











Highly Customizable
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Traditional Benefits




HMO Plans

Traditional HMO plans allow you to choose from a range of provider

network and deductible options. You can build a plan for your unique

needs and budget.
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Selecting an HMO Plan

Follow these simple steps to create the HMO plan that’s right for you:

STEP 1. SELECT YOUR PROVIDER NETWORK
It’s important to select a network that best meets your
needs. Generally, your coverage only applies when you use
providers that participate on the network you have selected.

See page 9 for detailed descriptions.

9‘ select:value.

1 select:med.

1 select:care

STEP 2. SELECT YOUR ANNUAL DEDUCTIBLE
AND CORRESPONDING OUT-OF-POCKET
MAXIMUM

Choose a deductible you are comfortable with from the
options on page 13. You are responsible to pay for most of
your medical expenses until you reach your deductible each
calendar year (if applicable). After your deductible is met,
SelectHealth will begin paying for covered services. Out-of-

pocket maximums include your annual deductible amount.
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STEP 3. SELECT YOUR PLAN LEVEL

Base Plan

This plan level is available with all deductible options and
offers comprehensive coverage once the medical deductible
has been met. After the deductible, you are responsible to
pay a coinsurance of 20 percent. Preventive care is covered
100 percent, even before you meet your deductible. Each
medical deductible has a separate pharmacy deductible. The
deductible is not required for tier 1 medications. Refer to

the Benefit Summary on page 14 for coverage details.

Base Plan with Office Deductible Waiver

This plan level is only available if you choose the $500 or
$1,000 deductible. It offers the same coverage as the base
plan with one enhancement: the deductible waiver. This
means the medical deductible is waived for participating
provider office visits, and Intermountain InstaCare®,
Intermountain KidsCare®, Intermountain ExpressCare™,
or other urgent care visits. This option is great for people
who would prefer to pay a little more in premium to reduce
overall out-of-pocket expenses throughout the year. Refer to

the Benefit Summary on page 14 for coverage details.

STEP 4. CONSIDER THE SUPPLEMENTAL
ACCIDENT BENEFIT OPTION

Most accidental injuries are covered by your standard
benefits, where your deductible, copay, and coinsurance
amounts apply. However, you may choose to add
Supplemental Accident for a higher level of coverage.
With this benefit, the first $1,000 of accident-related
allowed charges per year is covered at 100 percent with no
deductible, copays, or coinsurance. Once the annual limit
is met, your standard benefits apply. Refer to the Premium

Calculation Worksheet on page 15 for rates.



ANNUAL DEDUCTIBLES AND CORRESPONDING OUT-OF-POCKET MAXIMUMS

MEDICAL DEDUCTIBLE
OPTIONS

$500 Single/$1,500 Family

$1,000 Single/$2,500 Family

$2,500 Single/$5,000 Family

$5,000 Single/ $10,000 Family

$7,500 Single/$15,00 Family

MEDICAL OUT-OF-POCKET
(OOP) MAXIMUMS

$3,000 Single/$6,000 Family

$3,500 Single/$7,000 Family

$4,000 Single/$8,000 Family

$6,500 Single/$13,000 Family

$9,000 Single/$18,000 Family

Rx DEDUCTIBLE

PER PERSON BASE PLAN

Each with a $4,000  Deductible
Rx Out-of-Pocket Applies to Most

Maximum Services
$250* v
$500* v
$1,000* v
$2,000* v
$2,000* v

BASE PLAN

With Office
Deductible
Waiver

*The Rx deductible is waived for Tier 1 medications (generics and select formulary drugs). This means that you are only responsible for the Tier 1 medication
copay—even before you meet your deductible.

STEP 5. CONSIDER ADDING DENTAL COVERAGE
You may choose from three different dental plans to help keep your teeth healthy. See page 32 for more information.

STEP 6. CALCULATE YOUR PREMIUM

Once you have selected your plan features, use the HMO Premium Calculation Worksheet on page 15 to calculate your

estimated monthly premium. Refer to the rate page listing the plan level you have selected (Base Plan or Base Plan with

Office Deductible Waiver). Next, look for your provider network and deductible choices. If you plan to add dental coverage,

see page 34 for dental premiums. Your rate will be based on the age of the applicant (oldest family member applying for

coverage) and the number of people you plan to cover (i.e., single, two party, family).
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HMO Benefit Summary

For detailed benefit information, please refer to the Contract and Member Payment Summary that you

will receive upon approval of your application. The purpose of this table is for comparison only.

BENEFITS PARTICIPATING BENEFITS ONLY'

DEDUCTIBLE AND OUT-OF-POCKET MAXIMUM OPTIONS
Deductible included in the out-of-pocket maximum

COINSURANCE?

PRE-EXISTING CONDITIONS
Waived (entirely or partly) for qualifying pre-existing condition
credit upon receipt of proof of prior coverage

PROFESSIONAL SERVICES
Office Visits (PCP/SCP)?
Preventive Care and Immunizations

INPATIENT SERVICES

Medical, Surgical, and Hospice

Skilled Nursing Facility (limited to 60 days per calendar year)
Physical, Speech, and Occupational Therapy (limited to 40
days per calendar year for all types combined)

OUTPATIENT SERVICES

Emergency Room Visits

Intermountain InstaCare/Urgent Care

Intermountain KidsCare

Intermountain ExpressCare

Minor Diagnostic Tests

Major Diagnostic Tests

Physical, Speech, and Occupational Therapy (limited to 20
visits per calendar year for each type)

MENTAL HEALTH AND CHEMICAL DEPENDENCY'
Not applied to the out-of-pocket maximum

Inpatient limited to 10 days/calendar year

Outpatient limited to 25 visits/calendar year

MISCELLANEOUS SERVICES

Maternity and Adoption (not applied to out-of-pocket
maximum)

Infertility (limited to $1,500/calendar year; $5,000/lifetime)
Chiropractic

PRESCRIPTION DRUGS'

Up to a 30-day supply for covered medications; generic
substitution required; same benefit applies to 90-day
maintenance supply

SUPPLEMENTAL ACCIDENT (per person/calendar year)

DEDUCTIBLE WAIVER OPTIONS
Base plan
Base plan with office deductible waiver

dical Deductibl dical Out-of- Rx Deductible Rx Out-of-Pocket
Single/Family Pocket Single/Family Per Person Per Person
$500/$1,500 $3,000/$6,000 $250 $4,000
$1,000/$2,500 $3,500/$7,000 $500 $4,000
$2,500/$5,000 $4,000/$8,000 $1,000 $4,000
$5,000/$10,000 $6,500/$13,000 $2,000 $4,000
$7,500/$15,000 $9,000/$18,000 $2,000 $4,000

You pay 20% after deductible

Not covered for first 12 months (members ages 19 and older)

You pay $25/$40 after deductible*
You pay $0

You pay 20% after deductible
You pay 20% after deductible

You pay 20% after deductible

You pay $250 after deductible
You pay $40 after deductible*
You pay $25 after deductible*
You pay $10 after deductible*
You pay $0 after deductible*
You pay 20% after deductible
You pay $40 after deductible

You pay 50% after deductible

You pay $0 after $7,500 per pregnancy maternity deductible

You pay 50% after deductible
Not covered

RxCore formulary (see page 39 for details)
Tier 1: You pay $10
Tier 2: You pay 25% after Rx deductible
Tier 3: You pay 50% after Rx deductible
Tier 4: You pay 20% after Rx deductible (90-day supply not available)

First $1,000 covered at 100%; deductible, copay, and coinsurance apply
thereafter

Deductible applies to most services except preventive
Deductible waived for office visits and minor diagnostic tests

1. Preauthorization is required for the following services: (a) certain injectable drugs and specialty medications; b) certain prescription drugs; (c) certain DME
items; (d) certain mental health and chemical dependency services; and (e) all services obtained outside of the United States unless for a routine, urgent, or
emergency condition. Please refer to your Contract or call Member Services for more information.

2. Coinsurance applies to inpatient and outpatient services, ambulance, home health, durable medical equipment, injectable drugs, and allergy treatment.

3. PCP (Primary Care Provider); SCP (Secondary Care Provider).
4. Medical deductible waived when you select office deductible waiver plan.

9 14



HMO Premium Calculation Worksheet

STEP 1. MONTHLY PREMIUM OF PLAN AND OPTIONS SELECTED

Select Your Network
Select Your Plan Level

Select Your Deductible

3 Select Value QO Select Med QO Select Care
1 Base U Base with Office Deductible Waiver
3 $500 4 $1,000 QO $2,500 QO $5,000 Q $7,500

Refer to the tables starting on the next page. Based on your selections above, find the

correct premium rate associated with the age of the oldest applicant and the number of

people you wish to cover (single, two party, family). Enter this rate in box “A.” A

STEP 2. OPTIONAL SUPPLEMENTAL ACCIDENT BENEFIT ADJUSTMENT

If you choose the Supplemental Accident benefit option, enter the applicable rate (based on

your family size) in box “B.” If none, enter “0.”

U Single, enter $9 U Two Party, enter $18 U Family Coverage, enter $39 B
STEP 3: ADDA +B C
STEP 4. FAMILY SIZE ADJUSTMENT

> IF FAMILY SIZE IS SIX OR LESS, ENTER “0.”

> |IF FAMILY SIZE IS SEVEN OR MORE*, MULTIPLY BOX “C” X 0.15 FOR BOX “D.” D
STEP 5. DENTAL ADD-ON ADJUSTMENT

If you want to add dental coverage, see the tables on page 34. Based on your family, find the
dental premium rate, and enter it in box “E.” If none, enter “0.” E
STEP 6. DENTAL FAMILY SIZE ADJUSTMENT
> |IF FAMILY SIZE IS SIX OR LESS, ENTER “0.”
> IF FAMILY SIZE IS SEVEN OR MORE*, MULTIPLY BOX “E” X 0.15 FOR BOX “F.” F

ESTIMATED TOTAL MONTHLY PREMIUM AMOUNT: ADDC+D +E +F =

*For family sizes of ten or more, rates must be determined by Underwriting.

NOTES

e |If you choose the online billing and payment
method, send a personal check in this amount
or enter your credit card information for the
first month’s premium with your application.

* If you choose to pay with the preauthorized banking
withdrawal method, you do not need to submit
the first month’s premium with your application.
All premiums will be drafted from your authorized
bank account upon coverage approval.

* Premiums are based on the age of the
applicant (oldest family member applying for
coverage). Initial premium increases may be

assessed based on Underwriting review.

¢ Premiums under these plans are subject to adjustment

each January 1 (if your original effective date is
January 1 through June 30) or each July 1 (if your
original effective date is July 1 through December 31).
Premiums will increase on the first of the month
following the birthday on which a subscriber moves
from one age band to another. Refer to the “Premiums”
section on page 40 for information on age bands.
Premium rates are effective January 1, 2012. If

you are age 65 or older and are not eligible for

Medicare, contact us for premium information.
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HMO Base Plan Premium Rates

Find the network and deductible you have chosen. Look for your estimated premium under the age category of the

applicant and the number of people you wish to cover (single, two party, family).

(4 select:value

$500 MEDICAL/$250 Rx $1,000 MEDICAL/$500 Rx $2,500 MEDICAL/$1,000 Rx
Single I;rav:l?y Family Single I;rav::y Family Single I;rav::y Family
Younger than 20 116 220 341 104 199 308 91 173 269
20-24 16 227 353 104 205 319 91 179 278
25-29 127 243 394 115 219 355 100 192 310
30-34 145 265 477 131 239 431 114 209 376
35-39 161 286 543 145 258 490 127 225 428
40-44 189 329 627 170 297 566 149 259 495
45-49 219 405 707 198 366 638 173 319 558
50-54 258 497 772 233 448 697 204 392 609
55-59 306 613 846 276 554 764 241 484 667
60-64 373 728 960 336 657 866 294 574 757
[ select:med.
$500 MEDICAL/$250 Rx $1,000 MEDICAL/$500 Rx $2,500 MEDICAL/$1,000 Rx
Single I;ra“::y Family Single Jav::y Family Single I;rav::y Family
Younger than 20 126 239 37 14 216 335 99 188 293
20-24 126 247 384 14 223 346 99 194 303
25-29 138 264 428 125 239 386 109 208 337
30-34 157 288 518 142 260 468 124 227 409
35-39 175 3N 590 158 281 533 138 245 465
40-44 205 357 682 185 323 616 162 282 538
45-49 238 440 769 215 398 694 188 347 606
50-54 281 540 839 253 487 758 221 426 662
55-59 332 667 920 300 602 830 262 526 725
60-64 405 791 1,043 366 714 942 319 624 822
(™ select:care.
$500 MEDICAL/$250 Rx $1,000 MEDICAL/$500 Rx $2,500 MEDICAL/$1,000 Rx
Two Two Two
z Single Family Single Family Single Family
5 Party Party Party
o Younger than 20 138 263 408 125 237 369 109 207 322
g 20-24 138 271 422 125 245 381 109 214 333
; 25-29 152 291 471 137 262 425 120 229 371
< 30-34 173 317 570 156 286 515 136 250 450
‘29 35-39 192 342 649 174 309 586 152 270 512
5 40-44 226 393 750 204 355 677 178 310 591
o 45-49 262 484 846 236 437 763 206 382 667
" 50-54 309 594 923 279 536 833 243 468 728
55-59 365 733 1,012 330 662 913 288 578 798
60-64 446 870 1,147 402 786 1,036 351 686 905




[ select:value.

$5,000 MEDICAL/$2,000 Rx $7,500 MEDICAL/$2,000 Rx
Single Two Party Family Single Two Party Family
Younger than 20 71 135 209 61 16 180
20-24 71 139 216 61 120 186
25-29 78 149 241 67 128 208
30-34 89 162 292 76 140 252
35-39 98 175 332 85 151 286
40-44 ns 201 384 100 173 331
45-49 134 248 433 15 214 373
50-54 158 304 473 136 262 407
55-59 187 375 518 161 324 446
60-64 228 446 587 197 384 506

[ select:med.

$5,000 MEDICAL/$2,000 Rx $7,500 MEDICAL/$2,000 Rx
Single Two Party Family Single Two Party Family
Younger than 20 77 146 227 66 126 196
20-24 77 151 235 66 130 202
25-29 85 162 262 73 139 226
30-34 96 176 317 83 152 273
35-39 107 190 361 92 164 31
40-44 126 219 417 108 189 360
45-49 146 270 471 125 232 406
50-54 172 330 514 148 285 443
55-59 203 408 563 175 352 485
60-64 248 484 638 214 418 550

(™ select:care.

$5,000 MEDICAL/$2,000 Rx $7,500 MEDICAL/$2,000 Rx
Single Two Party Family Single Two Party Family z
j
Younger than 20 85 161 250 73 139 215 o
20-24 85 166 258 73 143 223 2
25-29 93 178 288 80 153 248 ;
30-34 106 194 349 91 167 301 <
35-39 18 209 397 101 180 342 g
40-44 138 241 459 19 207 396 5
45-49 160 296 518 138 256 446 I
50-54 189 363 565 163 313 487 "
55-59 224 449 619 193 387 534
60-64 273 533 702 235 459 605
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HMQO Base Plan with Office
Deductible Waiver Premium Rates

Find the network and deductible you have chosen. Look for your estimated premium under the age category of the

applicant and the number of people you wish to cover (single, two party, family).

(& selectvalue

$500 MEDICAL/$250 Rx $1,000 MEDICAL/$500 Rx
Single Two Party Family Single Two Party Family
Younger than 20 134 255 396 130 247 384
20-24 134 263 409 130 255 397
25-29 148 282 456 143 273 442
30-34 168 307 553 163 298 536
35-39 187 332 630 181 321 610
40-44 219 381 728 212 369 705
45-49 254 470 820 246 455 795
50-54 299 576 896 290 558 868
55-59 354 712 981 343 689 951
60-64 432 844 113 419 818 1,078
(4 select:med
$500 MEDICAL/$250 Rx $1,000 MEDICAL/$500 Rx
Single Two Party Family Single Two Party Family
Younger than 20 146 277 431 14 269 417
20-24 146 286 445 14 277 431
25-29 161 306 496 156 297 481
30-34 182 334 601 177 324 583
35-39 203 360 684 197 349 663
40-44 238 414 791 230 402 766
45-49 276 511 892 267 495 864
50-54 325 626 973 315 607 943
55-59 385 773 1,067 373 749 1,034
60-64 470 918 1,210 455 889 1172
[ select:care.
= $500 MEDICAL/$250 Rx $1,000 MEDICAL/$500 Rx
i Single Two Party Family Single Two Party Family
g Younger than 20 161 305 474 156 296 459
§ 20-24 161 315 490 156 305 474
=z 25-29 177 337 546 171 327 529
g 30-34 201 368 661 194 356 641
z 35-39 223 397 753 216 384 729
5 40-44 262 456 870 254 442 843
E 45-49 303 562 981 294 544 950
) 50-54 358 689 1,071 347 667 1,037
55-59 424 851 1,173 4n 824 1,137
60-64 517 1,010 1,331 501 978 1,289




Selecting a NetCare HMO Plan

NetCare health plans are an alternative HMO option for individuals and families.

These state-mandated plans feature copays for office visits, 30 percent coinsurance for most major services, and a higher

deductible that applies to most services before benefits are paid. Coverage includes a supplemental accident benefit. NetCare

plans are a mandatory offering for all Utah insurance companies. Choose from our Select Value and Select Med networks

(see page 9 for detailed descriptions) and two deductible options below. You can also add dental coverage to your NetCare

plan (see page 32). Use the Premium Calculation Worksheet on page 21 to calculate your estimated monthly premium.

NETCARE BENEFIT SUMMARY

For detailed benefit information, please refer to the Contract and Member Payment Summary that you

will receive upon approval of your application. The purpose of this table is for comparison only.

BENEFITS

DEDUCTIBLE AND OUT-OF-POCKET MAXIMUM OPTIONS
Deductible included in the out-of-pocket maximum

COINSURANCE?

PRE-EXISTING CONDITIONS
Waived (entirely or partly) for qualifying pre-existing condition
credit upon receipt of proof of prior coverage

PROFESSIONAL SERVICES
Office Visits (PCP/SCP)3
Preventive Care and Immunizations

INPATIENT SERVICES

Medical, Surgical, and Hospice

Skilled Nursing Facility (limited to 60 days per calendar year)
Physical, Speech, and Occupational Therapy (limited to 40 days per
calendar year for all types combined)

OUTPATIENT SERVICES

Emergency Room Visits

Intermountain InstaCare/Urgent Care

Intermountain KidsCare

Intermountain ExpressCare

Minor Diagnostic Tests

Major Diagnostic Tests

Physical, Speech, and Occupational Therapy (limited to 20 visits per
calendar year for each type)

MENTAL HEALTH AND CHEMICAL DEPENDENCY'
Not applied to the out-of-pocket maximum

Inpatient limited to 10 days/calendar year

Outpatient limited to 25 visits/calendar year

MISCELLANEOUS SERVICES

Maternity (not applied to out-of-pocket maximum)
Adoption

Infertility (limited to $1,500/calendar year; $5,000/lifetime)
Chiropractic

Supplemental Accident Coverage per person/year

PRESCRIPTION DRUGS'

Prescription Drug List

Up to a 30-day supply for covered medications; generic substitution
required; same benefit applies to 90-day maintenance supply

SUPPLEMENTAL ACCIDENT

PARTICIPATING BENEFITS ONLY’

Medical Deductible Medical Out-of- Rx Out-of-Pocket
Single/Family Pocket Per Person
Single/Family
$1,500/$4,500 $5,000/$15,000 $4,000
$3,500/$10,500 $10,000/$30,000 $4,000

You pay 30% after deductible

Not covered for first 12 months (members ages 19 and older)

You pay $25/$50 after deductible
You pay $0

You pay 30% after deductible
You pay 30% after deductible
You pay 30% after deductible

You pay $200 after deductible
You pay $50 after deductible
You pay $25 after deductible
You pay $10 after deductible
You pay 30%, after deductible
You pay 30% after deductible
You pay $50 after deductible

You pay 30% after deductible

You pay $0 after $7,500 per pregnancy maternity deductible
Not covered
You pay 50% after deductible
Not covered
First $500 covered at 100%; deductible, copay, and coinsurance
apply thereafter

RxCore formulary (see page 39 for details)
Tier 1: $15
Tier 2: 25%
Tier 3: 50%

Tier 4: 30% (90-day supply not available)

First $500 covered at 100%; deductible, copay, and coinsurance
apply thereafter

1. Preauthorization is required for the following services: (a) certain injectable drugs and specialty medications; b) certain prescription drugs; (c) certain DME
items; (d) certain mental health and chemical dependency services; and (e) all services obtained outside of the United States unless for a routine, urgent, or
emergency condition. Please refer to your Contract or call Member Services for more information.

2. Coinsurance applies to inpatient and outpatient services, ambulance, home health, durable medical equipment, injectable drugs, and allergy treatment.

3. PCP (Primary Care Provider); SCP (Secondary Care Provider).
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NetCare Premium Rates

Look for your estimated premium under the age category of the applicant and the number of people you wish to cover

(single, two party, family).

1 select:value. | netcare

$1,500 DEDUCTIBLE $3,500 DEDUCTIBLE
Two Party Family Single Two Party Family
Younger than 20 105 200 322 84 160 260
20-24 105 206 331 84 165 267
25-29 14 219 365 91 175 293
30-34 129 237 434 103 189 347
35-39 142 255 489 13 203 390
40-44 165 290 559 131 231 445
45-49 190 353 625 150 280 496
50-54 223 429 678 176 339 538
55-59 262 526 740 207 415 586
60-64 318 621 834 250 489 660

] select:med | netcare

$1,500 DEDUCTIBLE $3,500 DEDUCTIBLE
Two Party Family Single Two Party Family

Younger than 20 n3 216 346 90 173 279

20-24 n3 222 357 90 177 287

% 25-29 124 237 393 98 189 316

g 30-34 139 257 468 m 204 374

E 35-39 154 275 528 122 219 421

5 40-44 179 314 604 142 249 480

E 45-49 206 383 676 163 303 536

<Z( 50-54 241 465 734 190 367 582

% 55-59 284 570 801 224 449 634

8 60-64 344 673 903 271 530 713
m
0




NetCare Premium Calculation
Worksheet

STEP 1. MONTHLY PREMIUM OF PLAN AND OPTIONS SELECTED

Select Your Network 0 Select Value QO Select Med

Select Your Deductible 0 $1,500 Q $3,500
Refer to the tables on page 20. Based on your selections above, find the correct premium

rate associated with the age of the oldest applicant and the number of people you wish A

to cover (single, two party, family). Enter this rate in box “A.”

STEP 2. FAMILY SIZE ADJUSTMENT

> IF FAMILY SIZE IS SIX OR LESS, ENTER “0.”

> IF FAMILY SIZE IS SEVEN OR MORE*, MULTIPLY BOX “A” X 0.15 FOR BOX “B.” B
STEP 3. DENTAL ADD-ON ADJUSTMENT
If you want to add dental coverage, see the tables on page 34. Based on your family, find c
the dental premium rate, and enter it in box “C.” If none, enter “0.”
STEP 4. DENTAL FAMILY SIZE ADJUSTMENT
> |IF FAMILY SIZE IS SIX OR LESS, ENTER “0.” D

> IF FAMILY SIZE IS SEVEN OR MORE*, MULTIPLY BOX “C” X 0.15 FOR BOX “D.”

ESTIMATED TOTAL MONTHLY PREMIUM AMOUNT: ADDA+B+C+D= _

*For family sizes of ten or more, rates must be determined by Underwriting.

NOTES

* Premiums are based on the age of the ¢ Premiums will increase on the first of the month

applicant (oldest family member applying for
coverage). Initial premium increases may be

assessed based on Underwriting review.

Premiums under these plans are subject to adjustment
each January 1 (if your original effective date is
January 1 through June 30) or each July 1 (if your

original effective date is July 1 through December 31).

following the birthday on which a subscriber moves

from one age band to another. Refer to the “Premiums”

section on page 40 for information on age bands.
Premium rates are effective January 1, 2012. If
you are age 65 or older and are not eligible for

Medicare, contact us for premium information.
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High Deductible, Lower Premium

One Deductible for All Services

Save for Future Expenses
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igh Deductible
ealthSave Plans

This increasingly popular option gives you more control over your
healthcare dollars by combining a High Deductible Health Plan
(HDHP) with a tax-advantaged Health Savings Account (HSA).
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What is HealthSave?

There are two components of a Health Savings Account (HSA)-based health plan. First, choose one of
our HealthSave plans, which are qualified High Deductible Health Plans (HDHPs). If you would like

an HSA, you will also need to choose a vendor to set up and manage your account.

HIGH DEDUCTIBLE HEALTH PLAN

Our HealthSave plans are the HDHP insurance
component of this arrangement. In order for you to
properly set up an HSA, your health plan has to be
a “qualified” HDHP, which means it must have the

following characteristics™:

* A minimum deductible amount set
by the U.S. Treasury Department for
single or family coverage. This amount
may vary from year to year.

* A maximum out-of-pocket limit set
by the U.S. Treasury Department for
single or family coverage. This amount
may vary from year to year.

* One deductible applies to all services,
including medical, mental health, and
prescription drug coverage.

* Deductible is waived for preventive care.

As the name implies, deductibles for qualified
HDHPs are higher than many other plans. If you
have unexpectedly high medical expenses during
the year, your HealthSave plan will be a safety
net to provide medical coverage for you and your family.

In addition, your plan will cover your preventive care at
100 percent. As you consider an HDHP, think about your
anticipated healthcare expenses and your financial situation.
You have to balance control over your dollars with potential

risk for unplanned expenses.

HEALTH SAVINGS ACCOUNT

Think of an HSA like a personal savings account. Money
you contribute to your HSA is not taxed, and it rolls over
each year. This means you aren't at risk of losing money you
haven’t spent at the end of the year. You own and control
your HSA account, but you can only use the money you
save to pay for qualified medical expenses (as defined by the
IRS) as they arise. Withdrawing funds for other expenses

can result in tax penalties. Your HSA stays with you even

24

into retirement. Once you reach age 65, you can use the

funds however you would like without any tax penalties.

By selecting a high deductible HealthSave plan, you
are eligible to set up an HSA if you meet the following

qualifications:

* You are not covered by any other health plan
that is not an HDHP (with exceptions for plans
providing certain limited types of coverage such
as accident or specific disease policies);
¢ You are not entitled to benefits under Medicare; and
* You may not be claimed as a dependent

on another person’s tax return.

* Requirements are not limited to those mentioned above.



HOW HEALTHSAVE WORKS WITH YOUR HSA When you go to the doctor or pharmacy

While every HSA vendor is different, we have included + Present your SelectHealth ID Card

some key guidelines for using your HSA. Make sure you + If you have money in your HSA, pay for any items
understand the processes of your selected vendor. or services through your HSA account using various
General methods, including an HSA vendor-supplied debit card.

) ) « If you don’t have money in your HSA, you
¢ Set up an HSA with the vendor of your choice.
) need to pay using another form of payment.
We have offered one suggestion below.
. . You can reimburse yourself later when you

* Contribute to your HSA up to specified

o . have the funds available in your HSA.

limits on a pretax basis.
* The money in the HSA can be used to pay for

qualified medical expenses, such as your share

of the deductible or coinsurance amounts until

you reach your out-of-pocket maximum.
* If the HSA is used for nonqualified medical expenses

before the age of 65, it will be subject to income tax

plus a 20 percent penalty. After age 65, any HSA

funds not used for qualified medical expenses will

only be subject to income tax (without the penalty).

HEALTH SAVINGS ACCOUNTS

While SelectHealth can provide the insurance component of your high deductible health plan, we do not
administer HSAs. Instead, we have partnered with HealthEquity®. You may choose to work with any qualified

vendor. Consider what our local partner has to offer before you decide:

¢ Full integration with SelectHealth

* Fees are already included in your premium

e 24 hours a day, seven days a week customer service line

* 24 hours a day, seven days a week nurse hotline

¢ Online account management, health education, and wellness tools
* Flexible payment and reimbursement processes

* Healthcare Visa® Card that works like a debit card

We are fully integrated with HealthEquity; enrollment is quick and easy. An HSA will be set up for you with
HealthEquity when you choose a HealthSave plan and select the option for HealthEquity on your application.
If you are approved for coverage, we will provide you with an additional form to complete the HSA enrollment
process. A small administrative fee for HealthEquity is included in your premium regardless of whether you

choose to use this vendor. Visit healthequity.com for more information.

% HealthEquity
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Selecting a HealthSave Plan

Follow these simple steps to create the HealthSave plan that’s right for you:

STEP 1. SELECT YOUR PROVIDER NETWORK STEP 2. SELECT YOUR ANNUAL DEDUCTIBLE AND
It’s important to select a network that best meets your CORRESPONDING OUT-OF-POCKET MAXIMUM
needs. Generally, your coverage only applies when you use Choose a deductible you are comfortable with from the
providers that participate on the network you have selected. options below. You are responsible to pay for all your

See page 9 for detailed descriptions. medical expenses until you reach your single or family

deductible (depending on plan type) each calendar year.
HealthSave plans have one deductible for all medical,

g Se I eCt :Va I ue pharmacy, and mental health services. Your out-of-pocket

HEALTHSAVE maximum includes your annual deductible amount. After

your deductible is met, SelectHealth will begin paying

E ® } Se l ect : med® for services. Coinsurance varies with the deductible you

HEALTHSAVE choose. Preventive care is covered 100 percent, even before

your deductible is met.

o r Se I ect :C a re@ If you are insuring only yourself, you will enroll on a

HEALTHSAVE “single” plan where the single deductible applies. If you are
insuring yourself and one or more family members, you
will enroll on a “family” plan where the family deductible
applies. On a family plan, the entire family deductible must

be met before benefits are paid for any family member. There

is no per-person deductible on the family plan.

DEDUCTIBLE OPTIONS OUT-OF-POCKET MAXIMUMS
SINGLE FAMILY SINGLE FAMILY
$1,300* $2,600* $3,900* $7,800*
$1,500 $3,000 $5,000 $10,000
$2,500 $5,000 $3,500 $7,000
$5,000 $10,000 $5,000 $10,000

*This is a state-mandated basic healthcare plan. As of January 1, 2010, Utah requires all insurance companies to offer an HSA-qualified plan with the minimum
deductible allowed by federal guidelines. Typically, the federal government raises this deductible once per year. Your deductible on this plan is subject to
change on an annual basis (on January 1) in order to continue to be HSA qualified.

STEP 3. CHOOSE AN HSA VENDOR STEP 5. CALCULATE YOUR PREMIUM
SelectHealth’s preferred HSA vendor is HealthEquity (see Now that you have created your plan, use the HealthSave
page 25); however, you may use any vendor of your choice. Premium Calculation Worksheet on page 29 to calculate
You will have the opportunity to select HealthEquity on your estimated monthly premium. Refer to the rate page
your application. listing the deductible level you have selected. Next, find

your provider network choice. If you plan to add dental
STEP 4. CONSIDER ADDING DENTAL

COVERAGE

You may choose from three different dental plans to

coverage, see page 34 for dental premiums.

Premiums are based on the age of the applicant (oldest

help keep your teeth healthy. See page 32 for more family member applying fo'r coverage) and the nux.nber of
- formation people you plan to cover (single, two party or family).
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HealthSave Benefit Summary

80%/20% Coinsurance Plans

For detailed benefit information, please refer to the Contract and Member Payment Summary that you

will receive upon approval of your application. The purpose of this table is for comparison only.

BENEFITS PARTICIPATING BENEFITS ONLY'

DEDUCTIBLE AND OUT-OF-POCKET MAXIMUM OPTIONS
Deductible included in the out-of-pocket maximum

COINSURANCE?

PRE-EXISTING CONDITIONS
Waived (entirely or partly) for qualifying pre-existing condition credit upon
receipt of proof of prior coverage

PROFESSIONAL SERVICES
Office Visits (PCP/SCP)?
Preventive Care and Immunizations

INPATIENT SERVICES

Medical, Surgical, and Hospice

Skilled Nursing Facility (limited to 60 days per calendar year)

Physical, Speech, and Occupational Therapy (limited to 40 days per calendar
year for all types combined)

OUTPATIENT SERVICES

Emergency Room Visits

Intermountain InstaCare/Urgent Care

Intermountain KidsCare

Intermountain ExpressCare

Minor Diagnostic Tests

Major Diagnostic Tests

Physical, Speech, and Occupational Therapy (limited to 20 visits per calendar
year for each type)

MENTAL HEALTH & CHEMICAL DEPENDENCY'
Inpatient limited to 10 days/calendar year
Outpatient limited to 25 visits/calendar year

MISCELLANEOUS SERVICES

Maternity and Adoption

Infertility (limited to $1,500/calendar year; $5,000/lifetime)
Chiropractic

PRESCRIPTION DRUGS'
Up to a 30-day supply for covered medications; generic substitution required;
same copay/coinsurance applies to 90-day maintenance supply

SUPPLEMENTAL ACCIDENT

Out-of-Pocket

Deductible
Single/Family Rlaximun
Single/Family
Option 1 $1,300/ $2,600 $3,900/ $7,800
Option 2 $1,500/ $3,000 $5,000/ $10,000
Option 3 $2,500/ $5,000 $3,500/ $7,000

You pay 20% after deductible

Not covered for first 12 months
(members ages 19 and older)

You pay $25/$40 after deductible
You pay $0

You pay 20% after deductible
You pay 20% after deductible
You pay 20% after deductible

You pay $250 after deductible
You pay $40 after deductible
You pay $25 after deductible
You pay $10 after deductible
You pay $0 after deductible
You pay 20% after deductible
You pay $40 after deductible

You pay 50% after deductible

Not covered
You pay 50% after deductible
Not covered

RxCore formulary (see page 39 for details)
Tier 1: You pay $10 after deductible
Tier 2: You pay 25% after deductible
Tier 3: You pay 50% after deductible
Tier 4: You pay 20% after deductible (90-day supply
not available)

Not available

1. Preauthorization is required for the following services: (a) certain injectable drugs and specialty medications; b) certain prescription drugs; (c) certain DME
items; (d) certain mental health and chemical dependency services; and (e) all services obtained outside of the United States unless for a routine, urgent, or
emergency condition. Please refer to your Contract or call Member Services for more information.

2. Coinsurance applies to inpatient and outpatient services, ambulance, home health, durable medical equipment, injectable drugs, and allergy treatment.

3. PCP (Primary Care Provider); SCP (Secondary Care Provider).
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HealthSave Benefit Summary

100% Coinsurance Plans

For detailed benefit information, please refer to the Contract and Member Payment Summary that you

will receive upon approval of your application. The purpose of this table is for comparison only.

DEDUCTIBLE AND OUT-OF-POCKET MAXIMUM OPTIONS Deductible Out-of-Pocket

Deductible included in the out-of-pocket maximum Maximum
Single $5,000 $5,000
Family $10,000 $10,000

COINSURANCE? You pay $0 after deductible

PRE-EXISTING CONDITIONS
Waived (entirely or partly) for qualifying pre-existing condition credit upon
receipt of proof of prior coverage

Not covered for first 12 months
(members ages 19 and older)

PROFESSIONAL SERVICES
Office Visits (PCP/SCP)? You pay $0 after deductible
Preventive Care and Immunizations You pay $0

INPATIENT SERVICES
Medical, Surgical, and Hospice
Skilled Nursing Facility (limited to 60 days per calendar year) You pay $0 after deductible
Physical, Speech, and Occupational Therapy (limited to 40 days per calendar
year for all types combined)

OUTPATIENT SERVICES
Emergency Room Visits
Intermountain InstaCare/Urgent Care
Intermountain KidsCare
Intermountain ExpressCare You pay $0 after deductible
Minor Diagnostic Tests

Major Diagnostic Tests

Physical, Speech, and Occupational Therapy (limited to 20 visits per calendar
year for each type)

MENTAL HEALTH & CHEMICAL DEPENDENCY'
Inpatient limited to 10 days/calendar year You pay $0 after deductible
Outpatient limited to 25 visits/calendar year

MISCELLANEOUS SERVICES

Maternity and Adoption Not covered
Infertility (limited to $1,500/calendar year; $5,000/lifetime) You pay $0 after deductible
Chiropractic Not covered

PRESCRIPTION DRUGS'
Up to a 30-day supply for covered medications; generic substitution required; RxCore formulary (see page 39 for details)
same copay/coinsurance applies to 90-day maintenance supply Tier 1: You pay $0 after deductible
Tier 2: You pay $0 after deductible
Tier 3: You pay $0 after deductible
Tier 4: You pay $0 after deductible (90-day supply
not available)

SUPPLEMENTAL ACCIDENT Not available

1. Preauthorization is required for the following services: (a) certain injectable drugs and specialty medications; b) certain prescription drugs; (c) certain DME
items; (d) certain mental health and chemical dependency services; and (e) all services obtained outside of the United States unless for a routine, urgent, or
emergency condition. Please refer to your Contract or call Member Services for more information.

2. Coinsurance applies to inpatient and outpatient services, ambulance, home health, durable medical equipment, injectable drugs, and allergy treatment.

3. PCP (Primary Care Provider); SCP (Secondary Care Provider).
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HealthSave Premium Calculation
Worksheet

STEP 1. MONTHLY PREMIUM OF PLAN AND OPTIONS SELECTED

Select Your Network Q3 Select Value QO Select Med QO Select Care

U $1,300/$2,600 U $1,500/$3,000

Select Your Deductible
a $2,500/$5,000 QO $5,000/$10,000

Refer to the tables on pages 30 to 31. Based on your selections above, find the correct
premium rate associated with the age of the oldest applicant and the number of people A

you wish to cover (single, two party, family). Enter this rate in box “A.”

STEP 2. FAMILY SIZE ADJUSTMENT

> IF FAMILY SIZE IS SIX OR LESS, ENTER “0.”

> IF FAMILY SIZE IS SEVEN OR MORE*, MULTIPLY BOX A X 0.15 FOR BOX “B.” B
STEP 3. DENTAL ADD-ON ADJUSTMENT
If you want to add dental coverage, see the tables on page 34. Based on your family, find c
the dental premium rate, and enter it in box “C.” If none, enter “0.”
STEP 4. DENTAL FAMILY SIZE ADJUSTMENT
> IF FAMILY SIZE IS SIX OR LESS, ENTER “0.” D

> IF FAMILY SIZE IS SEVEN OR MORE*, MULTIPLY BOX “C” X 0.15 FOR BOX “D.”

ESTIMATED TOTAL MONTHLY PREMIUM AMOUNT: ADDA+B+C+D = —

*For family sizes of ten or more, rates must be determined by Underwriting.

NOTES

e |If you choose the online billing and payment « Premiums under these plans are subject to adjustment
method, send a personal check in this amount each January 1 (if your original effective date is =
or enter your credit card information for the January 1 through June 30) or each July 1 (if your i
first month’s premium with your application. original effective date is July 1 through December 31). E

» If you choose to pay with the preauthorized banking * Premiums will increase on the first of the month <>(
withdrawal method, you do not need to submit following the birthday on which a subscriber (£
the first month’s premium with your application. moves from one age band to another. E
All premiums will be drafted from your authorized * Refer to the “Premiums” section on page %
bank account upon coverage approval. 40 for information on age bands. <

*« Premiums are based on the age of the ¢« Premium rates are effective January 1, 2012. If g
applicant (oldest family member applying for you are age 65 or older and are not eligible for 5
coverage). Initial premium increases may be Medicare, contact us for premium information. "_',"
assessed based on Underwriting review. %
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HealthSave Premium Rates

Find the network and deductible you have chosen. Look for your estimated premium under the age category of the

applicant and the number of people you wish to cover (single, two party, family).

@ select:value.
HEALTHSAVE
$1,300 SINGLE/$2,600 $1,500 SINGLE/$3,000 $2,500 SINGLE/$5,000 $5,000 SINGLE/$10,000
FAMILY FAMILY FAMILY FAMILY
80%/20% PLANS 80%/20% PLANS 80%/20% PLANS 100% PLANS
Single J;:?y Family Single F;I;v:?y Family Single J;::’y Family Single F;I;“r'toy Family
Y°”"92%' o 97 175 280 91 160 263 86 146 251 68 104 214
20-24 97 180 290 91 165 272 86 150 260 68 107 221
25-29 107 193 323 100 176 303 94 161 289 75 114 246
30-34 121 210 390 n3 192 367 107 175 350 84 125 297
35-39 134 226 444 125 207 417 19 189 397 94 134 338
40-44 157 260 513 146 237 482 139 216 459 109 154 390
45-49 181 320 578 169 292 542 160 266 517 126 189 440
50-54 213 391 630 199 357 592 188 325 564 148 231 480
55-59 252 483 690 235 440 648 223 401 618 175 284 525
60-64 306 572 783 286 522 735 271 476 700 213 337 595

@' select:med.

HEALTHSAVE

$1,300 SINGLE/$2,600 $1,500 SINGLE/$3,000 $2,500 SINGLE/$5,000 $5,000 SINGLE/$10,000
FAMILY FAMILY FAMILY FAMILY
80%/20% PLANS 80%/20% PLANS 80%/20% PLANS 100% PLANS

Single J;’::’y Family Single é"::’y Family Single J;:fy Family Single I':‘I;“r':’y Family
Y°“"%%' 2y 105 190 305 98 173 286 93 158 273 74 13 232
. 20-24 105 196 315 98 179 296 93 163 282 74 116 240
; 25-29 116 210 351 108 191 329 102 174 314 81 124 267
g 30-34 131 228 424 122 208 398 116 190 380 92 135 323
::f_:’ 35-39 145 246 482 136 224 453 129 205 432 101 145 367
E 40-44 170 282 557 158 257 523 150 235 499 118 167 424
i 45-49 197 347 628 183 317 589 174 289 562 137 205 478
% 50-54 231 425 685 216 387 643 205 353 613 161 250 521
EJ) 55-59 273 524 750 255 478 705 242 436 671 190 309 571
& 60-64 333 622 850 310 567 799 294 517 761 231 366 647




[9' select:care.

HEALTHSAVE

$1,300 SINGLE/$2,600 $1,500 SINGLE/$3,000 $2,500 SINGLE/$5,000 $5,000 SINGLE/$10,000
FAMILY FAMILY FAMILY FAMILY
80%/20% PLANS 80%/20% PLANS 80%/20% PLANS 100% PLANS

Single J;:?y Family Single F;I;“r':y Family Single J;:?y Family Single F;I;“r'?y Family
Y°””92‘f)' han 116 209 335 108 190 314 102 174 300 81 124 255
20-24 116 215 346 108 196 325 102 179 310 81 127 264
25-29 127 230 385 18 210 362 112 192 345 89 136 294
30-34 144 251 466 134 229 438 127 209 417 100 148 355
35-39 160 270 530 149 246 498 141 225 475 m 160 404
40-44 187 310 612 174 283 575 165 258 548 130 183 466
45-49 216 382 690 201 348 648 191 317 617 150 225 525
50-54 254 467 753 237 426 707 225 388 674 177 275 573
55-59 300 576 825 280 525 775 266 479 738 209 339 628
60-64 366 684 935 341 623 878 323 568 837 254 402 VAl
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Access to 1,400+ Dentists ,
. -

Comprehensive Coverage

Flexible Plan Designs i ‘



SelectHealth Dental

Regular dentist visits are good for your smile. They are also an important
part of your overall health. You can add a dental plan to any of our

medical plans.




SelectHealth Dental

Consider adding dental coverage to complement your medical insurance. Our dental plans provide
complete coverage to help keep your teeth healthy. And with hundreds of providers to choose from,

top-ranked customer service, and online support, there’s plenty to smile about.

* Competitive rates ¢ Access to any dentist (nonparticipating
* Flexible plan designs benefits may apply)
* Network of more than 1,400 local dentists « Easy addition to medical plans

* Excellent, local customer service

DENTAL PLANS

OPTIONS 1 AND 2 OPTION 3
BENEFITS Participating Nonparticipating Participating Nonparticipating
DEDUCTIBLE
(Individual/family) $50/$150 $50/$150
ANNUAL MAXIMUM Ootion 1 $750
ption .
PLA_N_ PAYMENT Option 2 $1,000 Option 3 $1,500
(Individual)
PREVENTIVE AND
DIAGNOSTIC You pay $0 You pay 20% You pay 10% You pay 30%
Oral exams, cleanings,
fluoride, X-rays
BASIC You pay 20% after You pay 40% after You pay 30% after You pay 50% after
Fillings, oral surgeries deductible deductible deductible deductible
MAJOR
g;?]mr:’se’sbirrlr?glzsr;ts You pay 50% after You pay 60% after You pay 50% after You pay 60% after
A ’ deductible deductible deductible deductible
endodontics,
periodontics
ORTHODONTICS Not covered Not covered

Waiting periods*
Upon initial enrollment, waiting periods must be met before benefits are paid. Waiting periods differ based on the type of service.

Preventive and

diagnostic No waiting period No waiting period
Basic 6 months 6 months
Major 12 months 12 months
Missing tooth 36 months 36 months

*If you were previously (or are currently) enrolled on a SelectHealth dental plan with no break in coverage, you may be eligible to waive or credit the waiting periods.

MONTHLY PREMIUM RATES*

-

I<£ OPTION 1 - $750 ANNUAL OPTION 2 - $1,000 ANNUAL OPTION 3 - $1,500 ANNUAL
E MAXIMUM PLAN PAYMENT MAXIMUM PLAN PAYMENT MAXIMUM PLAN PAYMENT
D 3.

T ilé:SCRIBER e Single Two Party Family Single Two Party Family Single Two Party Family
5

ﬁ B ONSER 20 38 58 22 42 64 21 41 62
I

5 19 TO 39 35 69 104 39 76 115 38 74 m
5 40 TO 64 49 95 143 54 105 158 52 101 153
w

@ gi;s: 56 107 162 61 19 179 59 15 173

*Rates are effective January 1, 2012. If your family size is seven to nine, add 15 percent. If your family size is ten or more, rates are determined by Underwriting.
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¢ Sealants - Covered for dependents younger than age 15
and limited to permanent molars and bicuspids without
decay or restorations. Sealant repair/replacement is not
covered within 36 months of application

* Space maintainers - Covered for dependents younger
than age 15

¢ Fluoride - Covered (two applications per year) for

individuals younger than age 18

BASIC LIMITATIONS
Fillings — Repair or replacement is not covered within 24

months of original filling

MAJOR LIMITATIONS
* Prosthodontic devices - The replacement of bridges,
dentures, implants, or other prosthodontic devices due to

normal wear or use, loss of remaining teeth, or change in

supporting tissue is covered only after five years from the

date of placement. Repair and/or adjustment of bridges,

ELIGIBILITY
Applicant(s) must be approved for, and enrolled in, a

dentures, implants, or other prosthodontic devices due

to normal wear or use is covered only after six months

SelectHealth Individual medical plan to qualify for dental

from the date of placement. Replacement or repair due to

coverage. When selected, dental coverage will be added for abuse, misuse, neglect, loss, or theft is not covered

all members of the famlly on the medical plan. » Dentures - Rebasing is covered once every 36 months.

GENERAL LIMITATIONS Relining is covered once every 18 months

. T * Endodontics - Repeat procedures are not covered within
SelectHealth dental plans have exclusions, limitations, and peat

. .. . 12 months of the original procedure when performed b
requirements that reduce or limit some of the services that 9 P P v

e . the same provider
are covered and the level of coverage. A partial listing of P

S . . + Periodontal surgery - One per quadrant every 36 months
benefit limitations is found below. For a complete list of gery pera v

. ... . * Periodontal debridement - One per 36 months
exclusions, limitations, and requirements, please contact us.

» Periodontal scaling/root planing - One per quadrant

PREVENTIVE AND DIAGNOSTIC LIMITATIONS every 24 months
¢ Oral examinations - Two per year * Periodontal maintenance - Two times per year in lieu
¢ Cleanings - Two per year of cleaning

e X-rays - Panoramic or complete intraoral once ORTHODONTIC LIMITATIONS

every 36 months; bitewings two times per year for . .
Orthodontic services are not covered

individuals younger than age 18 and once per year for

individuals ages 18 and older

w

*
For dental tips, games, videos,

coloring pages, and more, visit
ProtectToothy.com. Your teeth

-
<
-
z
w
(a]
I
fu
-
<
w
I
.
O
w
|
w
wn

will thank you!

35




Common Insurance Terms
T - . %} . e

Using Your Medical Benefits
-r-_ .. - . ‘l 3
Using Your Pharmacy Benefits

- i .
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General Information

The following information offers details about common insurance

terms, benefits, and an overview of how to use and manage your health

insurance with SelectHealth once you are enrolled.
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Learn the Language

Health insurance really does have its own language. As you compare plans, it’s helpful to be familiar

with these common terms.

ALLOWED AMOUNTS/CHARGES

The total amount we allow for covered services. This
amount is used to calculate your copay, coinsurance,

and deductibles. The amount we pay, plus your copay,
coinsurance, and deductibles (if applicable) will equal the
allowed amount. If you use a nonparticipating provider
who charges more than the allowed amount, you may have
to pay the difference. Participating providers have agreed to

accept these amounts as payment in full.

COINSURANCE

A fixed percentage that you are responsible to pay a
provider for covered services. This is your share of the cost
of services after you have met your deductible. Coinsurance
percentages are specified on your Benefit Summary/

Member Payment Summary.

COPAY

A fixed amount that you are responsible to pay a provider
for covered services, usually at the time of service. This is
your share of the cost of services after you have met your
deductible (if applicable). Copay amounts are specified on

your Benefit Summary/Member Payment Summary.

DEDUCTIBLE

The amount you are responsible to pay each year directly
to providers for covered services before we pay benefits.
Generally, any deductible amounts paid will apply to your
out-of-pocket maximum. Deductibles are specified on your

Benefit Summary/Member Payment Summary.

MAJOR DIAGNOSTIC TEST

A test that is determined to be a major diagnostic test based
on several different considerations such as invasiveness,
complexity, the level of expertise required to interpret

or perform the test, and where the test is commonly

performed. Examples include services such as MRIs.

MINOR DIAGNOSTIC TEST

A test that does not meet the definition of a major
diagnostic test. Examples of common minor diagnostic
tests include common blood and urine tests, simple

X-rays, certain EKGs, and echocardiograms.

OUT-OF-POCKET MAXIMUM

The maximum amount per year that you are responsible to
pay directly to providers. Except where otherwise noted on
your Benefit Summary/Member Payment Summary, we will
pay 100 percent of allowed charges during the remainder
of the year once your medical out-of-pocket maximum is
satisfied.

PREVENTIVE CARE

Services such as annual wellness exams with associated
tests, well-child visits, immunizations, and cancer
screenings. Care provided for the diagnosis or monitoring
of illness based on symptoms you experience is not
considered preventive care and will apply to the

appropriate medical benefit.

PRIMARY CARE PROVIDER (PCP)

A general provider or doctor who attends to your
common medical problems and provides preventive
care and health maintenance. A PCP practices internal
medicine, geriatrics, family medicine, pediatrics, or

obstetrics and gynecology.

SECONDARY CARE PROVIDER (SCP)
A provider or doctor who specializes in a specific area of

care such as orthopedics or cardiology.



General Information

The following information is related to our medical plans.

For details on our dental plans, refer to pages 34 and 35.

USING YOUR BENEFITS

Carry your SelectHealth ID Card and use participating
providers and facilities to ensure the highest possible
benefits are applied to your claims. We also encourage you
to maintain a relationship with a participating Primary
Care Provider (PCP). This type of doctor attends to your
common medical problems, coordinates care, and provides

preventive care and health maintenance.

Emergency Care

If you have an emergency, call 911 or go to the nearest
hospital. Though your copay is the same at all emergency
rooms, you will save money on services by visiting

participating hospitals.

Urgent Care

If you have an illness or injury that is not life threatening
but needs medical attention within 24 hours, call a
participating provider. If the provider is unavailable, you

may use one of the following services:

¢ Call Member Advocates at 801-442-4993 (Salt Lake
area) or 800-515-2220. They can help you get an
immediate appointment with another provider;

¢ Go to an Intermountain InstaCare facility;

¢ Go to an Intermountain ExpressCare clinic
(located in select Smith’s grocery stores);

¢ Call an Intermountain KidsCare facility to
schedule a same-day appointment; or

« If you are outside of the service area and need urgent
care, go to any provider or hospital. You can save money
on out-of-area services by using a MultiPlan provider.
To find one, call 800-922-4362 or visit multiplan.com.

Preauthorization

In most cases, participating providers will preauthorize

certain medical services on your behalf by calling us directly.

PHARMACY BENEFITS
SelectHealth Prescriptions™ pharmacy benefits are included

with all of our Individual medical plans.

RxCores"
All Individual plans include our RxCore formulary. A
formulary is a list of covered prescription drugs. In an effort

to help keep your costs as low as possible, RxCore excludes

the use of more expensive brand-name drugs when there is
a lower-cost generic option or over-the-counter equivalent
available. A generic drug is a medication with the same
active ingredients, safety, dosage, quality, and strength as its
brand-name counterpart. Providers and pharmacists agree
that generic medications are as safe and effective as brand-

name drugs.

Individual plan RxCore pharmacy benefits have four tiers
(levels) of coverage. Each tier includes different medications
and copays/coinsurance. Tier 1 medications are available at
the lowest cost. On some plans, the pharmacy deductible

does not apply to these medications.

Certain medications are not covered. If you have
questions before applying for coverage or using your
pharmacy benefits, call Member Services or visit
selecthealth.org/pharmacy. You may also search our list

of covered medications online or call to request a copy.

Pharmacy Networks

Access your prescription drug benefits conveniently through
a network of more than 39,000 pharmacy locations
nationwide, with 600 locations in Utah. Most of our
partner pharmacies are national chains, so you are covered

while on-the-go.

First Fill Free with GenericSamples™

The GenericSample program eliminates your copay/
coinsurance for the first 30-day fill of select generic
prescriptions. GenericSample is only offered at
participating retail pharmacies and is not available with our

high-deductible HealthSave plans.

90-Day Prescriptions

Pick up a 90-day supply of your maintenance medications
at participating Retail90™ pharmacies or by mail order
through Medco Pharmacy™. These programs offer both

convenience and cost savings.

GENERAL PROVISIONS

Our plans are designed to provide coverage for hospital,
medical, and surgical expenses incurred as a result of a
covered accident or sickness. Coverage is provided through
participating providers for daily hospital room and board,
miscellaneous hospital services, surgical services, anesthesia
services, in-hospital medical services, and out-of-hospital
care. Coverage is subject to any deductible, copay

provisions, or other limitations that may be set forth in
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your Contract. Please refer to the Benefit Summaries and
this section of the booklet for more information. After you
receive your Contract (upon enrollment), you will have

ten days to review it before acceptance. After the ten-day
examination period during which you may cancel your
contract, you may terminate the Contract by giving us 30
days advance written notice. You will receive a full refund
of your premium. No premium refunds are available after
the ten-day review period. If your premium is refunded, the

contract shall be void as if no coverage had been issued.

ELIGIBILITY

You and your dependents may apply for coverage if you
are a full-time resident of Utah, and you are not eligible
for Medicare. When you apply, please include all eligible
family members on the application, including your spouse
or dependent(s). You are not required to include family
members who are covered with a government plan such

as CHIP, HIPUtah, Federal-HIPUtah, Medicare, or
Medicaid; those who are enrolled on an employer plan

as an employee; or those enrolled on a parent’s parent

as a married dependent child under age 26. If you wish

to apply for a child-only plan, you will need to obtain a
certificate of insurability from HIPUtah and include it with
the application. For more information about obtaining a
certificate of insurability, please call HIPUtah at 801-442-
6660 (Salt Lake area) or 800-705-9173.

Individual plans are not sold on a temporary or short-term
basis. For short-term coverage, please contact SelectHealth
or your agent to apply for a Transition®™ plan. If your
employer is paying any portion of your premium either
directly or through reimbursement, it constitutes a group

plan, and you are not eligible for individual coverage.

ELIGIBLE FAMILY DEPENDENTS

Family dependents eligible for coverage include the
insured’s legal spouse who is not legally separated from
the insured, natural or adopted children of the insured or
insured’s spouse who are up to age 26, and children who
are under court-ordered legal guardianship until legal
guardianship ends. Newborns, legal adoptees, or children
placed with you for adoption must be enrolled within 31
days of birth, adoption, or placement for adoption.

GUARANTEED COVERAGE GUIDELINES
You are guaranteed coverage* with no pre-existing condition

exclusion(s) if you meet the following requirements:

« Satisfy all other eligibility and continuation

requirements under your contract;
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* Are a dependent age 18 or younger
approved on a family plan;

¢« Have an aggregate of 18 months of creditable
coverage, the most recent of which was under
a group, governmental, or church plan;

*« Were eligible for COBRA or a similar state program,
and you elected and exhausted such coverage;

* Are not eligible for coverage under a
group health plan, Medicare, or Medicaid
and do not have other coverage; or

* Were not terminated from your most recent
coverage for nonpayment of premium or fraud.

*Coverage is guaranteed after you are certified as insurable
by the Utah Comprehensive Health Insurance Pool. Such
coverage may or may not be with SelectHealth.

EFFECTIVE DATE OF COVERAGE
Coverage for you and any family members listed on the
application will become effective on the 1st or 16th of the

month as determined by Underwriting.

RATING METHODOLOGY

Premiums are calculated based on a modified community
rate methodology and will vary based on the premium
provisions as defined in the Utah Insurance Code. Medical
underwriters may make an evaluation of the health status
of individuals and dependents to determine whether any
surcharge to published premiums is necessary. Coverage
may be declined on a particular individual or dependent
at the time of initial evaluation. Children ages 18 and

younger may not be declined based on health status.

RENEWALS

Your contract is issued by SelectHealth for the term stated
on your application. The contract will automatically
renew on or about January 1 or July 1 of each year. We
may only terminate your coverage for the reasons specified
in your contract. You may terminate your Contract
during a 10-day contract examination period or by giving
us advance written notice. Coverage will terminate at

the end of the calendar month in which the request for
termination is received.

PREMIUMS

Subject to the provisions of the contract, the premiums
will remain the same until the end of the term of the
contract, unless federal or state law or regulations mandate
that we modify benefits under the contract. SelectHealth
may unilaterally modify the premiums after the term
specified on the application upon 45 days advance written

notice to you.



If the subscriber has a birthday that moves him or her into
the next age band, rates will increase the following month.
The age bands are as follows: 0-19 years, 20-24 years,
25-29 years, 30-34 years, 35-39 years, 40-44 years, 45-49
years, 50-54 years, 55-59 years, 60-64 years, 65-69 years,
70-74 years, 75-79 years, 80-84 years, and 85 years of age

or older.

Premiums are payable on the first day of each month at
SelectHealth’s office in Murray, Utah.

PLAN AND DEDUCTIBLE CHANGES

To request changes to your plan, follow the instructions

on your Individual Plans Change Form. This form will

be mailed to you each year while you are covered with
SelectHealth. You may also find it at selecthealth.org/
forms. Other forms may be required, depending on the
change you wish to make. All requests for plan changes are
subject to Underwriting approval. The effective date of any
change will also be determined by Underwriting.

TERMINATION
Your coverage will not terminate for health reasons;
however, your coverage will terminate for any of the
following reasons:
*« Nonpayment of premiums;
* Fraud or intentional misrepresentation of material fact;
* You no longer reside, live, or work in the service area; or

* You are on a plan we terminate.

If we do not receive your premium or we are unable to
collect premiums from your checking or savings account,
you will be notified.

GENERAL LIMITATIONS AND EXCLUSIONS

Calendar Year

Unless otherwise noted on your Member Payment
Summary, plan benefits are calculated on a calendar year
basis regardless of when you are enrolled. Out-of-pocket
maximums, limitations, and deductibles start over each

January 1.

Excess Charges

These are charges from providers and facilities that exceed
SelectHealth’s allowed amount for covered services. You are
responsible to pay for excess charges from nonparticipating
providers and facilities. These charges do not apply to your

out-of-pocket maximum.

Noncovered Service in Conjunction with a
Covered Service
When a noncovered service is performed as part of the

same operation or process as a covered service, only charges

relating to the covered service will be considered. Allowed
amounts may be calculated and fairly apportioned to

exclude any charges related to the noncovered service.

Excluded Services
Unless otherwise noted in your Member Payment

Summary, the following services are excluded:

* Abortions, selected types of
¢ Acupuncture and acupressure
« Administrative charges, administrative examinations
and services, for nonmedical purposes
« Allergy tests, treatment, and services, selected types of
* Anesthesia, selected types of
« Attention-Deficit and Hyperactivity Disorder (ADHD)
« Bariatric surgery
» Biofeedback and neurofeedback
« Birthing centers and home childbirth
« Cancer therapy, selected types of
« Chiropractic services
« Complementary and Alternative Medicine (CAM)
¢« Complications of noncovered services
* Custodial care
« Dental anesthesia
« Dependent maternity services
¢ Dry needling
* Duplication of coverage
« Exercise equipment and fitness training
*« Experimental or investigational treatments and services
* Eye surgery, refractive
¢ Food supplements
¢ Gene therapy
* Habilitation therapy services
¢ Hearing aids, selected types of
*« Home health aides
« lllegal activities, selected types of
¢ Immunizations, selected types of
« Infertility services, selected types of
¢« Methadone therapy
¢ Pain management services, selected types of
* Pervasive developmental disorder
¢ Pre-existing conditions, during waiting periods
¢ Prescription drugs, injectable drugs, and
specialty medications, selected types of
* Reconstructive, corrective, and cosmetic
services, selected types of
« Rehabilitation therapy services, selected types of

* Related provider services
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¢ Respite care

* Services that are not medically necessary

¢ Sexual dysfunction

¢ Telephone and e-mail consultations

* Temporomandibular Joint (TMJ) and orthognathic
* Terrorism or nuclear release

* Travel-related expenses

* Waiting period for specific services

* War, related services

PRE-EXISTING CONDITIONS (PEC)

Limited Coverage of Pre-Existing Conditions
Pre-existing conditions are not covered until you have
been covered by SelectHealth for 12 months. Any previous
period of creditable healthcare coverage, not separated by
a break in coverage of 63 days or more, is applied toward

satisfying all or part of the PEC waiting period.

Definition of Pre-Existing Condition

A pre-existing condition is a condition for which medical
advice, diagnosis, care, or treatment (including prescription
and over-the-counter medication recommended by a
provider) was either received from or recommended

by a provider during the six-month period prior to the

enrollment date.

Note: If medical records or claims for you and/or your
covered family members document the presence of a pre-
existing condition that was not fully disclosed on the health

questionnaire, your coverage may be altered or terminated.

Definition of Pre-Existing Condition Waiting Period
A pre-existing condition waiting period is the 12-month
period following your effective date during which services
provided for a pre-existing condition are not covered. The
PEC waiting period begins on your effective date. PEC
waiting periods do not apply to members younger than

age 19.

WAITING PERIOD FOR SPECIFIC SERVICES
Services related to the following list of selected diagnoses
and procedures are not covered for members ages 19 and
older during the first 12 months of coverage. Any previous
period of creditable healthcare coverage, not separated by
a break in coverage of 63 days or more, is applied toward

satisfying this waiting period:

Diagnoses
* Amenorrhea
» Cataracts
+ Congenital deformities
* Cystocele

*« Dysmenorrhea

Enterocele

Infertility

Rectocele

Sleep problems/disorders
Urethrocele

Uterine prolapse

Varicose veins

Procedures

.

Allergy testing and treatment for seasonal allergies
Bunionectomy

Carpal tunnel surgery

Hysterectomy, except in cases of malignancy
Joint replacement

Mammoplasty, reduction

Morton’s neuroma, surgical treatment of
Myringotomy/tympanotomy, with

or without tubes insertion

Nasal septal repair, except injuries after

the effective date of coverage

Retained hardware removal

Sleep studies

Sterilization

Tonsillectomy/adenoidectomy
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