2022-2023 Asa Healthcare Solutions Benefits Information

As an Asa Healthcare Solutions employee we offer several benefit plans to qualifying
staff. To be eligible for benefits you must work an average of 30 hours per week. In the
pages below you will find a summary of the Health, Dental, and Vision plans through
United Healthcare. Once you enroll in the benefit plan you will not be able to drop
coverage until the next open enrollment period the following year unless you no
longer meet the hours worked requirement and no longer meet the eligibility criteria.
Please read through the following pages carefully and refer to the rate sheet for
premium information. Please reach out to Sarah Kirk, skirk@asahealthcare.org if you
have any questions regarding coverage or your eligibility.
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Choice Plus plan details,

all in one place.

Use this benefit summary to learn more about this plan’s benefits, ways
you can get help managing costs and how you may get more out of this

health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and
facilities — but staying in the network can help lower your costs.
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Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

)
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Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.
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Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care.
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Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

<

Tier 1 providers

Using Tier 1 providers may bring you the greatest value from your health care benéefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

@ | Qe | B

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.

This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts

with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or Amendments, those documents govern. Review your COC for an exact

description of the services and supplies that are and are not covered, those which are excluded or limited, and other terms and conditions of

coverage.
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Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network
Annual Medical Deductible
Individual $3,000 $10,000
Family $6,000 $20,000

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.
*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar
amount - your copay.

Annual Out-of-Pocket Limit
Individual $8,150 $15,000
Family $16,300 $30,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual
out-of-pocket maximum amount.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Out-of-Network

Preventive Care Services
Preventive Care No copay 30%*

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These services are based on your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, co-insurance
or deductible.

Includes services such as Routine Wellness Checkups,
Immunizations, and Lab and X-ray services for Mammogram,
Pap Smear, Prostate and Colorectal Cancer screenings.

Office Services - Sickness & Injury

Primary Care Physician

Primary care allergy injections and other injections 30%* 30%*
Primary care office visits for all other covered persons $25 copay 30%*
Primary care office visits for persons less than age 19 No copay 30%*

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Specialist
Specialist care allergy injections and other injections
Specialist office visits and maternity physician services

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, lab work.

Telehealth is covered at the same cost share as in the office.

Urgent Care

Additional copays, deductible, or co-insurance may apply
when you receive other services at the urgent care facility. For
example, surgery and lab work.

Virtual Care Services

Network Benefits are available only when services are
delivered through a Designated Virtual Network Provider. You
can find a Designated Virtual Visit Network Provider by
contacting us at myuhc.com® or the telephone number on
your ID card. Access to Virtual Visits and prescription services
may not be available in all states or for all groups.

Emergency Care
Accidental Dental
Emergency Ambulance
Emergency Room'
Non-Emergency Ambulance'’
Inpatient Care

Congenital Heart Disease Surgeries’

Hospital Inpatient Stays’

Inpatient Habilitative Services’

Limit will be the same as, and combined with, those stated

under Skilled Nursing Facility/Inpatient Rehabilitation Services.

Skilled Nursing Facility & Inpatient Rehabilitation Facility
Services!

Limited to 60 days per year.

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.

What You Pay for Services

Designated Network Network

30%*

$50 copay*

$50 copay

No copay

30%*
30%*
$500 copay*

30%*

$1000 copay per day to a

Out-of-Network

30%*

30%*

30%*

30%*

30%*
30%*
$500 copay*

30%*

30%*

maximum $3,000 copay per

Inpatient Stay*

$1000 copay per day to a

30%*

maximum $3,000 copay per

Inpatient Stay*

The amount you pay is based on where the covered health care service is provided.

30%*

30%*

'JJ UnitedHealthcare'

3



What You Pay for Services

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Outpatient Care

Habilitative Services $50 copay*

For outpatient therapies (physical therapy, occupational
therapy, manipulative treatment, speech therapy, post-cochlear
implant aural therapy, cognitive therapy), limits will be the
same as, and combined with those stated under Rehabilitation
Services.

Home Health Care’ No copay*

Limited to 60 visits per year.

One visit equals up to four hours of skilled care services. This
visit limit does not include any service which is billed only for
the administration of intravenous infusion.

Lab Testing $80 copay* 30%*

Limited to 18 Definitive Drug Tests per year.
Limited to 18 Presumptive Drug Tests per year.

For Designated Network Benefits, laboratory services must be
received from a Designated Diagnostic Provider. Network
Benefits include laboratory services received from a Network
provider that is not a Designated Diagnostic Provider.

Major Diagnostic and Imaging'! $350 copay*
Physician Fees for Surgical and Medical Services No copay*
Rehabilitation Services $50 copay*

Limited to 20 visits of cognitive rehabilitation therapy per year.
Limited to 20 visits of manipulative treatments per year.

Limited to 20 visits of pulmonary rehabilitation therapy per
year.

Limited to 30 visits of post-cochlear implant aural therapy per
year.

Limited to 36 visits of cardiac rehabilitation therapy per year.
Limited to 37 visits of occupational therapy per year.
Limited to 37 visits of physical therapy per year.

Limited to 37 visits of speech therapy per year.

Note: The first three network visits for any combination of
physical therapy and Manipulative Treatment for new low back
pain are not subject to any copay, co-insurance or deductible
and subject to the annual visit limits.

Scopic Procedures 30%*

Diagnostic/therapeutic scopic procedures include, but are not
limited to colonoscopy, sigmoidoscopy and endoscopy.

Surgery! $350 copay*

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.

30%*

30%*

Not covered

30%*

30%*

30%*

30%*

30%*

Out-of-Network
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What You Pay for Services

Out-of-Network

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Therapeutic Treatments? 30%* 30%*

Therapeutic treatments include, but are not limited to dialysis,
intravenous chemotherapy, intravenous infusion, medical
education services and radiation oncology.

X-ray and other Diagnostic Testing’ $80 copay* 30%*

Supplies and Services

Diabetes Self-Management ltems’ The amount you pay is based on where the covered health care service is provided under
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits
Section.

Diabetes Self-Management and Training' The amount you pay is based on where the covered health care service is provided.

Durable Medical Equipment, Orthotics and Supplies 30%* Not covered

Limited to a single purchase of a type of DME or orthotic every
three years.

Repair and/or replacement of DME or orthotics would apply to
this limit in the same manner as a purchase. This limit does not
apply to wound vacuums.

Enteral Nutrition No copay* 30%*
Hearing Aids 30%* 30%*

Limited to one hearing aid per hearing imparied ear not to
exceed $3,000 per hearing aid including its medically
necessary services and supplies. Repair and/or replacement of
a hearing aid is limited to a single purchase per hearing
impaired ear every three years.

Ostomy Supplies 30%* 30%*
Pharmaceutical Products 30%* 30%*

This includes medications given at a doctor's office, or in a
covered person's home.

Prosthetic Devices’ 30%* 30%*

Limited to a single purchase of each type of prosthetic device
every three years.

Repair and/or replacement of a prosthetic device would apply
to this limit in the same manner as a purchase.

Urinary Catheters No copay* 30%*
Pregnancy
Maternity Services' The amount you pay is based on where the covered health care service is provided except that

an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is
the same as the mother's length of stay.

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient? $1000 copay per day to a 30%*
maximum $3,000 copay per
Inpatient Stay*

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Outpatient’

Partial Hospitalization'
Other Services
Cellular or Gene Therapy!

For Network Benefits, Cellular or Gene Therapy services must
be received from a Designated Provider.

Clinical Trials?
Fertility Preservation for latrogenic Infertility!

Limited to $20,000 per Covered Person per lifetime.

Limited to $5,000 for Prescription Drug Products per Covered
Person.

This Benefit limit will be the same as, and combined with,
those stated under Preimplantation Genetic Testing (PGT) and
Related Services. Benefits are further limited to one cycle of
fertility preservation for latrogenic Infertility per Covered Person
during the entire period of time he or she is enrolled for
coverage under the Policy.

Gender Dysphoria

Hospice Care!
Preimplantation Genetic Testing (PGT) and Related Services'

Benefit limits for related services will be the same as, and
combined with, those stated under Fertility Preservation for
latrogenic Infertility. This limit does not include Preimplantation
Genetic Testing (PGT) for the specific genetic disorder. This
limit includes Benefits for ovarian stimulation medications
provided under the Outpatient Prescription Drug Rider.

Benefits for related services are limited to one Assisted
Reproductive Technology (ART) procedure during the entire
period of time a Covered Person is enrolled under the Policy.
This limit does not include the Preimplantation Genetic Testing
(PGT) for the specific genetic disorder.

Reconstructive Procedures'’
Temporomandibular Joint (TMJ) Services'
Transplantation Services'

Network Benefits must be received from a Designated
Provider.

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.

What You Pay for Services

Designated Network Network Out-of-Network

$25 copay 30%*

No copay* 30%*

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.

No copay* 30%*

The amount you pay is based on where the covered health care service is provided or in the
Prescription Drug Benefits Section.

30%* 30%*

No copay* 30%*

The amount you pay is based on where the covered health care service is provided.
The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.
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Here’s an example of how the plan’s costs come into play.

1

You're responsible for paying 100% of
your covered health services until you

reach your deductible, which is the amounts, excluding copays) for

amount you pay before your health covered health care services with

plan pays a portion. you—this is your coinsurance. *
YOU PAY 20%*

YOU PAY 100%

At the start of 2 Once you reach
your plan year...

your deductible...

receive the service.

‘our coinsurance may val service. This example is for illustrative purposes only.
Y Th le is for illustrati I

Your health plan starts to share a
percentage of costs (the allowed

YOUR PLAN PAYS 80%

Along the way, you may also be required to pay a fixed amount (for example,
$15)—or copay—for covered health care services, such as seeing a provider
or purchasing a prescription. You pay 100% of the copay, usually when you

3 When you reach your
out-of-pocket limit...

Your plan covers your costs (the allowed
amount) at 100%. Your out-of-pocket
limit is the most you'll pay for covered
health services in a plan year—copays
and coinsurance count toward this.

YOUR PLAN PAYS 100%

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

« Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

« Choose Search for a health plan.

« Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.

Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

« Go to welcometouhc.com > Benefits > Pharmacy Benefits.

« Select to view the medications that are
covered under your plan.

Access your plan online.

With myuhc.com®, you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.

When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.

Good stuff
that’s good
to know.

| dig it!

lJJ UnitedHealthcare'
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Other important information about your benefits.
Medical Exclusions

e Acupuncture

» Bariatric Surgery

* Cosmetic Surgery

¢ Dental Care (Adult/Child)

* Glasses

e Infertility Treatment

e Long-Term Care

* Non-emergency care when traveling outside the U.S.
 Private-Duty Nursing

* Routine Eye Care (Adult/Child)
* Routine Foot Care

* Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at a retail Network Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The Network Pharmacy’s Usual and Customary Charge for the Prescription Drug Product; and 3)
The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from a mail order Network Pharmacy, you are
responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge for that
Prescription Drug Product.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, a Non-Preferred
Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

Certain Preventative Care Medications may be covered at zero cost share. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by a mail order Network Pharmacy or Preferred 90 Day Retail Network
Pharmacy. The Outpatient Prescription Drug Schedule of Benefits will tell you how mail order Network Pharmacy and Preferred 90 Day Retail
Network Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone number on your ID card to find out if Benefits are
provided for your Prescription Drug Product and for information on how to obtain your Prescription Drug Product through a mail order Network
Pharmacy or Preferred 90 Day Retail Network Pharmacy.
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Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your Pharmacy Rider and SBN for additional exclusions and limitations that may apply.

'JJ UnitedHealthcare'
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UnitedHealthcare does not treat members differently because
of sex, age, race, color, disability or national origin.

If you think you weren't treated fairly because of your sex, age, race,
color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator:

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out
about it. A decision will be sent to you within 30 days. If you disagree
with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m.
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and
Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services,
200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201

We provide free services to help you communicate with us such as
letters in others languages or large print. You can also ask for an
interpreter. To ask for help, please call the toll-free member phone
number listed on your health plan ID card.

ATTENTION: If you speak English, language assistance services, free
of charge, are available to you. Please call the toll-free phone number
listed on your identification card.

ATENCION: Si habla espariol (Spanish), hay servicios de asistencia
de idiomas, sin cargo, a su disposicion. Llame al nimero de
teléfono gratuito que aparece en su tarjeta de identificacion.

IR MREFPX (Chinese) ' HFIREATIREESHE
BR7% - FEFIEEFIINRNEE S EFERG -

XIN LUU Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi sé duoc
cung cap dich vy tro gitip vé& ngdn ngit mién phi. Vui long goi s& dién
thoai mién phi & méat sau thé hoi vién cla quy vi.

UE: eh=0{(Korean)E AFEStAl= 8% A0 A& MHIAS
FEEZ 0[5t 4 UELICH Fste M= =0l 7[R/ =
T2 3 MIHSE FO5HNAL.

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may
makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa iyong
identification card.

BHUMAHUE: GecrutatHble yCIIyTH IIepeBoia JOCTYITHEI IS
JIONeH, Yel pOIHOH S3bIK sBIsieTcs pycckuii (Russian). [TosBonute
o OecruiaTHOMy HoMepy Tene(oHa, yKa3aHHOMY Ha Barlieil
HACHTU(HUKAIINOHHON KapTe.
Sigge: INRER Gomad UZ st (Arabic)e <)o Fapla UN&\&_\; UJ& 5sb
UEG‘UQﬁT’ ?Q\CE Jd. Lﬁbctﬁ IJlaald oG I Jolcaa U?G‘O‘f \J(.QJC tdd
bl 38 1o sss 1 Ipas o,

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab
benefisye seévis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez francais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le
numeéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe
ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjne;j.

ATENGCAOQ: Se vocé fala portugués (Portuguese), contate o servico
de assisténcia de idiomas gratuito. Ligue gratuitamente para o
numero encontrado no seu cartao de identificacao.

ATTENZIONE: in caso la lingua parlata sia Iitaliano (ltalian),
sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera
identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die gebuhrenfreie Rufnummer auf der Rickseite Ihres
Mitgliedsausweises an.

AEESIH ¢ HAGE (Japanese) 456 S 1 2355 ~ SISO Hak ik
F—EAZ CHHAGERZT 9 - @ERBELCEEHIN TN
TN =AY NIIBEEC S0 o
DR 0 08 sk 4 (il el Slest anl (Farsil) o)l e ) S a8
ol 0 28 Lok (i IS (55,548 (S8 Gl o jled L i) 2l oo Led
A
WWEﬁ%ﬂindi)Wg, 3MTIhT STST FETIAT
JaTd, AT 399y gl Wﬂqﬁl Tgdled IR R ey
[ACE T qﬁlgrq; FI W Plel |
CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab
txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

MPOZOXH : Av pildte EANAnvika (Greek), urtdapyxel Swpedv BorBela
otn YAwooa oag. Napakaleiote va kaAéoete To Swpedv aplBud mou
Ba Bpeite otnv KApTa TAUTOTNTAG LEAOUG.

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti
baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

Dif BAA’AKONIN{ZIN: Diné (Navajo) bizaad bee yanitti’go, saad
bee aka’anida’awo’igii, t’aa jiik’eh, bee na’ahoot’i’. T’aa shoodi
ninaaltsoos nitl’izi bee nééhozinigii bine’dé¢’ t’44 jiik ehgo béésh bee
hane’i bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada
taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan

wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga
agoonsiga.

dpxRidll (Gujarati): t2ul-t AUl & N fxRuc{l Glletell &l ofl AU
sl HEE%L[ Rlall el Yet2 YRAUA 8. Hé1t-] 531 dHIRL
U ST 81T YAMUR Yl AN HieHI 21d-§3] H0R GWR slet
53U

Administrative services provided by United HealthCare Services, Inc. and their affiliates.
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Standard Select Pharmacy

Network with Walgreens

Pharmacy | Chains & PSAOs'

The Standard Select Walgreens Network is our best value offering for optimized savings and nationwide member access.
This network provides more aggressive discounts with minimal member shift and access to approximately 50,0002 retail
pharmacies. This network is anchored by Walgreens? retail pharmacies, along with other major chains, mass merchants,
grocers, small chains, Pharmacy Services Administration Organizations (PSAOs), and independent pharmacies. The
Standard Select Walgreens Network includes a 90-day component but can also be stacked with our Walgreens90 program

for maintenance medications.

E N LO——

Aberdeen Area-Indian Health Service

Cardinal Health - LeaderNet

F & F Pharmacies

AHS -St John Pharmacy

CarrsQuality Center -Safeway

Fairview Health

AIDS Healthcare Foundation

Central Dakota

Fairview Pharmacy

Albertsons
Albuquerque Area-Indian Health Service
Amerisource Elevate - PR

Central Florida Health Care

Family Fare LLC

CHAS Health

Family Health Centers Of Southwest

Cherokee Nation Health Services

Farmacia Caridad - Elevate

Amerita Inc. CHI Health Retail Pharmacies Farmacia La Candelaria- Elevate
APM Pharmacy CHI Pharmacy Food Lion - Delhaize
APN Chickasaw Nation Division Of Health Fred Meyer - Kroger

Appalachian Reg Hith Care - Health Mart Atlas

Choctaw Nation Health Care Services

Fruth Pharmacy - LeaderNet

Arete
Associated Fresh Market - Health Mart Atlas

CHS - Health Mart Atlas
City Market-Kroger

Astrup Drug - Elevate

Cleveland Clinic Pharmacies

Aurora Pharmacy

Coborns

Avella-Optum

Bailey’s Pharmacy

Balls Four B-LeaderNet

Baylor Health Enterprises

Bemidji Area-Indian Health Service
Benzer Pharmacy

Billings Area-Indian Health Service

Collier Drug Stores Inc.
Community Health Centers

Community Health Systems
Concord Food Stores Inc.
Cook County

Costco

DCHD

BI-LO Denver Health And Hospital Authority - Elevate
BiMart - Health Mart Atlas Dierbergs Pharmacy
BioRx Dillon-Kroger

Briovarx-Optum

Briovarx Home Delivery - Optum
Briovarx Infusion Services - Optum
Brockie Healthcare

Brookshire

Brookshire Brothers - LeaderNet

continued

Diplomat Specialty Pharmacy
Discount Drug Mart - LeaderNet

Eckerds Pharmacy
Elevate Provider Network

Epic Pharmacy Network
Eskenazi Health
Essentia Health Pharmacies

Fry's Food and Drug - Kroger

Genoa HealthCare-Optum
Gerimed LTC
Geroulds Professional Pharmacies

GHA Pharmacy - Elevate
Giant Eagle

Greater Lawrence Family Health Center -
LeaderNet

Grocers Preferred Network LLC

H and H Drug Stores - Elevate
H.E.B. Pharmacy

Haggen - Safeway

Hannaford Bros - Delhaize
Harris County Hospital District
Harris Teeter-Kroger

Health Mart Atlas

Health Mart Atlas- APNS
Henry Ford Health System

Hi School Pharmacy - PPOK
Home Choice Partners Inc.

Homeland Stores Inc. - Health Mart Atlas

Hy-Vee

J
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Independents Ochsner Pharmacy And Wellness - LeaderNet Safeway
Ingles Market OK Area-Indian Health Service Saint Joseph Mercy - Elevate
Innovatix Omnicare Sam’s Club

Innovatix Specialty

|

JPS Health System Outpatient
JRx

Kelsey Pharmacy
King Soopers - Kroger

Kinney Drugs

Klein’s Family Markets - Health Mart Atlas
K Mart

Knight Drugs - LeaderNet

Kohll’s Rx

Kroger

‘

Leader Drug Stores-LeaderNet

Lewis Drugs, Inc.

Lins Pharmacy - Health Mart Atlas

Long’s Pharmacy Solutions - Health Mart Atlas

Maceys - Health Mart Atlas

Manatee County Rural Health

Mariano’s - Kroger

Market Basket - LeaderNet

Maxor National Pharmacy Services
McHugh - Elevate

Med College VA Hospital VA Commn University
Med Fast-Arete

Medcart Specialty Care - New Albertsons
Medical Center-LeaderNet

Medicap - LeaderNet

Medicine Shoppe - LeaderNet

Meijer

Memorial Healthcare System

MHA Long Term Care Network

Nash Finch - Health Mart Atlas
Navajo Area-Indian Health Service
NE OH Neighborhood Health Srvs
Neighborcare-Omnicare

New Albertsons

Northside Pharmacy - MHA

Learn more.

Oncology Pharmacy Services

Santa Clara Valley Health And Hospital

Oncomed Specialty

Sav-Mor Drug Stores

Owens Pharmacy - Health Mart Atlas

Patient First Corporation
Peoples Pharmacy
Pharmacy First
Pharmacy First-PR
Pharmacy Plus
PHARMCAREUSA
PharmedQuest
Pharmerica

Phoenix Area-Indian Health Service

Planned Parenthood Columbia Willame

Sharp Rees-Stealy - LeaderNet

Shaw’s Supermarkets - New Albertsons
Shoprite Supermarkets

Smart ID Works LLC

Smith's Food & Drug - Kroger

Snyder Pharmacy

Southeastern Preferred Pharmacy
Stop & Shop -Ahold

Suncoast Community Health Centers
SuperValu

‘

Tampa Family Health Centers

Planned Parenthood of Greater Ohio

The Bartell Drug Company

Planned Parenthood of lllinois

The Medicine Cabinet

Portland Area-Indian Health Service

The Metrohealth System - Elevate

PPOK

The University Of Kansas Hospital

Presbyterian Medical Services

Thrifty Drug Stores

Prime Healthcare Services

Times Supermarket - Elevate

Public Health Trust of Dade County - LeaderNet

Tom Thumb -Safeway

Publix Super Markets Inc.

Quality Food - Kroger

Raley’s

Ralph's - Kroger

Randalls Food & Drugs - Safeway
Red Cross Pharmacy

Remedi Seniorcare

Retail Division Chain Code
Rexall

TopCO -Arete
Tops Markets
Tucson Area - Indian Health Service

UCDHS

UCSD Medical Center

UHS CentRx-Elevate

United Supermarkets

UVA Medical Center Ambulatory

‘

Virginia Mason Medical Center

Rite Aid
Roundy’s -Kroger
Rural Health Care

Contact your UnitedHealthcare representative
for additional information.

Von’s - Safeway

Walgreens
Walgreens Specialty
Walgreens Worksite
Walmart

Wegman Food Market
Weis -LeaderNet
Winn Dixie

‘

Yakima Valley Farm Workers Clinic
Yokes Foods -Health Mart Atlas

United
Healthcare

T (PSAO) Pharmacy Service Administration Organization are a high performing select group of chains and independents that have demonstrated success with generic utilization and cost containment.

2 Number of pharmacies shown is approximate and may vary based on store openings, closing, and network actions. Network participants are subject to change. O Network participation may vary based on market

and state requirements.

3 Network participation may vary based on market and state requirements.

This is not an inclusive list of all pharmacies included in the network. The pharmacy list includes large chains, regional chains and groups
of PSAO pharmacies. Long term care pharmacies, Home Infusion pharmacies and Indian Tribe pharmacies are not included.

UnitedHealthcare and the dimensional U logo are trademarks of UnitedHealth Group Inc.orporated. All other trademarks are the property of their respective owners.
B2B © 2021 United HealthCare Services, Inc. All rights reserved. WF4519020-C_WAGS_052021



UnitedHealthcare® dental plan
Voluntary Options PPO 30/covered dental services P7843 /U90

NETWORK NON-NETWORK

Individual Annual Deductible $50 $50

Family Annual Deductible $150 $150

Annual Maximum Benefit (7he fofal benefit payable by the plan will not exceed the highest $1000 per person $1000 per person

listed maximum amount for either Network or Non-Network services.) per calendar year per calendar year

Annual Deductible Applies to Preventive and Diagnostic Services No

Waiting Period No waiting period

COVERED SERVICES* NETWORK — NON-NETWORK pp\ et GUIDELINES

PLAN PAYS*™  PLAN PAYS**

DIAGNOSTIC SERVICES

Periodic Oral Evaluation 100% 100% Limited to 2 times per consecutive 12 months.

Radiographs 100% 100% B|t§W|ng: Limited to‘1 series of films per calendar year. Complete/Panorex: Limited to
1 time per consecutive 36 months.

Lab and Other Diagnostic Tests 100% 100%

PREVENTIVE SERVICES

Dental Prophylaxis (Cleanings) 100% 100% Limited to 2 times per consecutive 12 months.

Fluoride T 100° 1009 Limited to covered persons under the age of 16 years and limited to 2 times per

uoride Treatments % s consecutive 12 months.

Seal 100% 100% Limited to covered persons under the age of 16 years and once per first or second

ealants ° ° permanent molar every consecutive 36 months.

Space Maintainers 100% 100% For covered persons under the age of 16 years, limit 1 per consecutive 60 months.

BASIC DENTAL SERVICES

Restorations (Amalgam or Anterior Composite)* 80% 80% Multiple restorations on one surface will be treated as a single filling.

Palliative Treatment: Covered as a separate benefit only if no other service was done

General Services (including Emergency Treatment) 80% 80% during the visit other than X-rays.

General Anesthesia: when clinically necessary.
Occlusal Guard: Limited to 1 guard every consecutive 36 months.

Simple Extractions 80% 80% Limited to 1 time per tooth per lifetime.

MAJOR DENTAL SERVICES

Oral Surgery (includes surgical extractions) 50% 50%

Perio Surgery: Limited to 1 quadrant or site per consecutive 36 months per surgical
area.

Periodontics 50% 50% Scaling and Root Planing: Limited to 1 time per quadrant per consecutive 24 months.
Periodontal Maintenance: Limited to 2times per consecutive 12 months following active
and adiunctive periodontal therapv. exclusive of aross debridement.

Endodontics 50% 50% Root Canal Therapy: Limited to 1 time per tooth per lifetime.

Inlays/Onlays/Crowns* 50% 50% Limited to 1 time per tooth per consecutive 60 months.

Dentures and other Removable Prosthetics 50% 50% Full Denture/PartlaI‘Dlenture: L|m|ted Fol1 per consecutive 60 months. No additional
allowances for precision or semi-precision attachments.

Fixed Partial Dentures (Bridges)* 50% 50% Limited to 1 time per tooth per consecutive 60 months.

* Your dental plan provides that where two or more professionally acceptable dental treatments for a dental condition exist, your plan bases reimbursement on the least costly treatment alternative. If you
and your dentist have agreed on a treatment which is more costly than the treatment on which the plan benefit is based, you will be responsible for the difference between the fee for service rendered and
the fee covered by the plan. In addition, a pre-treatment estimate is recommended for any service estimated to cost over $500; please consult your dentist.

** The network percentage of benefits is based on the discounted fee negotiated with the provider.

*** The non-network percentage of benefits is based on the schedule of usual and customary fees in the geographic area in which the expenses are incurred.
In accordance with the Illinois state requirement, a partner in a Civil Union is included in the definition of Dep L For a complete iption of Dep Coverage, please refer fo your Certificate of Coverage.

The Prenatal Dental Care (not available in WA) and Oral Cancer Screening programs are covered under this plan. The material contained in the above table is for informational purposes only and is not an offer of coverage. Please note
that the above provides only a brief, general description of coverage and does not constitute a contract. For a complete listing of your coverage, including exclusions and limitations relating to your coverage, please refer to your
Certificate of Coverage or contact your benefits administrator. If diifferences exist between this Summary Benefits and your Certificate of Coverag ini , the Certificate/benefi inie r will govern. All terms and
conditions of coverage are subject to applicable state and federal laws. State mandates regarding benefit levels and age limitations may supersede plan design features.

UnitedHealthcare Dental® Voluntary Options PPO Plan is either underwritten or provided by: UnitedHealthcare Insurance Company, Hartfora, C fcut; UnitedHeall Company of New York, Hauppage, New York;
Unimerica I Company, Mi Wisconsin, Unimerica Life Insurance Company of New York, New York, New York; or United Healthcare Services, Inc.

100-10211 02/13 ©2013-2014 United HealthCare Services, Inc.



UnitedHealthcare/dental exclusions and limitations

Dental Services described in this section are covered when such services are:

A. Necessary;

B. Proviced by or under the direction of a Dentist or other appropriate provider as specifically described;

C. The least costly, clinically accepted treatment; and
D. Not excluded as described in the Section entitled, General Exclusions.

GENERAL LIMITATIONS

PERIODIC ORAL EVALUATION Limited to 2 times per consecutive 12 months.
COMPLETE SERIES OR PANOREX RADIOGRAPHS Limited to 1 time per
consecutive 36 months.

BITEWING RADIOGRAPHS Limited to 1 series of films per calendar year.
EXTRAORAL RADIOGRAPHS Limited to 2 films per calendar year.

DENTAL PROPHYLAXIS Limited to 2 times per consecutive 12 months.
FLUORIDE TREATMENTS Limited to covered persons under the age of 16
years, and limited to 2 times per consecutive 12 months.

SPACE MAINTAINERS Limited to covered persons under the age of 16 years,
limited to 1 per consecutive 60 months. Benefit includes all adjustments within 6
months of installation.

SEALANTS Limited to covered persons under the age of 16 years, and once per
first or second permanent molar every consecutive 36 months.

RESTORATIONS Multiple restorations on one surface will be treated as a
single filling.

PIN RETENTION Limited to 2 pins per tooth; not covered in addition to cast
restoration.

INLAYS AND ONLAYS Limited to 1 time per tooth per consecutive 60 months.
Covered only when a filling cannot restore the tooth.

CROWNS Limited to 1 time per tooth per consecutive 60 months. Covered only
when a filling cannot restore the tooth.

POST AND CORES Covered only for teeth that have had root canal therapy.
SEDATIVE FILLINGS Covered as a separate benefit only if no other service,
other than x-rays and exam, were performed on the same tooth during the visit.
SCALING AND ROOT PLANING Limited to 1 time per quadrant per
consecutive 24 months.

ROOT CANAL THERAPY Limited to 1 time per tooth per lifetime.
PERIODONTAL MAINTENANCE Limited to 2 times per consecutive 12

months following active or adjunctive periodontal therapy, exclusive of gross
debridement.

FULL DENTURES Limited to 1 time every consecutive 60 months. No
additional allowances for precision or semi-precision attachments.

PARTIAL DENTURES Limited to 1 time every consecutive 60 months. No
additional allowances for precision or semi-precision attachments.

RELINING AND REBASING DENTURES Limited to relining/rebasing
performed more than 6 months after the initial insertion. Limited to 1 time per
consecutive 12 months.

REPAIRS TO FULL DENTURES, PARTIAL DENTURES, BRIDGES

Limited to repairs or adjustments performed more than 12 months after the initial
insertion. Limited to 1 per consecutive 6 months.

PALLIATIVE TREATMENT Covered as a separate benefit only if no other
service, other than the exam and radiographs, were performed on the same tooth
during the visit.

OCCLUSAL GUARDS Limited to 1 guard every consecutive 36 months and
only covered if prescribed to control habitual grinding.

FULL MOUTH DEBRIDEMENT Limited to 1 time every consecutive 36 months.
GENERAL ANESTHESIA Covered only when clinically necessary.

OSSEOUS GRAFTS Limited to 1 per quadrant or site per consecutive 36 months.
PERIODONTAL SURGERY Hard tissue and soft tissue periodontal surgery

are limited to 1 quadrant or site per consecutive 36 months per surgical area.
REPLACEMENT OF COMPLETE DENTURES, FIXED OR REMOVABLE
PARTIAL DENTURES, CROWNS, INLAYS OR ONLAYS Replacement of
complete dentures, fixed or removable partial dentures, crowns, inlays or onlays
previously submitted for payment under the plan is limited to 1 time per
consecutive 60 months from initial or supplemental placement. This includes
retainers, habit appliances, and any fixed or removable interceptive orthodontic
appliances.

Plans sold in Texas use associated COC form number: DCOC.CER.06

GENERAL EXCLUSIONS
The following are not covered:

1. Dental Services that are not necessary.

2. Hospitalization or other facility charges.

3. Any dental procedure performed solely for
cosmetic/aesthetic reasons. (Cosmetic procedures are
those procedures that improve physical appearance.)

4. Reconstructive Surgery regardless of whether or not the
surgery is incidental to a dental disease, injury, or
Congenital Anomaly when the primary purpose is to

improve physiological functioning of the involved part of

the body.
5. Any dental procedure not directly associated with dental

disease.
6. Any dental procedure not performed in a dental setting.

7. Procedures that are considered to be Experimental,
Investigational or Unproven. This includes

pharmacological regimens not accepted by the American

Dental Association (ADA) Council on Dental
Therapeutics. The fact that an Experimental,

Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only available treatment
for a particular condition will not result in coverage if the

procedure is considered to be Experimental,
Investigational or Unproven in the treatment of that
particular condition.

8. Services for injuries or conditions covered by Worker’s
Compensation or employer liability laws, and services
that are provided without cost to the covered person
by any municipality, county, or other political
subdivision. This exclusion does not apply to any
services covered by Medicaid or Medicare.

9. Expenses for dental procedures begun prior to the
covered person becoming enrolled under the Policy.

10. Dental Services otherwise covered under the Policy,
but rendered after the date individual coverage under
the Policy terminates, including Dental Services for
dental conditions arising prior to the date individual
coverage under the Policy terminates.

11. Services rendered by a provider with the same legal
residence as a covered person or who is a member of
a covered person’s family, including spouse, brother,
sister, parent or child.

12. Foreign Services are not covered unless required as
an Emergency.

13. Replacement of complete dentures, fixed and removable
partial dentures, or crowns, if damage or breakage was

directly related to provider error. This type of
replacement is the responsibility of the Dentist. If
replacement is necessary because of patient
non-compliance, the patient is liable for the cost of
replacement.

14. Fixed or removable prosthodontic restoration
procedures for complete oral rehabilitation or
reconstruction.

15. Attachments to conventional removable prostheses or
fixed bridgework. This includes semi-precision or
precision attachments associated with partial
dentures, crown or bridge abutments, full or partial
overdentures, any internal attachment associated
with an implant prosthesis, and any elective
endodontic procedure related to a tooth or root
involved in the construction of a prosthesis of this
nature.

16. Procedures related to the reconstruction of a patient's
correct vertical dimension of occlusion (VDO).

17. Placement of dental implants, implant-supported
abutments and prostheses

18. Placement of fixed partial dentures solely for the
purpose of achieving periodontal stability.

19. Treatment of benign neoplasms, cysts, or other
pathology involving benign lesions, except
excisional removal. Treatment of malignant
neoplasms or Congenital Anomalies of hard or soft
tissue, including excision.

20. Setting of facial bony fractures and any treatment
associated with the dislocation of facial skeletal hard
tissue.

2

. Services related to the temporomandibular joint
(TMJ), either bilateral or unilateral. Upper and lower
jaw bone surgery (including that related to the
temporomandibular joint). No coverage is provided
for orthognathic surgery, jaw alignment, or treatment
for the temporomandibular joint.

22. Acupuncture; acupressure and other forms of
alternative treatment, whether or not used as
anesthesia.

23. Drugs/medications, obtainable with or without a
prescription, unless they are dispensed and utilized
in the dental office during the patient visit.

24. Charges for failure to keep a scheduled appointment
without giving the dental office 24 hours notice.

25. Occlusal guards used as safety items or to affect
performance primarily in sports-related activities.

26. Dental Services received as a result of war or any act
of war, whether declared or undeclared or caused
during service in the armed forces of any country.
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Vision Benefit Summary

Powered by UnitedHealthcare Vision Network
Customer Service and Provider Locator: (800) 638-3120
myuhcvision.com

UnitedHealthcare vision has been trusted for more than 50 years to deliver affordable, innovative vision care solutions to the nation’s leading employers
through experienced, customer-focused people and the nation’s most accessible, diversified vision care network.

Exam with Materials

Benefit Frequency

Comprehensive Exam(s)

Once every 12 months

Comprehensive Exam(s) for diabetics only

Twice every 12 months

Eyeglass Lenses

Once every 12 months

Frames

Once every 24 months

Contact Lenses instead of Eyeglasses

Once every 12 months

In-Network Services

Copays
Exam(s) $10.00
Eyeglasses (lenses and frame) $25.00
Contact lenses instead of Eyeglasses $25.00
Retinal Screening for Diabetics $0.00

Frame Benefit (for frames that exceed the allowance, an additional 30% discount may be applied to the overage)'

Private Practice Provider

$130.00 retail frame allowance

Retail Chain Provider

$130.00 retail frame allowance

Lens Options

Standard Scratch-resistant Coating, Polycarbonate Lenses for Dependent Children (up to age 19) - covered in full.

Contact Lens Benefit?

Elective contact lenses

fees.

Allowance is applied toward the purchase of contact lenses. $125.00
Contact lens copay is waived.

Elective contact lens fitting and evaluation

Allowance is applied toward the contact lens fitting/evaluation $30.00

Necessary contact lenses®

Covered in full after copay (if applicable).

Ch

ildren's and Maternity Eye Care Benefit

Members age 0-12 and members pregnant or breastfeeding are eligible for a 2nd exam. Members age 0-12 and members pregnant or
breastfeeding are also eligible for a replacement frame and lenses if they have a prescription change of 0.5 diopter or more. The 2nd exam and
replacement benefits are the same as the initial exam, frame and lens benefits.

Out-of-Network Reimbursements (Copays do not apply)

Exam(s) Up to $40.00
Frames Up to $45.00
Single Vision Lenses Up to $40.00
Lined Bifocal and Progressive Lenses Up to $60.00
Lined Trifocal Lenses Up to $80.00
Lenticular Lenses Up to $80.00
Elective Contacts instead of Eyeglasses? Up to $100.00
Contact Lens Fitting and Evaluation Up to $0.00
Necessary Contacts instead of Eyeglasses® Up to $210.00

UnitedHealthcare



Discounts

Laser vision

UnitedHealthcare has partnered with QualSight LASIK, the largest LASIK manager in the United States, to provide our members with access to
discounted laser vision correction providers. Member savings represent up to 35% off the national average price of Traditional LASIK. Contracted
prices start at $945 per eye for Traditional LASIK and $1,395 per eye for Custom LASIK. Discounts are also provided on newer technologies
such as Custom Bladeless (all laser) LASIK. For more information, visit myuhcvision.com.

Additional Material

At a participating in-network provider you will receive up to a 20% discount on an additional pair of eyeglasses or contact lenses. This program is
available after your vision benefits have been exhausted. Please note that this discount shall not be considered insurance, and that
UnitedHealthcare shall neither pay nor reimburse the provider or member for any funds owed or spent. Additional materials do not have to be
purchased at the time of initial material purchase.

Hearing Aids
As a UnitedHealthcare vision plan member, you can save on custom-programmed hearing aids when you buy them from UnitedHealthcare
Hearing. To find out more go to UHCHearing.com. When placing your order use promo code MYVISION to get the special price discount.

*30% discount available at most participating in-network provider locations. May exclude certain frame manufacturers. Please verify all discounts with your provider.

?Contact lenses are instead of eyeglass lenses and/or eyeglass frames.

3Necessary contact lenses are determined at the provider's discretion for one or more of the following conditions: Following cataract surgery without intraocular lens impla
to correct extreme vision problems that cannot be corrected with eyeglass lenses and/or frames; with certain conditions such as anisometropia, keratoconus, irregular
corneal/astigmatism, aphakia, pathological myopia, aniseikonia, aniridia, facial deformity, or corneal deformity. If your provider considers your contacts necessary, you
should ask your provider to contact UnitedHealthcare vision confirming the reimbursement that UnitedHealthcare will make before you purchase such contacts.

Important to Remember:
In-Network

. Al¥vays identify yourself as a UnitedHealthcare vision member when making your appointment. This will assist the provider in obtaining your benefit
information.

« Patient lens options which are not covered-in-full may be available at a discount at participating providers. Based on state guidelines, lens materials
and options may not be available at these discounted prices at all provider locations. Please ask your provider for details. The Lens Options list can
be found at myuhcvision.com.

Choice and Access of Vision Care Providers

UnitedHealthcare offers its vision program through a national network including both private practice and retail chain providers. To access the
Provider Locator service or for a printed directory, visit our website myuhcvision.com or call (800) 638-3120, 24 hours a day, seven days a week.
You may also view your benefits, search for a provider or print an ID card online at myuhcvision.com.

Retain this UnitedHealthcare vision benefit summary which includes detailed benefit information and instructions on how to use the program.

Please refer to your Certificate of Coverage for a full explanation of benefits.

In-Network Provider - Copays and non-covered patient options are paid to provider by program participant at the time of service.

Out-of-Network Provider - Participant pays all billed charges to the provider, and UnitedHealthcare reimburses the participant for services

rendered up to the maximum allowance. Copays do not apply to out-of-network benefits. Receipts for payments should be submitted within 90 days
after the date of service to the following address: UnitedHealthcare Vision, Attn. Claims Department, P.O. Box 30978, Salt Lake City, UT 84130. If it
was not reasonably possible to give written proof in the time required, the Company will not reduce or deny the claim for this reason. However, proof
must be filed as soon as reasonably possible, but no later than 1 year after the date of service unless the Covered Person was legally incapacitated.

Customer Service is available toll-free at (800) 638-3120 from 8:00 a.m. to 11:00 p.m. Eastern Time Monday through Friday, and
9:00 a.m. to 6:30 p.m. Eastern Time on Saturday.

This Benefit Summary is intended only to highlight your benefits and should not be relied upon to fully determine coverage. This benefit plan may not
cover all of your healthcare expenses. More complete descriptions of benefits and the terms under which they are provided are contained in the
certificate of coverage that you will receive upon enrolling in the plan. If this Benefit Summary conflicts in any way with the Policy issued to your
employer, the Policy shall prevail.

UnitedHealthcare vision coverage provided by or through UnitedHealthcare Insurance Company, located in Hartford, Connecticut, UnitedHealthcare Insurance Company
of New York, located in Islandia, New York, or its affiliates. Administrative services provided by Spectera, Inc., United HealthCare Services, Inc. or their affiliates. Plans
sold in Texas use policy form number VPOL.06.TX, VPOL.13.TX or VPOL.18.TX and associated COC form number VCOC.INT.06.TX, VCOC.CER.13.TX or
VCOC.18.TX. Plans sold in Virginia use policy form number VPOL.06.VA, VPOL.13.VA or VPOL.18.VA and associated COC form number VCOC.INT.06.VA,
VCOC.CER.13.VA or VCOC.18.VA. If you opt to receive vision care services or vision care materials that are not covered benefits under this plan, a participating vision
care provider may charge you their normal fee for such services or materials. Prior to providing you with vision care services or vision care materials that are not covered
benefits, the vision care provider will provide you with an estimated cost for each service or material upon your request. This cost may be higher than if you had received
only covered vision services and you may incur additional out-of-pocket expenses. Eyewear materials may be ordered through our national lab network.

UnitedHealthcare

®
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