WELLS
FARGO

HealthPartners Distinctions Il Plan

Summary Plan Description
Effective January 1, 2009



HealthPartners Distinctions Il Plan

Contents

CONTaACES. ¢ v v ittt e 1
Chapter 1: Administrative Information. . ........... 3
The Basics « o vvvvt ettt 3
Who’s Eligible .. ... 3
Plan Information . ........ ...t 3
Participating Employers . .. ... o 4
Futureof the Plan. .. ... ... ... i, 4
Chapter 2: HealthPartners Distinctions Il ........... S
How the Plan Works ... ..., 5
HealthPartners Network ......... ... ... ... ...... 11
Out-of-Network Services . .. ....coiinin ... 12
Services That Require Prior Authorization............. 13
Definitions . . ..o v vt 14
What the Plan Covers. .. ...ovviininneenen. 16
Services Not Covered . .. ..cocvvvvi ... 48
Claimsand Appeals . .. .. ... 51
Disputes and Complaints . . .. ...ovvnnin ... 52
Conditions . « . v ottt e 52
Chapter 3: Mental Health and

Substance Abuse Benefits. .................. . ... 55
Mental Health Benefits. . .. ..... ... ... oo, 55
Appendix A:Forms. ........... ... ... ... ... 59
Wells Fargo & Company Group Health Plan Appeal. . . .. 61
Authorization for Representation in the Appeal Process. . . 63
HealthPartners Claim Form .. ...................... 65

HealthPartners Distinctions II Plan



Page intentionally left blank

HealthPartners Distinctions 11 Plan



Contacts

Information about
the Plan:

« Medical claims
information

« Authorization of
medical services

« Mental health and
substance abuse
(through
HealthPartners)

« Prescription drugs
and pharmacy

« CareCheck

HealthPartners Member Services at:
952-883-6677 or 1-888-487-4442 outside the metro areas

www.healthpartners.com/wf

Information about
mental health and
substance abuse

Employee Assistance Consulting
1-888-327-0027
TDD: 1-877-411-0826

Optum Health Behavioral Solutions (formerly United Behavioral Health)
1-800-720-4158

www.liveandworkwell.com (access code: wellsfargo)

Information about
all enrollment

Teamworks

HR Service Center

1-877-HRWELLS

(1-877-479-3557), and press 1, option 2
TDD/TTY: 1-800-988-0161

hrsc@wellsfargo.com

Information about
all providers

Provider Directory Service
www.geoaccess.com/directoriesonline/wellsfargo

Wells Fargo Medical Plan Comparison Tool
wiplans2009.chooser2.pbgh.org
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Chapter 1: Administrative Information

The Basics

This Summary Plan Description (SPD) covers the
provisions of the HealthPartners Distinctions II Plan
(the Plan).

While reading this material, be aware that:

« The Plan is a welfare benefits plan provided as a
benefit to eligible team members and retirees and their
eligible dependents. Participation in this Plan does not
constitute a guarantee or contract of employment with
Wells Fargo & Company or its subsidiaries. Plan
benefits depend on continued eligibility.

+ The name “Wells Fargo,” as used throughout this
document, refers to Wells Fargo & Company and each
subsidiary that participates in the Plan. For your
purposes, “Wells Fargo” means the legal entity that
employs you.

In case of any conflict between the SPD, any other
information provided, and the official Plan document,
the Plan document governs Plan administration and
benefit decisions. You may request a copy of the official
Plan document by submitting a written request to the
address below, or you may view the document onsite
during regular business hours by prior arrangement:

Compensation and Benefits Department
Wells Fargo

MAC N9311-170

625 Marquette Avenue

Minneapolis, MN 55479

Wells Fargo contracts with third-party administrators to
provide claims administrative services. These third-party
administrators are referred to as claims administrators.
The relationship of the health care providers and third-
party administrators to Wells Fargo is that of
independent contractors. This means that Wells Fargo
cannot guarantee the quality of services rendered by the
administrator.

While the Plan’s provisions determine what services and
supplies are eligible for benefits, you and your health care
provider have ultimate responsibility for determining
appropriate treatment and care.

Responsibilities of covered persons

Each covered team member or retiree and covered
dependent is responsible for reading this SPD and related
materials completely and complying with all rules and
Plan provisions.

HealthPartners Distinctions II Plan

Definition of a Summary Plan Description (SPD)
An SPD explains your benefits and rights under the Plan.
Your full SPD includes this booklet and the first two
chapters and the appendixes of your Benefits Book. The
Benefits Book and SPDs are available at Teamworks >
Team Member Resources and at
wellsfargo.com/teamworks. Every attempt has been
made to make the Benefits Book and SPDs easy to
understand, informative, and as accurate as possible.

However, an SPD cannot replace or change any
provision of the actual Plan documents.

As a participant in this Plan, you are entitled to certain
rights and protection under the Employee Retirement
Income Security Act of 1974 as amended (ERISA). For a
list of specific rights, review the section “Your Rights
Under ERISA” in “Appendix B: Legal Notifications” of
your Benefits Book.

Who's Eligible

Each team member who satisfies the Plan’s eligibility
requirements may enroll. Your employment classification
determines eligibility to participate in this Plan. For more
information regarding employment classification and
eligibility, refer to the first chapter of your Benefits Book.

Plan Information

Employer Identification Number

The Internal Revenue Service (IRS) has assigned

Wells Fargo the employer identification number (EIN)
41-0449260. Use this number if you correspond with the
government about the plan. The Plan is part of an
umbrella group health plan called The Wells Fargo &
Company Medical Plan; the Plan number is 504.

Plan sponsor
Wells Fargo is the plan sponsor. Please use the address
below for any correspondence, and include the EIN:

Wells Fargo & Company
MAC A0101-121

420 Montgomery Street
San Francisco, CA 94104


http://wellsfargo.com/teamworks
http://wellsfargo.com/teamworks

Plan administrator

The plan administrator has full discretionary authority to
administer and interpret the plan. Wells Fargo &
Company is the plan administrator, and may delegate its
duties and discretionary authority to accomplish those
duties to certain designated personnel, including but not
limited to the Director of Human Resources and the
Director of Compensation and Benefits.

The plan administrator’s address is:

Wells Fargo & Company
MAC N9311-170

625 Marquette Avenue
Minneapolis, MN 55479

To contact the plan administrator or if you have
questions about the Plan, you may also call the HR
Service Center at 1-877-HRWELLS (1-877-479-3557).

Agent for service

Wells Fargo & Company’s corporate secretary (address
listed below) is the designated agent for service of legal
process for this Plan. You can also serve legal process on
the plan administrator at the address listed above.

Corporate Secretary
Wells Fargo

MAC N9305-173

Sixth and Marquette
Minneapolis, MN 55479

Claims administrator

HealthPartners is the organization designated by the
plan administrator to receive, process, and administer
benefit claims according to Plan provisions and to
disburse claim payments and information (the “claims
administrator”). Contact HealthPartners at the following
address for service of legal process on the Plan’s

claims administrator:

HealthPartners, Inc.
8170 33rd Avenue South
Minneapolis, MN 55440-1309

Plan trustee
The trustee for the Plan is:

Wells Fargo Bank, N.A.
MAC N9303-09A

608 2nd Avenue South
Minneapolis, MN 55479

Plan year

Financial records for the Plan are kept on a “plan year”
basis. The plan year begins January 1 and ends the
following December 31, unless otherwise designated in
the Plan document.

Participating Employers

The Plan generally covers team members and retirees of
Wells Fargo and those subsidiaries and affiliates of
Wells Fargo that have been authorized to participate in
the Plan. These participating Wells Fargo companies are
called participating employers. Participants and
beneficiaries in the Plan may receive, on written request,
information as to whether a particular subsidiary or
affiliate is a participating employer of the Plan, and if it
is, the participating employer’s address. To request a
complete list of participating employers in the plans,
write to the plan administrator at the address above.

Future of the Plan

Wells Fargo reserves the right to amend or discontinue
any benefit or plan, at any time, for any reason.

Plan amendments

Wells Fargo, by action of its Board of Directors, the
Human Resources Committee of the Board of Directors,
or that of a person so authorized by resolution of the
Board of Directors or the Human Resources Committee,
may amend the Plan at any time. In addition,

Wells Fargo’s Director of Human Resources or

Wells Fargo’s Director of Compensation and Benefits
may amend the Plan as required by the IRS or ERISA and
make changes in the administration or operation of the
plans, including authorizing plan mergers.

Plan termination

Wells Fargo may discontinue any benefits plan by action
of Wells Fargo’s Board of Directors or as authorized by
the Plans.

HealthPartners Distinctions 11 Plan



Chapter 2: HealthPartners Distinctions Il Plan

How the Plan Works

This SPD describes your covered services and how to
access them. The Plan provides HealthPartners
Distinctions II network benefits and out-of-network
benefits from which you may choose to receive covered
services. Coverage may vary according to your network
or provider selection. Most of this SPD contains
information you need to know to obtain benefits for
covered services.

Network providers

Network providers are the participating licensed
physicians, dentists, mental health and chemical
dependency professionals, or other health care providers,
facilities, and pharmacies that have entered into an
agreement with HealthPartners to provide health care
services to covered persons. Enrolling in the Plan does
not guarantee the availability of a particular provider on
the list of HealthPartners network providers; provider
availability depends on many factors, including but not
limited to, scheduling and expertise. When a provider is
no longer part of the network, you must choose among
remaining network providers to receive network benefits.
It is your responsibility to determine whether your
provider is a network provider prior to receiving service.

Out-of-network providers

Out-of-network providers are licensed physicians,
dentists, mental health and chemical dependency
professionals, or other health care providers, facilities,
and pharmacies not participating as network providers.
The provider or facility must be practicing in the state
that issued the license and within the scope of the license.

See the chart below for an at-a-glance overview of your
benefits and costs under the Plan. More detailed
information is provided throughout this chapter.
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Your Benefits and Costs at a Glance

These benefits and cost sharing amounts apply to individuals enrolled in the Plan and are subject to the procedures,

exclusions, and limitations in this SPD.

Benefit Features

Network Benefits

Out-of-Network Benefits

Annual Deductible

None

Individual $400; family $800

Annual Out-of-Pocket Maximum

Individual $2,000; family $4,000

Individual $4,000; family $8,000

Lifetime Maximum Benefit

Unlimited for most benefit
categories; however, some benefit
categories have a separate lifetime

maximum benefit that is enforced.

Unlimited for most benefit

categories; however, some benefit
categories have a separate lifetime
maximum benefit that is enforced.

Primary Care Physician (PCP)
Requirements

You may use any network PCP or
specialist; no referral is required.

You may use any physician,
however, no benefits are available
for some service categories.

Doctor’s Office Visits

Maximum visits apply to some
service categories, see benefit
descriptions for details.

Tiered providers

(primary care physicians;
obstetrics/gynecologists;
cardiologists; ear, nose, and
throat; and orthopedic)

Nontiered providers

You pay a $20 copay for Benefit
Level I providers.

You pay a $30 copay for Benefit
Level II providers.

You pay a $20 copay.

You pay 30% after deductible.

Preventive Care

Annual physicals, well-baby visits,
Immunizations

You pay a $20 copay for Benefit
Level I providers.

You pay a $30 copay for Benefit
Level II providers.

Not covered.

Urgent Care Clinics

You pay $30 copay per visit.

You pay $10 copay for
convenience clinics.

You pay 30% of the charges
incurred after meeting the
deductible covered. No coverage
for convenience clinics.
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Benefit Features

Network Benefits

Out-of-Network Benefits

Durable Medical Equipment

Including orthotics and prosthetics

You pay 10% of the charges.

You pay 30% of the charges after
meeting the deductible.

MRI and CT Scans at a
Designated Facility

You pay 20%.

You pay 30% after meeting
deductible for HealthPartners
authorized care.

Emergency Room

$100 copay (waived if admitted
and inpatient coinsurance applies)

You pay 30% of the first $2,500
then 100% thereafter.

Maternity

You pay a $20 copay for Benefit
Level I providers or a $30 copay
for Benefit Level II providers for
pre- and postnatal care.

You pay 10% coinsurance for
Benefit Level I providers or 20%
coinsurance for Benefit Level II
providers for delivery.

You pay 30% after meeting
the deductible.

Home Health Care

(limit of 100 visits in a plan year)

You pay $30 copay per visit.

You pay 30% after meeting
the deductible.

Hospice Care

Respite care

(limited to 5 days per episode, and
30 days of continuous care and
respite care combined, per
calendar year)

Plan pays 100% of covered
charges.

You pay 20% of covered charges.

Not covered.

Not covered.

Hospital Care

You pay 10% coinsurance for
Benefit Level I providers or 20%
coinsurance for Benefit Level II
providers.

You pay 30% after meeting
the deductible.

Outpatient Surgery

(may be performed in a hospital,
an outpatient facility, or a
doctor’s office)

You pay 10% coinsurance for
Benefit Level I providers or 20%
coinsurance for Benefit Level II
providers.

You pay 30% after meeting
the deductible.
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Benefit Features

Network Benefits

Out-of-Network Benefits

Prescriptions

Retail

(30-day supply)

Mail order
(90-day supply)

You pay a $5 copay for generic;
30% coinsurance up to a
maximum of $60 for a preferred
brand; 40% coinsurance up to a
maximum of $90 for a
nonpreferred brand.

You pay a $10 copay for generic;
30% coinsurance up to a
maximum of $90 for a preferred
brand; 40% coinsurance up to a
maximum of $140 for a
nonpreferred brand.

Mail order annual out-of-pocket
maximum is $1,000 for individual

and $2,000 for family.

You pay 30% after meeting the
deductible for retail prescriptions.

Mail order only through
HealthPartners.

Therapy & Chiropractic Services

Physical, occupational, and speech
therapy

Chiropractic Care

You pay a $20 copay for Benefit
Level I providers.

You pay a $30 copay for Benefit
Level II providers.

You pay a $30 copay for
each visit.

You pay 30% after meeting
the deductible.

Not covered.

Acupuncture You pay $20 copay for Benefit Not covered.
Level I providers.
You pay $30 copay for Benefit
Level II providers.
Skilled Nursing Care You pay 10% of covered expenses You pay 30% of covered charges

for a Benefit Level I provider and
20% of covered charges for a
Benefit Level II provider. Limited
to a 180 day maximum per period
of confinement; subject to the
combined day limit.

incurred after meeting the annual
deductible. Each day of services
provided under the network
benefits applies toward the 180
day maximum for the out-of-
network benefits.
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Benefit Features Network Benefits Out-of-Network Benefits

Vision and Hearing

Eyewear Not covered. Not covered.

Hearing Screenings Covered for children as Not covered.
preventive care.

Hearing aids Up to age 18 you pay 10%, with a Not covered.
$5,000 maximum benefit every

t 18
(up to age 18) three calendar years.

Family Planning Not covered.

($10,000 lifetime limit)

Infertility diagnosis and treatment Benefit Level I: $20 office visit
copay or 10% hospital
coinsurance

Benefit Level II: $30 office visit

copay or 20% hospital
coinsurance

Artificial insemination Benefit Level I: $20 office visit
copay or 10% hospital
coinsurance

Benefit Level II: $30 office visit
copay or 20% hospital

coinsurance
In vitro fertilization Not covered.
Infertility drugs Not covered.
Mental Health and Benefits are available through HealthPartners network providers. Benefits
Substance Abuse are also available through Optum Health Behavioral Solutions; see

“Chapter 2: Mental Health and Substance Abuse Benefits” in your
Benefits Book.
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Highlights

Online Health Take the Online Health Assessment and receive your personal HealthPotential score
Assessment and help HealthPartners identify which programs or services can help you get
healthy and stay healthy.

Healthy Pregnancy If you are planning a pregnancy or currently pregnant, take the online pregnancy
Program assessment to receive email newsletters with healthy pregnancy tips and advice. If
you’re at risk for a difficult pregnancy, a nurse will contact you for personal
coaching to help keep you and your baby healthy.

Healthy Resources Discounts on Club Memberships through Frequent Fitness and Global Fit, Healthy
discounts on exercise equipment, classes, snowboard and ski equipment, spa, and
wellness services.

Health Improvement Support programs to help live a healthier lifestyle are available for: asthma, cancer,
Programs coronary artery disease, COPD, depression and alcohol misuse, diabetes, heart
failure, and rare and chronic diseases. Lifestyle phone-based coaching programs are
available for: weight management, high blood pressure, high cholesterol, low back
pain, nutrition, physical activity, smoking cessation, and stress.

Member Services 1-888-487-4442
and Website www.healthpartners.com/wf
Nurse Line for Members CareLine is available at 1-800-551-0859 if you need to talk to a nurse after normal

clinic hours. If you need help navigating through complex health and insurance
questions, call member services and ask to speak to a Nurse Navigator.
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HealthPartners Network

To obtain HealthPartners network benefits for covered
services, you must select and receive services from
HealthPartners network providers.

HealthPartners network providers

The HealthPartners network is the network of
participating HealthPartners providers described in the
network directory. Network providers are divided into
two benefit levels, Benefit Level I and Benefit Level II.
To determine the benefit level of network providers,
HealthPartners uses comprehensive standards, including
patient outcomes, overall cost of treatment, and patient
satisfaction measures. Your copay or coinsurance
amount for network benefits may vary depending on
what level applies to your network provider. This
information is not intended as an endorsement of any
particular provider.

HealthPartners network clinics
The HealthPartners network clinics are participating
clinics that provide ambulatory medical services.

Choice of HealthPartners network clinic

and benefit level

The Plan allows you to see any network doctors or
specialists, and visit any of its clinics and hospitals,
without referrals. Any time you need care, you choose
who you want to see.

Note: Some procedures do require prior authorization.
See the “Services That Require Prior Authorization™
section on page 13 for details.

When you receive in-network care, you will pay part of
the expense through a copay or coinsurance amount,
according to a tiered, benefit level approach.

« The following network providers are tiered as Benefit
Level I or Benefit Level II:
— Primary care physicians
— OB/GYN physicians
— Ear, nose, and throat (ENT) physicians
— Orthopedic physicians
— Cardiology physicians
- Hospitals

« Other in-network providers not currently tiered —
such as dermatologists, endocrinologists, oncologists,
etc. — are assigned to Benefit Level 1.

« Office visit copays:
— Benefit Level I providers, $20
— Benefit Level II providers, $30

- Coinsurance:

— Benefit Level I hospitals, 10%
— Benefit Level II hospitals, 20%

HealthPartners Distinctions II Plan

Cost and quality tiering by provider type may mean that
your copay for a visit to your primary care physician may
differ from your copay for a visit to your OB/GYN or
dermatologist. Please reference the Provider Directory
Service or www.healthpartners.com/wf to see your
provider’s or hospital’s tier benefit level designation.

If you or your covered dependent is away from home
outside of the HealthPartners network for travel, school,
or other reasons, you can also have access to CIGNA
Healthcare’s national network through a partnership
between CIGNA and HealthPartners. CIGNA providers
are covered at Benefit Level II. To find a CIGNA national
provider, call HealthPartners at 1-888-487-4442.

Continuity of care

Under certain circumstances, as determined by
HealthPartners, you may continue receiving services
from your current provider for a period of time. Some
services provided by out-of-network providers may be
considered a covered Plan benefit for up to 120 days if
you qualify for Continuity of Care benefits.

The following conditions may qualify for this benefit:
« An acute condition

+ A life-threatening mental or physical illness

« Pregnancy beyond the first trimester

« A physical or mental disability defined as an inability
to engage in one or more major life activities, provided
that the disability has lasted or can be expected to
last for at least one year, or can be expected to result
in death

+ A disabling or chronic condition that is in an
acute phase

You may also request Continuity of Care benefits when
there is no network provider who can communicate with
you directly or through an interpreter. Terminally-ill
patients may request Continuity of Care benefits.

Call Member Services for further information regarding
Continuity of Care benefits.

Prior authorization for HealthPartners

network services

Your network physician may be required to obtain prior
authorization for certain services, and will coordinate the
prior authorization process for any such services. If you
receive services from an out-of-network provider, you are
required to obtain prior authorization. Refer to the
“Qut-of-Network Services” section on page 12 for
additional information about the prior authorization
process and requirements.

You may call the Member Services Department or check
online at www.healthpartners.com/wf for a list of
services that require prior authorization. Also see the
“Services That Require Prior Authorization” section on
page 13.
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HealthPartners medical or dental directors, or their
designees, will determine medical necessity and
appropriateness of certain treatments based on
established HealthPartners medical policies, which are
subject to periodic review and modification.

Durable medical equipment and supplies must be
obtained from, or repaired by, approved vendors.

Nonemergency, scheduled outpatient Magnetic
Resonance Imaging (MRI) and Computing Tomography
(CT) must be provided at a designated facility. Your
network provider will obtain or verify prior
authorization for these services, as needed.

All services for the purpose of weight loss must be
provided by a designated physician. Your network will
obtain or verify prior authorization for these services,
as needed.

For specialty formulary drugs that are self-administered,
you must obtain the specialty formulary drugs from a
designated vendor to be covered as network benefits.

Call Member Services for more information about prior
authorization requirements, designated providers, or
approved vendors.

Second opinions for HealthPartners services

If you question a decision or recommendation about
medical care, the Plan covers a second opinion from an
appropriate HealthPartners network provider.

Prescription drugs and medical equipment
Enrolling in the Plan does not guarantee that any
particular service or supply, including a prescription drug
or piece of medical equipment, will be covered even if the

drug or equipment is covered at the start of the plan year.

Out-of-Network Services

You may select and receive certain covered services from
out-of-network providers. Those services will be covered
at the out-of-network benefit level. Please note that some
services are not covered when you see an out-of-network
provider. Refer to the “What the Plan Covers” section on
page 16 in this SPD.

When you receive services from out-of-network
providers, it is your responsibility to obtain prior
authorization or precertification for covered services that
include these requirements. Please see the “CareCheck —
Precertification and prior authorization for out-of-
network services” section to follow and the “Services
That Require Prior Authorization” section on page 13

for precertification and prior authorization requirements.

12

CareCheck — Precertification and prior
authorization for out-of-network services
CareCheck is HealthPartners’ utilization review program
for out-of-network benefits. When your out-of-network
provider calls CareCheck, a specialist reviews your
proposed treatment plan. CareCheck will determine
appropriate length of stay, including the potential
authorization of additional days, and will review the
quality and appropriateness of care based on
HealthPartners medical policy.

CareCheck must precertify and preauthorize:
« All inpatient confinement and same-day surgery

« New or reconstructive outpatient technologies
or procedures

« Durable medical equipment or prosthetics costing
over $3,000

- Home health services
« Skilled nursing facility stays

CareCheck precertification and prior authorization does
not guarantee benefits. CareCheck does not guarantee
that your claim will be paid, nor the amount that will be
covered. Eligibility and payment are subject to all the
terms of this SPD. CareCheck only certifies medical
necessity, based on HealthPartners medical policy.

Refer to the sections “Services That Require Prior
Authorization” on page 13 and “What the Plan Covers”
on page 16.

Procedure to follow to receive out-of-network benefits
You may call 952-883-5800 in the Minneapolis/St. Paul
metro area, or 1-800-942-4872 outside the metro area,
from 8:00 a.m. to 5:00 p.m. Central Time on weekdays,
or you can leave a recorded message at other times. You
may also write CareCheck at:

Quality Utilization Management Department
8100 34th Avenue South

P.O. Box 1309

Minneapolis, MN 55440-1309

« For medical emergencies. A certification request is to
be made by phone to CareCheck as soon as reasonably
possible after the emergency.

« For medical nonemergencies. You must call CareCheck
no less than 48 hours prior to the date services
requiring prior authorization are scheduled.
CareCheck advises the physician and the hospital, or
skilled nursing facility, by phone if the request is
approved. This will be confirmed by written notice
within ten days of the decision.
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Failure to comply with CareCheck requirements
If you fail to make a request for services in the time noted
above, but those services are subsequently approved as

medically necessary, the Plan will reduce the eligible
charges by 20%.

When contacting CareCheck, you’ll need to provide:

« The covered person’s name, address, phone number,
birth date, and ID number

+ The attending physician’s name, address, and
phone number

« The facility’s name, address, and phone number

« The reason for the inpatient admission and/or
proposed surgical procedure

Services That Require
Prior Authorization

Prior authorization is required to receive benefits for
certain services. A listing is provided below; however it is
not exhaustive and is subject to change. Please be sure to
check www.healthpartners.com/wf or call Member
Services at the number on the back of your ID Card.

« Acupuncture

« Air ambulance

« Alefacept

« Amevivie

« Antineplston therapy

« Blepharoplasty/ptosis repair
« CAT (CT) Scan

+ Cochlear implants

+ Colonoscopy (Virtual/CT)
« Dental services

« Facet mediated neck and back pain treatment
(covered for both upper and lower back)

« Gender reassignment surgery and related services
pre- and post-surgery

« Home health care

« Injections for low back pain

« Inpatient hospital services

+ Intacs

« Laser-assisted uvulopalatoplasty
+ MRI

« New technology

HealthPartners Distinctions II Plan

+ Obesity-related surgery

+ Occupational therapy

« Pain management programs for chronic pain
« Physical therapy

« Reconstructive surgery

« Remicade

+ Same-day surgery

« Sclerotherapy

+ Synagis or RSV injections
+ TespiGam

« Transplant services

« Xolair or omalizumab

If you receive services from a network provider, your
physician will obtain the prior authorization for you.

If you receive covered services from an out-of-network
provider, you are responsible for obtaining any required
precertification and prior authorization from CareCheck.
You can designate another person to contact CareCheck
for you. However, if you do not obtain required
precertification and prior authorization for those
services, the amount covered by the Plan will be reduced.
It is your responsibility to notify CareCheck of all
inpatient admissions and same-day surgeries.

When you request prior authorization for a nonurgent
care service, HealthPartners will make an initial
determination within 15 calendar days. This time period
may be extended for an additional 15 calendar days,
provided that the claims administrator determines that
such extension is necessary due to matters beyond the
control of the Plan. If such extension is necessary, you
will be notified prior to the expiration of the initial
15-day period.

When you request prior authorization for an urgent care
service, HealthPartners will make an initial
determination within 72 hours, as long as all information
reasonably needed to make a decision has been provided.
If you have not provided all necessary information, you
will be notified of this within 24 hours. You will then be
given 48 hours to provide the requested information and
will be notified of the benefit determination within 48
hours after HealthPartners receives the complete
information or at the end of the time granted to the
claimant to provide the specified additional information,
whichever is earlier.
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Definitions

These definitions apply to the “What the Plan Covers”
section starting on page 16 in this SPD.

Allowed amount

Network providers

For covered services delivered by participating network
providers or network referral providers, this is the
provider’s discounted charge for a given medical or
surgical service, procedure, or item.

Out-of-network providers

For covered services delivered by out-of-network
providers, the allowed amount is calculated according to
the usual and customary fees charged by other providers
in the same community for a given service or item, as
determined by HealthPartners. The difference between
the out-of-network provider’s charges and the allowed
amount is not applied toward the deductible,
coinsurance amounts, or out-of-pocket maximum and is
your responsibility.

Combined day limit

Your total benefit is combined for inpatient
hospitalization, skilled nursing facility care services, and
inpatient mental health and substance abuse services, and
limited to 365 days per period of confinement. Each day
of such services provided under network and out-of-
network benefits counts toward this combined day limit,
for the same period of confinement.

Copay and coinsurance

The specified dollar amount, or percentage, of charges
incurred for covered services, which the Plan does not
pay, but which a covered person must pay each time a
covered person receives certain medical services,
procedures, or items. The Plan’s payment for those
covered services or items begins after the copay or
coinsurance is satisfied. Covered services or items

requiring a copay or coinsurance are specified in
this SPD.

Services provided by a network provider

The amount listed as a percentage of charges or
coinsurance is based on the network providers’
discounted charges, calculated at the time the claim is
processed, which may include an agreed upon fee
schedule rate for case rate or withhold arrangements.
However, if a network providers’ discounted charge for a
service or item is less than the flat dollar copay, you will
pay the network providers’ discounted charge. A copay
or coinsurance is due at the time a service is provided, or
when billed by the provider.
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Services provided by an out-of-network provider

Any copay or coinsurance is applied to the lesser of the
providers’ charge or the allowed amount for a service.
The copay or coinsurance applicable for a scheduled visit
with a HealthPartners provider will be collected for each
visit, late cancellation, and failed appointment. The
difference between the out-of-network provider’s charges
and the allowed amount is not applied toward the
deductible, coinsurance amounts, or out-of-pocket
maximum and is your responsibility.

Custodial care
Services that do not require special skills or training
and that:

« Provide assistance in activities of daily living (including
but not limited to feeding, dressing, bathing, ostomy
care, incontinence care, checking of routine vital signs,
transferring, and ambulating)

« Do not seek to cure, or which are provided during
periods when the medical condition of the patient who
requires the service is not changing

« Do not require continued administration by trained
medical personnel to be delivered safely and effectively

Deductible

The specified dollar amount of charges incurred for out-
of-network covered services, which the Plan does not
pay, but a covered person or a covered family has to pay
first in a calendar year. The Plan’s payment for covered
services or items begins after the deductible is satisfied.
For out-of-network providers, the amount of charges
that applies to the deductible is the lesser of the
providers’ charges or the allowed amount for a service.
The difference between the out-of-network provider’s
charges and the allowed amount is not applied toward
the deductible, coinsurance amounts, or out-of-pocket
maximum and is your responsibility.

Experimental, investigative, or unproven services
As determined by HealthPartners, a drug, device, medical
treatment, or procedure is experimental, investigative, or
unproven if reliable evidence does not permit conclusions
concerning its safety, effectiveness, or effect on

health outcomes.

HealthPartners will consider all of the following
questions in making its determination:

1. If required, has the appropriate government
regulatory agency given final approval? Has the U.S.
Food and Drug Administration (FDA) approved the
drug or device to be lawfully marketed for its
proposed use? Is the drug, device, medical treatment,
or procedure under study or are further studies
needed to determine its maximum tolerated dose,
toxicity, safety, or efficacy as compared to the
standard means of treatment or diagnosis?
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2. Are there consensus opinions or recommendations in

relevant scientific and medical literature, peer-
reviewed journals, or reports of clinical trial
committees and other technology assessment bodies?
This includes consideration of whether a drug is
included in the American Hospital Formulary Service
as appropriate for its proposed use.

. Are there consensus opinions of national and local

health care providers in the applicable specialty as
determined by a sampling of providers, including
whether there are protocols used by the treating
facility or another facility studying the same drug,
device, medical treatment, or procedure?

as explicit contract exclusions. When more than one
definition applies to a service, the most restrictive
applies, and specific exclusions take precedence over
general benefit description (e.g., medically necessary,
custodial care is not covered).

Eligible services are covered only when medically
necessary for the proper treatment of a covered person.
Decisions about medical necessity, restrictions on access,
and appropriateness of treatment are made by the
HealthPartners Medical Director or his or her designee.
Provision or authorization of a health care service by a
network provider, but not HealthPartners, does not
establish coverage for that service.

Preventive services as noted in this SPD — diagnostic
testing and medical treatment that are medically
appropriate to the member’s physical or mental diagnosis
for an injury or illness (and that are not otherwise limited
or excluded by plan terms) — are determined as follows:

Notwithstanding the above, HealthPartners will not
consider a drug, device, medical treatment, or procedure
that shows sufficient promise as “investigative.” To show
“sufficient promise,” HealthPartners must determine, on
a case-by-case basis, that a drug, device, medical
treatment, or procedure meets the following criteria:

Reliable evidence preliminarily suggests a high
probability of improved outcomes compared to
standard treatment (e.g., significantly increased life
expectancy or significantly improved function)

Reliable evidence suggests conclusively that beneficial
effects outweigh any harmful effects

If applicable, the FDA has indicated that approval is
pending and likely to occur for the proposed use

Reliable evidence suggests the drug, device, medical
treatment, or procedure is medically appropriate for
the member

When HealthPartners determines whether a drug, device,
medical treatment, or procedure shows sufficient
promise, “reliable evidence” means:

Published reports and articles in the authoritative peer-
reviewed medical and scientific literature

The written protocols or protocols used by the treating
facility or the protocol(s) of another facility studying
substantially the same drug, device, medical treatment,
or procedure, whose objectives include determinations
of safety or efficacy in comparison to conventional
alternatives or toxicity

The written informed consent used by the treating
facility or by another facility studying substantially the
same drug, device, medical treatment, or procedure

Medically necessary

Medically necessary is the primary criterion that is
considered in determining whether a health care service is
eligible for coverage for a specific benefit. Other

« Care must be within clinically accepted medical
services and practice parameters of the general
medical community.

« The service must be delivered at an appropriate
frequency and level of care, and in an appropriate
setting for the member’s condition.

- Care must meet criteria to restore or maintain the
member’s health, or prevent the deterioration of the
member’s condition.

« Care must prevent the reasonably likely onset of a
health problem or detect an underlying problem not
yet diagnosed.

Out-of-pocket expenses

You pay the specified copays, coinsurance amounts, and
deductibles applicable for particular services, subject to
the out-of-pocket limit described below. These amounts
are in addition to team member contributions for Plan
payroll deduction costs.

Out-of-pocket limit

You pay the copayments/coinsurance and deductibles for
covered services, to the individual or family out-of-
pocket limit. Thereafter the Plan covers 100% of charges
incurred for all other covered services, for the rest of the
calendar year. You pay amounts greater than the out-of-
pocket limit if any benefit maximums or the lifetime
maximum are exceeded. Retail Pharmacy prescription
copayments/coinsurance do not apply towards the out-
of-pocket limit.

definitions that are also used in determining coverage of
eligible services include “custodial,” “reconstructive,”
and “experimental, investigative, or unproven,” as well
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You are responsible to keep track of the out-of-pocket
expenses. Contact HealthPartners Member Services
department for assistance in determining the amount
paid by the covered person for specific eligible services
received. See the “Your Benefits and Costs at a Glance”
chart on page 6 for out-of-pocket maximum amount.

Unproven services
See the “Experimental, investigative, or unproven

services” section on page 14.

What the Plan Covers

Covered services and supplies are based on Plan terms
and established HealthPartners medical policies, which
are subject to periodic review and modification by
HealthPartners medical or dental directors. These
medical policies (medical coverage criteria) are available
online at www.healthpartners.com/wf or by calling
Member Services. Coverage is subject to the exclusions,
limitations, and other conditions of this SPD.

The services covered by the Plan are listed below. The
covered person is responsible for payment of all services
not covered by the Plan as well as any charges above the
allowed amount for covered out-of-network services. To
be covered, a charge must be incurred on or between the
covered person’s effective date and termination date.

Please reference the Provider Directory Service or
www.healthpartners.com/wf to see your provider’s or
hospital’s benefit level designation, or call
HealthPartners Member Services.

Benefits are subject to the deductibles and limits shown
in the table below:

Network Benefits

Out-of-Network Benefits

Individual calendar-year None $400
deductible

Family calendar-year deductible None $800
Individual calendar-year out-of- $2,000 $4,000
pocket limit

Family calendar-year out-of- $4,000 $8,000

pocket limit

The out-of-pocket limits under the network benefits and the out-of-network benefits are combined.
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Acupuncture

The Plan covers acupuncture services when medically
necessary and referred by your network provider.
Covered services and supplies are based on
established HealthPartners medical policies, which are
subject to periodic review and modification by the
medical directors. These medical policies (medical
coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Network Benefits

Out-of-Network Benefits

Benefit Level 1 You pay $20 copay per office visit

No coverage

Benefit Level 11 You pay $30 copay per office visit

No coverage

Also see the “Services Not Covered” section on page 48.

Ambulance and medical transportation

The Plan covers certain ambulance and medical
transportation for medical emergencies and as shown
below. Transfers between network hospitals for
treatment by network physicians are covered, if initiated
by a network physician. Transfers from a hospital or to
home or to other facilities are covered, if medical
supervision is required en route.

Network Benefits

Out-of-Network Benefits

Preauthorized transfers between
network hospitals for treatment
initiated by a network physician

Plan pays 100% of
covered charges

Not applicable

All other eligible transportation*

You pay 10% of the charges

You pay 10% of the charges
incurred after meeting the
annual deductible, for emergency
care only.

* Air-ambulance requires precertification, see the “Services That Require Prior Authorization” section on page 13 for

additional information.

Also see the “Services Not Covered” section on page 48.

HealthPartners Distinctions II Plan
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Behavioral health services — Network benefits
See chapter 3 of this SPD for information regarding
this benefit.

Chiropractic services

The Plan covers chiropractic services for rehabilitative
care, rendered to diagnose and treat acute
neuromuscular-skeletal conditions. Massage therapy that
is performed in conjunction with other treatment or
modalities by a chiropractor and is part of a prescribed

treatment plan and not billed separately is covered.

Out-of-Network
Benefits

Network Benefits

You pay $30 copay per
office visit.

No coverage

Also see the “Services Not Covered” section on
page 48.

Dental services
Prior authorization is required for dental services in
order to be covered under the medical plan.

Accidental dental services

For all accidental dental services, treatment and/or
restoration must be initiated within 12 months of the
date of the injury. Coverage is limited to the initial
treatment (or course of treatment) and/or initial
restoration. Only services provided within 24 months
from the date treatment or restoration was initiated are
covered, if received while the member is covered

under the Plan.

Out-of-Network
Benefits
(emergency only)

Network Benefits

You pay 10%
of charges

You pay $50 deductible
and 30% thereafter to
a maximum benefit of
$300 per calendar year

Also see the “Services Not Covered” section on
page 48.
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The Plan covers services dentally necessary to treat and
restore damage done to sound, natural, unrestored teeth
as a result of an accidental injury, as long as a network
provider is used. Out-of-network coverage is only
available in the case of an emergency. Coverage is for
damage caused by external trauma to face and mouth
only, not for cracked or broken teeth that result from
biting or chewing. When an implant-supported dental
prosthetic treatment is pursued, the accidental dental
benefit will be applied to the prosthetic procedure.
Benefits are limited to the amount that would be paid
toward the placement of a removable dental prosthetic
appliance that could be used in the absence of implant
treatment. Care must be provided or preauthorized by a
network dentist.

Medical referral dental services

Medically necessary outpatient dental services are
covered with prior authorization, which your network
provider must request. Authorization will be based on
established HealthPartners medical policies, which

are subject to periodic review and modification by

the medical directors. These medical policies (medical
coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Outpatient Dental Services

Out-of-Network
Benefits

Network Benefits

You pay 30% of the
charges incurred after
meeting the annual

deductible.

$30 copay per
office visit.

Also see the “Services Not Covered” section on
page 48.
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The Plan covers certain medically necessary outpatient
dental services. Coverage is limited to dental services
required for treatment of an underlying medical
condition, e.g., removal of teeth to complete radiation

treatment for cancer of the jaw, cysts, and lesions, based

on HealthPartners medical policy.

Medically Necessary Hospitalization for Dental Care

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

provisions.

You pay 10% of the charges
subject to inpatient hospital

You pay 30% of the charges
incurred after meeting the annual
deductible.

Benefit Level II

provisions.

You pay 20% of the charges
subject to inpatient hospital

You pay 30% of the charges
incurred after meeting the annual

deductible.

Also see the “Services Not Covered” section on page 48.

The Plan covers certain medically necessary
hospitalization for dental care. This is limited to charges
incurred by a covered person who:

« Is a child under age 5
« Is severely disabled

« Has a medical condition, and requires hospitalization
or general anesthesia for dental care treatment

« Has a respiratory illnesses
« Has a cardiac condition
« Has a bleeding disorder

« Is at severe risk of compromised airway requiring
hospitalization or general anesthesia for dental
treatment

+ Is between the ages of 5 to 12 where care in dental
offices has been attempted unsuccessfully and
usual methods of behavior modification have not
been successful

« Is between the ages of 5 to 12 when extensive

amounts of restorative care, exceeding 4 appointments,

is required

« Has undergone extensive procedures that prevent an
oral surgeon from providing general anesthesia in the
office setting, regardless of age

« Has psychological barriers to receiving dental care,
regardless of age

HealthPartners Distinctions II Plan

Coverage is limited to facility and anesthesia charges.

Oral surgeon or dentist professional fees are not covered.

Covered services are based on established HealthPartners

medical policies, which are subject to periodic review and

modification by the medical directors. These medical

policies (medical coverage criteria) are available online at

www.healthpartners.com/wf or by calling

Member Services.
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Medical complications of dental care

The Plan covers certain medical complications of dental
care. Treatment must be medically necessary and related
to significant medical complications of noncovered
dental care, including complications of the head, neck,
or substructures.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Out-of-Network
Benefits

Network Benefits

You pay $30 copay per
office visit.

You pay 30% of the
charges incurred after

meeting the annual

deductible.

Also see the “Services Not Covered” section on
page 48.

Oral surgery

With prior authorization, the Plan covers certain
medically necessary outpatient oral surgery performed in
the oral surgeon’s office. Coverage is limited to treatment
of medical conditions requiring oral surgery, such as
treatment of oral neoplasm, nondental cysts, fracture of
the jaws, and trauma of the mouth and jaws.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Out-of-Network
Benefits

Network Benefits

You pay 30% of the
charges incurred after
meeting the annual

deductible.

You pay $30 copay per
office visit.

Also see the “Services Not Covered” section on
page 48.
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Orthognathic surgery benefit

With prior authorization, the Plan covers orthognathic
surgery for the treatment of skeletal malocclusions where
a functional occlusion cannot be achieved through
nonsurgical treatment alone and where a demonstrable
functional impairment exists. Functional impairments
include, but are not limited to, difficulties in chewing,
breathing, or swallowing. Associated dental or
orthodontic services (pre- or postoperatively) are not
covered as a part of this benefit.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Out-of-Network
Benefits

Network Benefits

You pay 25% of
the charges.

No coverage

Also see the “Services Not Covered” section on
page 48.
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Treatment of cleft lip and cleft palate

The Plan covers certain treatment of cleft lip and cleft
palate of a dependent child, to age 18, including
orthodontic treatment and oral surgery directly related to
the cleft. Dental services that are not necessary for the
treatment of cleft lip or cleft palate are not covered. If a
dependent child covered under the Plan is also covered
under a dental plan that includes orthodontic services,
that dental plan shall be considered primary for the
necessary orthodontic services. Oral appliances are
subject to the same copay, conditions, and limitations as
durable medical equipment.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Outpatient Office Visits

Network Benefits Out-of-Network
Benefits

You pay $30 copay per You pay 30% of the
office visit. charges incurred after
meeting the annual

deductible.

Hospital Services
Prior authorization is required and will be requested by your network provider.

Benefit Level Network Benefits Out-of-Network Benefits
Benefit Level I You pay 10% of the charges. No coverage
Benefit Level 1T You pay 20% of the charges. No coverage

Also see the “Services Not Covered” section on page 48.
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Treatment of temporomandibular disorder (TMD) and
craniomandibular disorder (CMD)

The Plan covers surgical and nonsurgical treatment of
temporomandibular disorder (TMD) and
craniomandibular disorder (CMD), when such care is
medically necessary. Dental services that are not required
to directly treat TMD or CMD are not covered.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Outpatient Office Visits

Network Benefits Out-of-Network
Benefits

You pay $30 copay per You pay 30% of the
office visit. charges incurred after
meeting the annual

deductible.

Hospital Services

Prior authorization is required and will be requested by your network provider.

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay 10% of the charges.

No coverage

Benefit Level II

You pay 20% of the charges.

No coverage

Also see the “Services Not Covered” section on page 48.
pag
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Diagnostic imaging services

The Plan covers diagnostic imaging, when ordered by a
provider and provided in a clinic or outpatient hospital
facility. Your network physician and network facility will
obtain or verify prior authorization for these services,

as needed.

Covered services are based on established HealthPartners

medical policies, which are subject to periodic review and

modification by the medical directors. These medical

policies (medical coverage criteria) are available online at

www.healthpartners.com/wf or by calling

Member Services.

Network Benefits

Out-of-Network Benefits

Outpatient Magnetic Resonance
Imaging (MRI) and Computing
Tomography (CT) at designated
facility

Requires prior authorization

You pay 20% of the charges.

You pay 30% of the charges
incurred after meeting the annual
deductible for HealthPartners-
authorized care.

All other outpatient diagnostic
imaging services

Plan pays 100% of the charges.

You pay 30% of the charges
incurred after meeting the
annual deductible, for
HealthPartners-authorized care

Inpatient diagnostic
imaging services

Benefit Level I
Benefit Level II

You pay 10% of the charges.
You pay 20% of the charges.

You pay 30% of the charges
incurred after meeting the annual
deductible for HealthPartners-
authorized care.

Also see the “Services Not Covered” section on page 48.
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Durable medical equipment, including orthotics
and prosthetics

The Plan covers certain equipment and services, as
described below.

Subject to the limitations below, the Plan covers durable
medical equipment and orthotic benefits, including
certain disposable supplies, enteral feedings, and the
following diabetic supplies and equipment as listed on
the formulary: glucose monitors, insulin pumps, and
other durable diabetic supplies as deemed medically
appropriate and necessary, for covered persons with
gestational, Type I, or Type II diabetes.

Durable medical equipment and supplies must be
obtained from, or repaired by, approved vendors.

Covered services and supplies are based on established
HealthPartners medical policies and the formulary,
which are subject to periodic review and modification by
the medical or dental directors. These medical policies
(medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Out-of-Network
Benefits

Network Benefits

You pay 10% of
the charges.

You pay 30% of the
charges incurred after
meeting the annual

deductible.

Coverage of durable medical equipment is limited by
the following;:

« No more than a 90-day supply of diabetic supplies will
be covered and dispensed at a time.

« Payment will not exceed the cost of an alternate
piece of equipment or service that is effective and
medically necessary.

« For prosthetic benefits, other than hair prostheses (e.g.,
wigs) for hair loss resulting from alopecia areata and
oral appliances for cleft lip and cleft palate, payment
will not exceed the cost of an alternate piece of
equipment or service that is effective and medically
necessary and enables covered persons to conduct
standard activities of daily living.

« Wigs for hair loss resulting from alopecia areata
are subject to $350 maximum Plan payment per
calendar year.

« The Plan reserves the right to determine if an item will
be approved for rental vs. purchase.
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« Hearing aids covered for children up to age 18 up to a
maximum benefit of $5,000 every three calendar years.

Items that are not eligible for coverage include, but are
not limited to:

« Replacement or repair of any covered items, if the
items are:

— Damaged or destroyed by misuse, abuse,
or carelessness

— Lost
— Stolen

« Duplicate or similar items

« Labor and related charges for repair of any covered
items that are more than the cost of replacement by an
approved vendor

« Sales tax, mailing, delivery charges, service call charges

« Items that are primarily educational in nature or for
hygiene, vocation, comfort, convenience, or recreation

« Communication aids or devices: equipment to create,
replace, or augment communication abilities —
including, but not limited to, speech processors,
receivers, communication boards, or computer or
electronic-assisted communication, except as
specifically described in this SPD

« Household equipment that primarily has customary
uses other than medical — such as, but not limited to,
exercise cycles, air purifiers, central or unit air
conditioners, water purifiers, nonallergenic pillows,
mattresses, or waterbeds

+ Household fixtures — including, but not limited to,
escalators or elevators, ramps, swimming pools,
whirlpools, and saunas

+ Modifications to the structure of the home —
including, but not limited to, wiring, plumbing, or
charges for installation of equipment

« Vehicle, car, or van modifications — including, but not
limited to, hand brakes, hydraulic lifts, and car carrier

« Rental equipment while covered person’s owned
equipment is being repaired, beyond one month rental
of medically necessary equipment

« Other equipment and supplies — including, but not
limited to, assistive devices that the Plan determines are
not eligible for coverage

« Hearing aids or devices, whether internal, external, or
implantable, and related fitting or adjustment, except
as specified in this SPD

Also see the “Services Not Covered” section on
page 48.
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Emergency and urgent care services

Emergency care

These are services to treat: (1) the sudden, unexpected
onset of illness or injury which, if left untreated or
unattended until the next available clinic or office hours,
would result in hospitalization; or (2) a condition
requiring professional health services immediately
necessary to preserve life or stabilize health.

When reviewing claims for coverage of emergency
services, a reasonable layperson’s belief that the
circumstances required immediate medical care that
could not wait until the next working day or next
available clinic appointment will be taken into
consideration.

Urgent care

These are services required to treat an unforeseen illness
or injury, or to prevent a serious deterioration in the
covered person’s health, and which cannot be delayed
until the next available network clinic hours.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Network urgent care clinic

This is a participating network clinic, which provides
medically necessary and appropriate urgent care to
covered persons, as covered in the Plan.

Emergency and urgent care within the network

The Plan covers emergency care or urgent care delivered
in the network. If you need emergency care or urgent
care, call your clinic. For emergency care or urgent care
after regular clinic hours, telephone the CareLinesM
nurse, if possible under the circumstances. The CareLine
nurse or a network physician will recommend how,
when, and where to obtain the appropriate treatment.

HealthPartners Distinctions II Plan

Emergency and urgent care outside the network

The Plan covers professional services of physicians,
urgent care treatment, emergency room treatment, and
inpatient hospital services delivered outside the network
for emergency or urgently needed care. Covered services

are subject to all the benefit limitations set forth in
this SPD.

The Plan must be notified within two working days of
admission to an out-of-network hospital, or as soon as
reasonably possible under the circumstances.

Out-of-network coverage under this section stops when
treatment for the condition no longer meets the
definition of emergency care or urgently needed care, or
when the covered person’s condition permits him or her
to receive care within the network. See the “CareCheck
— Precertification and prior authorization for out-of-

network services” section on page 12.

Urgent Care

Out-of-Network
Benefits

Network Benefits

You pay 30% of the
charges incurred after

meeting the annual
deductible.

You pay $30 copay per
office visit.

Convenience Care Clinics

Out-of-Network
Benefits

Network Benefits

You pay $10 copay per
office visit.

No coverage
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Emergency Room Services

Network Benefits

Out-of-Network Benefits

You pay $100 copay per emergency room visit.

Emergency room copay is waived if admitted for the
same condition within 24 hours. Hospital coinsurance
will apply to the hospital stay and emergency

room services.

You pay 30% of the first $2,500 in charges, and the
Plan pays 100% thereafter for emergency room care
and inpatient hospital care required as a result of the
emergency until the patient’s condition is no longer
considered an emergency or the condition

has stabilized enough to allow them to be transferred
to a network facility.

If the patient remains at the out-of-network facility,
the out-of-network inpatient hospital coinsurance will
apply to the hospital stay.

Also see the “Services Not Covered” section on page 48.

Health education

The Plan covers only education provided by network
providers for preventive services and education for the
management of chronic medical problem (such as
diabetes) as determined by HealthPartners.

Benefit Level Network Benefits Out-of-Network Benefits
Benefit Level I You pay $20 copay per office visit. No coverage
Benefit Level 1 You pay $30 copay per office visit. No coverage

Also see the “Services Not Covered” section on page 48.
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Home health services

The Plan covers skilled nursing services, physical therapy,
occupational therapy, speech therapy, respiratory
therapy and other therapeutic services, prenatal and
postnatal services, child health supervision services,
phototherapy services for newborns, home health aide
services, and other eligible home health services when
rendered in the covered person’s home, if the covered
person is homebound (i.e., unable to leave home without
considerable effort due to a medical condition; lack of
transportation does not constitute homebound status).
For phototherapy services for newborns and high-risk
prenatal services, supplies and equipment are included.

Network Benefits

Out-of-Network Benefits

Physical therapy, occupational
therapy, speech therapy,
respiratory therapy, and home
health aide services

You pay $30 copay per office visit.

You pay 30% of the charges
incurred after meeting the annual
deductible.

If more than one home health visit occurs in a day, a
separate copay applies to each visit. Services provided by
a noncontracted provider require prior approval. Also
see the “Services That Require Prior Authorization”
section on page 13 and the “Services Not Covered”
section on page 48.

The Plan covers total parenteral nutrition/intravenous
(“TPN/IV?”) therapy, equipment, supplies, and drugs in
connection with IV therapy. IV line care kits are covered
as durable medical equipment. See the “Durable medical
equipment, including orthotics and prosthetics” section
on page 24.

Network Benefits

Out-of-Network Benefits

TPN/IV therapy, skilled nursing
services, prenatal and postnatal
services, child health services,
and phototherapy

Plan pays 100% of covered
charges.

You pay 30% of the charges
incurred after meeting the annual
deductible.

Also see the “Services Not Covered” section on page 48.
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Home health services are eligible and covered only
when they are:

+ Medically necessary
« Provided as rehabilitative or terminal care

« Ordered by a physician, and included in the written
home care plan

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Maximum visits:
« 180 days network care
+ 60 days out-of-network care

Note: Each day of services provided under the network
and out-of-network benefits counts toward the
maximum shown above.

Home health services are not provided as a substitute for
a primary caregiver in the home or as relief (respite) for a
primary caregiver in the home. The Plan will not
reimburse family members or residents in the covered
person’s home for the above services.

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

The Plan covers the services described in this section for
covered persons who are terminally ill patients and
accepted as home hospice program participants. Covered
persons must meet the eligibility requirements of the
program, and elect to receive services through the home
hospice program. The services will be provided in the
patient’s home, with inpatient care available when
medically necessary, as described below. Covered
persons who elect to receive hospice services do so in lieu
of curative treatment for their terminal illness for the
period they are enrolled in the home hospice program.

Prior authorization is required and will be requested
through your network provider, for continuous and
respite care.

Care Level Network Benefits Out-of-Network Benefits
Part-time care Plan pays 100% of covered No coverage

charges.
Continuous care Plan pays 100% of covered No coverage

charges.

Limit of 30 days of continuous
care and respite care combined,
per calendar year

Respite care You pay 20% of covered charges.

Respite care is limited to § days
per episode, and 30 days of
continuous care and respite care
combined, per calendar year

No coverage

Medically necessary medications Plan pays 100% of covered No coverage
for pain and symptom charges.

management

Semi-electric hospital beds and Plan pays 100% of covered No coverage
other durable medical equipment charges.

Emergency and Plan pays 100% of covered No coverage
nonemergency care charges.

HealthPartners Distinctions II Plan

29




Eligibility

To be eligible for enrollment in the home hospice
program, a covered person must: (1) be a terminally ill
patient (prognosis of six months or less); (2) have chosen
a palliative treatment focus (i.e., emphasizing comfort
and supportive services rather than treatment attempting
to cure the disease or condition); and (3) continue to
meet the terminally ill prognosis as determined by
HealthPartners’ medical director or his or her designee
over the course of care. A covered person may withdraw
from the home hospice program at any time.

Eligible services

Hospice services include the following services provided
by Medicare-certified providers, if in accordance with an
approved hospice treatment plan.

« Home health services:

— Part-time care provided in the covered person’s
home by an interdisciplinary hospice team (which
may include a physician, nurse, social worker, and
spiritual counselor) and medically necessary home
health services are covered.

— One or more periods of continuous care in the
covered person’s home or in a setting that provides
day care for pain or symptom management, when
medically necessary, will be covered.

« Inpatient services: The Plan covers medically necessary
inpatient services.

« Other services:

— Respite care is covered for care in the covered
person’s home or in an appropriate facility, to give
the patient’s primary caregivers (i.e., family
members or friends) rest and/or relief when
necessary to maintain a terminally ill patient
at home.

— Medically necessary medications for pain and
symptom management.

— Medically necessary semi-electric hospital beds and
other durable medical equipment is covered.

— Medically necessary emergency and nonemergency
care is covered.

30

Applicable definitions

« Part-time. Up to 2 hours of service per day; more than
2 hours per day is considered continuous care

+ Continuous care. From 2 to 12 hours of service per day
provided by a registered nurse, licensed practical nurse,
or home health aide, during a period of crisis to
maintain a terminally ill patient at home

« Appropriate facility. A nursing home, hospice
residence, or other inpatient facility

+ Custodial care related to hospice services. Providing
assistance in the activities of daily living and the care
needed by a terminally ill patient, which can be
provided by a primary caregiver (i.e., family member
or friend) who is responsible for the patient’s
home care

What is not covered

The Plan does not cover the following services:
« Financial or legal counseling services
« Housekeeping or meal services in the patient’s home

« Custodial care related to hospice services, whether
provided in the home or in a nursing home

« Any service not specifically described as a covered
service under this home hospice services section

« Any services provided by a member of the patient's
family or resident in the covered person’s home

Also see the “Services Not Covered” section on
page 48.
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Hospital and skilled nursing facility services

Medical or surgical hospital services

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Inpatient hospital services

The Plan covers certain medical or surgical services, for
the treatment of acute illness or injury, which require the
level of care only provided in an acute care facility. Your
network provider must obtain authorization from
HealthPartners for services that require prior
authorization. If you receive services from an out-of-
network provider, you are responsible for obtaining

any required prior authorization or precertification
from HealthPartners.

Benefit Level Network Benefits

Out-of-Network Benefits

Benefit Level I You pay 10% of covered charges.

You pay 30% of the covered
charges incurred after meeting the
annual deductible

Limited to 365-day maximum per
period of confinement. Each day
of services provided under the
network benefits applies toward
the 365-day maximum for the out-
of-network benefits.

Benefit Level IT You pay 20% of covered charges.

You pay 30% of the covered
charges incurred after meeting the
annual deductible.

Limited to 365-day maximum per
period of confinement. Each day
of services provided under the
network benefits applies toward
the 365-day maximum for the out-
of-network benefits.

Also see the “Services Not Covered” section on page 48.
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Inpatient hospital services include:

« Room and board

« Use of operating or maternity delivery rooms
- Intensive care facilities

« Newborn nursery facilities

« General nursing care

+ Anesthesia

« Laboratory and diagnostic imaging services

« Radiation therapy

« Physical therapy

« Prescription drugs or other medications administered
during treatment

« Blood and blood products (unless replaced) and
blood derivatives

« Other diagnostic or treatment related hospital services

« Physician and other professional medical and surgical
services provided while in the hospital

The Plan covers up to 120 hours of services provided by
a private duty nurse or personal care assistant who has
provided home care services to a ventilator-dependent
patient, solely for the purpose of assuring adequate
training of the hospital staff to communicate with

that patient.

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 the newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours
following a cesarean section. 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 prior authorization from the plan or the
insurance issuer for prescribing a length of stay not in
excess of 48 hours (or 96 hours).
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Outpatient hospital, ambulatory care, or surgical
facility services

The Plan covers certain medical and surgical services, for

diagnosis or treatment of illness or injury on an

outpatient basis. Network services must be authorized by

a physician. If you receive services from an out-of-

network provider, you are responsible for obtaining the

required prior authorization.

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay 10% of covered charges.

You pay 30% of the covered
charges incurred after meeting the
annual deductible.

Benefit Level 1T

You pay 20% of covered charges.

You pay 30% of the covered
charges incurred after meeting the
annual deductible.

Also see the “Services Not Covered” section on page 48.

Outpatient services include:

« Use of operating rooms

« Maternity delivery rooms or other outpatient
departments, rooms, or facilities

« The following outpatient services:

General nursing care

Anesthesia

Laboratory and diagnostic imaging services
Radiation therapy

Physical therapy

Drugs administered during treatment

Blood and blood products (unless replaced) and
blood derivatives

Other diagnostic or treatment related
outpatient services

Physician and other professional medical and
surgical services rendered while an outpatient

HealthPartners Distinctions II Plan

For network benefits, nonemergency, scheduled
outpatient Magnetic Resonance Imaging (MRI), and
Computing Tomography (CT) must be provided at a
designated facility. Your network physician and facility
will obtain or verify prior authorization for these services
at a designated facility, as needed. If you receive services
from a nondesignated facility or out-of-network
provider, you are responsible for obtaining any required
prior authorization from HealthPartners.

To see the benefit level for diagnostic imaging services,
laboratory services, and physical therapy, refer to the
tables in the sections “Diagnostic imaging services” on
page 23, “Laboratory services” on page 35, and
“Physical therapy, occupational therapy, and speech

therapy” on page 38.
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Skilled nursing facility care

With prior authorization, the Plan covers room and
board, daily skilled nursing and related ancillary services
for post-acute treatment and rehabilitative care of illness
or injury, following a hospital confinement. Your
network provider and facility will obtain authorization
for you. If you decide to receive services from an out-of-
network provider, you are responsible for obtaining the
required authorization.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Skilled Nursing Facility Care

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay 10% of covered charges.

Limited to a 180-day maximum
per period of confinement, subject
to the combined day limit.

You pay 30% of covered charges
incurred after meeting the annual
deductible.

Each day of services provided
under the network benefits applies
toward the 180-day maximum for
the out-of-network benefits.

Benefit Level II

You pay 20% of covered charges.

Limited to a 180-day maximum
per period of confinement, subject
to the combined day limit.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Each day of services provided
under the network benefits applies
toward the 180-day maximum for
the out-of-network benefits.

Also see the “Services Not Covered” section on page 48.
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Infertility services

The Plan covers certain professional services, services for
the diagnosis and treatment of infertility, medically
necessary tests, facility charges, and laboratory work
related to covered services. Maximum lifetime benefit for
all infertility related services is $10,000. There is no
coverage for prescription drugs for the treatment

of infertility.

Benefit Level Network Benefits Out-of-Network Benefits
Benefit Level 1 You pay $20 copay per office visit. No coverage
Benefit Level II You pay $30 copay per office visit. No coverage

Also see the “Services Not Covered” section on page 48.

Laboratory services
The Plan covers certain laboratory tests when ordered
by a provider and provided in a clinic or outpatient

hospital facility.

Clinic
Network Benefits Out-of-Network
Benefits
Plan pays 100% of You pay 30% of
covered charges. covered charges
incurred after meeting
the annual deductible.

Inpatient or Outpatient Hospital

Benefit Level Network Benefits

Out-of-Network Benefits

Benefit Level I You pay 10% of covered charges.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Benefit Level 1T You pay 20% of covered charges.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Also see the “Services Not Covered” section on page 48.
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Obesity-related services

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling Member

Services. Members must use a designated network weight
loss provider, and prior authorization is required and
will be requested by this designated network weight

loss provider.

Hospital Services

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay 10% of covered
charges.”

Limited to 365-day maximum per
period of confinement, subject to
the combined day limit.

No coverage

Benefit Level II

You pay 20% of covered
charges.”

Limited to 365-day maximum per
period of confinement, subject to
the combined day limit.

No coverage

*See the “Hospital and skilled nursing facility services” benefit category on page 31.

Physician Office Visits

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay $20 copay per office visit.

No coverage

Benefit Level II

You pay $30 copay per office visit.

No coverage

Also see the “Services Not Covered” section on page 48.
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Physician services
Physician services include:

« Allergy testing, serum, and injections
« Office visits for illness

+ Preventive care

+ Treatment of eye disease

The Plan also covers diagnosis and treatment of illness or
injury to the eye. Where contact or eyeglass lenses are
prescribed as medically necessary for the postoperative
treatment of cataracts or for the treatment of aphakia or
keratoconous, the Plan covers the initial evaluation,
lenses, and fitting. Covered persons must pay for lens
replacement beyond the initial pair.

Benefit Level Network Benefits

Out-of-Network Benefits

Benefit Level 1 You pay $20 copay per office visit.

You pay 30% of covered charges
incurred after meeting the annual
deductible.

Benefit Level 1T You pay $30 copay per office visit.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Also see the “Services Not Covered” section on page 48.
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Physical therapy, occupational therapy,

and speech therapy

The Plan covers the following physical therapy,
occupational therapy, and speech therapy services:

Rehabilitative care to correct the effects of

iliness or injury

Prior authorization is required after 20 visits and will be
requested by your network provider. If you decide to
receive services from an out-of-network provider, you
are responsible for obtaining the required prior

authorization.

Benefit Level Network Benefits Out-of-Network Benefits

Benefit Level I You pay $20 copay per office visit. You pay 30% of covered charges
incurred after meeting the annual
deductible.

Benefit Level 1T You pay $30 copay per office visit. You pay 30% of covered charges
incurred after meeting the annual
deductible.

Also see the “Services Not Covered” section on page 48.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling Member
Services. Massage therapy is covered when it is
performed in conjunction with other covered treatment
or modalities by a physical or occupational therapist
and is part of a prescribed treatment plan and not

billed separately.
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Habilitative care

Rendered for congenital, developmental, or medical
conditions that have significantly limited the successful
initiation of normal speech and normal motor
development in children, per established medical policy.
Prior authorization is required. Your network provider

and facility will obtain authorization for you.

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay $20 copay per office visit.

No coverage

Benefit Level II

You pay $30 copay per office visit.

No coverage

Also see the “Services Not Covered” section on page 48.
pag

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling Member
Services. Massage therapy which is performed in
conjunction with other covered treatment/modalities by a
physical or occupational therapist and is part of a
prescribed treatment plan and is not billed separately

is covered.
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Prescription drug services

The Plan covers prescription drugs and medications,
which can be self-administered, subject to the stated

limits and exclusions of this SPD.

Drugs obtained from a retail pharmacy

You may receive up to a 30-day supply per prescription,
including special dietary treatment for Phenylketonuria
(PKU). Specialty Formulary drugs that can be
self-administered must be obtained from a designated

vendor. Call SpecialtyScripts Pharmacy at

1-866-294-1760 for information about specialty

formulary medications.

Network Benefits

Out-of-Network Benefits

Generic formulary drugs

(formulary is subject to change at
any time as determined by
HealthPartners)

You pay $5 copay for each
prescription up to a 30-day supply
or for each manufacturer’s
prepackaged dispensing unit if
more than one packaged
dispensing unit is required to fill
your prescription.

For contraceptive barrier devices,
a copay will apply per device.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

No coverage for specialty drugs

Brand-name formulary drugs

(formulary is subject to change at
any time as determined by
HealthPartners)

You pay 30%, up to a maximum
of $60 for each prescription, up to
a 30-day supply or for each
manufacturer’s prepackaged
dispensing unit if more than one
packaged dispensing unit is
required to fill your prescription.

For contraceptive barrier devices,
a copay will apply per device.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

No coverage for specialty drugs

Drugs not on the HealthPartners
formulary.

(formulary is subject to change at
any time as determined by
HealthPartners)

You pay 40%, up to a maximum
of $90 for each prescription, up to
a 30-day supply or for each
manufacturer’s prepackaged
dispensing unit if more than one
packaged dispensing unit is
required to fill your prescription.

For contraceptive barrier devices,
a copay will apply per device.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

No coverage for specialty drugs
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Tobacco cessation products, as determined

by HealthPartners

Must be prescribed by a licensed provider and filled at a

network pharmacy.

Drugs obtained from HealthPartners

mail order services

You may also get outpatient formulary prescription
drugs which can be self-administered through the
HealthPartners mail order service including certain
special dietary treatment for Phenylketonuria (PKU). For
information on how to obtain drugs through the
HealthPartners mail order service, contact Member
Services. Specialty formulary drugs are not available
through the mail order service. All medications may not
be available through HealthPartners mail order service,
in which case you will need to obtain the medication
from a retail pharmacy and the applicable retail copay

will apply.

Network Benefits

Out-of-Network Benefits

Generic formulary drugs

(formulary is subject to change at
any time as determined by
HealthPartners)

You pay $10 copay per
prescription for each 90-day
supply or portion thereof, or for
three manufacturer’s prepackaged
dispensing units, if applicable.

No coverage

Brand-name formulary drugs

(formulary is subject to change at
any time as determined by
HealthPartners)

You pay 30% up to a maximum of
$90 for each prescription up to a
30-day supply or for each
manufacturer’s prepackaged
dispensing unit if more than one
packaged dispensing unit is
required to fill your prescription.

No coverage

Drugs not on the HealthPartners
formulary.

(formulary is subject to change at
any time as determined by
HealthPartners)

You pay 40% up to a maximum of
$140 for each prescription up to a
30-day supply or for each
manufacturer’s prepackaged
dispensing unit if more than one
packaged dispensing unit is
required to fill your prescription.

No coverage

Maximum annual out-of-pocket
for mail order prescriptions

$1,000 per individual/$2,000 per
family

No coverage

HealthPartners Distinctions II Plan
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You can purchase diabetic supplies for one copay or
coinsurance amount when you submit prescriptions for
the diabetic supplies at the same time as your
prescription for insulin or diabetes medication. Common
diabetic supplies include lancets, test strips, and syringes
and needles. The copay or coinsurance amount you pay
will depend on the type of diabetes medication
prescribed. At a retail pharmacy, purchase your insulin
or oral diabetes medication and diabetic supplies at the
same time. Ask the pharmacy to enter the insulin or oral
medication in the system first so that you will pay the
appropriate amount.

The preferred drug list (the formulary) is available on
www.healthpartners.com/wf, along with information on
how drugs are reviewed, the criteria used to determine
which drugs are added to the list, and more. You may

also get this information from calling Member Services.

Injections administered in a physician's office

Network Benefits

Out-of-Network Benefits

Allergy injections
charges.

Plan pays 100% of covered

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Immunizations
charges.

Plan pays 100% of covered

No coverage

All other injections that cannot be

self-administered charges.

Plan pays 100% of covered

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Injectible and implantable birth
control drugs or devices
(implantable drugs or devices are
limited to one every five years)

You pay 10% of covered charges.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Some drugs require prior authorization

For certain drugs, the Pharmacy and Therapeutics
committee has developed criteria that must be met before
the drugs will be approved for coverage, even if it is on
the preferred drug list. Your doctor will request coverage
for these drugs on your behalf. Generally, the decision
will be made the same day as the request was made by
your doctor. These drugs are noted on the preferred drug
list with a “PA” after their names.
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Some drugs require step therapy

For some conditions, your doctor will need to prescribe
one medication before trying another — to use Drug A
before trying Drug B, in other words. This sequential
approach is called Step Therapy. If Drug A doesn’t work
for you, then your doctor may prescribe Drug B, and
coverage for Drug B will automatically be approved for
you at the pharmacy. If Drug A has not already been
prescribed for you, your doctor will need to specifically
request coverage of Drug B on your behalf. Generally,
the decision as to whether that medication will be
covered will be made the same day the request was
submitted. Step Therapy medications are noted on the
preferred drug list with an ST after their names.
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Drugs That Are Not Covered

Drugs or supplies associated with any items specifically
excluded by the Plan

Drugs not approved by the Food and Drug
Administration to treat the diagnosed condition

Drugs that can be obtained without a prescription
Drugs for the treatment of sexual dysfunction

Drugs that are considered cosmetic agents, such as
drugs that treat wrinkles, hair growth, or hair removal

Food supplements or diet aids (except as needed for
PKU or as the definitive treatment for inborn errors
of metabolism)

Infertility medications
Nonprescription vitamins
Over-the-counter supplies

Drugs prescribed outside the U.S. or its provinces

HealthPartners Distinctions II Plan

Preventive services
The Plan covers the following preventive services:

Routine medical exams and periodic medical
assessments; a physician or health care provider will
counsel covered persons as to how often medical
assessments are needed based on the age, sex, and
medical status of the covered person

Child health supervision services, including pediatric
preventive services, routine immunizations,
developmental assessments, and laboratory services
appropriate to the age of the child from birth to

72 months, and appropriate immunizations to age 18

Routine prenatal care and exams

Routine postnatal care and exams

Routine screening procedures for cancer
Routine hearing exams

Professional voluntary family planning services

Adult immunizations

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical or dental directors. These
medical policies (medical coverage criteria) are available
online at www.healthpartners.com/wf or by calling
Member Services.
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Preventive Services

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay $20 copay per office visit.

Prenatal care or postnatal care;
you pay $20 copay for the first
prenatal visit per pregnancy;
Plan pays 100% of covered
charges thereafter.

Adult immunizations are covered
at 100%.

No coverage, except for routine
prenatal care and cancer
screenings. You pay 30% after
meeting the annual deductible.

Benefit Level 1T

You pay $30 copay per office visit.

Prenatal care or postnatal care;
you pay $30 copay for the first
prenatal visit per pregnancy;
100% thereafter.

Adult immunizations are covered

at 100%.

No coverage, except for routine
prenatal care and cancer
screenings. You pay 30% after
meeting the annual deductible.

Also see the “Services Not Covered” section on page 48.

Reconstructive surgery

Your network provider and facility will obtain
authorization for you. If you decide to receive services
from an out-of-network provider, you are responsible for

obtaining the required authorization.

Inpatient Hospital Services

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay 10% of covered
charges.”

You pay 30% of covered charges
incurred after meeting the annual
deductible.*

Benefit Level II

You pay 20% of covered
charges.”

You pay 30% of covered charges
incurred after meeting the annual

deductible.*

* See the “Hospital and skilled nursing facility services” benefit category on page 31.
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Outpatient Hospital, Ambulatory Care, or Surgical Facility Services

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I You pay 10% of covered You pay 30% of covered charges
charges.” incurred after meeting the annual

deductible.
Benefit Level 11 You pay 20% of covered charges® You pay 30% of covered charges

incurred after meeting the annual

deductible.

* See the “Hospital and skilled nursing facility services” benefit category on page 31.

Office Visits

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay $20 copay per office visit.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

Benefit Level II

You pay $30 copay per office visit.

You pay 30% of covered charges
incurred after meeting the annual

deductible.

* See the “Hospital and skilled nursing facility services” benefit category on page 31.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

The Plan covers reconstructive procedures to restore
function to a body part affected by disease or

injury subject to the established HealthPartners
medical policies.

The Plan covers reconstruction of the breast on which
a mastectomy has been performed, surgery and
reconstruction of the other breast to produce
symmetrical appearance and prostheses, and physical
complications of all stages of mastectomy,

including lyphedemas.

HealthPartners Distinctions II Plan

For oral surgery, orthognathic surgery or treatment of

cleft palate or cleft lip, refer to the “Dental services”

section on page 18.

The Plan does not cover cosmetic procedures.
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Specified out-of-network benefits

Office Visits Out-of-Network
Benefits
Benefit Level I You pay $20 copay per

office visit.

Benefit Level 11 You pay $30 copay per

office visit.

For services provided in a hospital, see the “Hospital
and skilled nursing facility services” benefit category
on page 31.

The Plan covers the following services when you elect to
receive them from an out-of-network provider, at the
same level of coverage the Plan provides when you elect
to receive the services from a network provider:

« Voluntary family planning of the conception and
bearing of children

« The provider visit(s) and test(s) necessary to make a
diagnosis of infertility

« Testing and treatment of sexually transmitted diseases
(other than HIV)

« Testing for AIDS and other HIV-related conditions
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Transplant services

This is transplantation (including retransplants) of the
human organs or tissue listed below, including all related
postsurgical treatment and drugs and multiple
transplants for a related cause. Other organ or tissue
transplants or surgical implantation of mechanical
devices functioning as a human organ are not covered,
except surgical implantation of FDA-approved
Ventricular Assist Devices (VAD) functioning as a
temporary bridge to heart transplantation.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online
at www.healthpartners.com/wf or by calling

Member Services.

Transplant services must be performed at a designated
transplant center. The transplant-related treatment
provided, including the expenses incurred for directly
related donor services, shall be subject to and in
accordance with the provisions, limitations, maximums,
and other terms of this SPD. Your network provider and
facility will obtain authorization for you.

Medical and hospital expenses of the donor are covered
only when the recipient is a covered person and the
transplant and directly related donor expenses have been
preauthorized for coverage. Treatment of medical
complications that may occur to the donor are not
covered. Donors are not considered covered persons, and
are therefore not eligible for the rights afforded to
covered persons under this SPD.

HealthPartners Distinctions 11 Plan


http://www.healthpartners.com/wf

Designated Transplant Center

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I You pay 10% of covered charges. No coverage
Benefit Level 11 You pay 20% of covered charges. No coverage
See the “Hospital and skilled
nursing facility services” benefit
category on page 31.
Office Visits

Benefit Level

Network Benefits

Out-of-Network Benefits

Benefit Level I

You pay $20 copay per office visit.

No coverage

Benefit Level II

You pay $30 copay per office visit.

No coverage

What is covered

The Plan covers eligible transplant services (as defined
above) while you are a covered person. Transplants
that will be considered for coverage are limited to

the following;:

« Kidney transplants for end-stage disease

« Allogeneic bone marrow transplants or peripheral

stem cell support associated with high dose
chemotherapy for:

- Acute myelogenous leukemia

— Acute lymphocytic leukemia

- Chronic myelogenous leukemia

- Cornea transplants for end-stage disease — Severe combined immunodeficiency disease

« Heart transplants for end-stage disease
« Lung transplants or heart and lung transplants for:

— Primary pulmonary hypertension

- Eisenmenger’s syndrome

— End-stage pulmonary fibrosis

— Alpha 1 antitrypsin disease
— Cystic fibrosis
- Emphysema
« Liver transplants for:
- Biliary atresia in children

— Primary biliary cirrhosis

— Post-acute viral infection (including hepatitis A,
hepatitis B antigen e negative and hepatitis C)
causing acute atrophy or postnecrotic cirrhosis

— Primary sclerosing cholangitis

— Alcoholic cirrhosis

— Hepatocellular carcinoma
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— Wiskott-Aldrich syndrome; (f) aplastic anemia

— Sickle cell anemia

— Nonrelapsed or relapsed non-Hodgkin’s lymphoma

— Multiple myeloma

— Testicular cancer

+ Autologous bone marrow transplants or peripheral

stem cell support associated with high-dose
chemotherapy for:

— Acute leukemias

- Non-Hodgkin's lymphoma

— Hodgkin’s disease

- Burkitt’s lymphoma

— Neuroblastoma

— Multiple myeloma

— Chronic myelogenous leukemia

— Nonrelapsed non-Hodgkin’s lymphoma
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« Pancreas transplants for simultaneous pancreas-kidney
transplants for diabetes, pancreas after kidney, living
related segmental simultaneous pancreas kidney
transplantation, and pancreas transplant alone.

What is not covered

« Surgical implantation of mechanical devices
functioning as a permanent substitute for a
human organ

« Nonhuman organ implants and/or transplants
« Other transplants not specifically listed in this SPD

« Services which would not be performed but for the
transplant, even as a result of complications

Also see the “Services Not Covered” section to follow.

Transplant definitions
« Autologous. The source of cells is from the individual’s
own marrow or stem cells.

« Allogeneic. The source of cells is from a related or
unrelated donor’s marrow or stem cells.

« Autologous bone marrow transplant. The bone
marrow is harvested from the individual and stored.
The patient undergoes treatment, which includes
tumor ablation with high-dose chemotherapy and/or
radiation. The bone marrow is then reinfused
(transplanted).

« Allogeneic bone marrow transplant. The bone marrow
is harvested from the donor and stored. The patient
undergoes treatment, which includes tumor ablation
with high-dose chemotherapy and/or radiation. The
bone marrow is reinfused (transplanted).

« Autologous/allogeneic stem cell support. This
treatment process includes stem cell harvest from either
bone marrow or peripheral blood, tumor ablation with
high-dose chemotherapy and/or radiation, stem cell
reinfusion, and related care. Autologous/allogeneic
bone marrow transplantation and high-dose
chemotherapy with peripheral stem cell rescue/support
are considered to be autologous/allogeneic stem
cell support.

« Designated transplant center. This is any health care
provider, group, or association of health care providers
designated by the Plan to provide services, supplies, or
drugs for specified transplants for covered persons.
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Services Not Covered

In addition to any other benefit exclusions, limitations,
or terms specified in this SPD, the Plan will not cover
charges incurred for any of the following services,
treatments, or supplies described in this section, even if
recommended or prescribed by your physician or if it is
the only available treatment for your condition. The
services, treatments, or supplies listed in this section are
not covered, except as specifically provided for in the
“What the Plan Covers” section of this SPD:

« Treatment, procedures, or services that are not
medically necessary and/or which are primarily
educational in nature or for the vocation, comfort,
convenience, appearance, or recreation of the
covered person, including cognitive retraining and
skills training

« The difference between the out-of-network provider’s
charges and the allowed amount; amounts above the
allowed amount are not applied toward the deductible,
coinsurance amounts, or out-of-pocket maximum

« For network benefits, treatment, procedures, or
services that are not provided, authorized or referred
by a network physician or other authorized
network provider

« Procedures, technologies, treatments, facilities,
equipment, drugs, and devices that are excluded from
coverage as noted within the HealthPartners medical
policies; you may call the Member Services
Department or check online at
www.healthpartners.com/wf for information about
HealthPartners medical policies

« Procedures, technologies, treatments, facilities,
equipment, drugs, and devices that are considered
experimental, investigative, or unproven

« Behavioral therapy treatment programs for the
treatment of autism spectrum disorders, including, but
not limited to Applied Behavior Analysis, Intensive
Early Intervention Behavior Therapy, and Lovaas (See
“Chapter 2: Mental Health and Substance Abuse
Benefits” in your Benefits Book for information
regarding benefits available under Optum Health
Behavioral Solutions.)

« Rest, respite, and custodial care, which applies to all
types of institutional care and to services, medical
equipment, and drugs provided in the home such as
Rule 1, 8, 36, and 203 facilities as defined by the
Minnesota Department of Human Services or
comparable facilities
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Services associated with noncovered services —
including, but not limited to, diagnostic tests,
monitoring, laboratory services, drugs, and supplies

Services from nonmedically licensed facilities or
providers and services outside the scope of practice or
license of the individual or facility providing the service

Cosmetic surgery to repair or reshape a body structure,
primarily for the improvement of the covered person’s
appearance or self-esteem — including, but not
limited to, augmentation procedures, reduction
procedures, and scar revision; this exclusion does not
apply to services for port wine stain removal and
reconstructive surgery

For out-of-network benefits, all services for the
purpose of weight reduction — including, but not
limited to, surgery, hospitalization, weight loss
programs, and drugs; this exclusion does not apply to
services for the purpose of weight reduction provided
by a designated network physician

Repeat weight loss surgery, regardless of the procedure
performed previously or coverage in effect at the time

Accident-related dental services, except as specified in
this SPD

Accidental dental services that have been initiated
beyond 12 months from the date of the injury; received
beyond the original treatment or restorations; or
beyond 24 months from the date treatment and
restorations were initiated

Dental treatment, procedures, or services not listed in
this SPD

Vocational rehabilitation and recreational or
educational therapy

Health services and certifications when required by
third parties, including for purposes of insurance, legal
proceedings, licensure, and employment, and when
such services are not preventive care or otherwise
medically necessary

However, if a court orders an examination for a child,
the initial examination will be covered. Court ordered
treatment for behavioral health services will be covered
consistent with the claims administrator’s medical
coverage criteria (available at
www.healthpartners.com/wf or by calling

Member Services).

Reversal of sterilization
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Assisted reproduction — including, but not limited to:

— Gamete intrafallopian tube transfer (GIFT), zygote
intrafallopian tube transfer (ZIFT),
intracytoplasmic sperm injection (ICSI), and/or in-
vitro fertilization (IVF), and all charges associated
with such procedures

— Treatment of infertility after reversal of sterilization

— Artificial insemination when not medically
necessary for the treatment of a covered person’s
medically diagnosed infertility

— Surrogate pregnancy and related obstetric/maternity
benefits

— Sperm, ova, or embryo acquisition, retrieval
or storage

Infertility services exceeding the $10,000 lifetime limit

Routine eye exams except as part of routine well child
office visit

Podiatric services, except as they meet criteria for
medically necessary care

Keratotomy and keratorefractive surgeries, eyeglasses,
contact lenses and their fitting, measurement and
adjustment, and hearing aids and their fitting, except
as specifically described in this SPD

Enteral feedings, unless they are the sole source of
nutrition used to treat a life-threatening condition

Food, food supplements, or food substitutes of any
kind (e.g., diabetic, low-fat, cholesterol, infant
formula, etc.)

Nutritional supplements, over-the-counter electrolyte
supplements, infant formula, etc.

Growth hormones that are not for treatment of growth
hormone deficiency or chronic renal insufficiency

Genetic counseling and genetics studies that are not
medically necessary

Services provided by a family member of the covered
person, or a resident in the covered person’s home

Religious counseling, marital or relationship
counseling, and sex therapy rendered in the absence of
a significant mental disorder

Private duty nursing services

Services rendered to a covered person who also has
other primary insurance coverage for those services
and who does not provide the Plan the necessary
information to pursue Coordination of Benefits, as
required under the Plan

The portion of a billed charge for an otherwise covered
service by a provider that is in excess of the usual and
customary fee, or that is either a duplicate charge for a
service or charges for a duplicate service
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Charges for services from (a) providers who waive
copay, deductible, and coinsurance payments by the
covered person, (b) a charge would not have been
made in the absence of insurance or medical plan
coverage, or (c) the covered person is not legally
obligated to pay

Charges for services provided by a family member (by
birth or marriage), including self, spouse, brother,
sister, parent, child, aunt, uncle, cousin, grandparents,
and step-relatives

Travel and lodging incidental to travel, regardless if it
is recommended by a physician

Health club memberships

Massage therapy for the purpose of a covered person’s
comfort or convenience

Replacement of prescription drugs, medications,
equipment, and supplies due to loss, damage, or theft

Autopsies

For network benefits, charges incurred for transplants,
Magnetic Resonance Imaging (MRI), and Computing
Tomography (CT) received at facilities that are not
designated facilities, or charges incurred for weight loss
services provided by a physician who is not a
designated physician

For out-of-network benefits, all services for or related
to mental health services or chemical dependency
services; these services are administered through
Optum Health Behavioral Solutions

Nonprescription (over-the-counter) drugs or
medications, unless listed on the formulary and
prescribed by a physician or legally authorized health
care provider under applicable state law, including, but
not limited to, vitamins, supplements, homeopathic
remedies, and non-FDA approved drugs

Communication charges, such as telephone calls, in
connection with treatment by provider who is not
present (including a Christian Science Practitioner)

Charges submitted more than 90 days after the date of
treatment or services, unless extenuating circumstances
exist, as determined by HealthPartners, but in no case
will charges submitted more than 12 months from the
date of service be accepted; late billing or filing by an
out-of-network provider is not an extenuating
circumstance to allow for filing beyond the required
90-day timeframe

Services for accidents or injuries incurred while self-
employed or employed by someone else for wages or
profit, including farming

Private room charges
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« Any charges for missed appointments, room or
facility reservations, completion of claims forms, or
record processing

« Any charges for a stand-by provider or facility when
no actual services have been performed

« Interest or late fees for untimely payment of charges
« Charges associated with patient advocacy

+ Charges the provider is required to write off under
another plan, when the other plan is primary over the
Wells Fargo plan

Annual out-of-pocket maximum

After your out-of-pocket expenses reach a certain dollar
amount, the Plan pays 100% of most remaining covered
expenses for the rest of the calendar year. See the

“Your Benefits and Costs at a Glance” table on page 6
for details.

HealthPartners Distinctions 11 Plan



Claims and Appeals

If you use a network provider, the provider will obtain
necessary pre-service authorizations and will file claims
for you. However, you are responsible for following up
to ensure the claim was filed within the proper time
frame as noted below.

If you receive services from an out-of-network provider,
it is your responsibility to make sure the claim is filed
correctly and on time even if the out-of-network provider
offers to assist you with the filing. This means that you
need to determine whether your claim is an urgent care
(including concurrent care claims), pre-service, or post-
service claim. After you determine the type of claim, file
the claim as noted below.

More specific information on filing claims can be
found in the Benefits Book, “Appendix A: Claims
and Appeals.”

Urgent care claims (and concurrent care claims)

If the Plan requires pre-service approval in order to
receive benefits for care or treatment and a faster
decision is required to avoid seriously jeopardizing the
life or health of the claimant, contact HealthPartners at
952-883-5800 or 1-800-942-4872; for pharmacy claims
contact 952-883-5813 or 1-800-492-7259.

Important: Specifically state that your request is an
urgent care claim.

Pre-service claims

If the Plan requires pre-service approval in order to
receive benefits under the Plan, contact HealthPartners at
952-883-5800 or 1-800-942-4872; for pharmacy claims
contact 952-883-5813 or 1-800-492-7259.

Post-service claims

For services already received, a post-service claim must
be filed with HealthPartners within 12 months from the
date of service, whether you file the claim or the provider
files the claim.

If you receive services from an out-of-network provider,
you are responsible for ensuring the claim is filed
correctly and on time even if the out-of-network provider
offers to file the claim on your behalf. The claim form is
included in this book. The claim form is also available at
Teamworks > Forms Online. Late filing by an out-of-
network provider is not a circumstance allowing for
submission beyond the stated 12-month time frame.
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You must complete the appropriate claim form and
provide an itemized original bill* from your provider
that includes the following:

Patient name, date of birth, and patient diagnosis

Date(s) of service

Procedure code(s) and descriptions of
service(s) rendered

Charge for each service rendered

Service provider’s name, address, and tax
identification number

* Monthly statements or balance due bills are not acceptable.
Photocopies are only acceptable if you’re covered by two plans
and sent your primary payer the original bill.

Claims for separate family members should be submitted
separately. If another insurance company pays your
benefits first, submit a claim to that company first. After
you receive your benefit payment, submit a claim to
HealthPartners and attach the other company’s
explanation of benefits statements along with your claim.
It is important to keep copies of all submissions.

Claims should be submitted to:

Claims Department
HealthPartners, Inc.

P.O. Box 1289

Minneapolis, MN 55440-1289

Complete information on filing claims can be found in
the Benefits Book, “Appendix A: Claims and Appeals.”

Claim questions, denied coverage, and appeals

If you have a question or concern about a benefit
determination, you may informally contact member
services before filing a formal appeal. For more
information, see the “Contacts” section at the beginning

of this SPD.

You may also file a formal written appeal with
HealthPartners without first informally contacting the
member service department. A written appeal must be
filed within 180 days of the date of the adverse
determination of your initial claim regardless of any
verbal discussions that have occurred regarding

your claim.

Complete information on appeals is provided in the
Benefits Book, “Appendix A: Claims and Appeals.”
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Disputes and Complaints

Determination of coverage

Eligible services are covered only when medically
necessary for the proper treatment of a covered person.
Decisions about medical necessity, restrictions on access
and appropriateness of treatment are made by the Plan’s
medical director or his or her designee.

If your claim for medical services was denied based on
HealthPartners’ clinical coverage criteria, you or your
provider can discuss the decision with a clinician who
reviewed the request for coverage. Call Member Services
for assistance.

Complaints

The Plan has a complaint procedure to resolve
complaints and disputes. Complaints may be made in
writing or orally. They may concern the provision of care
by network providers, administrative actions, or claims
related to the Plan, including breach, meaning, or
termination. The complaint system seeks to resolve a
dispute that arose during the time of your coverage, or
application for coverage.

Complaints must be made to:

HealthPartners

Member Services Department
8170 33rd Ave, P.O. Box 1309
Minneapolis, MN 55440-1309

Telephone: 952-883-5000
Outside the metro area: 1-888-883-2177

Conditions

Rights of reimbursement and subrogation

If the Plan provides or pays for services to treat an injury
or illness: (1) caused by the act or omission of another
party; (2) covered by no fault or employers liability laws;
(3) available or required to be furnished by or through
national or state governments or their agencies; or

(4) sustained on the property of a third party, the Plan
has the right to recover the reasonable value of services
and payments made. This right shall be exercised by
reimbursement and subrogation.

The right of reimbursement means you must repay the
Plan at the time you make any recovery. Recovery means
all amounts received by you from any persons,
organizations or insurers by way of settlement, judgment,
award, or otherwise, on account of such injury or illness.
The right of subrogation means that the Plan may make
claim in your name or the Plan’s name against any
persons, organizations, or insurers on account of such
injury or illness.
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Attorneys’ fees and expenses incurred by a covered
person in connection with the recovery of monies from
third parties may not be deducted from subrogation or
reimbursement amounts, unless agreed to by the plan
administrator in its discretion.

In addition, the Plan will have a lien on any amounts
payable by a third party or under an insurance policy or
program, to the extent covered expenses are paid by the
Wells Fargo & Company Medical Plan.

The rights of reimbursement and subrogation apply
whether or not the covered person has been fully
compensated for losses or damages by any recovery of
payments, and the Plan will be entitled to immediately
collect the present value of subrogation rights from
said payments.

If, after recovery of any payments, you receive services or
incur expenses on account of such injury or illness, you
may be required to pay for such services or expenses. The
total of all reimbursement and payments will not exceed
your recovery.

This right of reimbursement and subrogation applies to
any type of recovery from any third party, including but
not limited to recoveries from tortfeasors, underinsured
motorist coverage, uninsured motorist coverage, medical
payments coverage, other substitute coverage, or any
other right of recovery, whether based on tort, contract,
equity, or any other theory of recovery. The right of
reimbursement is binding upon you, your legal
representative, your heirs, next of kin, and any trustee or
legal representative of your heirs or next of kin in the
event of your death. Any amounts you receive from such
a recovery must be held in trust for the Plan’s benefit to
the extent of subrogation claims.

You agree to cooperate fully in every effort by the Plan to
enforce the rights of reimbursement and subrogation.
You also agree that you will not do anything to interfere
with those rights. You agree to promptly inform the Plan
in writing of any situation or circumstance that may
allow the Plan to invoke its rights under this section.

Coordination of benefits

When you or your dependents have other group medical
insurance (through your spouse’s or domestic partner’s
employer, for example), the Plan may combine with the
other plan to pay covered charges. One plan is primary,
the other secondary. This is called Coordination of
Benefits. You cannot coordinate benefits between

Wells Fargo-sponsored benefits plans. For detailed
information regarding Wells Fargo’s policy, refer to the
“Coordination with Other Coverage” section in
chapter 1 of your Benefits Book.
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Medicare and the plan

The provisions in this section apply to some, but not all,
covered persons who are eligible for Medicare. They
apply in situations where the federal Secondary Medicare
Payer Program allows Medicare to be the primary payer
of a covered person’s medical care claims.

Medicare is the primary payer for covered persons with
end stage renal disease, after a 30-month period
following the earlier of (1) the month in which the
covered person begins a regular course of renal dialysis,
or (2) the first of the month in which the covered person
became entitled to Medicare, if the covered person
received a kidney transplant without first beginning
dialysis. This is regardless of the size of the employer.
Medicare is a primary payer for retirees who are age 65
or over. Also, Medicare is a primary payer for covered
persons under age 65, who are covered by Medicare
because of disability (other than end stage renal
disease), when (1) the employer employs fewer than

100 employees and the covered person or their spouse or
parent has group health plan coverage due to current
employment, or (2) the covered person or their spouse or
parent has coverage not due to current employment,
regardless of the number of employees of the employer.

Medicare is secondary payer for Medicare enrollees who:
(1) are active employees and (2) are covered by Medicare
because they have reached age 65 when there are 20 or
more employees in the group. The Medicare secondary
payer rules change from time to time and the most recent
rule will be applied.

The benefits under the Plan are not intended to duplicate
any benefits to which covered persons are, or would be,
entitled under Medicare. All sums payable under
Medicare for services provided pursuant to the Plan shall
be payable to and retained by the Plan. Each covered
person shall complete and submit to the Plan such
consents, releases, assignments, and other documents as
may be requested by the Plan to obtain or assure
reimbursement under Medicare for which covered
persons are eligible.
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The Plan also reserves the right to reduce benefits for any
medical expenses covered under the Plan by the amount
of any benefits available for such expenses under
Medicare. This will be done before the benefits under the
Plan are calculated. Charges for services used to satisfy a
covered person’s Medicare Part B deductible will be
applied under the Plan in the order received by the Plan.
Two or more charges for services received at the same
time will be applied starting with the largest first.

The provisions of this section will apply to the maximum
extent permitted by federal or state law. The Plan will
not reduce any covered person’s benefits due to that
covered person’s eligibility for Medicare, where federal
law requires that the Plan determine the benefits for
covered persons without regard to their benefits available
under Medicare.

53



54

Page intentionally left blank

HealthPartners Distinctions 11 Plan



Chapter 3: Mental Health and Substance Abuse Benefits

Mental Health Benefits

If you enroll in this Plan, you and your covered
dependents have access to network mental health and
substance abuse services through HealthPartners, as
described below. You may also access Wells Fargo's
Mental Health and Substance Abuse benefits offered
through Optum Health Behavioral Services (OHBS). See
“Chapter 2: Mental Health and Substance Abuse
Benefits” in the Benefits Book for more information. It's
important to note that you cannot receive benefits
under both HealthPartners and OHBS for the same date
of service.

Mental health services

The Plan covers inpatient and outpatient professional
mental health services for evaluation, crisis intervention,
and treatment of mental and nervous disorders, as
described in the Diagnostic and Statistical Manual of
Mental Disorders.

Outpatient Mental Health Services (including therapy)

Network Benefits Out-of-Network Benefits*

You pay $20 copay per office visit. No coverage

Inpatient Mental Health Services (including day treatment services)

Benefit Level Network Benefits Out-of-Network Benefits*
Benefit Level I You pay 10% of covered charges No coverage
Benefit Level 1T You pay 20% of covered charges No coverage

* Refer to “Chapter 2: Mental Health and Substance Abuse Benefits” in the Benefits Book for out-of-network services
available through OHBS.
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The Plan also covers day treatment and partial
hospitalization services in a hospital or licensed
residential psychiatric treatment facility and professional
services for treatment of mental and nervous disorders.
Care received for medical stabilization in connection
with inpatient services is not covered.

Covered services and supplies are based on established
HealthPartners medical policies, which are subject to
periodic review and modification by the medical
directors. These medical policies (medical coverage
criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Also see the “Services Not Covered” section on page 48.

Hospital or residential psychiatric treatment
facility care for emotionally handicapped children
The Plan covers medically necessary inpatient treatment
for emotionally handicapped children as diagnosed by a
physician under the Minnesota Department of Human
Services criteria. This care must be authorized by and
arranged through a mental health professional. For
treatment provided by a hospital or residential treatment
center licensed by the Minnesota Commissioner of
Human Services, inpatient coverage for emotionally
handicapped children is the same as the inpatient benefit.
The child must be under 18 years of age and an eligible
dependent according to the terms of the Plan.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review and
modification by the medical directors. These medical
policies (medical coverage criteria) are available online at
www.healthpartners.com/wf or by calling

Member Services.

Also see the “Services Not Covered” section on page 48.
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Substance abuse treatment services

The Plan covers certain medically necessary services for
diagnosis and treatment of addictive physical or
emotional conditions, or illnesses caused by habitual use
of alcohol and drugs. Each patient will receive a
comprehensive diagnostic assessment, which a
participating mental health professional will use to
determine the appropriate treatment site and the extent
of services required.
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Outpatient Substance Abuse Treatment Services

Network Benefits

Out-of-Network Benefits*

You pay $20 copay per office visit.

No coverage

Inpatient Substance Abuse Treatment Services (including day treatment services)

Benefit Level Network Benefits Out-of-Network Benefits*
Benefit Level I You pay 10% of covered charges No coverage
Benefit Level 11 You pay 20% of covered charges No coverage

* Refer to “Chapter 2: Mental Health and Substance Abuse Benefits” in the Benefits Book for out-of-network services available

through OHBS.

Also see the “Services Not Covered” section on page 48.

The Plan covers network outpatient professional services
for diagnosis and treatment of alcohol or drug abuse.
Each patient will receive a comprehensive diagnostic
assessment, which a participating mental health
professional will use to determine the appropriate
treatment site and the extent of services required.

Also covered are network inpatient services in a hospital
or licensed residential primary treatment center and
professional services for treatment of alcohol or drug
abuse that require the level of care only provided in an
acute care facility. However, these services must be
authorized by a physician.
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The Plan also covers network day treatment services in a
hospital or licensed chemical dependency treatment
facility and professional services for treatment of alcohol
or drug abuse. The Plan covers the overnight stay at a
contracted organization for covered persons actively
involved in an affiliated licensed chemical dependency
day treatment program for treatment of alcohol or drug
abuse. Any calendar year day in which you receive day
treatment services counts as a half day toward the
365-day maximum, and toward the combined day limit,
for the same period of confinement.

Covered services are based on established HealthPartners
medical policies, which are subject to periodic review
and modification by the medical directors. These medical
policies (medical coverage criteria) are available online
at www.healthpartners.com/wf, or by calling

Member Services.
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Appendix A: Forms

HealthPartners Distinctions 11 Plan

59



60

Page intentionally left blank

HealthPartners Distinctions 11 Plan



WELLS
FARGO

Wells Fargo & Company Group Health Plan Appeal

Complete this form to file a second-level appeal with Wells Fargo Corporate Benefits for the Wells Fargo self-insured group health plans, after the
Medical, Dental, or Vision claims administrator has issued a determination to your first-level appeal (pre-service or post-service). To be considered a
valid appeal, all fields of the form must be completed, the form signed and dated by the adult patient or parent/legal guardian of a minor child, and
submitted by U.S. mail to Wells Fargo Corporate Benefits with supporting documentation within the allowed timeframe for submission of an appeal. If
the appeal is not filed per the terms of the Plan, it will not be reviewed. Complete information on the appeals process is included in the Summary Plan
Description for your plan.

Employee Information (please print legibly)

Employee’s Name Wells Fargo Employee ID Number Employee’s Date of Birth
Wells Fargo Health Plan Name Doctor, Dentist, or Facility that Provided Service(s)
Patient’s Name Patient’s Date of Birth Date(s) of Service(s)

Explain what you are appealing and the reason(s) for your appeal (or attach a letter of explanation to this completed form — if you submit a letter of appeal, you must also
submit this completed form):

Any information that you want to have considered for your appeal must be submitted with this appeal form. Because the Wells Fargo Corporate
Benefits appeal review is independent of any review previously conducted by the claims administrator, Wells Fargo Corporate Benefits does not have any
information you or your doctor may have previously submitted to the claims administrator. Be sure to submit pertinent health information from your health
care providers and any additional information you believe supports your appeal with this form, including:

¢ Relevant patient history (including chart notes and reports from your physician or dentist with documented symptomology, testing results,
treatments, etc.)

* Diagnosis and prognosis

¢ Reason for this treatment option or procedure

¢ Other health information that supports your request for coverage

¢ Operative report, if the procedure in question is a surgical procedure
* Explanation of Benefits Statement(s)

* Authorization notices received by you or your physician

Submit typewritten — rather than handwritten — records from physicians and dentists to ensure legibility. Wells Fargo does not reimburse fees that
may be associated with obtaining information to be reviewed in support of your appeal. Even if you submit all pertinent information that is not a
guarantee that your request will be approved. Lack of adequate documentation to support your request, however, can result in denial of the request
due to insufficient evidence. Please keep copies of all documentation you submit; no items will be returned to you.

Informed Consent and Authorization for Use, Release, and Disclosure of Health Information

| hereby authorize my health care providers or their associates and the claims administrator to release health or other information about me (including
but not limited to diagnosis, relevant health history, other relevant health information, prognosis, chart notes and reports, services provided, dates

of services, billing, claims processing, and payment information) relating to this issue to Wells Fargo Corporate Benefits to allow them to give full and
thorough consideration to my appeal request. | understand that this information will be used only for the purpose of obtaining a determination to

my appeal request. This authorization also grants the sharing of information between Wells Fargo Corporate Benefits and an independent reviewer

if warranted, as determined by Wells Fargo Corporate Benefits, and the claims administrator in the appeal process. This authorization is valid until a
determination is issued by the plan administrator. A copy or facsimile of this authorization is valid in lieu of the original. By signing below, | acknowledge
and agree to the above Informed Consent, and Authorization for Use, Release, and Disclosure of Health Information.

Patient’s Signature Date

Signature of Parent or Legal Guardian of Minor Child Relationship to Patient

To protect the confidentiality of your health information, if you wish for someone to represent you in the appeal process, you must complete a Wells Fargo Authorization for
Representation in the Appeal Process form and submit it with your completed Wells Fargo Group Health Plans Appeal form.

HealthPartners Distinctions 11 Plan 61



HMOs (except CIGNA and HealthPartners) and Other Insured Medical, Dental, or Vision Plans

For an HMO or insured plan, follow the appeal and grievance process noted within the Member Handbook, Certificate of Coverage, or Summary Plan
Description applicable to the plan. Wells Fargo Corporate Benefits does not have the authority to render determinations on claim issues for the insured
plans. All levels of appeal and grievance consideration are reviewed by the HMO/insured plan claims administrator.

Self-Insured Medical, Dental, or Vision Plans

For the following plans, file first-level appeals with the claims administrator.

Plans for Team Members and Retirees Plans for Medicare-Eligible Retirees
Who Are Not Yet Eligible for Medicare
UnitedHealthcare PPO Plan (formerly Wells Fargo Health Plan) Wells Fargo Health Plan — Medicare Supplement
CIGNA Exclusive Provider Plan Prescription Drug Program administered by Medco
Blue Cross Blue Shield PPO Plan Wells Fargo Financial Medicare Supplement Plan

UnitedHealthcare Consumer Directed Health Plan (formerly Definity Health Plan)

HSA High Deductible Health Plan
(for early retirees, formerly Wells Fargo Essential Coverage Plan)

HealthPartners Distinctions Il Plan

Prescription Drug Program administered by Medco

Wells Fargo Dental Plan (Delta Dental option(s) only)

Mental Health and Substance Abuse Plan administered by Optum Health Behavioral
Solutions (formerly United Behavioral Health)

Vision Service Plan (VSP)

Flexible Spending Accounts Plan

Complete information on the appeals process is included in the Summary Plan Description for your plan. Refer to the Summary Plan Description for the
required information and address for first-level appeal submissions. The claims administrator must receive your first-level appeal within 180 days of the
date your claim was initially processed (or the date of a denial for preauthorization).

If you have completed the first-level appeal process and are dissatisfied with the determination, you may then submit your second-level appeal (or

in the case of the Day Care Flexible Spending Account, your second-level request for review) to Wells Fargo Corporate Benefits for consideration.
(Exception: There is no second-level appeal for urgent claims). Complete the appeal form and attach supporting documentation. Send your written
second-level appeal (or in the case of the Day Care Flexible Spending Account, your second-level request for review) to Wells Fargo Corporate Benefits
by U.S. mail or overnight delivery service, such as FedEx or UPS, within 90 days from the date the claims administrator denied your first appeal, to the
address noted below. The appeal process is a written process. A verbal request for reconsideration is not a valid appeal.

Second-level appeals must be submitted by U.S. mail, FedEx, or UPS to:

Wells Fargo Corporate Benefits
Health Plan Appeals

MAC N9311-170

625 Marquette Ave.
Minneapolis, MN 55479

If you have questions about the appeals process, you may call the HR Service Center at 1-877-HRWELLS (1-877-479-3557). Please listen to the options to
reach the appropriate customer services representative.

TMM200811066
HRS6775 (02/09)
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Authorization for Representation
in the Appeal Process

To protect the confidentiality of your health information, if you wish for someone to represent you in the second level group

health plan appeal process conducted by Wells Fargo Corporate Benefits, on behalf of the plan administrator, you must submit

this notarized Authorization for Representation in the Appeal Process form with the completed and signed Wells Fargo Group Health
Plan Appeal form.This Authorization for Representation in the Appeal Process form must be completed by the adult patient, the
parent or legal guardian of a minor child, or the legal personal representative of the patient (such as Power of Attorney, conservator,
executor) in which case, copies of the legal documents must also be presented with this request. All Plan provisions apply and it

is my responsibility to inform the Authorized Representative of the Plan provisions. If my Authorized Representative or | do not
comply with the claim appeal provisions of the Plan, | understand that | may lose my right to appeal. | acknowledge that it is my

or my Authorized Representative’s responsibility to present any information we wish to have reviewed in support of the appeal.

I (print your name) name the following individual as my Authorized Representative:

Name

Address

in the second level appeal process for services provided to (Patient Name) on

(Date of Service) by

(Doctor, Dentist or Facility name)

The Authorized Representative may disclose any information related to the appeal issue (including but not limited to diagnosis,
relevant health history, other relevant health information, prognosis, chart notes and reports, services provided, dates of services,
billing, claims processing and payment information) to Wells Fargo Corporate Benefits. Wells Fargo Corporate Benefits may contact
my Authorized Representative for clarification of information presented, if needed. Wells Fargo Corporate Benefits may release the
written appeal determination letter to my Authorized Representative and may also release any relevant appeal documentation in
its possession to my Authorized Representative upon written request by the Authorized Representative. The written request must
be specific with regard to what is being requested, and must be received by Wells Fargo Corporate Benefits Health Plan Appeals
by U.S.Mail at the address noted below within 120 days from the date an appeal determination is made by Wells Fargo Corporate
Benefits, on behalf of the plan administrator.

This Authorization for Representation in the Appeal Process is only applicable to the appeal issue identified above (and in more
detail on the accompanying appeal form).| understand that once my protected health information is disclosed pursuant to this
Authorization, the federal privacy protection will no longer apply to information released to the Authorized Representative;
Wells Fargo is held harmless for any re-disclosure by my Authorized Representative or his/her failure to protect the information
received. The Authorization for Representation in the Appeal Process is no longer valid 120 days after the appeal determination is
issued by Wells Fargo Corporate Benefits, on behalf of the plan administrator. However, the authorization may be revoked by me
at any time. A written statement of revocation must be submitted in writing by U.S. Mail to :

Wells Fargo Corporate Benefits « Health Plan Appeals, N9311-170 « 625 Marquette Ave * Minneapolis, MN 55479

The revocation will be applicable the date following the date the written revocation is received by Wells Fargo Corporate Benefits
Health Plan Appeals via U.S. Mail. The revocation will only be applicable to the extent that information has not already been released
or requested based on this Authorization.

| understand and agree to the above stated terms.

Patient’s signature Date of Signature

Signature of Parent or Legal Guardian (of minor child) Relationship to Patient
Or Other Authorized Representative (POA, Executor etc)

Notary Stamp and Signature (Required ):

HRS7019 (1-09 120470)
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HealthPartners- CLAIM FORM

HealthPartners
PO BOX 1289
Minneapolis, MN 55440-1289

IMPORTANT: Please be sure to include all information requested. Missing information will delay the processing of your claims.

This claim form is to be used by enrolled employees and their dependents when requesting payment for medical services,
including prescription drugs.

Please: Complete the form. Refer to your member card for the member number.

If you have questions related to the claim or completion of the form, please call 883-7755.
Attach itemized medical bills.

Send the completed form within 15 days to:

i NS .

HealthPartners
P.O. Box 1289
Minneapolis, MN 55440-1289

Patient Name: Relationship to Policyholder

Member Number:

INSURANCE INFORMATION UPDATE
HealthPartners Policyholder name

Name of Spouse of Policyholder Spouse Date of Birth

Is Policyholder’s spouse employed? Q YES Q NO
If YES, Name of Employer

Is Policyholder’s spouse covered under his/her employer’s health plan O YES a NO
If YES, complete the following:

Name of other insurance company Phone Number
Address
Policy/Group # Effective Date
Q Single coverage O Family coverage
1. Was this care a result of an Accident/Injury? U YES a NO
2. Was the illness related to your work, motor vehicle, or any other third party? U YES a NO
3. s patient covered by another medical policy not listed above? O YES a NO
4. s the Policyholder or Spouse of Policyholder covered by any other medical policy not listed above? O YES O NO
5. Is the Policyholder or Spouse of Policyholder divorced and/or remarried with dependents? U YES 0 NO
If you answered YES to either questions number 1 or 2, please complete Section A on reverse side.
If you answered YES to either questions number 3, 4, or 5, please complete Section B on reverse side.
If you answered NO to all of the above questions, please sign, date and return.
| HEREBY DECLARE THE ABOVE INFORMATION TO BE TRUE AND ACCURATE.
HealthPartners Policyholder signature Date

HP401027 (6/96)
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Section A
ACCIDENT OR ILLNESS INFORMATION UPDATE

Date of original illness or injury resulting in this claim (if unknown, date first seen by a doctor)
If illness, please describe

If injury, give details of how injury occurred

Where did injury occur?

OTHER PARTY INSURANCE COVERAGE

Type of coverage related to the injury:
O Automobile O Personal Injury O Wwork Related
U Homeowners Liability U Other (please describe)

If you checked any of the above, please provide the following:
Person or establishment with possible financial responsibility for the injuries

Name
Address Phone number
Responsible insurance carrier, if known
Address Phone number
Attorney, if one is retained
Name Phone number
Section B
If Policyholder, Spouse, or Dependent(s) are covered by another medical policy, please complete the following:
Name of person covered Health plan name, address Policyholder name Effective Date
and phone number and policy number
1.
2.
3.

If you are divorced and/or remarried with dependents, please complete the following:

Child’s complete name Name of person(s) Name and date of birth of person(s)
with legal custody responsible for dependent health care
expenses per divorce decree

1.

2.

3.

Are any of the children listed above also covered under another health insurance plan? O YESQ NO
If YES, please complete the following:

Name of person covered Health plan name, address Policyholder name Effective Date
and phone number and policy number

1.

2.

3.

If additional space is needed for any section, please provide on a separate page.

COORDINATION OF BENEFITS AND UTILIZATION /CLAIMS REPORTING AUTHORIZATION

| authorize HealthPartners to release general medical information regarding my family’s treatment to the administrators of any other health plan providing
coverage to me or my dependents. | authorize the administrators of any other health plan providing coverage to me or my dependents to release information to
HealthPartners regarding health care benefits to which we may be entitled. | understand that the purpose of the release of information is to assure proper
coordination of benefits of all plans. | understand that HealthPartners may release information regarding services provided under my health benefits contract
when requested by the employer/organization sponsoring my health benefits plan. This information will be reported without identification of individuals to
maintain patient confidentiality. This authorization shall remain valid for the duration of the coverage of the plan for which a claim is submitted. | understand a
photocopy of this authorization shall be as valid as the original.

| UNDERSTAND THAT A PERSON WHO FILES A CLAIM WITH INTENT TO DEFRAUD OR HELPS COMMIT A FRAUD AGAINST AN INSURER IS GUILTY OF A
CRIME. | HEREBY DECLARE THE ABOVE INFORMATION TO BE TRUE AND ACCURATE.

HealthPartners Policyholder signature Date

Thank you for your cooperation. We will hold your claim open for fifteen days to allow you time to submit the necessary information. If you have any questions
related to the claim or completion of this form, please call (612) 883-7755.

HP401027 (6/96) C )
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