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IMPORTANT INFORMATION

THIS DOCUMENT REFLECTS THE KNOWN REQUIREMENTS FOR
COMPLIANCE UNDER THE AFFORDABLE CARE ACT AS PASSED ON
MARCH 23, 2010. AS ADDITIONAL GUIDANCE IS FORTHCOMING FROM THE
US DEPARTMENT OF HEALTH AND HUMAN SERVICES, AND THE NEW
HAMPSHIRE INSURANCE DEPARTMENT, THOSE CHANGES WILL BE
INCORPORATED INTO THE HEALTH INSURANCE DOCUMENT.
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INTRODUCTION

Welcome to the Dartmouth Student Group Health Plan (DSGHP). Dartmouth College has prepared this documet yourelp you
medical and prescription drug benefits as a perti@daB8GHP. This document replaces any document that magivevetdgeu
in the past. Please read it carefully.

Treatment or services rendered outside the United St&te®n€apr its territories are covered on the same basis as treatment or
services rendered within the United States.

As used in this docaté¢he term plan year is the twelve (12) month period beginning September 1 and ending the subsequen
BenefilaximumanddeductibleasccumulaturingheplanyearThewordifetimesusednthisdocumemefersotheperiodbftimeyou
or your eligible dependents participatb 8GHE.

The benefits described in this document are effective with the plan year beginning on1September 1, 202
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DSGHR overage and the Patient Protection Affordable Care Act (PPACA)

The Affordable Care Act requires most peopl e t epldnadoee hea
provide minimum essential coverage.

If you have questins about thisiotice,please contact
Dartmouth Student Group Health Plan
7 Rope Ferry Road, HB# 6143
Hanover, NH 0375821
Phone: (603) 646138
Emait: Dartmouth.Student.Health.Plam@bouth.EDU.

Be advised that you may be eligible for c¢overulgelthinsuthece a
policy if you are under the age of 12an oQo ntthaec tp arheen tp'lsa ni

issuer for more information

*Confident i al information or protected health in
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ELIGIBILITY AND PARTICIPATION
Student Eligibility

You areligible for coverage through the DSGHP only if enrolled in the DSGHP, and you are considered by Dartmadfith€ollege
following:

1 An active* undergraduate student, making progress toward degaggnouth

T AnactivestudengnrollechaDatmoutiExchangBrogranguringheacademiermsfDartmoutBxchangBrograrenroliment
only.

T An active* ndpartmouth student (exchange student from another college or university), during the academic terms of D:
enrolimermnly.

1 An activegraduate student, making progress toward a Degrenith

*An active student is a student who is designated as active in the Dartmouth Student Information Systethavith the ar
appropriate Dean.

Ineligible Students

Students who arenefiteligible employees of Dartmouth College as determined by Dartmouth College Human Resources Offic
classifieds TDIHybridstudentgnrolleéh correspondenstudynoncreditoursegexcepinternationatudents)nternetoursesr any
continuingducatioonoursesndanyclasfstudentandtheidependentshoarenotspecificaligentifiedsbeingeligibléortheDSGHP

in this Plan Document do not qualify for @>€itdBe.

Dependent Eligibility

Your eligibldependents may participate in the DSGHP, provided you are also currently a participant. Eligible dependents inclt
following:

Your spouse or domgsditner.

Achild* younger than age tvws&(86).

9 A physically or mentally disabledddhaldy age, provided the disability began before he or she reachesba(@6ivanty
while covered under the DSGHP. Coverage may continue for as long as the child* remains disabled, and whally depet
forfinanciadupportinaccordanasiththelnternaRevenu&ervicelependemuidelinesyheDSGHPhayrequirgouatanytime
to submit a physician’s st adisabitg.nt certi fying the chil

*For purposes of the DSGHP, child is defined as folipwingeelationships to a DSGWRed student:

1 Youbiologicalhildprchildorwhonyouarerequiretbprovideoveragandercourprder.

T Alegally adopted chilgiday.

A child for whom you are the proposed adoptive parent and whiabed ipegwur care and custody during the waiting peric
before the adoptions bedomak

{ A fostechild.
A stepchild or child of your dompadtier.

Ifyouandyourspous@rdomestipartnearebothstudentsynlyoneofyoumaycovea dependemthild Inadditionjoumaynotparticipate
in the DSGHP as both a student and a dependent 4t same
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ENROLLMENTS

Student Enroliment

Active students are automatically enrolled in the DSGHP unless a waiver is submitted and approved withirritiesl thye peric
Dartmouth College (refer to the web site for the waiver requisetpertsystudentinsura¥oelr coverage will become effective as
described in the When Coverage Begins section.

Dependent Enroliment

To obtain immediate coverage under the DSGHP, you must enroll your eligiibléehdePp&taldRrtsvithin tonty (31) days of when
youenrolhtDartmoutBollegefyoudonothaveanyeligiblelependenetthetimeofinitiaknrolimertutacquireligiblelependentsta
latedateyoumusenrolyourdependentsithirthirtyone(31)dayfthedateyouacquirghemYoumayalscenrolyoureligiblelependents
during the annual open enroliment period in September ofeacBgp@mdent enrollment is not automatic, and a new Depende
Applicatiomusbesubmittedveryplanyear CoveragwillbecomeffectivasdescribeththeWherCoveragBeginsection.

Your newborn child (born to either a male or femaled&@t Parent) is automatically covered for thedinst (Biryydays following
andincludinthedateofbirth Forcoveragcontinubeyondhethirtyone(31)daysyoumusnotifitheDSGHBysubmittingDependent
Applicatioandpayanyrequiregrorategremiunifyoufailtodoso,coveragwiliterminatattheendofthethirtyone(31)days.

Late Enrollment and Mandatory Enrollment of Uninsured

If you lose coverage under an individual or group health plan, you may enroll yourself (and any qualifyibiS@&perateatdha the
date the other coverage erddoThis, you must provide a Midyear Enroliment form and documentation of the loss of coverage v
one (31) days of losing that coverage, and if applicable a Dependent Application. The DSGHP premium willthe gateatéd base
enrollrant.

Students who are subject to the Dartmouth College insurance requirement and are discovered to be uninswethdyiag the cc
year, and who are otherwise uninsured, will be automatically enrolled in the DSGHP from the dagel thepartnartdrGiollege

to be without health insurance coverage. The student will not be eligible for a prorated premium and wfitir iberdégiliaadualpay
premium for the DSGHP.

For DSGHP enrollees stiiyour dependent loses coverageamdwividual or group health plan, you may enroll your dependent ir
DSGHRsofthedatetheothecoveragendsTodothisyoumusprovida Dependertpplicatioanddocumentatiofthelossofcoverage
withirthirtyone(31)daysoflosinghatcoveragaheDSGHRPremiunwillbeproratethasednthedateof enrollment.

Late enrollments are subject to all limitations, provisions, and requirements of the DSGHP.


http://www.dartmouth.edu/~health/depts/insurance/index.html

EFFECTIVE DATES
When Coverage Begins

Coveragbegins on August 1 for newly enrolled students and on September 1 for returning students. For studentsatarting at D
later term, please contact the DSGHP office for coverage dates.

I Firstyear International Students with F/J visa statusamidiffective date thirty (30) days prior to their first term at Dartmouth
College.

Dependent coverage begins on Septembeydafstsdents may enroll their qualifying dependents on August 1 for an additional fe
Please contact the DS®ffiEe for information.

When Student Coverage Ends

Your coverage will end on the earliest of the following dates:

1 Thenexisucceedingugus8l,ifyouwaivecoveragéorthenexiplanyearoryouarenolongeeligibléortheDSGHRoverage.
1 The date your Extension of Eligibility peggi@® ifou purchase this program as deseribed

9 Decemb&lorMarct81 followingoutimelgubmissiasfanapplicaticio canceyouistudentoveraggursuartbthefollowing
requirements:

0 You may apply for early cancellation of your student coverage if you complete your degree requirements at the
Winter terms or if you withdraw or separate from the College. Your application to cancellodeez@jerrausttizrc

from the appropriate Dean certifying completion of your degree requirements or a notice of withdrawal or sepatr:
Registrar.

0 You may also apply for early cancellation of your coverage if you satisfy the §@EiFheamieaccording to the
conditions described in the DSGHP’'s onl i ne "héathev er
cancellation month (December/March) in order to be efiemtitre that

When Dependent(s) Covprd&Ends

1 Coveragmryourdependent(sjillendonthedateyouicoveragendsorthedatethedependereasesobeaneligiblelependent,
whichever comiast.

1 December 31 or March 31, by completing a Midyear Ganeellation
Except aspecifically provided above, no refunds for the premium under the DSGHP will be provided.

Extension of Eligibility

There are two Extension of Eligibility provisions under the DSGHP as specified in this section.

1. When coverage under the DSGHP termiratesgdaduation, separation, or withdrawal from college, you may purcha:s
Extension of Eligibility under the DSGHP for the next succeeding six months. This Extension of Eligibilapgsotdsion do
students who did not have student stakdiately preceding the loss of DehiGiHiRty.

2. If you obtain an approved medical withdrawal from Dartmouth College, you may purchase the plan for up youmne plan
DSGHP coverage would othdemismate.

Notwithstanditfieforegoingfa physicianertifieshata studenis totallydisabletythedatecoveragandetheDSGHRvould
otherwise end, only Covered Expenses/Services directly related to the total disability will be processed under tf
conditions of the pl@his extension of benefits due to total disability is not provided to DSGHP covered persons \
exercised their option to purchase the DSGHP Extensionagitigligibility

You must apply for the Extension of Eligibility and pay the pré@iidoverage withintrey(31) days prior to the start of a plan
year or the date you become eligible for an Extension of Eligibility. Students who qualify for Extensitredd &&fitdlitgaynaiso
purchase DSGHP coverage for theiddeisefrefer to the section entitied Dependent Eligibility). Please contact the DSGHP Offi
Dartmouth College Health Service for further information concerning the Extension of Eligibility.



CONTACT INFORMATION

Assistance regardamgoliment, plan benefits, claims procedures, anéPregeitiidatiane available -eampus during normal
business hours at the DSGHP Office.

The DSGHP Assistance Group

OnCampus General Assistance

DSGHP Office

Mailing Address Phone 6036469438 or 66346944¢
7 Ropé-erry Road

Hanover NH 03755 Fax 6036468893

Webdartgo.org/studentinsurance
EmailDartmouth.Student.Health.Plan@ Dartm¢

Claims Administrator/ Precertification of Hospital Admissions/Pediatric Dental

WellfleeStudent Phone 833443-5338 (ToHree)
POBo0x15369 4134525475 (Local)
Springfield, MA 016859

Webwellfleetstudent.com
Emailmailto:Customerservice @wellfleetinsurance.com

Pharmacy Processor

Wellfleet Rx
Emailpharmacy@wellfleetinsurance.com Phone 87764037940

Plan Type/Network & Medical Claim Submission

PlanType:PPO Networking: Cign@AP  Open Access Plus, OA plus, Choice FunalGA

PO Box 188061
Chattanooga TN 378282

Cigna OAP
https://hcpdirectory.cigna.com/web/public/providers

Basix Dental Savings Program

webhttp://www.basixstudsem/

Emergency Travel Assist Service

International SOS Scholastic Members Phord 59428478

Webhttp://www.internationalsosSdattp://www.dartmouth.edu/~rmi/rrfistrave



http://www.dartmouth.edu/~health/depts/insurance/index.html
mailto:Dartmouth.Student.Health.Plan@Dartmouth.edu
mailto:Customerservice@wellfleetinsurance.com
mailto:pharmacy@wellfleetinsurance.com
https://hcpdirectory.cigna.com/web/public/providers
http://www.basixstudent.com/
http://www.internationalsos.com/
http://www.dartmouth.edu/~rmi/rmstravel/

Benefits for Services from Dartmouth College Health Service

For services received at Dartmouth College Health Service, DSGHP wiipaynd€8%>afluding the following:

1 Durable medical equipmenpglies

1 LabssentoandbillecdbyanoutsiddacilitftheseavillbeprocessedndetheTermsandConditionsfthePlan).

OAP Network Benefits

Innetwork providers arephgsicians, hospitals, and other healthcare facilities that have contracted with Wellfleet/Cigna to prov
medical services at negotiated prices. They are referred to collectively as the OAP Network. Providers ineibieti@@Adidigevork ac
amount as full payment for Covered Expenses/Services (subject to a-pagundililearm coinsurance provisions). You identify yol
eligibility for-imetwork charges by showing your health plan Identification Card at the time of your visit.

Pleas be aware that OAP Network hospitals may be staffed with physicians and other professional staff who arenkot in the
Unless otherwise specified, the charges of@Neroviders (@hetwork) will not be paid at the OAP Networkdeeditef

How to find an OAP Network Provider

There are three ways you can find out if a Provider of Facility is in the Cigna OAP network;

1. See Cigna’' s -@fwekplovidewsct ory of i n

https://hcpdirectory.cigna.com/web/public/providers

2. Call Customer Service to ask for a list of doctors and providers that participate iné¢hedCighas»ion specialty and
geographic area. Thefteh Customer Service telephone nuB8HI35338.

3. Check with your doctgrovider.

NonrOAP (oubf-network) Network Benefits

Ifyouchooséousea providethatis nota membeoftheOAP NetworkhiswillincreasgouroutofpocketostsGenerallgfteryousatisfy
the oubfnetwork deductible, when applicable, the DSGHP will pay the percentage of usual and customary charges shown i
Benefit€hart.

Plan YeaAggregate Deductible

TheplanyearaggregatdeductiblisthetotalamounyoumuspayforCovere&xpenses/ServiakgingactplanyeateforeheDSGHP
willconsideCoverelxpenses/Servidegeimbursemekixpensefsonseparatédinessesrinjuriesnaybeusedosatisfghedeductible.

The individual deductible applies separately to each covered person. The family deductible applies cotleptirsinsaratheovere
same family. When the family deductible is, satiffieder deductible payment will be required of any covered family member dui
remainder of that plan year.

The plan year individual and family deductible amounts are shown on the Schedule of Benefits. Any amourARNplwdrioward tl
Medical Deductible will be applied toward-@®&MNdedical Deductible and vice versa.

Copayments

The cegpayment amounts, as specified in the Schedule of Benefits, represent the dollar amounts required to bpgrainrioy the cov
Covered=Expenses/ServidesforghedeductiblepplieandbeforeheDSGHPayshenefitatthepercentagegescribeshtheSchedulef
Benefits.


https://hcpdirectory.cigna.com/web/public/providers

Coinsurance

Your share of the costs of a covered health care service, calpatatrttageafor example, 20%) of the allowed amount for the serv
You generally pay coinsurance plus any deduct i brhneofficeyisitu c
is $100 and you' v®insorance pgyment of 20% dauld bei $B0L Ehe healtlo insurance or plan pays the re:
allowed amount.)

After satisfaction of any applicable deductippayonext, the DSGHP will pay the percentage of charges indicated in the Sche
Benefitssubject to the specified maximums. These percentages apply only to Covered Expenses/Services which do not exc
customary charges. The covered person is responsibleCovateddExpenses/Services and any amount which exceedsdhe usual
customary charge for Covered Expenses/Services.

The coinsurance percentagesMatiwork and QefiNetwork Providers are specified in the Schedule of Benefits. The DSGHP enco!
you to use-metwork providers whenever possible. You will higiedvéexel of benefits for services receiveddtamrinproviders.

Innetworkroviderwillnotbillyouseparateijtheichargesxceedheln-Networkeeschedulé/oumaybebilledseparatelwhercharges
made by aDutofNetwork Provider exceed the usual and customary chaggraresuch

Chargeforserviceprovidetlyanoutofnetworkhysiciaataninnetworkospitalillbepaidatthein-networkevelwithnobalancéilling
for anesthesiology, radjp, emergency medicine or pathetopes.

OutOfPocket Maximum

The OubfPocket Maximum does not apply to the following:
1 Any expenses not covered by the DSGHP, including expenses which exceed usuaehargksustomary
1 Charges iexcess of Benefit Maximums (ses=ngah).
1 PenaltieforfailurdocomplyviththeHealttCareManagemeRtr o g Precertificatiafhospiteéhdmission requirements.
1 Premium

The plan year individual and famibfRaaket Maximwamounts are shown in the DSGHP Benefit Chart. Any amount applied towarc
OAP Network @fpocket maximum will also be applied toward@Ad>NasbFpocket maximum and vice versa.

Benefit Maximums

Totaplarnpaymentioreactcoveregersomrelimitedocertaienefimaximumabenefimaximurmanapplyospecifibenefitategories
or to all benefits benefit maximum also applies to a specific time period, such as plan year, number of visits or lifetime.

The benefit maximuapglicable to the DSGHP are shown on the DSGHP Benefit Chart. Maximums applyQé P ARtammikNon
benefits combined.



202-202 DSGHP Benefit Chart

Deductibles & Owif-Pocket Maximums

Medical Deductible

(*PreCertification required)

In-Network Combined kNetwork and
Outof-Network
$250 Individual $500 Individual
$500 Family $1,000 Family

Prescription Deductible

(Does not apply to Dick Hall”’
Dartmouthlitchcock Pharmagrtmouthlitchcock

Pharmacy at Centerra and Cheshire Medical Center

Pharmacy)

$100 Individual / $200 Family

Medical and PrescriptioroERibcket Maximum

Benefit Description

$3,000 Individual $6,000 Individual

; $10,000 Family
$5,000 Family (of usual armlistomary charges)

In-Network Outof-Network
(MEUNEVS) (MEUNEVD)

Referral required from Dartmouth College
Service if in the Hanover, NH area. With
referral, benefits will be processed atalfie

networlevel.

Preventive Care Services
(If in Hanover, NH area: Services received at Dartmouth College 100% Not Covered
Service, or with a referral if services are not available at Dartmou
Health Service.)
Services at Dartmo@tilege Health Service 100% N/A
(Except for certain medical equipment & supplies, and labs)
Emergency Room Services 0
(Copayment waived if admitted.) 100% after $100mayment

Emergency Ground 100% after $100mayment

Emergena®ther

i 0,

Ambulance (To the nearest hospital wh 80% after deductible 70% of Usual and Customary charg

the needed medical care &
treatment can be provided.

deductible

NonrEmergency
(Prior approval required)

70% of Usual aBdstomary charges

80% after deductible deductible

Outpatient Mental/Nervous and Substance Abuse Treatm

80% of Usual and customary char

0% i
90%; no deductible no deductible

Learning Disability Testing
(100% coverage for first $1500)

80% oWUsual and customary charg

90%; no deductible no deductible

Outpatient Services for Physician Expenses

*Inpatient Hospital Serviceimpatient Mental/Nervous and
Substance Abueeatment

*Home Health Care Services

* Skilled Nursing Facility
(limited 100 days)

70% of Usual and Customary ché

80% after deductible after deductible

*Chiropractic Services
(No referral needed for the first 12 visits)

70% of Usual and Customary charg

80% after deductible deductible

*SexReassignment Surgery
(Referral from Dartmouth College Health Services is required. Cg
Medical Expenses are payable the same as any other condition.)

70% of Usual and Customary cha

80% after deductible after deductible

Earlyintervention Services

70% of Usual and Customary cha

80%; no deductible No deductible

Infertility/Fertility Care Treatment Benefits

70% of Usual and Customary cha

80% after deductible after deductible

10



Lifetiméndividual Maximum for All Benefits

(Unless otherwise specified.) Unlimited

National Collegiate Athletic Association (NCAA) Sanctiong
Intercollegiate Sports Injuries

(TheDSGHRs primary fdhefirst$90,000 @fligiblexpenseperinjury, 80% after deductible
andsecondary to coverage under the NCAA catastrophic policy fq
expenses in excess of $90,006jper.)

70% of Usual and Customary cha
after deductible

Club Sports Injuries
(The DSGHP is primary for th&3fr&100 of eligible expenses per inj o . 70% of Usual and Customary cha|
and secondary to coverage provided under the Club Sport catast 80% after deductible after deductible

for eligible expenses in excess of $30,000 per injury.)

In-Network Outof-Network
(MEUNEVS) (Plan pays)

Pharmacy Benefit Description

Tier 1 NoBpecialty
$10 copayment per 30 day prescription
$20 copayment pesd®lday prescription
Tier 2 NeBpecialty
1 $20 copayment per 30magcription

Preferred Pharmacies 1  $40 copayment pesd®prescription
Tier ANonSpecialty
Dick Hall’s House Pharmacy, Dartmouth-Hitchcock 1  $50 copayment per 30magcription
Pharmacy, Dartmouth-Hitchcock Pharmacy at Centerra 1  $100 copayment pe®Bldaprescription
and Cheshire Medical Center Pharmacy Tier 1 and @pecialty
(Not subject to prescription plan year deductible.) 1 $50 copayment per 30 day prescription
Tier BSpecialty

1 $10Ccopaymemter 30 dayrescription

100%coverage (not subject to the prescription plan year deductible) for generic @
medication and medically necessary brand name and/or specialty contraception

80% Wellfleet Rx participating pharmacies
coverage (not subject to the prescription pl
Other Pharmacies deductible) for generic contraception medi 80% of billed charges
and medically necessary brand name an
specialty contraception medication

Orally administered asiancer prescription drugs (including speciditigs)
*

Greateof

Benefit I Chemotherapy Benéefit or
1 Infusion Therapy Benefit

Dispensing LimitsSthe amount of rgmecialty drug which may be dispensed per prescription or refill (regardless of dosage form) is limited to &
supply. Specialty prescription drugs are limited to a thigy(glyliawever, you may receive upitety (90) day supply if the drug is covered unde
formulary without any utilization management requirements, you have taken the drug for a continuous péredrafjae@gearcamniadiied substan
defined by the USDEA. Other diagdimits may be imposed as required by federal or state regulation for other reasons.

Under New Hampshire law, the following exception applies to retail and specialty drugs:

You may purchase up 96-daysupply of covered Prescription Diugs titne provided that:

. The Prescription Drulgstis on the health plan’s formulary
. You have taken the drug for a continuous period ofnde year,

. ThePrescriptiobrugsnotsubjecto anyutilizatiomanagemergquirementscludingrioruthorizatiandsteptherapyyndeiy ouplanand
. The Prescription Drug is not a controlled substance as defl6&Hzy the

You are responsible for the cost sharing applicatbla tgupply dispensed. You may purchase this supply of Prescription Drugs at a pharmacy
long as it is purchased at a network pharmacy.

A pharmacy may refuse to fill a Prescription order or refill when in the professional judcoisttioé gheptrdstion should not be filled.

Insulin CosSharing Capgviember cosharing capped at $30 pefa3Qsupply of insulin. Deductible is waived.

Orally administered aftaincer medications cesharing capMember casharing capped at $200 per prescription.
DispenseasWritten(DAW)Ifaprescribgrescribescovere@raneNamédPrescriptiddbrugvherea Generirescriptiobrugequivalergavailablandspecifies
“ Di s as¥n is AW meMembewillpaythecossharindortheBraneNamePrescriptiddrug.IfaprescribetoesotspecifpAWandtheMemberequests
covered Brasdame Prescription Drug whe&enaric Prescription Drug equivalent is available, the Member will be responsible for the cost difl
BraneNamePrescriptioRrugandtheGeneri€rescriptidbrugequivalenandthecosisharinghatapplieso BraneNamePrescriptioniugs.

To contact the Health Care Management Program, -fi@ét8B3143-5338.
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e —
PPACA PREVENTIVE CARE BENEFITS

Preventative Care Benefits are provided by the DSGHP benefits in full compliance with the Patient Protection araté\fatdable (
(PPACA).

For services received at Dartmouth College Health Service, orrsgtamik provider, PPACA Preventative Care Benefits are
processed or reimbursed at 100% as specified in the DSGHP Benefit Chart.

If DSGH#{eovered persoreceives these services while in the Hanover, NH area, but not at the Dartmouth College Health Servic
referral must be obtained from the Dartmouth College Health Service for 100% coverage.

The DSGHP also provides certain preventative care benefigs\aces that exceed the requirements of the PPACA, these benefits
and services are provided in the section entitled Covered Services/Expenses.

PPACA Preventative Care Benefits are subject to change, pursuant to determinations by the U.S. Degrdtinzerdt Biushan
Services and the U.S. Preventative Services Task Force. Refer to the websites for updates.

Covered Preventive Services for Adults

https://www.healthcare.gov/pnaveateadults/
https://www.cdc.gov/vaccines/he@esfimdex.htm
https/www.uspreventiveservicestaskforce.org/Page/Nasraidbgstfommendations/

Services for Pregnant Women or Women who may become Pregnant and Other Preventive Services for Women

https:ikww.healthcare.gov/prevecdairgvomen/
https://www.cdc.gov/vaccines/he@esfimdex.htm
https://www.uspreventiveservicestaskforce.org/Page/Naaedbsesthmmendations/

Covered Preventive Services for Children

https://www.healthcare.gov/preveatephildren/
https://www.cdc.gov/vaccines/he@esfimdex.htm
https://www.uspreventiveservicestaskforce.org/Page/Naaedbsesthmmendations/
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https://www.healthcare.gov/preventive-care-adults/
https://www.cdc.gov/vaccines/hcp/acip-recs/index.html
https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/
http://www.healthcare.gov/preventive-care-women/
https://www.cdc.gov/vaccines/hcp/acip-recs/index.html
https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/
https://www.healthcare.gov/preventive-care-children/
https://www.cdc.gov/vaccines/hcp/acip-recs/index.html
https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/

e —
MEDICAL BENEFITS AND REQUIREMENTS

General Requirements & Guidelines
(For services received outside of the Dartmouth College Health Service)

1 To obtain the maximum amount of benefiteefoergancy services in the Hanover NH %oea yowur covered spouse, or your
domestic partner, you must obtain a referral from the Dartmouth College Health Services. These requirements do not
dependent children, maternity expenses or Eye & Hearing Examination expensdsanoumeblfhehe

2. The coinsurance amount applicablegmaayency medical services received by you, your spouse, or your domestic partne
HanovelHAreawillbereducetbtheoutofnetworkeveifareferralorsuchservicesvasnoffirstobtaineétontheDartmoutBollege
Health Service. This reduction will not apply to services received by your dependent children, maternity eapgagses or |
Examination expenses incurred in the Han&res. NH

3. ArecommendatibyanonHedthServic@roviddiorfollowupcaredoesnotmeetheD S G HrBférradequiremenServiceseceived
within forifive (45) days following the medically necessary use of an emergency room are not subject to the referral requir
DSGHPThiswaiveshereferralequiremettiatonlyappliesoserviceselatedotheconditiorequiringnemergenaponvisit. After
the fortfive (45) day period, a referral is required from the Dartmouth Cs#egjed-ealth

4. AreferralromDatmoutiCollegdiealttServicésrequiredbrSleeisordeandSleeDisordetesting.

5 You must notify the DSGHP, as described wunder the He
requiremendfelectivadmissions &hospitabrskilledursindacilityandbeforeeceivingnyhomehealttcare.

6. The DSGHP will only provide benefits for Covered Expenses/Services that are medically necessary for thaltilretazent of a
orinjuryNotallmedicallpecessargervicearecovered-orexampleexperimental/investigatimaatmentarenotcoveredSeethe
sectiomnExclude&xpenses/Servidegalistingpfthoseexpenses/services traexcludetytheDSGHP.

7. TheDSGHRvillonlyprovidéenefitforCovereExpenses/Servidhatareequato orlessthartheusuahndcustomarghargénthe
geographic area where services or supplies are provided. Any amounts that exceed the usual and customamyizddrge are
by the DSHP for any purpose. OAP Network Providers charge the DSGHP for their services at negotiated rates which are
betheusuabhndcustomarghargdorthoseservicedfyouusea norOAPNetworrovidesouwillberesponsiblieranyamounts
exces®ftheusuahndcustomarghargeThedeductiblendcoinsurancarealsoincreasetbrNorOARNetworRrovideservices.

8. TheDSGHHWvillonlyproviddenefitforcoverederviceandsuppliesenderetlya physiciamractitionemursehospitabrspecialized
treatment facility as those terms are specifically defined in thecbgdinitions

Health Care Management Program

TheDSGHIPetainsheservicesfaprofessionBlealttCaravlanagemeRtogramompantpoidentifipndassisparticipantsithconditions
requiring extensive orengcare.

TheD S G HHrealtlCareManagemeRtograris notintendetbdiagnosertreamedicatonditionguarantebenefitsjalidateligibility,

or determineadical necessity unless a special care manager is assigned. A case manager may be assigned in situations regz
necessity.

Precertification of Hospital Admission Requirenddalksctive and Emergency Admissions

Prior to any elective admission toaspita) hospice facilityorskilled nursing facilifyand before receiving angme health care,

you must notify Wellfleet by calling theirftel number (83813-5388). You must also call within feight (48hours (two (2)

working days) followireny emergency admissish en you cal | | it owi || be necessary
name, the name of the physician and hospital or facility, the reason for the hospitalizatioforamatianynetezd to complete the
process. Precertification is not required for Emergency Room boarding for member patients waiting in an EofiengeccyeDepartm
care hospital located in the state of New Hampshire while waiting forpsyetissioo firatment to a facility located within the state.

In the event of pregnancy, Precertification is not required at the time of admissiebuoPeedetivizgtion is required when additiona
days in the hospital would ekieyahd the number of inpatient days necessary after a delivery.

For further details on-éasificatioprocess refer to Precertification Process.
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PreCertification Process

For treatment provided by awf®igtwork Provider, failureotopty with the Feertification process requirements may result in a Pre
Certification penalty. Such penalty amount is payable even though Dedwftfielatdamimum amounts have been met- The Pre
Certification penalty is listed in the ®ocbieBahefits.

InNetwork Your IfNetwork Provider is responsible for obtaining any necessifigaficn before You receive the care. K Your In
Network Provider does not obtain the requ@edifization You will not be penalized. Riddseloes regarding review and notification.

OutofNetwork You or Your GatNetwork Provider are responsible for calling Us at the phone number found on the back of Yol
and starting the Reertification process. For Inpatient servicdstlistdze made at least 5 working days prior to Hospital Confinem
For Outpatient services, the call must be made at least 5 working days prior to the start of the OutpattntEarnverachydney,

the call must take place as soonsameddy possible.

The following Inpatient and Outpatient services or suppliesCedificatva:

All Inpatient admissions, including length of stay, to a Hospital, SkilleititiResialilitation or Residential Facility
Allinpatient maternity care after the initiddolB46

Highrisk maternity (routine only if inpatient exceedsdederaknts)

Residential Treatment facility

Inpatient Mental Health and Substancénddpits

Inpatient Mental Health and SubstanceeSmesgial

InpatierRehabilitation

InpatieriDetox

Acute Care and Laagn Acutare

10. GastriBypass

11. Home Heal®are

12. Durable Medical Equipment60er

13. Outpatier8urgery

14. Potential experimental/investiggtionatiures

15. SpeecfTherapyrecertification required aftdrdhasit by Brovider

16. Transplar8ervices

17. Cochleamplants

18. High Cost Diagnosiesting (PET, MRI, CT)

19. Therapeutiadiology

20. Home infusitimerapy

21. Injectablmedicatioris

22. Orthotics/prosthetics.

23. Physical Therapy (Outpatient) precertification requirek?bftisitthye &rovider

24. Occupational Therapy (Outpatient) precertification requiredhaftérigeRt@vider
25. Chiropractic Services (Outpatient) precertification requiré@hadtat lhyean INetworlrovider
26. UnlistedProcedures

©CoOoNOOAWNE

*Certain procedures reqpiease contact Wellfleet

PreCertification is not required for an Emergency Medical Condition or Urgent Care or Hospital Confinemerttdorstioé initial
maternity care.

PreCertification is not required for Emergency Room boarding for member patients wgeticy DepaEment of an acute care
hospital located in the state of New Hampshire while waiting for admission for psychiatric treatment tioia tlaeifitatecated wi

Additionally, no authorization requirement will apply to obstetricglical gparequiovided biNétwork Providers.

PreCertification is not a guarantee that Benefits will be paid.
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Your Physician will be notified of Our decision as follows:

1. For elective (nemergency) admissions to a healtfacititg, we will notify the Physician and the health care facility by telepl
and/or in writing of the number of Inpatient dagppifcaregd.

2. For Confinement in a health care facility longer than the originally approved nuntbeastofgdBirysibian or the health care
faciliymustontactUsbeforghelastapproveday. Wewillrevievtherequesforcontinuedtaytodetermin®edicaNecessitgnd
notify the Physician or the health care facility of Our decision irntelejpingner. by

3. Foranyother coverexgrvicesequiringreCertificatiomewillcontactheProvideinwritingrbytelephoneegardingurdecision.

Our agent will make this determination within 72 hours for an urgent request and 4 bosimegEntiegguests following receipt of
all necessary information for review. Notice of an Adverse Benefit Determination made by Our agent wilinoduishewriting and wil

1. The reasons for the Adverse Benefit Determination including thaalknigalratio

2. Instructions on how to initiappeal.

3. Notice of the availability, upon Your request or Your Authorized Representative, of the clinical revievooniizkia tredied upc
Adverse Benefit Determination. This notice will spatepyadtlitional necessary information must be provided to, or obtal
by, our agent in order to render a decision on anyappeasted

FailurédyOuragentomakedeterminatiovithirthetimeperiodprescribeshalbedeemetbbeanAdvers8enefiDeterminatiaubject
to arappeal.

If You have any questions about Ydterffieation status, you should contact Your Provider.

Reduced Benefits for Failure to Follow Required Pri@eRigcatiorProcedure for {Ratient Admissns only

I f you do not -AdmisslooQertificdtien REYSiGrHkB:RikEatiBAroeedure described above, the DSGHP will covel
only 50% of all related eligible expenses. This is in addition to any applicable deductibleaeneauirddtypay. The penalty for
failing to follow the Precertification Requirement procedures does not count-tdpaciistanagimum.

Medical Case Management

MedicaCaseManagemeistdesignetbhelpmanagéhecareofpatientsvhohavespeciabrextendedareillnessesrinjuriesTheprimary
objective of Medical Case Management is to identify and coestfectieecostdical care alternatives meeting accepted standards
medical practice. Medical Case Managésoemonitors the care of the patient, offers emotional support to the family, and coo
communications among healthcare providers, pat¢messand

Medical Case Management is handled by the Cigna OAP network. Members are refeageitent aseindaine-pedification
processlheprogranakesapersonalizexpproactounderstandimge m b wniguéealtttareneeddbysupportingpeprocessfseeking
access to care and navigating through the health care systemisteasignadea case manager who provides proactive service
throughotibelifeofthecasebasedntheassignethtensitandinaccordanogithC i g @aséavianagemepblicés.

Based on the advice of the DSGHP’s Health Care Manng@ge me |
method of treatment not expressly provided for, but not prohibited by law, rules, or public policy, if titatoD 8&etihesimiat
such modification is medically necessary and is ifeetn@sthan continuing a benefit to which you or your eligible dependents
otherwise be entitled. The DSGHP Administrator also reserves the right to limivjsamtehdsesemounts which would have been
charged had the service been provided in the wifstibesisetting in which the service could safely have been provided.

Examples of ilinesses or injuries that may be appropriate for Méalhzjebasiet include, but are not limited to:

Chronic or Terminal lllnesses such as AIDS, cancer, multiple sclerosis, renal failure, chronic obstructivarlmonary dis
cardiaconditions.

Postaccident lorigrm rehabilitatiherapy

Newborns witlighrisk complications or multipledbighbts.

Diagnosis involving Hargn [\therapy.

Child and adolescent mental/netisonders.

llinesses not responding to medieal

E R ] =
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COVERED EXPENSES/SERVICES

ThissectiomescribethecoveredervicesvailablendethePlanCoveredervicesresubjecto allthetermsandconditiondescribeth

this Plan Document, including but not limited to, benefit maximums, deductibles, copayments, coinsurancasendadkielusions.
DSGHmBenefiCharforinformatioontheamountthePlarnwillpayforcoverederviceandforinformatioonanybenefimaximumailso,
besuretoreadhe” Ex c E xi ol @ 1l s e sséctodorimporardetail®nexcludedenefits argkrvices.

Benefits may vary depending on where you choose to get Covered Services, and this can result in a changedntthpagmount y
Please see the DSGHP Benefits Chart for more details on how benefits vary.

Medical Emergency Services

1. Ambulanc8ervices
Medically Necessary ambulance services are a Covered Service when one or more of the following criteria are met:
a. Youaretransportelya statelicensedehiclehatis designedquippedndusedonlytotransporthesickandinjured
andstaffedyEmergendyledicalechnicianf&MT)paramediceyothercertifiednedicgbrofessionalShisincludes
ground, water, fixghg, and rotaming atransportation.
b. For ground ambulance, yotakea:
1 From your home, the scene of an accident cEmerieaicy to a Hospital;
1 Between Hospitals, including when we require you to move-idvemvotkutospital to aNétwork
Hospital
9 Between a Hospital and a Skilled Nursing Facility or uttiaaipyo
c. For air or water ambulance, ydakare
1 From the scene of an accident or medical Emergtospited;a
9 Between Hospitals, including when we require you to move-idvemvout ospital to aNétwork
Hospital
1 Between Hospital and an apprdveclity.

Ambulance services are subject to Medical Necessity reviews by us. When using an air ambulance, we restir@athe right to
ambulance Provider, except in a medical emergency. If you do namisdathecafrovider we select, except in a medical
emergencyppbenefitsvilbeavailabléOutofNetworlerovidersaybillyouforanychargeghatexceedheP | aMaxinsurAllowed
Amount.

Treatmemifa medicatmergendjlines®rinjury)nahospitatmergenapomseeDSGHBenefit€harforcopaymertienefit).

Treatmemfa medicamergendjliness anjuryjnanurgentarefacilityrothesstanealoneemergency cdeaility.

Diagnostic Xay and Laboratory Services
(*PreCertfication required)

Amniocentesis.

. *Computerized Axial TomographyS(@A).

Diagnostic charges for laborisgorices.

Blood testing for perfluoroalkyls (PFAS) and perfluorinated (EdrQ®)unds
Diagnostic chargesXeays.

. Dual Energgray Absorptiometry (DEXan).

. *Magnetic Resonance ImgiiRyj).

Mammography screening as specified under the Prev@divefiGare
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9. Digital Tomosynthesis oBthast
Benefits will be provided for digital tomosynthesis to cletectfor breast cancer. Benefits for digital tomosynthesis conducte
detecorscreeriorbreastancemwomer35yearsofageandoverare(1)notbesubjectoanyDeductibl&€opaymerdy Coinsurance
and(2)aresubjedbthelimitationsranyotheprovisionsfthisPlarDocumenBenefitfordigitatomosynthesisnductefrdiagnostic
purposes in women of any age shall be paid as any other Sickness and subject to all Deductible, CopdiynitatiprSoiosuranc
any other provisions oftiey.

10. *Positron Emission TomographyS@E).
11. ProstatSpecific Antigen (PSA) screening, payable as Preventive Care Services in the DB&HP Benefits
12. Ultrasound.

Hospital Services

(*PreCertification required)

1. *Intensive care unit and coronary cateanges.

2. Miscellaneous hospital services and suppliesfoetgeadent during a hospitafinement.
3. Outpatient hospgatvices.

4. *Privateoomandboardnotto exceedhecosibfa semiprivateoon(ifavailable).

5. *Semprivate room ahdard.

6. Emergency boarding for mental health as required by Newadampshire

~

Welbaby nursery, physician, and initial exam expenses during the initial hospitabcoefbenme!@ edrgestier newborn
will be considered as part of the mother’s expenses.

Medical Equipment and Supplies
(*PreCertification required)

(A statement is required from the prescribing physician describing how long terpegtightettdsiecessary. This statement will determine wheth
the equipment will be rented or purchased.)

LArti ficial |l i mbs and eyes and replacement of aonditiorf, orci a
replacemnt if replacement is less expensive than repair efjaipstieqt.

2. ScalProsthesis

3. Blood and/or plasma and the equipmeatfairitstration.

4. Breast Pump (limited to one pump per pregnancy, as specified under the Bewefiisve Care

5. Compession therapy garments (e.g. géob®nts).

6. *Durable medical equipment, including expenses related to necessanaisfeianatereCertification is required for durable medi
equipment over $500

7. Enteral Formula and modified low footeproduct&rterapumps and related equipmesuapties)
8. Initial prescription contact lenses or eyeglasses, including the examination and fitting of the lenses, tlensglastettineuigbman
intraocular surgery. Also coverednarel i ¢ a | necessary contact l enses for t

AnisometropidniseikoniaPathologicByopiae Aniridiae CorneaDisordera PostTraumatiDisorderslrregulafAstigmatism.

9. Insulin infusi@umps.
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10.

11.

12.

13.

14.

Origindittingadjustmergndplacemermtforthopedioraces¢astssplintscrutches;ervicatollarsheacdhaltersiractiompparatus,

or*prosthetic appliances to replace lost body parts or to aid in their function when impaireduRbpizeeetcat gt esly
willbecoveredfthereplacemeignecessary dtiea changénthephysicatonditionfthecoveregerson.

*Orthotics, orthopedic or corrective shoes, and other supportive appleet¢BsdGettification is requivaty focertain
appliancedeviceover $50p.

Oxygemndrentabfequipmemequiredbritsuse hottoexceedhepurchaspriceofsuchequipment.
Sterile surgical supplies siiieery.

Wigs and artificial hairpieces, only after chemotherapy or radiation therapy, or whenitjusydiaéasgend not dudtie
normal aging process or prenitltheess.

Medical Services
(*PreCertification required)

Acupuncture.
Allergy testing and treatment, includingsati@rgy

Cardiac Rehabilitation. Benefits are available for Outpatient cardiac rehabilitation programs and includmexerdirethad edu
direct supervision of skilled program perstmn@itensive rehabilitation phase of the program. The rehabilitation program mu
within three months of the diagnosis/procedure, or enroliment into the plan, whichever is later. The rehasilitsgtion pro
completedithirsixmonths dhediagnosis/procedueenrolimentotheplanwhicheves later.

NoBenefitareavailablérportionsfacardiacehabilitatigprogranextendingeyondheintensiveshabilitatigghaseOngoingor
lifelong exercise and educatiaimtenance programs intended to maintain fitness or to reinforce permanent lifestyle change
covered, even if ordered by your physician or supervised by skijkydqmogtam

Chemotherapy, including-dhigle chemotherapy in connecticautadtbgous bone marrow transplantation, stem cell rescue, or of
hematopoietic support procedures for treatment of acute leukemia in remissieH, segdigtdntinon” s | y mp h o ma ,
neuroblastonia,w i Bagconsanultiplenyeloméafteinductiotherapypndnonrinflammatostagdl breastancewithten(10)or

more positive nodes and negative bone marrow, but only when the individual qualifies as a candidate forrltbéhpadttedure L
and age standards generally @ttbp the national medical professiomalinity.

Other courses of treatment involvirdpbaihadiotherapy and autologous bone marrow transplantation, stem cell rescue, ¢
hematopoietic support procedures for any symptom, disediienare not covered.

*Chiropractservices.
1 Aftethefirstl2selfreferredisitsareferrakrequireftonrDartmoutBollegéiealttservicéthereferralequiremennlyapplies
in the Hanover, Hi¢a.)

ClinicaTlrials;

Benefits amvailable for routine patient care costs incurred during participation in a qualifying clinical trial for the treatment

1 Cancer or other-lifieeatening disease or condition. For purposes of this bémefgteniiig disease or condition is one
fromwhichhelikelihoodfdeatlis probablenless theoursefthediseas®rconditioisinterrupted;

9 Cardiovascular disease (cardiac/stroke) whichiisreatdifiing, for which a clinical trial meets the qualifying clinical trial
criteria statdatlow;

1 Surgical musculoskeletal disorders of the spine, hip, and knees, whithesenioigjftor which a clinical trial meets the
qualifying clinical trial criteria statedamelow;

1 Other diseases or disorders which afetiiatening for which a clinical trial meets the qualifying clinical trial criteria s
below.

Benefits include the reasonable and necessary items and services used to prevent, diagnose and treat complication

participation in a dyaig clinical trial. Benefits are available only when the Covered Person is clinically eligible for particip
qualifying clinical trial as defined by the researcher.
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Routine patient care costs for qualifying clinical teals includ
1 Covered Health Services for which Benefits are typically provided alvsait a clinical
1 Coveredlealtibervicerequiredolelyortheprovisionftheinvestigatioris@norserviceheclinicallgppropriat@onitoring
oftheeffects dheitemorservicegrthepreventioafcomplicatiorasnd
1 CoveredlealtiServiceneedefbrreasonabkndecessamareaarisingrontheprovisionfaninvestigatiorinorservice.

Routine costs for clinical trials do not include:
1 TheExperimental or Investigational Service or item. The only excegiions to this
o0 Certain Category®vices;
0 Certain promising interventions for patients with terminahnitinesses;
o0 OtheitemsandservicethatmeespecifiedriterianaccordanosiththeP | amredicsdnddrugpolicies;
A Items and services provided solely to satisfy data collection and analysis needs and that are not ut
direct clinical management patfent;
A A service that is cleartypnsistent with widely accepted and established standards of care for a parti
diagnosigind
A ltemsandserviceprovidetdytheresearcBponsors fredchargdoranypersorenrolleéhthetrial.

With respect to cancer or oth#rrifstenindiseases or conditions, a qualifying clinical trial is a Phase |, Phase Il, Phase lll, ot
IVclinicalrialthatis conductenhrelatioio thepreventiomletectionrtreatmerndfcanceorothetlifethreatenindiseasercondition
andwhich meets any of the following criteria in the bé&red list

Withrespedibcardiovasculdiseas@ermusculoskelethsordersfthespineandhipandkneesaandothediseasesrdisordera/hich
arenotlifethreatening,qualifyinglinicatrialisa Phasd, Phasél,orPhasdllclinicalrialthats conductenhrelationo thedetection
ortreatmerdfsucmonlifethreateningiseaserdisordeandwhichmeetsanyofthefollowingriterianthebulletedistbelow.

1 FederallifundedrialsThestudyorinvestigatiasapprovedrfundedwhicimayincludéundinghrouglmkindcontributions)

by one or more of fiblowing:

0 National Institutes of Health (NIH). (Includes National Can@¢Cl))stitute

Centers for Disease Control and Pre(@biin
Agency for Healthcare Research and (@H&iQ);
Centers for Medicare and Medicaid SEM&s
AcooperativgrouprcenteofanyoftheentitieslescribedbovertheDepartmenfDefens€DODprtheVeterans
AdministratigWA);

A A qualified ngrovernmental research entity identified in the guidelines issued by the National Insti
Health for center support gants;

A The Department of Veterans Affairs, the Depaiefensefor the Department of Energy as long as the
study or investigation has been reviewed and approved through a system of peer review that is d
by the Secretary of Health and Human Services to meet both ofcifilefiaiowing

1 Comparable the system of peer review of studies and investigations used by the Nat
Institutes of Heatihg

1 Ensuresnunbiasedevievofthehighesscientifistandardsyqualifiethdividualwhohaveno
interest in the outcome aktriew.

OO0 oo

1 The study @amvestigation is conducted under an investigational new drug application reviewed by the Food and Drug
Administration under 42 U.S.C. §8@)¢H (Band
1 Thestudyorinvestigatideadrugrialthatis exempfromhavinguchaninvestigationaéwdrugapplicatiomnded2U.S.C.

§300geB(d)(1)(C).

DentaserviceseceivedfteranaccidentahjurytoteethexcludingitingorchewingnjuriesT hisincludeseplacemenfteetrandany
relateck-rays.

Dialysis.

EarlyinterventidBerviceBenefitorearlyinterventioserviceareavailabléorcoveregersongronbirtitothec h i thirdbirthelay.
Benefits are available to those with significant functional physical or mental dkdfictsmentabdisability or delay. Covered
Services include Medically Necessary physical, speech/language, and occupational therapy, nursing care, rssedipgycholo
provided by behavioral health providers, such as Clinical Social Watkspedehyaitl occupational therapy visits do not cour
toward any annual limits thaappy.
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10. *InfusioherapyBenefitareavailabléorMedicallilecessartyomdnfusiotherapyurnishetlyalicenseéhfusiotherapyrovider.
(PreCertification only required for certaguipresPlease contact Wfleel.

Covered Servicae:

1 Home nursing services for intravenous antibiotic therapy, chemotherapy or pattesrtapsl, nutrition
1 Antibiotics, chemotherapy ageatlications and solutions used for panertrtierais,
1 Associated supplies and portable, stationary or implantatleripgusion

11. Infertility/Fertil@®areTreatmerBenefits CoveragisprovidetbrMedicallilecessamgxpensemcurreforthediaggnosiofinfertility;
Fertility Treatment or Fertility Treatment that is otherwise Medically Necessary for a member but performéar dheanother
benefit of the member; and for Standard Fertility Preservation Services. Benefits arsgpag dfaslsi®athany diiekness.

Covered Medical Expenses for Infertility include:

. Evaluations,

. Laboratorgssessments,

. Medicationand

. Treatments associated with the procurement of donor eggsesg@ynsand

Coveragsprovidedbrfertilibpreservatiomhera membeis expectetb undergsurgeryradiatiorchemotherapy,othemedical
treatment that is recognized by medical professionals to cause a risk of impairment of fertility. Coverageaindes this be
StandardFertility Preservation Services, including the procurement and cryopreservation of embryos, eggs, sperm, and
material determined not to be an Experimental Infertility Procedure. Storage shall be covered from the im&ofécryopres
duration of the Poligym.

LimitationsncoveragshalbebasednclinicajjuidelinedevelopebytheAmericaBocietjorReproductivdedicingheAmerican
CollegefObstetricandGynecologgrtheSocietyorAssiste®Reproductivieechnologgndthelnsured e r smedicdistory.

For the purpose of this section:

Fertility Treatment means health care services or products provided with the intent to achieve a pregrimechittratuigsults in
healthyputcomes.

Infertilityneansa disease;ausedbyanillnessinjuryunderlyindiseasegrconditionwheraani n d i \abilidtabadorhgsegnant
ortocarryapregnandplivebirtisimpairedgrwherani n d i \abilittacausgregnancgndlivebirthinthei n d i \partdeu a |
is impaired. This includes both male andnfientiity.

Standard Fertility Preservation Services means procedures consistent with established medical practices alimteprofessic
published by the énwan Society for Reproductive Medicine or the American Society of Clinical Oncology.

Experimental Infertility Procedure means a procedure for which the published medical evidence regardinovesi, benef
safety and efficacy is not sufftoieegard the procedure as an established medical practice.

Infertilitgdoes not cover:

Procreativeounseling;
Premaritaxaminations;

Genetic counseling and geestiag;
Impotence, organiotrerwise;

. Costs for an ovum donor or dpean;

. Ovulation predidtds;

. Reversal of tullightions;

. Reversal ehsectomies;

. Costdorandrelatingo surrogateotherhog@naternityerviceareCoveretbrMemberactingassurrogatemothers);

. Cloningpr

. Medical and surgical procedures that are experimental or investigational, unless Our denial is overtApebby an Ex
Agent.

12. *Home health care provided by a home healibroare
13. Homehospice.

14. Hormoneesplacemettierapyorperi andpostmenopausalomemndhormongherapyorthetreatmendfgendeidentitylisorders.
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15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

*Inpatient/Outpatient RehabiligeimicegPreCertification requifedall inpatient, and aftesut@atient visits)

1 Occupationtilerapy to restore a physical function or for h#islitadive

1 Physical therapy from a qualified practitioner, for restorative dhéapiitative

1 Speectherapjromaqualifiegractitiondéorestorspeechossduetoanilinessinjuryorsurgicgirocedurerforhabilitative
therapy.

Inpatient visits by the attenudipgician.

Intrauterine devices (IUDs), diaphragms, and other medically approved prescription birth control devices liahare not c
Prescription Drug benefitte DSGHP. These covered expenses are not subjewtiwdiedaductible and are reimbursed at one
hundred (100) percent when receivetviork, as specified under the PreventBer@éits.

Learning disability testing expenses for Stutktiiejr DSGHP Covered Spouses/Domestic Partners for the diagnosis of a le
disorder, are available within the Hanover NH Area only upon referral by either Dartmouth College HealtiCs#egees, Dar
Student Accessibility Services, or &#isel of Medicine at Dartmouth Office for Learning Disability Services (OLADS). Such
disability testing for Students, and their DSGHP Covered Spouses/Domestic Partners is covered without thevineferral rec
obtained outside the Handt#eArea. Please refer to the DSGHP Benefit Chart falatailsrage

Treatment for learning disabilities, including Attention Deficit Disorder (ADD) or Attention Deficit Hypdbatiiyifgr Disorde
Students and their DSGHP Covered Spouses/Parnmestc Referral requirement maintained in the Hanover NH Area only max
eitheDartmoutl o | | SuglenAcsessibili§ervicesGeiseBchoobfMedicinat Dartmout®fficeor DartmoutollegdHealth
Services. Benefits are payable the sameabher major medical expense both inside and outside the Ataaover NH

Learning disability testing expenses for DSGHP Covered Children, for the diagnosis of a learning disordetraent $ervices f
learning disabilities, incluéiitemtion Deficit Disorder (ADD) or Attention Deficit Hyperactivity Disorder (ADHD), are covered
No referral is required for such services for DSGHP Covered Children from either Dartmouth College HealtE Sleyéces, Da
Student Accebgity Services or Geisel School of Medicine at Dartmouth Office for Learning Disability Services (OLADS). P
the DSGHP Benefit Chart for codeiags.

Treatment for learning disabilities, including Attention Deficit DisordentidBDediciitidyperactivity Disorder (ADHD), for such
childrermaybeprovidebyanyHealttCareProvideRhysiciamrProvider/PractitioepecifieththePlanDocumerfibrtheDSGHP.
SuchservicearenotavailabliorDSGHRoveredependewchildreatDartmoutBollegélealttServiceDartmoutBollegStudent
Accessibility Services or Geisel School of Medicine at Dartmouth Office for Learning Disability Servicese(Paydb®). Benefi
the same as any other major medieakexboth inside and outside the HanéwveaNH

Medically necessary treatment of the feet, including treatment of metabolic or pedipbasa. vascular
Nonrcustodial services of a nurse who are not billed by a homedigeaitly.care
Nonsurgichtreatment of morblxsity.

NonsurgicareatmerforTemporomandibulami{TMJDisorderforTreatmengrovidefbrtemporomandibul@intconnectinthe
lowefawtothetempordioneatthesideoftheheadpndcraniomandibu{aeadandneckmuscledlisorders.

Physician home and offisis.
Pregnaneselatectare.
Routine hearing exams to determine the need for hearing correction or hearing aids payable as preventivB$&idRervices
Benefit€har{oneexaneactplanyearforcoveregersond 8yearoldandyoungeqneexaneventwo(2)yeardorcoveregersons
nineteen (19) years oldcidelr.)

1 HearindidsBenefitareavailabléoronehearingidpereareachtimea hearingidprescriptiochanges.
Routingisiorexaminatioritomanoptometristrophthalmologpstyablaspreventiveareservicegithe DSGHBenefit€har{one

exaneaclhplanyearforcoveregersongighteefil8)yearoldandyoungegneexanevertwo(2)yeardorcoveregersongineteen
(19) years old and older.) This includes dilation and refraction, as needed.
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28.

29.

30.

31

32.

33.

34.

35.

36.

37.

Radiatiotherapyincludingighdoseradiotherapgconnectiowithautologousonemarroviransplantatistemcellrescueorother
hematopoietic support procedures for treatment of acute leukemia in remissieH, sedigtdntinon” s | y mp h o ma ,
neuroblastonta,w i Bagconsanultiplenyeloméafteinductiotherapypndnoninflammatostagdl breastancewithten(10)or

more positive nodes and negative bone marrow, but only when the individual qualifies #sepraretidedaufader the health
and age standards generally accepted by the national fessiicafjoromunity.

1 Other courses of treatment involvirdph@bhemotherapy and autologous bone marrow transplantation, stem cell res
other hematopoietic support procedures for any symptom, disease, or copsiiea are not

Secondénd/or Third surgigginions.
Speectherapyromaqualifiegractitiondorestorspeechossduetoanillnessinjuryprsurgicgbrocedurerforhabilitativinerapy.
Telemedicine

Termination of pregnatibgrapeutic efective.

Titers when medically necessary, or for routine testing of theljollowing

HepatitiB

Mumps

Rubella (Germ&teasles)

Rubeolé§Measles)
VaricellZoster (Chick@®ox/Shingles)

E R I ]

Treatment of complications arising from-aayered surgerypoocedte.

Treatment of diabetes including déthetition.
Treatment of sleep disorders and sleep studies. (Referral needed in trerd¢dgnover NH

Treatment for letagm antibiotic therapy foibbicke illness when determined to be medically necessary and ordered by a lic
infectioudiseas@hysician.

Mental/Nervous and Chemical/Substance Abuse Services
(*PreCertification required)

Applied Behavidtaalth
Bereavemeobunseling.
Biologically Based Mdlitedsses.

Schizophrenia and other psydisgiciers
Schizoaffectidésorder
Majodepressiveisorder

Bipoladisorder

Anorexia nervosa and butierizosa
Obsessiveompulsivdisorder
Panidisorder

Pervasive developmental disordetism
Chronic postaumatic stredsorder

=4 -4 _a_-8_-48_9_2_-92_-2

4. *Inpatient treatmentloémical/substance abuse and/or a mentaltheoviers

5.

6.

Marital, couples, and fasnilyseling.

Outpatient treatment of chemical/substance abuse and/or a metisal/dervous
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7. Partial hospitalization (applies to inpatiefits astaliday).

8. Treatment of or related to an eorgler.

9. Treatment of or related to an overdose ofrdrdigation.

10. Emergency boarding for mental health as required by Newawampshire

11. Telemedicine

1. A birthingenter.

Specialized TreatmdRacilities
(*PreCertification required)

2. A chemical dependency/substance abuse day taedityent

3. A Christian Sciersamitarium.

4. *An inpéienthospicéacility.

5. *A mental/nervousatmeriacility(PreCertification required for inpatignt

6. A psychiatric day treatrfaeility.

7. *A rehabilitatiéacility(PreCertification required for inpatient only)

8. *A skilled nursing facility, pursuant to the limits specBi8@ HRHBenefthart(PreCertification required for inpatient only)

9. *A substance abuse treatfaeility(PreCertification required for inpatient only)

10. An ambulatory surgfiaallity.

Surgical Services

(*PreCertification required)

1. Anesthetic services, when performed by a licensed anesthesiologist or certified registered nurse anesthbéstungimainectior

procedure.

a. This includes the administration of general anesthesia by a licensed anesthesiologist entaigstietibtfes d
performed on a covered peveon

2. Assi st arexpenses.r geon

Children under the age of 13. The child’"s dent a
undegeneradnesthesiandmusbedondnahospitabrsurgicadlaycarefacilitysettingAlicensedentisandthe
child' s Physician must deter mi ne t heet thacomepexitha s i
the child’”e dent al condition;

Insured Persons who have exceptional medical circumstanceporeataebdiability. The exceptional medical
circumstance or the Developmental Disability must be one that places the Insured Person at serious risk
dentaprocedurisdonaundegenerahnesthesiandmusbedonanahospitabrsurgicallaycarefacilitysetting.

S

3. Breast augmentation surgery (mammoplasty) and mastectomy, including hormone therapy, for the treatmemtrdégender id
For you to receive this coverage, the B8GHE provider must send the verification to DSGHP Claim Administrator indicat
you are eligible for these covered services. Contact the DSGHP office for questions about how to receiventbiétseabenefits.
provided for services andepges that are considered to be cosmetic services. For example, cosmetic serv ices that may |
makea persomookmordemininenclud€butarenotlimitedo,proceduresuchasplastisurgerpfthenosefaceliftipenhancement,
faciabonereductiomlastisurgerpftheeyeliddjposuctioofthewaistreductionfthethyroidartilagehairemovahairtransplants,
and surgery of the larynx including shortening of the vocal cords. Cosmetic sebgcesethab nmake a person rioale
masculine include (but are not limited to) procedures such as chin implants, noseaudptdiaiss and lip
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In the case of a participant who is receiving benefits in connection with a mastedsmtsybrradivhoanstruction in connection
with such mastectomy, coverage for:

1 all stages of reconstruction of the breast on which the mastectqueyfbamdmten

9 surgery and reconstruction of the other breast to produce aaypeatriceal

1 andprostheseasndphysicatomplicatiomémastectomiyncludintymphedemas;amannedetermineid consultatiomith
the attending physician anplatent.

4. Circumcision fogwborns.

5. *Human organ and tissue transplants, inclagawgeitl (HLA identical match) bone marrow transplants for acute leukemia, ach
Hodgki n’' s | y mpthoodngak,i na dsv alnycnepdh onnban, advanced neurobl ast o
anemia, chronic myelogenous leukeani@eimfialignant osteoporosis, severe combined immunodeficiency, Thalassemia me
WiskotAldrich syndrome. Human organ and tissue transplants, including courses of treatmeddsewiengpthigtapy or
radiotheramndautologousonemarroviransplantaticsstencellrescuegrothethematopoiesapponprocedureeracutdeukemia
in remission, resistantHamd g ki n’ s | ymphoma, Hodgkin’s di sease, neuro
therapy), and nmflammatory stage Il breast cancer with ten (10) or more positive nodes and negative bone marrow but or
individual qualifies as a candidate for the procedure under the health and age standards generally accepdelichly the n
professial community. Eligible expenses for the donor will also be cav&@# By the

1 Othercoursesftreatmennvolvingighdosechemotherajpyradiotheramndautologousonemarroviransplantaticstem
cellrescuegrothelhematopoiestpponproceduregrenotcoveredsorgarandtissudransplants.

I Each insurer that issues or renews any policy of group accident or health insurance providing benefits for medic
expenseshalprovidéo eachgrouportotheportiorofeachgroupgcomprisedfcertificatbolder®fsuchinsurancerhoare
residents of this state and who meet the criteria for testing as established by the Match Registry (the National N
Program), coverage for laboratory fee expetos8difparising from human leukocyte antigen testing, also referred t
histocompatibility locus antigen testing, for utilization in bone marrow transplantation. The testing shédchigyperform
that is accredited by the American AssotiBtmod Banks or its successors, or the College of American Pathologists,
successors, or any other national accrediting body with requirements that are substantially equivalentharor more
those of the College of American Pathodogiss licensed under the Clinical Laboratory Improvement Act of 1967, 42 |
section 263a, as amended. At the time of the new testing, the person testedastuigroarplatermed consent form
thatalscauthorizetheresult®fthetestobeusedorparticipatiantheNationa¥larrovibonoPrograrandshalbcknowledge
a willingness to be a bone marrow donor if a suitabfeundtch is

1 Inadditiorthetestindacilityshalhotbill,chargegolleca deposifromseekpaymentrreimbursemenbmprhaverecourse
againsd coveregersororapersoractingpnbehalbfthecoveregersorioranyportiorfthelaboratorfeeexpenses.

6. Outpatiesurgery.
7. Podiatrisurgery.

8. *Reconstructive surgery. Benefissvaitable for Medically Necessary reconstructive surgery only if at least one of the followin
is met. Reconstructive surgery or servicles:must

Made necessary by accidental anjury;

Necessarfprreconstructiamrestorationfa functiongdartofthebodyfollowing coveredurgicgbrocedurtrdiseaser
injuryor

1 Medically Necessary to restore or improve a bodilgrfunction,

1 Necessarpcorrecbirthdefectforcoverediependemhildremvhohaveunctiongdhysicadeficitsluetothebirthdefect.

f
f

Reconstructive surgery or procedures or services that do not meet at least one of the above criteria is tioatctheered. Provic
above definition of reconstructive surgery is met, thesiodiostingtive surgeries are eligible for Benefits:

1 Mastectomy f@ynecomastia
1 Mandibular/Maxillary orthogrsafitgery
1 Port wine staiamoval

9. Surgeon’s expenses fpoocedurehe perfor mance of a surgical
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10.

11.

12.

Surgery for conditions calrsedbesity. Benefits are availaldfleaioatric surgery that is medically necessary for the treatment
diseaseandailmentsausedbyorresultinfronobesitprmorbidbesitySurgeryotreatheconditionfobesitjtselbrmorbidbesity

itself is not covered. Except as stated in this provision no benefits are available for bariatric or any ethter sgagge iotend
control appetite or bagyght.

SurgicdteatmerforTemporomandibulam{TMJPDisorderforTreamenprovidetbrtemporomandibufaintonnectintpe
lowefawtothetempordloneatthesideoftheheadjpndcraniomandibu(aeadndneckmuscledlisorders.

Two or more surgical procedures performed during the same session throudlifénergdanwsions, natural body orifice, or
operativéeld Theamoungligibldorconsideratiosthesunofusuahndcustomargharge$oreachprocedurperformed.

* Gender Reassignment

(*PreCertification required)

Requirements:

Gender reassignment surgery is considered medically necessary treatment of gender dysphoria when the end{lifugearage eig
or older and when the following criteria are met:

[ For initial mastectomy or breast reduction:
[ one lger of support from a qualified mental health professional.
[ For hysterectomy, salpimgmhorectongrchiectomy:
[ documentation of at least twelve (12) months of continuous hormonal sex reassignment therapy AND
[ For hysterectomy, salpoguhorectonyrchiectomy:
I documentation of at least twelve (12) months of continuous hormonal sex reassignment therapy AND
[ recommendation for sex reassignment surgery (i.e., genital surgery) by two qualified mental health professional
documentation submitted to the physician performing the genital surgery. (If the first referral is from the
psychotherapist, the second referral should be from a person who has only had an evaluative role with the indi
(2)separatéettersoronelettersignedybothforexampléf practicingiithirthesameclinichrerequired.)
[ For reconstructive genitegery:
[ documentation of at least twelve (12) months of continuous hormonal sex reassignment therapy AND
lrecommaeatation for sex reassignment surgery (i.e., genital surgery) by two qualified mental health professionals
documentation submitted to the physician performing the genital surgery. (If the first referral is from the
psychotherapitgite second referral should be from a person who has only had an evaluative role with the indi
separate letters, or one letter signed by both [for example, if practicing within the same clinic] are required) AN
[ documentation the individudiveasfor at least twelve (12) continuous months in a gender role that is congruent w
gender identity.
[ Referral from Dartmouth College Health Service.

Covered Expenses:

Medically necessary treatment for an individual with gender dysiplydtia, folédwdng services:

[ Behavioral health services, including but not limited to, counseling for gender dysphoria and related |§syghiatnitetynditior
depression)

I Hormonal therapy, including but not limited to andresgedregams;nRH analogues, estrogens, and progestins.
! Laboratory testing to monitor prescribed hormonal therapy

| Agerelated, gendspecific services, including but not limited to preventive health, as appropriate to the individual's biologi
(e.g.cancer screening [e.g., cervical, breast, prostate]; treatment of a prostate medical condition)

I Hair removal/hair transplantation

[ Gender reassignment and related surgery.
[ Initial mastectomy, breast reduction-anggdéereconstruction (related tectasy or pestastectomy reconstruction)
[ Hysterectomy and salpingghorectomy
[ Female to male reconstructive genital surgery which may include any of the following:
'Vaginectomy/colpectomy
IVulvectomy
[ Metoidioplasty
I Phalloplasty Peml®sthesis (noninflatable / inflatable), including surgical correction of malfunctioning pump, cyli
reservoir
[ Urethroplasty/urethromeatoplasty
[ Male to female reconstructive genital surgery, which may include any of the following:
[ Vaginoplasty®.g, construction of vagina with/without graft, colovaginoplasty)
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I Penectomy
IVulvoplasty, (e.g., abiaplasty, clitoroplasty, penile skin inversion)
Repair of introitus
I Coloproctostomy
[ Orchiectomy

Exclusions:
Cosmetic and/or Ntdically Necessary:

I Abdominoplasty

I Blepharoplasty

[ Calf implants

INose implants

[ Collagen injections

I Face/forehead lift

[ Insertion of testicular prosthesis

[ Laryngoplasty

| Mastopexy

[Neck tightening

I Pectoral Implants

IRemoval of redundzkin

Replacement afstie expander with permanent prosthesis testicular insertion
I Rhinoplasty

I Scrotoplasty

I Skin resurfacing (e.g., dermabrasion, chemical peels)

['Suction assisted lipoplasty, lipofilling, and/or liposuction

[ Testicular expanders, including replacemanuisttigsis, testicular prosthesis
[I'Voice modification surgery

Fertility Preservation:

[ Cryopreservation of embryo, sperm, oocytes

I Cryopreservation of immature oocytes

I Cryopreservation of reproductive tissue (i.e., ovaries, testicular tissue)
I Procurement embryo, sperm, oocytes

I Storage of embryo, sperm, oocytes

I Storage of reproductive tissue (i.e., ovaries, testicular tissue)

I Thawing of reproductive tissue (i.e., ovaries, testicular tissue)
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Travel Outside of the United States

To assist Dartmouth travelers in coping with the risks of travel, Dartmouth hagnpemedmdiB@®Sprovide travel, medical, and
security assistan&ervices range from telephone adedal referrals, legal aid, &cél# evacuation by private air ambulance. The
ISOS network of five thousand (5,000) employees, including multilingual criticainealicahisppematists, operate tionty24)

hours a day, three hundreagsir (365) days a year from over sierfB6) ISOBlarm Calh Centers around the world. Contact
information may be fourdtat//www.internationalsosgdaitp://www.dartmouth.edu/~rmi/rmstravel/

/2 Members Website - INTERNATIONAL S0S ©2005 - Windows Intemet Explorer
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8 Members Websie - INTERNATIONAL 05 ©2005 | | %~ B - I @~ Pager Saley- Toos~ @- 7 (M|
=] (wjD..
T
—— International
——SOS Membership Services
Member Number
:
;
Forgot y
member
number?
Your member X A
number Cormpary Name
\ Comorate Comprehensive Merbership
11BCPS000000
Cookies must be enabled
—
o/
privacy | Disclaim: =3
os.com/en/index htm [ @ Intemet [a - [®io0% - ,|306PM

Traveling? Need Certified Proof of Coverage?

Contact the DSGHP Office via phone at (6BB&4Hail tartmouth.Student.Health.Plan@ Dartmoattisteguby the DSGHP,

Offices located in the 37 Dewey Field Road building to request proof of coverage letter.
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e —
EXCLUDED EXPENSES/SERVICES

The DSGHP will not provide medical benefitsxjoerssg/which is not listed as a covered service or supply in this Plan Document, or any
items listed below, regardless of medical necessity or recommendations of a health care provider.

1.
2.

10.

11.
12.
13.
14.
15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

A residential treatment facility, excgyatcifically approved by Dartmouth Colleggdraatih.
Adoptioexpenses.

Anyconditioordisabilitpustainedsa resulbfbeingengagethanactivitprimarilforawageprofitprgainandthatcouldentitlehecovered
persontolaenef it under the Worker’'s Compensation Act or si mil

Any condition, disability or expense sustained as a result of being engaged in an illegal occupation vl yEuoicipatiar anaoti
awar, or act ofwar, whichlsdeced or wundecl ared.”

Any refractive eye surgery or procedure designed to improve nearsightedness, farsightedness, and/or astigsiteme by iteanging
cornea, including, but not limited to, LASIK, radial keratotomy and kergtmileusis

Any treatment that is not a Covered Sickness or Injury or any service or supply that is not specifically HispehsetiSetoicese
section of this PRocument.

Biofeedback.
Claims originally submitted more than one year after tHeictatbeosemvice or supplncurred.
CustodidTare.

Educational, vocational, or training services and suppbespadtgdlly provided by Dartmouth College Health Services. This exclus
does not apply to the treatment of diabeascknuessation.

Expenses exceeding the usual and customary charge for the geographic area in whittlesedvices are
Expenses for broken appointments.

Expenses for preparing medical reports, itemized biltsyrasclaim

Expenses fprescription drugs or medicines. (See next section for Prescapgoager.g

Expenses for services and supplies more than DSGHP limitdeodrBemefit

Expenses for suppl i esprestriptat do not require a Physician’s

Expenses incurredrforsurgical treatment of the feet, including treatment of corns, calluses, and toenails, or other routine foot car
medically necessary.

ExpensescurrefbrservicesenderegriototheeffectivelateofcoveragandetheDSGH@raftercoveageerminatesyerthouglilness
or injury started while covexagiforce.

Experimental/investigational equipment, sestipgbiesr

Eyeexaminatiorisrdiagnosisrtreatmertfarefractiverrorincludinthefittingpofeyeglassesrlensesprthopticsjsiotherapygrsupplies,
except as specifically provided under PrevenBeeviCare

Genetic counseling, except as specifically provided under PreSentigesCare
Genetic testing, exceppaexifically provided under PreventigeGaces.

Hair removal, except as specifically approved by Dartmouth CSiegedsealth
Hypnosis.

Mailing and/or shipping and haexiiegses.

Massage therapy or Rolfing.

A noremergency fixadng & ambulance from anafaetwork provider, except if prior approval hesddessh
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28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

Orthognathstirgery.

Penile prostheiicplants.

Personalomfort arervicétemswhileconfinetha hospitakuchas,butnotlimited toadiotelevisionielephon@ndguestneals.
Reversal of any reproductive sterifizatiedure.

Routine PAP tests, routine physical exams, vaccinations, inoculations, or immunizations, except as EppeiiigesiS €oioaedr
Preventive Caservices.

Salegax.

Services for or related to reconstructive surgery or cosmetic health services, except as specified inGhaSGHP Benefits
Services or supplies for which there is no legal obligdfiiorexpgases, or charges which would not be made except for the availabi
benefits under the DSGHP. This includes any expense incurred by an international student or dependent tred tw aldoditey be co
insurance plan, program, or sy§tauialized medicine in the absence of @v&tdfe.
ServicesuppliesrbenefitasrequireduetopresenservicefanyDSGHRovereg e r sarvicégghearmedorceofanygovernment.
Serviceersuppliethatareprimarilgndcustomarilysedoranonrmedicgburpose arsedorenvironment@bntrabrenhancemewhether

prescribed by a physician or not), including but not limited to: equipment such as air conditioners, arrpuhets)glphds)itidt
water bottles, water beds, swimming pools, hot tubs, and any other clothing or equigrbenisetidheatisencef an illness or

injury.

Services related to Dental or oral surgery, except as specified in the DSGHP Benefits Chart or except dsisdeciBcallgpioeide
Care Services. (The plan covers surgical removal \exteasfted teeth before radiation therapy for distigaast)

Services, supplies, or treatments which are notmeedgsly.

Sex change surgery, except as specifically provided undexpeosed8ervices.

Sexcounseling.

Surgical impregnafioocedures.

Bariatrisurgeryynlessnedically necessdoythetreatmenifdiseaseandailments causegorresulting froabesityormorbidbesity.
Surrogatexpenses.

Travel expenses of a covered person otherahambulance services to the nearest medical facility equipped to treat the illness o
except as specified in the DSGHP Behafits

Travel expenses gitgsician.
Treatment not prescribed or recommended by a hzakideare

Titerdor routine testing, except as specifically provided under Preventative Care ServiSesviresEoypemsks.
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e —
PRESCRIPTION DRUG BENEFITS

General Requirements

PrescriptiattruganusbeapprovellytheFoodandDrugAdministratigRDApnd undefederalaw,require prescripticinomalicensed
provider. Benefits are payable for covered drugs and refills, devices and supplies when dispensed by licehsaghpharmaci
physician's prescription is reqfulting this requirement does not guarantee that a particular drug will be covered. Benefits are a
prescription drugs prescribed-fabeffuse if recognized for treatment of the indication in one of the standard referencetbempendi
medical literature, as recommended by current American Medical Association policies. However, no benefitsyapecacaitteule for ¢
foroftlabelseiftheFDA hadgetermineits us¢obecontraindicatéartheprescribedse.

Prescripton Drugs are medications filled in an outpatiamout ph
shownntheSchedulefBenefitsT hisbenefits limitedo medicationecessarfprthe TreatmemiftheCoveredhjuryor Covere®ickness

for which a claim is made. Some outpatient prescription drugs are sdsjdatatiioprelhese prescription requirements help Yot
prescribeandpharmacistheckhatYoumutpatiergrescriptiorugsclinicallgappreriatausingevidencéasectriteria.

ThisbenefivffersaatleasbnemedicaticassistetreatmertherapyptiorapprovetythefederaFoodandDrugAdministratiéortreatment
of substance use disorders without a requiremeraiftrgpization. We will not require a renewal of a prior authorization for a medit
assistetteatmeriherapy fareatmerdfsubstancesedisordermordrequentithanoncesveryl2months.

The DSGHP utilizes Wellfleet Rx for the administsafiresoription Drug Benefits. Wellfleet Rx hasvadeatismvork of participating
phar macies. The Dick Hall's House Pharmacy is a member o

When you fill a covered prescription at a Network Pharmacy arfélahdeegtfication card with the Wellfleet Rx logo, the Pharme
willsubmitheclainonyoubehaléndaccepthenetworknaximurallowableostasfullpaymeny ouwillpayonlyyouishareoftheexpense,
which may include Brescription plan year deductible, your coinsurance, or a comhimation of the

When you fill a covered prescription at a Pharmacy outside the Network, you must pay for the full cost eftlselpuithadaiand th
for benefits to WellfleetoRreimbursement.

Non Wellfleet Rx Network Pharmacies may charge you more than the network maximum allowable cost. Charges in excess of
maximum allowable cost are not covered by the DSGHP.

For Prescription Claim Forms, the fo(irailafyovered drugs), and where to find a participating pharmacy, please visit:

https://wellfleetrx.com/students/pharetacyk/

Step Therapy

Step Therapy: Whaadications for the Treatment of any medical condition are restricted for use by a stdipsther@iogar the
prescribing practitioner shall have access to a clear and convenient process to request an override diehelaegtriacticer ficen t
ofthatrestrictiowillbegrantedbythePlanuporcompletioofthereviewif allnecessaripformatioto perforntheoverrideevievhasbeen
provided for the Stégerapy.

1. Theprescribingractitioneandemonstratbasednsoundlinicatvidencehatthepreferredreatmemequiredndesteptherapy
orfailfirstprotocdhasbeernineffectivimtheTreatmentfthediseas@®rmedicatonditiorgr
2. Based on sound clinical evidence or medical anegicientiéic
a. Theprescribing practitioner can demonstrate that the preferred Treatment required under the-Steppheiaqw) isr fail
expected or likely to be ineffective based on the known relevant physical or mental characteristics of the Insured and
chaacteristics of the drug regionen;
b. The prescribing practitioner can demonstrate that the preferred Treatment required under thefisgtptherepiywol fail
cause or will likely cause an adverse reaction or othkaphysical
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Covered Drugs

WheralloftheprovisionsftheDSGHRresatisfiedheDSGHRvillprovidéenefitasspecifieththeDSGHBenefiCharforthefollowing
medically necessary covered drugs, devices, and supplies. For a list of the mostritmdrdardg [pksse seddimaulary.

10.

11.

12.

13.

14.

Antimalarial drugs, for preventive or therppmdies.

Compounded Medications of which at least one ingredientlisig.legend
Federal Legend Drugs and State ReBtrigied

Insulin (includimgsulin needles and diakefiplies).

Legend Smokibgterrents.

Legend Vitamin B12 (all ddsags).

Necessary prescription medications and vaccines when required for international travel and approved by D#itmouth (
Services.

Oral flarideproducts.

Oral, transdermal, intravaginal contraceptives, and coimjectepts/e

Plan B emergency contracepgdications.

Prenatalitamins.

Enteral Formula and modified low proteiofomts.

SelfAdministerderescription Drug€ertain sedfdministered Prescription Drugs are only covered under the Prescription Drug
andareexcludeftonthemedicabenefitSelfadministerderescriptiddrugswillnotbecovereavherdispensethrouglaP hy si c i a
office or outpatient hospital, except in emergency situations. While meradenghistey gedfse medications, they can still obtain
thesanedicatioretthepharmacgndhavehemadministeretanofficevisit Coveragexceptionmaybegranted selfadministered
Prescription Drugs are required as part of a hospitalization or emergency room visitdfir@disted sxscription Rnigs
coveredndethePrescriptidbrugpenefiatndexcludettonthemedicaddenefitarbefounderewww.wellfleetstudent.com/providers.
Orally administered-aaticer drugs, including chemotherapy @ovgsed Medical Expenses include any drug presttebed for

treatmerdfcanceifitisrecognizefibrireatmendfthatindicatiom a standardeferenceompendiunrrecommendeadthemedical
literature even if the drug is not approved by the FDA foriladizationlar

Dispensing Limits

The amount nbnspecialty drug which may be dispensed per prescription or refill (regardless of dosage form) is limited to a ni
supply. Specialty prescription drugs are limited to a thirty (30) day supply; however, you may receive yipuppynifribey 80y da

is covered under the formulary without any utilization management requirements, you have taken the drugdaf @meytaupus pe
and the drug is not a controlled substance as defined by the USDEA. Other dispdrsingplaséd asasequired by federal or state
regulation or for other reasons. Some Outpatient Prescription Drugs are subject to quantity limits. Ththeymestriberitarttelp
pharmacist check that the Outpatient Prescription Drug is thseddaaéaly. The Plan relies on medical guideliapprdvied
recommendations and other criteria developed by the plan to set these quantity limits.

Insulin CosSharing Capgviember cesharing capped at $30 peata3Osupply of insulin

Orally adnmistered antcancer medications caesharing capMember cosharing capped at $200 per prescription.

Under New Hampshire law, the following exception applies to retail and specialty drugs:

You may purchase up36-daysupply of covered Prescription Drugs at one time provided that:
. The Prescription Drulsti s on the health plan’s for mu
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. You have taken the drug for a continuous period ofode year,

. ThePrescriptidDrugs notsubjectoanyutilizionmanagemergquirementscludingriorauthorizatiandsteptherapy,
under Your plamd
. The Prescription Drug is not a controlled substance as defiS&xHsy the

You are responsible for the cost sharing applicadbla tgupely dispensed. You may purchase this supply of Prescription Drugs
a pharmacy of Your choice as long as it is purchased at a network pharmacy.

A pharmacy may refuse to fill a Prescription order or refill when in the professional judnauésittbEthegskaption should not
be filled.

Dispense as Written (DAW)

If a prescriber prescribes a coveredNBramedPrescription Drug where a Generic Prescription Drug equivalent is available and <
“Di s gs@&n 5 tDAW)théMembewil paythecossharindgortheBraneNamePrescriptiddrug.lfaprescribetoesnotspecifDAW
andtheMemberequesta covere@raneNamePrescriptiddrugwherea Generi®rescriptidbrugequivalens availableheMembewill
beresponsible for the cost difference between tiNaBramitescription Drug and the Generic Prescription Drug equivalent, and th
sharing that applies to Biaae Prescriptidrugs.

Exception Process

Formulary Exception ProcesE a Prescriph Drug is not on a Formulary, You, Your Authorized Representative or Your prescribir
Physician may request a Formulary exception for clinically appropriate Prescription Drug in writing, edeatedlyicklbouetalpph

is denied under tharglard or expedited Formulary exception process, the member is entitled to an external appeal as outlined i
External Appeal section of this document. Refer to the Formulary postedomwellesitetudent.consall the number on the
Member’'s I D card to find out more about this process.

Standard Review of a Formulary Excedidhe Plan will make a decision and notify You or Your Authorized Representative ¢
prescribing Health Care Professional o éatert4 8 hour s after receipt of the Memb:«
cover the Prescription Drug while You are taking the Prescription Drug, including any refills. If the excdgptish hporedseexcee
prescription drumat required the exception will be covered.

Expedited Review of a Formulary ExceptlbiYou are suffering from a health condition that may seriously jeopardize Your healtl
ability to regain maximum function or if You are undergoing a current course of TreatiRemhuking Rrésmniption Braugmnay
requesanexpeditetevievofa FormulargxceptionTherequesshouldnclude atatemeritomYouprescribinghysiciathatharncould
reasonably come to You if the requested drug is not provided within the timeframes for Our stroejptidpgrocastdiye Plan

willmakea decisiomandnotifyY ouor YourAuthorizeBepresentatiamdtheprescribinBhysicianolaterthan24hoursafterOurreceipof
Your request. If the Plan approves the request, the Plan wilesegptiderug.

Excluded Drugs

Some items excluded under Prescription Drug Benefits may be eligible for coverage as a Medical BenefibviEngemeasotor the fo
covered by the DSGHP unless specifically listed as a benefit underg<Covered Dru

1. Allergy sera (covered under MBdiuafits).

2. Any prescription refilled in excess of the number of refills specified by the ordering physician, or any eefilbilispthesed one
originabrder.

3. Blood or blood plasma. Immunization agecisies except as specifically provided by Dartmotitealibl®gevices.
4. Charges for the administration or injectiodro§any
5. Cosmetic drugs and drugs used to promote or stigubatghhair

6. Drugs labeled "Cautiimited by Federaltaw i nvesti gati onal use," or “experi me
individual.
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7. Drugs not classified as Federal Legend Drugs-thecmuger drugs gomoducts).
8. Fertility and impotedoygs.

9. Legend vitamins, eptcas specified under Coueregs.

10. Medication dispensed in excess of the didjpeitsing

11. Medication for which the cost is recoverable under any workers' compensation or occupational disease lawmeaiay state or
agencyrmedicatiofurnshedyany othetrugormedicatervicdorwhictnochargeés maddotheinsured.

12. Nonsystemic contraceptives, devices or implants except as specifically provided underEnpdicse Sl 8eevants.

13. Services or products thatlatermined by the DSGHP as not medicediyary.

e —
DENTAL SAVINGS PROGRAM

As part of your membership in the DSGHP, you automatically have access to the Basix Dental Savingspiroggaaia.alhe Bas
networbkfdentistsvhohaveagreedoacceptatedowethartheibilledchargesvherpaymeris madeatthetimeofsenice. ltisimportant

to understand this program is not insurance, there are no covered benefits through the Basix program. Rommpeafagix tiaforme
this websitattp://www.dartmouth.edu/~health/resources/dental/basix. dental.html

InadditiorpleasenotehatDSGHPsa majomedicgbolicy Itprovideaodentabenefitexceptordentaéxpenseduetoaccidentahjury
to teethexcluding biting or cheijugies.

Basix Dental Savings Program

The cost of dental care is a major concern to well, nearly everyone! To help, the Dartmouth Student Group Haalth Plan
incorporated the Basix Dental Savings Programantddéigégnping with the 24 plan year. Basix contracts with dentists who agre
to charge a reduced fee to people enrolled in the DSGHP. You must pay the dentist at the time of servidatedresteivi ihe neg
important to understand gred) Savings Program is not dental insurance.

Savings vary depending upon the type of service received and the contracted dentist providing the servicasHiftyc&Ope as
percent. To use the program simply:

1. Makeanappointmenmtitha contactedlentistallthecontractedentistsirelistedbntheBasixvebsiteyww.basixstudent.com

2. Make sure the dental office understands that you have access to the Basix programid&efiizratemBaaixis are not issued,;
just show the dental office your DSGHP identification card. The dental office can also call the D5&F9R IBftice anfGO3
enroliment.

3. The fee schedule heading for each dentist has a link whizhgepias bas all the information both you and the dentist will neel
make your visitgmoothly.

4. Remember, you must pay for the services you receive at the time of service, so make sure you understand wvithat forms
dentist accepts. TheiBasogram makes no paympraviers.

Full details of the program can be viewed.basixstudent.cGnce at the home page, select the link for Dartmouth College. Y
may also contact Basix via picd8&82749961 or viamail through the Basix website.
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Pediatric Dental Benefits

(Coverage for agesd)
A: Basic $0 100% Diagnostic and Preventive
. MinoRestorative, Endodontic, Periodontics
. 0 ’ 1 1
B: Intermediate $75 80% Prosthodontic, Oral Surgery
C: Major $75 75% Major Restorative, Endodontic, Periodontics, Pros
D: Orthodontics $75 50% Orthodontic; medically necessary

Plan Allowande:network/owtfFnetwork is not applicable. The plan provides payment based on Usual & Customary Charges.
T Children under the age of six (6). The child’' s aent:
generahnest hesia and must be done in a hospital or surg
determinmadvancéhatnesthesiandhospitalizatianeMedicalljecessamuetothecomplexityfthec h i dentatosdition.

General Exclusions
Theexclusionis thissectiompplytoallbenefits. Althouglemaylista specifiserviceasa benefitwewillnotcoveitunlessvedetermine
itisnecessary ftrepreventionljagnosisareprtreatmenifa coveredonditionNVedonotcovethefollowing:

I Services and treatment not prescribed by or under the direct supervision of a dentist, except in those dfjidesstshere de
are permitted to practice without supervision by a dentist. testhe@sensdliapay for eligible covered services provided by ¢
authorizedentahygienigterformingithirthescopefhisorherlicensandapplicablstatdaw;

1 Services and treatment which are experintargatigational;

1 Services anleatment which are for any iliness or bodily injury which occurs during employment if a benefit or comj
available, in whole or in part, under the provision of any law or regulation or any government unit. Thise¢gxetugion appli
clam the benefitsampensation;

Services and treatment performed prior to your effectiveatatpeof

Services and treatment incurred after the termination date of your coverage umtisatetherwise

Serviceandireatmemnwhicrarenotdentallpecessargrwhicldonotmeethegenerallgicceptedtandardsfdentapractice.

Services and treatment resulting from your failure to comply with professiotrabymesdrribed

Any charges for failure to keep a sclegghdadment;

Anyservicethatareconsiderestricthicosmetimnaturéncludindyutnotlimitedo,chargeforpersonalizationcharacterization

of prosthetappliances;

Chargeforcopie®fyourecordsshartorx-rayspranycostsaassociatedithforwarding/mailicgpie ofyourecordschartor

x-rays;

Thosesubmittedya dentiswwhiclisforthesameserviceperformednthesamedateforthesamemembebyanothedentis;

Thosegrovideffeeofchargdyanygovernmentahitexceptherehisexclusiors prohibitedylaw;

Thosdorwhiclthemembewouldhavenoobligatioto payintheabsencefthisoranysimilacoverage;

Those which are for specialized proceduszhainges;

Thoseerformebya dentistvhois compensatdyyafacilitforsimilacoverederviceperformefbrmembers;

Duplicate, provisional and temporary devices, appliaeceseand

Plaque control programs, oral hygiene instruction, anstidietiarns;

Services to alter vertigakdision and/or restore or maintain the occlusion. Such procedures include, but are not limited to

equilibration, periodontal splinting, full mouth rehabilitation, and restoration fortegtglignment of

1 Treatmemtrserviceforinjuriesesultinffonthemaintenanaguseofamotorehiclésuchreatmentrservicéspaicdorpayable
under a plan or policy of motor vehicle insurance, including aicsttitiedgatf;

= =4 -4 —a -—a -
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1 Treatmemtfserviceforinjuriesesultinfromwaroractofwarwhethedeclaredrundeclaredyfrompoliceormilitargervicdor
any country organization;

=4 =4 -4 -4 4 4 _—a _a _4a -2 _9a _9a -2 -9

Useofmateriabrhomehealtraidegopreventecaysuchastoothpastduoridgels dentaflossandteethwhiteners;
Cone Beaitmaging and Cone Beampkéieedures;
Sealants for teeth other than permeolarg;
Precision attachments, personalization, precious metal bases and otheclspgciesized
Orthodontgerviceprovidetbadependefanenrollechembervhchasnotmethetwelvél2)monttwaitingeriodequirement;
Repair of damaged orthodappticances;
Replacement of lost or miapipliances;
Fabrication of athletic mguigind;
Internal and exterplaaching;
Nitrousxide;
Orakedation;
Topical medicameenter;
Orthodontic care for a memispoase;
Bone grafts when done in connection with extractions, apicoectooverssd/memigiblénplants
Pediatric Vision Benefits
(Coverage for age$8)
Routine eye exam $0 copay
Frames

(Onceevery calendar year) $150 allowance

Lensessingle, bifocal, trifocal, lenticular $10 copay
(once every calendar year in lieu of contacts)

Polycarbonate lenses; scratch coatimgatiént; tint, fashion| $0 copay
gradient tinting, oversized -giass#3 prescription sunglass I¢
and low vision items

Contacts $150 allowance
(Onceevery calendar year in lieu of lenses)

Standard progressive lenses $50 copay

Mospremium progressive lenses $70-$95 copay
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e —
COORDINATION OF BENEFITS

Wheryouandoryourdependentrecoveredindemorehanonemedicgblan pneplanis consideregrimaryndtheother(syecondary.

The DSGHP will beghienary health plan for students and will provide benefits as though no secondary plan(s) existed. The DS(
the secondary plan for dependents, and benefits will be coordinated with any other eligible medical, snfgjcal coveyapipl Pla
sothatcombinedaymentandeallprogramwillnotexceeanehundred100percenof AllowablE&xpensemcurreforcoveredervices

and supplies. Coordination of benefits will be done in accordance with the State of New Hampslateriasanahb&atiegal
Association of Insurance Commissionerg (i&les.

OTHER IMPORTANT PLAN PROVISIONS
Assignment of Benefits

Generally, benefits are payable to you and can only be paid directly to another patithappatisigriszin you.
All benefits payable by the DSGHP may be assigned to the Provider of services or supplies at your optioncBalaneatwithade in

an assignment are made in good f ai t hpayments. Payménts avi &so behnede NS
accordance with any assignment of rights required by Tricare or a state Medicaid plan.

Alternate Payees

If conditions exist under which a valid release or assignment cannot be obtained, the DSGHP ntayamaked padunaé rtr
organization that has assumed the care or principal support for you and is equitably entitled to payment. ThEmp8&itonust m
your separated/divorced spouse, state child support agencies or Medicaid agencie® Meg0ireddtgte Medicaid law.

The DSGHP may also honor benefit assignments made prior to your death in relation to remaining benefits payable by the DS

Any payment made by the DSGHP in accordance with this provision will fully releags liabilitg GHR0f

Necessary Information

Wheryourequesbenefitsjoumusturnistalltheinformatiorequiretbimplememqianprovision¥.oursignaturentheclainformpermits

the DSGHP to release or obtain such information withthweiyauthorization. The DSGHP may, without further authorization or nof
any person, release to or obtain from any organization or person, information needed to implement plan previsieasy The D
practices are described in the HealtbeSdotice of PrivBecgctices.

http://www.dartmouth.edu/~health/about_us/incoming/billofrights2017.pdf

Requlation of the DSGHP

TheDSGHRsnotanemployesponsoretealtiplan AccordingltherulesandregulationsftheEmployeRetirememmcomeéecuritpct

of 1974 (ERISA) the Consolidated Omnibus Budget Reconciliation Act of 1996 (COBRA), and other federal lalis tthat appl
employesponsed health plans are not applicable to the DSGHP. The patient shall not be denied appropriate care on the b
religion, color, national origin, sex, gender identity, age, disability, marital status, or source of payuentcar@estiaiiadyon
account of the patient's sexual orientation. RS&151:21

AsofthedateofpublicatioafthisPlanDocumenthefederal/statawsandregulationthatareapplicablotheDSGHmcluddoutarenot
limitedo:

9 Title IX of tHeducation Amendments of 1972. The DSGHP provides pregnancy benefits on the same basis as any other te
disability pursuant to the requirements of Title IX of the Education Atr8&tfiments of

1 Section 504 of the Rehabilitation18ZBof

I AgeDiscrimination Ac1975.

1 HealtinsurancPortabilitgndAccountabiligctof 1996 refetothePrivacNoticeatDartmout&ollegéiealttServices).
1 Provisions of RSA €2G@elFunded Student Health B&tafis

1 Regulations of the UnSdes Information Agency that are applicablecttipié8ss.

36


http://www.dartmouth.edu/~health/about_us/incoming/billofrights2017.pdf

e —
SUBROGATION, REIMBURSEMENT, AND RECOVERY

Subrogation Rights

“ Subr ecefprdthergmoftheDSGHRo besubstituteith placeofanycoveredhdividuatithrespectothatcovered n d i ‘epadl u a |
right of action against the person who may have wrongfully caused the illness or injury that resulted inithé&ypdyeB &G Benef
The DSGHP’'s subrogati on pr o\amissuranoesarrisfr mayye liabledan a covered imdividual p
illness or injury and the DSGHP has already paid benefits for treatment afijinat illness or

The DSGHP may, at its discretion, start any legalaalttionistrative proceeding it deems necessary to protect its right to recove
amount it has paid as plan benefits, and it may try to settle any such action or proceeding in the nameocopanratiwittottlecfull

covered individual. In doing@wever, the DSGHP will not represent or provide legal representation for any covered individual w
to that covered individual’' s damages to the extent those

InadditiortheDSGHPhay atitsdiscretiomtervenamanyclaimlegahctionpradministratiyeoceedingtartedy anycoveretchdividual
againsanypersororthatp e r snsunebreccounvfanyallegedhegligenintentionabyrotherwiserrongfidctiorthatmayhavecaused
orcontributebthecovered n d i unjumgbtilladsshadresulteihthepaymentfbenefitby theDSGHP.

The DSGHP's | egal costs in subrogation matters wiblysch be
covered individuals.

Reimbursement Rights

The DSGHP's rei mbursement provisions apply when receiveangr t
paymerttysettlementerdicorotherwiséncludinfromaninsuracepolicyforanilinesrinjurycausedbya thirdparty Thesgayments

are referred to asegovery.

If you or another covered individual have received a recovery, the DSGHP will subtract the amount of thenefitoitamofrioim the
otherwise pay for treatment of that illness or injury. If the DSGHP has already paid benefits for treatnmgntyofythe dinibes or
covered individual must promptly reimburse the DSGHP from any recovery received for the amayrthef D&GHIER. paid
Reimbursement must be made regardless of whether the covered individual is fully compensated (i.e., madaywéiade) by th
regardless of how the payment is characterized. Unless agreed to in writing by the DSG H Pefdimimsstragot, ithay not be reduced
foranylegabrotheexpensemcurreéhconnectiowiththerecoverggainsthethirdpartyorthathirdp a r imsyrérByaccepting benefits
from the DSGHP, all covered individuals are deemed to agpse/todgpi®vision.

Covered individuals may be required to execute an agreement under which they jointly and severally accept the following:

1 Grant the DSGHP a first priority lien against the proceeds of any recovery received. IndbalEsviena aeciseon by a
courbflaw theplanwilladjudicatandsubrogattheclainsettlememt accordancgiththec o ufinaldécssion/ruling.

1 Assign to the DSGHP any benefit they may have under any insuranceqmlenage other
1 Agreed hold the proceeds of any recovery received in tiDSGoiRhe
1 Cooperate@iththeDSGHRNditsagentsnordetoprotecthneD S G HrBimksirsemenghts.

1 PaymentsfbenefitsindetheDSGHPnhaybeconditioneashexecutionfsuchanagreement.

The DSGHP is only responsible for those legal costs to which it agrees in writing and will not otherwiseflma/eties leghvicosts.
If any covered individual fails to reimburse the DSGHP as required by this sectioay theplSiEl Future plan benefits that

may become payable on behalf of all covered individuals to the amount not reimbursed or it may enforcerilegahas through oth
equitable means.
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Right of Recovery

Whenever payments Hzaen made in excess of the amount necessary to satisfy the provisions of the DSGHP, the DSGHP has
recovetheseexcespaymentsomanyindividugincludingourselfjnsuranceompanyrotheorganizatiadowhontheexcespayments
weremadeortowithholgpaymentif necessargnfuturebenefits untiieoverpaymerstrecovered.

Ifexcespaymentaeremaddorservicesenderetbyourdependent(theDSGHmPastherightowithholgpaymentnyourbenefitsintil
theoverpaymentriscovered.

Further, whenever payments have been made based on fraudulent information provided by you, the DSGH® wiltreh@ttise its
payment on future benefits until the overpayment is recovered.

e —
CLAIM PAYMENT/PROCEDURES

This section describes how we reimburse claims and what information is needed when you submit a claim.

Maximum Allowed Amount

General
This subsection describes how we determine the amount of reimbursement for Covered Servicess&windsureaderetfty In
Network and QafNet wor k Providers is based on the Plan’s Maxi mum

The Maximum Allowed Amount for tR20202DSGHP is the maximum amount of reimbursement DS@ kP salvidies and
supplies:

« ThameeD S G HdefiniionfCovere&ervicesptheextensuchserviceandsuppliearecoveredindeyourPlarandarenot
excluded,;

e That are Medically Necessiadly;

e Thatreprovidethaccordancgithallapplicablpreauthorizatioatilizatiomanagemeaototherequiremensetforthin this
Document.

You will be required to pay a portion of the Maximum Allowed Amount to the extent you have not met you€dpdyuoidnée ar have
Coinsurance.

When you receive Covered Services fronoBle®uork Provider, you may be responsible for paying any difference between the N
All owed Amount and the Provider’'s actual charges. This a

WheryoureceiveCoveed Servicefroma ProvideD SGHRvill to theextenapplicabl@pplyclainmprocessingilegotheclainsubmitted
forthoseCovere&ervicesl heseulesevaluatéheclaininformatioand amongtheithingsgdeterminthe accuracgndappropriateness

the procedure and diagnosis codes included in thG®eAlowddai m
Amount . DSGHP' s application of these r ul eVedicdly Mesessary. it meaesa I
DSGHP has determined that the claim was submitted inconsistent with procedure coding rules and/or reimbarsenmet policie
your Provider may have submitted the claim using several procedure codsa singietpeoeedure code that includes all of the
procedures that were performed. When this occurs, the Maximum Allalibe Aasmabn the single procedure code rather than :
separate Maximum Allowed Amount for eaxddkilled

LikewisayhermultpleproceduresreperformednthesamedaybythesameDoctoor anothdrealthcangrofessionddSGHPnhayreduce

the Maximum Allowed Amounts for those secondary and subsequent procedures because reimbursement at 100%dof the M
Amourtor those procedures would represent duplicative payment for components of the primary procedure that maytéle consic
orinclusive.

Prompt Payment of New Hampshire ProvideiJeogice Claims

In addition to the PBstvice Claithet er mi nati on r ul esSegtvdtceed Cil mi “mT iDred ferr ammen af
applies to claims for Covered Services furnished by a New Hampshire Provider: Claims will be paid accoesingamfighberms of
law. Clean wteih claims will be paid within thirty (30) calendar days of receipt. Clean electronic claims will be paidlerithan fifteen
days of receipt. If the TPA fails to pay an initial claim within the timeframes, the TPA will pay the fheidgbler ideeriftdor the
claim plus an interest payment of one and one half (1.5) percent per month beginning from the date payment was due.
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Payment of a claim is considered made on the date the check is issued or electezhid&iey TRASEEIMail checks no later than five
(5)business days after the dassad.

A “clean claim” is a claim for payment of Cover aidemé&tsr vi
TheclaimssubmittedntheTPA ’'standardlainformusinghemosturrenpublishepgrocedurabdeswithalltherequirefleldssompleted
with correct and complete infomegarémietsa i n accordance with

“El ectr oni c tramsmissiomef Hatarfoe thenpsirposehoepayment of claims for Covered Services furnished by a New
Provider, the claim being submitted in an electronic data format specified by the Plan.

IfpaymenisdenieardelayedheTPAwillnotifithePovideonrSubscribavithirfifteer{15)calendadaysofreceiptThenoticavillinclude

the reason for denial or delay and an explanation of any additional information needed to complete procelsdigatEhd PA wi
claimwithirfortyfive(45)calendadaysofreceipbftheadditionahformatiotfthenoticeofdeniabrdelayisnotmadeasrequiredheclaim

will be subject to the timeframes for clean claims stated ahdbseatitms

Provider Network Status

TheMaximum Allowed Amount may vary depending upon whether the Pridetienris Brolider or ardddetwork Provider. The
DSGHP uses the Cigna Open Access Plan (OAP) network.

An IaNetwork Provider is a Provider who is in the managed nésveprcific thealth care plan or in a special Center of Excellence
another closely managed specialty network, or who has a participation contract with our OAP Network. Fofdtoeztdxy Sarvices
InNetwork Provider, the Maximum Allowed amitusitPian is the rate the Provider has agreed with our OAP Network to acc
reimbursement for the Covered Services. BeNatwerlnProviders have agreed to accept the Maximum Allowed Amount as pay!
fullforthoseCovere&ervicesheyshouldotsendyoua billor collecforamountaboveheMaximumllowedmountiowevegoumay
receive a bill or be asked to pay all or a portion of the Maximum Allowed Amount to the extent you havelaarmatgaEdeductit
paymentor@onsur ance. Pl ease call O 18334435888 fontielp ih finding a Netweark Fravider ar wiss
Ci gna’ s amwp/wwe.dgsa.done

Providers who have not signed any cont r act -ofMétvotk. Ifyau use @nA P
OutofNetwork Provider, your entire claim will be denied except for Emergency Care, or unless theveerbigeseaFiaappsoan
approved service.

ForCovere&ervicegoureceivéromanOutofNetworlRrovideiorEmergendyareorforserviceapprovedheMaximumllowedmount
for this Plan will be one of the following as determiRé&hby the

1 Emergency Room Servicepdgment waived if admitted.) the plan will pay 100%caffery®i€int
1 Ambulance

o Emergency Ground 100% aftecépa@ment
o Emergency Other (To the nearest hospital where the needed medical care & treatmentaradiNios provided.)
Emergency (prior approval required) the plan will pay 70% of Usual and Customarydethrgtiisiafter the

For Prescription Drugs, the Maximum Allowed Amount is the amount determined by DSGHP using pnésieription grogidest
by the Pharmacy Benefits Manager.

How to File a Claim Form for Medical Benefits

If services are furnished by anf®@etwork Provider, you may need to submit your own claim form. Please contact DSGHP or We
our ThirdParty @ims Administrator (TPA), to obtain the correct claim form as prescribed by DSGHP for submission. Medical cle
may be obtained from the DSGHP Office at the Dartmouth College Health Service or down| gkt foygisidohdrdinsurance
Please complete the claim form, include your itemized bill and any information about other insurance paghentiatitesubmit the
address inchited on the claim form.

If you are not able to contact DSGHP, or Wellfleet to obtain a claim form, written notice of services reneltedigaa i dRibmitt
withoutheclainformThesameénformatiothatwouldegiverontheclainformmusbe includedhthewrittemoticeofclaimThisincludes:

A separate claim form for each iliness, injury or condition for each person for which health care expenaes taxe incurred. Be s

1 ComplettheStudent'portiomfthe clainforminfull. AnsweallquestionStateé'nonedrN/Atwherthequestiodoesot
apply.

39


http://www.anthem.com/
http://www.anthem.com/
http://www.dartmouth.edu/~health/depts/insurance/index.html

I Foroutpatier@xpensemcurreththeHanoveNHAreayoumusstatevhetheyouwerereferredotheservicdsya Dartmouth
athletic trainer opiactitioner at the Dartmouth CollegeSdestth.

1 Attach all necessary documentation of expenses to the claim form. Docuimelotdgion must

— The Patient's name and datefsjvice.

— TheProvidersameaddresgpphonenumberdegreefederaaxidentificatiarumbeandNationgProvideldentifienumber.
(NPI)

— The diagnosis. (i.e., the nature of the Iliness chmjdlitia)

— Adescription of services or supplies provided, detailing the charge for eapplgervice or

9 Ifanother plan is the primary payor, attach a copy of the other plan's Explanation of Benefits (EOB). Mailscoitipleted cla
supporting documents

Cigna OAP
PO Box 188061
Chattanooga, TN 374361

If you have any questions regarding aletase call Wellfleet at-8885338, Monday through Friday, 8:00 a.m. to 5:00 p.m., Eastern
Time.

Claims for services are to be submitted to the Plan for payment within ninety (90) days after services are receivédsand payme
requestedin-network providers must submit a claim for payment within twelve (12) months of the date of service.

How to File a Claim for Prescription Drug Benefits

The Dartmouth Health Service Pharmacy and other Wellfleet Rx pharmacies will subroit ifquructiowfgioyr DSGHP ID card at
the time of purchase. You are responsible for submitting your claim yourself when you fill pissteviptioRbahhaes.

Tosubmiyouowrclainforaprescriptiafrugexpensesendheoriginaleceipaindacompleted WellflReprescriptiafrugeimbursement
formto:

Wellfleet Rx
PO Box 15369
Springfield, MA 01115

Wellfleet Rx prescription drug reimbursement forms can be downloaded at https://wedifiesttkiptoads(?020/03/eétkk
DirectMembeReimbursemerormMarcH2020.pdf

Questions concerning Wellfleet Rx coverage can be directed to Wé&IB&E338t &38t Wellfleet Rx Member servicé$4bB940

All claims for prescription drugs must be filed wigrithevilt8n a twelve (12) month period from the date the expense is incurred.

e —
HOW TO APPEAL A DENIAL OF BENEFITS

Appealing a Denial of a Bervice Claim

If a claim is denied in whole or in part, the Covered Person will rexstifieatiattef the Adverse Benefit Determination. A claim den
will be provided by the Plan showing:

1. The reason the claim dexsed,;

2. Reference(s) to the specific plan provision(s) or rule(s) upon which the decision was based whichrseBdtesfiin the Adve
Determination;

3. Any additional information needed to perfect the claim and why such informatidn is needed,;

4. AnexplanatiooftheCovere® e r srighioappeatheAdvers8enefiDeterminatidarafullandfairrevievandtherightobring
a civil action following an Adverse Benefit Determination on appeal.

If a Covered Person does not understand the reason for any Adverse Benefit Determination, he or she shotlié ecldissshe Plar
or telephone number shown aretine denial.
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TheCoveredPersormustappeathe AdverseBenefitDeterminatiobeforethe Covered?ersommayexercisehis or herrightto bring
a civil action. This Plan provides internal and external reviews and the Covered Pees@maisasboth levels of review before
bringing a civiaction.

To initiate the internal level of benefits review, the Covered Person must submit in writing an appeal or &t thquidvéosaevie
Benefit Determination to the Plan witthnnoined eighty (180) days following receipt of notification of an Adverse Benefit Deter
denialTheCovere®ersorshouldncludanyadditionahformatiosupportintheappealprsupplyheinformatiorequirethythePlanthat

was noinitially provided, and submit the appeal to the Plan within the one hundred eighty (180) day period. Fail@rsdo appe:
Benefit Determination within the one hundred eighty (180) day period will render the determination finadl #ftsr dppealereceivi
hundred eighty (180) day period has expired will receivearcsidettation.

Appealor requestdor reviewof AdverseBenefitDeterminationmustbe submittedo the Planin writing,andsupportingmaterials
may be submitted via mailectronic claims submission process, facsimile (fax) or electroreernasl).

The internal level of benefit determination review is done by the Claims Administrator. The Claims Adrhithstiatorwill tresearc
initially received andedmine if the initial determination was appropriate based on the terms and conditdon®ibfethee Rhzamt
informatioNoticeofthedecisioomntheinterndievebfreviewvillbesentotheCovere®ersonvithirthirty(30)daysfollowinthedatethe
Claims Administrator receives the appeal recpeesidoleration.

I f based on the Claims Administrator’s review, sorhdeeshobi t |
agree with that bendétermination, the Covered Person may initiate an independent external review. Please see section |
“I'ndependent External Revi ew”

All requests for a review of denied benefits should include a copy of the initial denial letterirzedt arfgratiagiope8end all
information to:

Wellfleet Insurance Company

Appeals

PO Box 15369

Springfield, MA 01115

Except in extraordinary circumstances, requests for appeal which do not comply with this procedure will not be considered.

Expedited Review for Immediate or Urgbletbded Services

In place of the internal for mal review as de swrightdvydwhenb o
your situation is for immediate or uwrgEEdhd swices and waiting for a response under the review time frames described above
seriously jeopardize your life or health or your ability to regain maximum function as determined by thedZ kaims ghgssiciestrator
or if your physician st you will have severe pain that cannot be adequately managed without the care or treatment that is tf
the review. The expedited review can be an internal expedited review or you can request an expedited inktenahbreiexpeditec
simultaneously.

If you request an expedited internal review, the Claims Administrator will review your request and notifyityiu sshikatgecision
(72)hoursafteryourequesisreceivedyrsuctshortetimeperiodasrequirethyfederalaw.If yourequesanexpeditedxternaleviewthe

NH Insurance Department will review your request and notify you of the decisictwwi{fii®) $enestafter your request is received,
or such shorter time period as required biafederal

Appealing a Denial of a P8srvice Claim

If a claim is denied in whole or in part, the Covered Person will receive written notification of the AdverttenBAndétrDetermi
Explanation of Benefits (EOB) will be provided by the Btan showin

1. The reason the claim dezged,;

2. Reference(s) to the specific plan provision(s) or rule(s) upon which the decision was based which resultefitin the Adver
Determination;

3. Any additional information needed to perfect the claim andfomatiarhis needed]

4. AnexplanatiooftheCovere® e r srightoappeatheAdvers8enefibDeterminatidorafullandfaireviewandtherightobring
a civil action following an Adverse Benefit Determapatiah on

If a Covered Persies not understand the reason for any Adverse Benefit Determination, he or she should contact the Claims
at the address or telephone number shown on the EOB form.
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TheCoveredPersormustappeathe AdverseBenefitDeterminatiobeforethe CoveredPersormayexercisehis or herrightto bring
a civil action. This Plan provides two (2) levels of benefit determination review and the Covered Person must exalsisé both |
review before bringing a cadltion.

Toinitiate the internal level of benefits review, the Covered Person must submit in writing an appeal or & thquidvéosaeview
Benefit Determination to the Plan within one hundred eighty (180) days following receipt of a nasficBeoefafRetérdvieation.
The Covered Person should include any additional information supporting the appeal, or supply the inforrRéionhatowaed by ti
not initially provided, and submit the appeal to the Plan within the one hLddyethgigatiod. Failure to appeal the Adverse Benef
Determination within the one hundred eighty (180) day period will render the determination final. Any dppealeréceigeetafter
eighty (180) day period has expired will receive nunfid@eation.

Appealor requestdor reviewof AdverseBenefitDeterminationsustbe submittedo the Planin writing,andsupportingmaterials
may be submitted via mail, electronic claims submission process, facsimile (fax) or elec{eemiaiinail

The internal level of benefit determinationsorenby the Claims Administrator. The Claims Administrator, who is neither the
decisioma k e r , the decision maker’ s subor di niafarmation mitiallytretesveddaedc i
determine if the initial determination was appropriate based on the terms and conditions of the Plan andtitimeiNetenot théor
decisiomntheinternalevelofreviewwillbe sentto the Covereesonwithirthirty(30)daysfollowinghedatethe ClaimsAdministrator
receives the requestdoonsideration.

Allrequestforarevievofdeniedenefitshouldncludacopyoftheinitiablenialettemndanyothepertinenhformatiosendllinformation
to:

Wellfleet Insurance Company
Appeals

PO Box 15369

Springfield, MA 01115

Except in extraordinary circumstances, requests for appeal which do not comply with this procedure will not be considered.

Independent External Review

A Covered Person may also request an independent external review of any Adverse Benefit Determination iMexdtad) a que
Necessity, or other issues requiring medical expertise for resolution. A Coveredlifgfoommeaymedited external review if either of
the following conditions applies:

1 The Plan agrees in writing to skip the internal review of benefit determinatiab@sedescribed
1 TheCovereéersormasnotreceived decisiofrontheClaim\dministratortherequiretimeframessdescribedbove

ExternakviewsarearrangethrouglandoverseehytheNewHampshirasurancBepartmentheyareconductedyneutralndependent
Review Organizations (IRO) as certifiethisyrttiece Department. There is no cost to you for an external review. For complete inf
(including instructions on how to submit new information for review and time frames for completing an extesfeal tethew), ple
websitebelow:

https://www.nh.gov/insurance/consumers/documents/ex_rev_guide.pdf
https://www.nh.gov/insur ance/consumers/documents/ex_rev_app.pdf

To assert this right to an independent external medical review, the Covered Person must request such r@rievihimereting witt
eighty (180) days after receipt of an Adverse Benefit Determination

The IRQwill issue a final decision withifiverf@5) days of the receipt of the external review request, or as expeditiously as the
condition or circumstances require, but in no event more than 72 hours after the IRO receives the itequestiorahregiged f
the notice is not in writing within 48 hours after the date of providing that notice, the assigned IRO nuurdirpratiste oftien ¢
decision to the claimant and the plan or issuer

The decision of the IRO will barfidddinding on both the Plan and the Covered Person except to the extent that the Covered P
other remedies under federal or state law.
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e —
DEFINITIONS

The following terms define specific wording used in the DS@éfRitidmessshould not be interpreted to extend coverage unless
specifically provided for under the provisions of the DSGHP.

Accident (af)An unforeseen and unintentional event resuliifpgrin an

Adverse benefit determinatidhhi s means that for some reason, the health
going to pay the dollar amount that the subscriber/student wanted. The denial can be for many reasons.
For example:

1. The health pl anprecédomggl v doesn’t cover toh

2. The plan is notified that at the time t
the plargr

3. The health plan defailnes timev essetriwae e eoansad t"g xofre r“inmen tme d
When subscriber/student receives adverse benefit determinations from their health plans, subscriber/stud@hisan file al
plan documepitovides tips for filing appeals.

e
h e s wbrtkipateiinb e r |/

Ambulatory SurgicalaEility. A public or private facility licensed and operated according to the law, which does not provide s
accommodations for a patient to stay overnight. The facility must have an organizeghysidieaisgtfitain permanent feslit
equipped and operated primarily for the purpose of performing surgical procedures, and supply registeredsprefessional n
whenever a patient is in the facility.

Birthing CenterA public or private facility, other than private olfffiles gihysiciansvhich meets the fst@nding birthing center
requirements of the State Department of Health in the stateovbeyd pezsoeceives the services.

1. The birthing center must provide: a facility which éstatiiested, equipped, and operated for the purpose of providing prel
caredeliveryimmediatpostpartuirareandcareofa childoornatthecentersupervisioofatleasonespecialishobstetricand
gynecologgphysiciaarcertifiedursemidwifatallbirthsandmmediateostpartuperiodextendedtafprivileget physicians
who practice obstetrics and gynecology in an area hospital; at least two beds or two Hirtlengremgsdniices directed
by arR.N. or certified midwife; arrangements for diaggpsticl ¥ab services; and the capacity to administer local anesthetsi
to perform mirgrrgery.

2. In addition, the facility must only accept patientsiskithrieynancies, have a writtemagmewith a hospital for emergency
transfers, and maintain medical records for each patikht and

BrandName Prescription Drufy:Prescription Drug whose manufacture and sale is controlled by a single company as a result of
similar righRefer to the Formulary for the tier status.

Chemical/Substance Abuse Treatment Fadilipublic or private facility, licensed and operated according to the law, which pro
program for diagnosis, evaluation and effective treatment of cteeroecalisisies detoxification services, and professional nursing ¢
provided by licensed practioakesvho are directed by aifukk R.N. The facility must hphgsaciaon staff or on call.

The facility must also prepare and maintain aamrifaneptment for each patient based on medical, psychological, and social r

Chiropractic ServiceShe detection and correction, by manual or mechanical means, of the interference with nerve transm
expressions resulting from distontgalignment, or dislocation of the spinal (vertebrae) column.

CoinsuranceYourshareofthecostsofa coveredhealttcareservicegalculatedsa percentagdorexample20%pftheallowe@mount
fortheserviceYougenerallpaycoinsurangdusanydeductiblegouowe (Forexampléfthehealthnsurancerp | aatoivesimountor

an office visit is $100 and you've met your de dplaopayskhe e,
rest ofhe alloweaimount.)

Concurrent Care Reviekor patients who face early termination or reduction of benefits for a course of treatment previously cer
PlanadecisiobythePlartoreducerterminatbenefitforongoingareisconsidereanAdvers8enefiDeterminatiofNoteExhaustion

of the Plan's benefit maximums i s not an Adver sneadvéheertce f i
allow an appeal for uninterrupted continuingpoatbébenefit is reduced or terminated. Any request to extend an Urgent Care ca
treatment beyond the initially prescribed period of time must be decided withimtwefitg 4) hour s of Théhe Pl
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appealdr ongoing care or treatment must be made to the Plan at-fleast(R4@ritgurs prior to the expiration of the initially prescribs
period.

CopaymentThe portion of a claim or medical expenseciina b persamust pay out of his or hergidoleprovideor a facility for
each service.c&paymernis usually a fixed amount that is paid at the time the service is rendered.

Cosmetic SurgenA procedure performed primarily for psychological purposes or to preserve or improherabpeaianestoat
the anatomy and/or functions of the body which are lost or impaiilhtedse itgLay.

Covered Expenses/Servicéshealth service or supply that is eligible for benefits when pepi@ctiédrimrahysiciarA Covered
Expense/Servicrisbeamedicatxpenserchargehats specificaligentifieththisPlanDocumertsbeingoverethytheDSGHRNd
is not otherwise excluded Hy$i@HP.

Covered Person(g): student or dependent that isexbleg the DSGHP.

Custodial Careservices and supplies furnished primarily to assist an individual in the activities of daily livingviAgtinitladef daily
such things as bathing, feeding, administration of oral medicines, or other services that can be prakimigtdttoy peirsogsofiva
health care provider.

DSGHPThe Dartmouth Student Group Health Plan provided by Dartmouth College and lquidiued imethis

DSGHP Administratdpartmouth College is the sole fiduciary of the DSGHP and exercises all discretionary authority and con
administration of the DSGHP and the management and disposition of plan ass&dnTihist:8&@tdl have the sole discretionary
authority to determine eligibility for plan benefits or to construe the terms of the DSGH&miristia@@b fhe right to amend,
modify, or terminate the DSGHP in any manner, at any time, regardless of the health status of arlyeplaficgzasticipant or

1 TheDSGHRdministratbasretainedVellfleeasourThirdPartyClaimg\dministratOf PAjoperfornclaimgprocessingndother
specified services in relation to the DSGHP. Wellfleet is not a fiduciary of the DSGHP andnyilbinthteest@istonary
authority and responsibility granted to the AB@riBtratoas describadove.

Deductible (Plan Year Aggregate Deductitiheplan year aggregate dedudsilitee total amountGiivered Expenses/Services
coveregersormrfamilymuspayduringactplanyeabeforeheDSGHRvillconsideexpense®rreimbursemefixpenseonseparate
illnessesrinjuriesnay be used to satisfydiauctible

Diagnostic Charge$heusual and customary chdiaexray or laboratory examinations made or ordegriegsinjem or practitidoer
detect a medical condition.

Dispense as Written (DAW): A term prescribers use to indicateXzatha Bresatiption drug sheullisbensed rather than the
Generic Prescription Drug equivalent.

Domestic PartneAn individual who is of the same gender as the student and who satisfies the requirements fdomeestgmition a
partneby Dartmouth College.

Durable Medical Equment Equipment able to withstand repeated use for the therapeutic treatmerilirafsanr atineSuch
equipment will not be covered under the DSGHP if it could be useful to a person in tileetseingergirthcould be purchased
without @ h y s iprescrgptiod. s

Explanatiof Benefitf EOB)Aformastatemengrdocumergentothesubscribdyytheinsuranceompangxplainintheactionsuch
aswhamedicareatmenidrservicesvereprovidedamountp bebilledandpaymentmadeoneachclaimEOB'saresentytheinsurance
compantobotimemberandprovidersdtprovideaecessarpformaticeboutlainpaymernhformaticeindpatientesponsibiligmounts.
Experimentadr Investigationabervicesincludingutnotlimitedo transplantsyhichareeducationél natureranytreatmer{including
pharmacological regimes) that are not recognized as generally accepted medical practice by the @niditalf@rafetsiniming
whetheornotaprocedurertreatmemillbeconsidereexperimentatinvestigationalllincludehutnotbelimitedo, thefollowing:

1. Whether the service has final approval from the appropriate government req&Bidnobother regulatory authority as
appropriate).

2. Whether the procedure or treatment is generally accepted byptioéessidital
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3. Whether the scientific evidence permits conclusions concerning the effect ofttbaltheovitmmes, and whether, in the
predominanpiniomftheexpertsasexpresseimthepublisheduthoritatiiéeraturdj) thatusageshouldesubstantialbonfined
toresearcbettingsr (i) thatfurtheresearcks necessaryprthewritterprotocalescribeamongtsmairobjectivethenecessity
todeterminsafetytoxicityefficacyoreffectivenesdthatserviceomparedithconventionakatmerdlternatives.

4. Whether the service is being delivered or should be diejgctredtise approval and supervision of an institutional rev iew bc

asrequirednddefinedbyfederategulationparticularthoseoftheFoodandDrugAdministratiamtheDepartmenfHealtrand
Humarservices.

5. The failure rate and siffects of the treatmeprocedure.

6. Whether other, more conventional methods of treatmenekbaadiedn

7. Whether the service is as beneficial as any esitblishédes.

8. Whethaheprocedurertreatmensmedicallgecessamgndsexpectetbimprovéhenethealttoutcomefthecoverechdividual.

9. Whether the procedure or treatment is recognized for reimbiMselicandMydicaidother insurers or $effded plans, or
other applicable tipattypayers.

10. Whether the pracee or treatment is a complicatioexgenmental or investigatendte.

Procedures in question forakparimental or investigatiatate will be reviewed by appropriate members of the medical profes
forarecommendatidrobecoveredheprocedurertreatmennquestiomusinotbedeterminetbe experimentatinvestigational,

and the covered individual must meet the criteria for treatment or other procedure with regard to age ageneaskHsszdih, etc.,

deternmied to be a good candidate for the procedure or treatment by an accredited facility. Finalgleoisoage egatelirihe
DSGHP will be at the sole discretion of theAd&@tidrator

Generic Prescription Drugny Prescription Drug that i BrandName Prescription Drug. Refer to the Formulary for the tier status.
HIPAATheHealthnsurancBortabilitgndAccountabiliyctof1996.

Hanover NH Areldanover Areafers to the following zip aees.

NEW HAMPSHIRE VERMONT

0374Xanaan 05043 East Thetford 05065 Sharon

03743 Claremont 05047 Hartford 05068 South Royalton
03748 Enfield 05048 Hartland 05070 South Strafford
03749 Enfield Center 05049 Hartland 4 Corn 05071 South Woodstock
03755 Hanover 05052 NortHartland 05156 Springfield

03756 Lebanon 05053 North Pomfret 05072 Strafford

03766 Lebanon 05054 North Thetford 05074 Thetford

03768 Lyme 05055 Norwich 05075 Thetford Center
03769 Lyme Center 05059 Quechee 05084 West Hartford
03770 Meriden 0506Randolph 05001 White River Junction
03777 Orford 05061 Randolph Cente 05088 Wilder

03781 Plainfield 05068 Royalton 05091 Woodstock
03784 West Lebanon

Health Care Providekphysician, practitioner, nurse, hospital, or specialized treatatetitdaeilédyms are specifically defined in this
section. Aealth care provideust not be a spouse, child, or another close family relative ofcitneBE8iGidFsoaceivingervices.
Refer also fwrovider/practitioner

Home Health Care/Home Health Care Agkmyblic or private agency or organization licensed and operated according to the |
specializes in providing medical care and treatment in the homeniust hgeagplicies established by a professional group and
least onphysiciaand one registered gradoatedo supervise the services provided.

Home HospiceA program, licensed and operated according to state law, which is approvatyphykeiatepdovide palliative,
supportive, and other related care in the home for a teoaarakypikrson
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Hospice FacilityA public or private organization, licensed and operated according to the law, primarilydéamyagdichiivegrov
supportive, and other related caredoered persaliagnosed as terminally ill. The facility must havdiscipliterry medical team
consistingfatleasbnephysiciargneregisteredurseonesocialvorkeronevolunteegnda voluntegprogramA hospicdacilitys nota
facilityrpartthereoivhichis primarilg placdorrest,custodialaretheageddrugaddictsalcoholic@ra hotebrsimilamstitution.

Hospital A publiorprivatdacilitficensedndoperatedccordintpthelaw whictprovidesareandtreatmeriiy physicianandnursesat
t he pat i en tllhesorigjunthmugls medicalk surgical, and diagnostic facilities on its prespisatioés not include a
facilityorany pathereoivhichis,othetthanby coincidenaeplace toesttheagedprconvalesceoére.

lliness: Any bodily sicknessental/nervous disorBer.purposes of the DSGHP, pregnancy will be considered #dmasg.other
Injury. A condition which results independentlinetsamd all other causes and is a resuliadident.
InpatientTreatment in an approved facility during the period when charges are made for room and board.

Intensive Care Uni section, ward, or wing wittuagtalvhich is operated exclusively for critically ill patients and provides special su
equipmet, and constant observation and care by registerechgradsmatether highly trained persdniehsive Care Utdies not
include anyospitafacility maintained for the purpose of providing normal postoperative recovery treatment or service.

Legend DrugA Legend Driggany drug or medication designdie as Ky thé Bederal Food, Drug, and Cosmetic Act, as amendec
Legend Drugsnnot be dispensed without a prescription

Lifetime:The period of time you or your eligible dependepttgantthe DSGHP or any other health insurance plan sponsorec
Dartmouth College for Dartmouth College students and/or their eligible dependents.

MedicaidTitle XIX (Grants to States for Medical Assistance Programs) of the United Statg#\SbatabB8ended.

Medical EmergewcAniliness or injuryhich occurs suddenly and unexpectedly, requiring immediate medical care and use of |
accessibleospitabquippetbfurnisitareto preventhedeathorseriousmpairmemfthecoveregersonSuchconditionmcludehutare

not limited to, severe pain, that would lead a prudent layperson, possessing an average knowledge of mediicive tnad hisalth, tc
or her condition, sickness, or injury is of such a nature thatriot i ng i mmedi ate medi cal care ¢
seriouslangeor,forapregnarwomerplacinghew o m ehealtlerthehealttofherunborrchildnseriouslangertb) seriousmpairment

to bodily functions; grggrious dysfunction of any bodily organ or part. Such conditions include but are not limited to, chest
poisoning, including alcohol poisoning, serious breathing problems, unconsciousness, including as a resuéirdbdagyerelcohol
burns or cuts, uncontrolled bleeding, or seizures and suchcothditianste

Medical Withdrawdlhe policies for medical withdrawal are formally established and published by Dartmouth College. Contact t
Administratéor areferral to specific Dartmouth policies and websites.

Medically Necessary (Medical Necessigglth care services or products provided to an enrollee for the purpose of preventing, st
diagnosing, or treating an illness, injury, or diseasggtoms of an illness, injury, or disease in a manner that is:

(a)Consistent with generally accepted standards qiractiieal

(b)Clinically appropriate in terms of type, frequency, extedyrsiterand
(c)Demonstrated through scientific eviddmceftective in improving leedttbmes;

(d)A representative of "best practices" in the medical jardession;

(e)Not primarily for the convenience of the enrollee or physician or otlpgovieelthcare

MedicareTitle XVIII (Health Insurance fagéteand Disabled) of the United States Social Security Act as amended.

Mental/Nervous Disordétor purposes of the DSGHP, a mental/nervous disorder is any diagnosed condition listed in the Dial
Statistical Manual of Mental Disorders (DSMcemistdition, revised), except as specified in Excluded Expenses/Services, for
treatment is commonly sought from a psychiatrist or megmtatitiedlthe DSM is a clinical diagnostic tool developed by the Americ
PsychiatrigssociaticandusedymentahealtiprofessionaBiagnosedescribeththeDSMwillbeconsidereahental/nervoirsnature,
regardless efiology.

Mental/Nervous Treatment Facilitypublic or private facility, licensed and operated according to the law, which provides: a prc
diagnosis, evaluation, and effective treatmentadhervous disorparsl professional nursing services provided by licensed practi
nursesvhoare directed by a-fimle R.N. The facility must habhgsaciaon staff or on call. The facility must also prepare and maintait
written plan of treatment for each patient. The plan must be based on medical, psychological, and social needs.
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National Provider Identifier number (NdRiitifies the provider.

Network Maximum Allowable Ca$te maximum amount that a pharmacy in the Wellfleet RX network will be reimbursed for a
prescription drug

Nurse A person actingthin the scope of applicable state licensure/certification requirements and holding the degree of Register
Nurse (R.N.), Licensed Practical Nurse (L.P.N.) or Advance Practice Registered Nurse (A.P.R.N.).

Open Access Plan (OARNetwork Praiders) Open Access PIanOAP means thieysicianhiospitalgnd othepractitionessho
have contracted with the DSGHP to provide specific medical care services at negotiated prices

Open Enroliment Periothe open enroliment period is either ISapietrough September 30 of each plan year, or the first 30 days
new students first enrolling at Dartmouth College for periods other than September 1 through September 30.

Oral SurgeryNecessary procedures for surgery in the orisatadifygre and postoperative care.
OutpatientTreatment either outsidehospitadetting or athespitalvhen room and board charges are not incurred.

Outof-PocketMaximumThemostyoupayduringa BenefiPeriodorCovere&ervicebeforgiouPlarbegindenefitsTheOutofPocket
limitdoesnotincludegrourPremiungmountsvertheMaximumllowedmounrchargesorhealttcarethatyourPland 0 e sovetThe
OutofPockeLimimayconsisbfDeductible§oinsurancand/oCopaymentBleaseseethe” B e € & Bfordetails.

PreService ClaimgreService Claims must be submitted to the Plan before the Covered Person receives medical treatment or
PreService Claim is any claim for a medical benéfibwdhichP | an t er ms condi ti on the Cover
part, on approval of the benefit before obtaining trea8eevitdP@aims are claims decisions that the Plan remutinesipagon

before a Covered Personrabtaedical care.

PostServiceClaims APostServic€laims anyclainforamedicabenefitndethePlanwithrespecto whictthetermsofthePlandonot
condition the Covered Person’ s r etbhebeneft priorto obtdineng rbedicalecére, and for
which medical treatment has been obtained prior to submidaio{g)f the

InmostasesinitiatlaimslecisionsnPostServic€laimsvillbemadewithirthirty(30)daysoftheP | arecéipbftheclaimThePlan
willprovideimelynoticeoftheinitialeterminati@ncesufficierinformatiois receivetb makeaninitiadeterminatiobutnolaterthan
thirty (30) days after receivirgjaine.
PartiaHospitalizatin: A distinct and organized intensive ambulatory treatment service, leseuhé@4\lentydaily care, specifically
designed for the diagnosis and active treatrmeahtad/aervous disomlken there is a reasonable expectaiimprfovement, or to
maintain the individual's functional l evel, and to preve
Partial hospitalizatograms must provide diagnostic services; services of social workersjrpesaidastiaff trained to work
withpsychiatripatientindividuairoupandfamilytherapiesctivitieandoccupationtilerapiegatieneducatiomndchemotherapy
and biological treatment interventions for therapeutic purposes. The facilifyaptiaVidospitaézatonsprepare and maintain
awritterplanoftreatmerforeachpatientTheplanoftreatmenhusbeapproveedndperiodicalleviewetya physician

PhysicianAlicense®octoofMedicinerDoctoofOsteopathyracticingithirthescopef hioorherdicenseandwhasnotaclosegamily
member of the DSGtdRered persoeceivingervices.

Physically or Mentally Disahlddhe inability of a person to beusitient as a result of a condition such as mental handicap, cerebra
palsyepilepsy or another neurological condition. This is diagnosed by a physician as a permanent and continuing condition.

Plan Documenthis document governing the operation of the Dartmouth Student Group Health Raaiflathy @020
PlanSponsor The Trustees of Dartmouth College
Plan YearThe twelve (12) month period beginning September 1 and ending August 31.

Provider/Practitionem addition to the spepifiwiders/practitioniésted in this definitiopr@vider/practitionarst also meet the
requirements specified in the definitioeadthacare provider

An appropriately licenggldysicianM.D.), Doctor of Dental Surgery (D.D.S.), Doctor of Dental Medicine (D.M.D.), Lit
Anesthesiologist, Doctor of Podiatry #@diPi.), Doctor of Chiropractic (D.C.), Doctor of Optometry (O.D.), Certified Nurse |
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(C.N.M.), Certified Registered Nurse Anesthetist (C.R.N.A.), Registered Physical Therapist (R.P.T.), EgybhoRgydd (Ph. D.,
MA), Ragtered Nurse (R.N.), Licensed Clinical Social Worker (L.C.S.W.), Master of Social Work (M.S.W.), Speech Thera
Scienc®ractition@rNurseQccupationaherapis h y s iAssistaniRegstereDieticia(R.D.)RegistereRespiratofjherapist,
NutritionidyursePractition€A.R.N.P.NaturopatfiN.D.)PastoraCounseloor Advanc@racticRegisteredurs€A.P.R.N).

Prior AuthorizatiorA coverage review to ensure medical necessity, appropriateness, and safetyrcfeatieatment o

Psychiatric Day Treatment Facilypublic or private facility, licensed, and operated according to the law, which provides: treatn
its patients for not more than eight (8) hours in afoutw2djyhour period; a structuyedigsic program based on an individualized
treatment plan that includes specific attainable goals and objectives appropriate for the patient; aptysipamndsidiedyna
psychiatry by the American Board of Psychiatry and Neurology.

The &cility must be accredited by the Program for Psychiatric Facilities or the Joint Commission on Accreditation of Hospita

Reconstructive Surger procedure performed to restore the anatomy and/or functions of the body, which are lostmguignpaired c
orillness

Rehabilitatiofracility Alegallypperatingnstitutioardistingparifaninstitutiowhichasatransfeagreementithoneormorehospitals
andwhichsprimarilgngagethprovidingomprehensiveultidisciplinapghysicakstorativeervicegostacutéhospitagndrehabilitative
inpatientare, and which is duly licensed by the appropriate government agency seprioesle such

Itdoesnotincludénstitutionshictprovidenlyminimatare custodialare ambulatomyr parttimecareserviceyraninstitutiowhich
primarily provides treatmemieotal/nervous disordsubstance abuse, or tuberculosis, except if such facility is licensed, certifi
approvedsarehalitatiorfacilityforthetreatmerndf mental/nervoasnditionsrsubstancabuseénthejurisdictiowheratis located,

or is accredited as such a facility by the Joint Commission for the Accreditation of Health Care Organizatiarferoththe Corr
Accreditation Réhabilitatidracilities

Residential Treatment Facilify chiletare institution thatyides residential care and treatment for emotionally disturbed children
adolescents. The facility must be accreditegs@mematial treatment fadiljtythe Council on Accreditation, the Joint Commission ¢
Accreditation of Hospitals, or the Am&sciation of Psychiatric Services for Children.

Second Surgical OpinioBxamination bplaysiciamho is certified by the American Board of Medical Specialists in a field related tc
proposedurgeryo evaluate the medical advisability obimglargurgical procedure.

SelfAdministered Prescription Drugsedications that can be used on an outpatient bases and generally do not require clinical s
or assistance to consume, apply, or inject.

SkilledNursingFacility Apubliorprivatéacilitypperatedccordintpthelaw whictprovidegoermanemindfulitimefacilitiesaregistered
nurseorphysiciannfulltimedutyinchargefpatientare atleasbneregisteredurseorlicensegracticalurseondutyatalltimesadaily
medical record for each patient; transfer arrangemémuspitglaad a utilization re\piam.

Thefacilitynusbeprimarilgngageah providingontinuouskillechursingareforpersonsluringheconvalescestageoftheirllness
or injuryand is not, other than by coincidence, a rest ¢tustefatare or for thged.

Specialty DrugA type of prescription drug that, in general, requires special handling or ongoing monitoring and assessment by
professional, or is relatively difficult to dispense. Geeardtlydrugse the most expensive drugs on a formulary.

Specialized Treatment Facilfyspecialized treatment facd#ythe term relates to the DSGHP, irultidieg centers, ambulatory
surgical facilities, hospice facilities, skilled nursing facilities, mental/nervous treaDnestigacigires sanitariums, chemical
dependency/substaabasalaytreatmeriacilitiegysychiatridaytreatmeriacilitiessubstancabusdreatmeriacilitiesandrehabilitation
facilitieas those terms are specifically liedaenc&xpenses/Services

Step TherapA limitation that requires the use of specific medications prior to the coverage of another medication.

Surgery Any operative or diagnostic procedure performed in the treatjoentoofiliresy instrument or cutting procedorgth
any natural body opening or incision.

Telemedicinel hepracticefhealttcaredelivendiagnosigonsultatiotreatmentransfeofmedicalataandeducationsingnteractive

audio, video, or data communications involving a real toneysyocimear real time (asynchronews)ytwansfer of medical data and
information or audio only. Neither a telephone conversation nor an electronic mes§iyisigibatveeéawaconstituledemedicine
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Third Surgical Opiniofexamination byphysiciamwho is certified by the American Board of Medical Specialists in a field related
proposedurgeryo evaluate the medical advisability of undergoing a surgical procedure.

Total Disability (Totally Disabtedl)student will be considerdly disabléfl because of arjury or illnedisat first became manifest
while covered under the DSGHP, he or she is prevented from attending class or completing other requiredrstinatiowark. The
total ésabilitynust be authorized BBravider/PractitionBne authorizationtéal disabilitgust be reauthorized the beginning of a new
plan year if the twelve (12) month extension of benefits extends beyond the plan year in whichdhdidis bbliagneomditiifest.

Urgent Care Claim&n Urgent Care Claim is any claim for medical care or treatment with respect to which:

1. Inthejudgmendfa prudentypersopossessingnaverag&nowledgefhealttandmedicineouldseriouslieopardizénelifeor
health of the claimant or the ability of the claimant to regain maximum function;

2. Intheopiniomfa Physiciawithknowledgefthec | a i mmelinatohdg&iomwouldsubjectheclaimartbsevergainthatcannot
beadequatelyanagedithouthecareortreatmerthatis thesubjecoftheclaim.

Usual and Customary Chargle charge most frequently madeehijtlacare provittethe majority of patients for the same service or

procedure, and the charge must be within the range of the charges most frequently made in the same or sarekarfonécal ser
service or procedure as billed byhetitrcare providers.
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GENERAL INFORMATION
DSGHP Advisory Committee

Since 1994, the DSGHP Advisory Committee has provided community input into the design and programming afGineupartmoul
Health Plan (DSGHP).

The Committee meets each springttariPlgn's annual review to provide advice and recommendations for the next plan year.

Advisory Committee Members

Dr. Mark Reed, Director, Health Service
Heather Earle, Ph.D., Director of Counseling & Human Development, Health Service
Dr. AnBracken, MD, Ph.D., PCPM Director, Health Service
David_eender#\ssociatBirectoofHealttServiceg& DirectoofFinancandAdministratiddealttService
Jeffrey Ives, Assistant VP, Financial Planning and Budget
David-osterAssociatBirectoQffceofRiskandinternaControlServices
Diana Kiefer, Finance Manager, Sealite
Pam Holbrook, PCPM Office ManagerSeridth
Gary Hutchins, Asst. Dean of Gr&dudies
Katherine Knight, Senior Immigration Advisor
G. Dino Kofbjrector of Financial Aid
Tawyna L. Grant, Manager, Dick Hall’'s Ho
Michelle L. Murray, DSGHP, Health Service
Tracy Wallace, DSGHP, Health Service

Healthcare Management & Benefit Consultants

Gallagher Student Health and Special Risk

Nameand Address of the Designated Agent for Service of Legal Process

Dartmouth College Health Service
Office of the Director of Health Services
7 Rope Ferry Road

Hanover, New Hampshire 03755

6036469486
Name and Mailing Addresshe#DSGHP Address of th® SGHHrustees
Dartmouth ColldgealttService The Trustees of DartmQuatitege
Office aheDSGHP Office of tHeresident
7 Ropé-erry Road DartmoutBollege
Hanover, Nadampshi@3755 209 Parkhursall
6036469438 Hanover, New Hampdb#7#55

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833443-5338
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-8334435338

Chinese ( ), B~ M < 1-8334435338
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-8334435338
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DSGHP Staff

Michelle Murray
DSGHP Eligibility/Enroliment
Coordinator

Michelle joined the DSGHP
staff the summer of 2010.

Tracy Wallace
DSGHP Claims Coordinator

Tracy joined the DSGHP staff
the spring of 2015.
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ImportanDisclosurinformation
New HampshireAddendum

Certain state laws require the disclosure of additional information. Described below is additional
information applicable New Hampshire residents enrolled in the plan:

Pati ent s o Bi | | of Ri g h tcsre services,including, butnot limited to, a physician,
hospital or other health care facility, dentist, nurse,
optometrist, podiatrist, physicaherapist, or psychologist,
andany officer,employee,or agentof suchprovideracting

inthe courseandscopeof employmentor agencyrelatedto
I. Thepatientshallbe treatedwith considerationrespect, or supportiveof healthcareservices.

andfull recognitionof the LJ- (i Ad&yyfitiia@di
individuality,including privacyn treatmentandpersonal
careandincluding beingnformedof the name, licensure
status,andstaff positionof all those withwhom the
patient hascontact,pursuantto RSAL51:3b.

Thepolicy describinghe rights and responsibilitiesof each
patientadmitted to the facility shall includeas aminimum,
the following:

V. The patientshallbe transferredor discharged after
appropriatedischarge planning onfgr medicalreasons,
forthe L3 (1 Aviiaie & that of other patientsif the
facility cease$o operate,or for nonpaymentfor the
o LI 4 A S yexe@piaspiotibitédBy Title XVIlbr XI1Xof
II. Thepatient shalbe fully informedof aLJ- U Arighfsi Q a the SociaBecurityAct. No patient shallbe involuntarily
andresponsibilitiesandof all procedureggoverningpatient dischargedrom a facility becausehe patient becomes
conductandresponsibilitiesThisinformationmustbe eligiblefor Medicaidas a sourcefpayment.

provided orallyandin writing before or at admission,
exceptfor emergencyadmissions. Receipff the
informationmustbe acknowledgedby the patientin
writing. When apatientlacksthe capadty to make
informed judgmentghe signingmust be by theperson
legally responsibléor the patient.

VI. Thepatient shalbe encouragedndassisted
throughoutthe LJI U Astaytdie®adicisghe LI U Arightst Q a
as apatientandcitizen.The patient may voicegrievances
andrecommendchangesn policiesandservicego facility
staff or outsiderepresentativesree from restraint,
_ _ _ - interference,coercion,discrimination,or reprisal.
lll. Thepatient shalbe fully informedin writing in VII. Thepatient shallbe permittedto managethe LJ- G A Sy (i Q 3
languagehat the patientcanunderstandpeforeor at the ' : ; . .
. . . . a .« ~ xpersonal financial affairst the patient authorizeghe
time ofadmissiorandasnecessaryluringthe LJ- 0 A Sy U Qa; 5.~ . " o

< P facility in writing to assistin this managemenandthe
stay,of the ¥ | O Abésikperai@drate andof those - . . .

facility soconsentsthe assistancshallbe carriedout in

services includednd not'lncludedln the basicper diem accordancavith the LJ- (i Ar§hfsiuir thissubdivision
rate. Astatementof serviceghat arenot normallycovered . ]
andin conformancewith statelawandrules.

by Medicareor Medicaidshallalso beincludedin this
disclosure. VIII. Thepatient shalbe free fromemotional,
psychologicakexualand physicabbuseandfrom

V. Thepatient shalbe fully informedby ahealthcare exploitation,neglect,corporalpunishmentandinvoluntary

providerof hisor hermedicalcondition,healthcareneeds,

anddiagnostidest results,includingthe mannerby which seclusion.

suchresultswill be providedandthe expectedime IX. Thepatient shalbe free from chemicahind physical
interval between testingandreceiving results, unless restraints exceptvhen theyare authorizedin writing by a
medicallyinadvisableand so documentedin the medical physiciarfor a specificand limited time necessaryo
record, and shalbe giventhe opportunityto participatein protectthe patient or others frominjury.In anemergency,
the planningof hisor hertotal careand medical restraintsmay be authorizedby the designated
treatment, to refuse treatmentandto be involvedin professionaktaffmemberin orderto protectthe patientor
experimentakesearctuponthe L { Av@itfedi €@#sent othersfrom injury. The staff member must prompthgport
only.Forthe purposesf thisLJ- NJ 3 NJ LIK & KS | f {skchaGtiornghe physiciarand documentsame in the
LINE @ méaSshily person, corporatioriacility, or medicalrecords.

institution eitherlicensedby this stateor otherwise
lawfully providinghealth

New Hampshire benefits and insurance plans are offered, underwritten by Wellfleet Insurance Company and Administered by: Wellfleet Group, LLC

PBR2026NH (1.1.20)



X. Thepatientshallbe ensuredconfidentialtreatment of
all informationcontainedin the LJ- (i A p@rgona®ad
clinicalrecord,includingthat storedin an automaticdata
bank,and theLJ { AvBitfedi @@@sentshallbe required
for the releaseof informationto anyone not otherwise
authorizedby law toreceiveit. Medicalinformation
containedin the medicalrecordsat anyfacility licensed
underthis chaptershallbe deemedto be the propertyof
the patient. Thepatientshallbe entitled to a copy of
suchrecordsuponrequest.Thechargefor the copyingof
alLJ { AnGeylicaeéords shalhot exceeds15 for the
first 30 pagesor $.50per page,whicheveris greater;
providedthat copiesof filmed recordssuch as
radiogramsx-rays,andsonograms shalle copiedat a
reasonablecost.

Xl. Thepatient shallnot be requiredto performservices
for the facility. Whereappropriatefor therapeuticor

diversional purposeandagreedto by the patient, such
servicesnaybe includedin a plan ofcareandtreatment.

XIl. Thepatient shalbe freeto communicatewith,
associatevith, andmeetprivatelywith anyonejncluding
family andresident groupstinlessto do sowould
infringeupon therightsof other patients.Thepatient
maysendand receiveunopenedpersonaimail. The
patient hasthe right to have regular accese the
unmonitoreduseof atelephone.

XlIl. Thepatientshallbe freeto participatein activitiesof
anysocialreligiousandcommunitygroups,unlesso do
sowouldinfringeupon therightsof other patients.

XIV.Thepatientshallbe freeto retainandusepersonal
clothingandpossessionasspacepermits,providedit
doesnot infringeon therightsof other patients.

XV. Thepatientshallbe entitledto privacyfor visitsand,if
married,to sharea room withhisor herspouseif both
are patientsin the samefacilityandwhereboth patients
consent, unlesk is medicallycontraindicatedandso
documentedby aphysicianThe patienthasthe right to
resideandreceive servicem the facility withreasonable
accommodatio of individual needsnd preferences,
includingchoiceof roomandroommate,exceptwhenthe
healthand safetyof the individualor other patients
would be endangered.

XVI. Thepatient shallnot be denied appropriate caren
the basisof race,religion,color, national originsex,
gender identity, agedlisability, marital statusfamilial
status,or sourceof payment,sourceof income,or
professiomor shallanysuchcarebe deniedon account
of the LI {i AsBxyiabeatation.

XVII. Thepatient shallbe entitled to be treatedby the
LJ- G ApBysidianod choice,subjectto reasonable
rulesandregulationsof the facility regardingthe

F I O Acfederitiaigy@drocess.

XVIII.The patienshallbe entitledto havethe LJ- (i A Sy (i Q&

parents,if aminor, or spousepr nextof kin, unmarried
partner,or apersonakepresentative chosen lihe patient,
if anadult, visit thefacility, without restriction,if the patient
is considerederminallyill by the physiciarresponsibleor
the pall A Scyfré. Q &

XIX. The patientshallbe entitled to receiverepresentatives
of approved organizationssprovidedin RSAL51:28

XX. Thepatient shallnot be deniedadmissiortothe
facilitybasedon Medicaidas asourceof payment
whenthereis anavailable spaca the facility.

XXI. Subjecto the termsandconditionsofthe LJ- G A Sy i Q2

insurance planthe patient shallhave accestw any
providerin hisor herinsurance plametworkand
referralto a provideror facility within suchnetwork
shallnot be unreasonablyvithheldpursuanto RSA420
J:8,XIV



The State of New Hampshire

Insurance Department

21 South Fruit Street, Suite 14; Concord, NH 03301
Tel.: (603) 271-2261 Fax: (603) 271-1406 TDD Access Relay NH: 1-800-735-2964

CONSUMER GUIDE TO EXTERNAL APPEAL

What is an External Appeal?
New Hampshire law gives individuals who are covered by fully-insured, health or dental

insurance plans the right to have a nationally-accredited, independent, medical review
organization (IRO), which is not affiliated with his/her insurance company, review and assess
whether the company’s denial of a specific claim or requested service or treatment is justified.
This type of review is available when a recommended service or treatment is denied on the basis
that it does not meet the insurer’s requirements for medical necessity, appropriateness, health
care setting, and level of care or effectiveness. This review is often called Independent External
Appeal, External Appeal, External Health Review or simply External Review.

What are the eligibility requirements for External Appeal?
To be eligible for External Appeal the following conditions must be met:

» The patient must have a fully-insured health or dental insurance plan.

« The service that is the subject of the appeal request must be either a) a covered benefit
under the terms of the insurance policy or b) a treatment that may be a covered
benefit.

« Unless the patient meets the requirements for Expedited External Review (see below), the
patient must have completed the Internal Appeal process provided by the insurer and
have received a final, written decision from the insurer relative to its review.

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

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

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

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

NHID.EHR CG (v.Rev-2016.01)



What types of health insurance are excluded from External Appeal?
In general, External Appeal is available for most health insurance coverage. Service denials

relating to the following types of insurance coverage or health benefit programs are not
reviewable under New Hampshire’s External Appeal law:

« Medicaid (except for coverage provided under the NH Premium Assistance Program)
* The New Hampshire Children’s Health Insurance Program (CHIP)

« Medicare

» All other government-sponsored health insurance or health services programs.
» Health benefit plans that are self-funded by employers
U Note: Some self-funded plans provide external appeal rights which are

administered by the employer.

Can someone else represent me in my External Appeal?
Yes. A patient may designate an individual, including the treating health care provider, as

his/her representative. To designate a representative, the patient must complete Section Il of the
External Review Application Form entitled “Appointment of Authorized Representative.”

Submitting the External Appeal:
To request an External Appeal, the patient or the designated representative must complete and

submit the External Review Application Form, available on the Department’s website
(www.nh.gov/insurance), and all supporting documentation to the New Hampshire Insurance

Department. There is no cost to the patient for an External Appeal.

Please submit the following documentation:
The completed External Review Application Form - signed and dated on page 6.

** The Department cannot process this application without the required signature(s) **
A photocopy of the front and back of the patient’s insurance card or other evidence thatthe
patient is insured by the insurance company named in the appeal.
A copy of the insurance company’s letter, denying the requested treatment or service at the
final level of the company’s internal appeals process.
Any medical records, statements from the treating health care provider(s) or other
information that you would like the review organization to consider in its review.
If requesting an Expedited External Appeal, the Provider’s Certification Form.

A

p>]

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

Mailing Address:

New Hampshire Insurance Department
Attn: External Review Unit

21 South Fruit Street, Suite 14
Concord, NH 03301

NHID.EHR CG (v.Rev-2016.01)
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lited | . it
May be faxed to (603) 271-1406, or

e Sent by overnight carrier to the
Department’s mailing address.
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http://www.nh.gov/insurance)

What is the Standard External Appeal Process and Time Frame for receiving a Decision?
It may take up to 60 days for the Independent Review Organization (IRO) to issue a decision in

a Standard External Appeal.

« Within 7 business days after receiving your application form, the Insurance Department (the
Department) will complete a preliminary review of your application to determine whether
your request is complete and whether the case is eligible for external review.

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

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

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

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

U To request a “teleconference,” complete Section VII of the application form entitled
“Request for a Telephone Conference” or contact the Department no later than 10

da){ﬁ after receiving notice of the acceptance of the appeal.

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

What is an Expedited External Appeal?
Whereas a Standard External Appeal may take 60 days, Expedited External Appeal is available

for those persons who would be significantly harmed by having to wait. An applicant may
request expedited review by checking the appropriate box on the External Review Application
Form and by providing a Provider’s Certification Form, in which the treating provider attests
that in his/her medical opinion adherence to the time frame for standard review would seriously
jeopardize the patient’s life or health or would jeopardize the patient’s ability to regain
maximum function. Expedited reviews must be completed in 72 hours.

If the applicant is pursuing an internal appeal with the insurer and anticipates requesting an
Expedited External Appeal, please call the Department at 800-852-3416 to speak with a
consumer services officer, so that accommodations may be made to receive and process the
expedited request as quickly as possible.

Please note a patient has the right to request an Expedited External Appeal simultaneously with
the insurer’s Expedited Internal Appeal.
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What happens when the Independent Review Organization makes its decision?
+ If the appeal was an Expedited External Appeal, in most cases the applicantand

insurer will be notified of the IRO’s decision immediately by telephone or fax.
Written notification will follow.

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

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

Have a question or need assistance?

Staff at the Insurance Department is available to help.
Call 800-852-3416 to speak with a consumer services officer.
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The State of New Hampshire

Insurance Department

21 South Fruit Street, Suite 14; Concord, NH 03301
Tel.: (603) 271-2261 Fax: (603) 271-1406 TDD Access Relay NH: 1-800-735-2964

INDEPENDENT EXTERNAL REVIEW

Appealing a Denied Medical or Dental Claim

New Hampshire law gives individuals who are covered by fully-insured, health or dental
insurance plans the right to have a nationally-accredited, independent, medical review
organization (IRO), which is not affiliated with his/her health insurance company, review and
assess whether the company’s denial of a specific claim or requested service or treatment is
justified. These reviews are available when a recommended service or treatment is denied on
the basis that it does not meet the insurer’s requirements for medical necessity, appropriateness,
health care setting, level of care or effectiveness. This review is called Independent External
Appeal, External Health Review or simply External Review.

There is no cost to the patient for an external review.

To be eligible for Standard External Review, the patient must (1) have a fully-insured health
or dental insurance plan, (2) have completed the insurer’s internal appeal process, and (3) have
received a final denial of services from the insurer. A standard external review must be
submitted to the Insurance Department within 180 days of the insurance company’s final denial
and may take up to 60 days for the IRO to make its decision.

To be eligible for Expedited External Review, the patient must (1) have a fully-insured health
or dental insurance plan, and (2) the treating provider must certify that delaying treatment will
seriously jeopardize the life or health of the patient or will jeopardize the patient’s ability to
regain maximum function. IROs must complete expedited reviews within 72 hours. An
expedited external review may be requested and processed at the same time the patient pursues
an expedited internal appeal directly with the insurance company.

For more information about external reviews, see the Insurance Department’s Consumer Guide
to External Review, available at www.nh.gov/insurance, or call 800-852-3416 to speak with a
Consumer Services Officer.

Have a question or need assistance?

Staff at the Insurance Department is available to help.
Call 800-852-3416 to speak with a consumer services officer.
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SUBMITTING A REQUEST FOR EXTERNAL REVIEW

To request an external review, please provide the following documents to the New Hampshire
Insurance Department at the address below:

p2!

The enclosed, completed application form - signed and dated on page 6.
** The Department cannot process this application without the required signature(s) **

A photocopy of the front and back of the patient’s insurance card or other evidence that the
patient is insured by the health or dental insurance company named in the appeal.

A copy of the Health Insurance Company’s letter, denying the requested treatment orservice
at the final level of the company’s internal appeals process.

Any medical records, statements from the treating health care provider(s) or other
information that you would like the Independent Review Organization to consider inits
review.

If requesting an Expedited External Review, the treating Provider’s Certification Form.

v P

p~!

p!

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

Mailing Address:

New Hampshire Insurance Department
Attn: External Review Unit

21 South Fruit Street, Suite 14
Concord, NH 03301

Expedited External Review applications may be faxed to (603) 271-1406 or sent by
overnight carrier to the address above. If you wish to email the application
package, please call the Insurance Department at 1-800-852-3416.
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The State of New Hampshire

Insurance Department

21 South Fruit Street, Suite 14; Concord, NH 03301
Tel.: (603) 271-2261 Fax: (603) 271-1406 TDD Access Relay NH: 1-800-735-2964

EXTERNAL REVIEW APPLICATION FORM

Request for Independent External Appeal of a Denied Medical or Dental Claim

Section | — Applicant Information

Patient’s Name: Patient’s Date of Birth:
Applicant’s Name: Applicant’s Email:
Applicant’s Mailing Address:
City: State: Zip Code:
Applicant’s Phone Number(s): Daytime: ( ) Evening: ( )

Section 11 — Appointment of Authorized Representative

** Complete this section, only if someone else is representing the patient in this appeal **

You may represent yourself or you may ask another person, including your treating health care
provider, to act as your personal representative. You may revoke this authorization at any time.

| hereby authorize to pursue my appeal on my behalf.

Signature of Enrollee (or legal representative — Please specify relationshipor title) Date

Representative’s Mailing Address:

City:_State: Zip Code: __

Representative’s Phone Number(s): Daytime: ( ) Evening: ( )

() $8%(2 ! BD j



Section 11l - Insurance Plan Information

Member’s Name: Relationship to Patient:

Member’s Insurance ID #: Claim/Reference #:

Health Insurance Company’s Name:

Insurance Company’s Mailing Address:
City: State: Zip Code:

Insurance Company’s Phone Number: ( )

Name of Insurance Company representative handling appeal:

Is the member’s insurance plan provided by an employer? Yes No
1 Name of employer:

1 Employer’s Phone Number: ( )

1 Is the employer’s insurance plan self-funded? Yes* No

* If you are not certain, please check with your employer. Most self-funded plans are not eligible
for external review. However, some self-funded plans may provide external review, but may have
different procedures.

/ New Hampshire Premium Assistance Program \

Is the patient’s health insurance provided through the Medicaid Premium Assistance
Program, which is administered by the NH Department of Health and Human Services?

Yes No

If yes, please provide the Medicaid ID number & complete the following records
release:

Medicaid ID Number:

I, , hereby authorize the New Hampshire
Insurance Department to release my external review file to the New Hampshire
Department of Health and Human Services (DHHS), if | request a Medicaid Fair
Hearing following my independent external review. | understand that DHHS will

\ use this information to make a Fair Hearing determination and that the information/

will be held confidential.
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Section 1V — Information about the Patient’s Health Care Providers

Name of Primary Care Provider (PCP):
PCP’s Mailing Address:
City: State: Zip Code:

PCP’s Phone Number: ( )
Name of Treating Health Care Provider:

Provider’s clinical specialty:

Treating Provider’s Mailing Address:
City: State: Zip Code:

Treating Provider’s Phone Number: ( )

Section V — Health Care Decision in Dispute

Describe the health insurer company’s decision in your own words. Include any information
you have about the health care services, supplies or drugs being denied, including dates of
service or treatment and names of health care providers. Explain why you disagree.

Please attach the following:
1 Additional pages, if necessary;
1 Pertinent medical records;
1 If possible, a statement from the treating health care provider indicating why the disputed
service, supply, or drug is medically necessary.

Continued on next page
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Section VI — Expedited Review

** Complete this section, gnly if you would like to request expedited review **

The patient may request that the external review be handled on an expedited basis. To request
expedited review, the treating health care provider must complete the attached Provider
Certification Form, certifying that a delay would seriously jeopardize the life or health of the
patient or would jeopardize the patient’s ability to regain maximum function.

Do you request an expedited review? Yes No

Applications for Expedited External Review may be faxed to (603) 271-1406 or sent by
overnight carrier to the address on the top of this form. To email the appeal, please call
the Insurance Department at 1-800-852-3416 for additional instructions.
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Section VII — Request for a Telephone Conference

** Complete this section, gnly if you would like to request a telephone conference **

If the patient, the authorized representative or the treating health care provider would like to
discuss this case with the Independent Review Organization and the insurer in a telephone
conference, select “Yes” below and explain why you think it is important to be allowed to speak
about the case. If you do not request a telephone conference, the reviewer will base its decision
on the written information only. The request for a telephone conference will be granted only if
there is a good reason why the written information would not be sufficient.

** Telephone conferences often cannot be completed within the timeframe for expedited reviews **

Do you request a telephone conference? Yes No

My reason for requesting a phone conference is:
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V111 — Authorization and Release of Medical Records

I, , hereby request an external review and authorize
the patient’s insurance company and the patient’s health care providers to release all relevant
medical or treatment records to the Independent Review Organization (IRO) and the New
Hampshire Insurance Department. | understand that the IRO and the Department will use this
information to make a determination to either reverse or uphold the insurer’s denial. I also
understand that the information will be kept confidential. | further understand that neither the
Commissioner nor the IRO may authorize services in excess of those covered by the patient’s
health care plan. This release is valid for one year.

| ure of Enrollee (or legal representative — Please specify relationship or title) Date

/ Before submitting this application, please verify that you have ... \

A Completed all relevant sections of the External Review Application Form
1 If appointing an authorized representative, the patient must complete Section II.
1 If requesting an Expedited External Review, Section VI must be completed and
the Provider Certification Form must be submitted.
I If requesting a telephone conference, Section VIl must be completed.

A Signed and dated the External Review Application Form in Section VIII.

A Attached the following documents:

A photocopy of the front and back of the patient’s insurance card or other
evidence that the patient is insured by the health or dental insurance company
named in the appeal.

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

1 Any medical records, statements from the treating health care provider(s) or
other information that you would like the Independent Review Organization to
consider in its review.

{ Ifrequesting an Expedited External Review, the treating Provider’s Certification
Form.

\_ /
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The State of New Hampshire

Insurance Department

21 South Fruit Street, Suite 14; Concord, NH 03301
Tel.: (603) 271-2261 Fax: (603) 271-1406 TDD Access Relay NH: 1-800-735-2964

PROVIDER’S CERTIFICATION FORM

For Expedited Consideration of a Patient’s External Review

NOTE TO THE TREATING HEALTH CARE PROVIDER

The New Hampshire Insurance Department administers the external review process for all
fully-insured health and dental plans in New Hampshire. A patient may submit an application
for External Review, when his/her health or dental insurer has denied a health care service or
treatment, including a prescription, on the basis that the requested treatment or service does not
meet the insurer’s requirements for medical necessity, appropriateness, health care setting, level
of care or effectiveness.

The time frame for receiving a decision from an Independent Review Organization (IRO) for a
Standard External Review is up to 60 days. Expedited External Review is available, only if the
patient’s treating health care provider certifies that, in his/her professional judgment, adherence

to the time frame for standard review would seriously jeopardize the life or health thfe
covered person or would jeopardize the co
The time frame for receiving a decision from an IRO for an Expedited External Review is

within 72 hours. An Expedited External Review may be requested and processed at the same

time the patient pursues an Expedited Internal Appeal directly with the insurance company.

** Expedited External Review is not available, when services have already been rendered **

GENERAL INFORMATION

Name of Treating Health Care Provider:

Mailing Address:
City: State: Zip Code:

Phone Number: ( ) Fax Number: ( )

Email Address:

Licensure and Area of Clinical Specialty:

Name of Patient:
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PROVIDER CERTIFICATION

| hereby certify that | am a treating health care provider for

(hereafter referred to as “the patient”); that adherence to the time frame for conducting a
standard review of the patient’s external review would, in my professional judgment,
seriously jeopardize the life or health of the patient or would jeopardize the patient’s
ability to regain maximum function; and that for this reason, the patient’s appeal of the
denial by the patient’s health insurer of requested medical services should be processed
on an expedited basis.

| am aware that the Independent Review Organization (IRO) may need to contact me
during non-business hours for medical information and that a decision will be made by
the IRO within 72 hours of receiving this Expedited External Review request, regardless
of whether or not | provide medical information to the IRO.

During non-business hours | may be reached at: ( )

| certify that the above information is true and correct. | understand that | may be subject
to professional disciplinary action for making false statements.

Treating Health Care Provider’s Name (Please Print)

Signature Date
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New Hampshire Insurance Department

REQUEST FOR INDEPENDENT EXTERNAL APPEAL OF A HEALTH CARE DECISION '

ENROLLEE INFORMATION

Enrollee’s Name: Patient’s Name:
Mailing Address:

Phone Number: Daytime ( ) Evening ( )

Enrollee’s Insurance ID #: Insurance Claim/Reference #:

INFORMATION ABOUT YOUR EMPLOYER

Employer’s Name:

Employer’s Phone Number:

Is the insurance you have through your employer aself-funded plan? If you are not certain please
check with your employer. These types of plans are not eligible for external review.

INFORMATION ABOUT YOUR MANAGED CARE INSURANCE COVERAGE

Health Insurance Company’s Name:

Insurer Mailing Address:

Insurer Telephone Number: ( )

Person at Health Insurance Company Involved with Your Appeal:

INFORMATION ABOUT YOUR TREATING HEALTH CARE PROVIDER

Name of Health Care Provider:

Type of Provider: Medical Doctor Other (please specify):

Provider Mailing Address:

Provider Phone Number: ( )
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APPOINTMENT OF AUTHORIZED REPRESENTATIVE
(Fill out this section only if someone else will be representing you in this appeal.)

You can represent yourself, or you may ask another person, including your treating health care provider, to
act as your personal representative. You may revoke this authorization at any time.

| hereby authorize to pursue my appeal on my behalf.

Signature of Enrollee (or legal representative)* Date
*(Parent, Guardian, Conservator, or Other — Please Specify)

Address of Authorized Representative:

Phone Number: Daytime ( ) Evening ( )

REQUEST FOR A TELEPHONE CONFERENCE
(Fill out this section only if you would like to request a telephone conference.)

If you, your representative or your treating health care provider would like to discuss your case with the
independent review organization and your insurer in a telephone conference, check the box below and explain
why you think it is important to be allowed to speak about your case. If you do not request a telephone
conference, the reviewer will base its decision on the written information only. Your request for a telephone
conference will be granted only if there is a good reason why the written information would not be sufficient.

] Yes, | want a phone conference. My reason for requesting a phone conference is that

HEALTH CARE DECISION IN DISPUTE

Describe your health insurer’s decision in your own words. Include any information you have about the heath
care services, supplies or drugs being denied, including dates and names of health care providers. Explain
why you disagree with the insurer. Attach additional pages if necessary. Also attach pertinent medical
records and (if possible) a statement from your treating health care provider indicating why the disputed
service, supply, or drug is medically necessary.




EXPEDITED REVIEW

You may request that your external appeal be handled on an expedited basis. To complete this request, your
treating health care provider must fill out the attached form stating that a delay would seriously jeopardize the
life or health of the patient or would jeopardize the patient’s ability to regain maximum function.

Is this a request for an expedited appeal? Yes No

REQUEST FOR EXTERNAL REVIEW AND RELEASE OF MEDICAL RECORDS

l, , hereby request an external appeal and authorizemy insurance
company and my health care providers to release all relevant medical or treatment records to the independent
review organization and the New Hampshire Insurance Department. | understand that the independent review
organization and the Insurance Department will use this information to make a determination on my appeal
and that the information will be kept confidential and not be released to anyone else. | understand that neither
the Commissioner nor the external appeal entity may authorize services in excess of those covered by my
health care plan. This release is valid for one year.

Signature of Enrollee (or legal representative)* Date
*(Parent, Guardian, Conservator, or Other — Please Specify)

WHAT TO SEND AND WHERE TO SEND IT
This completed application form signed and dated (see section above).

A copy of the letter from your health insurer denying your request at the second and final level of
their internal appeals process.

A photocopy of your insurance card or other evidence that you are insured by the health insurance
company named in this application.

A copy of your certificate of coverage or your insurance policy benefit booklet, which lists your
benefits.

] Any medical records, statements from your treating health care providers or other information that
you would like the independent review organization to consider in reviewing your case.

OO0 d

Call the Insurance Department at 800-852-3416 or 271-2261 if you need help with this application or if you
do not have one or more of the above items and would like information on alternative ways to complete your
request for independent external review.

If you are requesting a standard review, send all paperwork to:

Independent External Review

New Hampshire Insurance Department
21 South Fruit Street, Suite 14
Concord, NH 03301

If you are requesting an expedited review, call the Insurance Department before sending your
paperwork, and you will receive instructions on the quickest way to submit the application and
supporting information.



New Hampshire Insurance Department

CERTIFICATION OF TREATING HEALTH CARE PROVIDER
FOR EXPEDITED CONSIDERATION OF A PATIENT’S EXTERNAL APPEAL

NOTE TO THE TREATING HEALTH CARE PROVIDER:

Patients can request an independent external appeal when a managed care insurer has denied a health care service, supply or
drug on the basis of a utilization review determination that the requested service, supply or drug does not meet the insurer’s
requirements for medical necessity, appropriateness, health care setting, level of care or effectiveness. The New Hampshire
Insurance Department oversees external appeals. The standard process for handling external review can take up to 52 days.
Expedited review is available only if the patient’s treating health care provider certifies that adherence to the time frame for
standard review would seriously jeopardize the life or health of the covered person or would jeopardize the covered person’s
ability to regain maximum function. Expedited review must be completed in at most 72 hours. This form is for the purpose
of providing the certification necessary to trigger expedited review.

GENERAL INFORMATION:

Name of Treating Health Care Provider:
Mailing Address:

Phone Number:  ( ) Fax Number: ( )

Licensure and Area of Clinical Specialty:

Name of Patient:

Patient’s Health Insurer Member ID #:

CERTIFICATION:

I hereby certify that: | am a treating health care provider for (hereafter
referred to as “the patient”); that adherence to the time frame for conducting a standard review of the patient’s external
appeal would, in my professional judgement, seriously jeopardize the life or health of the patient or would jeopardize the
patient’s ability to regain maximum function; and that, for this reason, the patient’s appeal of the denial by the patient’s
health insurer of requested medical services should be processed on an expedited basis.

Ireatlng Health Care Provider’s Name (Please Print)

Signature Date



