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Your Guide to Quality Healthcare
Services and Healthier Living

Welcome to the Cleveland Clinic Residents and Fellows Employee Health Plan,
hereafter referred to as the “Health Benefit Program” (HBP). As a Health Benefit
Program member, you have access to some of the very best healthcare services
in the world. This Summary Plan Description (SPD) was developed to help you
understand the healthcare services and benefits available to you. It is updated
as necessary and is also available on our website at employeehealthplan.
clevelandclinic.org. My EHP Health Connection newsletters are also sent to
members informing them of any health plan updates throughout the year.

The Summary Plan Description is the health benefit program document. There
are no other documents to reference when determining health plan coverage.
We encourage you to take the time to read it carefully.

Begin with Section One: “Getting Started,” and then review the rest of the
SPD to find helpful information about:

* Medical and behavioral health benefits;

* Pharmacy benefit programs;

* Network providers;

* Medical and behavioral health case management;

* Pharmacy Management;

* The Third-Party Administrator and coordination of benefits;

* The Medicare prescription drug benefit and eligibility;

* Administrative and enrollment procedures; and

 Customer service.

Refer to the back of this booklet for detailed definitions of the terms used
throughout the SPD. If you have any questions, refer to the HBP Quick Reference

Guide on page 7 in Section One: “Getting Started” for appropriate phone numbers
and addresses.

This is your guide to quality healthcare services and healthier living. Quality health-
care is everybody’s responsibility. We encourage you to pursue a lifestyle of healthy
living. The HBP looks forward to assisting you with your healthcare needs.

My EHP Health Connection is a trademark of the Cleveland Clinic Foundation.


https://employeehealthplan.clevelandclinic.org/
https://employeehealthplan.clevelandclinic.org/

Table of Contents

SECTION ONE: GETTING STARTED

Cleveland Clinic Health Benefit Program MiSSION .........iiiueiiiiiiiii e
Coordination of BENEfits (COB) ....iivviiiiiiiiiiie e e e e e e e e e e et eeaaees
TWO-TIEr Provider NEEWOIK ... it e e e e e e e ees
Lol o 1Y T

Medical and Behavioral Health Benefit Program ..........ccccouiiiiiiiiiiice e

Prescription Drug Benefit Program ........ooovuiiiii e
HBP BeNefits SUMMIAIY . oiveiiii e e e e e e e e e e e e e e e e e eaaas
HBP Prescription Drug Benefit.........ciiiiii e
ACCUIate REISIIAtIONS ...ite it e e e e e
(O] T g FS T L1 o] = Ao o P
(070 00 g 0T Yo% o] A T o B T=T A ot S
EHP CuStomMEr SErVICE UNit.....eui i e e e e e et e e e e e et e e e eannnaa s
EHP Medical Management. .. ... ettt e e e et e e e e e e e et e e e e e ans
[ A gL O] o P T o= PP
HBP QUICK REEIENCE GUIAE ..vvveieeeeeii ettt e e e e e e e et e e e et e e e e e et e e e e eannn s

SECTION TWO: TIERED NETWORK OF PROVIDERS

SECTION THREE: HEALTH BENEFIT PROGRAM COVERAGE

Cleveland Clinic Health Benefit Program Benefits..........oviiiiiiiiiiii e,
CMS Medicare Guidelines on Ordering Tests for Family Members...........ccoiiiiiiiiiiiiieiiiiiieceeeenn,

EHP Medical Management

Utilization Management.......coouuii i
Precertification and Concurrent Review for Clinical Appropriateness..........ccceuviieeiiiiiiineeennnnn.
PrecertifiCation.......cooe e
Predetermination .. ... ... e

Member Responsibility for Precertification .............ooi oo
CONCUIMENT REVIBW ...ttt e e e eeeaae s

Member Responsibility for Concurrent REVIEW ..........oiiiiiiiiiiii e
Medical and Behavioral Health Services That Require Precertification...........ccc.ooooviiiiiiinnnnn.

All Inpatient HoSPItalizations ........cceuuuiiiiii e
OULPALIENT SEIVICES ...t e e

SPECIAI SEIVICES ..ttt e e et e
PharmaceULICAlS ....cooeee e e
Transition of Care (TOC) Coverage REQUESE ... oiiiieiiiiiiiiie e
Care Outside of Tier 1 Cleveland Clinic Network of Providers ............oocooiiiiiiiiiiniiiiieees
Coverage ClarifiCation ........... e e et aeaans
Behavioral HEalth SErVICES .........u it e e e
ADHD Summer Treatment Programi....... . oo e e
AULISM=-SPECITIC SBIVICES ...ttt ettt ettt e e et e e e e e et e e e e eeat e e e e eeannaeaaes
Psychological and Neuro-psychological TeStING.........viiiiiiiiieiei e
Residential Treatment .. ... .o et eaans
Transcranial Magnetic Stimulation (TMS) ......coiiiiiiiiie s



Table Of COﬂteﬂtS (continued)

SECTION THREE: HEALTH BENEFIT PROGRAM COVERAGE (continued)

Y =Ta o= BT Vo O UPPPRT 20
Fa Yoo ¥ g Tox (U (= PRSPPI 20
B LA Lo U T ={=T oV SPTPTT 20
010 ) a0 T/ 1= (- 1o = PSP 21
Breast Cancer Prevention COVEIAZE ... ... oi i et et e ettt e ettt e e e e et e e e e et e e e e eba e e et ettn e e e aenta e eeeeennnnns 21
Breast Feeding EQUIPMENT @Nd SUPPIIES ... eeeuuiiieiiii et ettt e e et e e et et e e e e eeta e e e e eenaneas 22
Breast RECONSIIUCTION ... e et e et e e e et et e e e e e et e e e e e e bt e e e e e esta e e e eeennnnns 22
(071 =1 = Tox S TN ==Y VT UPPPRTSPPPIN 22
(07 T (oo Tot 1 ToN 1= V] (o= ST SUPPPRTRSPPPIN 22
(07T T (o= I 14T | USSP 22
COMPIESSION STOCKINES ... ettt ettt ettt ettt e et e ettt oo e ettt oo e et te e e et et ta e e e et e bt n e e e e eeta e e e e e sann e e eeesban e eeaennn e aaaee 23
Contact Lenses and LENS FItHINGS .. .. ittt oo ettt e e e et et e e e e eeat e e e e e ettn e e aeeannnaaaaaes 23
CONTrACEPLIVE COVEIAZE ... eeetn ettt ettt ettt oottt oo ettt oo e ettt e e ettt ba e e e e e e bt e e e e e e e ta e e e e eeann e e eeesban e eeeennnnaaaaaes 24
Cosmetic Surgery Combined with Clinically ApPropriate SUIZEIY......uu oo e e 24
(070 TH T 0 (< (To BN T=T Vol TSP UTSPPPRTRSOPPIN 24
(OTT S (oo - | I O (U UPPPTTSPPPIN 24
Dental 25
D) o= T S €0 T B 1=Y s Y11 PP 25
Durable Medical EQUIPMENt (DIVIE) ... oottt e e e e ettt e e e e e e e e e et e e e e ate e e e e e e e e e e eeeeenennnnnnnn s 25
Emergency Services/Inpatient Notification/TranSTers ........... oo 25

o= =l T O 0 ) VA O = YT o TP 25

Notification and Transfers from a Non-Cleveland Clinic HOSPItal..........uuuiiiiiiii e 25
) =T = B =TT o oS P 26
FaAMIY PLANNING SEIVICES ...ttt ettt oo ettt e e e e ettt oo e et et e e e et eb e e e et e ta e e e e eettn s e eeaenba e eaeesnnnnns 26
GENELIC TESHING/COUNSEIING. ...ttt ettt ettt oo ettt e e e ettt e e e et ekt e e e e e e et e e e e esatn e e e eeetan e eeeennnnaaaaaes 26
[ oL 01U 26
[ L T T Y (o £ R SPTRTT 26
[ (0T o T TSP 26
([l T0T 122« o]0 LSS 27
(L) =T 1L TSP 27
[T a1 Y O T (T RSP 30
[N TToo] Al LA o] o otel I 07 =TT Ao S PP 30
ODSEIVALION STAYS ..ttt ettt e ettt e et e ettt e et et e e e e ettt e e ee et a e e ae et e e aeeann e aaaee 30
(0T g o] ot TP SUPPPTTRSPPPIN 30
[=To oA o o oz 0 o LTS 31
Pediatric TYPE 1 DIADELES ... et e ettt e e e e et e e et et e e e e eab e e e eeaa s 31
Y I N1 =4V =] (o To T ) I =11 1o = PR 31
e 1o YN U == oY TSP 31
Routine (Annual) Vision EXaMINATiON.........iieuuueeiiiii et e e ettt e e e e e e e e e et e e ettt e e e e e e e e e e eaeenannnnnnnn s 31
Spider VEINS and VAriCOSE VBINS. ...... ittt et e oo et e e ettt e e e ettt e e e e e e bt e e e e eeatn e eeeesan e aaeennnnaaaaes 31
SUITOZACY COVEIAEE. ... ettt ettt e ettt e e ettt oo etttk oo e etttk oo e ettt oo e et ta e e e e et ke e e e et eta o e e e eeaba e e eeesann e aeeesbnneeaeenanaaaaees 31
Temporomandibular Joint SYNArome (TIMU) . eeee e et e e e e e e e eat e e e e e et aeeeeeens 31
L1 T VR PP STPRTR 31

Rehabilitative — Occupational/PhySiCal/SPEECH ........ i e e 31

Habilitative — Occupational/PhySiCal/SPEECH ... .. e 31



Table Of COﬂteﬂtS (continued)

SECTION THREE: HEALTH BENEFIT PROGRAM COVERAGE (continued)

Medical Services (continued)

LTS g [T 1T VTt PRSPPI 31
L T0ES] o] = L0 PP STPPTR 32
VITTUL VISIT COVEIAZE ...t eeeetiie ettt ettt e e ettt e oo et et e e e e ettt e e e e eeh e e e e e tt e e e e e eba e eeeentn e eeeennnns 32
(07 R Y g Fo LT g aT=T o ST 32
Prescription Drug Benefit AdmINIStration ... ... oo e ettt e e et e e eaeaens 33
Prescription Drug Benefit Program OVEIVIEW ......c..uuu ittt e e e e e e et e e e e e et aeeeenanas 33
Understanding the EHP Prescription Drug FOrMUIAIY .......ue i 33
(11T Y e (o IOl o=t o g o) o 4 LSS 34
Cleveland Clinic Outpatient Pharmacies and Specialty/Home Delivery Pharmacy ............oiiiiiiiiiiiiiiiiie e 34
Cleveland Clinic Pharmacies, Specialty, or Home Delivery PRarmacy ...........ooieiiiiiiieiiiii et 34
Cleveland Clinic Pharmacies — Locations and Hours of Operation ............o.ui i 34
Cleveland Clinic Specialty/Home Delivery Pharmacy Ordering INStruCtionS ............iiiiiiiiiiiiiiii e 37
Advantages of Utilizing the Cleveland Clinic Outpatient Pharmacies and Home Delivery Pharmacy..........ccccooeeieiiiinnnenees 37
CVS Caremark Retail Pharmacy NETWOIK ..........uun et e e et e e e e et e e e eaan e eaaes 38
CVS Caremark Mail SEIVICE PrOGIAIM ... ... .ttt ettt e e e ettt e e e et et e e e e eeata e e eeeetnn s aaeennnnaaaaes 38
Prescription Drug Benefit GUIAEIINES ... . et e et e e e et e e e e et e e e et tb e e e eenta e eeeenens 38
[BD=To [0 1ox 1] o= TSP 38
Deductible and Out-0f-POCKET IMAXIMUM ....euuui e et e e et e e e e et e e e e e et e e e e e et e e e eenanas 38
(CTT o= ol 1V [T [ Tor= oo Tl o] o3 TSP 39
[ aoT TN g Lol g2 o PP 39
FOrmulary Failure REVIEW PrOCESS .......u ittt e e et e e e et e e et et e e e e enta e e e e eeannns 39
Pharmacy Benefits Coverage ClarifiCation ..........oo.uu it e et e eaea s 40
Pharmacy Management PrOZIamS ... ... .ottt et e et e e e ettt e e e e et et e e e e et e e e e e ta e e e ee et e e e eaenans 42
Mandatory Maintenance DrUZ PrOZIam........uu ittt e et e e ettt e e e e et e e e e e ata e e e aeeba e e e e eenannas 42
Medications Limited by Provider SPECIAITY .......oiieii et e et e e e et 42
(O Uy Y =LY T4 SRR 42
T o] L 1 o= = Vo o TP UPPPTTSPPPIN 42
NGO N T =T o)V e o= (= Yo o TSSO PRTRSPPPIN 43
Specialty DrUg Benefit ... .o e e ettt e e e et a e e e et aeeaaa e aae 43
PrudentRx Solution for Specialty MediCationS ..........iiiiiiiii e e e et e e e e 43
Specialty Drug Copay Card ASSISTANCE PrOSIAIM .......couuui ittt e e et e e e et et e e e e eett e e e e eennnaaaaes 44
Prescription Drug Benefit EXCIUSIONS ... .o ettt ettt e e e ettt e e e e e et e e e ettt e e e e e tt e e e eeatn e eeeenens 44
Prescription Drug Coverage UNAEr MEAICAIE ... ..ceeuuu ettt e et e e e et e e e et et e e e e e at e e e e e et e eeeenens 45
Income Related Monthly Adjustment AmMounts (IRMAA) ... i et e e e e e e e aeaens 46
Cleveland Clinic Health Benefit Program Coverage EXCIUSIONS ......ccceuuuiiiiiiii e e s 46
(CTT o= = I o ol [ ] o g T UOPPRTRSPPPIN 46
MediCal COVEIAZE EXCIUSIONS ... .. ettt e ettt ettt e ettt e e et et e e et e et e e e e et b e e e e e e ba e e e eettn e e e e eesba e e aeeennnnns 47
Behavioral Health Coverage EXCIUSIONS. .......u. et e et e e e et e e et e tb e e e e e et e e e e eeannas 48
Prescription Drug Benefit EXCIUSIONS ......oiiuie ettt e e et e e e et e e e e e et e e e e enta e e e e eenannas 49



Table Of COﬂteﬂtS (continued)

SECTION FOUR: THIRD-PARTY ADMINISTRATOR — AETNA

Cleveland Clinic Health Benefit Program, Third-Party Administrator (TPA) AetNa........coviiuiiiiiiiiee e 50
Coordination of BENEFItS (COB) ...iiiiiiiiiiiiiiiiie et e e e e e ettt s e e e e e e e e ettt s e e e e e e e e eeeeeeeae et s e e e e e e e e eeeeesssssennnnaaeaaeeeeeeeeennes 50
Process for Determining Which Health Plan IS Primary........iceiiiii i e e 50
HOW the TPA Pays @S PriMary ....iiu ettt e e e e et e e e e e e e et e e et e e st e e et e e s et e e et eeranaeeees 51
HOW the TPA Pays @S SECONTAIY ...uuuiiiuiieiii et e et e e e e e e e et e et e e et e e e et e e e e e e et e e st e e et e e s s e e et e eeaaeeetn e esanaeeees 51
Enforcement of Coordination of Benefits (COB) PrOVISION ......civiuiieieeiiiie e e e e e e e e e e e e eaen s 51
Lo Lot Yo = )Y =T 1 PSPPI 52
T ) oY (=T 01T A PSPPI 52
(O7oTo T (o T TaF=Ya [ T DI oV (PR 52
AT S o g o T=T =Yoo I ST 52
(O3 T aFS I L) 0 a1 Ao o P 52
Understanding your Explanation of Benefits (EOB) Statement ..........covuuiiiiiiiiiie e 53
SECTION FIVE: ADMINISTRATIVE INFORMATION
THE RIS ATION PrOCESS .. ittt ettt et et e et e e e e e et e e e et e et e et e et e et e et e ea e et eetneeannns 55
o =] o1 1 2 R UPPPTP 55
Eligibility Under the Affordable Care ACT ... ... e e e e e eans 55
(010 = = (SN O o)1 0] 4 PP P TP 56
Dependents ElGIDIE fOr COVEIAZE .. ... e et e e e e e et e e e et e et e e e et e e e eneenns 56
Dependent Elgibility VerifiCation . ..... oo e e e e e e e e e 56
Health Benefit ENFOIIMENT PrOCESS ....iiui ittt et e e e e e e et e e et e e e e e e e et n e e st e e et s e eaanaeeaes 57
COVEIAZE-ETfECTIVE DAl e ii i e et e e e e e aaas 57
(010 (= a1 = ] ][0 V=TSSP PTPP 58
g a] o1 (o) O ) 1 ¢ o1V o] oI PSPPSR 58
Benefit Program [dentification Card ...........ccouiiiiiiii et e e e e e e e a e e 58
[ Y= oL O g F= Y gV PPN 59
CONTINUATION OF COVEIAEE ..n ittt et e e e e e e e e et e e e e e e e e et e e e e e e aa e e aa et ean e eneesaeenns 59
Qualifying Events: Who, When, and for HOW LONG .......iiiiiiii ettt e e e e e aan e 60
Retirement and Medicare ENrOIIMENT .....ooun i e et et e e e et e e et e e e aaes 61
Medical Leave/Disability STATUS .......uiiuii e e e e e e e e aans 61
[ 1Y o) Y 0= oo PSPPI 61
TrMINATION Of COVEIAEE . .. ettt et et et et e e e e e e e e et e et e et e et e et e et e et e et e et e eanesaneetneeannns 61
SECTION SIX: HBP MEMBERS’ RIGHTS AND RESPONSIBILITIES
Benefit Determination fOr ClaimS. .. ... i et e e e e e et e e et e e et e e e e e et e e e et e e e et e e et e e et e eeaaneeanes 62
(07T a T T L 0= T (=T O = Y1 PP 62
LT 1TV 61T 01 1T 1 PSP 63
(O3 YT o I O =Y [ 4 PSP 63
Benefit DetermMiNation NOTICES ....iiuu it oo e et e e et e e e e e e e ettt e e e e e e e et e e e e e e et neeaanaeanes 63
1T == 0o Ta ] o] -1 1 O UPPPRT 63
LA o LT oo UPUPRTRSPPIIN 64
(LT a7 ==V I o] o == | TSP 64
TWO Level Mandatory APPEAI PrOCESS ... ... ittt e e e et e e e et et e e e e e et e e e e eaa e e e eenba e eeeeeans 65
(017 0= T Y o] o= | TP 65
Pre-Service Claim APPEAI ... .. ..ot e et e e e et e e et e e e eaa e aae 65
POSt-Service Claim APPEAL ... et e et e e et e et et e e e et e e e eaa e aae 65

vi



Table Of COﬂteﬂtS (continued)

SECTION SIX: HBP MEMBERS’ RIGHTS AND RESPONSIBILITIES (continued)

APPEAI DENIAI INOLICES ...ttt e ettt e e e ettt e e ettt e e e et et e e e e e tt e e e eeeba e e e eeabn e e eeeennnns 66
N LTolola o =Y =T o) Y o] o 1= | ST UPPPTTSRPPIN 66
Time Periods for Making DecCiSion 0N APPEAIS ......cieuuueeeiiii et e e e e et e e e e e et e e e e e et e e e e e et e eeeenens 67
Reimbursement and Subrogation Rights Of the Plan ........... i 68
The Health Insurance Portability and Accountability Act of 1996 (HIPAA).......ccoiiiiiii e 70
A Statement of Your Rights Under ERISA ... . et e et e e ettt e e e et et a e e e eaat e e e e enannaaaaes 71
[y (o) (T I o T T T o £ S PTP 71
AsSistance With YOUr QUESTIONS ...ttt e et e e e e et e e e ettt e e e e e et e e e e eba e e e eenbn e eeeeenens 71
ERISA ReqUIred INfOrMation . ... ettt oo ettt e e e ettt e e e e e e e e e e e e et e e e e e ta e e e eeatn e eeeenanns 72
SECTION SEVEN: TERMS AND DEFINITIONS
D= T a1 To T a0 N =Y 4 74
[N (=S PP PP 79

vii



Section One

GETTING STARTED

Cleveland Clinic Health Benefit Program Mission

To manage the Health Benefit Program (HBP) in a manner that is consistently customer-focused, quality-oriented, and fiscally
responsible.

This section of the Summary Plan Description (SPD) gives a brief overview of your covered health benefits and access to network
providers. It also summarizes your responsibilities to the Health Benefit Program.

Review this overview section of the SPD to familiarize yourself with the:
* Coordination of Benefits Process

* Two-Tiered Network of Providers

* Medical and Behavioral Health Coverage Summary

* Prescription Drug Benefit Summary

This section also addresses the importance of accurate registration, updating life event changes, claims processing information,
and customer service. A Quick Reference Guide is on page 7.

Coordination of Benefits (COB)

Coordination of Benefits (COB) is the process used to pay healthcare expenses when you or an eligible dependent is covered by
more than one healthcare insurance policy, including Medicare. The HBP is partnered with Aetna, our Third-Party Administrator
(TPA), to administer your health plan benefits and provide claims processing for healthcare services.

Aetna — our Third-Party Administrator (TPA) — partners with COB Smart®, and identifies EHP members who have other
insurance coverage. Aetna receives weekly files from COB Smart® with those EHP members matching other insurance and will
automatically update your record. This means less paperwork for most EHP members. Some smaller insurance companies may
not currently participate in COB Smart®. In these instances, you will be asked to complete the COB form. The form is available
on our website at clevelandclinic.org/healthplan and the instructions for completion are on the form.

Employees have one year to complete the COB process. After one year, claim payment will become the responsibility of the
member. For more information about Aetna and Coordination of Benefits, see Section Four of the Summary Plan Description
(SPD): “Third-Party Administrator (TPA) — Aetna”.

Two-Tier Provider Network

The Cleveland Clinic Quality Alliance (QA), including Cleveland Clinic owned and affiliated providers and specialties and the
Florida clinically integrated network is the Tier 1 provider network. The Tier 2 provider network consists of providers in the Aetna
Select Open Access network. Your EHP Identification (ID) card reflects these relationships. See Section Five: “Administrative
Information” for ID card details. As a HBP member, you can use any of the two provider tiers at anytime throughout the year.
However, to receive maximum coverage, you must use Tier 1 providers. See Section Two: “Tiered Network of Providers” for
explanations of both tiers and the benefits of each.

HBP Benefits

The HBP includes medical, behavioral, and prescription drug benefits. This comprehensive healthcare coverage is summarized in
the charts on the following pages.

Medical and Behavioral Health Benefit Program

The HBP Benefits Summary chart on pages 3 and 4 summarizes provider coverage for medical and behavioral health services,
and includes copay, deductible and out-of-pocket maximum information for each tier. NOTE: Copays are the responsibility of
the member and are due at the time services are rendered. The Health Benefit Program features include physician office visits,
hospital services, diagnostic services and emergency services, to name a few. Behavioral Health features include all services for
mental health and substance abuse.


http://www.clevelandclinic.org/healthplan

Prescription Drug Benefit Program

The Prescription Drug Benefit Summary chart on page 5 summarizes drug categories, lists prescription drug delivery options,
including Cleveland Clinic Pharmacies, and lists annual deductibles and co-insurance amounts.

The HBP Prescription Drug Benefit provides coverage for FDA-approved prescription drugs that are included in the Cleveland
Clinic HBP Prescription Drug Formulary. Medications are listed in the Formulary by both their brand and generic names.

Prescription drugs in the Formulary are categorized by Tier 1, Tier 2 and Tier 4 of the Prescription Drug Benefit (Tier 3 are Non-
Preferred Brands.) Following is a description of each:

Preferred Generic Medications Non-Specialty; (Tier 1) — The HBP supports and encourages the use of FDA-approved generic
equivalents that are as effective and safe as brand name products. Using generic medications delivers the same quality treatment
as brand name medications and is cost effective.

Preferred Brands Non-Specialty; (Tier 2) — FDA-approved brand name medications of proven therapeutic effectiveness and safety
considered essential for patient care and approved for inclusion in the Formulary.

Non-Preferred/Non-Formulary Brand and Generic Medications (Tier 3) — These are FDA-approved brand name medications that
are considered non-formulary and are therefore not included in the Formulary. Higher co-payments are charged for Non-Preferred
Brand and Generic Medication.

Specialty Brand/Generic Drugs (Tier 4) — These medications are only available through the Cleveland Clinic Specialty Pharmacy,
Cleveland Clinic Pharmacies or the CVS/specialty Pharmacy. Please note: The member may have higher out-of-pocket expenses if
they choose to obtain their specialty medications from CVS/caremark™.

In addition to reviewing the Benefits and Prescription Drug Benefit Summary charts, read Section Three: “Health Benefit Program
Coverage” in its entirety so that you have a thorough understanding of your medical, behavioral health, and prescription drug
benefits. More detailed information is addressed on HBP services, precertification guidelines, pharmacy programs, and options
for filling your prescription medications.

CVS/caremark is a trademark of CVSHealth Inc.



HBP Benefits Summary

TIER 1 TIER 2

Benefit Program Features Cleveland Clinic Quality Alliance and Florida Aetna Select
Clinically Integrated Networks Open Access Network

Annual Deductible
Single None $500
Family None $1,500
Out-of-Pocket Maximum
Single $3.950 $4,750
Family $7,900 $9,500
Medical Benefit Program Features
PCP Office Visit (Family Practice, Internal Medicine, o $25 copay, then 70% of Allowed
Gynecology, Obstetrics and Pediatrics) 1007% of Allowed Amount Amount (after deductible)
. - o $25 copay, then 70% of Allowed
PCP Virtual Visits 100% of Allowed Amount Amount (after deductible)
e 100% of Allowed Amount after $35 copay $50 copay, then 70% of
Specialist Office Visits (no referral required) Allowed Amount (after deductible)
v - 0 $50 copay, then 70% of
Specialist Virtual Visits 100% of Allowed Amount after $35 copay Allowed Amount (after deductible)

. $350 copay/admission, then 100% of $350 copay/admission, then 70% of
Maternity Care Allowed Amount Allowed Amount (after deductible)
Routine (Annual) Physical Exam by 100% of Allowed Amount Not Covered
Primary Care Physician
Routine (Annual) Vision Exam 100% of Allowed Amount after $35 copay Not Covered

. . " $350 copay/admission, then 100% of $350 copay/admissions, then 70% of
Inpatient Hospital Services Allowed Amount Allowed Amount (after deductible)
Outpatient Hospital Services 100% of Allowed Amount 70% of Allowed Amount (after deductible)
Radiology — 100% of Allowed Amount 70% of Allowed Amount (after deductible)
MRI/CT Scans (non-emergent)! $75 copay, then 100% of Allowed Amount $75 copay, then 70% of Allowed Amount

(after deductible)
Outpatient Surgery: Ambulatory surgery centers, hospital $75 copay, then 100% of Allowed Amount $75 copay, then 70% of Allowed Amount
and outpatient hospital locations (after deductible)
Laboratory/Diagnostic Tests 100% of Allowed Amount 70% of Allowed Amount (after deductible)
Emergency Department
Emergency Services 100% after $250 copay 100% after $250 copay
Urgent Care 100% after $50 copay 100% after $50 copay
Medical Supplies and Durable o 80% of Allowed Amount
Medical Equipment 80% of Allowed Amount (after deductible)
Skilled Nursing Care! $350 copay/admission, then 100% of $350 copay/admission, then 70% of
60 Days per Benefit Year Allowed Amount Allowed Amount (after deductible)
Acute Inpatient Rehab! $350 copay/admission, then 100% of
60 Days per Benefit Year Allowed Amount Not Covered
Long-Term Acute Care! $350 copay/admission, then 100% of
60 Days per Benefit Year Allowed Amount Not Covered
Hospice 100% of Allowed Amount 100% of Allowed Amount
Symptom Management 100% of Allowed Amount 100% of Allowed Amount
Respite Care 100% of Allowed Amount 100% of Allowed Amount

1

g'g'\'/‘l‘s’lt"se;;tthgﬁggt ear 100% of Allowed Amount 70% of Allowed Amount (after deductible)
Acupuncture o
Maximurn of 10 Visits/Benefit Year 100% of Allowed Amount after $35 copay Not Covered
Chiropractic o
Maximum of 10 Visits/Benefit Year 100% of Allowed Amount after $35 copay Not Covered

1. Precertification required.



HBP Benefits Summary (continued)

TIER 1 TIER 2
Medical Benefit Program Features Cleveland Clinic Quality Alliance and Florida Aetna Select
Clinically Integrated Networks Open Access Network

Therapy Services (Rehabilitative) 100% of Allowed Amount after a $10 copay. Not Covered

Occupational/Speech/Physical 30 Visits per Therapy per Calendar Year

Therapy Services (Habilitative)

Physical/Occupational/Speech Not Covered

Apraxia, Autism, Autism Spectrum Disorder, Cerebral 100% of Allowed Amount (No visit limitation)

Palsy, Developmental Delay and Spina Bifida

Family Planning (See Coverage Clarifications) 100% of Allowed Amount Not Covered

Voluntary Abortion 100% of Allowed Amount 100% of Allowed Amount

Infertility Treatment! 100% of Allowed Amount Not Covered

LTM: ($15,000 Medical, $6,000 Pharmacy)
A 50% of Charge up to $3,500/Ear —
4 ’

Hearing Aids Limited to one aid per Ear every 3 years Not Covered

Organ Transplant! 100% of Allowed Amount

Transplant Lifetime Maximum Unlimited Not Covered

Out-of-Pocket Maximum See previous page

Behavioral Health Benefit Program Features

Outpatient Coverage

Outpatient (OP Visits)? 100% of Allowed Amount 100% of Allowed Amount (after deductible)

Office Visits $35 copay, then 100% of Allowed Amount $50 copay, then 70% of Allowed Amount

(after deductible)
Psychological and Neuro-Psychological Testing?® 100% of Allowed Amount Not Covered
Outpatient Telemedicine/Virtual Consultation 100% of Allowed Amount 100% of Allowed Amount (after deductible)
. . $350 copay/admission, then 100% of $350 copay/admission, then 70% of

Inpatient Coverage Allowed Amount Allowed Amount (after deductible)

Intensive Outpatient (OP)! 100% of Allowed Amount 70% of Allowed Amount (after deductible)

Partial Hospitalization Programs (PHP)' 100% of Allowed Amount 70% of Allowed Amount (after deductible)

Residential Treatment! $350 copay/admission, then 100% of

Allowed Amount Not Covered

Transcranial Magnetic Stimulation (TMS)! 100% of Allowed Amount Not Covered
Copayments and co-insurance listed on this chart accumulate to your out-of-pocket maximum with the 3. Psychological and Neuro Psychological Testing: Up to eight hours testing are automatically covered without
exception of copayments for bariatric surgery and the Autism School. precertification. Neuro-Psychological Testing: Testing is covered in Tier 1 only, by trained Behavioral Health
1. Precertification required. Specialists.
2. The Outpatient coverage for the Behavioral Health Benefit Program includes any outpatient services provided 4. Hearing aids are only covered when provided by a Cleveland Clinic provider. There is no coverage for any other
by a behavioral health practitioner for chronic pain management, sleep disorder, aftercare groups for substance provider.
abuse, and/or pre and post gastric surgery visits. There is no coverage for school meetings by outpatient Note: Prior authorization, precertification and prior approval are often used interchangeably.

behavioral health practitioners.

Any unauthorized programs, services or visits will not be covered by the HBP
under any circumstances and the subsequent charges will be the financial responsibility

of the member. This applies to any unauthorized out-of-network and out-of-area
providers and facilities, with the only exception being for emergency services.




HBP Prescription Drug Benefit

Administered Through CVS/caremark

The Following Is a Summary Overview of the Prescription Drug Benefit for 2025

Categories

TIER 1

Preferred
Generics
(Non-Specialty)

TIER 2

Preferred
Brands
(Non-Specialty)

TIER 3

Non-Preferred

Brands and
Generics
(Non-Formulary)

TIER 4

Specialty Brand and Drugs
(Hi-Tech)

Drugs &
Items
at
Discounted
Rate

Non-
Covered
Drugs &

Items

. $200 Individual  (Waived for generic prescriptions if obtained
amily from a Cleveland Clinic Pharmacy,
Annual Deductible $400 Famil f Cleveland Clinic Ph ) No No
Member % Co-insurance Member Pays | Not Covered
Cleveland Clinic Pharmacies: 15% 25% 45% 20% 0 ofthe | by RePlan
up to 90-Day Supply iscounte se Discoun
Price Card
gl\fsmsbtzl;ﬁﬁgrnglr :£ce Member Pays | Not Covered
30-Day Supply 20% 30% 50% 20% 0 ofthe | by RePlan
Mail Service Program: |sgo_un ¢ 5 Clsgoun
90-Day Supply rice ar
Cleveland Clinic Pharmacies
h ‘ b Yes Yes Yes
including Specialty & $3 Minimumy/ | $3 Minimumy/ " No Minimumy/ " "
Is there 3 Minli%‘um or Maximum $50 Maximum $50 Maximum $50 Maximum
o the Rx % Co-insurance? per Month Supply | per Month Supply per Month Supply
. . Yes Yes
Retail Pharmacies: .. S
Is there a Minimum or Maximum §550M'v||n|mum/ ngMMn|mum/ No N/A No No
to the Rx % Co-insurance? axmum axmum
per Month Supply | per Month Supply
CVS/caremark Mail Service Yes Yes Yes
Program: $15 Minimum/ $15 Minimum/ No No Minimum/ No No
Is there a Minimum or Maximum | $150 Maximum |  $150 Maximum $100 Maximum
to the Rx % Co-insurance? 90-Day Supply 90-Day Supply per Month Supply
Is there an Annual After Deductible Has Been Met: $3,950 Individual / $7,900 Family No No
Out-of-pocket Maximum? Combined Maximums for Retail, Specialty and Home Delivery
Components of Brand Name Specialty Drugs®® Discounted | Non-Covered
Each Category Drugs See complete list of Specialty Drugs and Over-
See the Drugs, PrudentRx Solution See the the-Counter
EHP Prescription Specialty Medication, and EHP Drugs
Drug Formulary Medications in the EHP Copay | Prescription See the
Card Assistance Program in the Drug EHP
EHP Prescription Formulary | Prescription
Drug Formulary Drug
Formulary
. - . See the EHP Prescription Drug Formulary for list of pharmaceuticals
Prior Authorization Required requiring prior authorization No N/A
Diabetic Supplies’
Asthma Delivery Devices’ Co-insurance 20% No No N/A
and Prescription Vitamins®
o -
:gfvsmcles in the Retail CVS store pharmacies (including CVS pharmacies located in Target stores. CVS MinuteClinics are not included.

Note: Benefit Program includes generic oral contraceptives.
5. Certain specialty medications are included in the Copay Card Assistance Program. Please refer to the

benefit). Diabetic supplies covered under the prescription drug benefit include: needles purchased separately,
test strips, lancets, glucose meters, syringes, lancing devices, injection pens, FreeStyle Libre products, and

Prescription Drug Formulary Handbook.

6. There are 3 options for obtaining medications in the category listed above. The options are: 1. Cleveland Clinic
Pharmacies, 2. Cleveland Clinic Specialty Pharmacy, and 3. CVS/caremark Specialty Drug Program. Specialty
Drug prescription orders (first fill and refills) are limited to a one month supply.

7. Diabetic Supplies — All diabetic supplies covered, except for most insulin pumps and insulin pump supplies
(with the exception of Omnipod Dash, Omnipod 5 G6), continuous glucose monitors (with the exception of
FreeStyle Libre products), and continuous glucose monitor supplies (which are covered under the medical

Omnipod Dash. Members with type 1 diabetes who are under 18 years of age will have no out-of-pocket expense
for their insulins and diabetic supplies covered under the prescription drug benefit. Asthma Delivery Devices —
Includes spacers used with asthma inhalers.

8. Refers to vitamins that require a prescription from your healthcare provider.

9. Members can use any Cleveland Clinic pharmacy or any CVS store pharmacy for obtaining acute care
medications (e.g. single course of antibiotic therapy) and for the first fill of maintenance medications

but must use a Cleveland Clinic Pharmacy or CVS/caremark Mail Service Program for all maintenance
medications.



Accurate Registrations

Accurate registration ensures timely claim reimbursement. Make sure that registration information is correct for each family
member every time you or any of your dependents receive healthcare services. Make sure the correct ID card is being used, the
address information is up-to-date, and the date of birth information is accurate (see Section Five: “Administrative Information”).

Claims Information

The HBP allows you, in most instances, to receive care without sending any claims or paperwork to the Third-Party Administrator
(TPA). After you receive care, you will receive an Explanation of Benefits (EOB) from the TPA. See Section Four: “Third-Party
Administrator — Aetna” for details. Additional information about claim types and benefit determination for claims can be found in
Section Six: “HBP Members’' Rights and Responsibilities”.

Communication and Service

The Cleveland Clinic Health Benefit Program (HBP) continually updates members about new initiatives or changes regarding their
health plan coverage. It is our goal to do this through the My EHP Health Connection newsletter, and through our website.

EHP Customer Service Unit
EHP Customer Service is open Monday through Friday from 8 a.m. to 4:30 p.m. A trained representative is available to answer
health plan questions regarding the Healthy Choice Program and benefits such as medical, behavioral health/substance abuse,
and prescription drug coverage. They can also assist you with billing and/or claims issues.
You can contact us by:
Phone: 216.986.1050, Option 1 or toll-free 888.246.6648, Option 1
Fax: 216.448.2053
Email: cehpao@ccf.org
Mailing address:
Cleveland Clinic Health Benefit Program
EHP Customer Service

25900 Science Park Drive / AC242
Beachwood, OH 44122

EHP Medical Management

Find out about health plan programs designed to assist members with complex medical and behavioral health needs; self-
management care needs for those with chronic illnesses; health promotion programs; and rare condition case management.
See Section Three: “Health Benefit Program Coverage.”

Life Event Changes

Certain changes that affect you and/or your dependents — such as a marriage, birth, divorce, or qualifying for Medicare — and
may result in the need to make changes to your benefit elections (see Section Five: “Administrative Information”).


mailto:cehpao%40ccf.org?subject=

HBP Quick Reference Guide

CLEVELAND CLINIC EMPLOYEE HEALTH PLAN
Phone: 216.986.1050  Toll-free: 888.246.6648
TTY: 711

Medical Management
Option 2

Employee Health Plan
(see options below)

Pharmacy Management
Option 4

* (Case Management
* (oordinated Care Programs

* Precertification for Notification and
Clinical Appropriateness

Coordinated Care fax: 216.442.5795
Medical Management fax: 216.442.5791
Emergency Room Transfer Line: 866.721.9803

Benefit Determination (Opt 1)

Billing (Opt 1)

 EHP Wellness/Healthy Choice (Opt 3)
* Eligibility Verification (Opt 1)

« Referral/Claims Issues (Opt 1)

EHP Wellness fax: 216.448.2055
Eligibility fax: 216.448.2054

General fax: 216.448.2053

Email address: cehpao@ccf.org

Web address (Internet):
employeehealthplan.clevelandclinic.org
or via the intranet by clicking on the
“Employee Health Plan” link.

AETNA (Cleveland Clinic HBP TPA)
Option 5

e Mailing address: PO. Box 981106, El Paso, TX 79998-1106
* Phone number (toll-free): 833.414.2331
* Web address: aetna.com

CLEVELAND CLINIC
HR SERVICE CENTER

Phone: 216.448.2247 Option 1: Benefits, Retirement, Life Events,
Toll-free: 877.688.2247 Talent Acquisition

Fax: 216.448.0645 Kronos
Leave of Absence, PTO, FMLA

Payroll
Workday Password Reset
Employment Verification

Option 2:
Option 3:
Option 4:
Option 5:
Option 6:

e Formulary Drug Review
* Pharmacy Management Programs
Pharmacy fax: 216.442.5790

¢ Cleveland Clinic Home Delivery Pharmacy

Phone: 216.448.4200 or
toll-free: 888.276.0885

Fax: 216.448.5603

¢ Cleveland Clinic Home Infusion Pharmacy
(injectables only)
Phone: 216.444 HOME (4663) or
toll-free: 800.263.0403

e Cleveland Clinic Pharmacy Information
Hotline

Phone: 216.445.MEDS (6337) or
toll-free: 866.650.MEDS (6337)

Web address:
clevelandclinic.org/pharmacy
* Cleveland Clinic Specialty Pharmacy

Phone: 216.448.7732 or
toll-free: 844.216.7732

Fax: 216.448.5601

e CVS Caremark
Phone: 866.804.5876

Email address:
customerservice@caremark.com

Web address: caremark.com

For MEDICARE information: toll-free at 800.Medicare (800.633.4227)



employeehealthplan.clevelandclinic.org
http://www.clevelandclinic.org/healthplan
https://my.clevelandclinic.org/departments/pharmacy?utm_campaign=pharmacy-url&utm_medium=offline&utm_source=redirect&utm_content=&cvosrc=offline.redirect.pharmacy-url
mailto:customerservice@caremark.com
https://www.caremark.com/
https://www.aetna.com/

Section Two

TIERED NETWORK OF PROVIDERS

Two-Tier Network

The Cleveland Clinic Health Benefit Program (HBP) offers two different networks to choose from. As a HBP member, you can use
any tier throughout the benefit year and may receive care from providers in either tier if you choose. The tier you select, however,
determines the amount of coverage you will receive. To receive the maximum coverage, you must use Tier 1 providers.

Tier 1

Tier 1 providers include the Cleveland Clinic Quality Alliance (QA) network and the Florida clinically integrated network. These
networks include Cleveland Clinic facilities and employed physicians as well as contracted facilities and providers in Florida and
Ohio. See page 11 for detailed information on supplemented providers in the Florida region. The Tier 1 Network of Providers
includes Primary Care Providers (PCP), Specialist Providers (SP), Behavioral Health Providers, and Ancillary Services Providers.
(i.e., those providing services related to dialysis, ambulances, transportation, durable medical equipment (DME), home health,
skilled nursing facilities, Hospice and others).

If you receive services from a Tier 1 PCP, you are covered at 100%. Physician practices considered primary care include Family
Practice, Internal Medicine, Gynecology, Obstetrics, and Pediatrics. All other physician specialists are reimbursed at 100% after
a $35 co-payment per visit. You do not require a referral to see a specialist.

Note: Some PCP’s are classified as “Specialists” because they specialize in a specific area
and, for the most part, only see patients with medical conditions in their area of
specialty. For example, an Oncology Gynecologist may only see cancer patients. In
these instances, a co-payment of $35 is applied.

In addition to Specialty Care, co-payments are also required for other services such as annual vision examinations, therapy
services (Occupational (OT)/Physical (PT)/Speech (ST)), chiropractic services, maternity services, outpatient MRI/CT scans, pre-
admission testing and emergency/urgent care. Durable medical equipment (DME) and medical supplies, such as insulin pumps/
pump supplies, are covered at 80%. Note: Pediatric Type 1 Diabetes supplies are covered at 100% for members age O through
17.

You have a maximum out-of-pocket (OOP) expense per year. For those who elect Employee Only coverage, the maximum is
$3,950 per year; Family | and Family 1l coverage (including + One Child and + Spouse) is $7,900 per year. In Tier 1, all co-
payments and co-insurance accrue to your annual OOP maximum with the exception of bariatric surgery and Autism School.
The Prescription Drug Benefit has its own OOP maximums so co-insurances for these services do not accrue to your HBP
medical OOP maximum. See Prescription Drug Benefit chart on page 5.

It is important to understand that not all physicians on the Cleveland Clinic and Regional hospital medical staff are in the Tier
1 network. It is the member’s responsibility to verify and obtain the most current Tier participation each time services are
obtained. The most current Tier 1 provider information can be found on the Internet at the Aetna.com website. Note: You must
register on the Aetna website using your plan ID to access your plan-specific network of providers.



The HBP does not print a hardcopy Provider Directory. If you do not have access to a website you can either call the Aetna
Concierge at 833.414.2331 or the Health Benefit Program Customer Service Unit at 216.986.1050 or toll-free 888.246.6648,
Option 1 to request a listing of doctors in your geographic area by physician specialty. The Health Benefit Program Customer
Service Unit can assist with problem resolution related to claims for healthcare services when services have been obtained from
a Tier 1 provider.

To estimate costs associated with a particular Covered Charge and/or provider, visit the Aetna Transparency in Coverage Price
Transparency Tool, available through your online Aetna Health Account.

To estimate costs associated with a particular Covered Charge and/or provider, visit the Aetna Transparency in Coverage Price
Transparency Tool, available through your online Aetna Health Account.

Cleveland Clinic Hospitals in the Tier 1 Network

Akron Childrens
214 West Bowery Street
Akron, OH 44308 ......cooiiiiiiiiiieieeeee 330.543.1000 ........... www.akronchildrens.org

Akron General Medical Center
Akron General Avenue
Akron, OH 44307 ..cooviiiiiiiiiiiiiieieeie 330.344.6000 ............ www.akrongeneral.org

Lodi Community Hospital
225 Elyria Street
Lodi, OH 44254.......ccoviiiiiiiiiiean, 330.948.1222 ........... www.lodihospital.org

Edwin Shaw Rehabilitation Institute
1345 Corporate Drive
Hudson, OH 44236.......cccccceviiiieiniiannnn. 330.650.9610 ............ www.akrongeneral.org
(refer to above website for locations)
Ashtabula County Medical Center
2420 Lake Avenue
Ashtabula, OH 44004 ........ccccceiiiiiiieieenn 440.997.2262 ........... www.acmchealth.org

Glenbeigh Hospital of Rock Creek
2863 State Route 45
Rock Creek, OH 44084...........ccceeevveenne. 440.563.3400 ............ www.glenbeigh.com/rock-creek

Cleveland Clinic
9500 Euclid Avenue
Cleveland, OH 44195 .......coooviiiiiieieen, 216.444.2200 ............ www.ccf.org

Cleveland Clinic Children’s
9500 Euclid Avenue
Cleveland, OH 44195 .......ccooeiiiiiiiiieeciie, 216.444 KIDS (5437) .. www.clevelandclinic.org/childrens

Cleveland Clinic Children’s Hospital for Rehabilitation
2801 Martin Luther King, Jr. Drive
Cleveland, OH 44104 .......ccooeeiiiiiiiiieecie, 216.636.KIDS (5437) .. www.clevelandclinic.org/childrensrehab

Cleveland Clinic Avon Hospital
33300 Cleveland Clinic Boulevard
Avon, OH 44011 ..o 440.695.5000 ............ http://my.clevelandclinic.org/locations/avon-hospital

Euclid Hospital
18901 Lakeshore Boulevard
Euclid, OH 44119 ..., 216.531.9000............ www.euclidhospital.org

Fairview Hospital
18101 Lorain Avenue
Cleveland, OH 44111 .....coociiiiiiiiiieieen 216.476.7000 ............ www.fairviewhospital.org


www.akronchildrens.org
http://www.akrongeneral.org
http://www.lodihospital.org
http://www.akrongeneral.org
http://www.acmchealth.org
www.glenbeigh.com/rock-creek
http://www.ccf.org

http://www.clevelandclinic.org/childrens
http://www.clevelandclinic.org/childrensrehab
http://my.clevelandclinic.org/locations/avon-hospital
www.euclidhospital.org
www.fairviewhospital.org

Hillcrest Hospital
6780 Mayfield Road
Mayfield Heights, OH 44124

Lutheran Hospital
1730 W. 25th Street
Cleveland, OH 44113

Cleveland Clinic Hospitals in the Tier 1 Network (continued)

Marymount Hospital
12300 McCracken Road
Garfield Heights, OH 44125

Medina Hospital
1000 East Washington Street (Route 18)
Medina, OH 44256

Mercy Hospital
1320 Mercy Drive NW
Canton, OH 44708

South Pointe Hospital
20000 Harvard Road
Warrensville Heights, OH 44122

Union Hospital
659 Boulevard Street
Dover, OH 44622

CLEVELAND CLINIC FLORIDA
Weston Hospital

3100 Weston Road

Weston, FL 33331

Martin North Hospital
200 SE Hospital Avenue
Stuart, FL 34974 ...

Martin South Hospital
2100 SE Salerno Road
Stuart FL 34997

Indian River
1000 36th Street
Vero Beach, FL 32960

Tradition Hospital
10000 SW Innovation Way
Port Saint Lucie, FL 34987

CLEVELAND CLINIC NEVADA
888 West Bonneville Avenue
Las Vegas, NV 89106

Cleveland Clinic Family Health Centers and Ambulatory Facilities can be found by visiting my.clevelandclinic.org/locations
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www.hillcresthospital.org

www.lutheranhospital.org

www.marymount.org

www.medinahospital.org

www.cantonmercy.org

www.southpointehospital.org

www.unionhospital.org

my.clevelandclinic.org/florida

my.clevelandclinic.org/florida

my.clevelandclinic.org/florida

my.clevelandclinic.org/florida

my.clevelandclinic.org/florida

www.ccf.org/nevada


www.hillcresthospital.org
www.lutheranhospital.org
www.marymount.org
www.medinahospital.org
https://my.clevelandclinic.org/locations/mercy-hospital
www.southpointehospital.org
www.unionhospital.org
https://my.clevelandclinic.org/florida
https://my.clevelandclinic.org/florida
https://my.clevelandclinic.org/florida
www.martinhealth.org
https://my.clevelandclinic.org/florida
https://my.clevelandclinic.org/florida
www.ccf.org/florida
https://my.clevelandclinic.org/locations

Florida Region Network Additions

Tier 1 is supplemented with Aetna providers in the following specialties within the seven counties surrounding our

Florida hospitals: Allergy, Behavioral Health, Chiropractic, Dermatology, Endocrinology, Nutritionist, OB-GYN/Obstetrics,
Ophthalmology, Otolaryngology (ENT), Oral Surgery, Pain Management, Pediatrics and Podiatry. The seven counties
include Brevard, Indian River, St. Lucie, Martin, Palm Beach, Broward and Miami-Dade. We have also supplemented
additional non-Cleveland Clinic hospitals in support of the admitting privileges of the above provider specialties. They are:

Baptist Hospital, Broward Health Medical Center, HCA Florida Hospitals (Bayonet Point, Blake, Lawnwood Medical
Center, Oakhill and St. Lucie), Holmes Regional Medical Center Aging Services, Holmes Regional Medical Center OP
Pain Infusion and Wound, Holmes Regional Medical Center, Jupiter Medical Center, Memorial Hospital, Memorial
Regional Hospital, Palm Bay Community Hospital, St. Mary’s Medical Center, University of Miami Hospital and Clinics.

For the specialty of Behavoral Health, the EHP network has been supplemented with contracted providers in the Aetna
Select Open Access network in both Florida and Ohio.

You can search providers the Residents and Fellows provider directory which can be accessed via our website at
employeehealthplan.clevelandclinic.org or log in to your Aetna Health account.

Tier 2

The following network is the Tier 2 network:
¢ Aetna Select Open Access network

Tier 2 providers can be accessed by visiting MyAetnaWebsite.com.

The Tier 2 benefits have an annual deductible of $500 for single coverage and $1,500 for family coverage. After the
deductible is met, most inpatient, outpatient services and laboratory/diagnostic services will reimburse at 70% after any
applicable co-payment. Some services will reimburse at 100% after the deductible is met.

Note: Emergent/urgent care is covered at 100% after the applicable co-payment. Other specifics regarding Tier 2 coverage
can be found in the HBP Summary chart on pages 3 and 4.) Routine health examinations, routine screening tests, and
certain other medical services are not covered in Tier 2. See the Benefits Coverage Clarification section on page 18.

Tier 2 benefits include treatment for non-routine services such as treatment and/or follow-up for sprains, diabetes, hypertension,
or any chronic condition, rehab therapies, colds, wounds, follow-up treatment for emergent/urgent care services (usually used
for students outside the Tier 1 network) or if a member is on vacation and requires care. Urgent visits to the infirmary for college
students are treated as such and a co-pay will apply. These types of visits are usually denied because they are not generally
contracted with Aetna. Contact EHP Customer Services for resolution.

Note: The University Hospital System, University Hospital Case Medical Center, Summa Health System, Aultman Hospital
System and their affiliates are not considered in the EHP or Aetna networks.

The EHP Customer Service Unit has limited ability to assist with non-Tier 1 provider problem resolution.

Note: The HBP has administrative contracts with the Tier 2 provider network. There are no individual contracts with the
providers (physicians and hospitals) in this network. Because the network holds the individual provider contracts, members
must contact the network that provided services directly to resolve discrepancies with claim payment issues. The HBP
cannot resolve Tier 2 claim payment issues or quote the dollar amount of your financial obligation.

There are services that are covered benefits ONLY when provided within the Tier 1 Network of Providers and all HBP
guidelines have been met. Note that there is no Tier 2 coverage for these services. (See Benefits Coverage Clarification
on page 18.)
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Section Three

HEALTH BENEFIT PROGRAM COVERAGE

Cleveland Clinic Health Benefit Program Benefits

The Health Benefit Program (HBP) is committed to providing comprehensive healthcare coverage for all members. This is
accomplished by ensuring that quality-oriented, culturally sensitive healthcare services are provided at the appropriate level in
the proper setting, in a timely manner. Reimbursement for all medical, behavioral health, and pharmacy services is based on
clinical appropriateness.

The EHP Medical Management and Pharmacy Departments utilize scientific evidence-based criteria to authorize covered services
for the population accessing services. The EHP Medical Management and Pharmacy Departments oversee:

* Precertification for Clinical Appropriateness and Notification

* Case Management — EHP Medical Management Department

* Pharmacy Precertification — EHP Pharmacy Management Department

* Pharmacy Utilization Management Programs — EHP Pharmacy Management Department

Although you may choose to use a provider from either the Tier 1 or Tier 2 provider networks (as explained in Section Two), we
encourage you to develop a relationship with a Primary Care Provider (PCP). Physician practices considered primary care include

most Family Practice, Internal Medicine, Gynecology, Obstetrics, and Pediatrics. This will provide you with the advantage of
having a physician knowledgeable about your healthcare and can provide:

1. Preventive healthcare
2. Care if you become il
3. Advice regarding the need to see a specialist

Because a single physician coordinates your care, you can feel assured that you are receiving the best possible healthcare
available within the HBP Network of Providers.

See Section One: “Getting Started” for an overview of your medical, behavioral health, and pharmacy coverage. The HBP
Benefits Summary chart on pages 3 and 4 summarizes Tier 1 and Tier 2 provider coverage for medical and behavioral health
services, as well as deductible and out-of-pocket maximum information. The Health Benefit Program features include physician
office visits, hospital services, diagnostic services and emergency services, to name a few. Behavioral Health includes all services
for mental health and substance abuse.

The Prescription Drug Benefit Summary chart on page 5 summarizes drug categories, such as generic and formulary; lists
prescription drugs, including Cleveland Clinic Pharmacies, CVS/caremark Retail, and home delivery programs (detailed in this
section), and lists annual deductibles and co-insurances.

Read this section of the Summary Plan Description (SPD) in its entirety so that you have a thorough understanding of your
medical, behavioral health, and prescription drug benefits. HBP services, Medical Management programs, precertification/clinical
appropriateness guidelines and options for filling your prescription medications are explained in detail.
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This section of the SPD addresses:

Page

EHP Medical Management.........coooveiiiiiiiiiceeeeee e 13
Utilization Management ........cooooeiiiiiiii e 13
Precertification and Concurrent Review .........cc.cccevevivnnnnnn. 14
Benefits Coverage Clarification ...........coooovviiiiiiiiiiiiiiii, 18
Behavioral Health Services .........cccccovveiiiiiiiiiiiiiee, 19
Medical SEIVICES ...vvvveiiiieiii e 20

Case Management.......ooovuuiieeiiiee e 32
Prescription Drug Benefit .........oiviviiiiiiii e 33
Health Benefit Program EXCIUSIONS .......ovevvivinieeeiiiiieeeeee e, 46

Note that all covered services must be clinically appropriate and are subject to coverage exclusions. The HBP has the right to
review all claim reimbursements retrospectively and adjust payment according to the HBP guidelines. This means the member
may be financially accountable for services after they have been rendered. If you want the maximum benefit reimbursement,
you should contact EHP Medical Management and/or Pharmacy Departments prior to obtaining medical, behavioral health, and
pharmacy services.

CMS Medicare Guidelines on Ordering Tests for Family Members

The Employee Health Plan follows Medicare guidelines when providing services or ordering tests for family members or
themselves. Medicare expressly bars payment for any and all services rendered by physicians to themselves, immediate relatives,
partners or members of the household.

The rule defines “immediate relatives” broadly to include husband and wife; natural or adoptive parent, child and sibling;
stepparent, stepchild, stepbrother and stepsister; father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, and
sister-in-law; grandparent and grandchild; and spouse of grandparent and grandchild.

EHP Medical Management

The following pages detail your health benefits coverage. Aetna is the Third-Party Administrator (TPA) that will reimburse medical
and behavioral health claims (See Section Four: “Third-Party Administrator — Aetna”). If you are not certain that a claim paid/
reimbursed correctly, you should contact Aetna for review. If you still disagree, contact EHP Customer Service at 216.986.1050
or toll-free 888.246.6648.

Medical Management includes four elements:

1. Utilization Management to establish precertification and determine clinical appropriateness of requested services.

2. Case Management for assistance with complex medical and behavioral health needs.

UTILIZATION MANAGEMENT

In order to ensure that provided services are clinically appropriate, the Medical Management and Pharmacy Departments have
established criteria for members to follow so that care is reimbursed correctly and efficiently. These rules and processes are
addressed below and in the “Precertification and Concurrent Review for Clinical Appropriateness” section that follows below.

A service is NOT considered clinically appropriate or medically necessary if it is:

1. Not ordered by a licensed or accredited physician, hospital, or healthcare provider or other healthcare facility.

2. Not recognized throughout the Medical profession as safe and effective, is not required for the diagnosis and treatment of a
particular illness (physical or behavioral) or injury, and is not employed appropriately in a manner consistent with generally
accepted United States medical standards.

3. Provided for vocational training.

4. An Educational Service, including those listed below, are not considered clinically appropriate unless required BECAUSE OF
a new medical or behavioral condition or a change from baseline in a previous condition. Educational services that can be
received within a school system are NOT considered clinically appropriate. Examples of services that are not covered include:

13



¢ Training in the activities of daily living; and
¢ Instruction in scholastic skills such as reading and writing; and
¢ Preparation for an occupation, or treatment of learning disabilities for academic underachievement.

5. Determined to be — (E/I) which are drugs, devices, medical treatment, or medical procedures that are not considered to be
a standard of practice in this healthcare market for a particular diagnosis. These may be under study and not yet recognized
throughout the physician’s profession in the United States as safe or effective for diagnosis and/or treatment of the illness or
injury. This includes, but is not limited to: clinical trials, all treatment protocols based upon or similar to those used in clinical
trials, and drugs approved by the Federal Food and Drug Administration that are being used for unrecognized indications.
E/I services may be considered excluded or ineligible for precertification. Contact the Aetna concierge, Medical or Pharmacy
Management team for more information.

(E/1) which are drugs, devices, medical treatment, or medical procedures that are not considered to be a standard of

practice in this healthcare market for a particular diagnosis. These may be under study and not yet recognized throughout
the physician’s profession in the United States as safe or effective for diagnosis and/or treatment of the illness or injury. This
includes, but is not limited to: clinical trials, all treatment protocols based upon or similar to those used in clinical trials, and
drugs approved by the Federal Food and Drug Administration that are being used for unrecognized indications. E/I services
may be considered excluded or ineligible for precertification. Contact the Aetna concierge, Medical or Pharmacy Management
team for more information.

6. Cosmetic in nature. Services that are obtained related to dermatology or plastic surgery visits may require prior approval and/
or may be considered cosmetic in nature and are not a covered benefit. Contact Medical Management for more information.

PRECERTIFICATION AND CONCURRENT REVIEW FOR CLINICAL APPROPRIATENESS

The EHP Medical Management and Pharmacy Departments have precertification and clinical review processes to help ensure
quality and cost-effective medical care for HBP members. Please note, Emergency Services do not require precertification.

Precertification

Clinical appropriateness approval is required before certain procedures will be covered. Prior authorization, precertification and
prior approval are often used interchangeably. This Summary Plan Description (SPD) uses precertification. Many of our network
providers have detailed information about the process to ensure clinical appropriateness and will coordinate with the EHP
Medical Management and/or Pharmacy Department to ensure that required precertification guidelines are met. Also, a complete
list of medications that require precertification can be found in the HBP Prescription Drug Benefit Formulary.

For medications billed under the medical benefit without a drug-specific code (i.e. miscellaneous billing codes), these medications
will require precertification review by the EHP Pharmacy Management team, if EHP has a precertification policy in place for the
specific medication being billed/requested. If the EHP does not have a precertification policy in place, then these medications will
follow the Aetna predetermination/clinical claim review process outlined in the predetermination section of this SPD.

Predetermination
A review for coverage of a service or procedure that does not require precertification. This process is completed through Aetna.

Member Responsibility for Precertification

As soon as a member learns from a physician that the services listed below are being recommended, he or she MUST
call Medical Management:

» Bariatric Surgery — see details on page 20.

It is to the member’s benefit to remind their physician/provider that this is a requirement so that claims payment issues
can be avoided. The member is required to participate in the precertification/clinical appropriateness process for these
services to ensure his or her understanding of potential treatment options, to ensure the member has participated in
maintenance therapy before advancing to a more aggressive therapy, and to ensure the correct treatment in the correct
setting. If the member does not participate in the precertification process before obtaining the service there will be NO
REIMBURSEMENT for the service.
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Concurrent Review

This is a clinical appropriateness review for continued use of services that occurs either during a member’s hospital stay or during
the course of a prescribed treatment (e.g., inpatient stays, home care or skilled nursing facility care).

Member Responsibility for Concurrent Review

In the process of a concurrent review, a determination may be made that the hospital stay or service is no longer
clinically appropriate. In that case, the provider and member will be notified via a letter that further services are
being denied. The appeal process will be outlined, but the member should be aware that he or she may be held
liable for all charges for continued services if the denial is upheld. It is up to the member to discuss options for
discontinuation of treatment and/or other options for care with his or her physician or provider.

Precertification for clinical appropriateness and concurrent reviews are performed on either a prospective or concurrent timeline
to assure appropriateness of admissions; continued length-of-stay and levels-of-care within inpatient facilities; and episode of
treatment in the outpatient setting. The reviews are conducted as a mechanism for assuring consistent procedures and treatment
across the network and for the identification of quality-of-care issues. The reviews are also done to identify discharge planning
needs and to initiate discharge planning in a timely fashion.

Any unauthorized programs, services, or visits will not be covered by the HBP under any circumstances and the subsequent
charges will be the financial responsibility of the member. This applies to any unauthorized out-of-network and out-of-area
providers and facilities, with the only exception being for emergency services.

Business hours for the EHP Medical Management and Pharmacy Departments are from 8 a.m. until 4:30 p.m., Monday through
Friday.

Cleveland Clinic Employee Health Plan
25900 Science Park Drive, AC242 < Beachwood, OH 44122
Phone: 216.986.1050 * Toll-free: 888.246.6648

EHP Medical Management Fax: 216.442.5791  Pharmacy Fax: 216.442.5790

Medical and Behavioral Health Services That Require Precertification

For the most current list of services requiring precertification, please see the online version of the Summary Plan Description —
employeehealthplan.clevelandclinic.org. The following list includes those medical services that must receive precertification for
clinical appropriateness, by the provider of service, prior to being rendered except for emergency/urgent situations. The member is
responsible for assuring the precertification has been completed prior to service.

All Inpatient Hospitalizations!®
¢ Acute Rehabilitation Admission

e All Inpatient Admissions

 All Inpatient Behavioral Health

» Behavioral Health Residential Treatment

e Elective Hospital Admission?®

* Inpatient Maternity stays over 48 hours (normal vaginal delivery) or 96 hours (c-section)
e Long Term Acute Care (LTAC) Admissions

¢ Transplants (Human organ, bone marrow or tissue transplants)

» Qut-of-Network and Out-of-Area Care (All) — See Emergency Services on page 25.

« Skilled Nursing Facility (SNF)/Transitional Care Unit (TCU)/Sub-Acute Admission

10. May be subject to concurrent review.
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Outpatient Services

* Behavioral Health
— Applied Behavioral Analysis (ABA)
— Partial Hospitalization Programs (PHP)
— Transcranial Magnetic Stimulation (TMS)

* Medical
— Bariatric Surgery Fixed Wing Conventional Air Injectable or Infused medications
— Botox Transport covered under
— Breast reconstruction Gender affirming surgery the medical benefit
— Capsule Endoscopy Home Healthcare Lower extremity prosthetics
— Capsule Motility device — Implantable Neurostimulator — MRI/MRA/CT scans
— Circumcision Resigam/Synagis

— Durable Medical Equipment (DME)*!:

* Bone anchored hearing * Cochlear implants * Power wheelchairs or * Scooters
aid * Insulin pumps motorized wheelchairs
Infertility

Prior authorization for infertility services is completed by Aetna. See page 27 for detailed information.

Special Services

These services require precertification whether inpatient or outpatient:

* Bariatric restrictive procedures or malabsorptive procedures for weight reduction
* All human organ, bone marrow, stem cell and other tissue transplants

* Gene Therapy and CAR-T Therapy

Pharmaceuticals

See the Prescription Drug Benefit Formulary for a list of medications that require precertification. This comprehensive list
includes medications covered under the medical and/or prescription drug benefit.

Transition of Care (TOC) Coverage Request

If you are currently receiving treatment for Covered Charges from a provider whose network status changes from being a Network
Provider to an Out-of-Network provider during such treatment due to termination of the provider’s contract, you may be eligible to
request continued care from that provider at the Network Provider rate for a temporary period of time if you have one of certain
specified conditions. To clarify your eligibility for continuity of care benefits, please contact the Member Services number on your
ID card.

Members must request a transition of care either at enrollment to the EHP, or if their provider is changing their network status.
The request must be made no later than 90 days after the effective date of their new coverage or the provider network change.
All requests must meet clinical and administrative guidelines. Please visit our website at employeehealthplan.clevelandclinic.org.
for detailed instructions on filling out the required form and to view the frequently asked questions.

Care Outside of Tier 1 Cleveland Clinic Network of Providers

Under the Health Benefit Plan (HBP), there are no benefits for out-of-network services, except in cases of urgent or emergency
care. The EHP Network of Providers encompasses providers within a 130-mile radius of the Cleveland Clinic facility that the
member is associated with and supports. If there are providers within this distance who can offer the required service, out-of-
network referrals will not be considered.

11. Reimbursement for DME will only be made at the established contracted rate for standard equipment. Any rate differential for “deluxe” equipment
will be the member’s responsibility.
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In certain situations, a physician may determine that a member requires care outside of the member’s EHP network of providers.
Coverage for such services under the Health Benefit Plan (HBP) is permitted only when the necessary medical or behavioral
healthcare cannot be provided within their network.

All out-of-network requests must be initiated by the member by calling the Aetna Concierge at 833.414.2331. Members should
contact the Aetna concierge before scheduling any service with an out-of-network provider for further information.

Please note that Akron Children’s, University Hospital System, University Case Medical Center, Summa Health System, and
Aultman Hospital System and their affiliates are not considered part of the EHP network.

Non-Emergency Ancillary Services and other non-Emergency Covered Charges provided by Out-of-Network providers at EHP
Network facilities, where such Out-of-Network providers do not comply with applicable federal notice and consent requirements,
will be covered as if provided within the EHP Network. Out-of-Network providers may not bill members for amounts exceeding
the applicable Copayment, Coinsurance, or Deductible for these services.
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Coverage Clarification

The following pages (18 through 32) provide detailed benefit coverage clarification information about HBP behavioral health
and medical services. This information complements and further explains the Benefits Summary charts on pages 3, 4 and 5
in Section One: “Getting Started.” Behavioral health, which is listed first, includes all services for mental health and substance
abuse. Medical services (pages 20 to 32), are defined and include additional information about coverage criteria and co-
payments.

BENEFITS COVERAGE CLARIFICATION

Services That Must Be Provided by HBP Cleveland Clinic Providers

The following services are covered benefits ONLY when provided by Cleveland Clinic AND Benefit Guidelines are met.
There is NO coverage for any other provider.

1. Acupuncture. 18. Nutritional counseling.
2. Acute Inpatient Rehab. 19. Outpatient cardiac rehabilitation programs.
3. Autism Program (Cleveland Clinic Center for 20. Protein Sparing Modified Fast (PSMF) diet.

Autism). : : .

utism) 21. Psychological and Neuro-psychological testing.

4. Bariatric surgery. 22. RAST (allergy blood) testing.
5. Botox for migraine. I p—
6. Breast reconstruction in connection with a 24 Residential treatment.

mastectomy due to breast cancer.
7. Chiropractic services. 25. Routine care costs for qualifying clinical trials.
8. Cleveland Clinic Summer Treatment Program. 26. Routine health ma|n.tenanc-e te;ts, routine screening

tests, and standard immunizations.

Corneal Cross Linking. 27. Sclerotherapy or vein stripping for varicose veins.

10. Dental implants for accidents or certain medical . . . A
" 28. Services for routine eye and hearing examinations.
conditions.
. . . 29. Services for Strabismus repair.
11. Family planning services.
12. Genetic testing/counseling. 30. Services for treatment of sleep apnea.
13. Hearing aids and services provided for the Sl Temporomandlbular ol S (U
> . : . treatment and appliances.

evaluation and conformity of hearing aids.
14. Infertility treatment. 32. Transcranial Magnetic Stimulation (TMS)
15. Left Ventricular Assist Device (LVAD). 38, Transgendgr services (Behavioral Health visits,

gender affirming surgery and hormonal treatment).

16. Long-Term Acute Care (LTAC) — requests for 34, Transplant servi

services outside Northeast Ohio may be ’ SP SEIVICes.

reviewed for geographical location, extenuating 35. Treatment for reduction mammoplasty.

circumstances, and medical necessity. . .

36. Vestibular testing battery.

17. Neurofeedback and Biofeedback.
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BEHAVIORAL HEALTH SERVICES

For the specialty of Behavioral Health, the Tier 1 network has been supplemented with contracted providers in the Aetna Select
Open Access network in both Florida and Ohio.

ADHD Summer Treatment Program

Full benefit coverage applies only if the child and parent each complete their designated portions of the program. Precertification
and a clinical appropriateness review are required. HBP coverage for the Summer Treatment Program is $2,000. The member
is responsible for the difference between what the HBP covers and the billed charges for the program. An additional $500 will
be covered ONLY if the parents participate in the parent education portion of the program. All outpatient social skills training for
children and adolescents with ADHD is covered as group therapy under the behavioral health outpatient benefit.

Autism-Specific Services

Applied Behavioral Analysis (ABA)
ABA services are covered only when provided by a Certified ABA Therapist and only when the diagnosis of Autism and Autism
Spectrum Disorder is present. Precertification is required.

Lerner School for Autism

The HBP will cover the Lerner School for Autism at the Cleveland Clinic Center for Autism. A Financial Needs Assessment must
be completed prior to determining HBP coverage. Members are required to notify the HBP of any outside funding obtained for
their child.

Benefit coverage for a school year is determined by the student’s age at the beginning of the school year (or at the start of
services if other than September):

e < 4 years —100%

e 4 through 5 years — 50%

e >6years—25%

Although the benefit year is from January to December, the HBP will reimburse the Autism School from the dates of September
through August and benefit coverage is determined by the student’s age as of September (or at the start of services if other than

September). For example, a student starting the program in September at age three receives 100% coverage for the entire school
year — the benefit coverage is not reduced for that school year when the student turns four.

Any state grant or scholarship, such as the Ohio Autism Scholarship, as well as any school district funding secured by the
parents must be disclosed to the HBP. The HBP requires the actual document as confirmation of outside funding. Any secured
funding will be subtracted from the total cost of tuition. The remaining tuition balance will be paid according to the benefit
coverage in effect at the time of enrollment.

Example: The total tuition is $75,000. If $50,000 school district money is secured, and the benefit coverage based on age is
50%, the parent and the HBP would both be responsible for $12,500 ($75,000 - $50,000 = $25,000 x 50% =
$12,500).

If a family has not disclosed any funding from their school district, they must apply for the Ohio Autism Scholarship for any child
who is 3 years of age or older. It will be assumed by the HBP that the Ohio Autism Scholarship will be available to any child not
receiving funding from their district and factored in accordingly on the invoice starting at 3 years of age. If the family does not
apply, or applies late, for the Ohio Autism Scholarship they will be responsible for any amount less than the full amount available
to the family. If there are extenuating circumstances contact the HBP. Personal family or donor awards do not need to be
disclosed. The HBP is requesting disclosure of any state grant or school district funds because these monies are to assist with the
support of academic programs. If the family does not provide the actual dollar amount of funding from the state grant or school
district, the HBP reimbursement will be based on the total tuition and the age of the student at the start of the school year.

Custodial Care

When care is deemed to fall under custodial care, the care is no longer eligible for coverage. Based on the information provided,
the member has reached the maximum achievable level of mental function with the current treatment at the current level of care;
and/or services are given mainly to maintain, rather than improve, a level of mental function, and/or provide a surrounding free
from environmental conditions that can worsen the person’s physical or mental state.
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Intensive Home-Based Treatment

Approval for Intensive Home-Based Treatment (IHBT) is given on a case by case basis following a review by Medical
Management. IHBT services are made available to individuals and their family, and are provided in the home by a specially
trained behavioral health professional. Services are usually provided two to five times per week up to an average of four to 10
hours over several weeks. Precertification is required.

Psychological and Neuro-psychological Testing
Up to 8 hours of testing are automatically reimbursed without precertification. Testing is covered in Tier 1 only by trained
Behavioral Health Specialists.

Note: If more hours/visits than the Allowed Amounts are utilized, the hours/visits will not be covered by HBP under any
circumstances and the subsequent charges will be the financial responsibility of the member.

Residential Treatment

Residential Treatment (RT): Room and board services are provided on a 24 hour per day basis in conjunction with a highly
structured mental health and/or substance abuse treatment program. Residential Treatment programs are generally in non-
hospital settings. The patient is able to participate in individual, group and/or family psychotherapy, as well as other activities
and/or therapies that address the patient’s psychosocial needs within a controlled environment. The focus of the treatment
should be to resolve any problems with the patient’s support system, as well as the development and maintenance of skills and
behavioral changes that will allow the patient to successfully reintegrate into the community. Halfway houses are not considered
to be Residential Treatment programs by the HBP therapy programs are not considered a residential treatment program and are
not a covered benefit.

Approval for Residential Treatment will be determined by Medical Management on an individual case basis, following a review
for clinical appropriateness. This level of care is only available to those members who have received precertification from to the
Medical Management Department.

Transcranial Magnetic Stimulation (TMS)

If guidelines are met, initial treatment or depression relapse retreatment, up to 36 treatments per episode. TMS maintenance
therapy is considered experimental, investigational, or unproven and not a covered benefit.

MEDICAL SERVICES

Acupuncture

Maximum of 10 visits per benefit year. Coverage is 100% of Allowed Amount after a $35 copay. Coverage is for specific pain
management related diagnoses only.

Bariatric Surgery

* To be eligible for this benefit, a member must be a participant in the HBP for a minimum of two consecutive years.

* Precertification is required through the EHP Medical Management Department. The member must call the Medical
Management Department when the surgical workup begins to start the precertification process.

* Members on the EHP plan must have surgery at a Cleveland Clinic Bariatric and Metabolic Institute facility.

* Members on the EHP Plus who live within a 130-mile radius of Cleveland Clinic must have the services completed at a
Cleveland Clinic Bariatric and Metabolic Institute facility. If living outside of the 130-mile radius, services must be completed
by an Aetna Institute of Quality Bariatric Surgery facility.

Laparoscopic band placement (lap band surgery) is not a covered benefit.
To be eligible for surgery, the member must meet the HBP’s established clinical criteria.

* A member may qualify for surgery through the Cleveland Clinic Bariatric and Metabolic Institute, BUT NOT meet HBP clinical
criteria. In this instance, the surgery will not be authorized for coverage.

To qualify, a member must have a BMI greater than 40 (or exceeding 37.5 if of Asian ancestry) OR a BMI of 35 to 40 (or
exceeding 32.5 if of Asian ancestry) with significant co-morbidity(ies) such as hypertension, diabetes, coronary artery disease,
sleep apnea or nonalcoholic steatohepatitis which are not amenable to maximum conservative treatment.

* Members must be enrolled in all applicable chronic condition, Coordinated Care Programs for at least six months prior to
surgery. For instance, weight, and if applicable diabetes and or hypertension.
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* If a member with a BMI between 35 to 39.9 does not meet the above criteria and gains weight to reach a BMI of 40, they will
not be considered for surgery for one year.

¢ An upfront $2,750 co-payment is required for the surgical procedure.

e |f the surgery coverage is approved, please note you are responsible for all $35 pre-workup specialty provider visit co-
payments. Workup visits may include diagnostic and laboratory tests, assessments by endocrinology, psychiatry/psychology,
nutrition, general surgery, and possibly other specialists such as cardiology.

» After the surgery is completed, if you meet the program requirements, surgical copay reimbursements are made only to actively
employed HBP members or their eligible dependents who successfully participate in the required Coordinated Care Program(s).
Talk to your Care Coordinator to learn more.

The following procedures are considered experimental and investigational and not likely a covered benefit because the peer-
reviewed medical literature shows them to be either unsafe or inadequately studied. Procedure requests will be reviewed by EHP
Medical Management to determine coverage eligibility.

Surgery Description
“AspireAssist” device aspiration therapy
“Band over sleeve” or LASGB revision of prior sleeve gastrectomy
Conversion of a sleeve gastrectomy to a Roux-en-Y gastric bypass for the treatment of bile reflux
Conversion to sleeve gastrectomy for hypoglycemia post-RYGB
Duodenal ileal switch for the treatment of gastroparesis
Gastric bypass as a treatment for gastroparesis in persons not meeting medical necessity criteria for obesity surgery above
Laparoscopic gastric diversion with gastro-jejunal reconstruction for the treatment of GERD with esophagitis
Laparoscopic single-anastomosis duodeno-ileal bypass with gastric plication
Loop gastric bypass
. Mini gastric bypass

. Natural orifice transoral endoscopic surgery (NOTES) techniques for bariatric surgery including, but may not be limited to,
the following:

— Endoscopic outlet reduction for treatment of weight gain after Roux-en-Y gastric bypass

— =
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— Mini sleeve gastrectomy
— Restorative obesity surgery, endoluminal (ROSE) procedure

— Transoral gastroplasty (TG) (vertical sutured gastroplasty; endoluminal vertical gastroplasty; endoscopic sleeve
gastroplasty);

— Use of any endoscopic closure device (Over the Scope clip [OTSC] system set, Apollo OverStitch endoscopic suturing
system, StomaphyX endoluminal fastener and delivery system) in conjunction with NOTES

12. Open adjustable gastric banding
13. Prophylactic pyloroplasty via botulinum toxin injection following laparoscopic sleeve gastrectomy

14. Roux-en-Y gastric bypass as a treatment for gastroesophageal reflux in persons not meeting medical necessity criteria for
obesity surgery

15. Roux-en-Y gastrojejunostomy for the treatment of persistent gastro-esophageal reflux disease following Anti reflux surgery in
persons not meeting medical necessity criteria for obesity surgery above

16. Silastic ring vertical gastric bypass (Fobi pouch)
17. Use of a coated stent for gastro-jejunal fistula following bariatric surgery

Botox for Migraine

Botox for chronic migraine requires precertification. The member must be seen within six months of the request by a neurologist
or headache clinic within Tier 1.

Breast Cancer Prevention Coverage

Under the provisions of the Affordable Care Act mandate regarding breast cancer preventative health services, generic raloxifene
and tamoxifen will be covered under the HBP Prescription Drug Benefit at no out-of-pocket expense only for female members 35
years of age or older when accompanied by a valid prescription from the member’s healthcare provider.
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Breast Feeding Equipment and Supplies
Covered services include renting or buying equipment you need to pump and store breast milk.
Breast pumps are covered at 100% if obtained through an in network Durable Medical Equipment provider or a Cleveland Clinic

Pharmacy. One electronic breast pump in a 12-month period; one manual pump in a 12-month period. Must be purchased
before the child reaches 36 months of age for a new pregnancy. Claim must be associated with a pregnancy related claim.

Coverage for the purchase of breast pump equipment is limited to one item of equipment, for the same or similar purpose, and
the accessories and supplies needed to operate the item. You are responsible for the entire cost of any additional pieces of the
same or similar equipment you purchase or rent for personal convenience or mobility.

Breast Reconstruction
Notice Regarding Women’s Health and Cancer Rights Act

Under this health plan, as required by the Women’s Health and Cancer Rights Act of 1998, coverage will be provided to a
person who is receiving benefits in connection with a mastectomy and who elects breast reconstruction in connection with the
mastectomy for:

(1) all stages of reconstruction of the breast on which a mastectomy has been performed;
(2) surgery and reconstruction of the other breast to produce a symmetrical appearance;

(3) prostheses; and

(4) treatment of physical complications of all stages of mastectomy, including lymphedemas.

This coverage will be provided in consultation with the attending physician and the patient, and will be provided in accordance
with the plan design, limitations, copays, deductibles, and referral requirements, if any, as outlined in your plan documents.

If you have any questions about our coverage of mastectomies and reconstructive surgery, please contact the Member Services
number on your ID card.

Cataract Surgery
Cataract surgery is a covered benefit under the HBP for standard intraocular lenses. If the member chooses to receive the non-
standard lenses, the HBP will only pay up to the contracted rate for standard intraocular lenses

Chiropractic Services

A maximum of 10 visits are covered per calendar year within the Tier 1 Network of Providers only. There is a $35 co-payment
for each visit. X-rays done at the chiropractor’s office are a non-covered benefit. Chiropractors are licensed to perform physical
therapy. If the Chiropractor performs physical therapy, the visit is counted as a Chiropractic visit. When there are both a
chiropractic and physical therapy service, a co-payment will apply for each service. MRIs ordered by a Chiropractor require
precertification by the Medical Management Department. If precertification is not obtained, the member may be responsible for
payment.

Clinical Trials
Coverage is as follows for qualifying clinical trials:

Qualifying Clinical Trials as defined below, including routine patient care costs as defined below incurred during participation in a
Qualifying Clinical Trial for the treatment of:

» Cancer or other Life-Threatening Disease or Condition. For purposes of this benefit, a Life-Threatening Disease or Condition is
one from which the likelihood of death is probable unless the course of the disease or condition is interrupted.

Benefits include the reasonable and necessary items and services used to prevent, diagnose, and treat complications arising from
participation in a Qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinically eligible for participation in the Qualifying Clinical Trial as defined
by the researcher.

Benefits are covered ONLY in the Tier 1 provider network.

Routine patient care costs for Qualifying Clinical Trials may include:
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* Covered health services (i.e., Physician charges, lab work, X-rays, professional fees, etc.) for which benefits are typically
provided absent a clinical trial;

* Covered health services required solely for the administration of the Investigational item or service, the clinically appropriate
monitoring of the effects of the item or service, or the prevention of complications; and

* Covered health services needed for reasonable and necessary care arising from the provision of an Investigational item or
service.

Routine costs for clinical trials do not include:

* The Experimental or Investigational service or item as it is typically provided to the patient through the clinical trial;

* |tems and services provided solely to satisfy data collection and analysis needs and that are not used in the direct clinical
management of the patient;

* A service that is clearly inconsistent with widely accepted and established standards of care for a particular diagnosis; and
e |tems and services provided by the research sponsors free of charge for any person enrolled in the trial.
With respect to cancer or other Life-Threatening Diseases or Conditions, a Qualifying Clinical Trial is a Phase |, Phase II, Phase

I11, or Phase IV clinical trial that is conducted in relation to the prevention, detection, or treatment of cancer or other Life-
Threatening Disease or Condition and that meets any of the following criteria in the bulleted list below.

 Federally funded trials. The study or investigation is approved or funded (which may include funding through in-kind
contributions) by one or more of the following:

— National Institutes of Health (NIH), including the National Cancer Institute (NCI);
— Centers for Disease Control and Prevention (CDC);

— Agency for Healthcare Research and Quality (AHRQ);

— Centers for Medicare and Medicaid Services (CMS);

— A cooperative group or center of any of the entities described above or the Department of Defense (DOD) or the Veteran’s
Administration (VA);

— A qualified non-governmental research entity identified in the guidelines issued by the National Institutes of Health for
center support grants; or

— The Department of Veterans Affairs, the Department of Defense, or the Department of Energy as long as the study or
investigation has been reviewed and approved through a system of peer review that is determined by the Secretary of
Health and Human Services to meet both of the following criteria:

* |t is comparable to the system of peer review of studies and investigations used by the National Institutes of Health; and

* |t ensures unbiased review of the highest scientific standards by qualified individuals who have no interest in the outcome
of the review.

The study or investigation is conducted under an Investigational new drug application reviewed by the U.S. Food and Drug
Administration;

The study or investigation is a drug trial that is exempt from having such an Investigational new drug application;

The clinical trial must have a written protocol that describes a scientifically sound study and have been approved by all relevant
Institutional Review Boards (IRBs) before participants are enrolled in the trial. The Plan Sponsor may, at any time, request
documentation about the trial; or

The subject or purpose of the trial must be the evaluation of an item or service that meets the definition of a covered health
service and is not otherwise excluded under the Plan.

Members must provide a written letter from the chief of the appropriate department or institute chair at the Cleveland Clinic
recommending enroliment in the clinical trial and documenting that no Cleveland Clinic trials are available.

Compression Stockings
Compression stockings are covered at 80% and are limited to six pairs per year.

Contact Lenses and Lens Fittings
Contact lenses and lens fittings are only covered for certain ophthalmologic conditions that are not correctable by glasses.

23



Services must be provided by a Tier 1 provider. The provider may be required to provide supporting documentation to the EHP
Medical Management Department in order for the claim to be adjudicated appropriately. Limited to two pairs per year for lenses
and two fittings per year, one per pair.

Contraceptive Coverage

Under the provisions of the Affordable Care Act mandate regarding women’s preventative health services, contraceptives will be
covered under the HBP Prescription Drug Benefit within the following guidelines:

* Diaphragms, Phexxi, emergency contraceptives, generic oral contraceptives, generic injectables (medroxyprogesterone) will be
covered with no out-of-pocket expense for the member. However, a prescription from your health care provider is required.

* Brand name oral contraceptives that are not available generically require precertification. If the precertification request is
approved, the member will not have any out-of-pocket expense. If the precertification request is denied, the brand name
contraceptive will not be covered.

* Members who receive a brand name formulation of a contraceptive that is available generically will not pay any co-insurance
but will be charged the difference in cost between the brand name contraceptive product and the generic alternative.

* Contraceptive products that do not require a prescription to be purchased are not covered under the HBP Prescription
Drug Benefit.

* Mirena and other intrauterine devices (IUDs) are not covered under the HBP Prescription Drug Benefit. Rather, they are covered
under the medical benefit and no co-payment will be charged.

Cosmetic Surgery Combined with Clinically Appropriate Surgery

If a member chooses to have cosmetic surgery at the same time they are having surgery that is clinically appropriate, the
coverage will be as follows:

* The professional fee for the cosmetic surgery will NOT be covered.

If the combined surgeries result in a hospital admission, the coverage will be as follows:

* |f the usual course of the clinically appropriate procedure requires hospitalization, hospital days will be covered at 100%.

e |f the usual course of the clinically appropriate procedure does not require hospitalization, the entire hospital charge is the
patient/member’s responsibility.

Cosmetic surgery is always an excluded benefit. The treatment of complications resulting from cosmetic surgery is also excluded.
Life threatening complications that require inpatient care MAY be covered but must be reviewed by the Medical Management
Department.

In addition, the Medical Management Department reserves the right to retrospectively review these claims and adjust them according
to these guidelines. This means the member may be financially accountable for services after they have been rendered.

Court Ordered Services
Court ordered services must meet EHP Medical Management clinical appropriateness guidelines.

Custodial Care

Services and supplies meant to help you with activities of daily living or other personal needs is considered “custodial care”
which is not covered by the plan.

Examples of these are:

* Routine patient care such as changing dressings, periodic turning and positioning in bed

* Administering oral medications

 Care of stable tracheostomy (including intermittent suctioning)

* Care of a stable colostomy/ileostomy

* Care of stable gastrostomy/jejunostomy/nasogastric tube (intermittent or continuous) feedings

» Care of a bladder catheter, including emptying or changing containers and clamping tubing

* Watching or protecting you

* Respite care, adult or child day care, or convalescent care

e Institutional care, including room and board for rest cures, adult day care and convalescent care
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* Help with walking, grooming, bathing, dressing, getting in or out of bed, going to the bathroom, eating, or preparing foods
* Any other services that a person without medical or paramedical training could be trained to perform

Dental

This section pertains to dental benefits covered by the Health Benefit Program, NOT the Dental Benefit Program. Questions about
dental coverage should be directed to the HR Service Center. All Services in this Section must be provided in the Tier 1 Network.

1. Dental procedures such as surgical removal of impacted teeth, implants, root canals, crowns, caps, re-implantation, etc., are
NOT covered under the HBP even if they are recommended because of minor accident or injury. The Medical Management
Department will review cases of severe trauma resulting in mandibular/maxillary fractures, in which major reconstruction is
required within one year of the accident or injury, prior to services being rendered.

2. Dental Implants: Dental implants are covered under the HBP when ALL of the following conditions are met:

* Implants are determined to be clinically appropriate and the medical need is primarily caused by a specific medical
condition e.g., congenitally missing teeth or major trauma resulting in mandibular/ maxillary fractures. If clinical
appropriateness is determined due to an accident or within one year of major trauma resulting in mandibular/maxillary
fractures the patient MUST have been a HBP member at the time of the accident or injury to be eligible for coverage.
Congenitally missing teeth are covered for dental implant replacement.

3. Anesthesia for dental procedures is only covered in cases where anesthesia is necessary to do dental work that is required
because of a specific underlying medical condition. To check if services are covered, members or their provider can contact
Aetna to complete a predetermination of benefit coverage before scheduling a procedure. All Anesthesia must be done in the
Tier 1 Network.

DXA Scans (Bone Density)

One screening is covered every two years for women over 65 and men over age 70.

Screening for members under these ages or in need of more frequent scans are covered only if clinically appropriate.

Durable Medical Equipment (DME)

Reimbursement for DME will only be made at the established contracted rate for standard equipment. Any rate differential for

“deluxe” equipment will be the member’s responsibility. Over-the-counter DME products are not a covered benefit (e.g., grab bars

for showers).

e |f the contracted rate is less than the amount of the co-payment, the member is still responsible for the corresponding co-
payment/co-insurance.

Emergency Services/Inpatient Notification/Transfers

Emergency & Urgent Care are covered at 100% regardless of the provider as long as the visit meets Emergency or Urgent Care
criteria as defined in Section Seven: “Terms and Definitions”. A co-payment is required for any emergency department visit. If
the visit results in an admission, the emergency co-payment will be waived and the inpatient admission co-pay will be applied.
Observation stays in the hospital are not considered admissions and are subject to the ER co-payment.

Emergency transport to an emergency room, even if it is a non-Cleveland Clinic facility, is always covered.

Ambulance transport to home from any healthcare facility or to/from physician or outpatient care visits are not covered.

Foreign Country Claims

Emergency services received while traveling between or while in a foreign country are covered, however, payment up front is
typically required by the provider. To obtain reimbursement, the member must provide an itemized receipt from the provider
which includes a description of services and codes (in English). A claim form then needs to be submitted to the Third Party

Administrator along with the receipts.

The following information addresses notification and transfers to a Cleveland Clinic facility:

Notification and Transfers from a Non-Cleveland Clinic Hospital

The HBP requests notification at the time of admission (including unplanned admissions) or any admission to a Tier 2 or out
of network facility. Notification can be from either the member, the members family, or the admitting facility. Members must
contact EHP Medical Management at 216.986.1050 or 888.246.6648. These numbers are also on the back of your medical
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ID card. Notification is requested as the HBP may request to transfer members from a non-network facility to a network
facility, as well as to monitor ongoing care and discharge planning needs.

If the member is mentally incapacitated, or in the absence of family members who can make the contact, hospital staff can make
the contact as soon as possible. The HBP may request to transfer members from a non-network facility to a Cleveland Clinic
facility. All cases will be reviewed by the HBP Medical Director for appropriateness of transfer. If the member or family would like
to request a transfer, they should contact EHP Medical Management at 888.246.6648 to request a transfer.

Air ambulance transport requires precertification. Please note, Emergency Services do not require precertification.

Enteral Feedings

Enteral feedings, food supplements, lactose-free foods, specialized formulas, vitamins and/or minerals that do not require
a prescription are not covered, even if they are required to maintain weight or strength and regardless of whether these are
prescribed by a physician.

Family Planning Services

Family planning means the voluntary process of identifying goals and developing a plan for the number and spacing of children
and the means by which those goals may be achieved. These means include a broad range of methods, which may range from
choosing not to have sex to the use of other services to limit or enhance the likelihood of conception such as contraceptive
methods, natural family planning ("fertility awareness methods”), the management and treatment of infertility, as well as
information about or referrals for adoption.

The EHP and Aetna partner with Maven, to provide additional support around our family planning coverage. Maven is a digital
health platform providing support for pregnancy and postpartum; fertility treatments like IVF, 1Ul; and early parenthood.

Maven allows our eligible members to book 24/7 coaching and educational appointments with 30+ provider types (doulas,
midwives, nutritionists, lactation consultants, surrogacy* and adoption** coaches, and more) at no cost to you when booked
through Maven. You also get access to Maven'’s library of virtual classes, content, and community features. Join maven at
mavenclinic.com/join.cc or email support@mavenclinic.com with any questions.

Note: While access to Maven is open to all EHP members, members seeking fertility treatments must first have precertification
by Aetna’s Infertility Advocate at 1.833.415.1709. See page 27 for information on infertility coverage.

*See coverage clarification for “surrogacy” coverage.
**Contact the HR Service Center for coverage information on adoption.

Genetic Testing/Counseling

Genetic testing must be done by a Tier 1 provider; and some genetic testing requires precertification to ensure clinical
appropriateness. Genetic testing/counseling is a covered benefit for a member or a member’s covered dependent. It is not covered
when the service does not benefit the insured or the insured’s covered dependent.

Hair Loss

Cranial prosthesis (wig) is considered Durable Medical Equipment (DME) and is covered at 80 percent. However, many DME
companies will not bill insurance. Therefore, you can purchase your cranial prosthesis from a vendor of your choice, however,
payment would need to be made upfront by the member and a claim form submitted to Aetna with the receipt. The Aetna claim
form can be found on our website at employeehealthplan.clevelandclinic.org.

Hearing Aids

Hearing aids are covered at 50% of billed amount up to $3,500 per ear; one aid per ear every three years at Cleveland Clinic
only. Evaluation, consulting, and dispensing fees are covered at 100% by Cleveland Clinic providers. Repair of

hearing aids ARE NOT covered. There is NO coverage of the hearing aids, evaluation, consultation, or dispensing fees by

any other provider.

Hospice

To be eligible to receive the hospice benefit, patients must have a life expectancy that is less than 12 months and have a
caregiver(s) in the home 24 hours a day, 7 days a week. The four levels of service that are included in the benefit are: routine
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or continuous home care, inpatient respite, inpatient general care, and inpatient symptom management care. Inpatient respite
care provides rest and relief for the patient’s primary caregivers. Inpatient care provides general care or pain and symptom
management not possible in the home setting. Services that are NOT covered under the hospice benefit include: custodial and/or
experimental therapies.

Immunizations

Standard immunizations are covered only when given within the Tier 1 Network of Providers. Immunization and blood tests are
NOT covered for travel or when required for school/work. Tetanus toxoid, Rabies vaccine and Meningococcal polysaccharide
vaccines will be covered outside of Cleveland Clinic Tier 1 ONLY if they are given as part of Emergency/Urgent Care Services.
Some immunizations have special coverage rules:

e Intranasal Flu vaccine is covered for members age 2 to 18 only.
* Shingrix shingles vaccine is covered for members age 50 and above.
 Gardasil is covered for males and females age 9 to 45.

* Hepatitis A is covered for children 12 months through age 18. Hepatitis A can be covered outside of this age group only when
medical necessity criteria is met and the immunization is preauthorized.

* Measles titers are a covered benefit, but is excluded for travel purposes. Caregivers themselves should have them done through
Occupational Health; dependents should go through their primary care physician.

Immunization and blood tests are NOT covered for travel or when required for school/work. Tetanus toxoid, Rabies vaccine
and Meningococcal polysaccharide vaccines will be covered outside of Cleveland Clinic Tier 1 ONLY if they are given as part of
Emergency/Urgent Care Services.

Infertility

Coverage for infertility has a lifetime maximum of $15,000 for medical and $6,000 for pharmaceutical. Below are the eligibility
requirements and coverage overview.

Eligible Health Plan Members must meet the following requirements:
e Enrolled in EHP, EHP Plus, Martin Health Retiree Under 65 plan

* Between age 18-49 years and if female is premenopausal and could reasonably expect fertility as a natural state; or
menopausal and experiencing menopause at a premature age

Dependent children of plan members are excluded
* Must be a non-smoker/non-tobacco/non-Cannabinoid user (both partners)

If nicotine use is determined, patient and/or spouse, is required to complete and provide negative cotinine test or other
requirements through Health Coaching.

If Cannabinoid or drug use is determined; patient and/or spouse is required to contact Behavioral Health and provide negative
blood test for Cannabinoids or other drugs.

— Proof of Medical Marijuana card can override this requirement.

* Have approval from the EHP Third Party Administrator (TPA) Aetna’s National Infertility Unit (NIU) Health Plan members
will not receive coverage until they initiate a review for infertility treatment by contacting the Aetna Fertility Advocate (FA) at
1.833.415.1709 (8 a.m.—4:30 p.m. EST)

Coverage Limitations:
* Medical plan covers up to $15,000 in infertility treatment per lifetime
« Prescription medications covered up to $6,000 per lifetime

* |f both the Caregiver and Spouse are Cleveland Clinic employees, the benefit follows the member being treated (the couple
cannot access $30,000 medical benefits / $12,000 pharmacy benefit

Access to the Benefit:

¢ Health Plan members will not receive coverage until they initiate a review for infertility treatment by contacting the Aetna
Fertility Advocate (FA) at 1.833.415.1709 (8 a.m.—4:30 p.m. EST)

* The FA reviews eligibility and coverage criteria
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* The FA explains precertification process and network requirements

— EHP Plan Members: Treatment is mandatory at Cleveland Clinic’'s Women'’s Health Institute. There is no out-of-network
coverage for infertility treatment.

— EHP Plus Plan Members: May seek treatment at an Aetna Infertility Institute of Excellence (IOE) provider; if no Infertility
IOE within 130 miles, seek treatment with an Aetna network infertility specialist. There is no out-of-network coverage for
infertility treatment.

¢ |t is the Health Plan member’s responsibility to track expenditure through the FA.

Provider Responsibility:

¢ After FA indicates eligibility requirements are met, providers contact Aetna NIU at 1.800.575.5999 (8 a.m.—6 p.m. EST)
with clinical information and treatment plan to obtain pre-authorization. If additional or different infertility treatment is needed,
providers contact Aetna NIU at 1.800.575.5999 to pre-authorize the service for notification of approval

* |f the member meets eligibility and clinical criteria, one approval applies to full episode of care. If the member stops treatment
for over 1 year and has not used full annual coverage, the approval process is required to start treatment again

¢ Provider and member determine treatment course

If the member does not meet eligibility and clinical criteria, coverage is denied
* Provider and Member are notified via phone or fax and letter
e |f service is not authorized, provider and member can appeal through the standard appeal process

Sperm, Oocytes, or Embryo Cryopreservation:

* The plan will authorize, with prior authorization, coverage for the harvest, procurement, and storage of sperm, oocytes, or
embryos for eligible members, and storage is in association with ongoing infertility care (infertility treatment within 90 days
(about 3 months) of the cryopreservation).

Note: In the event that an EHP member stored eggs, sperm, embryos and/or oocytes due to medical necessity (eg. cancer
therapy) at an out-of-network (OON) facility prior to enrollment on the EHP Plan, the member will be permitted to continue
treatment at the OON facility until the stored contents have been consumed.

The plan may prior authorize coverage for the harvest, procurement, and short-term storage (<90 days) of sperm, oocytes,
or embryos for eligible members, in the presence or absence of ongoing infertility care, when the eligible member requires
medical treatment that may render them sterile.

Examples of such treatment include: chemotherapy and/or radiation therapy for cancer and medically necessary gender
affirming treatment. A letter of medical necessity from the treating physician is required. Coverage for this indication is limited
to one cycle.

If the member completed social preservation prior to employment at Cleveland Clinic, the EHP will reimburse egg thawing,
fertilization, and IVF only if the member has a medical infertility diagnosis, and the provider is an Aetna Select Open Access
contracted provider. There is no coverage if the provider in out of network.

If the member completes social preservation during the time of employment at Cleveland Clinic, regardless of if they are or
are not on the Cleveland Clinic EHP or EHP Plus plan, the member is fully aware there is no coverage once egg thawing,
fertilization and IVF begins as the member is fully aware social preservation is not a covered benefit.

Limitations:

— Long-term sperm, oocyte, or embryo storage, defined as greater than 360 days (about 12 months), if the eligible member is
receiving infertility treatment (see above), or storage is following medical treatment that rendered them sterile (see above).
The Health Plan will not cover storage for the WHI because it is included in the retrieval cost for the first year.

— Coverage beyond 90 days (about 3 months) after the last cycle of infertility treatment ends, or if a pregnancy occurs.

— Sperm cryopreservation is a routine procedure for sperm backup without a confirmed physical or psychological diagnosis.

Services Covered with an Approval:
e Artificial Insemination Intra-Cervical
e Artificial Insemination Intra-Uterine
* Sperm Washing Atrtificial Insemination
e |UI for female without a male partner
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Follicle Puncture Oocyte Retrieval Any Method

Embryo Transfer Intrauterine

Gamete Zygote/Embryo Fallopian Transfer Any Meth

Us Guidance Aspiration Ova Img S&I

Cul Oocyte/Embryo <4 Days

Cul Oocyte/Embryo < 4 D Co-Cult Ocyte/Embry

Asstd Embryo Hatching Microtgs Any Meth

Oocyte Id From Follicular Flu

Prepj Embryo Tr

Sprm Id From Aspir Oth/Thn Seminal

Cryoprsrv Embryo with medical diagnosis

Sprm Id From Tstis Tiss Frsh/Cryoprsrvd

Insemination Oocytes

Extnd Cul Oocyte/Embryo 4-7 Days

Asstd Fertilization Microtqg </Equal 10 Oocytes

Asstd Fertilization Microtq > 10 Oocytes

Storage Per Year Embryo as per cryopreservation criteria above

Storage Per Year Oocyte as per cryopreservation criteria above

Storage per year sperm as per cryopreservation criteria above

Thawing Cryopreserved Embryo as per cryopreservation criteria above
Thawing Cryopreserved Sperm/Semen Each Aliquot as per cryopreservation criteria above
Thawing Cryopreserved Oocytes as per cryopreservation criteria above
Cryopreservation; Immature Oocyte(S) as per cryopreservation criteria above
Cryopreservation Mature Oocyte(S) as per cryopreservation criteria above
Cryopreservation; Sperm as per cryopreservation criteria above

In vitro fertilization; including but not limited to identification and incubation of mature oocytes, fertilization with sperm,
incubation of embryo(2), and subsequent visualization for determination of development

Complete cycle, gamete intrafallopian transfer (gift)

Complete cycle, zygote intrafallopian transfer (zift)

Complete in vitro fertilization cycle, not otherwise specified

Frozen in vitro fertilization cycle

Incomplete cycle, treatment cancelled prior to stimulation

Frozen embryo transfer procedure cancelled before transfer

In vitro fertilization procedure cancelled before aspiration

In vitro fertilization procedure cancelled after aspiration

Assisted oocyte fertilization

Donor egg cycle, incomplete

Donor services for in vitro fertilization (sperm or embryo)

Stimulated intrauterine insemination (1UI)

Biopsy, oocyte polar body or embryo blastomere, micro technique (for pre-implantation genetic diagnosis); less than or equal to
5 embryos (Medical Director PA)

Biopsy, oocyte polar body or embryo blastomere, micro technigue (for pre-implantation genetic diagnosis); greater than 5
embryos (Medical Director PA)

Note: Embryo genetic testing is covered only in situations where both parents are documented carriers for the following
diagnoses: cystic fibrosis, fragile X syndrome, sickle cell anemia, thalassemia, hemophilia, Tay-Sachs disease, and/or spinal
muscular atrophy, following the American College of Obstetrics and Gynecology (ACOG) recommendations for carrier state
screening of parents.
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Excluded Services:
¢ ART procedures deemed experimental and investigational

* Infertility services when the infertile member is not the recipient of the services (like donor egg with gestational carrier; transfer
of embryo to gestational carrier)

» Gonadotropin usage greater than 600 [U/day

* Cost of donor oocytes, sperm or embryo and related services
 Services/drugs directly related to non-covered services

e Anti-Mullerian hormone therapy is experimental

» Uterine embryo lavage using Previvo is experimental

* Medications for males: Clomid, HCG, FSH, experimental

* Social egg freezing (SEF, or elective egg freezing without a medical indication) and associated services that use those eggs
(including but not limited to egg retrieval, egg storage, egg fertilization, and subsequent embryo implantation) is not a covered
benefit. Medically necessary egg freezing that is required for fertility preservation due to a necessary treatment that damages
ovaries/eggs during childbearing years of 18 to 44 can be covered if prior authorized at the time of necessary treatment.

 Storage, any type, prior to authorization
» Experimental infertility procedures including CPT codes 0058T, 89335, 89344, and 89354 are considered experimental
* Surrogacy

Maternity Care
Statement of Rights under the Newborns’ and Mothers’ Health Protection Act

Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally may not
restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However, the plan or issuer may pay
for a shorter stay if the attending provider (e.g., your physician, nurse midwife, or physician assistant), after consultation with the
mother, discharges the mother or newborn earlier.

Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any later portion of the
48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under federal law, require that you, your physician, or other health care provider
obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours). However, you may be required to obtain
precertification for any days of confinement that exceed 48 hours (or 96 hours).

Doula services are NOT considered clinically appropriate and therefore are NOT a covered benefit. If you would like coverage
for your newborn, you have 31 days from birth to add the baby to the Health Benefit Program. See Life Event Changes in
Section 5.

Nicotine/Tobacco Cessation
There is a limit of eight (8) visits per calendar year for services related to nicotine cessation.

Observation Stays
Observation stays in the hospital are not considered admissions and are subject to the $250 ER co-payment. If admitted, the ER
co-payment will be waived and the $350 co-pay will be applied.

Orthotics

¢ Custom-made: covered at 80% of Allowed Amount.
¢ General: not a covered benefit.

* |f the contracted rate is less than the amount of the co-payment, the member is still responsible for the corresponding co-
payment/co-insurance.

Orthopedic shoes and diabetic shoes are not considered orthotics.
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Pediatric Eye Exams

Coverage allows for two routine exams per calendar year for patients ages 17 and under. The $35 copay does not apply to these
routine pediatric eye exams. Services must be provided by in-network ophthalmologists.

Pediatric Type 1 Diabetes

Related office visits, medications and supplies for pediatric type 1 diabetes are covered at 100% when applicable precertification
is obtained. Pediatric is defined as members age O through age 17.

RAST (Allergy Blood) Testing
RAST testing (allergen specific IgE blood testing) will be covered if obtained by a Tier 1 network provider only.

Refractive Surgery

Coverage for refractive surgery includes services for the LASIK, PRK and SMILE procedures. Services must be provided at the
Cleveland Clinic for coverage. An assessment is required to determine if you are a candidate for the procedure. The assessment
fee is the responsibility of the health plan member. Once determination is made, the surgery and after care up to a year is
covered at 100%. The EHP will cover one enhancement per eye per lifetime.

Routine (Annual) Vision Examination

One routine (annual) vision examination is covered per calendar year in the Tier 1 network. Examinations are not covered under
the Cleveland Clinic Vision Benefit Program. The Vision Program covers hardware only. Services for contact lenses are not a
covered benefit.

Spider Veins and Varicose Veins
» Spider veins — Sclerotherapy is NOT a covered benefit.
* Varicose veins:
— Sclerotherapy for symptomatic varicose veins is covered at 100%; and

— Vein stripping for symptomatic varicose veins is a covered benefit in the Tier 1 Network of Providers only.

Surrogacy Coverage

The Plan will cover maternity services as described below if you are acting as a surrogate. However, to the extent that you receive
any compensation or payment from any third party, even if the compensation or payment is designated for services other than
medical expenses, the EHP has a right to subrogate against that compensation to the extent that it pays maternity claims under this
Benefit Book. You are obligated to notify the EHP of any compensation or payment you receive as a result of acting as a surrogate
and the benefits payable hereunder are contingent on your cooperation according to this provision. No coverage will be provided for
maternity services incurred by a person not covered under this Benefit Book who is acting as a surrogate for you or any dependent.

Temporomandibular Joint Syndrome (TMJ)

Treatment of TMJ is covered at 100% after a $35 co-pay per specialist office visit. Services and appliances must be received
within the Tier 1 Network of Providers and precertification is required.

Therapy

Rehabilitative — Occupational/Physical/Speech!?
A maximum of 30 visits per therapy are covered per calendar year. A $10 copay per visit is required.

Habilitative — Occupational/Physical/Speech!?
For the diagnoses of Apraxia, Autism, Autism Spectrum Disorder, Cerebral Palsy, Developmental Delay and Spina Bifida, coverage
is 100% of the allowed amount. There is no visit limitation and no copay.

Transgender Services
Transgender services are covered as follows:

12. Services are not a covered benefit when they are for non-medical conditions. Non-medical conditions include, but are not limited to, impulse control
disorders and conduct disorders. Refer to Precertification and Concurrent Review for Clinical Appropriateness rules on page 14 for more information.
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e The service request must be completed at Cleveland Clinic.
* The request must go to the Medical Director for review.

* The request must come from the Transgender Medicine/Surgery Program Coordinator and documentation reflects the member
meets the current World Professional Association for Transgender Health (WPATH) criteria.

* Covered at 100% of allowed amount after applicable copay for behaviorial health services, gender affirming surgery and
hormonal treatments.

 Limit of one reversal per lifetime.

Transplants

Precertification is required for all major organ and tissue transplants including evaluations through EHP Medical Management at
888.246.6648 - this includes but is not limited to kidney, liver, heart, lung and pancreas, stem cell and bone marrow.

* Services completed at the Cleveland Clinic follow the EHP medical necessity criteria.

* Services completed by an Aetna Select Open Access network provider follow the Aetna medical necessity criteria.

Virtual Visit Coverage

Coverage for face-to-face telemedicine visits includes visits for routine and follow-up visits for services such as behavioral health
and chronic conditions such as diabetes, hypertension and high cholesterol. Members are required to have a PCP treating them
for the condition and to have seen the PCP in person at least once.

Charges for MyChart messages billed by the provider are covered at 100% for EHP members.

CASE MANAGEMENT

The Health Benefit Program (HBP) is committed to helping you and your family stay healthy. However, if faced with medical
illness, we are also committed to helping you with important decisions to ensure that you get the healthcare you need.

The EHP Medical Management Department offers Case Management Programs that provides members with telephone access
to a Case Coordinator (Registered Nurse or Licensed Social Worker/Counselor) for assistance with complex medical care needs,
complex behavioral health needs, network access issues, and referrals to community services. Members can self-refer or be
referred by their physician or family for evaluation.

If you have a medical or behavioral health question related to a Case Management Program, the Medical Management
Department can be reached at 216.986.1050, option 2 or toll-free at 888.246.6648, option 2 during regular business hours
of 8 a.m. to 4:30 p.m. Monday through Friday, excluding holidays. A confidential voicemail box is available to accept non-urgent
messages after hours.
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Cleveland Clinic EHP Prescription Drug Benefit
(Administered by CVS Caremark)

Prescription Drug Benefit Administration
The Prescription Drug Benefit is administered through CVS Caremark under the guidance of the EHP Pharmacy Management
Department. You can contact the EHP Pharmacy Management Department as follows:

* Monday through Friday from 8 a.m. to 4:30 p.m.
e Phone: 216.986.1050, option 4 or toll-free 888.246.6648, option 4

CVS Caremark has a dedicated toll-free Customer Service phone number that members can call 24 hours a day, seven days a
week: 866.804.5876. CVS Caremark is also available through email at customerservice@caremark.com.

If your CVS Caremark prescription card is lost or stolen, contact CVS Caremark at the phone number or email address above for a
replacement card.

Members can also go to the CVS Caremark website at https://www.caremark.com for the following:
 Prescription refills for CVS Caremark Mail Service

* Order status

* Pharmacy locations

* Benefit coverage

* Request forms

* Frequently Asked Questions

* 13 month drug history

» Additional health information

When you call CVS Caremark or visit their website, please have the following information available:
* Member’s ID Number

* Member’s Date of Birth

* Payment Method

Prescription Drug Benefit Program Overview

The Prescription Drug Benefit chart on page 5 summarizes drug categories such as non-specialty preferred generics, non-
specialty preferred brand drugs, non-preferred brands and generics, and specialty brand/generic drugs, as well as deductible and
out-of-pocket maximum information. This pharmacy section is a resource for information regarding:

» Options for filling your prescription medications;
* The HBP Prescription Drug Benefit guidelines;
* Benefits coverage and clarification; and

* Pharmacy Management programs

Understanding the EHP Prescription Drug Formulary

The medications in the EHP Prescription Drug Formulary are chosen by a group of healthcare professionals known as the
Pharmacy and Therapeutics (P & T) Committee. This committee reviews and selects FDA-approved prescription medications
for inclusion in the EHP Prescription Drug Formulary based on the drug’s safety, effectiveness, quality and cost to the benefit
program. All medications that have been reviewed but not added to the EHP Prescription Drug Formulary or that have not yet
been reviewed by the P & T Committee are considered Non-Formulary.

You are encouraged to share the drug formulary with your physician when he or she is prescribing your medication to help insure
the most appropriate prescription drug therapy for your needs. Appropriate and cost-effective use of pharmaceutical therapies can
be key to a successful strategy for improving individual member care while helping to keep the cost of prescription medications
affordable.

The P & T Committee reviews and updates the EHP Prescription Drug Formulary throughout the year. Medications may be added
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to or removed from the drug formulary during the year. The Cleveland Clinic Employee Health Plan may add medications to the
drug formulary four times a year. Medications may be removed from the drug formulary twice a year, once at the start of the
benefit year in January and again at mid-year in July.

The drug formulary is available on our website at https://employeehealthplan.clevelandclinic.org and is updated on a quarterly
basis. The listing of a drug in the EHP Prescription Drug Formulary does not guarantee coverage.

Filling Your Prescriptions

Through your Prescription Drug Benefit you have six options for filling your prescription drug medication(s). The six options
described on the following pages include: Cleveland Clinic Outpatient Pharmacies; Cleveland Clinic Specialty Pharmacy;
Cleveland Clinic Home Delivery Pharmacy; the CVS store pharmacies; the CVS Caremark mail Service Program; and the CVS
Caremark Specialty Pharmacy.

Cleveland Clinic Outpatient Pharmacies and Specialty/Home Delivery Pharmacy!#

EHP members receive a lower percentage co-insurance for their prescriptions by using Cleveland Clinic Outpatient Pharmacies in
Ohio and Florida (Option 1) or the Specialty/Home Delivery Pharmacy (Option 2). In addition, a deductible will not be charged
for prescriptions filled at these pharmacies with a generic medication. Call the pharmacy hotline at 216.445.MEDS (6337) for
answers to your questions and to obtain pharmacist consultation services. You may receive up to a 90-day supply of medication
at any of the Cleveland Clinic Outpatient Pharmacies.

You may pick up your prescriptions at any of the locations listed below or you can have your prescription(s) mailed to your home
by using the Cleveland Clinic Specialty/Home Delivery Pharmacy. There is a turnaround time of up to ten business days for all
specialty/home delivery pharmacy orders. Please note: You cannot drop off or pick up prescription orders at the Cleveland Clinic
Specialty/Home Delivery Pharmacy.

Cleveland Clinic Pharmacies, Specialty, or Home Delivery Pharmacy

e Cleveland Clinic Specialty Pharmacy * Cleveland Clinic Home Delivery Pharmacy
Direct Dial: 216.448.7732; Fax: 216.448.5601 Direct Dial: 216.448.4200; Fax: 216.448.5603
Toll-free: 844.216.7732; Fax: 844.337.3209 Toll-free: 855.276.0885
Monday-Friday, 7 a.m.—6 p.m. Monday-Friday, 7 a.m.—6 p.m.

Cleveland Clinic Pharmacies — Locations and Hours of Operation

¢ Akron General Medical Center Location
Akron General Medical Center...............ccoooveeviiiiiiinnnnn. 330.344.7732, Fax: 330.344.2927

Ambulatory Care Pharmacy Monday-Friday, 8 a.m.—6:30 p.m.
1 Akron General Avenue, Akron, OH 44307

* Cleveland Clinic Pharmacies On Main Campus

Euclid Avenue Pharmacy (Parking