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About This Coverage Manual

Contract

This coverage manual describes your rights and responsibilities under your group health plan.
You and your covered dependents have the right to request a copy of this coverage manual, at no
cost to you, by contacting the University of lowa.

Please note: The University of lowa has the authority to terminate, amend, or modify the
coverage described in this coverage manual at any time. Any amendment or modification will be
in writing and will be as binding as this coverage manual. If your contract is terminated, you
may not receive benefits.

Youshould familiarize yourself with the entire manual because it describes your benefits,
payment obligations, provider networks, claim processes, and other rights and responsibilities.

Charts

Some sections have charts, which provide a quick reference or summary but are not a complete
description of all details about a topic. A particular chart may not describe some significant
factorsthat would help determine your coverage, payments, or other responsibilities. It is
important for youto look up details and not to rely only upona chart. It is also important to
follow any references to other parts of the manual. (References tell youto “see” a section or
subject heading, such as, “See Details — Covered and Not Covered.” References may also include
a page number.)

Complete Information

Very often, complete information on a subject requires you to consult more than one section of
the manual. For instance, most information on coverage will be found in these sections:

m  Ata Glance — Covered and Not Covered
m Details — Covered and Not Covered
m  General Conditions of Coverage, Exclusions, and Limitations

However, coverage might be affected also by your choice of provider (informationin the
Choosing a Provider section), certain notification requirements if applicable to your group
health plan (the Notification Requirements and Care Coordination section), and considerations
of eligibility (the Coverage Eligibility and Effective Date section).

Even if a serviceis listed as covered, benefits might not be available in certain situations, and
even if a service is not specifically described as being excluded, it might not be covered.

Read Thoroughly

You can use your group health plan to the best advantage by learning how this document is
organized and how sections are related to each other. And whenever youlook up a particular
topic, follow any references, and read thoroughly.

Your coverage includes many services, treatments, supplies, devices, and drugs. Throughout the
coverage manual, the words services or supplies refer to any services, treatments, supplies,
devices, or drugs, as applicable in the context, that may be used to diagnose or treat a condition.

Questions

If you have questions about your group health plan, or are unsure whether a particular service or
supply is covered, call the Customer Service number on your ID card.
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1. What You Pay

This sectionis intended to provide you with an overview of your payment obligations under this
group health plan. This section is not intended to be and does not constitute a complete
description of your payment obligations. To understand your complete payment obligations you
must become familiar with this entire coverage manual, especially the Factors Affecting What
You Pay and Choosing a Provider sections.

Provider Network

Under the medical benefits of this plan, your network of providers consists of UIGRADCare
Providers and select services from Wellmark Blue HMOSM Providers. All other providers are not
in your network. Which provider type you choose will affect what you pay.

Generally, you are only covered for services received from UIGRADCare Providers or select
services from Wellmark Blue HMO Providers; however, you may be covered for services
received from Participating Providers only in the case of an emergency, accidental injury, guest
membership, or approved referrals. You may be covered for services received from Out -of-
Network Providersin the case of an emergency, accidental injury, or approved Out-of-Network
referrals.

Care Manager. These providers participate with the UIGRADCare network. Throughout this
coverage manual we will refer to these providers as care managers. It is usually to your
advantage to visit your care manager for most covered services. If your care manager is unable
to diagnose or treat your condition, he or she may refer you to another UIGRADCare Clinicor
UIGRADCare Provider.

UIGRADCare Network Providers. These providers participate with the UIGRADCare
network. The UIGRADCare network is comprised of primary care physicians, advanced
registered nurse practitioners, certified nurse midwives, and specialists at the University of lowa
Hospitals and Clinics (UTHC), Student Health & Wellness, and other UI Health Carelocations.
Throughout this coverage manual we will refer to these providers as “UIGRADCare Network
Providers.” Benefits for most covered services are available only when received from
UIGRADCare Network Providers. For alist of UIGRADCare Network Providers, call the
Customer Service number on your ID card or visit myWellmark.com.

Wellmark Blue HMO Providers. These providers participate with the Wellmark Blue HMO
network. Generally, you are only covered for services received from Wellmark Blue HMO
Providers for audiology, chiropracticservices, home health, home infusion therapy,
home/durable medical equipment, hospice, mental health and chemical dependency treatment,
occupational therapy, optometry, physical therapy, podiatry and speech therapy orin case of
emergency or approved referrals.

Participating Providers. These providers participate with a Blue Cross and/or Blue Shield
Plan, but not with the Wellmark Blue HMO network. Generally, you are only covered for
services received from Participating Providers in case of emergency, accidental injury, guest
membership, or approved referrals.

Out-of-Network Providers. Out-of-Network Providers do not participate with UIGRADCare
or the Wellmark Blue HMO network or any other Blue Cross and/or Blue Shield Plan. Generally,
you are only covered for services received from Out-of-Network Providers in case of emergency,
accidental injury, or approved Out-of-Network referrals.

Form Number: Wellmark IA Grp/WYP_ 0122 3 98A 423



What You Pay

Payment Summary

This chart summarizes your payment responsibilities. It is only intended to provide you with an
overview of your payment obligations. It is important that you read this entire section and not
just rely on this chart for your payment obligations.

You Pay

EmergencyRoom Copayment
$50

Inpatient Copayment

$125

Office Visit Copayment

$10

Other Copayment

$10

Telehealth Services Copayment

$10 for covered telehealth services.

Urgent Care Center Copayment

$10 for covered services received from UIGRADCare Network Providers in lowa
classified by Wellmark as Urgent Care Centers.t

Coinsurance

10%

10% for hospital grade breast pumps.

50% for inpatient and outpatient treatment of mental health conditions and chemical

dependency when received from Participatingand Out-of-Network providers.

Out-of-Pocket Maximum

$1,000 per person

$1,700 (maximum) per family*
*Family amounts are reached fromamounts accumulated on behalf of any combination of covered family members.
tFor alist of lowa facilities classified by Wellmark as Urgent Care Centers, please see myWellmark.com.

Prescription Drugs

You Payt
Coinsurance or Copayment
25% or $7, whichever is greater.
10% for pharmacy durable medical equipment devices.
Out-of-Pocket Maximum
$1,000 per person
$1,700 (maximum) per family*
*Family amounts are reached fromamounts accumulated on behalf of any combination of covered family members.

tYou pay the entire cost if you purchase a drug or pharmacy durable medical equipment device that is not on the Wellmark Blue
Rx Complete Drug List. See Wellmark Blue Rx Complete Drug List, page 32.

Prescription Maximums

Generally, there is a maximum days' supply of medication you may receive in a single
prescription. However, exceptions may be made for certain prescriptions packaged in a dose
exceeding the maximum days' supply covered under your Blue Rx Complete prescription drug
benefits. To determine if this exception applies to your prescription, call the Customer Service
number on your ID card.

Your payment obligations may be determined by the quantity of medication you purchase.
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What You Pay

Payment

100 day retail

Payment per days' supply:

1 copayment or coinsurance, as applicable, for 34 day supply

2 copayments or coinsurance, as applicable, for 68 day supply
3 copayments or coinsurance, as applicable, for 100 day supply

100 day mail order

Payment per days' supply:

1 copayment or coinsurance, as applicable, for 34 day supply

2 copayments or coinsurance, as applicable, for 68 day supply
3 copayments or coinsurance, as applicable, for 100 day supply

180 days for oral contraceptives, estrogen, and amoxicillin

6 copayments or coinsurance, as applicable, for 180 day supply
365 days for Retin-A (tretinion)

12 copayments or coinsurance, as applicable, for 365 day supply

Payment Details

Related office services are subject to

Copa ent coinsurance and not this copayment.
pay

This isa fixed dolle.lr amour}t that you pay Other Copayment.

each time youreceive certain covered

services. The other copayment:

Emergency Room Copayment. m applies to allergy treatment only

The emergency room copayment:

applies to emergency room services.
is followed by coinsurance.

is taken once per visit.

is waived if you are admitted as an
inpatient of a facility immediately
following emergency room services.

Inpatient Services Copayment.

The inpatient services copayment:

m applies to inpatient services received
from UIGRADCare facilities.

m isfollowed by coinsurance.

m istakenonce per day. "
Related practitioner services in an inpatient

setting are subject to coinsurance and not -
this copayment.

Office Visit Copayment.
The office visit copayment:

m applies to the office exam only.
m istakenonce per practitioner per date of
service.

Form Number: Wellmark IA Grp/WYP_ 0122 5

(excludes allergy testing), office billed
manipulations without an office exam
on the same date of service, routine
hearing examinations, and routine
vision examinations. Office exams are
subject to a separate office visit
copayment.

is taken once per practitioner per date of
service.

Related facility services are subject to
coinsurance and not this copayment.

Telehealth Services Copayment.

The telehealth services copayment:

applies to covered telehealth services
received from Network practitioners.

is taken once per practitioner per date of
service.

98A 423



What You Pay

Urgent Care Center Copayment.
The urgent care center copayment:

m applies to the exam only received from:
— UIGRADCare Network Providersin
Iowa classified by Wellmark as
Urgent Care Centers.

m istakenonce per provider per date of
service.
Please note: If you receive care at a facility
in Iowa thatis not classified by Wellmark as
an Urgent Care Center, youmay be
responsible for your deductible and
coinsurance (as applicable)instead of the
urgent care center copayment. Therefore,
before receiving any urgent care services,
youshould determine if the facility is
classified by Wellmark as an Urgent Care
Center. See the Wellmark Provider
Directory at my Wellmark.com.

Related urgent care services are subject to
coinsurance and not this copayment.

Copayment amount(s) are waived for some
services. See Waived Payment Obligations
laterin this section.

Coinsurance

Coinsurance is an amount you pay for
certain covered services. Coinsurance is
calculated by multiplying the fixed
percentage(s) shown earlier in this section
by either Wellmark’s payment arrangement
amount or by the amount charged fora
service. The calculation method differs
depending on the service you receive, the
contracting status of the provider and/or
the state where you receive services. For
details, see How Coinsurance is Calculated,
page 57. Coinsurance amounts apply after
youmeet any applicable copayments.

Coinsurance amounts are waived for some
services. See Waived Payment Obligations
later in this section.

Out-of-Pocket Maximum

The out-of-pocket maximumis the
maximum amount you pay, out of your
pocket, for most covered servicesin a

98A 423

benefit year. Many amounts you pay for
covered services during a benefit year
accumulate toward the out-of-pocket
maximum. These amounts include:

m Coinsurance.

m  Emergency room copayments.
Inpatient copayments.

Office visit copayments.

Other copayments.

Telehealth services copayments.

Urgent care center copayments.

The family out-of-pocket maximumis
reached from applicable amounts paid on
behalf of any combination of covered family
members.

However, certain amounts do not apply
toward your out-of-pocket maximum.

= Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and
Limitations, page 35.

m Difference in cost between the provider’s
amount charged and our maximum
allowable fee when you receive services
from an Out-of-Network Provider.

m Differencein cost between the generic
drug and the brand name drug when
you purchase a brand name drug that
has an FDA-approved “A”-rated
medically appropriate generic
equivalent.

These amounts continue even after you have

met your out-of-pocket maximum.

When the No Surprises Act applies,
amounts you pay for items and services will
accumulate toward your out-of-pocket
maximum and you may not be billed for
more than the amount youwould pay if the
services had been provided by a
Participating Provider. The No Surprises
Act typically applies to emergency services
at an Out-of-Network facility, non-
emergency items and services from Out-of-
Network Providers at certain participating
facilities, and air ambulance services.

Form Number: Wellmark IA Grp/WYP_ 0122



What You Pay

Benefits Maximums

Benefits maximums are the maximum
benefit amounts that each memberis
eligible to receive.

Benefits maximums that apply per benefit
year or per lifetime are reached from
benefits accumulated under this group
health plan and any prior group health
plans sponsored by the University of lowa
and administered by Wellmark Health Plan
of Iowa, Inc.

Waived Payment Obligations

No Surprises Act

When the No Surprises Act applies, the
amount you pay will be determined in
accordance with the Act and you may not be
billed for more than the amount you would
pay if the services had been provided by a
Participating Provider. The No Surprises
Act typically applies to emergency services
at an Out-of-Network facility, non-
emergency items and services from Out-of-
Network Providers at certain participating
facilities, and air ambulance services.

Tounderstand your complete payment obligations you must become familiar with this entire
coverage manual. Most information on coverage and benefits maximums will be found in the At
a Glance — Covered and Not Covered and Details — Covered and Not Covered sections.

Some payment obligations are waived for the following covered services.

Covered Service Payment
Obligation
Waived

Breast pumps (manual or electric) purchased froma covered Coinsurance

home/durable medical equipment provider. Copayment

Please note: When hospital-grade breast pumps are purchased from

a covered home/durable medical equipment provider, only copayment

is waived.

Breastfeeding support, supplies, and one-on-one lactation consultant Coinsurance

services, including counseling and education, during pregnancy and/or Copayment

the duration of breastfeeding.

Contraceptive medical devices, such as intrauterine devices and Coinsurance

diaphragms. Copayment

Immunizations received from UIGRADCare or Wellmark Blue HMO Coinsurance

network providers.

Implanted and injected contraceptives. Coinsurance
Copayment

Independent laboratory services. Copayment

Independent laboratory services for treatment of mental health Coinsurance

conditions and chemical dependency received from UIGRADCare or Copayment

Wellmark Blue HMO network providers.

Medical evaluations and counseling for nicotine dependence per U.S. Coinsurance

Preventive Services Task Force (USPSTF) guidelines. Copayment

Form Number: Wellmark IA Grp/WYP_ 0122 7
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What You Pay

Covered Service Payment
Obligation
Waived
Mental health conditions and chemical dependency treatment — office Coinsurance
services received from UIGRADCare or Wellmark Blue HMO network Copayment
providers.
Newborn’sinitial hospitalization, when considered normal newborn Copayment
care — facility services.
Online digital evaluation services. Coinsurance
Copayment
Physician services related to maternity care and outpatient maternity Coinsurance
received from University of lowa Hospitals and Clinics.
Postpartum home visit (one).** Coinsurance
Preventive care, items, and services* as follows: Coinsurance
m Items orservices with an “A” or “B” rating in the current Copayment
recommendations of the United States Preventive Services Task
Force (USPSTF);
m Immunizations as recommended by the Advisory Committee on
Immunization Practices of the Centers for Disease Control and
Prevention (ACIP);
m Preventive care and screenings for infants, children, and
adolescents provided for in guidelines supported by the Health
Resources and Services Administration (HRSA); and
m Preventive care and screenings for women provided for in
guidelines supported by the HRSA. ***
Services subject to office visit copayment amounts. Coinsurance
Services subject to other copayment amounts. Coinsurance
Services subject to telehealth services copayment amounts. Coinsurance
Services subject to urgent care center copayment amounts. Coinsurance
Vision examination (routine) received from University of lowa Coinsurance
Hospitalsand Clinics. Copayment
Voluntary sterilization for female members. Coinsurance
Copayment

*A complete list of recommendations and guidelines related to preventive services can be found at
www.healthcare.gov. Recommended preventive services are subject to change and are subject to medical
management. USPSTF “A” and “B” recommendations will be implemented no later than the firstplan year that begins
on or after the date that is one year after the USPSTF recommendations are issued. A USPSTF recommendationis
considered to be issuedon the lastday of the month on which it publishes or otherwise releases the
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What You Pay

recommendation. Waived Payment Obligations will be effective following implementation of the USPSTF

recommendation.

**Ifyou have a newborn child, but you do not add that childto your coverage, your newborn childmay be added to
your coverage solely for the purpose of administering benefits for the newborn during the first48 hours following a
vaginal delivery or 96 hours following a cesarean delivery. If that occurs, a separate coinsurance may be applied to
your newborn child unless your coverage specifically waives the coinsurance for your newborn child. If the newborn
is added to or covered by and receives benefits under another plan, benefits will not be provided under this plan.
***Digital breasttomosynthesis (3D mammogram) may be subject to coinsurance and copayments, as applicable.

Prescription Drugs

Copayment

Copayment is a fixed dollar amount you pay
each time certain covered prescriptions
subject to copayment are filled or refilled.

Coinsurance

Coinsurance is the amount you pay,
calculated using a fixed percentage of the
maximum allowable fee, each time certain
covered prescriptions subject to coinsurance
are filled or refilled.

You pay the entire cost if you purchase a
drug or pharmacy durable medical
equipment device thatis not on the
Wellmark Blue Rx Complete Drug List. See
Wellmark Blue Rx Complete Drug List,

page 32.

Out-of-Pocket Maximum

The out-of-pocket maximumis the
maximum you pay in a given benefit year
toward the following amounts:

m Coinsurance.

Form Number: Wellmark IA Grp/WYP_ 0122

m  Copayments.

The family out-of-pocket maximumis
reached from applicable amounts paid on
behalf of any combination of covered family
members.

However, certain amounts do not apply
toward your out-of-pocket maximum.

= Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and
Limitations, page 35.

m Differencein cost between the generic
drug and the brand name drug when
you purchase a brand name drug that
has an FDA-approved “A”-rated
medically appropriate generic
equivalent.

These amounts continue even after you have
met your out-of-pocket maximum.
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What You Pay

Waived Payment Obligations

To understand your complete payment obligations you must become familiar with this entire
coverage manual. Most information on coverage and benefits maximums will be found in the
Details — Covered and Not Covered section.

Some payment obligations are waived for the following covered drugs or services.

Covered Drug or Service Payment
Obligation
Waived

Generic contraceptive drugs and generic contraceptive drug delivery Coinsurance

devices (e.g., birth control patches). Copayment

Payment obligations are also waived if you purchase brand name
contraceptive drugs or brand name drug delivery devices when an
FDA-approved medically appropriate genericequivalent is not
available.

Payment obligations are not waived if you purchase brand name
contraceptive drugs or brand name contraceptive drug delivery devices
when an FDA-approved medically appropriate genericequivalent is
available.

Preventive items or services* as follows: Coinsurance

m Items orservices with an “A” or “B” rating in the current Copayment

recommendations of the United States Preventive Services Task
Force (USPSTF); and

m Immunizations as recommended by the Advisory Committee on
Immunization Practices of the Centers for Disease Control and
Prevention (ACIP).

Two smoking cessation attempts per calendar year, up to a 9o-days' Coinsurance
supply of covered drugs for each attempt, or a 180-days' supply total Copayment
per calendar year.

*A complete list of recommendations and guidelines related to preventive services can be found at
www.healthcare.gov. Recommended preventive items and services are subject to change and are subject to medical
management.
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2. At a Glance - Covered and Not Covered
 Medical |

Your coverage provides benefits for many services and supplies received from Network
Providers. There are also services for which this coverage does not provide benefits. The
following chart is provided for your convenience as a quick reference only. This chart is not
intended to be and doesnot constitute a complete description of all coverage details and factors
that determine whether a service is covered or not. All covered services are subject to the
contract terms and conditions contained throughout this coverage manual. Many of these terms
and conditions are contained in Details — Covered and Not Covered, page 15. To fully
understand which services are covered and which are not, you must become familiar with this
entire coverage manual. Please call us if you are unsure whether a particular service is covered
or not.

The headings in this chart provide the following information:

Category. Service categories are listed alphabetically and are repeated, with additional detailed
information, in Details — Covered and Not Covered.

Covered. The listed category is generally covered, but some restrictions may apply.
Not Covered. Thelisted category is generally not covered.

See Page. This column lists the page number in Details — Covered and Not Covered where
there is further information about the category.

Benefits Maximums. This column lists maximum benefit amounts that each member is
eligible to receive. Benefits maximums that apply per benefit year or per lifetime are reached
frombenefits accumulated under this group health plan and any prior group health plans
sponsored by the University of lowa and administered by Wellmark Health Plan of Iowa, Inc.

K=}
o
Category ol © % Benefits Maximums
(=] o [
ol 2|l »
Acupuncture Treatment o| 15
Allergy Testing and Treatment ® 15
Ambulance Services o 15
Anesthesia o 16
Autism Treatment L 16
Blood and Blood Administration o 16
Chemical Dependency Treatment L4 16
50 visits per benefit year for outpatient treatment received
outside the UIGRADCare and Wellmark Blue HMO networks.
This limit also includes treatment of mental health conditions.
Chemotherapy and Radiation Therapy o 17
Clinical Trials - Routine Care Associated | ® 17
with Clinical Trials
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At A Glance - Covered and Not Covered

©
o
5 . .
Category SR Benefits Maximums
o Z| »
Contraceptives o 17
Conversion Therapy o |17
Cosmetic Services |17
Counselingand Education Services o 17
Dental Treatment for Accidental Injury o 18
Dialysis o 19
Education Services for Diabetes and ® 19
Nutrition
Emergency Services ® 19
Fertility Services ® 19
Genetic Testing ° 19
Hearing Services L4 20
One routine hearing examination per benefit year.
Home Health Services ® 20
The daily benefit for short-term home skilled nursing services
will not exceed Wellmark’s daily maximum allowable fee for
skilled nursing facility services.
Home/Durable Medical Equipment ® 21
Hospice Services ® 21
15 days per lifetime for inpatient hospice respite care.
15 days per lifetime for outpatient hospice respite care.
Please note: Hospice respite care must be used in
increments of not more than five days at a time.
Hospitals and Facilities ° 21
lliness or Injury Services ® 22
Imaging and Laboratory Services ® 23
Infertility Treatment ol 23
Inhalation Therapy ® 23
Maternity Services ® 23
Medical and Surgical Supplies and ® 24
Personal Convenience Items
Medical Evacuation ® 24
Mental Health Services ® 24
50 visits per benefit year for outpatient treatment received
outside the UIGRADCare and Wellmark Blue HMO networks.
This limit also includes treatment of chemical dependency.
Motor Vehicles o125
Musculoskeletal Treatment ® 25
Nonmedical or Administrative Services o125
Nutritional and Dietary Supplements ® 25
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At A Glance - Covered and Not Covered

©
o
S . .
Category SR Benefits Maximums
o Z| »
Occupational Therapy ® 26
Orthotics (Foot) ® 26
Physical Therapy ® 26
Physicians and Practitioners 27
Advanced Registered Nurse ° 27
Practitioners
Audiologists ® 27
Chiropractors [ 27
Doctors of Osteopathy ® 27
Licensed Independent Social Workers | @ 27
Licensed Marriage and Family o 27
Therapists
Licensed Mental Health Counselors ) 27
Medical Doctors o 27
Occupational Therapists [ ) 27
Optometrists o 27
Oral Surgeons o 27
Physical Therapists ] 27
Physician Assistants o 27
Podiatrists ® 27
Psychologists ® 27
Speech and Hearing Practitioners at o 27
Wendell Johnson Clinic
Speech Pathologists [ ) 27
Prescription Drugs ® 27
Preventive Care ° 28
Prosthetic Devices ® 29
Reconstructive Surgery ® 29
Repatriation o 29
Self-Help Programs © 130
Sleep Apnea Treatment ® 30
Social Adjustment © 130
Speech Therapy ® 30
Surgery ® 30
Telehealth Services ° 30
Temporomandibular Joint Disorder ® 30
(TMD)
Transplants o 30
Travel or Lodging Costs S| 31

Form Number: Wellmark 1A Grp/AGC_ 0122
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At A Glance — Covered and Not Covered

©
5 o
©
o 3| § o
Category 2l 2| % | BenefitsMaximums
(] o D
o Z| »
Vision Services o 31
One routine vision examination per benefit year.
Wigs or Hairpieces o |31

Prescription Drugs

Please note: To determine if a drug is covered, you must consult the Wellmark Blue Rx
Complete Drug List. You are covered for drugs listed on the Wellmark Blue Rx Complete Drug
List. If a drug is not on the Wellmark Blue Rx Complete Drug List, it is not covered.

For details on drug coverage, druglimitations, and drug exclusions, see the next section, Details
— Covered and Not Covered.
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3. Details - Covered and Not Covered

All covered services or supplies listed in this section are subject to the general contract
provisions and limitations described in this coverage manual. Also see the section General
Conditions of Coverage, Exclusions, and Limitations, page 35. If a service or supply is not

specifically listed, do not assume it is covered.

Acupuncture Treatment

Not Covered: Acupuncture and
acupressure treatment.

Allergy Testing and
Treatment
Covered.

Ambulance Services
Covered:

m  Professional emergency air and ground
ambulance transportation to a hospital
in the surrounding area where your
ambulance transportation originates.

All of the following are required to
qualify for benefits:

— Theservices required to treat your
illness or injury are not available in
the facility where you are currently
receiving care if you are an inpatient
at a facility.

— Youare transported to the nearest
hospital in the UIGRADCare
network with adequate facilities to
treat your medical condition. In an
emergency situation, you should
seek care at the nearest appropriate
facility.

— Duringtransport, your medical
condition requires the services that
are provided only by an air or
ground ambulance that is
professionally staffed and specially
equipped for taking sick or injured
peopleto or froma health care
facility in an emergency.

Form Number: Wellmark IA Grp/DE_ 0122

— Theair or ground ambulance has the
necessary patient care equipment
and supplies to meet your needs.

— Your medical conditionrequires
immediate and rapid ambulance
transport.

— In additionto the preceding
requirements, for airambulance
servicesto be covered, all of the
following must be met:

m  Your medical conditionrequires
immediate and rapid air
ambulance transport that cannot
be provided by a ground
ambulance; or the point of pick
up is inaccessible by a land
vehicle.

m  Greatdistances, limited time
frames, or other obstacles are
involved in getting you to the
nearest hospital with appropriate
facilities for treatment.

m  Yourconditionis such that the
time needed to transport you by

land posesa threat to your
health.
When the No Surprises Act appliesto air
ambulance services, you cannot be billed for
the difference between the amount charged
and the total amount paid by us.

In an emergency situation, if you cannot
reasonably utilize a Network ambulance
service, covered services will be reimbursed
as though they were received froma
Network ambulance service. Whenreceiving
ground ambulance services, select a
provider who participates in your network
to avoid being responsible for any difference
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Details — Covered and Not Covered

between the billed charge and our
settlement amount.

m  Professional non-emergency ground
ambulance transportation to a hospital
or nursing facility in the surrounding
area where your ambulance
transportation originates.

All of the following are required to
qualify for benefits:

— Theservices required to treat your
illness orinjury are not available in
the facility where you are currently
receiving care.

— Youare transported to the nearest
hospital or nursing facility with
adequate facilities to treat your
medical condition.

— Duringtransport your medical
conditionrequires the services that
are provided only by a ground
ambulance that is professionally
staffed and specially equipped for
taking sick or injured people to or
froma health care facility.

— The ground ambulance has the
necessary patient care equipment
and supplies to meet your needs.

Not Covered:

m  Professional air or ground ambulance
transport from a facility capable of
treating your condition.

m  Professional ground ambulance
transport to or fromany location when
you are physically and m