain Referrals to Specialists
In order to be eligible for coverage by the Plan,
care must be provided or arranged by your PCP.
more information, please see section .D. HOW
OBTAIN CARE.

If you need to see a specialist, you
PCP for a Referral prior to the appoi

order a new ID
nline account at

Services

4. Share Costs
You are required e cost of Covered Benefits
provided under the PIan. Your Member Cost Sharing
may include one or more of the following:

o Copayments
+ Coinsurance
o Deductibles

Your Plan also has an Out-of-Pocket Maximum that
limits the amount of Member Cost Sharing you

may be required to pay. Your specific Member Cost
Sharing responsibilities are listed in your Schedule of

2 | BENEFIT HANDBOOK

Benefits. See section I.LE. MEMBER COST SHARING
for more information on Copayments, Coinsurance,
Deductibles and Out-of-Pocket Maximums.

5. Be Aware That Your Plan Does Not Pay for All
Health Services

There may be health products or services you need
that are not covered by the Plan. Please review section
1V. Exclusions for more informagion. In addition,
some services that are covere the Plan are limited.
Such limitations are need maintain reasonable
premium rates for all
Schedule of Benefits
to your Plan.

D. HOW TO OBTAIN CARE

tion 1.D.3. Using Plan Providers.

If you need care from a specialist, you

ust contact your PCP for a Referral. For
eptions, see I.D.7. Services That Do Not
uire a Referral below.

In the event of a Medical Emergency, you
should go to the nearest emergency facility or
call 911 or other local emergency number. You
do not need a Referral for Medical Emergency
Services.

1. Your PCP Manages Your Health Care

When you need care, call your PCP. In order to be
eligible for coverage by the Plan, most services must
be provided or arranged by your PCP. The only
exceptions are:

« Carein a Medical Emergency.

« Care when you are temporarily traveling outside
of the state where you live as described below.

o Mental health care. Please see section III. Covered
Benefits, Mental Health and Substance Use Disorder
Treatment for information on this benefit.

o Special services that do not require a Referral that
are listed in section I.D.7. Services That Do Not
Require a Referral below.

Either your PCP or a covering Plan Provider is
available to direct your care 24 hours a day. Talk

to your PCP and find out what arrangements are
available for care after normal business hours. Some
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PCPs may have covering providers after hours and
others may have extended office or clinic hours.

You may change your PCP at any time. Just choose
a new PCP from the Provider Directory. You can

change your PCP online by using your secure online
account at www.harvardpilgrim.org or by calling the

Member Services Department at 1-888-333-4742.
The change is effective immediately. If you select a
new PCP, all Referrals from your prior PCP become
invalid. Your new PCP will need to assess your
condition and provide new Referrals.

2. Referrals for Hospital and Specialty Care
When you need hospital or specialty care, you must

first call your PCP, who will coordinate your care. This

helps your PCP manage and maintain the quality of

your care. Plan Providers with recognized expertise in

specialty pediatrics are covered with a Referral from
your PCP.

Your PCP may authorize a standing Referral with a
specialty care provider when:

1) The PCP determines that the Referral is
appropriate;

2) The specialty care provider agrees to a trea
plan for the Member and provides the PCP
with necessary clinical and adafligistrative
information on a regular bas

3) The services provided are Cover

There are certain specialize
will be directed to a Center

Covered Benefits received from a Plan
Provider to be eligible for coverage. However, there
are specific exceptions to this requirement. Covered
Benefits from a provider who is not a Plan Provider
will be covered if one of the following exceptions
applies:

1) The service was received in a Medical
Emergency. Please see section 1.D.5. Medical
Emergency Services for information on your
coverage in a Medical Emergency.

2) The service was received while you were outside
of the state where you live and coverage is
available under the benefit for temporary travel.
Please see section I.D.6. Coverage for Services
When You Are Temporarily Traveling Outside of
the State Where You Live for information on this
benefit.

3) No Plan Provider has the professional expertise
needed to provide the ically Necessary

4)

ices by a mental health provider who is not
f Plan Provider. Please refer to the section IIL.
Covered Benefits, Mental Health and Substance
e Disorder Treatment for the specific terms
onditions of this exception.

d out if a provider is in the Plan network, see
the Provider Directory. The Provider Directory is
available online at www.harvardpilgrim.org or

y calling our Member Services Department at
1-888-333-4742.

4. Centers of Excellence

Certain specialized services are only covered when
received from designated Plan Providers with special
training, experience, facilities or protocols for the
service. We refer to these Plan Providers as “Centers
of Excellence”

Centers of Excellence are selected by us based on
the findings of recognized specialty organizations or
government agencies such as Medicare.

In order to receive benefits for the following services,
you must obtain care at a Plan Provider that has been
designated as a Center of Excellence:

o Weight loss surgery (bariatric surgery)
Important Notice: No coverage is provided for
the services listed above unless received from a

Plan Provider that has been designated as a Center
of Excellence. To verify a Provider’s status, see the
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Provider Directory. The Provider Directory is available
online at www.harvardpilgrim.org or call our Member
Services Department at 1-888-333-4742.

We may revise the list of services that must be received
from a Center of Excellence upon 30 days’ notice to
Members. Services or procedures may be added to
the list when we identify services in which significant
improvements in the quality of care may be obtained
through the use of selected providers. Services

or procedures may be removed from the list if we
determine that significant advantages in quality of
care will no longer be obtained through the use of a
specialized panel of providers.

5. Medical Emergency Services

In a Medical Emergency, including an emergency
mental health condition, you should go to the nearest
emergency facility or call 911 or other local emergency
number. A Referral from your PCP is not needed.
Your emergency room Member Cost Sharing is listed
in your Schedule of Benefits. Please remember that
if you are hospitalized, you must call the Plan at
1-888-333-4742 within 48 hours or as soon as ygu
can. This telephone number can also be found
your ID card. If notice of hospitalization is give
the Plan or PCP by an attending emergency physi
no further notice is required. Your PCP will help t
arrange for any follow-up care you
section II. Glossary for additional in
Medical Emergency Services.

Traveling Outside of the
When you are temporarily

fry. You do not
g care. However,

Covered Bene

S5

o Childbirth and problems with pregnancy after the
37th week of pregnancy, or after being told that
you were at risk for early delivery; and

+ Follow-up care that can wait until your return.

If you are hospitalized, you must call the Plan at
1-888-333-4742 within 48 hours, or as soon as you
can. This telephone number can also be found on
your ID card. If notice of hospitalization is given to
the Plan or PCP by an attending emergency physician

4 | BENEFIT HANDBOOK

no further notice is required. Your PCP will help to
arrange for any follow-up care you may need.

You must file a claim whenever you obtain services
from a Non-Plan Provider. For more information,
please see section V. Reimbursement and Claims
Procedures. Member Cost Sharing amounts will be
applied as listed in your Schedule of Benefits.

r current address on
claims for care outside
our address, please call

Please Note: We must have
file in order to correctly pro
the Service Area. To cha

7. Services That Do N
While in most cases you

at your medical records
is aware of your entire

ly Planning Services:
ptraceptive monitoring

planning consultation, including
regnancy testing

ubal ligation

 Voluntary termination of pregnancy (if a covered
benefit - Please see your Schedule of Benefits to
determine if your Plan provides coverage for this
benefit. )

ii. Outpatient Maternity Services
« Routine outpatient prenatal and postpartum care

+ Consultation for expectant parents to select a PCP
for the child

iii. Gynecological Services

« Annual gynecological exam, including routine
pelvic and clinical breast exam

o Cervical cryosurgery
+ Colposcopy with biopsy
+ Excision of labial lesions

+ Follow-up care provided by an obstetrician or
gynecologist for obstetrical or gynecological
conditions identified during maternity care,
annual gynecological visit

o Laser cone vaporization of the cervix
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« Loop electrosurgical excisions of the cervix
(LEEP)

o Treatment of amenorrhea

o Treatment of condyloma

iv. Dental Services:
o Accidental injury dental care

o Extraction of teeth impacted in bone (if a covered
benefit - Please see your Schedule of Benefits to
determine if your Plan provides coverage for this
benefit.)

o Pediatric dental services (if a covered benefit
- Please see your Schedule of Benefits and any
associated riders to determine if your Plan
provides coverage for this benefit.)

v. Other Services:

« Acupuncture treatment for injury or illness (if
a covered benefit - Please see your Schedule
of Benefits to determine if your Plan provides
coverage for this benefit.)

o Chiropractic care (if a covered benefit - Ple
your Schedule of Benefits to determine if
Plan provides coverage for this benefit.)

« Nutritional counseling

« Routine eye examination (if a

o Urgent Care services

E. MEMBER COST SHARI

” and a higher
ber Cost Sharing
surance, or Deductible
out this section. See
details that are spe your Plan.

1. Copayment

A Copayment is a fixed dollar amount that you must

pay for certain Covered Benefits. Copayments are due
at the time of service or when billed by the Provider.

Your Plan may have other Copayment amounts. For
more information about Copayments under your Plan,
including your specific Copayment requirements,
please refer to your Schedule of Benefits.

2. Deductible

A Deductible is a specific dollar amount that is payable
by a Member for Covered Benefits received each Plan
Year or Calendar Year before any benefits subject to
the Deductible are payable by the Plan. If a family
Deductible applies, it is met when any combination
of Members in a covered family incur expenses for
services to which the Deductible applies. Deductible
amounts are incurred on the dage of service. You

a Member of a covered family meets an
individual Deductible, then that Member has
po additional Deductible Member Cost Sharing
Covered Benefits for the remainder of the
Year or Calendar Year.

If any number of Members in a covered family
collectively meet the family Deductible, then
all Members of the covered family have no
additional Deductible Member Cost Sharing for
Covered Benefits for the remainder of the Plan
Year or Calendar Year. No one family member
may contribute more than the individual
Deductible amount to the family Deductible.

Once a Deductible is met, coverage by the Plan is
subject to any other Member Cost Sharing that may

apply.

If a Member changes to Family Coverage from
Individual Coverage or to Individual Coverage from
Family Coverage within a Plan Year or Calendar Year,
expenses that Member incurred for Covered Benefits
toward the Deductible under the prior coverage will
apply toward the Deductible limit under his/her
new coverage. If the previously incurred Deductible
amount is greater than the new Deductible limit,

the Member or family will only be responsible for
applicable Copayment or Coinsurance amounts listed
in his/her Schedule of Benefits.

Some Plans include a Deductible Rollover. A
Deductible Rollover allows you to apply any

BENEFIT HANDBOOK | 5
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Deductible amount incurred for Covered Benefits
during the last three (3) months of a year toward the
Deductible for the next year. In order for a Deductible
Rollover to apply, the Member (or Family) must have
had continuous coverage under the Plan through the
same Employer Group at the time the charges for the
prior year were incurred. If a Deductible Rollover
applies, it will be stated in your Schedule of Benefits.

3. Coinsurance

After the appropriate Deductible amount is met, you
may be responsible for paying a Coinsurance amount,
which is a percentage of the Allowed Amount or

the Recognized Amount, if applicable. When using
Plan Providers, the Allowed Amount is based on the
contracted rate between HPHC-NE and the Provider.
Coinsurance amounts are listed in your Schedule of
Benefits.

4. Out-of-Pocket Maximum
Your coverage includes an Out-of-Pocket Maximum.
An Out-of-Pocket Maximum is the total amount of
Copayments, Deductible or Coinsurance payments
for which a Member or a family is responsible in
Plan Year or Calendar Year. Once the Out-of-P
Maximum has been reached, no further Copaym'
Deductible or Coinsurance amounts will be payab
by the Member and HPHC-NE will pgy 100% of

of the Plan Year or Calend3

4 ket

Certain expenses may not ap )
2d Amount never

Maximum. Ch

et Maximum is
an individual
family Out-of-Pocket
with Family Coverage,
can be reached in one

In most

of two ways:

a. If a Member of a covered family meets an
individual Out-of-Pocket Maximum, then
that Member has no additional Member Cost
Sharing for the remainder of the Plan Year or
Calendar Year.

b. If any number of Members in a covered family
collectively meet the family Out-of-Pocket
Maximum, then all Members of the covered
family have no additional Member Cost Sharing
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for the remainder of the Plan Year or Calendar
Year.

If a Member changes to Family Coverage from
Individual Coverage or to Individual Coverage from
Family Coverage within a Plan Year or Calendar
Year, expenses that Member incurred for Covered
Benefits toward the Out-of-Pocket Maximum under
the prior coverage will apply toward the Out-of-Pocket
Maximum limit under his/he coverage. If the
incurred Out-of-Pocket M m amount is greater
than the new Out-of-Po i limit, the
Member will have no
Plan Year or Calenda

F. SERVICES PROVIDED B
NON-PLAN PROVIDER

ast 60 days pfior to the date of your Plan
disenrollment. That notice will also explain

1s Handbook and your Schedule of Benefits,
east 60 days after the disenrollment date.

You may also be eligible to continue to receive coverage
for the following services from the disenrollment
date or the date of the disenrollment member notice
(whichever is later):

i. Active Course of Treatment

Except for pregnancy and terminal illness
as described below, if you are undergoing
an active course of treatment for an illness,
injury or condition, we may authorized
additional coverage through the active course
of treatment or up to 90 days (whichever

is shorter). An active course of treatment
includes when a Member has a “serious and
complex condition”, is currently undergoing
a course of institutional or inpatient care, or
has scheduled nonelective surgery including
any related postoperative care.

The term “serious and complex condition”

is an acute illness that is serious enough to
require specialized medical treatment to
avoid the reasonable possibility of death or
permanent harm; or is a chronic illness that is
(a) life-threatening, degenerative, potentially
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disabling, or congenital; and (b) requires services are to be provided and whether those services

specialized medical care over a prolonged are worth the fee you must pay. For example, the Plan

period of time. does not require participating providers to be available
ii. Pregnancy by telephone 24-hours a day. However, the Plan does

require PCPs to provide both an answering service
that can be contacted 24-hours a day and prompt
appointments when Medically Necessary.

If you are a female Member and are pregnant,
you may continue to receive coverage for
services from your disenrolled provider
through delivery and up to 6 weeks of

N . . I. BUNDLED PAYMENT ARRA
postpartum visits immediately following

childbirth. The Plan may participat
iii. Terminal Illness arrangements with cer,

A Member with a terminal illness may a specific service or

continue to receive coverage for services on a fixed sum for all o

delivered by the disenrolled provider until the ~ receive. Member Cost Sh
Member’s death.

2. Mental Health Provider Continuation
If the Plan replaced your prior health plan and you

were being treated by a mental health provider under
the prior plan, you may be eligible to continue seeing
your previous health care provider. Please see Section
III. Covered benefits, Mental Health and Substance Use
Disorder Treatment for more information.

G. MEDICAL NECESSITY GUIDELINES

We use evidence based clinical review criteria to

an provides care management programs for
ers with certain illnesses and injuries. These
rograms are designed to encourage the use of the
most appropriate and cost-effective treatment and
to provide support for the Member’s care. Care
management may include programs for medical and
behavioral health care including, but not limited

Medically Necessary for a Member’s
or their practitioners may obtain a cop
Medical Necessity Guidelines apphcable t
or procedure for which co
Necessity Guidelines may ¥

H. PROVIDER to, cancer; heart, lung and kidney diseases; severe
(CONCIERG traumatic injuries; behavioral health disorders;
substance use disorders; high risk pregnancies and
Certain J newborn care. The Plan may work with certain
special se addition to the providers to establish care management programs.

benefits co xamples of such The Plan or providers affiliated with the care
special physician services t include: telephone management program may identify and contact

access to a physi s a day; waiting room Members that may be candidates for its programs. The
amenities; assistan transportation to medical Plan or providers may also contact Members to assist
appointments; guaranteed same day or next day with enrollment, develop treatment plans, establish
appointments when not Medically Necessary; or goals or determine alternatives to a Member’s current
providing a physician to accompany a patient to an treatment plan. Covered Benefits provided through a
appointment with a specialist. Such services are not care management program may apply Member Cost
covered by the Plan. The Plan does not cover fees for Sharing.

any service that is not included as a Covered Benefit
under this Handbook or your Schedule of Benefits.

In considering arrangements with physicians for
special services, you should understand exactly what
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Il. Glossary

This section lists words with special meaning within the Handbook.

Activities of Daily Living The basic
functions of daily life include bathing,
dressing, and mobility, including, but
not limited to, transferring from bed
to chair and back, walking, sleeping,
eating, taking medications and using
the toilet.

Allowed Amount The Allowed
Amount is the maximum amount the
Plan will pay for Covered Benefits
minus any applicable Member Cost
Sharing.

The Allowed Amount depends upon
whether a Covered Benefit is provided
by a Plan Provider or a Non-Plan
Provider, as follows:

1. Plan Providers. If a Covered
Benefit is provided by a Plan
Provider, the Allowed Amount is
the contracted rate HPHC-NE
has agreed to pay Plan Providers.
The Plan Providers are not
permitted to charge the Member
any amount for Covered Benefits,
except the applicable Member
Cost Sharing amount for the
service, in addition to the
Allowed Amount.

2. Non-Plan Providers.

your Plan, the Allowe
such services depends upon where
the Member receives the service, as
explained below.

a. If a Member receives Covered
Benefits from a Non-Plan
Provider in the states of
Massachusetts, New Hampshire,
Maine, Rhode Island, or Vermont,
the Allowed Amount is defined as
follows:
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The Allowed Amount is the lower
of the Provider’s charge or a rate
determined as described below:

An amount that is consistent, in
the judgment of the Plan, with
the normal range of charges by
health care Providers for the
same, or similar, products or
services provided to a Member. If
the Plan has appropriate data for
the area, the Plan will determine
the normal range of chargeghi
the geographic area where
product or services were prov
to the Member. If th

vered Benefits from a
Non-Plan Provider outside of
Massachusetts, New Hampshire,
Maine, Rhode Island, or Vermont,
the Allowed Amount is defined as
follows:

The Allowed Amount is the lower
of the Provider’s charge or a rate
determined as described below:

The Allowed Amount is
determined based on 150%

of the published rates allowed
by the Centers for Medicare and
Medicaid Services (CMS) for
Medicare for the same or similar
service within the geographic
market.

When a rate is not published by CMS
for the service, we use other industry

standard methodologies to determine
the Allowed Amount for the service
as follows:

methodology used by CMS and
produce fees based on published
acquisition costs or average wholesale
price for the pharmaceuticals. These
methodologies are currently created
by RJ Health Systems, Thomson
Reuters (published in its Red Book),
or UnitedHealthcare based on an
internally developed pharmaceutical
pricing resource.

When a rate is not published by
CMS for the service and no industry
standard methodology applies to

the service, or the provider does

not submit sufficient information

on the claim to pay it under CMS
published rates or an industry
standard methodology, the Allowed
Amount will be 50% of the provider’s
billed charge, except that the Allowed
Amount for certain mental health and
substance use disorder treatment will
be 80% of the billed charge.

Pricing of the Allowed Amount will
be conducted by UnitedHealthcare,
Inc. United Healthcare, updates the
CMS published rate data on a regular
basis when updated data from CMS
becomes available. These updates are
typically implemented within 30 to 90
days after CMS updates its data.

As stated above, the Allowed Amount
is the maximum amount the Plan
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will pay for Covered Benefits
minus any applicable Member Cost
Sharing. Most Non-Plan Providers
are permitted to charge amounts for
Covered Benefits in excess of the
Allowed Amount. In that event, the
Plan is responsible for payment of
the Allowed Amount, minus any
applicable Member Cost Sharing. The
Member is responsible for paying
the applicable Member Cost Sharing
amount and any additional amount
charged by the Non-Plan Provider.

Anniversary Date The date agreed

to by HPHC-NE and your Employer
Group upon which the yearly Employer
Group premium rate is adjusted and
benefit changes normally become
effective. This Benefit Handbook,
Schedule of Benefits, Prescription
Drug Brochure (if your Plan includes
outpatient pharmacy coverage) and
any applicable riders, and the Employer
Group agreement will terminate unless
renewed on the Anniversary Date.

0 FOR EXAMPLE: If your Anniversary
Date is January 1st, this is the date
when the Plan goes into effect and

begins to pay for Covered Benefits.

Benefit Handbook (or Handbook)
This document that describes the
terms and conditions of the Plan,

@ FOR EXAMPLE: If your Plan offers
30 visits per Plan Year or Calendar
Year for physical therapy services,
once you reach your 30 visit limit
for that Plan Year or Calendar Year,
no additional benefits for that
service will be covered by the Plan.

Calendar Year The one-year
period beginning on January 1 for
which benefits are purchased and

administered. Benefits for which
limited yearly coverage is provided
renew at the beginning of the Calendar
Year. Benefits for which limited
coverage is provided every two years
renew at the beginning of every second
Calendar Year. Benefits under your
Plan are administered on either a Plan
Year or Calendar Year basis. Please see
your Schedule of Benefits to determine
which type of year your Plan utilizes.

Centers of Excellence Certain
specialized services are only covered
when received from designated

providers with special training,

experience, facilities or protocols for
the service. Centers of Excellence are
selected by us based on the findj
recognized specialty organizatio
government agencies such as Medic

Allowed Amount, g
Amount, if appli

dollar amount you
certain Covered Benefits.

Your specific Copayment amounts,
and the services to which they apply,
are listed in your Schedule of Benefits

0 FOR EXAMPLE: If your Plan has
a $20 Copayment for outpatient
visits, you'll pay $20 at the time of
the visit or when you are billed by

the provider.

Cosmetic Services Cosmetic Services
are surgery, procedures or treatments
that are performed primarily to
reshape or improve the individual’s
appearance.

Covered Benefit(s) The products and
services that a Member is eligible to
receive, or obtain payment for, under
the Plan.

Custodial Care Services provided to
a person for the primary purpose of
meeting non-medical personal needs
(e.g., bathing, dressing, preparing
meals, including special diets, taking
medication, assisting with mobility).

Deductible A specific dollar amount
that is payable by the Member for
Covered Bengfits received each Plan

here may be an

, you will be responsible
first $500 to satisfy your
Deductible requirement before the
Plan begins to pay benefits.

Deductible Rollover A Deductible
Rollover allows you to apply any
Deductible amount that you have
paid for Covered Benefits during

the last (3) months of a Plan Year or
Calendar Year toward the Deductible
for the next Plan Year or Calendar
Year. To be eligible for a Deductible
Rollover, a Member must have had
continuous coverage with us through
the same Employer Group at the time
the prior Plan Year or Calendar Year
charges were incurred. Deductible
Rollover amounts may also apply to the
Out-of-Pocket Maximum for the next
Plan Year or Calendar Year. If your
Plan has a Deductible Rollover it will
be listed in your Schedule of Benefits.

Dental Care Any service provided by a
licensed dentist involving the diagnosis
or treatment of any disease, pain,
injury, deformity or other condition
of the human teeth, alveolar process,
gums, jaw or associated structures

of the mouth. However, surgery
performed by an oral maxillofacial
surgeon to correct positioning of

the bones of the jaw (orthognathic
surgery) is not considered Dental Care
within the meaning of this definition.
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Dependent A Member of the
Subscriber's family who (1) meets the
eligibility requirements as described in
section VIII.A.3. Dependent Eligibility
for coverage through a Subscriber and
(2) is enrolled in the Plan.

Durable Medical Equipment and
Prosthetic Devices Deductible A
separate Deductible that applies

to durable medical equipment and
prosthetic devices. Please refer to your
Schedule of Benefits to determine your
Member Cost Sharing for durable
medical equipment and prosthetic
devices.

Employer Group or Employer An
organization that has contracted with
us to provide health care coverage for
its employees under the Plan.

Enrollment Area The geographic area
in which you must live in order to be
eligible to enroll as a Member under the
Plan. The Enrollment Area includes
the states of Maine, Massachusetts,
New Hampshire and Rhode Island and
certain areas in Connecticut, New York
and Vermont.

Evidence of Coverage The legal
documents, including the Benefit
Handbook, Schedule of Benefits,
Prescription Drug Brochure, (if your
Plan includes outpatient phar acy

services, 1
to, drugs,
procedure
be deemed

diagnosis or treatm
medical condition if any the following
is true: a. The product or service is
not recognized in accordance with
generally accepted medical standards
as being safe and effective for the use
in the evaluation or treatment of the
condition in question. In determining
whether a service has been recognized
as safe or effective in accordance with
generally accepted evidence-based
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medical standards, primary reliance
will be placed upon data from
published reports in authoritative
medical or scientific publications that
are subject to established peer review
by qualified medical or scientific
experts prior to publication. In the
absence of any such reports, it will
generally be determined that a service,
procedure, device or drug is not safe
and effective for the use in question.
b. In the case of a drug, the drug has
not been approved by the United States
Food and Drug Administration (FDA)
(this does not include off-label uses of
FDA approved drugs) or if approved
for lawful marketing by the FDA and
reliable scientific evidence does not
support that the treatment is ef
in improving health outcomes or
appropriate patient selectigashas no
been determined.

atioll (HMO) in the state of
pshire. HPHC-NE provides
or arranges for health care benefits
to Members through a network of
Primary Care Providers, specialists
and other providers.

Individual Coverage Coverage for
a Subscriber only. No coverage for
Dependents is provided.

Medical Drugs A prescription drug
that is administered to you either

(1) in a doctor’s office or other
outpatient medical facility, or (2) at
home while you are receiving home
health care services or receiving
drugs administered by home infusion
services. Medical Drugs cannot be
self-administered. The words “cannot
be self-administered” mean that

the active participation of skilled

medical personnel is always required
to take the drug. When a Member

is receiving drugs in the home, the
words “cannot be self-administered”
will also include circumstances in
which a family member or friend is
trained to administer the drug and
ongoing supervision by skilled medical
personnel is required.

jeopardy (or with respect to
ap ant woman, the health of her
unborn child).

Examples of Medical Emergencies
are: heart attack or suspected heart
attack, stroke, shock, major blood
loss, choking, severe head trauma,
loss of consciousness, seizures, and
convulsions.

Medical Emergency Services Services
provided during a Medical Emergency,
including:

o A medical screening examination
(as required under section 1867
of the Social Security Act or
as would be required under
such section if such section
applied to an independent
freestanding emergency
department) that is within
the capability of the emergency
department of a hospital, or
an independent freestanding
emergency department, as
applicable, including ancillary
services routinely available to
the emergency department
to evaluate such Medical
Emergency, and

o Further medical examination
and treatment, within the
capabilities of the staff and
facilities available at the hospital
or independent freestanding
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emergency department, as
applicable, as are required
under section 1867 of the Social
Security Act, or as would be
required under such section

if such section applied to an
independent freestanding
emergency department, to
stabilize the patient (regardless
of the department of the hospital
in which such further exam or
treatment is provided).

o Items and services, otherwise
covered under the Plan, that
are provided by a Non-Plan
Provider or facility (regardless of
the department of the hospital
in which the items and services
are provided) after the Member
is stabilized and as part of an
inpatient stay or outpatient
services that are connected to
the original Medical Emergency,
unless each of the following
conditions are met:
a. The Provider or facility,
as described above,
determines the Member
is able to travel using
non-medical transportation
or non-emergency medical
transportation.
b. The Provider furnishing the

additional items and services

satisfies notice an
criteria in accordal
applicable law.
C. The patient is in su
a condition to receiv

Medically Necessary or Medical
Necessity Those medical services
which are provided to a Member for
the purpose of preventing, stabilizing,
diagnosing or treating an illness,
injury or disease, or the symptoms
thereof, in a manner that is (a)
consistent with generally accepted
standards of medical practice, (b)
clinically appropriate in terms of

type, frequency, extent, location of (3) non-emergency, non-ancillary
service and duration, (c) demonstrated services, and (4) air ambulance
through scientific evidence to services. The amount is based on (1)
be effective in improving health Applicable state law, (2) an All Payer
outcomes, (d) representative of best Model Agreement if adopted, (3) the
practices in the medical profession, and  initial payment made by us or the

(e) not primarily for the convenience amount subsequently agreed to by the
of the enrollee or physician or other Non-Plan Provider and us, or (4) the
health care provider. amount determined by Independent

tion between us and the

Please Note: To determine coverage
of Medically Necessary services, we use
Medical Necessity Guidelines (MNG)
created using clinical review criteria

to evaluate whether certain services or
procedures are Medically Necessary
for a Member’s care. Members or their
practitioners may obtain a copy of i Year. The
the Medical Necessity Guidelin m is specified
applicable to a services or proce
for which coverage is requested by
going online or calling 2
Services at 1-888-33

cket Maximum.

Member Any Sy
covered under t

0 FOR EXAMPLE: If your plan
has an individual Out-of-Pocket
Maximum of $1,000, this is the
most Member Cost Sharing you
will pay for out-of-pocket costs for
that Plan Year or Calendar Year.
As an example, the Out-of-Pocket
Maximum can be reached by the
following: $500 in Deductible
expenses, $400 in Coinsurance
expenses and $100 in Copayment
expenses.

our Plan: a lower
“Level 1” and a

A Physical Functional Impairment

€ SPeCIﬁC Member Cost A condition in which the normal

t applies to your Plan. or proper action of a body part is
damaged, and affects the ability

to participate in Activities of

Daily Living. Physical Functional
Impairments include, but are

not limited to, problems with
ambulation, communication,
respiration, swallowing, vision, or skin
Non-Plan Provider Providers of integrity.

health care services that are not under
contract with us to provide care to

Network Providers of health care
services, including but not limited

to, physicians, hospitals and other
health care facilities that are under
contract with us to provide services to
Members.

A physical condition may impact an
individual’s emotional well-being or

Members. .
mental health. However such impact

Out-of-Network Rate With respect to is not considered in determining

a Surprise Bill, the total amount paid whether or not a Physical Functional

by the Plan to a Non-Plan Provider for ~ Impairment exists. Only the physical
Covered Benefit under section 2799A-1 ~ consequences of a condition are

and 2799A-2 of the Public Service Act considered.

and their implementing regulations

for: (1) Emergency Medical Services,

(2) non-emergency ancillary services,
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Plan This package of health care
benefits offered by Harvard Pilgrim
Health Care of New England.

Plan Provider Providers of health
care services in the Service Area that
are under contract to provide care to
Members of your Plan. Care must be
provided within the lawful scope of
the Provider’s license. Plan Providers
include, but are not limited to hospitals,
skilled nursing facilities, and medical
professionals including: physicians,
psychiatrists, psychiatrist-supervised
physician assistants, naturopaths,
acupuncturists, nurse practitioners,
advanced practice registered nurses,
physician assistants, certified
midwives, certified registered nurse
anesthetists, podiatrists, osteopaths,
chiropractors, and licensed mental
health professionals including
psychologists, clinical social workers,
marriage and family therapists,
psychiatric/mental health advanced
practice registered nurses, alcohol
and drug counselors, clinical mental
health counselors, optometrists and
pastoral psychotherapists/counselors
(except when providing services to a
Member of his church or congregation
in the course of his or her duties as a
pastor, minister or staff person). Plan
Providers are listed in the Provider
Directory.

Plan Year The one-year per
which benefits are purchased
administered. Benefits for wh
limited yearly coverage is provi
renew at the begi the Pla
Benefits for

basis. Please see yo
Benefits to determine which type of
year your Plan utilizes.

0 FOR EXAMPLE: A Plan Year could
begin on April 1st and end on
March 31st or begin on January 1st
and end on December 31st.

Premium A payment made to us for
health coverage under the Plan.
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Primary Care Provider (PCP) A Plan
Provider designated to help you
maintain your health and to provide
and authorize your medical care
under the Plan. A PCP may be a (1)
physician or a (2) advanced practice
registered nurse specializing in one
or more of the following specialties:
internal medicine, pediatrics or family
practice. A PCP may designate other
Plan Providers to provide or authorize
a Member's care.

Prior Approval (also known as Prior
Authorization) A program to verify
that certain Covered Benefits are and
continue to be, Medically Necessary
and provided in an appropriate and
cost-effective manner.

Prior Carrier Credit A credit given
towards a Member’s Ded

mount With respect

ise Bill, the amount on
which a"Copayment, Coinsurance

or Deductible is based for Medical
Emergency Services and certain
non-emergency Covered Benefits
when provided by Non-Plan Providers.
The amount under sections 2799A-1
and 2799A-2 of the Public Service Act
and their implementing regulations

is based on: (1) Applicable state law,
(2) an All Payer Model Agreement if
adopted, or (3) the lesser of the amount
billed by the Provider or the qualifying
payment amount as determined under

applicable law.

Please Note: Member Cost Sharing
based on the Recognized Amount may
be higher or lower than Member Cost
Sharing based on the Allowed Amount.

Referral An instruction from your PCP
that gives you the ability to see another
Plan Provider for services that may be
out of your PCP’s scope of practice.

0 FOR EXAMPLE: If you need to visit
a specialist, such as a dermatologist
or cardiologist, you must contact
your PCP first. Your PCP will refer
ialist who is a Plan

therapy; physical therapy; pulmonary
rehabilitation therapy; speech therapy;
or an organized program of these
services when rendered by a health
care professional licensed to perform
these therapies.

Serious Mental Iliness Serious Mental
Illness means any of the following
conditions: (a) schizophrenia and
other psychotic disorders; (b)
schizoaffective disorder; (c) bipolar
disorders; (d) anorexia nervosa and
bulimia nervosa; (e) major depressive
disorder; (f) obsessive compulsive
disorder; (g) panic disorder; (h)
pervasive developmental disorder or
autism; and (i) chronic post-traumatic
stress disorder.

Select LP Provider An outpatient
provider that costs less for Covered
Benefits than other Plan Providers
rendering the same services. When
you receive services from a Select LP
Provider you will pay a lower cost
sharing amount than if you received the
same service from a provider that is not
a Select LP Provider. To see a complete
list of Select LP Providers, please refer
to your Provider Directory which may
be found at www.harvardpilgrim.org.
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Service Area The geographic area
where Plan Providers are available to
manage a Member’s care.

Skilled Nursing Facility An inpatient
extended care facility, or part of one,
that is operating pursuant to law and
provides skilled nursing services.

Subscriber The person who meets the
Subscriber eligibility requirements
described in this Benefit Handbook
and is enrolled in the Plan.

Surgery - Outpatient A surgery or
procedure in a day surgery department,
ambulatory surgery department or
outpatient surgery center that requires
operating room, anesthesia and
recovery room services.

Surprise Bill An unexpected bill you
may receive if: (1) you obtain services
from a Non-Plan Provider in an
emergency, (2) you obtain services
from a Non-Plan Provider while

you were receiving a service from a
Plan Provider or facility, and you did
not knowingly select the Non-Plan
Provider, (3) you obtain air ambulance
services from a Non-Plan Provider

or (4) you obtain services from a
Non-Plan Provider during and related
to a service previously approved or
authorized by HPHC-NE where you
did not knowingly select a Non-Plan
Provider.

Surrogacy Any procedure in ¥
person serves as the gestationa
of a child with the goal or intent

services for a condition that requires
prompt medical attention but is not a
Medical Emergency.

N\
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Ill. Covered Benefits

This Section contains detailed information on the benefits covered under your Plan. Member Cost Sharing
information and any applicable benefit limitations that apply to your Plan are listed in your Schedule of Benefits.
Benefits are administered on a Plan Year or Calendar Year basis. Please see your Schedule of Benefits to see which
type of year your Plan utilizes.

Basic Requirements for Coverage

To be covered, all services and supplies must meet each of the following requireme
» Listed as a Covered Benefit in this section.

+ Medically Necessary.
o Not excluded in section IV. Exclusions.
o Received while an active Member of the Plan.

 Provided by or upon Referral from your PCP. This requirement
Emergency. Please see section I.D.1. Your PCP Manages e

The Plan may cove@i :
including, electro-a provided for the treatment of

is benefit. Please see your Schedule of
r Plan provides coverage for this benefit.

icdl Emergency, your Plan covers ambulance transport to the
at can provide you with Medically Necessary care.

it¥d to ambulance and wheelchair vans, between hospitals or other covered
ealth care facilities or from a covered facility to your home when Medically
ecessary. Services must be arranged by a Plan Provider.
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Description

3. Autism Spectrum Disorders Treatment

The Plan covers the following services for the treatment of autism spectrum
disorders to the extent required by New Hampshire law:

e Services and treatment programs, including applied behavioral analysis,
necessary to produce socially significant improvements in human behavior
or to prevent loss of attained skill or function. To be covered by the
Plan, applied behavior analysis must be provided by agperson who is
professionally certified by the National Behavior A Certification
Board or provides services under the supervision erson professionally
certified by the National Behavior Analyst Certj
for applied behavioral analysis is covered up
Schedule of Benefits.

coverage.
The Plan may require t an, including frequency
and duration of treatm@& at the treatment is Medically Necessary
and is consistent with nat ognized treatment standards for autism

spectrum disord

4 . Bariatric Surgery

dance with the patient qualification
by the American Society for Metabolic
ican College of Surgeons. Coverage may
er your Plan unless services are performed at a
nce. Please see the section I.D.4. Centers of

cility charge, the charge for related supplies and equipment, and physician
rvices for anesthesiologists, pathologists and radiologists.

The Plan may cover musculoskeletal adjustment or manipulation up to the
Benefit Limit listed in the Schedule of Benefits.

Please Note: Not all Plans cover this benefit. Please see your Schedule of
Benefits to determine if your Plan provides coverage for this benefit.
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Benefit Description

7 . Clinical Trials for the Treatment of Cancer or Other Life-Threatening Diseases

The Plan covers services for Members enrolled in a qualified clinical trial
for the treatment, prevention or detection of any form of cancer or other
life-threatening disease under the terms and conditions provided for under
New Hampshire and federal law. A qualified clinical trial means any trial
approved by: (1) a New Hampshire institutional review board; (2) a federal
agency including the National Institutes of Health, the Food and Drug
Administration, the Centers for Disease Control and Prevgntion, and the
Department of Health and Human Services; or (3) any state or federal
agency authorized by law to approve clinical trials.

Medically Necessary for the treatment of your co
the study protocol of the clinical trial, and for whic

available under the Plan. Coverage is not provided for (1) the
investigational item, device or serviceg or items
that are provided solely to satisfy da the clinical
trial and that are not used for the direc your condition.

8 . Dental Services

Important Notice: The Pla i i i ance. It covers only
the limited Dental Care g . tal Care is covered.

an accidental injur teeth and gums. Coverage for Dental
pnditions of this Evidence of Coverage.

of normal activities of daily living or

ot considered by the Plan to have occurred

. No Coverage is provided under the Plan for repairs
s a result of such activities.

Bitewing x-rays

lease Note: Not all Plans cover this benefit. Please see your Schedule of
Benefits to determine if your Plan provides coverage for this benefit.

Outpatient Surgery Expenses for Dental Care:

The Plan covers the expenses of a hospital or outpatient surgery and expenses
for general anesthesia administered by a licensed anesthesiologist or certified
registered nurse anesthetist for the performance of Dental Care if:

e A Member is a child under the age of 13 who is determined by a licensed
dentist and his or her PCP to have a dental condition that is so complex as
to require the necessary dental procedures be performed in a hospital or
surgical day care facility; or
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Benefit Description

Dental Services (Continued)

e A Member (of any age) is determined by his or her PCP to require dental
treatment in a hospital or surgical day care facility due to exceptional
medical circumstances or a developmental disability, which places the
Member at serious risk.

Your PCP must arrange for all hospital or outpatient surgery. The only expenses
covered under this benefit are hospital charges, surgical
anesthesia charges.

Preventive Dental Care for Children

the age limit listed in the Schedule of Benefits. Serv
licensed dentist. Payment will be made by us up to th

e Cleaning
¢ Fluoride treatment
e Teaching plaque co
e Bitewing x-rays

Please Note: No
Benefits to deter

is benefit. Please see your Schedule of
rovides coverage for this benefit.

9 . Diabetes Services and

Supplies

g/Diabetic Eye Examinations/Foot Care:

nagement education and training for the
ding medical nutrition therapy services, used to
endent diabetes, non-insulin dependent diabetes,
rvices must be provided on an individual basis and
Provider. Benefits also include medical eye examinations
ations) and preventive foot care. The following items

diagnose o
gestationa

etes Equipment:

pod glucose monitors

Pntinuous glucose monitors

Dosage gauges

Injectors

Insulin pumps (including supplies) and infusion devices
e Lancet devices

¢ Therapeutic molded shoes and inserts

¢ Visual magnifying aids

e Voice synthesizers

Pharmacy Supplies:

e Blood glucose strips
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Benefit Description

Diabetes Services and Supplies (Continued)

e Certain blood glucose monitors

e Certain insulin pumps (including supplies) and infusion devices
¢ Flash glucose monitors (including supplies)

e Insulin, insulin needles and syringes

* Lancets
¢ Oral agents for controlling blood sugar
e Urine and ketone test strips

For coverage of pharmacy items listed above, y
outpatient prescription drug benefit and you m

10 . Dialysis

Coverage for dial
drugs and equip

We must approve
the state where yo

dialysis services for up to 30 days of
ou must make arrangements in advance

11 . Drug Coverage

or drugs received during inpatient and outpatient
in medical supplies you purchase at a pharmacy
andbook. This coverage is described in Subsection 1, below.

erage for outpatient prescription drugs you purchase at
the Plan’s outpatient prescription drug coverage. Subsection
more about this coverage.

Drugs Received During Inpatient Care. The drug is administered to you
while you are an inpatient at a hospital, Skilled Nursing Facility or other
medical facility at which Covered Benefits are provided to you on an
inpatient basis;

b. Drugs Received During Outpatient or Home Care. These drugs are known
as "Medical Drugs.” A Medical Drug is administered to you either (1) in a
doctor’s office or other outpatient medical facility, or (2) at home while
you are receiving home care services or receiving drugs administered by
home infusion services.

Medical Drugs cannot be self-administered. The words “cannot be
self-administered” mean that the active participation of skilled medical
personnel is always required to take the drug. When a Member is receiving
drugs in the home, the words “cannot be self-administered” will also
include circumstances in which a family member or friend is trained to
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Benefit Description

Drug Coverage (Continued)

administer the drug and ongoing supervision by skilled medical personnel
is required.

An example of a drug that cannot be self-administered is a drug that
must be administered intravenously. Examples of drugs that can be
self-administered are drugs that can be taken in pill form and drugs that
are typically self-injected by the patient.

¢. Drugs and supplies required by law. Coverage is pro

e Certain diabetes supplies you purchase at a

Please see the benefit for “Diabetes Servi
details of that coverage.

e Certain prescribed self-administered antica
or slow the growth of cancerous cells are cov
Cost Sharing.

Certain antibiotic therapy fo

No coverage is prowded i i for: (1) drugs that

have not been approve i nd Drug Administration;
(2) drugs the Plan exclud@ imj cluding, but not limited to, drugs for
cosmetic purpose g that is obtained at an outpatient pharmacy

as explained above.

rescription drug rider. That rider provides
jon drugs purchased at an outpatient pharmacy.

cription drug coverage, your Member Cost Sharing
s purchased at a pharmacy will be listed on your ID Card.

12 . Durable Medical Equi

an covers DME when Medically Necessary and ordered by a Plan Provider.
ill rent or buy all equipment. The cost of the repair and maintenance of
ed equipment is also covered.

er to be covered, all equipment must be:

Able to withstand repeated use;
Not generally useful in the absence of disease or injury;

Normally used in the treatment of an illness or injury or for the
rehabilitation of an abnormal body part; and

e Suitable for home use.
Coverage is only available for:

¢ The least costly equipment adequate to allow you to perform Activities
of Daily Living. Activities of Daily Living do not include special functions
needed for occupational purposes or sports; and

¢ One item of each type of equipment. No back-up items or items that serve
a duplicate purpose are covered. For example, the Plan covers a manual
or an electric wheelchair, not both.
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Benefit Description
Durable Medical Equipment (DME) (Continued)

Covered equipment and supplies include:

e Canes
e Certain types of braces
e Crutches

e Hospital beds

¢ Oxygen and oxygen equipment
e Respiratory equipment

e Walkers

¢ Wheelchairs

Member Cost Sharing amounts you are required to p
of equipment to the Plan.

13 . Early Intervention Services

The Plan covers early intervention ser
developmental disability or del
up to the age of three.

Coverage under this beng s rendered by the
following types of pro

or children with identified
is provided hildren from birth

14 . Emergency Room Ca

ized, you must call the Plan at 1-888-333-4742 within 48
as you can. This telephone number can also be found on
. If notice of hospitalization is given to the Plan or PCP by an
tending emergency physician no further notice is required.

vices provided in an emergency room for conditions that do not meet the
inition of Medical Emergency may apply a higher Member Cost Sharing.
amples of non-Medical Emergency services may include follow-up care,
treatment for earaches, rashes, or sore throats, or suture removal. Please
refer to your Schedule of Benefits to determine the applicable Member Cost
Sharing for services provided in an emergency room.

Please Note: You may log into your secure online account for more
information on lower cost options when you need Urgent Care. Whenever
possible, you should also contact your PCP prior to obtaining Urgent Care,
because your PCP may be able to provide the services you require at a lower
out-of-pocket cost.
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Benefit Description

15 . Family Planning Services
The Plan covers family planning services, including the following:

e Contraceptive monitoring

e Family planning consultation
* Pregnancy testing

* Genetic counseling

e FDA approved birth control drugs, implants or dev;j

16 . Gender Affirming Services

related physician and behavioral health visits, and outpa
drugs if you have outpatient prescri drug coverage u

delines, please call
o to our website at

does not consider gender affirming surgery
frrect a Physical Functional Impairment or
onstructive surgery or Cosmetic Services is

provided under t
to be reconstruct
Cosmetic Services.
limited to the servi

17 . Hearing Aids

g aids to the extent required by New Hampshire law.
efined as any instrument or dewce de5|gned intended or

rage is only available for the least costly hearing a|d when determined
Provider to be Medically Necessary to correct a hearing impairment.
an will pay the Allowed Amount, minus any applicable Member Cost

ore expensive than the least costly item adequate to correct a Medically
lecessary hearing impairment, you will be responsible for any additional cost.
edically Necessary hearing impairments do not include special functions
needed for occupational purposes or sports. No back-up hearing aids that
serve a duplicate purpose are covered.

Covered Benefits include the following:

* One hearing aid per hearing impaired ear
* Any parts, attachments or accessories, including ear moldings

e Services necessary to assess, select, fit or service the hearing aid that are
provided by a licensed audiologist, hearing instrument specialist or licensed
physician
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Benefit Description
18 . Home Health Care

If you are homebound for medical reasons, you are covered for home health
care services listed below. To be eligible for home health care, your Plan
Provider must determine that skilled nursing care or physical therapy is an
essential part of active treatment. There must also be a defined medical goal
that your Plan Provider expects you will meet.

When you qualify for home health care services as stated above, the Plan
covers the following services:

e Durable medical equipment and supplies (must component of the

home health care being provided)
¢ Medical and surgical supplies
e Medical social services
e Nutritional counseling
* Occupational therapy
e Palliative care
® Physical therapy
e Services of a home heal
e Skilled nursing care
e Speech therapy

is confined to bed
speaking, sleeping,

al functions of daily life (including walking,
nd using the toilet) are restricted.

19 . Hospice Services

ofesstonal health personnel for palliative care. Care
r on an inpatient basis. Inpatient respite care

ys every 3 months not to exceed 14 days per Plan Year or
ient care is also covered in an acute hospital or extended
Medically Necessary to control pain and manage acute
problems that cannot be managed in a home setting.

2d Benefits include:

are to relieve pain
nseling
Drugs that cannot be self-administered
Durable medical equipment appliances
Home health aide services
¢ Maedical supplies
e Nursing care
¢ Physician services
e Occupational therapy
e Physical therapy
* Speech therapy
e Respiratory therapy
¢ Respite care
® Social services
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Benefit Description

20 . Hospital - Inpatient Services
The Plan covers acute hospital care including, but not limited to, the following
inpatient services:

e Semi-private room and board

e Doctor visits, including consultation with specialists
e Palliative care

e Medications

e Laboratory, radiology and other diagnostic servi
e Intensive care

e Surgery, including related services
* Anesthesia, including the services of a nurse-ane
e Radiation therapy

® Physical therapy

¢ Occupational therapy
* Speech therapy

In order to be eligible for
Center of Excellence:

must be received at a

21 . House Calls

The Plan covers ho

22 . Human Organ Transplant Seny

ervices ag

nfertility is defined as the inability of a woman aged 35 or younger to conceive
or produce conception during a period of one year. In the case of a woman
over age 35, the time period is reduced to 6 months. If a woman conceives
but is unable to carry the pregnancy to live birth, the time she attempted to
conceive prior to that pregnancy is included in the one year or 6 month period,
as applicable. The Plan covers the following diagnostic services for infertility:

e Consultation
e Evaluation

e Laboratory tests
¢ Preimplantation genetic testing (PGT)
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Description

Infertility Services and Treatment (Continued)

The Plan covers infertility treatment when determined to be Medically
Necessary. Only the following infertility treatments are included:

Therapeutic donor insemination, including related sperm procurement
and banking

Donor egg procedures, including related egg and inseminated egg
procurement, processing and banking

Assisted hatching
Cryopreserved embryo transfer (CET)
Gamete intrafallopian transfer (GIFT)
Intra-cytoplasmic sperm injection (ICSI)
Intra-uterine insemination (IUI)
Intravaginal culture (IVC)

In-vitro fertilization and embryo t
Zygote intrafallopian transfg

Frozen embry
Sperm collectio o one year of storage is also covered for

Other Diagnostic Services

Plan covers laboratory and radiology services (including Advanced

edicine services. Coverage includes:

The facility charge and the charge for supplies and equipment.
The charges of anesthesiologists, pathologists and radiologists.

In addition, the Plan also covers the following:

Human leukocyte antigen testing or histocompatibility locus antigen testing
for A, B or DR antigens. The Plan provides coverage up to $150 (no Member
Cost Sharing will be applied) toward the cost of human leukocyte antigen
testing or histocompatibility locus antigen testing necessary to establish
bone marrow transplant donor suitability. Testing must be performed at

a facility accredited by the American Association of Blood Banks or its
successors. At the time of testing the Member must complete and sign

an informed consent form that authorizes the results of the test to be
used for participation in the National Marrow Donor Program. NH Law
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Benefit Description

Laboratory, Radiology and Other Diagnostic Services (Continued)

prohibits Providers to bill, charge, collect a deposit from, seek payment for
or reimbursement from, or have recourse against a Member for any portion
of the HLA laboratory fee expenses.

e Screening and diagnostic mammograms. This includes mammograms
provided by breast tomosynthesis (3D mammographic imaging).

¢ Blood lead testing.
e Perfluoroalkyks (PFAS) and Perfluorinated Compou

FC) blood testing

25 . Low Protein Foods

The Plan covers low protein foods for inherited and organic

acids to the extent required by New Hampshire

26 . Maternity Care

The Plan covers the following maternity services:

¢ Routine outpatient prenatal car
screening, physical exams, recordi

monitoring.

¢ Prenatal genetic testing g

e Delivery, including a g ent care following a
vaginal delivery ang ini g patient care following

a caesarean section.
mother and h
and the moth

e Services by a ce
at a home.

ill be made by the attending physician
ovided in a licensed health care facility or

fter birth. Coverage beyond 31 days will only
nrolled as a Dependent. Please see the

er services (cooking, cleaning, laundry, shopping and
eeping) for a woman who (1) is confined to bed rest

C ormal functions of daily life (including walking, speaking,
ping, eating, drinking and using the toilet) are restricted. Services must
e Medically Necessary, as determined by your attending Plan Provider, who
all consult with the Plan case manager, when applicable.

inimum of two postpartum homemaker visits, when Medically
cessary, as determined by your attending Plan Provider, who shall consult
with the Plan case manager, when applicable.

27 . Medical Formulas

The Plan covers enteral formulas for inherited diseases of amino and organic
acids and the treatment of impaired absorption of nutrients caused by
disorders effecting the absorptive surface, functional length, or motility of the
gastrointestinal tract to the extent required by New Hampshire law.
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Benefit Description

28 . Mental Health and Substance Use Disorder Treatment
To be covered by the Plan, all mental health and substance use disorder
treatment must be provided by contracted providers. The only exceptions
apply to: (1) care required in a Medical Emergency, (2) care when you are
temporarily outside of the state where you live, and (3) care when you were
being treated by a mental health provider under a prior plan. The first two
exceptions are described in the section I. How the Plan Works. If you were
being treated by a mental health provider under a prior agalth plan, please
see "Mental Health Provider Continuation,” below.

Coverage for New Hampshire Parity Conditio
law, the Plan covers Medically Necessary treatm
lliness at the same level as for any other medi
Mental llinesses are the following diagnoses: sch
psychotic disorders, schizoaffective disorder, bipola
nervosa and bulimia nervosa, major depressive disord
pervasive developmental disorder or
disorder and obsessive-compulsive d toimmune
neuropsychiatric disorders (PANS/PAN
may include intravenous imm i en ordered by
a physician.

Coverage for Other Cg overage discussed
above, the Plan will pr all other conditions
listed in the most recent i fEe Diagnostic and Statistical Manual of

der New Hampshire

Partial hospitalization is an Intensive Outpatient Program (IOP)

that provides coordinated services in a therapeutic setting. Partial
hospitalization will only be covered if you and your doctor agree that
this treatment is best for you.

Outpatient Services

e Care by a licensed mental health professional (including online
counseling through secure digital messaging)

e (Crisis intervention services

e Substance use disorder treatment

¢ Detoxification services

e Medication management

e Medication-assisted treatment

e Methadone maintenance

¢ Psychological testing
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Benefit Description

Mental Health and Substance Use Disorder Treatment (Continued)

e eVisits (email consultations between a patient and a licensed mental
health professional when there is an established relationship)

Please Note: A Member requesting mental health services will be referred for
at least five (5) visits per Plan Year or Calendar Year to an HPHC-NE network
mental health provider. The Plan will not review Medical Necessity of those
five (5) visits.

Mental Health Provider Continuation

If the Plan replaced your prior health plan and
mental health provider under the prior plan, you

to one year after the Plan replaced your prior health p eligible
to continue treatment with a mental ract with
HPHC-NE if you received mental hea
by your current employer and either:
a) You received mental healt i e separate days
during the 30-day, 90-da > ively, immediately

You should obtai
the service if it is
may require you t
explanation of ben
provider, We may li
the a it would

€ service. The Plan may refuse to cover
cessary as determined by the Plan. We

able proof of the prior services, such as an
jous insurance carrier or a letter from the
pays to your mental health provider to
tracting provider in the Plan's network.

29 . Observation Services

The Plan services including short term treatment,
assessment t for up to 48 hours in an acute care facility (i.e.

30 . Ostomy Supplies

an covers ostomy supplies up to the Benefit Limit listed in the Schedule
pnefits. Only the following supplies are covered:

gation sleeves, bags and catheters

Pbuches, face plates and belts

Skin barriers
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Benefit Description

31 . Palliative Care

The Plan covers palliative care in conjunction with inpatient, home health
care, hospice and physician services. Member Cost Sharing for palliative care is
included in the cost sharing associated with these services.

Palliative care is a medical specialty that supports improved quality of life for
Members with chronic or serious illness. Care is focused on providing relief
from symptoms and the stress of illness. Palliative care ca be provided at
any stage of illness, along with treatment for your con while remaining
under the care of your regular provider. This care is o d alongside curative
or other treatments you may be receiving.

Palliative care may include physician services, n
pain and symptom management, medication ma
therapies (occupational, physical, speech and pulm
services and durable medical equipment.

32 . Physician and Other Professional Office Visits

Physician services, including services
be obtained on an outpatient basis at
services may include:

¢ Routine physical examig i i i ecological examination

¢ Follow-up care proy
or gynecologlcal co
gynecological

ilhood immunizations as recommended by
Health and Human Services, Centers for

diation therapy

isits (email consultations between a patient and a physician or other
dical professional when there is an established relationship)

ease Note: Some Plans may cover certain preventive services and tests with
o Member Cost Sharing. Please see your Schedule of Benefits for the coverage
hat applies to your Plan.
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Benefit Description

33 . Prosthetic Devices

The Plan covers prosthetic devices when ordered by a Plan Provider. The cost of
the repair and maintenance of a covered device is also covered.

In order to be covered, all devices must be able to withstand repeated use.
Coverage is only available for:

* The least costly prosthetic device adequate to allow you to perform
Activities of Daily Living. Activities of Daily Living do gt include special
functions needed for occupational purposes or spo

¢ One item of each type of prosthetic device. No
serve a duplicate purpose are covered.

Covered prostheses include:

* Breast prostheses, including replacements and

* Prosthetic arms and legs (including myoelectric and
prosthetic device means an artificial limb device to re i ole orin
part, an arm or leg.

* Prosthetic eyes

Member Cost Sharing amoug
of equipment to the Plan

34 . Reconstructive Surgery

ed when the surgery can reasonably be
a Physical Functional Impairment resulting

expected to i
from an accide

vered to repair or restore appearance damaged by
ry. (For example, this benefit would cover repair of a

ostheses and physical complications for all stages of mastectomy,
acluding lymphedemas, in a manner determined in consultation with the
ending physician and the patient;

onstruction of the breast on which the mastectomy was performed; and

Surgery and reconstruction of the other breast to produce a symmetrical
appearance.

Benefits include coverage for procedures that must be done in stages, as long
as you are an active member. Membership must be effective on all dates on
which services are provided.

There is no coverage for Cosmetic Services or surgery except for (1) Cosmetic
Services that are incidental to the correction of a Physical Functional
Impairment, (2) restorative surgery to repair or restore appearance damaged
by an accidental injury, (3) post-mastectomy care as described above, and (4)
gender affirming procedures and related services.

Important Notice: We use clinical guidelines to evaluate whether different
types of reconstructive and restorative procedures are Medically Necessary.
If you are planning to receive such treatment, you may review the current
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Benefit Description

Reconstructive Surgery (Continued)

Medical Necessity Guidelines. To obtain a copy, please call Member Services at
1-888-333-4742.

35 . Rehabilitation — Hospital Care

The Plan covers care in a facility licensed to provide rehabilitative care on an
inpatient basis. Coverage is provided when you need daily Rehabilitation
Services that must be provided in an inpatient setting. Rehabilitation
Services include cardiac rehabilitation therapy, physical apy, pulmonary
rehabilitation therapy, occupational therapy and spe erapy. The Benefit
Limit is listed in the Schedule of Benefits.

36 . Rehabilitation and Habilitation Services — Outpatient

The Plan covers the following outpatient Rehabi
Services:

e Cardiac rehabilitation therapy
* Occupational therapy

® Physical therapy

e Pulmonary rehabilitation
® Speech therapy

¢ If, in the opi
improvement
covered; and

Provider, there is likely to be significant
within the period of time benefits are

covered to the extent that they are a Medically
t of the pulmonary rehabilitation. Services must be

BBved home care treatment plan they are available as described in section
pvered Benefits, Home Health Care.

an covers diagnostic scopic procedures and related services received
an outpatient basis.

Diagnostic scopic procedures are those for visualization, biopsy and/or polyp
removal. Scopic procedures are:

¢ Colonoscopy

e Endoscopy

¢ Sigmoidoscopy

38 . Skilled Nursing Facility Care

The Plan covers care in a health care facility operated pursuant to law that
provides skilled nursing care on an inpatient basis. Coverage is provided only
when you need daily skilled nursing care that must be provided in an inpatient
setting. The Benefit Limit is listed in the Schedule of Benefits.
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Benefit Description

39 . Surgery - Outpatient

The Plan covers outpatient surgery, including related services. Outpatient
surgery is defined as any surgery or procedure in a day surgery department,
ambulatory surgery department or outpatient surgery center.

There are certain specialized services for which you will be directed to a Center
of Excellence for care. See the section I.D.4. Centers of Excellence for more

information.
40 . Telemedicine Virtual Visit Services

The Plan covers Medically Necessary telemedicine vir,
the purpose of diagnosis, consultation or treatme
visit services are limited to the use of real-time |
other electronic media telecommunications, tele
services involving stored images forwarded for fut
and forward” telecommunication as a substitute for
with Providers.

41 . Temporomandibular Joint Dysfunction Services

The Plan covers medical treatment of
(TMD). Only the following servicessa

e Consultation with a ph

e Physical therapy, (suk iSIF [imi atient physical therapy
listed in the Schedu i

e Surgery
e X-rays

Important Notice: 3 overed for the treatment of
Temporgmandibular 1

42 . Travel Reimbursement Bene

ause state law restricts a Provider from providing you with the service.

pu are required to travel at least 100 miles from your residence to obtain
e Covered Benefit.

heWthe above criteria are met, you will be reimbursed for certain
ansportation and lodging expenses. These services must be “primarily for and
ssential to” receiving medical care (per Internal Revenue Code (IRC) § 213(d)).
Reimbursement is for you and one companion when necessary to enable you
to receive the Covered Benefit, as follows:

1. Round trip transportation including air, train, bus, taxi and ride-sharing
service, car rental, tolls, and parking expenses will be reimbursed for travel
between your home and the location at which you receive the Covered
Benefit.

e Travel by air and train is limited to commercially scheduled coach-class
tickets and will not count toward a daily travel maximum if one has
been established by your employer.

* Mileage is based on the current Internal Revenue Service (IRS) medical
mileage reimbursement, which includes gasoline.
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Benefit Description

Travel Reimbursement Benefit (Continued)

2. Lodging expenses will be reimbursed up to $50 per person per night (up to
$100 if you travel with a companion) when the medical care is provided
by a physician in a licensed hospital (or in a medical care facility which is
related to, or the equivalent of, a licensed hospital).

Please Note: Reimbursement for travel expenses for transportation and
lodging is only available for the Member receiving the Covgred Benefit and one
companion. In accordance with the IRC, companion coy, e is allowed only
when the assistance of a companion is necessary for ember to receive the
covered medical services (e.g., parental consent is r, is sedation
that causes the Member to require assistance). P ; ub. 502.

To be eligible for this benefit, you must attest to s
above, travel expenses incurred, and, if applicable,
travel. You will need to complete a reimbursement f

for information on how to submit for
To obtain a reimbursement foyg

43 . Urgent Care Services

The Plan covers
clinic, (2) an urge

Convenience care
for mingg illnesses a

es that you receive at (1) a convenience care
) a hospital urgent care center.

are usually staffed by non-physician
ice registered nurses, and are located in

stores,
covered

u

Bs, not departments of a hospital. They are staffed by
advanced practice registered nurses, and physician assistants. To see a
' urgent care centers covered by the Plan, please refer to your Provider
tory and search under “urgent care”.

al urgent care centers: Some hospitals provide treatment for urgent
are Services as part of the hospital’s outpatient services. A hospital urgent care
nter may be located within a hospital, or at a satellite location separate
rom the hospital. These urgent care centers are owned and operated by the
hospital and are considered a department of the hospital. They are staffed by
doctors, nurse practitioners, and physician assistants and provide treatment for
ilinesses and injuries that require urgent attention but are not life threatening.
Because the services provided are considered outpatient hospital services, only
the hospitals are listed in the Provider Directory. These services may require
higher Member Cost Sharing than urgent care services received at independent
urgent care centers.

Please note: Hospital urgent care center services are treated differently than
similar services received in a hospital emergency room. For information on
services received in a hospital emergency room, please see the Emergency
Room Care benefit above and your Schedule of Benefits.
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Benefit Description

Urgent Care Services (Continued)

Please refer to your Schedule of Benefits for the Member Cost Sharing
applicable to each type of Urgent Care service.

Coverage for Urgent Care is provided for services that are required to prevent
deterioration to your health resulting from an unforeseen sickness or injury.
Covered Benefits include, but are not limited to, the following:

e Care for minor cuts, burns, rashes or abrasions, inclu
e Treatment for minor illnesses and infections, incl
¢ Treatment for minor sprains or strains

You do not need to obtain a Referral from your
Care. Whenever possible, you should contact you

suturing
earaches

dcall 911 orgo
edical Emergency.
, major blood loss,

Important Notice: Urgent Care is not e
directly to a hospital emergen i

44 . Vision Services

ardware for Special Conditions:

Rlan provides coverage for contact lenses or eyeglasses needed for the
ing conditions:

Keratonconus. One pair of contact lenses is covered per Plan Year or
Calendar Year. The replacement of lenses, due to a change in the Member's
condition, is limited to 3 per affected eye per Plan Year or Calendar Year.

Post cataract surgery with an intraocular lens implant (pseudophakes).
Coverage is limited to $140 per surgery toward the purchase of eyeglass
frames and lenses. The replacement of lenses due to a change in the
Member’s prescription of .50 diopters or more within 90 days of the surgery
is also covered up to a limit of $140.

e Post cataract surgery without lens implant (aphakes). One pair of eyeglass
lenses or contact lenses is covered per Plan Year or Calendar Year. Coverage
up to $50 per Plan Year or Calendar Year is also provided for the purchase of
eyeglass frames. The replacement of lenses due to a change in the Member's
condition is also covered. Replacement of lenses due to wear, damage, or
loss, is limited to 3 per affected eye per Plan Year or Calendar Year.
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Benefit Description

Vision Services (Continued)

e Post retinal detachment surgery. For a Member who wore eyeglasses or
contact lenses prior to retinal detachment surgery, the Plan covers the full
cost of one lens per affected eye up to one Plan Year or Calendar Year after
the date of surgery. For Members who have not previously worn eyeglasses
or contact lenses, the Plan covers either (1) a pair of eyeglass lenses and up
to $50 toward the purchase of the frames, or (2) a pair of contact lenses.

45 . Voluntary Sterilization
‘ The Plan covers voluntary sterilization, including tub

ation and vasectomy.

46 . Voluntary Termination of Pregnancy
The Plan may cover voluntary termination of pr

Please Note: Not all Plans cover this benefit. Please
Benefits to determine if your Plan provides coverage

47 . Wigs and Scalp Hair Prostheses

Wigs and scalp hair prostheses when
the treatment for any form of cancer o

If you live outside of New Hampshire, your cov
contact Member Services for more details.
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IV. Exclusions

The exclusions headings in this section are intended to group together services, treatments, items, or supplies
that fall into a similar category. Actual exclusions appear underneath the headings. A heading does not create,
define, modify, limit or expand an exclusion.

The services listed in the table below are not covered by the Plan:

Exclusion Description

1. Alternative Treatments

1. Acupuncture care except when specifically lj
Please see your Schedule of Benefits to dete
coverage for this benefit.

2. Acupuncture services that are outside the scope of
care.

3. Alternative or holistic services an Pries and
nutritional supplements assggcigted

therapist, phys
occypational th

2 . Dental Services

nd Your Schedule of Benefits and any associated riders.

poromahdibular Joint Dysfunction (TMD) care, except the specific
edical treatments listed as Covered Benefits in this Benefit Handbook.

3. traction of teeth, except when specifically listed as a Covered Benefit.
ase see your Schedule of Benefits and any associated riders to determine
our Plan provides coverage for this benefit.

Pediatric dental care, except when specifically listed as a Covered Benefit.
Please see your Schedule of Benefits and any associated riders to determine
if your Plan provides coverage for this benefit.

3. Durable Medical Equipment and Prosthetic Devices

1. Any devices or special equipment needed for sports or occupational
purposes.

2.  Any home adaptations, including, but not limited to home improvements
and home adaptation equipment.

3. Non-durable medical equipment, unless used as part of the treatment at a
medical facility or as part of approved home health care services.

4. Repair or replacement of durable medical equipment or prosthetic devices
as a result of loss, negligence, willful damage, or theft.
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Exclusion Description

4 . Experimental, Unproven or Investigational Services

1. Any products or services, including, but not limited to, drugs, devices,
treatments, procedures, and diagnostic tests that are Experimental,
Unproven, or Investigational.

5. Foot Care

1. Foot orthotics, except for the treatment of severe diabetic foot disease or
systemic circulatory diseases.

2. Routine foot care. Examples include nail trimming ing or debriding
and the cutting or removal of corns and calluses s exclusion does not
apply to preventive foot care for Members di i iabetes or
systemic circulatory diseases.

6 . Maternity Services

2. Routine pre-natal and post-part g outside
the Service Area.

3. Services provided by a do

7 . Mental Health Care

iagnosis or treatment of mental health and
that, in the reasonable judgment of the Plan, are

with prevailing national standards of clinical practice for
of such conditions.

ent with prevailing professional research demonstrating
that the services or supplies will have a measurable and beneficial
health outcome.

Typically do not result in outcomes demonstrably better than other
available treatment alternatives that are less intensive or more cost
effective.

Cosmetic Services, including drugs, devices, treatments and procedures,
except for (1) Cosmetic Services that are incidental to the correction of
Physical Functional Impairment, (2) restorative surgery to repair or restore
appearance damaged by an accidental injury, (3) post-mastectomy care,
and (4) gender affirming procedures and related services.

2. Electrolysis or laser hair removal, except for what is Medically Necessary as
part of gender affirming services.

3. Hair removal or restoration, including, but not limited to, electrolysis, laser
treatment, transplantation or drug therapy.

4. Liposuction, except for what is Medically Necessary as part of gender
affirming services, or removal of fat deposits considered undesirable.
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Exclusion Description

Physical Appearance (Continued)

5. Scar or tattoo removal or revision procedures (such as salabrasion,
chemosurgery and other such skin abrasion procedures).

Skin abrasion procedures performed as a treatment for acne.

Treatments and procedures related to appearance including but

not limited to abdominoplasty; chemical peels; collagen injections;
dermabrasion; implantations (e.g. cheek, calf, pec , gluteal); lip
reduction/enhancement; panniculectomy; remov, redundant skin;
and silicone injections (e.g. for breast enlarge , except for what
is Medically Necessary as part of gender affi i
Covered Benefit.

8. Treatment for skin wrinkles and skin tags or an
the appearance of the skin.

9. Treatment for spider veins.

10. Wigs and scalp hair prosthesis wh
baldness, female pattern bais ure aging.

9 . Procedures and Treatments

1. Chiropractic care, exg ifi a Covered Benefit.

the scope of standard chiropractic practice,
rgery, prescription or dispensing of drugs or
s, obstetrical practice, or treatment of
br chiropractic care.

2. Care by achi
including but
medications, i
infections and

¥ Please note: Your employer may participate
ealth improvement incentive programs offered by
review all your Plan documents for the amount of

as requiring that it be provided at a Center of

verage will be provided under this Handbook if that
ageved from a Provider that has not been designated as a Center
xcellence. Please see the Handbook section I.D.4. Centers of Excellence
for more information.

tritional or cosmetic therapy using vitamins, minerals or elements, and
er nutrition-based therapy. Examples include supplements, electrolytes,
and foods of any kind (including high protein foods and low carbohydrate
foods).

Physical examinations and testing for insurance, licensing or employment.

Services for Members who are donors for non-members, except as
described under Human Organ Transplant Services.

Testing for central auditory processing.

Group diabetes training, educational programs or camps.
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Description

10 . Providers

1. Charges for services which were provided after the date on which your
membership ends.

2. Charges for any products or services, including, but not limited to,
professional fees, medical equipment, drugs, and hospital or other facility
charges, that are related to any care that is not a Covered Benefit under
this Handbook.

Charges for missed appointments.

4. Concierge service fees. (See the Handbook se “Providgts Fees for
Special Services” for more information.)

5. Follow-up care after an emergency room visit
by your PCP.

6. Inpatient charges after your hospital discharge.

Provider's charge to file a claim
records.

8. Services or supplies provig
marriage or adoption,

11 . Reproduction

1. Any form of Surrog®
covered materaity serV

2.

3.

4, ust b€ purchased at an outpatient pharmacy, unless
your atient pharmacy coverage.

r Members who are not medically infertile, except
d in this Benefit Handbook.

Ins®mination (IUI) services provided in the home.

rsal ofWoluntary sterilization (including any services for infertility
ated to voluntary sterilization or its reversal).

erm collection, freezing and storage except as described in Section llI.
vered Benefits.

perm identification when not Medically Necessary (e.g., gender
identification).

. The following fees; wait list fees, non-medical costs, shipping and handling

charges etc.

. Voluntary termination of pregnancy, unless the life of the mother is in

danger or unless it is specifically listed as a Covered Benefit. Please see
your Schedule of Benefits to determine if your Plan provides coverage
for this benefit.

12 . Services Provided Under Another Plan

1.

2.

Costs for any services for which you are entitled to treatment at
government expense, including military service connected disabilities.

Costs for services for which payment is required to be made by a Workers'
Compensation plan or an Employer under state or federal law.
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Exclusion Description

13 . Telemedicine

1. Telemedicine services involving fax.

2. Provider fees for technical costs for the provision of telemedicine services.

14 . Types of Care

1. Rest or domiciliary care.

2. All institutional charges over the semi-private room rate, except when a
private room is Medically Necessary.

3. Pain management programs or clinics.

Physical conditioning programs such as athl
exercise, fitness, flexibility, and diversion or

Private duty nursing.
Sports medicine clinics.

Vocational rehabilitation, or vo
placement, or therapy to restore

ptability, job
pation.

15 . Vision and Hearing

1. Eyeglasses, contact lensgS§e d in this Benefit

3.
put not limited to, lasik surgery,
plantation for the correction of naturally
nd astigmatism.
5. ns, except when specifically listed as a Covered

Schedule of Benefits to determine if your Plan

y service®or supply (with the exception of contact lenses) purchased
om the internet.

ny service, supply or medication when there is a less intensive Covered
nefit or more cost-effective alternative that can be safely and effectively
ovided, in accordance with applicable medical necessity guidelines.

Any service, supply or medication that is required by a third party that
is not otherwise Medically Necessary (examples of a third party are an
employer, an insurance company, a school or court).

Beauty or barber service.

6. Any drug or other product obtained at an outpatient pharmacy, except for
pharmacy supplies covered under the benefit for diabetes services, unless
your Plan includes outpatient pharmacy coverage.

7. Diabetes equipment replacements when solely due to manufacturer
warranty expiration.

Donated or banked breast milk.

Externally powered exoskeleton assistive devices and orthoses.
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Exclusion Description

All Other Exclusions (Continued)

10. Food or nutritional supplements, including, but not limited to,
FDA-approved medical foods obtained by prescription, except as required
by law and prescribed for Members who meet HPHC-NE policies for enteral
tube feedings.

11. Guest services.

12. Medical equipment, devices or supplies except as li in this Benefit

Handbook.
13. Medical services that are provided to Membe
committed to jail, house of correction, pris i cility of the

Department of Youth Services.

14. Reimbursement for travel expenses, except as d
Handbook. Excluded services include, but are not
¢ Alcohol and tobacco.
e Childcare expenses.
e Entertainment.

e Expenses for anyoy
sportation services.

Services provided under an individualized education program (IEP),
cluding any services provided under an IEP that are delivered by school
prsonnel or any services provided under an IEP purchased from a
tractor or vendor.

. Services that are not Medically Necessary.

. Services your PCP or a Plan Provider has not provided, arranged or
approved except as described in the Handbook sections “Your PCP
Manages Your Health Care” and “Using Plan Providers”.

21. Taxes or governmental assessments on services or supplies.

22. Transportation, except for emergency ambulance transport, and
non-emergency medical transport needed for transfer between hospitals or
other covered health care facilities or from a covered facility to your home
when Medically Necessary or when specifically listed as a Covered Benefit.

23. Voice modification surgery, except when Medically Necessary for gender
affirming services.
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Exclusion

Description

All Other Exclusions (Continued)

24. The following products and services:

Air conditioners, air purifiers and filters, dehumidifiers and humidifiers.
Car seats.

Chairs, bath chairs, feeding chairs, toddler chairs, chair lifts, recliners.
Electric scooters.

Exercise equipment.

Home modifications including but not limj
and ramps.

Hot tubs, jacuzzis, saunas or whirlpools.

, handrails

Mattresses.

Medical alert systems.
Motorized beds.
Pillows.
Power-operated vehig
Stair lifts and stai
Strollers.

Vehicle
Telephone.
Television.

ding but not limited to van lifts.
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V. Reimbursement and Claims Procedures

The information in this section applies when you
receive services from a non-Plan Provider.

This should happen only when you get care:
o Ina Medical Emergency; or

« When you are temporarily traveling outside of the

B. REIMBURSEMENT FOR BI

Covered Benefits that are air ambulance services
provided by a Non-Plan Provider.

If you have any questions, please call our Member
Services Department at 1-888-333-4742.

OU PAY

state where you live.

In most cases, you should not receive bills from a Plan
Provider.

your applicable Mem

A. BILLING BY PROVIDERS

If you get a bill for a Covered Benefit you may ask the
provider to:

1)  Bill us on a standard health care claim form
(such as the CMS 1500 or the UB04 form); and

2) Send it to HPHC-NE Claims, P.O. Box 699183,
Quincy, MA 02269-9183.

If you receive a Surprise Bill, you are only responsjble
for the applicable Member Cost Sharing based
the Recognized Amount. HPHC-NE will reimb
Non-Plan Providers at the Out-of-Network Rate
unless otherwise agreed to by the Provider and

on the Recognized Amount. All Memb
will apply to the Out-of-Pocket Maximu

you for:

o Amounts in excess of
Sharing, based on the

gnized Amount, for
lary Covered Benefits

a Non-Plan who has not satisfied the
notice and consent criteria of section 2799B-2(d)
of the Public Service Act.

« Amounts in excess of your Member Cost Sharing, .
based on the Recognized Amount, for Covered
Benefits that are Medically Emergency Services
provided by a Non-Plan Provider.

« Amounts in excess of your applicable Member
Cost Sharing, based on the rates that would apply
if the service was provided by a Plan Provider, for .
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reimbursements must be
addresses:

NE Claims

80ox 699183

A 02269-9183

eimbursement for a bill you have paid,
han for pharmacy items, you must submit an
medical reimbursement claim form with the

provider or facility information. A legible claim form
from the provider or facility that provided your care
may also be included but is not required. The medical
reimbursement form must include all of the following
information:

The Member's full name and address

The Member's date of birth

The Member's Plan ID number (on the front of
the Member's Plan ID card)

The Member’s signature

The name and address of the person or facility
providing the services for which a claim is made
and their Tax Identification Number (TIN) or
National Provider Identification (NPI) number

The Member's diagnosis description, diagnosis
code or ICD 10 code

The date the service was rendered

The CPT code (or a brief description of the illness
or injury) for which payment is sought

The amount of the provider's charge
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« Proof that you have paid the bill
e Other insurance information

Important Notice: We may need more information
for some claims. If you have any questions about

claims, please call our Member Services Department
at 1-888-333-4742.

A medical reimbursement claim form can be obtained
online at www.harvardpilgrim.org or by calling the
Member Services Department at 1-888-333-4742.

1. International Claims

If you are requesting reimbursement for services
received while outside of the United States you
must submit an HPHC medical reimbursement
claim form along with an itemized bill and proof

of payment. We may also require you to provide
additional documentation, including, but not limited
to: (1) records from financial institutions clearly
demonstrating that you have paid for the services
that are the subject of the claim; (2) the source of
funds used for payment; and (3) an English translated
description of the services received.

2. Pharmacy Claims
To obtain reimbursement for pharmacy bills

you have paid, you must submit a Prescription
Claim Form. The form can be obtai
www.harvardpilgrim.org or by cal

reimbursement is requeste

The following information
Claim Form:

e The

o Thenu
provided

o The date the

o The prescribing Provider's name

tion was filled

o The pharmacy name and address
o The amount you paid

Important Notice: Reimbursement for prescription
drugs will only be made if your plan includes optional
outpatient pharmacy coverage. Please see your
Prescription Drug Brochure (if your Plan includes
outpatient pharmacy coverage) for more information.

If you have a question regarding your reimbursement,
you should contact the Member Services Department
at 1-888-333-4742.

C. LIMITS ON CLAIMS

To be eligible for payment, we must receive claims
within one year of the date care was received or as
soon as reasonably possible. In@ccordance with New
Hampshire law, we will sen reimbursement
within 30 days of receipt information needed to

Surprise
claim is for
it p

S PROVISIONS

will have a right, where not prohibited

to have an autopsy performed. Any such
gtion or autopsy will be conducted by a licensed
osen by HPHC-NE and at its expense.
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VI. Appeals and Complaints

This section explains our procedures for processing
appeals and complaints and the options available if
an appeal is denied.

A. BEFORE YOU FILE AN APPEAL

On occasion, claim denials may result from a
misunderstanding with a provider or a claim
processing error. Since these problems can be easy
to resolve, we recommend that Members contact a
Member Service Representative prior to filing an
appeal. (A Member Service Representative can be
reached toll-free at 1-888-333-4742 or at 711 for
TTY service.) The Member Service Representative
will investigate the claim and either resolve the
problem or explain why the claim is being denied. If
you are dissatisfied with the response of the Member
Service Representative, you may file an appeal using
the procedures outlined in section VI.B. MEMBER
APPEAL PROCEDURES .

B. MEMBER APPEAL PROCEDURES

If you are dissatisfied with a decision on our covera

¢ from the
epartment. The

nsurance Department
21 South Fruit Street, Suite 14
Concord, NH 03301

« If we do not provide you with a timely appeal or
expedited appeal in accordance with the time
limits stated below, we will promptly notity you
of your right to proceed to external review by the
New Hampshire Insurance Department without
having received a decision from us. Please see
below for information on external review
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1. Initiating Your Appeal

To initiate your appeal, you or your representative
should write or fax a letter to us about the coverage you
are requesting and why you feel it should be granted
(if your appeal qualifies as an expedited appeal, you
may contact us by telephone) the section VIL.B.3.
Expedited Review Procedur the expedited appeal
process.

Please be as specific

rds and

it an appeal on your
er, the appeal must
ou, authorizing the

behalf. HPHC-NE may

appeals, please send your request to the
following address:

HPHC-NE Appeals and Grievances Department
Harvard Pilgrim Health Care of New England,
Inc.

1 Wellness Way

Canton, MA 02021

Telephone: 1-888-333-4742

Fax: 1-617-509-3085

When we receive your appeal, we will assign an
Appeals and Grievances Analyst to manage your
appeal throughout the appeal process, and we will send
you a letter identifying your Appeals and Grievances
Analyst. That letter will include detailed information
on the appeal process. Your Appeals and Grievances
Analyst is available to answer any questions you may
have about your appeal or the appeal process.

2. Appeal Process

Your Appeals and Grievances Analyst will investigate
your appeal and determine if additional information
is required. This information may include medical
records, statements from your doctors, and bills and
receipts for services you have received. You may also
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provide us with any written comments, documents,
records or other information related to your claim.
Should we need additional information to decide
your appeal, your Appeals and Grievances Analyst
will notify you. You will have 45 days to provide the
requested information. After 45 days, your appeal
may be closed. However, the appeal may be reopened
if the requested information is submitted within 180
days of the denial of coverage.

We will review your appeal and send you a written
decision within 30 days of receiving your appeal.

If we request additional information from you, the
30-day time period will not run while we are awaiting
the requested information. After we receive all the
information needed to make a decision, your Appeals
and Grievances Analyst will inform you in writing of
whether we have approved or denied your appeal. Our
decision of your appeal will include: (1) the titles and
qualifying credentials of your Appeals and Grievances
Analyst and any other person reviewing your appeal;
(2) a summary of the facts and issues in the appeal; (3)
a summary of the documentation relied upon; and
(4) the specific reasons for the decision, includin
the clinical rational, if any. This decision is our
decision under the appeal process.

If our decision is not fully in your favor, the decisi
will also include a description of oth
further review of your appeal. Thes
below.

your Appeals and Grieva
opinion of a qualified phy.

e identity of the
t) consulted
olved in the
nder appeal will be a
he appeal process. You
f charge, all documents,
n relevant to the initial

have the right to receive,
records or other
denial and your appeal.

3. Expedited Review Procedure
We will provide you with an expedited review if your
appeal involves services which:

1) ifdelayed, could seriously jeopardize your life or
health or ability to regain maximum function,

2) in the opinion of a physician with knowledge
of your medical condition, would result in

severe pain that cannot be adequately managed
without the care or treatment, or

3) involves the continuation of inpatient services
following emergency care.

If your appeal involves services that meet one of these
criteria, please inform us and we will provide an
expedited review.

You, your representative or a
behalf may request an exp
or fax. Please see sectio
for the telephone an
and respond to your r
notify you of the decisio
and then send you a writte
business

ider acting on your
appeal by telephone
.1. Initigting Your Appeal

¥ with the New Hampshire Insurance

pent at the same time. You do not have to wait
-NE completes your expedited appeal
pedited external review. Please see the

n C.2. Independent External Review of Appeals
ormation on how to file for external review.

To enable us to conduct such a quick review of the
expedited appeal, we must limit the expedited appeal
process to the circumstances listed above. Your help
in promptly providing all necessary information is
essential for us to provide you with this quick review.
If we do not have sufficient information necessary to
decide your appeal, we will notify you that additional
information is required within 24 hours after receipt
of your appeal.

C. OPTIONS FOR FURTHER REVIEW IF YOUR APPEAL
IS DENIED

If you disagree with the decision of your appeal, you
may have a number of options for further review.
These options are (1) Reexamination of appeals that
are subject to clinical review for medical necessity by
HPHC-NE, (2) external review by an Independent
Review Organization (IRO) appointed by the New
Hampshire Insurance Department, or (3) alternative
dispute resolution through the U.S. Department of
Labor or legal action against us. Below is a summary
of these options.
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1. Reexamination

If you disagree with a decision concerning an appeal
that is subject to clinical review for medical necessity,
you may request reexamination of such appeal if
there is additional clinical documentation that hasn’t
previously been reviewed by HPHC-NE. You must
request reexamination within 45 days of the date of
your denial letter.

Reexamination is not available for the following types
of appeals:
o Decisions involving a benefit limitation where the
limit is stated in the Handbook

» Decisions involving excluded services, except
Experimental, Unproven, or Investigational
services

o Decisions concerning Member cost sharing
requirements; or

o Decisions that do not involve clinical review for
medical necessity.

Our reexamination process is voluntary and optional.
You may request reexamination by HPHC-NE before
seeking external review from the New Hampshi
Insurance Department, as discussed below, or y
may proceed directly to external review. You ma
also request such reexamination if the Insurance
Department has determined that yo eal is
not eligible for external review. Ho
not reexamine an appeal that has bee

2. Independent Externa
The New Hampshire Insu
prepared a publication that
to appeal certain health care

form for
included
e following text is the
Insurance Department's M ed Care Consumer

Guide to Externa,

i. MANAGED CARE CONSUMER GUIDE TO EXTERNAL
APPEAL

a. What is an External Appeal?

New Hampshire law gives individuals who are covered
by fully-insured, health or dental insurance plans the
right to have a nationally-accredited, independent,
medical review organization (IRO), which is not
affiliated with his/her insurance company, review

and assess whether the company’s denial of a specific
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claim or requested service or treatment is justified.
This type of review is available when a recommended
service or treatment is denied on the basis that it
does not meet the insurer’s requirements for medical
necessity, appropriateness, health care setting, and
level of care or effectiveness. This review is often
called Independent External Appeal, External Appeal,
External Health Review or simply External Review.

b. What are the eligibility r rements for External
Appeal?
To be eligible for Exter

conditions must be
o The patient must

under the
) a treatment

css provided by the insurer and have received
nal, written decision from the insurer relative
its review.

xception #1: The patient does not need to
eet this requirement, if the insurer agrees
in writing to allow the patient to skip its
Internal Appeal process.

P Exception #2: If the patient requested an
internal appeal from the insurer, but has not
received a decision from the insurer within
the required time frame, the patient may
apply for External Appeal without having
received the insurer’s final, written decision.

o The patient must submit the request for External
Appeal to the Department within 180 days from
the date appearing on the insurance company’s
letter, denying the requested treatment or service
at the final level of the company’s Internal Appeals
process.

o The patient’s request for External Appeal may not
be submitted for the purpose of pursuing a claim
or allegation of healthcare provider malpractice,
professional negligence, or other professional
fault.

¢. What types of health insurance are excluded from
External Appeal?

In general, External Appeal is available for most health
insurance coverage. Service denials relating to the
following types of insurance coverage or health benefit
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programs are not reviewable under New Hampshire’s
External Appeal law:

o Medicaid (except for coverage provided under the
NH Premium Assistance Program)

o The New Hampshire Children’s Health Insurance
Program (CHIP)

o Medicare

« All other government-sponsored health insurance
or health services programs

+ Health benefit plans that are self-funded by
employers
P Note: Some self-funded plans provide
external appeal rights which are administered
by the employer.

d. Can someone else represent me in my External
Appeal?

Yes. A patient may designate an individual,
including the treating health care provider, as his/her
representative. To designate a representative, the
patient must complete Section II of the External
Review Application Form entitled “Appointmen
Authorized Representative”

e. Submitting the External Appeal:
To request an External Appeal, the p
designated representative must co
and submit the External Review App
Form, available on the Department’s we
(https://www.nh.gov/insuramee

insurance c er evidence that the patient
is insured by the insurance company named in

the appeal.

« A copy of the insurance company’s letter, denying
the requested treatment or service at the final level
of the company’s internal appeals process.

o Any medical records, statements from the treating
health care provider(s) or other information that
you would like the review organization to consider
in it’s review.

o If requesting an Expedited External Appeal, the
Provider’s Certification Form.

If you have questions about the application process
or the documentation listed above, please call the
Insurance Department at 1-800-852-3416.

Mailing Address:

New Hampshire Insurance Department
Attn: External Review Unij
21 South Fruit Street, S
Concord, NH 03301

Expedited Externa
« May be faxed to 1-

. Sent by overnight carr
address.

in 7 business days after receiving your
pplication form, the Insurance Department (the
partment) will complete a preliminary review
application to determine whether your
request is complete and whether the case is eligible
r external review.

P If the request is not complete, the Department
will inform the applicant what information
or documents are needed in order to process
the application. The applicant will have
10 calendar days to supply the required
information or documents.

o If the request for external appeal is accepted,
the Department will select and assign an IRO to
conduct the external review and will provide a
written notice of the acceptance and assignment
to the applicant and the insurer.

o Within 10 calendar days after assigning your case
to an IRO, the insurer must provide the applicant
and the IRO a copy of all information in its
possession relevant to the appeal.

o If desired, the applicant may submit additional
information to the IRO by the 20th calendar day
after the date the case was assigned to the selected
IRO. During this period, the applicant may also
present oral testimony via telephone conference
to the IRO. However, oral testimony will be
permitted only in cases where the Insurance
Commissioner determines that it would not be
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feasible or appropriate to present only written
information.

P To request a “teleconference,” complete
Section VII of the application form entitled
“Request for Telephone Conference” or
contact the Department no later than 10 days
after receiving notice of the acceptance of the
appeal.

o By the 40th calendar day after the date the case
was assigned to the selected Independent Review
Organization, the IRO shall A) review all of the
information and documents received, b) render a
decision upholding or reversing the determination
of the insurer, and ¢) notify in writing the applicant
and the insurer of the IRO’s review decision.

g. What is an Expedited External Appeal?

Whereas a Standard External Appeal may take 60
days, Expedited External Appeal is available for those
persons who would be significantly harmed by having
to wait. An applicant may request expedited review by
checking the appropriate box on the External Review
Application Form and by providing a Provider’s
Certification Form, in which the treating provi
attests that in his/her medical opinion adherenc
the time frame for standard review would serious
jeopardize the patient’s life or health or would
jeopardize the patient’s ability to re
function. Expedited reviews must b
hours.

If the applicant is pursuing
the insurer and anticipate

External Appeal, please ca
1-800-852-3416 to speak

Organization makes its decision?
o If the appeal was an Expedited External Appeal,
in most cases the applicant and insurer will be
notified of the IRO’s decision immediately by
telephone or fax. Written notification will follow.

o If the appeal was a Standard External Appeal, the
applicant and insurer will be notified in writing.

« The IRO’s decision is binding on the insurer and
is enforceable by the Insurance Department. The
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decision is also binding on the patient except that
it does not prevent the patient from pursuing
other remedies through the courts under federal
or state law.

Have a question or need assistance?

Staff at the New Hampshire Insurance
Department is available to help.

Call 1-800-852-3416 to s,
services officer.

with a consumer

ction 502(c) of ERISA
time period stated in

HPHC-NE Member Services Department

arvard Pilgrim Health Care of New England,
Inc.

Attention: Appeals and Grievances Department
1 Wellness Way

Canton, MA 02021

Telephone: 1-888-333-4742

We will respond to you as quickly as we can. Member
complaints sent to us in writing will be investigated
and responded to within 30 business days of request.
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VII. Eligibility

Important Notice: Your membership in the Plan is
effective on the date of enrollment by your Employer
Group. Because your employer may notify Harvard
Pilgrim of enrollment changes retroactively, we may
not have current information concerning membership
status. Only your Employer Group can confirm
membership status.

This section describes requirements concerning
eligibility under the Plan. This document incorporates
by reference an Employer Agreement issued by your
employer, which includes information on Dependent
eligibility. It is important to understand that eligibility
of Dependents and effective dates of coverage are
determined by the Employer Group.

A. MEMBER ELIGIBILITY

1. Residence Requirement
To be eligible for coverage under this Plan, you must
live, and maintain a permanent residence, within
Enrollment Area at least six months of a year.

If you have any questions about these requireme
you may call the Member Services Department at
1-888-333-4742. They can give you
the cities and towns in the Enrollm

2. Subscriber Eligibility
To be a Subscriber under thi

+ be an employee of a
accordance with empl&

Employer Groups may elect different coverage for
Dependents and different ages for the termination
of Dependents to the extent allowed by law. Please
consult your Employer Group’s Benefits Office

to determine the specific Dependent eligibility
requirements that apply to your Plan. Unless your
Employer Group has elected to provide different
coverage for Dependents, an individual must be one
of the following to be covered as a Dependent under
the Plan:

1)  The legal spouse of the Subscriber.

2) A child (including an adopted child) of the
Subscriber or spouse of the Subscriber until the
end of the month in which the child turns 26.

3) A child (including an a

no longer eligible
and meets each

cerning ehglblhty
PHC-NE shall apply the

HC-NE will require proof of such disability
within 31 days following the date the individual
uld no longer be eligible due to age as

ibed under Paragraph 2), above.

A child under 18 years of age, for whom the
Subscriber or Subscriber’s spouse is the court
appointed legal guardian. Proof of guardianship
must be submitted to HPHC-NE prior to
enrollment.

5) The child of an eligible Dependent of the
Subscriber until such time as the parent is no
longer a Dependent.

Reasonable evidence of eligibility may be required
from time to time.

Please Note: A divorced or separated spouse of the
Subscriber may be eligible for coverage under New
Hampshire law in accordance with RSA 415:18 XVI
(c)(5). See the section VIII. Termination and Transfer to
Other Coverage for more information.

An individual who is totally disabled and whose
coverage is terminated is eligible to obtain new
coverage through New Hampshire’s federally operated
Health Insurance Marketplace.

4. Former Spouse

RSA 415:18, VII-b provides that in the event of a
divorce or legal separation, the former spouse of the
Subscriber may remain eligible for coverage under the
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Subscriber’s Employer Group policy until the earliest
of one of the following events:

1)  The remarriage of the Subscriber
2) The remarriage of the divorced spouse

3) The termination of the Subscriber’s Employer
Group policy

4) The three-year anniversary of the final decree of
divorce or legal separation

5)  Such earlier time as provided by the final decree
of divorce or legal separation

Eligibility will not be granted if the decree of divorce
expressly disallows coverage. HPHC-NE may request
evidence of eligibility.

If you become divorced or legally separated, you must
notify HPHC-NE and your Employer Group within 30
days of the divorce or legal separation. You must also
notify HPHC-NE within 30 days following a change in
the former spouses mailing address or the remarriage
of the Subscriber or divorced Dependent spouse.

If you lose eligibility for coverage as a divorced or
legally separated spouse under this section, unl
the loss of eligibility was due to your remarriage;
may be entitled to continuation of coverage right
under RSA 415:18, XVI (c) as outlined in section
Termination and Transfer to Other C
also apply for individual coverage.
your Employer Group for more infor
coverage.

B. EFFECTIVE DATE - NE
DEPENDENTS

nrollment and
so see the section

and for whom yo en receiving foster care
payments, may be covered from the date the petition
to adopt is filed. An adoptive child who has not been
living with you may be covered from the date of
placement in your home for purposes of adoption by a
licensed adoption agency.

D. CHANGE IN STATUS

It is your responsibility to inform your Employer
Group and HPHC-NE of all changes that affect
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Member eligibility. These changes include: address
changes and death of a Member.

Please Note: We must have your current address on
file in order to correctly process claims.

E. ADDING A DEPENDENT

To add a new Dependent to your Individual Plan

Family Coverage, you
Services Department

effective unless otherwise required by law.
ee your Employer Group for information on

ECIAL ENROLLMENT RIGHTS

If an’employee declines enrollment for the employee
and his or her Dependents (including his or her
spouse) because of other health insurance coverage,
the employee may be able to enroll himself or herself,
along with his or her Dependents in this Plan if the
employee or his or her Dependents lose eligibility
for that other coverage (or if the employer stops
contributing toward the employee’s or Dependents’
other coverage). However, enrollment must be
requested within 30 days after the other coverage
ends (or after the employer stops contributing toward
the employee’s or Dependents’ other coverage). In
addition, if an employee has a new Dependent as a
result of marriage, birth, adoption or placement for
adoption, the employee may be able to enroll himself
or herself and his or her Dependents. However,
enrollment must be requested within 30 days after the
marriage, birth, adoption or placement for adoption.

Special enrollment rights may also apply to persons
who lose coverage under Medicaid or the Children's
Health Insurance Program (CHIP) or become eligible
for state premium assistance under Medicaid or CHIP.
An employee or Dependent who loses coverage under
Medicaid or CHIP as a result of the loss of Medicaid
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or CHIP eligibility may be able to enroll in this Plan, if
enrollment is requested within 60 days after Medicaid
or CHIP coverage ends. An employee or Dependent
who becomes eligible for group health plan premium
assistance under Medicaid or CHIP may be able to
enroll in this Plan if enrollment is requested within 60
days after the employee or Dependent is determined
to be eligible for such premium assistance.

G. HOW YOU'RE COVERED IF MEMBERSHIP BEGINS
WHILE YOU'RE HOSPITALIZED

If your membership happens to begin while you are
hospitalized, coverage starts on the day membership is
effective. To obtain coverage, you must call both your
PCP and the Plan and allow us to manage your care.
This may include transfer to a Plan affiliated facility, if
medically appropriate. All other terms and conditions
of coverage under this Handbook will apply.

H. NEWBORN COVERAGE

Coverage for a newborn child is effective from the
moment of birth for up to 31 days. Coverage inc
the Covered Benefits in this Handbook, includi
Medical Emergency Services. No coverage is pro
after the 31-day period, unless the Subscriber obta
coverage for the newborn within 60 of the
date of birth. Please see section VI
A DEPENDENT for information on e
procedures. Please see section VILE SP.
ENROLLMENT RIGHTS f;
the birth of a child.
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VIIl. Termination and Transfer to Other Coverage

Important Notice: We may not have current

information concerning membership status. Employer

Groups may notify us of enrollment changes
retroactively. As a result, the information we have
may not be current. Only your Employer Group can
confirm membership status.

A. TERMINATION BY THE SUBSCRIBER

You may end your membership under this Handbook
with your Employer Group's approval. We must
receive notice of disenrollment from your Employer
Group within thirty (30) days of the date you want
your membership to end.

B. TERMINATION FOR LOSS OF ELIGIBILITY

Your coverage may end under this Plan for failing to
meet any of the specified eligibility requirements.

You will be notified if coverage ends for loss of
eligibility. We will inform you in writing.

You may be eligible for continued enrollment un
federal or state law if your membership is terminat
See "Continuation of Employer Gro
this Section for more information.

Please Note: We may not have curren
concerning membership st3

nder this Plan if the
Employer Group contract tii@ugh which the Member

receives coverage €I

We will notify you in writing, if your coverage is
terminated due to your Employer Group failing to pay
the premium.

You may be eligible for continued enrollment under
federal or state law, if your membership is terminated.
Please see VIII.E. CONTINUATION OF EMPLOYER
GROUP COVERAGE REQUIRED BY LAW in this
Section for more information.
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D. MEMBERSHIP TERMINATION FOR CAUSE

We may end a Member’s coverage for any of the
following causes:

 Providing false or misleading information to the
Plan on an application for gnembership or in
for which you or
le within 2 years of
C-NE;

bn of membership will be effective forty-five
after notice from the Plan. Premium paid

any Yor the purpose of defrauding the company.

. TINUATION OF EMPLOYER GROUP COVERAGE
REQUIRED BY LAW

Under the circumstances which are detailed in
Sections a. and b. below, you or your Dependents may
be eligible for continuation of coverage under either
federal or New Hampshire law. You should be sure

to comply with the time limits stated below to avoid
losing important rights.

1. Federal Law

The Consolidated Omnibus Reconciliation Act of
1985, known as COBRA, provides rights for the
continuation of Employer Group health coverage to
Members through most Employer Groups with 20
or more employees. The length of time COBRA is
available depends upon the event causing the loss of
group health coverage, known as a "qualifying event."

HPHC-NE does not administer COBRA. Please see
your employer for questions about this coverage.

2. New Hampshire Law

New Hampshire law provides for the continuation
of group health coverage under a variety of
circumstances. These are summarized below.
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i. Termination ending from strike, walkout or labor
dispute (RSA 415:18 VIl-a):

In the event that coverage would otherwise terminate
as a result of a strike, lockout or other labor dispute,
you may elect to continue coverage under this
Handbook. You must notify your Employer Group
in writing of your election to continue coverage and
pay the required premium within 30 days from the
date coverage would otherwise terminate. You must
pay the full premium including any amount normally
paid by the Employer Group, which is responsible for
making payment to us.

Such continued coverage will terminate on the earliest
of the following dates:

a) Six months from the date coverage would
otherwise have ended;

b) The date the agreement between HPHC-NE and
the Employer Group is ended;

c¢) The last date for which HPHC-NE has received
premium;

d) The date you become employed by another
employer;

e) The date a dependent no longer qualifies
Dependent.

At the end of the six-month period, you have the r1
to continue coverage for an addition
accordance with the New Hampshi
coverage requirements under RSA 415
summarized below.

ii. State Continuation of
(0):

If you become ineligible fo

rst. To be eligible
Ph a Subscriber
ss misconduct. The
aries depending on

o 18 months;

« 29 months - when you are determined to be
disabled under Title II or XVTI of the Social
Security Act within the first 60 days of the date
you became ineligible for continued participation
in the Plan;

« 36 months - for any of the following reasons:
(1) death of the Subscriber; (2) when you are a
divorced spouse or legally separated spouse of the
Subscriber; (3) when you have been covered under

NEW HAMPSHIRE

RSA 415:18, VII-b as a divorced spouse or legally
separated spouse and you lose eligibility under
that coverage, unless the loss of eligibility was due
to your remarriage; (4) when a child ceases to be
eligible as a Dependent child; or (5) when retirees
and dependents have a substantial loss of coverage
within one year of the date the employer files for
protection under the bankruptcy provisions of
Title 11 of the United Statgg Code.

There is a special rule for a on 55 years of age or
older who is the survivi use, divprced spouse or

eligible for coverage in
groups plan or become eli

responsible for making payment to HPHC-NE. The
premium may include an administrative fee of up to
2% of the Employer Group premium.

Upon termination of your continuation of coverage
you are entitled to purchase coverage through New
Hampshire’s federally operated Health Insurance
Marketplace.

iii. Termination of Employer Group Health Plan (RSA
415:18, XVII):

If your membership in the Plan ends because your
Employer Group's contract with HPHC-NE has been
terminated, you are entitled to continue coverage
under this Handbook for an extension period of up to
39 weeks or the date you become eligible for health
benefits under another plan, whichever occurs first.
HPHC-NE will send notice to you of the option to
continue coverage under the statute within 30 days
of termination. You must provide HPHC-NE with
written notice of your election to continue coverage
and pay the first monthly premium within 31 days of
the date such notice, was sent. The monthly premium
for extended coverage under this subsection shall

be the applicable Employer Group premium plus an
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administrative fee of 2% of the monthly premium.
Payments under this section are made to HPHC-NE
and not the Employer Group.

If you elect to continue coverage under this section
and we failed to provide you notice within 30 days
of the termination of your Employer Group health
plan policy, you will only be responsible for premium
payments from the date HPHC-NE sent you notice
of termination.

If you elect an extension of coverage under this
subsection you may not be held responsible for
premium payments accrued and unpaid by the
Employer Group prior to termination of the Employer
Group plan.

3. Extension of Coverage Following Discontinuation
of the Employer Group Coverage

a) In the event of the discontinuation of the
Handbook between HPHC-NE and the
Employer Group under which a Member receive
coverage, the benefits for a Member who is total
disabled on the date of such discontinuatio,
will be extended as follows: Payment fo
Covered Benefits will be continued for th
treatment of the impairment causing disabi
until the earliest of a) the date total disabilit
ceases; b) treatment of the i i
disability is no longer Medica
or c) the expiration of one year
the Handbook between HPHC-NE

b)

means the 1 to engage in any substantial
gainful activity by reason of a specific medically
determinable physical or mental impairment.
Total disability shall not be based upon

an individual's inability to 1) perform any
occupation whatsoever, any occupational duty or
any and every duty of the individual's occupation
or 2) engage in a training or rehabilitation
program. HPHC-NE may require reasonable
proof of total disability.
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4. Coverage After Replacement of Prior Coverage
This section applies only to persons who were covered
under "Prior Coverage" on the day before this Plan
became effective. For the purposes of this subsection,
the term "Prior Coverage" means a group medical
plan of the Employer Group that has been replaced by
coverage under this Plan.

i. Persons Covered Under Pri
Eligible Under this Plan
On the effective date of thj
any person who was ¢
the day before this Pl

the extent
coverage

nder this Plan subject to
e premium for coverage.

arrier Credit will be applied towards the

ber ®ost Sharing for the first Plan Year under this
if the following requirements are met:

he expenses incurred under the Prior Coverage
were for services or supplies that would be applied
to an annual limit on Member Cost Sharing under
this Plan;

o The expenses incurred under the Prior Coverage
were incurred during the same or overlapping
period between the Member’s coverage under the
Prior Coverage and the Member’s coverage under
this Plan;

o The Member was enrolled in the Prior Coverage
on the termination date of the Prior Coverage; and

o The Member’s coverage under this Plan became
effective on the same day the Employer Group’s
coverage became effective under this Plan.

You must request that HPHC-NE provide credit under
this subsection by the Employer Group’s Anniversary
Date of the first year under this Plan. Members must
provide reasonable evidence of expenses incurred
under Prior Coverage.
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IX. When You Have Other Coverage

This section explains how benefits under the Plan
will be paid when another company or individual

is also responsible for payment for health services a
Member has received. This can happen when there is
other insurance available to pay for health services,

in addition to that provided by the Plan. It can also
happen when a third party is legally responsible for an
injury or illness suffered by a Member.

Nothing in this section should be interpreted as
providing coverage for any service or supply that is not
expressly covered under the Handbook, Schedule of
Benefits and Prescription Drug Brochure (if your Plan
includes outpatient pharmacy coverage) or to increase
the level of coverage provided.

A. BENEFITS IN THE EVENT OF OTHER INSURANCE

Benefits under this Handbook, Schedule of Benefits,

and Prescription Drug Brochure (if your Plan includes
outpatient pharmacy coverage) will be coordinated to
the extent permitted by law with other plans co
health benefits, including: motor vehicle insura
governmental benefits (including Medicare), and
health benefit plans. The term "health benefit plan
means all group HMO and other gr i
plans, Medical or Hospital Service

Medicaid plans.

Coordination of benefits

ication in coverage of
lans is permitted. For
will coordinate benefits

y payer allowed amounts in

services among health ben
prescription dru
pursuant to our se
all cases.

When a Member is covered by two or more health
benefit plans, one will be “primary” and the other
plan (or plans) will be secondary. The benefits of the
primary plan are determined before those of secondary
plan(s) and without considering the benefits of
secondary plan(s). The benefits of secondary plan(s)
are determined after those of the primary plan and
may be reduced because of the primary plan's benefits.

In the case of health benefit plans that contain
provisions for the coordination of benefits, the
following rules will determine which health benefit
plans are primary or secondary:

1. Employee/Dependent
The benefits of the plan th
employee or Subscriber
of the plan that cover.

ers the person as an
etermined before those

day falls latef in that year; but,

both parents have the same birthday, the
Benefits of the plan that covered the parent

oer are determined before those of the plan
overed the other parent for a shorter period

However, if the other plan does not have the rule
described in (1) above, but instead has a rule
based upon the gender of the parent, and if, as

a result, the plans do not agree on the order of
benefits, the other plan will determine the order
of benefits.

ii. Dependent Child/Separated or Divorced Parents
Unless a court order, of which HPHC-NE has
knowledge of, specifies one of the parents as
responsible for the health care benefits of the child, the
order of benefits is determined as follows:

a) First the plan of the parent with custody of the
child;

b) Then, the plan of the spouse of the parent with
custody of the child;

¢) Finally, the plan of the parent not having custody
of the child.

3. Active Employee or Retired or Laid-Off Employee
The benefits of a plan that covers the person as

an active employee or as a dependent of an active
employee are determined before those of the plan
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that covers the person as an individual who is retired
or laid off or as a dependent of an individual who is
retired or laid off.

4. COBRA or State Continuation

The benefits of a plan that covers the person as an
employee, member, subscriber or retiree, or as a
dependent thereof, are determined before those of the
plan that covers the person as an individual under
COBRA or other right to continuation of coverage
under state or federal law.

5. Longer/Shorter Length of Coverage

If none of the above rules determines the order

of benefits, the benefits of the plan that covered

the employee, Member or Subscriber longer are
determined before those of the plan that covered that
person for the shorter time. If you are covered by

a health benefit plan that does not have provisions
governing the coordination of benefits between plans,
that plan will be the primary plan.

B. PAYMENT WHEN HPHC-NE COVERAGE IS PRIMAR
OR SECONDARY

When HPHC-NE is primary, HPHC-NE is respo
for processing and paying claims for Covered Ben
first. Coverage will be provided to the full extent o

after the primary plan has
determination. HPHC-NE ¥

s as the secondary
reduced so that

the total
Benefit

Handbook over any payments

the primary plan.

C. WORKER’S COMPENSATION/GOVERNMENT
PROGRAMS

If HPHC-NE has information indicating that
services provided to you are covered under Worker's
Compensation, Employer’s liability or other program
of similar purpose, or by a federal, state or other
government agency, HPHC-NE may suspend payment
for such services until a determination is made
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whether payment will be made by such program. If
HPHC-NE provides or pays for services for an illness
or injury covered under Worker's Compensation,
Employer’s liability or other program of similar
purpose, or by a federal, state or other government
agency, HPHC-NE will be entitled to recovery of its
expenses from the provider of services or the party or
parties legally obligated to pay for such services.

health plans recover
party is legally respons
illness.

iry or illness, his/her liability carrier or your
to insurance carrier, in cases of uninsured

To enforce its subrogation rights under this Handbook,
HPHC-NE will have the right to take legal action, with
or without the Member’s consent, against any party
to secure recovery of the value of services provided

or paid for by HPHC-NE for which such party is, or
may be, liable.

Nothing in this Handbook shall be construed to limit
HPHC-NE’s right to utilize any remedy provided by
law to enforce its rights to subrogation under this
Handbook.

E. MEDICAL PAYMENT POLICIES

If you are entitled to coverage under the medical
payment benefit of a motor vehicle, motorcycle, boat,
homeowners, hotel, restaurant or other insurance
policy, the benefits under this Handbook shall not
duplicate any benefits for medical expenses to which
you are entitled under such policy. With the exception
of a Motor Vehicle Liability Policy, as defined below,
HPHC-NE has the right to coordinate benefits with
other insurance carriers with respect to any benefits
for medical payments that may be available for
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services covered under this Handbook. HPHC-NE
shall have the right to receive reimbursement for
services paid under this Handbook that are covered
under a medical payment benefit or policy other than
benefits paid under a Motor Vehicle Liability Policy.

For the purpose of this section, the term “Motor
Vehicle Liability Policy” means a private motor vehicle
liability policy, as defined in New Hampshire law
under RSA 259:61, that covers a private passenger
automobile that is registered or principally garaged in
the State of New Hampshire. The term “Motor Vehicle
Liability Policy” shall not include (1) a commercial
policy covering more than four automobiles, or (2)
any commercial policy covering a garage, automobile
sales agency, repair shop, service station, trucking
operation or public parking place operation hazards.

If you are injured in a motor vehicle accident in which
medical payments coverage is available under a Motor
Vehicle Policy, you have a right to submit a claim
under either the medical payments coverage or this
Handbook, or both. However, you are not entitled to
duplicate payments for the same expense under the
medical payments coverage and this Handbook.

F. MEMBER COOPERATION

You agree to cooperate with HPHC-
its rights of subrogation and coordi
under this Handbook. Such cooperat
include, but not be limited to, a) the pro
information and documenjgakequested by
b) the execution of any in$ S
by HPHC-NE to protect its
assignment to HPHC-NE o
services provided or paid for

the prompt INE of any instances

that may ights. You further
agree to interfere with
HPHC- coordination of

benefits.

If your fail to perfgrm t igations stated in this
Subsection, you dered liable to HPHC-NE
for any expenses HPHC-NE may incur, including
reasonable attorneys fees, in enforcing its rights under
this Handbook.

G. HPHC-NE'S RIGHTS

Nothing in this Handbook shall be construed to limit
HPHC-NE's right to utilize any remedy provided by
law to enforce its rights to subrogation or coordination
of benefits under this agreement.

H. MEDICARE ELIGIBILITY

When a Subscriber or an enrolled Dependent reaches
age 65, that person may become entitled to Medicare
based on his or her age. That person may also become
entitled to Medicare under age 65 due to disability or
end stage renal disease.

edicare:
se, if you or your
if you are actively

HPHC will pay benefits before

spouse is age 65 or o

I are age 65 or older and are not actively

ou are age 65 or older and your Employer has
than 20 employees;

after the first 30 months you are eligible for
edicare due to disability but are not actively
working or are actively working for an Employer
with fewer than 100 employees.

Note: In any of the circumstances described above,
you will receive coverage for Covered Benefits that
Medicare does not cover. When Medicare is primary
(or would be primary if the Member were timely
enrolled), HPHC will pay for services only to the
extent payments would exceed what would be payable
by Medicare. If you are eligible for Medicare Part

B, but do not have it because you failed to apply for
Medicare or dropped Medicare, the Plan will estimate
the amount that would be payable by Medicare and pay
secondary benefits accordingly. The Plan will not pay
any amounts that would have been paid by Medicare if
you had properly applied for it.
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X. Plan Provisions and Responsibilities

A. IF YOU DISAGREE WITH RECOMMENDED
TREATMENT

You enroll in HPHC-NE with the understanding
that Plan Providers are responsible for determining
treatment appropriate to your care. You may disagree
with the treatment recommended by Plan Providers
for personal or religious reasons. You may demand
treatment or seek conditions of treatment that Plan
Providers judge to be incompatible with proper
medical care. In the event of such a disagreement,
you have the right to refuse the recommendations

of Plan Providers. In such a case, HPHC-NE shall
have no further obligation to provide coverage for the
care in question. If you obtain care from Non-Plan
Providers because of such disagreement do so with the
understanding that HPHC-NE has no obligation for
the cost or outcome of such care. You have the right
to appeal benefit denials.

B. LIMITATION ON LEGAL ACTIONS

Any legal action against HPHC-NE for failing
provide Covered Benefits must be brought withi
years of the initial denial of any benefit.

C. ACCESS TO INFORMATION

You agree that, except where restricted
have access to (1) all health records and m
from health care providerg i i
under this Handbook and
health coverage or claims f1
motor vehicle insurance, med
home-owners'4 ce and a

d Pilgrim website,
or by calling the Member
Services Department at 1-888-333-4742.

D. SAFEGUARDING CONFIDENTIALITY

HPHC-NE values individuals’ privacy rights and

is committed to safeguarding protected health
information (PHI) and personal information (PI). To
support this commitment, HPHC-NE has established
a number of Privacy and Security policies, including
those describing the administration of its privacy and
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security programs, requirements for staff training,
and permitted uses and disclosures of PHI and PI. We
may collect, use, and disclose financial and medical
information about you when doing business with
you or with others. We do this in accordance with
our privacy policies and applicable state and federal
laws. HPHC-NE also requircgf#®business partners
who administer health car erage to you on our
cordance with

Der’s responsibility to notify HPHC-NE of an
BS change to ensure mailed materials are sent to
opriate address. HPHC-NE is not responsible

Notice to HPHC-NE, other than a request for Member
appeal, should be sent to:

HPHC-NE Member Services Department
1 Wellness Way

Canton, MA 02021

1-888-333-4742
www.harvardpilgrim.org

For the addresses and telephone numbers for filing
appeals, please see section VI. Appeals and Complaints.

Premium rate information is available from your
Employer Group.

F. MODIFICATION OF THIS HANDBOOK

This Benefit Handbook, Schedule of Benefits,
Prescription Drug Brochure (if your Plan includes
outpatient pharmacy coverage) and applicable riders,
may be amended by us upon sixty (60) days written
notice to your Employer Group. Amendments do not
require the consent of Members.

This Benefit Handbook, the Schedule of Benefits,
Prescription Drug Brochure (if your Plan includes
outpatient pharmacy coverage), applicable riders and
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amendments comprise the entire contract between
you and the Plan. The responsibilities of HPHC-NE
to the Member are only as stated in those documents.
They can only be modified in writing by an authorized
officer of the Plan. No other action by us, including
the deliberate non-enforcement of any benefit limit
shall be deemed to waive or alter any part of these
documents.

G. OUR RELATIONSHIP WITH PLAN PROVIDERS

Our relationship with Plan Providers is governed
by separate agreements. They are independent
contractors. Such Providers may not modify this
Handbook or Schedule of Benefits, Prescription
Drug Brochure (if your Plan includes outpatient
pharmacy coverage) and any applicable riders, or
create any obligation for HPHC-NE. We are not
liable for statements about this Handbook by them,
their employees or agents. We may change our
arrangements with service Providers, including the
addition or removal of Providers.

H. PROVIDER COMPENSATION ARRANGEMEN

Under New Hampshire law HPHC-NE is require
to inform you of the types of financial arrangemen
contained in its contracts with provid
described below.

provider determines to be
Providers may also receive 4

satisfaction ar.

1. ays that HPHC-NE

a method called

amount for each HPHC-NE patient for which
it is responsible. Sometimes capitation is paid
directly on a monthly basis. At other times the
capitation payment is based on a budget. In
budgeted capitation arrangements claims are
paid at contracted rates minus a percentage
that is withheld by HPHC-NE. At the end

of the year, claims payments are reconciled
against a budget. All or part of the amount that
had been withheld is returned to the provider

organization or retained by HPHC-NE based on
that reconciliation. Providers receive a share in
any surplus after reconciliation. Some capitation
arrangements only apply to professional services.
Others apply to professional, hospital and
ancillary services.

2. Fee-for-Service. Under certain circumstances,
HPHC-NE pays a contracted rate for the services
provided. This arrangepd@nt could include any
additional payments onuses as agreed to by

financial protection, ("sto
excessive costs in providing

MESS INCENTIVES

ber of the Plan, you may be able to

entives for participation in wellness and
provement programs. HPHC-NE may

e incentives, including reimbursement for
certdin fees that you pay for when participating in
fitness or weight loss programs, or other wellness
incentive programs. The award of incentives is not
contingent upon the outcome of the wellness or health
improvement program. Please visit our website at
www.harvardpilgrim.org for more information or
see your Schedule of Benefits or other Plan documents
for the amount of incentives, if any, available under
your Plan. For tax information, please consult with
your employer or tax advisor.

J. IN THE EVENT OF A MAIJOR DISASTER

We will try to provide or arrange for services in the
case of a major disaster. This might include war, riot,
epidemic, public emergency, or natural disaster. Other
causes include the partial or complete destruction of
our facility(ies) or the disability of service providers.
If we cannot provide or arrange services due to a
major disaster, we are not responsible for the costs or
outcome of this inability. However, HPHC-NE will
refund premium to the extent covered benefits were
not provided solely as a result of the major disaster.
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K. EVALUATION OF NEW TECHNOLOGY

We have a dedicated team of staff that evaluates

new diagnostics, testing, interventional treatment,
therapeutics, medical/behavioral therapies, surgical
procedures, medical devices and drugs as well as
ones with new applications. The team manages the
evidence-based evaluation process from initial inquiry
to final policy recommendation in order to determine
whether it is an accepted standard of care or if the
status is Experimental, Investigational or Unproven.
The team researches the safety and effectiveness of
these new technologies by reviewing published peer
reviewed medical reports and literature, consulting
with expert practitioners, and benchmarking. The
team presents its recommendations to internal
policy committees responsible for making decisions
regarding coverage of the new technology under the
Plan. The evaluation process includes:

o Determination of the FDA approval status of the
device/product/drug in question,

o Review of relevant clinical literature, and

« Consultation with actively practicing specia
care providers to determine current stand
practice.

The team presents its recommendations to interna
policy committees responsible for malai
regarding coverage of the new tech
Plan.

L. GOVERNING LAW

This Evidence of Coverage
Hampshire law.

ria ‘and to facilitate
tive management of

« Prospective Utilization Review (Prior
Approval). We review selected elective
inpatient admissions, surgical day care,
outpatient/ambulatory procedures, and Medical
Drugs prior to the provision of such services
to determine whether proposed services meet
Medical Necessity Guidelines for coverage.
Prospective utilization review determinations
will be made within two working days of
obtaining all necessary information. In the case
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of a determination to approve an admission,
procedure or service, we will give notice via the
HPHC provider portal within 24 hours of the
decision and will send written confirmation to
you and the provider within two working days.

In the case of a determination to deny or reduce
benefits ("an adverse determination"), we will
notify the provider rendering the service by
telephone within 24 hoursgf the decision and will

services being
Guidelines for

day of obtaining all
n the case of either a

dering the service by telephone within 24
purs of the decision. We will send a written
ectronic confirmation of the telephone
ation to you and the provider within one
working day. In the case of ongoing services,
verage will be continued without liability to
you until you have been notified of an adverse
determination.

Active case management and discharge planning
is incorporated as part of the concurrent review
process and may also be provided upon the
request of your Provider.

o Retrospective Utilization Review.
Retrospective utilization review may be
used in circumstances where services were
provided before authorization was obtained. This
will include the review of emergency medical
admissions for appropriateness of level of care.

If you wish to determine the status or outcome of a
clinical review decision you may call the Member
Services Department toll free at 1-888-333-4742.

In the event of an adverse determination involving
clinical review, your treating provider may discuss
your case with a physician reviewer or may seek
reconsideration from us. The reconsideration will
take place within one working day of your provider's
request. If the adverse determination is not reversed
on reconsideration you may appeal. Your appeal rights
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are described in section VI. Appeals and Complaints.
Your right to appeal does not depend on whether or
not your provider sought reconsideration.

N. QUALITY ASSURANCE PROGRAMS

HPHC has quality controls in place guided by the

National Committee for Quality Assurance (NCQA).

Our Quality Assurance programs are designed and

implemented to ensure consistently excellent health

plan services to our Members. Key Quality Assurance

programs include:

 Verification of Provider Credentials - HPHC

credentials our contracted providers by obtaining,
verifying and assessing the qualifications to
provide care or services by obtaining evidence
of licensure, education, training and other
experience and/or qualifications.

« Verification of Facility Credentials - HPHC
credentials our contracted providers by reviewing
licensures and applicable certifications based on
facility type.

+ Quality of Care Complaints - HPHC foll
a systematic process to investigate, resolve
monitor Member complaints regarding me
care received by a contracted provider.

evaluation and treaty
conditions.

a and Information
) care quality across

members. The Quality Program is documented,
tracked and evaluated against milestones and
target objectives. The full program description
and review is available on our website at
https://www.harvardpilgrim.org/public/about-
us/quality.

O. PROCEDURES USED TO EVALUATE
EXPERIMENTAL/INVESTIGATIONAL DRUGS,
DEVICES, OR TREATMENTS

We use a standardized process to evaluate inquiries
and requests for coverage received from internal
and/or external sources, and/or identified through
authorization or payment inquiries. The evaluation
process includes:

o Determination of the F
device/product/drugj

proval status of the

e Review of releva

« Consultation wit
care providers to dé
practice.

ICAL NECESSITY
N REVIEW CRITERIA

dical Necessity Guidelines to make fair and
t utilization management decisions. Medical
sity Guidelines are developed in accordance with
established by The National Committee
Assurance (NCQA), and reviewed (and
ised, i needed) at least annually, or more often if
to accommodate current standards of practice.
This process applies to clinical criteria for both
hysical and mental health services.

For example, we use the nationally recognized
InterQual criteria to review elective surgical day
procedures, and services provided in acute care
hospitals. InterQual criteria are developed through the
evaluation of current national standards of medical
practice with input from physicians and clinicians

in medical academia and all areas of active clinical
practice. InterQual criteria are reviewed and revised
annually.

Medical Necessity Guidelines used to review other
services are also developed with input from physicians
and other clinicians with expertise in the relevant
clinical area. The development process includes review
of relevant clinical literature and local standards of
practice.

Q. NON-ASSIGNMENT OF BENEFITS

You may not assign or transfer your rights to benefits,
monies, claims or causes of action provided under this
Plan to any person, health care provider, company or
other organization without the written consent from
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Harvard Pilgrim. Additionally, you may not assign any
benefits, monies, claims, or causes of action resulting
from a denial of benefits without the written consent
from Harvard Pilgrim.

R. NEW TO MARKET DRUGS

New prescription drugs that are introduced into the
market are reviewed by the Plan prior to coverage
to ensure that the drug is safe and effective. New

to market drugs will be reviewed by Harvard
Pilgrim’s Medical Policy Department and New
Technology Assessment Committee or Pharmacy
Services Department along with the Pharmacy and
Therapeutics Committee within the first 180 days of
their introduction to the market. If the new to market
drug is covered by the Plan, Prior Authorization and
coverage limitations may apply.

Please Note: Not all Plans provide coverage for

outpatient prescription drugs through Harvard Pilgrim.
If your Plan does not provide coverage for outpatient
prescription drugs through Harvard Pilgrim, coverag
under this benefit handbook is limited to Medica
Drugs. If your Plan provides coverage for outp
prescription drugs through Harvard Pilgrim, ple
refer to your prescription drug brochure for addit
information.

S. PAYMENT RECOVERY

were made erroneously,
seek recovery of such pay
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Information on Patient Rights

The following information is provided to inform you of your rights under New Hampshire law.

As a patient you are entitled by law to the following patient rights from your health care provider:

1.

10.

The patient shall be treated with consideration, respect, and full recognition of the patient's dignity and
individuality, including privacy in treatment and personal care and including being informed of the name,
licensure status, and staff position of all those with whom the patient has contact, pugsuant to RSA 151:3-b.

The patient shall be fully informed of a patient's rights and responsibilities and o
patient conduct and responsibilities. This information must be provided orall

rocedures governing
in writing before or

patient in writing. When a patient lacks the capacity to make informed j ning must be
by the person legally responsible for the patient.

services included and not included in the basic per diem rate. e not normally
covered by Medicare or Medicaid shall also be included in this

The patient shall be fully informed by a health care prg i i dition, health
i ill be provided and
inadvisable and so

this paragraph "health care provider" means
any person, corporation, facility, or institu d by this state or otherwise lawfully providing
health care services, including, but not limi
nurse, optometrist, podiatrist, p Bt, and any officer, employee, or agent of

nt or agency related to or supportive of health

The patient shall be transferred or propriate discharge planning only for medical reasons,
for the patient's welfg ients, e facility ceases to operate, or for nonpayment for
e XVIII or XIX of the Social Security Act. No patient shall
be involuntarily disc use the patient becomes eligible for Medicaid as a source

of payment.

in this management and the facility so consents, the assistance shall be carried out
tient's rights under this subdivision and in conformance with state law and rules.

nishment and involuntary seclusion.

The patient shall be free from chemical and physical restraints except when they are authorized in writing
by a physician for a specific and limited time necessary to protect the patient or others from injury. In an
emergency, restraints may be authorized by the designated professional staff member in order to protect the
patient or others from injury. The staff member must promptly report such action to the physician and
document same in the medical records.

The patient shall be ensured confidential treatment of all information contained in the patient's personal

and clinical record, including that stored in an automatic data bank, and the patient's written consent shall
be required for the release of information to anyone not otherwise authorized by law to receive it. Medical
information contained in the medical records at any facility licensed under this chapter shall be deemed to
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12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.
23.
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be the property of the patient. The patient shall be entitled to a copy of such records, for a reasonable cost,
upon request. The charge for the copying of a patient's medical records shall not exceed $15 for the first 30
pages or $.50 per page, whichever is greater; provided, that copies of filmed records such as radiograms,
x-rays, and sonograms shall be copied at a reasonable cost.

The patient shall not be required to perform services for the facility. Where appropriate for therapeutic
or diversional purposes and agreed to by the patient, such services may be included in a plan of care and
treatment.

The patient shall be free to communicate with, associate with, and meet privately with anyone, including
family and resident groups, unless to do so would infringe upon the rights of oth ients. The patient
may send and receive unopened personal mail. The patient has the right to ha ular access to the

unmonitored use of a telephone.

The patient shall be free to participate in activities of any social, religious, groups, unless to
do so would infringe upon the rights of other patients.

The patient shall be free to retain and use personal clothing and possessions as s i ided it
does not infringe on the rights of other patients.

ces in the facility with
reasonable accommodation of individual needs and es, i j room and roommate,

partner, or a personal represen
the patient is considered termina

,if an adult, visit the facility, without restriction, if
jan responsible for the patient's care.

ts specified in #18 above, the patient shall be entitled to designate a spouse,
ver who may visit the facility while the patient is receiving care. A patient who
arent, guardian, or person standing in loco parentis visit the facility while the
minor pati civing care.

(b) (1) Notwithstanding (a) above, a health care facility may establish visitation policies that limit or restrict
visitation when:

(A) The presence of visitors would be medically or therapeutically contraindicated in the best clinical
judgement of health care professionals;

(B) The presence of visitors would interfere with the care of or rights of any patient;

(C) Visitors are engaging in disruptive, threatening, or violent behavior toward any staff member, patient,
or another visitor, or

(D) Visitors are noncompliant with written hospital policy.
BENEFIT HANDBOOK
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(2) Upon request, the patient or patient’s representative, if the patient is incapacitated, shall be provided the
reason for denial or revocation of visitation rights under this paragraph.

(c) a health care facility may require visitors to wear personal protective equipment provided by the facility,
or provided by the visitor and approved by the facility. A health care facility may require visitors to comply
with reasonable safety protocols and rules of conduct. The health care facility may revoke visitation rights
for failure to comply with this subparagraph.

(d) Nothing in this paragraph shall be construed to require a health care facility to allow a visitor to enter an
operating room, isolation room, isolation unit, behavioral health setting or other typjcally restricted area

or to remain present during the administration of emergency care in critical situati@#. Nothing in this
paragraph shall be construed to require a health care facility to allow a visitor ac eyond the rooms, units,
care facility.

declarations of emergency declared by the governor or the legislature. No hea
pursuant to RSA 151:2 shall require a patient to waive the rights specified in this

(f) Each health care facility licensed pursuant to RSA 151:2 s
materials explaining the rights specified in this paragraph; (2) t
fac1hty on its website; and (3) hospltal visitation policy dgis

ich applies to the
ibilities specified in
on its website.

(g) Unless expressly required by federal law or reg : other state agency shall not
i i ) giving a visitor individual

Pperty or location controlled by the health care
access to a property or location controlled by

ensure the safety or comfort of a visitor gi
facility; (3) the acts or omissions of any vi
the health care facility.

If you believe that any of your rights i rticipiting provider, you have the right to file
a complaint with HPHC-NE or its i
HPHC-NE or one of the regulatory o

HPHC-NE Member Services Depart
Harvard Pilgrim Healt
Attn: Appeals and Gri
1 Wellness Way

Canton, MA 02021

Boston, MA 02118
1-617-654-980,

Massachusetts Department of Public Health
250 Washington Street

Boston, MA 02108-4619

1-617-624-5200

For New Hampshire Physicians:

Board of Medicine
2 Industrial Park Drive, Suite #8
Concord, NH 03301-8520
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State of New Hampshire Insurance Department
21 South Fruit Street, Suite 14
Concord, NH 03301

For Maine Physicians:

Board of License in Medicine
137 State House Station
Augusta, ME 04333

Maine Bureau of Insurance
34 State House Street
Augusta, ME 04333

For Vermont Physicians:
Vermont Board of Medical Practice

109 State Street
Montpelier, VT 05609-1106

Director of Consumer Services
89 Main Street, Drawer 20
Montpelier, VT 05620-3101
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XIl. MEMBER RIGHTS & RESPONSIBILITIES

o Members have a right to receive information about HPHC-NE, its services, its practitioners and providers,
and Members’ rights and responsibilities.

« Members have a right to be treated with respect and recognition of their dignity and right to privacy.
« Members have a right to participate with practitioners in decision-making regarding their health care.

o Members have a right to a candid discussion of appropriate or medically necessar
conditions, regardless of cost or benefit coverage.

tment options for their

o Members have a right to voice complaints or appeals about HPHC-NE or t

« Members have a right to make recommendations regarding the organization’s
responsibilities policies.

« Members have a responsibility to provide, to the extent possibl
practitioners and providers need in order to care for them.

o Members have a responsibility to follow the plans and ins
their practitioners.

« Members have a responsibility to understand thei ems ipdre in developing mutually
agreed upon treatment goals to the degree possil
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APPENDIX A: NEW HAMPSHIRE EXTERNAL APPEAL

§V
v
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The State of New Hampshire

Insurance Department
21 South Frust Street, Suite 14; Concord, NH 03301
Tel: (603)271-2261 Fax: (603)271-1406 TDD Access Relay NH: 1-800-735-2964

EXTERNAL REVIEW APPLICATION

Request for Independent External Appeal of a Denied Medical or

Section I — Applicant Information

Patient’s Name: Patient’s

Applicant’s Name:
Applicant’s Mailing Address:

Caty:
Applicant’s Phone Number(s): Daytime:

Section Il — Appointment

=* Complete this section,

You may represent y
provider, to act as you

I hereby authorize to pursue my appeal on my behalf.

tative — Please specify relationshup or title) Date

Representative’s Mails

City: State: Zip Code:
Representative’s Phone Number(s): Daytime: ( ) Evening: ( )
NHID.EHR App (v.Rev-2016.01) Page 1
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Section III - Insurance Plan Information

Member’s Name: Relationship to Patient:

Member’s Insurance ID #: Claim/Reference #:

Health Insurance Company’s Name:

Insurance Company’s Mailing Address:
City: State:

Insurance Company’s Phone Number: ( )

Name of Insurance Company representative handling appeal:

Is the member’s insurance plan provided by an employer? Y.

¢ Name of employer:

e Employer’s Phone Number: ( )

¢ Is the employer’s imnsurance plan self-f¢

= If you are not certain, please check wij
for external review. However, some se

Most self-funded plans are not eligible
gv provide external review, but may have

/ New Ham emi Wiance Program \

Is the patient’s heal
Program, which 1s Department of Health and Human Services?

, hereby authorize the New Hampshire

ent to release my external review file to the New Hampshire
Department of Health and Human Services (DHHS), if I request a Medicaid Fair
Hearning following my independent external review. I understand that DHHS waill
use this information to make a Fair Hearing determunation and that the information

\ will be held confidential. /

NHID.EHR App (v.Rev-2016.01) Page 2
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Section IV — Information about the Patient’s Health Care Providers

Name of Primary Care Provider (PCP):

PCP’s Mailing Address:
City: State: Zip Code:

PCP’s Phone Number: ( )

Name of Treating Health Care Provider:

Provider’s clinical specialty:

Treating Provider’s Mailing Address:
Caty:
Treating Provider’s Phone Number: ( )

Section V — Health Care Decision in Disg

i words. Include any information
ing denied, including dates of
p» Why you disagree.

Describe the health mnsurer company’s dect
you have about the health care services, sup
service or treatment and names of health care

Please attach the following:
e Additional pages. if neces:
e Pertinent medical gecords;

health care provider indicating why the disputed

Continued on next page

e
NHID.EHR App (v.Rev-2016.01) Page 3
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Section VI — Expedited Review

** Complete this sect equest expedited review =~
The patient may request that the ext ndled on an expedited basis. To request
expedited review, the (ySiims vider must complete the attached Provider

seriously jeopardize the life or health of the
to regain maximmum function.

Certification Form, ce
patient or would jeopard?

fited review? Yes No

dited External Review may be faxed to (603) 271-1406 or sent by

overnght the address on the top of this form. To email the appeal, please call
the Insurance Department at 1-800-852-3416 for additional instructions.

NHID.EHR App (v.Rev-2016.01) Page 4
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Section VII — Request for a Telephone Conference

** Complete this section, only if vou would like to request a telephone conference *=

If the patient, the authorized representative or the treating health care provider would like to
discuss this case with the Independent Review Orgamization and the insurer in a telephone
conference, select “Yes” below and explain why you think it 1s important to be allowed to speak
about the case. If you do not request a telephone conference, the reviewer will its decision
on the written information only. The request for a telephone conference will ted only 1f
there 15 a good reason why the written information would not be sufficient

** Telephone conferences often cannot be completed within the timeframe fo

Do you request a telephone conference? Yes No

My reason for requesting a phone conference 1s:

]|
NHID.EHR App (v.Rev-2016.01) Page 5
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VIII — Authorization and Release of Medical Records

I, , hereby request an external review and authonze
the patient’s insurance company and the patient’s health care providers to release all relevant
medical or treatment records to the Independent Review Orgamization (IRO) and the New
Hampshire Insurance Department. I understand that the IRO and the Department will use this
information to make a determination to either reverse or uphold the insurer’s demal. I also
understand that the information will be kept confidential. I further understan t neither the
Comnussioner nor the IRO may authorize services in excess of those cov  the patient’s
health care plan. This release 1s valid for one year.

SlgﬂﬂIL of Enrollee (or legal representative — Please specify relationship or title)

eview Application Form
« If appointing an authorized rep: atient must complete Section II.

* If requesting an Expedited Ext

. of the patient’s msurance card or other

ed by the health or dental insurance company

¥, statements from the treating health care provider(s) or
on that you would like the Independent Review Organization to
review.

o If 2 an Expedited External Review, the treating Provider’s Certification
Form
NHID.EHR App (v.Rev-2016.01) Page 6
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