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MEMBER RIGHTS
AND RESPONSIBILITIES

As a Plan Member you have certain rights and responsibilities, as outlined below.

YOU HAVE THE RIGHT TO:

Receive medical treatment that is available when you need it and is handled in a way that
respects your privacy and dignity.

Get the information you need about your health care plan, including information about
services that are covered, and services that are not covered.

Have access to a current list of providers in the Preferred Administrators Network and have
access to information about a particular provider’s education, training and practice.

Have your medical information kept confidential by the Plan and your health care provider.
Learn about any care you receive. You should be asked for your consent for all care, unless
there is an emergency and your life and health are in serious danger.

Be heard. Our complaint-handling process is designed to hear and act on your complaint or
concern about the Plan and/or the quality of care you receive.

Preferred Administrators, the Third Party (Claim) Administrator, understands your concerns.
For assistance on any complaints or inquires, you can contact the Customer Service Helpline
at 915-532-3778 from 7:00 am to 5:00 pm.

YOU HAVE THE RESPONSIBILITY TO:

Review and understand the information you receive about the Plan. Please call the
Customer

Service Helpline when you have questions or concerns at 915-532-3778. Customer Service
representatives are available to assist you from 7:00 am to 5:00 pm Monday to Friday.

® Show your Preferred Administrators HealthCare ID card before you receive care.

Build a comfortable relationship with your practitioner or provider; ask questions about
things you don’t understand; and provide honest, complete information to the providers
caring for you.

e Know what medicine you take, why and how to take it.

Pay all co-payments, deductibles and coinsurance for which you are responsible, at the time
service is rendered.

Follow up on your bills received from your provider in a timely manner. All claims need to
be filed according to their timely filing, as outlined in Article VIIl, Member Reimbursement
Claims.

Before you receive services, you should always verify that your provider is still in-network
with Preferred Administrators by calling 915-532-3778 from 7:00 am to 5:00 pm Monday

to Friday.

Voice your opinions, concerns or complaints to Preferred Administrators.

e Notify the Plan Administrator about any changes in family size, address, phone number

Preferred

or membership status. Please contact the Plan Administrator at 915-521-7950 Monday to
Friday.

Notify Preferred Administrators if you have other insurance by calling 915-532-3778 from
7:00 am to 5:00 pm Monday to Friday.

To ask questions, if you don’t understand your rights and responsibilities.

UNIVERSITY MEDICAL CENTER
OF EL PASO
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COBRA NOTIFICATION PROCEDURES

It is the Plan participant’s responsibility to provide the following notices as they relate to COBRA
Continuation Coverage:

Notice on COBRA Continuation Coverage Election — This notice contains important
information about your right to continue your health care coverage in the Plan, as well

as other health coverage alternatives that may be available to you through the Health
Insurance Marketplace. There may be other coverage options for you and your family.
When key parts of the health care law take effect, you'll be able to buy coverage through
the Health Insurance Marketplace. In the Marketplace, you could be eligible for a new kind
of tax credit that lowers your monthly premiums right away, and you can see what your
premium, deductibles, and out-of-pocket costs will be before you make a decision to enroll.
Being eligible for COBRA does not limit your eligibility for coverage for a tax credit through
the Marketplace. Additionally, you may qualify for a special enroliment opportunity for
another group health plan for which you are eligible (such as a spouse’s plan), even if the
plan generally does not accept late enrollees, if you request enroliment within 30 days.

Notice of Divorce or Legal Separation — Notice of the occurrence of a Qualifying Event that
is a divorce or legal separation of a covered Associate from his or her spouse.

Notice of Child’s Loss of Dependent Status — Notice of a Qualifying Event that is a child’s
loss of Dependent status under the Plan (e.g., a Dependent child reaching the maximum
age limit).

Notice of Second Qualifying Event — Notice of the occurrence of a second Qualifying Event
after a Qualified Beneficiary has become entitled to COBRA Continuation Coverage with a
maximum duration of 18 (or 29) months.

Notice Regarding Disability — Notice that: (a) a Qualified Beneficiary entitled to receive
COBRA Continuation Coverage with a maximum duration of 18 months has been
determined by the Social Security Administration to be disabled at any time during the
first 60 days of continuation coverage, or (b) a Qualified Beneficiary as described in “(a)”
has subsequently been determined by the Social Security Administration to no longer be
disabled.

Notice Regarding Address Changes - It is important that the Plan Administrator be kept
informed of the current addresses of all Members or beneficiaries who are or may become
Qualified Beneficiaries.

Notification must be made in accordance with the following procedures. Any individual who
is the covered Associate, a Qualified Beneficiary with respect to the Qualifying Event, or

any representative acting on behalf of the covered Associate or Qualified Beneficiary may
provide the Notice. Notice by one individual shall satisfy any responsibility to provide Notice
on behalf of all related Qualified Beneficiaries with respect to the Qualifying Event.

Form of Notification and Delivery — Notification of the Qualifying Event must be made on
a specific form. The form can be obtained, free of charge, by contacting the COBRA Service
Provider. The completed form must be delivered to the COBRA Service Provider or the Plan
Sponsor’s Human Resources Office.

Content — Notification must include evidence regarding the Qualifying Event or other event
extending coverage such as: copy of divorce decree, copy of child’s birth certificate, copy of
the Social Security Administration’s disability determination letter.
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Time Requirements for Notification — In the case of a divorce, legal separation or a child
losing dependent status, Notice must be delivered within 60 days from the later of: (1) the
date of the Qualifying Event, (2) the date health plan coverage is lost due to the event, or
(3) the date the Qualified Beneficiary is notified of the obligation to provide Notice through
the Plan Document or the Plan Sponsor’s General COBRA Notice.

If an Associate or Qualified Beneficiary is determined to be disabled under the Social
Security Act, Notice must be delivered within 60 days from the later of: (1) the date of the
determination, (2) the date of the Qualifying Event, (3) the date coverage is lost as a result
of the Qualifying Event, or (4) the date the covered Associate or Qualified Beneficiary is
advised of the Notice obligation through the Plan Document or the Plan Sponsor’s General
COBRA Notice. Notice must be provided within the 18-month COBRA coverage period.
Any such Qualified Beneficiary must also provide Notice within 30 days of the date he is
subsequently determined by the Social Security Administration to no longer be disabled.

The Plan will not reject an incomplete Notice as long as the Notice identifies, the Plan, the covered
Associate and Qualified Beneficiary(ies), the Qualifying Event/disability determination and the date
on which it occurred. However, the Plan is not prevented from rejecting an incomplete Notice if the
Qualified Beneficiary does not comply with a request by the Plan for more complete information
within a reasonable period of time following the request.

Important Updates Regarding COVID-19 Relief — Tolling of Certain Plan Deadlines

In accordance with 85 FR 26351, “Extension of Certain Timeframes for Employee Benefit Plans,
Participants, and Beneficiaries Affected by the COVID-19 Outbreak,” notwithstanding any existing
Plan language to the contrary, the Plan will disregard the period from March 1, 2020 until sixty (60)
days after (1) the end of the National Emergency relating to COVID-19 and declared pursuant to 42
U.S.C. § 5121 et seq. or (2) such other date announced by the Departments of Treasury and/or Labor,
for purposes of determining the following periods and dates:

1. The 30-day period (or 60-day period, if applicable) to request special enrollment under
ERISA section 701(f) and Internal Revenue Code section 9801(f);

2. The 60-day election period for COBRA continuation coverage under ERISA section 605
and Internal Revenue Code section 4980B(f)(5);

3. The date for making COBRA premium payments pursuant to ERISA section 602(2)(C) and
(3) and Internal Revenue Code section 4980B(f)(2)(B)(iii) and (C);

4. The date for individuals to notify the Plan of a qualifying event or determination of
disability under ERISA section 606(a)(3) and Internal Revenue Code section 4980B(f)(6)(C);

5. The date within which individuals may file a benefit claim under the Plan’s claims
procedure pursuant to 29 CFR 2560.503-1;

6. The date within which Members may file an appeal of an Adverse Benefit Determination
under the Plan’s claims procedure pursuant to 29 CFR 2560.503-1(h);

7. The date within which Members may file a request for an external review after receipt
of an Adverse Benefit Determination or final internal Adverse Benefit Determination
pursuant to 29 CFR 2590.715-2719(d)(2)(i) and 26 CFR 54.9815-2719(d)(2)(i); and

8. The date within which a Member may file information to perfect a request for external
review upon a finding that the request was not complete pursuant to 29 CFR 2590.715-
2719(d)(2)(ii) and 26 CFR 54.9815-2719(d)(2)(ii).

This period may also be disregarded in determining the applicable date for the Plan’s duty to provide
a COBRA election notice under ERISA section 606(c) and Internal Revenue Code section 4980B(f)(6)
(D), however, note that the Plan intends to continue to follow all established COBRA parameters.

In no instance will the duration of an extension granted under this section exceed one calendar year.
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IMPORTANT INFORMATION

WHO TO CONTACT FOR ADDITIONAL INFORMATION

A Plan participant can obtain additional information about the coverage of a specific drug,
treatment, procedure, preventive service, etc. from the office that handles claims on behalf of the
Plan (the “Plan Administrator”). The name, address and phone number of the Plan Administrator is:

University Medical Center of El Paso
4815 Alameda Avenue
El Paso, TX 79905
(915) 521-7950

THE NEWBORNS’ AND MOTHERS' HEALTH PROTECTION ACT

Group health plans and health insurance issuers generally may not, under Federal law, restrict
benefits, for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean
delivery. However, Federal law generally does not prohibit the mother’s or newborn’s attending
provider, after consulting with the mother, from discharging the mother or her newborn earlier
than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law,
require that a provider obtain authorization from the plan or the issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).

MENTAL HEALTH PARITY

Pursuant to the Mental Health Parity Act of 1996 (MHPA) and the Mental Health Parity and
Addiction Equity Act of 2008 (MHPAEA), this Plan applies its terms uniformly and enforces parity
between covered health care benefits and covered mental health and substance disorder benefits
relating to financial cost sharing restrictions and treatment duration limitations. For further details,
please contact the Plan Administrator.

DEFINITIONS

Some of the terms used in this document begin with a capital letter. These terms have special
meanings and are included in the Definitions section. When reading this document, it will be
helpful to refer to this section. Becoming familiar with the terms defined will provide a better
understanding of the benefits and provisions.

NOTICE OF MINIMUM ESSENTIAL COVERAGE AND MINIMUM VALUE STANDARD

The Affordable Care Act requires most people to have health care coverage that qualifies as
“minimum essential coverage.” This plan or policy does provide minimum essential coverage.
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The
minimum value standard is 60% (actuarial value). This health coverage does meet the minimum
value standard for the benefits it provides.
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ARTICLE |

ESTABLISHMENT OF THE PLAN;
ADOPTION OF THE PLAN DOCUMENT

THIS PLAN DOCUMENT, made by the University Medical Center of El Paso (the “Company” or the
“Plan Sponsor”) as of October 1, 2022 hereby amends and restates the University Medical Center
of El Paso and its Affiliates Associates Benefit Fund (the “Plan”), which was originally adopted by
the Company, effective October 1, 2002. Any wording which may be contrary to Federal Laws or
Statutes is hereby understood to meet the standards set forth in such. Also, any changes in Federal
Laws or Statutes which could affect the Plan are also automatically a part of the Plan, if required.

1.01 Effective Date

The Plan Document is effective as of the date first set forth above, and each amendment is effective
as of the date set forth therein, or on such other date as specified in an applicable collective
bargaining agreement (if any) with respect to the Associates covered by such agreement (the
"Effective Date").

1.02 Adoption of the Plan Document

The Plan Sponsor, as the settler of the Plan, has adopted this Plan Document as the written
description of the Plan. This Plan Document represents both the Plan Document and the Summary
Plan Description. This Plan Document amends and replaces any prior statement of the health care
coverage contained in the Plan or any predecessor to the Plan.

IN WITNESS WHEREOF, the Plan Sponsor has caused this Plan Document to be executed.

University Medical Center of El Paso

Name: R. JACOB CINTRON

Date: October 1, 2022 Title: President & CEO

Preferred

ADMINISTRATORS PLAN DOCUMENT e PAGE 5




ARTICLE 1l

INTRODUCTION AND PURPOSE;
GENERAL PLAN INFORMATION

2.01 Introduction and Purpose

The purpose of the Plan is to provide eligible and enrolled Member’s benefit coverage according to
a Schedule of Benefits, for Medically Necessary and Appropriate treatment administered by licensed
medical providers.

This Plan has been designed to provide eligible Members with coverage options that provide
benefits based on point of service decisions made by the Member. When Members select providers
and receive medical services, benefit coverage amounts will be determined based on the contracted
status of the provider. As the contract status of providers is improved, benefit coverage amounts
are increased for the Member. Because of the cost of medical care, Members are encouraged to be
selective consumers of healthcare and to be aware of the increases in benefit coverage amounts
that have been made available to Members when they select University Medical Center of El Paso
and other preferred providers for their medical services.

We expect and encourage you to review this booklet which describes the benefits provided by
this Plan. Participating in the Health Risk Assessment Program is on voluntary basis. Associates are
encouraged to participate in the Health Risk Assessment Program which is provided through the
University Medical Center of El Paso Wellness Program.

2.02 General Plan Information

NAME OF PLAN: University Medical Center of El Paso and its Affiliates

Associates Benefit Fund

PLAN SPONSOR: University Medical Center of El Paso
4815 Alameda Avenue

El Paso, TX 79905

PLAN ADMINISTRATOR:
(Named Fiduciary)

PLAN SPONSOR ID NO. (EIN):
SOURCE OF FUNDING:
APPLICABLE LAW:

PLAN YEAR:

PLAN STATUS:

PLAN TYPE:

THIRD PARTY ADMINISTRATOR:

PARTICIPATING EMPLOYER(S):

Preferred

University Medical Center of El Paso
4815 Alameda Avenue
El Paso, TX 79905

76-6000756

Self-Funded

Federal and the State of Texas/Non-ERISA Plan
October 1 through September 30
Non-Grandfathered

Medical
Prescription Drug

Preferred Administrators

P.O. Box 971100

El Paso, TX 79997

Phone: (915) 532-3778 or (877) 532-3778
Fax: (915) 532-2877

University Medical Center of El Paso
4815 Alameda Avenue
El Paso, TX 79905
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AGENT FOR SERVICE OF PROCESS: University Medical Center of El Paso
Attn: Legal Department
4815 Alameda Avenue
El Paso, TX 79905

The Plan shall take effect for each Participating Employer on the Effective Date, unless a different
date is set forth above opposite such Participating Employer’s name.

Legal Entity; Service of Process

The Plan is a legal entity. Legal notice may be filed with, and legal process served upon, the Plan
Administrator.

Not a Contract

This Plan Document and any amendments constitute the terms and provisions of coverage under
this Plan. The Plan Document shall not be deemed to constitute a contract of any type between

the Company and any Member or to be consideration for, or an inducement or condition of, the
employment of any Member. Nothing in this Plan Document shall be deemed to give any Member
the right to be retained in the service of the Company or to interfere with the right of the Company
to discharge any Member at any time; provided, however, that the foregoing shall not be deemed
to modify the provisions of any collective bargaining agreements which may be entered into by the
Company with the bargaining representatives of any Associates.

Applicable Law

This Plan is a governmental (sponsored) plan and as such it is exempt from the requirements of the
Employee Retirement Income Security Act of 1974 (also known as ERISA), which is a Federal law
regulating Employee welfare and pension plans. The Participants’ rights in the Plan are governed
by the plan documents and applicable State law and regulations. To the extent not preempted by
federal law, the provisions of this Plan are construed, enforced and administered according to the
laws of Texas.

Discretionary Authority

The Plan Administrator shall have sole, full and final discretionary authority to interpret all Plan
provisions, including the right to remedy possible ambiguities, inconsistencies and/or omissions in
the Plan and related documents; to make determinations in regards to issues relating to eligibility
for benefits; to decide disputes that may arise relative to a Member’s rights; and to determine all
questions of fact and law arising under the Plan.

This Plan is not a “Grandfathered Health Plan” under the Patient Protection and Affordable Care
Act. This group health plan believes this coverage is not a “Grandfathered Health Plan” under the
Patient Protection and Affordable Care Act (the Affordable Care Act). Questions about the Plan can
be directed to the Plan Administrator at the following address and phone number:

Preferred Administrators
1145 Westmoreland Drive
El Paso, TX 79925
Phone: 915-532-3778

For individual market policies and non-federal governmental plans: You may also contact Employee
Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 https://www.dol.
gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers or
the U.S. Department of Health and Human Services at https://www.healthcare.gov/health-care-law-
protections/grandfathered-plans. This website has a table summarizing which protections do and
do not apply to Grandfathered Health Plans.
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ARTICLE 1l

SCHEDULE OF BENEFITS
FOR PARTICIPATING PROVIDERS

3.01 Preferred Provider Organization (PPO) Providers

A current list of PPO Providers is available, without charge, through Preferred Administrators’
website at www.preferredadmin.net.

This Plan provides options for Members to receive medical services from providers who have
contracted with the provider networks contracted by the Plan. This Plan rewards Members with
increased benefit coverage amounts based on the providers selected as described in the Schedule of
Benefits. The greatest benefit amounts are provided when Members use University Medical Center
of El Paso facilities and services. Benefit coverage amounts are based on a traditional benefit plan
design using Preferred Provider Networks. For this Plan the preferred providers are:

(1) University Medical Center of El Paso, El Paso Children’s Hospital and Texas Tech
Physicians

NOTE: If your medical care is not available at UMC or Texas Tech, but it is offered with
a PPO provider, your benefit will be applied at PPO. We are working diligently with
UMC and Texas Tech to be able to provide you with the best medical care.

(2) Preferred Administrators Network in El Paso and other providers contracted by
Preferred Administrators Network on behalf of this Plan

NOTE: If your medical care is not available within a PPO Network and you receive
services from an Out-of-Network provider, your benefit will be PPO, but additional
charges (Balance Billing) may be incurred when receiving services from a noncontracted
provider.

NOTE: Preferred Administrators Network physicians, who provide services at UMC
or EPCH, will have professional services paid at the contracted rate. Member's
responsibilities will be UMC/EPCH/Texas Tech benefit coverage level.

NOTE: Except as outlined in “No Surprises Act — Emergency Services and Surprise Bills"”
below, if the charge billed by a Non-Network Provider for any covered service is higher
than the Maximum Allowable Charge determined by the Plan, Members are responsible
for the excess unless the Provider accepts assignment of benefits as consideration in

full for services rendered. Since Network Providers have agreed to accept a negotiated
discounted fee as full payment for their services, Members are not responsible for

any billed amount that exceeds that fee. The Plan Administrator reserves the right

to revoke any previously-given assignment of benefits or to proactively prohibit
assignment of benefits to anyone, including any Provider, at its discretion.

NOTE: To receive benefit consideration, Members may need to submit claims for
services provided by Non-Network Providers to the Third Party Administrator. Network
Providers have agreed to bill the Plan directly, so that Members do not have to submit
claims themselves.

If a Member receives information with respect to an item or service from the Plan, its
representative, or a database maintained by the Plan or its representative indicating that a
particular Provider is an In-Network Provider and the Member receives such item or service in
reliance on that information, the Member’s Coinsurance, Copayment, Deductible, and out-of-
pocket maximum will be calculated as if the Provider had been In-Network despite that information
proving inaccurate.

Preferred
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3.02 SCHEDULE OF BENEFITS FOR MEMBERS LIVING OUTSIDE OF THE AREA OF EL PASO

This Plan enables you to continue to access participating PPO providers through Multiplan and
PHCS. Through the Multiplan and PHCS, the same advantages are provided to members who live,
work, or travel outside of the service area. This is done by utilizing the Multiplan/PHCS extended
national network.

Providers within Multiplan and PHCS participating providers have agreements to accept our
payment (after the member’s coinsurance and deductible) as payment in full. If you obtain services
through a preferred provider, you will receive benefits at the PPO in-network level.

Participating providers outside the El Paso Area must submit prior authorization for scheduled
inpatient admissions and elective outpatient surgeries. Prior Authorization is not a guarantee of
payment. All benefit determinations are subject to eligibility enroliment, and the terms of coverage
defined in this Plan.

(1) Out of area members can use the Multiplan/PHCS within their local area to locate
participating providers. If your provider is participating with Multiplan/PHCS, your
benefit will be in-network at PPO benefit level.

(2) Out of network benefits will be applied if your provider is not participating with
Multiplan/PHCS.

(3) If your specialty care is not available in your residing area, you must contact Preferred
Administrators at 915-532-3778, prior to receiving your specialty services. Preferred
Administrators will help you coordinate these services.

(4) Members are responsible to update their Out of State/Out of area address with
Preferred Administrators and verify if the provider is a contracted provider with
(Multiplan/PHCS) at 1-800-922-4362 and or you can verify on line at www.multiplan.
com/PAPHCS. This will determine how the Member’s benefits will be applied.

(5) PPO Benefits will be applied when using a contracted Out-of-Area Provider when the
treatment is for a sudden acute medical illness or injury that presents an urgent or
emergency situation. If the provider is a contracted provider, the Benefit Percentage
will be applied to the contracted allowable amounts for the contracted allowable
amounts. If the provider is not a contracted provider with our Wrap Network, the PPO
Benefit will be applied but additional charges (Balance Billing) may be incurred when
receiving services from a Non-Contracted Provider.

3.03 SCHEDULE OF BENEFITS FOR MEMBERS LIVING INSIDE THE AREA OF EL PASO

(1) Members residing inside the area of El Paso should utilize their local provider network
for all services.

(2) Out-of-area benefits will be covered for emergency services only.

(3) If you are receiving or plan to receive elective and non-emergency services, they will be
treated as out of network.

(4) If your specialty care is not available within the El Paso Regional Area, you must contact
Preferred Administrators at 915-532-3778, prior to receiving your specialty services.
Preferred Administrators will help you coordinate these services.

(5) Prior Authorization will be required for Member’s receiving services outside of the
El Paso area.
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3.04 SCHEDULE OF BENEFITS FOR MEMBERS RECEIVING SERVICES
BY AN OUT-OF-NETWORK PROVIDER

If a Member electively chooses to receive services from an out-of-network/out of area provider, the
Member will be responsible for out-of-network benefits as explained in this Plan Document.

If you receive services from an out-of-network/out of area provider, You will be required to do the
following.

— You will be required to get a prior authorization for any services rendered with an out-of-
network/out of area provider. Failure to obtain prior authorization will result in a loss of
coverage for the service or procedure.

— You will be required to satisfy a higher deductible and co-insurance.

— You will be required to pay the difference between the amounts the provider charges and
the sum the Plan pays. Additional charges (Balance Billing) will be incurred when receiving
services from a non-contracted provider.

FINDING A CONTRACTED PROVIDER:

(1) For Members living in the El Paso area, you can find providers in your El Paso Area
Network at www.preferredadmin.net or call 915-532-3778.

(2) To locate a provider outside the area for emergency only, visit www.multiplan.com/
UMCHD.

(3) For Members living outside of the El Paso area. You can find providers at www.
multiplan.com/PAPHCS or call 1-800-922-4362.

(4) If you have any questions, you can reach our Member Services Department at 915-532-
3778 or 1-877-532-3778 if outside of the calling area. Member Services is available
Monday through Friday from 7 a.m. to 5 p.m., Mountain Time.

3.05 Utilization Review

UTILIZATION REVIEW: The Plan requires prior authorization for all scheduled inpatient admissions
and specified outpatient procedures and diagnostic tests. Failure to obtain prior authorization for
a scheduled inpatient and outpatient procedure will result in a loss of coverage for the service or
procedure. Please contact TPA Administration to verify payment, eligibility and benefits.

Prior Authorization is not a guarantee of payment. All benefit determinations are subject to
eligibility enrollment, and the terms of coverage defined in this Plan.

PRIOR AUTHORIZATION

All out-of-network services provided by non-participating facility, provider, lab, or vendor require
pre-authorization. In addition, the Plan requires that a Provider obtain a prior authorization for the
following covered services or procedures received within the local area of El Paso:

Inpatient Admissions
e Acute Hospital
¢ Behavioral Health/Residential
e Chemotherapy
Surgical
Non-Surgical
Rehab
Hospice
Skilled Nursing
Maternity and Newborn
(Please reference THE NEWBORNS’' AND MOTHERS’ HEALTH PROTECTION ACT)
¢ Behavioral Health/Substance Abuse
¢ Pre-Scheduled
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Outpatient

Physical Therapy (No authorization is required for the initial evaluation)
Speech Therapy (No authorization is required for the initial evaluation)
Occupational Therapy (No authorization is required for the initial evaluation)
Chiropractic (No authorization is required for the initial evaluation)
Radiation Therapy

Chemotherapy

Infusion Therapy

Home Health (No authorization is required for the initial evaluation)

Radiology/Diagnostic Imaging

PET Scans

Fetal Echocardiography, 76825-76828

NO Authorization required for MRI, MRA, CT scans, EKG’s, or X-Rays
when done by a participating provider

Outpatient Procedures when performed at the following:

Ambulatory Surgical Center

Endoscopy Center

Cardiac Catheter Center

Wound Clinic

Outpatient Hospital

Vein Clinic

Growth Hormones

Biologicals/Biosimilars (e.g. cytokines, growth factors, gene and cellular therapies, etc.)
Synagis — Clinician Administered Drugs, Oral, IV, Injectable over $500

(in office or outpatient setting)

Specialty Medicines

NOTE: Buy and Bill process will be in place for specialty medications provided
inpatient or outpatient facility.

Durable Medical Equipment ($500 and over)

All DME rentals exceeding 2 months require a prior authorization maximum up to 12 months,
not to exceed purchase price. Prior Authorization must be accompanied by the Physician’s
prescription.

Other Services

Preferred

Allergy Immunotherapy

BRCA Testing

Clinical Trials

Dental Anesthesia

Genetic Testing

Implantable Devices

Laser Surgeries

Oral Surgery

Orthotics and Prosthetics ($200 and over for Adult and Children)
Transfers (i.e. scheduled non-emergent facility to facility)

Transplants (to include evaluation services by Transplant Facility)
Transportation (Non-Emergency Air Transport and Non-Emergent Ambulance)
Venous Procedures in office and outpatient excluding for dialysis access.
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PRIOR AUTHORIZATION FOR SERVICES OUTSIDE THE AREA OF EL PASO

Participating providers outside the El Paso Area must submit prior authorization for scheduled
inpatient admissions and elective outpatient surgeries.

INPATIENT ADMISSIONS:

All elective (non-emergency) admissions require prior authorization. The prior authorization
process will review the medical necessity and appropriateness for the requested admission.

Prior authorization will also identify appropriate alternative facility providers or settings for the
requested admission, such as an alternative use of an outpatient facility when the requested service
can be safely and effectively done in an outpatient rather than an inpatient setting.

All emergency admissions (those through an Emergency Room or a direct admit from a physician’s
office) require notification within twenty four (24) hours following the emergency admission.
Failure to notify Preferred Administrators of an emergency admission will result in denial of a claim.
When emergency admissions occur and the patient will be confined beyond twenty four (24) hours,
transfer to UMC will be offered when the patient’s condition can appropriately be treated at UMC
and the patient is medically stable and able to be transported to UMC.

All inpatient stays of less than 24 hours are considered an observation stay. A 24-hour notification is
required for conversion from observation status to inpatient status.

NOTE: All Out-of-Area/Out-of-Network Transfers must be Pre-Authorized

Although it is the Provider’s responsibility to request authorization for the health care services

to be delivered, it is ultimately the Member’s responsibility to ensure that the requested services
have been preauthorized to avoid delay in services or unpaid claims. We encourage you to always
call Preferred Administrators at 915-532-3778 to verify if the provider requested an authorization
before services are rendered. Out of town transfers due to COVID will need to be authorized and
Plan will work on Single Case Agreements. This will be until the end of the pandemic.

INPATIENT MATERNITY:

All Inpatient Maternity Admissions require notification from your provider within twenty four (24)
hours following the delivery. Failure to notify Preferred Administrators of an emergency admission
will result in denial of a claim.

Prior authorization is not required for Emergent Medical or Behavioral Health Admissions.
Notification of admission is required within one (1) business day.

Requires prior authorization for in-network or out of net-work facility physician services for a
mother and her newborn(s) after 48 hours following uncomplicated vaginal delivery and after 96
hours following an uncomplicated delivery by caesarian section.

NOTE: A Preauthorization does not guarantee payment of benefits nor verify eligibility. Payment
of benefits is subject to all terms conditions, limitations and exclusions of the Member’s contract,
regardless of a determination, medical, decisions regarding a course of treatment are solely
between the physician and the patient.

CONCURRENT REVIEW AND DISCHARGE PLANNING:

All inpatient admissions are monitored for compliance with the certified length of stay. Admissions
which are continued beyond the expected length of stay, are reviewed to determine the medical
necessity for the continued stay, and to identify the expected discharge date of the patient. The
Preferred Administrators Case Manager will work collaboratively with the facility when a patient
can appropriately be transferred to an alternative care setting; or when a patient is discharged from
an acute care setting to an alternative care setting such as home health care.
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CASE MANAGEMENT:

As a Plan Member, you qualify for certain Case Management benefits determined to be necessary
and appropriate at no charge to the Member. Case Management will require full participation by
the Member.

The Health Service Department staff which includes Medical Directors, Registered Nurses, Licensed
Vocational Nurses, Case Managers and Social Workers are available to assist Members when
situations emerge involving potentially high cost medical services, complex medical care needs,
catastrophic medical illness or injury, or out of area medical services. Case Managers will consult
with the treating physicians and facility representatives regarding medical service needs and
potential alternative treatment plans. The focus of Case Management is to assist the Member by
monitoring the situation, identifying available clinical resources, plan options, helping the Member
understand a disease process, a treatment plan or medical terminology, which may include the
following:

personal support to the Member and family;

monitoring hospital stays and sub-acute facilities;

identifying appropriate alternative care options;

assisting in obtaining any necessary equipment or supplies;

coordinating the care plan among physician(s) and other health care professionals

Participation in Case Management is Voluntary. Accepting Medical Case Management
recommendations is voluntary and there will be no reduction of benefits if the Member chooses not
to accept recommendations presented by the Case Manager.
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3.06 Benefit Percentage, Deductibles and Limitations

BENEFIT PERCENTAGE, DEDUCTIBLES AND LIMITATIONS

umc, Wrap Network
University Preferred
Medical Administrators | Out of Area /
Center of Texas Tech Network / Non-Contracted
Benefit Description El Paso, EPCH Provider PPO Benefit Providers
BENEFIT PERCENTAGE or COINSURANCE PERCENTAGE (payable by the Plan)
Inpatient Hospital Admissions $250 co-pay N/A $1,000 co-pay | $2,500 co-pay
(per admission) and 100% and 70% and 50%
coverage coverage coverage
once once once
deductible deductible deductible
is met is met is met
Other Outpatient Surgery $100 co-pay N/A $300 co-pay |$1,000 co-pay
including Birthing Centers and 100% and 70% and 50%
(unless specified otherwise) coverage coverage coverage
once once once
deductible deductible deductible
is met is met is met

Non-Contracted Providers.

PPO benefits will also be applied when using Out-of-Area Providers for:

e Treatment for a sudden acute medical illness or injury that presents an urgent or emergency
situation provided by Non-Network / Non-Contracted Providers;
e Treatment by Out-of-Area / Non-Contracted emergency room physicians who staff an emergency
room of an Out-of-Area / Non-Contracted hospital.

Failure to obtain Prior Authorization or to comply with the determination of the Medical Review
process may result in the denial of a claim for benefits. See the preceding provision for Medical
Management and Prior Authorization requirements.

The Benefit Percentage will be applied to the contracted allowable amounts for the Participating
Contracted Providers and Out-of-Network benefits will be applied to Non-Contracted Providers.

e SPECIAL NOTICE: Additional charges (Balance Billing) may be incurred when receiving services from

DEDUCTIBLE PER FISCAL YEAR $300 $1,500 $5,000
Per Member
Maximum Family Deductible Limit $900 $4,500 $15,000

Pocket maximum.

After the member deductible is met, the Plan pays the Benefit Percentage (co-insurance percentage)
of Covered Expenses incurred in the balance of the Fiscal Year for each individual up to the Out-of-

Family deductible is considered satisfied if family amount is met AND Subscriber’s individual

deductible is met. The subscriber deductible must be met for family max deductible to be met. If a
Subscriber deductible does not meet their individual deductible, a family max will not be satisfied
until the Subscriber has met their individual deductible.

ANNUAL LIMIT
(Per Member)

No annual limit.

Preferred
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umMc, Wrap Network
University Preferred
Medical Administrators | Out of Area/
Center of Texas Tech Network / Non-Contracted
Benefit Description El Paso, EPCH Provider PPO Benefit Providers

OUT-OF-POCKET All Members cost share from UMC/EPCH/
MAXIMUM PER FISCAL YEAR TT/PPO will be applied towards the Out-of
Pocket maximum. Once you have met your
$9.100 deductible at UMC, EPCH, or Texas Tech, Unlimited

! the Plan will pay 100% of covered expenses
Family Out-of-Pocket $18,200 | incurred for the current Fiscal Year.

Per Member

NOTE: All charges used to apply toward a “Per Member” maximum out-of-pocket amount will
be applied toward the “Family” maximum out-of-pocket amount. No individual out-of-pocket
maximums will exceed $9,100 for that fiscal year.

The Out-of-Pocket maximum includes any applicable deductibles, co-insurance, and co-pays from any
in-network provider. The annual Out-of-Pocket maximum applies to all in-network services Medical
and Pharmacy. Once the Out-of-Pocket maximum has been reached, the Plan will pay 100% of
eligible in-network expenses for the remainder of the Fiscal Year. The Out-of-Pocket is combined with
medical and pharmacy. The Out-of-Pocket maximum does not include non-compliance penalties and
amounts in excess of allowable amounts or any non-covered expenses.

ANNUAL LIMIT No annual limit.
(Per Member)

3.07 Balance Billing

In the event that a claim submitted by a Preferred or Non-Preferred Provider is subject to a medical
bill review or medical chart audit and some or all of the charges in connection with such claim

are repriced because of billing errors and/or overcharges, it is the Plan’s position that the Member
should not be responsible for payment of any charges denied as a result of the medical bill review
or medical chart audit, and should not be balance billed for the difference between the billed
charges and the amount determined to be payable by the Plan Administrator, although the Plan
has no control over any Provider’s actions, including balance billing.

In addition, with respect to services rendered by a Preferred Provider being paid in accordance

with a discounted rate, it is the Plan’s position that the Member should not be responsible for the
difference between the amount charged by the Preferred Provider and the amount determined to
be payable by the Plan Administrator, and should not be balance billed for such difference. Again,
the Plan has no control over any Preferred Provider that engages in balance billing practices, except
to the extent that such practices are contrary to the contract governing the relationship between
the Plan and the Preferred Provider.

The Member is responsible for any applicable payment of co-insurances, deductibles, and out-of-
pocket maximums and may be billed for any or all of these.

3.08 Claims Audit

In addition to the Plan’s Medical Record Review process, the Plan Administrator may use its
discretionary authority to utilize an independent bill review and/or claim audit program or service
for a complete claim. While every claim may not be subject to a bill review or audit, the Plan
Administrator has the sole discretionary authority for selection of claims subject to review or audit.

The analysis will be employed to identify charges billed in error and/or charges that exceed the
Maximum Allowable Charge or services that are not Medically Necessary, and may include a patient
medical billing records review and/or audit of the patient’s medical charts and records.
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Upon completion of an analysis, a report will be submitted to the Plan Administrator or its agent
to identify the charges deemed in excess of the Maximum Allowable Charge or other applicable
provisions, as outlined in this Plan Document.

Despite the existence of any agreement to the contrary, the Plan Administrator has the discretionary
authority to reduce any charge to the Maximum Allowable Charge, in accord with the terms of this
Plan Document.

3.09 No Surprises Act - Emergency Services and Surprise Bills

For Non-Network claims subject to the No Surprises Act (“NSA"), Member cost-sharing will be the
same amount as would be applied if the claim was provided by a Network Provider and will be
calculated as if the Plan’s Allowable Expense was the Recognized Amount, regardless of the Plan’s
actual Maximum Allowable Charge. The NSA prohibits Providers from pursuing Members for the
difference between the Maximum Allowable Charge and the Provider’s billed charge for applicable
services, with the exception of valid Plan-appointed cost-sharing as outlined above. Any such cost-
sharing amounts will accrue toward In-Network Deductibles and out of pocket maximums.

If member signs a notice of consent to waive their rights under NSA, please note that they may not
be protected from NSA and in this case they may be balanced billed.

Benefits for claims subject to the NSA will be denied or paid within 30 days of receipt of an initial
claim, and if approved will be paid directly to the Provider.

Claims subject to the NSA are those which are submitted for:

* Emergency Services;

¢ Non-emergency services rendered by a Non-Network Provider at a Participating Health Care
Facility, provided the Member has not validly waived the applicability of the NSA; and

e Covered Non-Network air ambulance services.

3.10 Continuity of Care

In the event a Member is a continuing care patient receiving a course of treatment from a Provider
which is In-Network or otherwise has a contractual relationship with the Plan governing such care
and that contractual relationship is terminated, not renewed, or otherwise ends for any reason
other than the Provider’s failure to meet applicable quality standards or for fraud, the Member shall
have the following rights to continuation of care.

The Plan shall notify the Member in a timely manner, but in no event later than 7 calendar days
after termination that the Provider’s contractual relationship with the Plan has terminated, and that
the Member has rights to elect continued transitional care from the Provider. If the Member elects
in writing to receive continued transitional care, Plan benefits will apply under the same terms and
conditions as would be applicable had the termination not occurred, beginning on the date the
Plan’s notice of termination is provided and ending 90 days later or when the Member ceases to be
a continuing care patient, whichever is sooner.

For purposes of this provision, “continuing care patient” means an individual who:

1. is undergoing a course of treatment for a serious and complex condition from a specific
Provider,

2. is undergoing a course of institutional or Inpatient care from a specific Provider,

3. is scheduled to undergo non-elective surgery from a specific Provider, including receipt of
postoperative care with respect to the surgery,

4. is pregnant and undergoing a course of treatment for the Pregnancy from a specific
Provider, or

5. is or was determined to be terminally ill and is receiving treatment for such illness from a
specific Provider.

Note that during continuation, Plan benefits will be processed as if the termination had not
occurred, however, the Provider may be free to pursue the Member for any amounts above the
Plan’s benefit amount.

Preferred

ADMINISTRATORS PLAN DOCUMENT e PAGE 16




3.1

Alphabetical Schedule of Plan Benefits

Payment for any of the expenses listed below is subject to all Plan exclusions, limitations and

provisions.

NOTE: Non-Contracted Providers will be paid at the Maximum Allowable Charge. Please see

definition on page 44.

ALPHABETICAL SCHEDULE OF PLAN BENEFITS

Benefit Description

umc,
University
Medical
Center of
El Paso, EPCH

Texas Tech
Provider

Wrap Network
Preferred
Administrators
Network /
PPO Benefit

Out of Area/
Non-Contracted
Providers

ALLERGY TESTING AND INJECTIONS

Allergy Testing and Injections

100% after

100% after

70% after

50% after

(patient must be transported)

co-insurance

deductible deductible deductible deductible
Allergy Serum Vials 100% after | 100% after 70% after 50% after
Dispensed in a Physician’s Office deductible deductible deductible deductible
Allergy Serum Vials Covered as a Prescription Drug
Dispensed by a Pharmacist
AMBULANCE (AIR AND GROUND)
Ambulance N/A N/A 70% 70%

co-insurance

Emergency air and ground ambulance transportation covered to the nearest appropriate facility.
Non-emergency ground ambulance transportation that is medically necessary for local area transfer
between inpatient facilities (acute, subacute or hospice) when appropriate. Non-emergency air or
ground transportation for any other reason requires Prior Authorization review. Benefit amounts
based on the Maximum Allowable Charge rate or the provider’s contracted rate if applicable.

CHEMOTHERAPY, HEMATOLOGY / ONCOLOGY / INFUSION / RADIATION

Benefit 100% after 100% after 70% after 50% after
deductible deductible deductible deductible
COVID-19 DIAGNOSTIC TESTING
These services are effective March 1, 2020
through the duration of the public health Unlijvhgrcs'ity Wrgre;gxaork
emergency declaration as they relate to Medical Administrators | Out of Area/
COVID-19 services. The following services will Center of Texas Tech Network / Non-Contracted
expire at the end of the emergency period. El Paso, EPCH Provider PPO Benefit Providers*
Benefit Coverage 100% 100% 100% 100%
coverage coverage coverage coverage
COVID-19 TREATMENT
These services are effective March 1, 2020
through the duration of the public health Unlijvhgrcs'ity Wrg:)e;\leiltr:\aork
emergency declaration as they relate to Medical Administrators | Out of Area/
COVID-19 services. The following services will Center of Texas Tech Network / Non-Contracted
expire at the end of the emergency period. El Paso, EPCH Provider PPO Benefit Providers*
Benefit Coverage 100% 100% 70% 50%
coverage coverage coverage after
after deductible
deductible

explained in the Plan Document.

*NOTE: Member will be financially responsible for services rendered by Non-Contracted Providers as
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DIAGNOSTIC X-RAY, PATHOLOGY AND LABORATORY SERVICES

Radiology, Pathology, and
Laboratory Benefits

inpatient or
outpatient
100% after
deductible

inpatient or
outpatient
100% after
deductible

inpatient or
outpatient
70% after

deductible

inpatient or
outpatient
50% after
deductible

NOTE: If a woman receives a mammogram younger than 40 years of age, it will be considered
diagnostic and your deductibles or PPO co-insurance will apply.

DURABLE MEDICAL EQUIPMENT

Hospital Inpatient / Outpatient or
Other Medical / DME Provider
(DME over $500.00 requires

Prior Authorization)

N/A

100% after
deductible

70% after
deductible

50% after
deductible

EMERGENCY CARE BENEFITS

100% of 100% of
Maximum Maximum
Allowable Allowable

Charge Charge

after co-pay

of $200

100% of
Maximum
Allowable

Charge

after co-pay
of $200

100% 100%
Maximum Maximum
Allowable Allowable

Charge Charge
Amount Amount
$200 co-pay

100%
Maximum
Allowable

Charge
Amount

NOTE: Deductible/Coinsurance does not apply when obtaining emergency services.

HOME HEALTH CARE

Benefit N/A N/A 70% after 50% after
deductible deductible

Maximum Benefits N/A N/A 60 visits per | 60 visits per
Fiscal Year Fiscal Year

HOSPICE CARE

Hospice Care Outpatient N/A N/A 70% after 50% after
deductible deductible

Maximum visits per Fiscal Year 180

Hospice Inpatient Care N/A N/A $1,000 co-pay| $2,500 co-pay
70% after 50% after
deductible deductible
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umc, Wrap Network
University Preferred
Medical Administrators | Out of Area/
Center of Texas Tech Network / Non-Contracted
Benefit Description El Paso, EPCH Provider PPO Benefit Providers
HOSPITAL SERVICES
Hospital Services — Inpatient Admissions $250 co-pay N/A $1,000 co-pay| $2,500 co-pay
100% after 70% after 50% after
deductible deductible deductible
Hospital Services — Outpatient Surgery $100 co-pay N/A $300 co-pay | $1,000 co-pay
100% after 70% after 50% after
deductible deductible deductible
Hospital Services — Observation $50 co-pay N/A $50 co-pay | $50 co-pay
(Less than 24 hours in the hospital) and 100% and 100% and 100%
coverage coverage Maximum
Allowable
Charge
Amount
Hospital Inpatient Services 100% after N/A 70% after 50% after
(Professional) deductible deductible deductible
Hospital Outpatient Services 100% after N/A 70% after 50% after
(Professional) deductible deductible deductible
Hospital Observation Services 100% N/A 100% 100% of
(Less than 24 hours in the hospital) coverage coverage Maximum
(Professional) Allowable
Charge
Amount
HOSPITAL ROOM AND BOARD CHARGES
Room and Board Charges N/A 70% after 50% after
(Including Medically Necessary deductible deductible
Private Room Isolation)
Intensive Care N/A 70% after 50% after
(Allowable Room Rate) deductible deductible
Private Room Charges for Hospitals N/A 70% after 50% after
Charges with Private Rooms Only deductible deductible

BEHAVIORAL HEALTH,

MENTAL HEALTH AND SUBSTANCE ABUSES

Crisis Hotline — 1-877-377-6147 Preferred Administrators provides a Crisis Hotline that offers
immediate support for associates who are experiencing emotional and behavioral distress.

Outpatient Office Visit N/A $30 co-pay | $40 co-pay 50% after
deductible
Intensive Outpatient Visit N/A N/A $40 co-pay 50% after
deductible
Partial Hospitalization/ N/A N/A 70% after 50% after
Psychiatric Day Treatment deductible deductible

Preferred

ADMINISTRATORS
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70% after
deductible

umc, Wrap Network
University Preferred

Medical Administrators | Out of Area/

Center of Texas Tech Network / Non-Contracted
Benefit Description El Paso, EPCH Provider PPO Benefit Providers

Inpatient Behavioral/ N/A N/A $1,000 co-pay| $2,500 co-pay

Residential Admission 70% after 50% after

deductible deductible
Inpatient Substance Abuse Admission N/A N/A $1,000 co-pay| $2,500 co-pay

50% after
deductible

CO-PAY PROVIDES FOR THE OFFICE VISIT/CONSULTATION ONLY. All other Covered Expenses provided
during an office visit are covered at the 100%, 70% or 50% Benefit Percentage according to the
network contracted status of the service provider.

Covered Expenses During Office Visit
(Lab, X-Ray)

100% after
deductible

100% after
deductible

70% after
deductible

50% after
deductible

(No Maximum Visits)

appointment.

NOTE: EAP Program is available to Retirees and their Dependents

The Employee Assistance Program (EAP) offers 8 free counseling sessions for therapy and counseling
by providers within the EAP Program. You can call the EAP program at 915-351-4680 to make your

Preferred Administrators.

Prior Authorization for professional services is required through the Health Service Department of

NUTRITIONAL COUNSELING by A Registered Dietitian or Nutritionist

* All Medically Necessary according to evaluation by a Registered Dieticians will be covered at 100% when
provided at EPCH, UMC, Texas Tech, or PPO Providers, limited to twelve sessions per Fiscal Year*

You will be covered at 100% if you meet 100% 100% 100% Not Covered
specific guidelines according to the

United States Preventive Services Task

Force (USPSTF) A & B Recommendations

OCCUPATIONAL THERAPY - Non-Workers’ Compensation

Occupati