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English
IMPORTANT LANGUAGE INFORMATION:

You may be entitled to the rights and services below. You can get an interpreter or translation
services at no charge. Written information may also be available in some languages at no charge.
To get help in your language, please call your health plan at: ACN Group of California, Inc.
1-800-428-6337 / TTY: 711. If you need more help, call HEALTH PLAN Help Line at
1-888-466-2219.

Spanish
INFORMACION IMPORTANTE SOBRE IDIOMAS:

Es probable que usted disponga de los derechos y servicios a continuacion. Puede pedir un
intérprete o servicios de traduccién sin cargo. Es posible que tenga disponible documentacién
impresa en algunos idiomas sin cargo. Para recibir ayuda en su idioma, llame a su plan de salud
de ACN Group of California, Inc. al 1-800-428-6337 / TTY: 711. Si necesita mas ayuda, llame a
la linea de ayuda de la HEALTH PLAN al 1-888-466-2219.

Chinese
EE.:..:. Hig
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ﬁ%%iﬁﬁ &R an m—,Hsz?%fE;E;E’JTmEJJ EEATIEFEREN BRI SRS -
ACN Group of California, Inc. 1-800-428-6337 / Hﬁmn EREERSEER (TTY) | 711 - BEEER
Z1%Bh  55#$T HEALTH PLAN 13BhE&#% 1-888-466-2219 ©

Arabic
ARl (o daga cilaglra
Loty asm O Aaa il cilasd 5l (550 an e o Jgeanll Sliad obial cilaadlly Giall o Jganll M ()5S Loy
ile Aaall dlibdy Juai) o) eelinh saclue o Jganlly asu) s Gl sany 4 6Sal) il glaadl Wl i
iSay paelisall (3o 3 3l Canial 135, 1-800-428-6337 / TTY: 711 &0 e .ACN Group of California, Inc
.1-888-466-2219 »8ll e HEALTH PLAN 2 &) 2 bual) ady Juasy)

Armenian

YULBINC LEQIUYUL SEULBUNRESNRL

Zujuwbwlut £, np 2kq hwuwubh (hukt hbnljw) hpwyniuptbpt nt Swnwynipjniutbtpn:
Yupnn bkp uvnwbw) pwbuynp pupgduish jud pupguutnipiut widdwp swpwynipniutbp:
Zuwpwynp k, np Uh pwipp (Eqniibipny twl wnlju huth wtddwp gqpuynp nbnknipniu: kp
1EqUny oqunipinit unwbwnt hwdwp ptunpnid Gup quiquhwpt] Ep wpnnowwwhwljut
dpughp ACN Group of California, Inc. 1-800-428-6337 / TTY 711 hwdwpny: Zwbyjurg
oqunipjwl uphph ntypnid, quaquhwptp HEALTH PLAN-h Oqunipjut hinwjunuwghs
1-888-466-2219 hwdlwpny:

Cambodian

AW SaInSHfimean:

HRMGIUNSHIG BiM:f0§ SHihiSIMMu HRMGEGIUHRUANY WNMIUATD WEnANG
Afwsizum S AMGIINSMMANEWESS ENWERAMGIE HHjegutSWmMmean wyn
B GIGIFIRMBAISMNIUATHA 1812 ACN Group of California, Inc. 1-800-428-6337 / TTY: 711
DeoSHRRIMIGSIswIg)H WMgigiRinfigts HEALTH PLAN MRS 1-888-466-2219°1



Farsi

10 se U age e DUl

Aa Al O ) dea i L aled s e Glead Ml 8 e 2l day) S sl p) Sledd 5 Ga ) Gl (Sae e
4 laial ) 5 Sl @il ja ) 280 s e b L) A 4 Aab e GAl s Gl (S i (S Sl Dl auiS il o
i 1-800-428-6337/TTY: 711 ol s ACN Group of California, Inc :eite s 4eliy b lakal (ia a3
sJled 40 HEALTH PLAN laialy 5 oSS @ilpn b boaasly Sl il Saialy 5 SaS a0 81 a8
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Hindi

sTaT-gael) Agcaqot SR

3 AFATATAT AR 3R Qa3 & gehe &1 Hehdl &1 3TTERT FHFcT H Teh GHTTRAT I7 3fefale; JaTT
SIS TS ST Tehcll & | S HINIHT 3 T STToTeh T 8 HFT & SIS TS ST Hebell | 3T $TST
# WA Iod HT & AT, $UAT 30 FELY T H TGl Hiol HL: ACN Group of
California, Inc. 1-800-428-6337 / TTY: 711 WX| Jfe 3! 31Tl TGIIAT FI 3TaRTHhT &, dl
HEALTH PLAN Help Line & 1-888-466-2219 U &hicl & |

Hmong
NCAUJ LUS TSEEM CEEB TXOG KEV TXUAS LUS:

Tej zaum koj yuav tsim nyog tau cov cai thiab kev pab cuam hauv gab no. Koj yuav tau ib tug kws
txhais lus los sis txhais ntawv pub dawb. Yuav puav leej txhais tau cov ntaub ntawv ua gee hom
lus pub dawb. Kom tau kev pab rau koj hom lus, thov hu rau ghov chaw pab them ngi kho mob
rau rau koj ntawm: ACN Group of California, Inc. 1-800-428-6337 / TTY: 711. Yog koj xav tau kev
pab ntxiv, hu rau HEALTH PLAN Help Line ntawm tus xov tooj 1-888-466-2219.

Japanese

EREXEBY—ERIZTDLVTOEELBHLOYE -
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DY R— FHARBELIZFEIZIE, HEALTH PLAN Help Line [Z 1-888-466-2219 [CT HRLVED
HFEELY,

Korean
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Punjabi
HIITYIS 1" T Areaat:

3H It i3 wiftiarg w3 AT @ Jaud J AeR J| 3H 5T fIR S913 '3 ETHMI 7 wigee At
Y3 59 Ao J| BuSt "redrdt 9% e feg e faR vg9 © HE Aact I wdet s feg
ATRST U3 996 38, fagur agd wust A3 wAer § B8 38 a3: "ACN Group of

California, Inc. 1-800-428-6337 / TTY: 711| 7 3J¢ J9 Hee TJit J, 3F HEALTH PLAN 33y
BES '3 T I 1-888-466-2219

Russian

BAXHAA A3bIKOBAA NHOOPMALUA:

Bam moryT nonaratbcs criegyowne npasa v ycnyru. Bel MoxeTe nony4umTtb 6ecnnaTHy0 NOMOLb
YCTHOrO NepeBoAYMNKa NN NMCbMEHHbIN NepeBos. NncbMeHHan nHpopMaums MoXeT BbiTb Takke
AOCTYyMHAa Ha psge s13blkoB 6ecnnaTtHo. YToObl NoNy4YnTb NOMOLLL Ha BalLEM S3bIKe, MoXarnymncra,
no3soHMTe No Homepy Bawero nnaHa: ACN Group of California, Inc. 1-800-428-6337 / nuHua
TTY: 711. Ecnn Bam Bce ewe TpebyeTca nomoLlb, NO3BOHUTE B Crnyx0y noaaepxku
HEALTH PLAN no tenedoHy 1-888-466-2219.

Tagalog
MAHALAGANG IMPORMASYON SA WIKA:

Maaaring kwalipikado ka sa mga karapatan at serbisyo sa ibaba. Maaari kang kumuha ng
interpreter 0 mga serbisyo sa pagsasalin nang walang bayad. Maaaring may available ding
libreng nakasulat na impormasyon sa ilang wika. Upang makatanggap ng tulong sa iyong wika,
mangyaring tumawag sa iyong planong pangkalusugan sa: ACN Group of California, Inc.
1-800-428-6337 / TTY: 711. Kung kailangan mo ng higit pang tulong, tumawag sa HEALTH PLAN
Help Line sa 1-888-466-2219.

Thai

’u"asgaai'\ﬁsy}ﬁmﬁumw\ : 5

Aa1AlRNE LA URNEUAZUTNTEY 9 fudll aasusauadmwlanwiavinsulaniu’lel
TaaLisadiumldFausaingle uanaind dvarafidayatduaradnualdnwsunoniuee
Taglidasudldinaudaniola vindasnsuamnubamwdaiflunmmuasan
TusaTnsdwviounuguniwuasnai : ACN Group of California, Inc. 1-800-428-6337 /
fsUEliaNUANIaINIINISHY : 711 wndasmsaauRat LGN
TsaTnsdwvideauealvianuhamdaiAedfu HEALTH PLAN AvunaiauTnsdwyi 1-888-466-2219

Vietnamese

THONG TIN QUAN TRONG VE NGON NGU:

Quy vij c6 thé dwoc hwdng cac quyén va dich vu duéi day. Quy vi cé thé yéu cau dwoc cung cap
mot thong dich vién hodc céc dich vu dich thuat mién phi. Théng tin béng van ban cling c6 thé
san c6 & mdt sé ngdn nglr mién phi. D& nhan tro giip bang ngdn ngir cla quy vi, vui Iong goi
cho chwong trinh béo hiém y té ctia quy vi tai: ACN Group of California, Inc. 1-800-428-6337 /
TTY: 711. Néu quy vi can tro gilp thém, xin goi Pudng day hé tro HEALTH PLAN theo sé
1-888-466-2219.
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Nondiscrimination Notice and Access to Communication Services

ACN Group of California, Inc. d/b/a OptumHealth Physical Health of California (Optum)
does not discriminate on the basis of race, color, national origin, ancestry, religion, sex,
marital status, gender, gender identity, sexual orientation, age or disability in its health

programs or activities.

We provide assistance free of charge to people with disabilities or whose primary
language is not English. To request this information in another format such as large print
or to get language assistance such as a qualified interpreter, please call toll-free 800-428-
6337, TTY 711, Monday through Friday, 8:30 a.m. to 5 p.m. PT.

If you believe that we have failed to provide these services or discriminated in another
way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age or disability, you can file a grievance by
mail or email to the Optum Civil Rights Coordinator, or directly to your health plan (Optum)
by telephone, mail, online, or facsimile within 180 calendar days of becoming aware of
the issue, as follows:

Optum® Civil Rights Coordinator Attn: Grievance Coordinator

11000 Optum Circle OptumHealth Physical Health of California
Eden Prairie, MN 55344 P.O. Box 880009

Fax: 855-351-5495 San Diego, CA 92168-0009

Email: 1-800-428-6337

Optum_Civil_Rights@Optum.com (619) 641-7185 (Fax)
www.myoptumhealthphysicalhealthofca.com

If you need help filing a grievance, please call toll-free 800-428-6337, TTY 711, Monday
through Friday, 8:30 am — 5 pm PT.

The California Health and Safety code, Section 1368.02(b) requires Optum to
provide you with the following information:

The California Department of Managed Health Care (Department) is responsible for
regulating health care service plans. If you have a grievance against your health plan,
you should first telephone your health plan at 1-800-428-6337 or for TDDY services call
1-(888) 877-5379 (voice), or 1-(888) 877-5378 (TDDY) and use your health plan’s
grievance process before contacting the Department. Utilizing this grievance procedure
does not prohibit any potential legal rights or remedies that may be available to you. If
you need help with a grievance involving an emergency, a grievance that has not been
satisfactorily resolved by your plan, or a grievance that has remained unresolved for more
than 30 days, you may call the Department for assistance. You may also be eligible for
an Independent Medical Review (IMR). If you are eligible for IMR, the IMR process will
provide an impartial review of medical decisions made by a health plan related to the
medical necessity of a proposed service or treatment, coverage decisions for treatments
that are experimental or investigational in nature and payment disputes for emergency or
urgent medical services. The Department also has a toll-free telephone number (1-888-
466-2219) and a TDD line (1-877-688-9891) for the hearing and speech impaired. The



Department’s internet website (www.dmhc.ca.gov) has complaint forms, IMR application
forms and instructions online.

You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.|sf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 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

This information is available in other formats like large
print. To ask for another format, please call the toll-free
member phone number listed on your health plan ID card,
TTY 711, Monday through Friday, 8:30 a.m. to 5 p.m.

You have the right to get help and information in your language at no cost. To request an
interpreter, call 800-428-6337, press 0.

1 Spanish Tiene derecho a obtener ayuda e informacién en su idioma sin
costo alguno. Para solicitar un intérprete, llame al 800-428-6337 y
presione el cero (0). TTY 711

2 |Chinese | mEgREBUENRESINBNAL, AN —LBES , BB
&5 800-428-6337 , BiZ 0, BHEEERERBELR 711

3 Vietnamese | Quy vi cé quyén duoc gitp d& va cap thong tin bang ngdn ngit clia quy
vi mién phi. D& yéu cau dugc thong dich vién giup d&, vui Iong goi 800-
428-6337, bAm s6 0. TTY 711

4 Tagalog May karapatan kang makatanggap ng tulong at impormasyon sa iyong
wika nang walang bayad. Upang humiling ng tagasalin, tumawag sa
800-428-6337, pindutinang 0. TTY 711

5 Korean Hote T BEE Aot AHZ U= 280l 2= = U=
Hel It USLICH SSAE REGH| ?IoH Al = 800-428-63372
Moot o= FEHAIL.TTY 711

6 Armenian “Inip hpwynitp niikp wdwn ogunipinit b nbkntlnipjniuutp
unnwbwnt 2bp bwpuptnpws (Eqyny: Fupquuihs yuwhwbekny
hwdwp quiiquihwipk p 800-428-6337 uknut p 0: TTY 711

7 | Persian ) b <l 0 B sk an 1) 258 ) 4 e dal 5SS 4S )l G Led
L 15 0 o208 Jeln (LS B00-428-63375 e Ly alih s sia cacd 533
TTY 711 a2

8 Russian Bbl UMeeTe NpaBo Ha becnaaTHOe NosyYyeHVe NOMOLLM U MHGOPMALMK

Ha BaleMm s3bike. YTobbl NogaTh 3anNpoc nepeBoaYMKa NO3BOHUTE MO
TenedoHy 800-428-6337 n HaxkmuTe 0. JInHma TTY 711




9 |Japanese | CHENDEBTHR—LEZTY., BREAFLIZVT S L
MTEFET, BEEINYELA, BIREZFZHLZDHFEIL.
800-428-6337F THEFEND L. 0L T &L, TIYERES
(711 T,

10 | Arabic o ie ] A (T Jans () 50 ks e sladl) g sacloadl) e J geanl 8 al) &1

711 (TTY) il el 0 e Jaaual 5 <800-428-6337 ol Jusil o5 ) 58

11 | Punjabi 33 B et I QY AITREST W3 AredSt He S YUS §96 ©
Wfgarg J| TS B 800-428-6337 26 &I S 711 3 S
gd, 0 =4

12 Mon- gnnerifeguitg Suifne mmanwwan swieaarigy sddfuisdununiy awiimine 800-428-6337

Khmer,
Cambodian | it suwe 04TTY 711

13 | Hmong Koj muaj cai tau kev pab thiab tau cov ntaub ntawv sau ua koj hom lus
pub dawb. Yog xav tau ib tug neeg txhais, hu rau 800-428-6337, nias 0.
TTY 711

14 | Hindi 3T & G HUA AT F HGRIAT T ST e e
Y T ISR &1 gIMT & AT 800-428-6337 I WA &Y, 0
gaTa| TTY 711

15 | Thai aufiandier 18TuA W deunzdeyalunvesna 18 Tas Lifim g

mindoanmsveamulamy TlsaTnsdwnasrueay 800-428-6337 wazna O
o @ Slc!lc! 1 ya
dmFugniianuunniesniins 1a

A =3
UNIDNIINA TdsaInsatamuieay 711




ACNCA_Ops-05

COMBINED EVIDENCE OF COVERAGE AND DISCLOSURE FORM
ACUPUNCTURE AND CHIROPRACTIC HEALTH BENEFITS PLAN

This “Combined Evidence Of Coverage and Disclosure Form”
discloses the terms and conditions of coverage. However, it
constitutes only a summary of your acupuncture and chiropractic
health benefits plan. The document entitled “Group Enrollment
Agreement” must be consulted to determine the exact terms and
conditions of coverage. A specimen copy of the Group Enrollment
Agreement will be furnished upon request. You have the right to
review this Combined Evidence Of Coverage and Disclosure Form
prior to enrollment. If you have special health care needs, review this
Combined Evidence Of Coverage and Disclosure Form completely and
carefully to determine if this benefit provides coverage for your special
needs.

ACN Group of California, Inc., d/b/a OptumHealth Physical Health of California
P.O. Box 880009
San Diego, CA 92168-0009
619-641-7100
1-800-428-6337
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INTRODUCTION

This document describes the terms under which ACN Group of California, Inc. d/b/a OptumHealth
Physical Health of California will provide an acupuncture and chiropractic benefits program to
employees of Group and their Family Dependents who have enrolled under the Group Enrollment
Agreement between OptumHealth Physical Health of California and Group.

Throughout this document, OptumHealth Physical Health of California will be referred to as the “Health
Plan,” Group will be referred to as the “Group,” and enrollees under the Group Enrollment Agreement
will be referred to as “Members.” Along with reading this publication, be sure to review the Schedule of
Benefits and any benefit materials. The Schedule of Benefits provides the details of this particular
Health Plan, including any Copayments that a Member may have to pay when using a health care
service. Together, these documents explain this coverage.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 1. DEFINITIONS

This Section defines some important words and phrases that are used throughout this document. Understanding the
meanings of these words and phrases is essential to an understanding of the overall document.

1.1  Acupuncture Disorder

“Acupuncture Disorder” means a condition producing clinically significant symptoms, including Neuromusculoskeletal
Disorders or other conditions wherein Acupuncture Services can reasonably be anticipated to result in improvement.

1.2  Acupuncture Services

“Acupuncture Services” means Medically Necessary services and supplies provided by or under the direction of a
Participating Provider for the treatment or diagnosis of Acupuncture Disorders.

1.3 Acupuncturist
“Acupuncturist” means an individual duly licensed to practice acupuncture in California.
1.4  Annual Benefit Maximum

“Annual Benefit Maximum” means an amount specified in the Schedule of Benefits which is the maximum amount that Health
Plan is obligated to pay on behalf of a Subscriber for Covered Services of a particular type or category provided to a
Subscriber in a given benefit/ or calendar year, as indicated in your Schedule of Benefits.

1.5 Chiropractic Disorder

“Chiropractic Disorder” means a condition producing clinically significant symptoms, including Neuromusculoskeletal
Disorders, wherein Chiropractic Services can reasonably be anticipated to result in improvement.

1.6  Chiropractic Services

“Chiropractic Services” means Medically Necessary services and supplies provided by or under the direction of a Participating
Provider for the diagnosis of treatment of Chiropractic Disorders.

1.7  Chiropractor
“Chiropractor” means an individual duly licensed to practice chiropractics in California.
1.8 Claims Determination Period

Claim Determination Period" means a calendar year or that part of the calendar year during which a person is covered by this
Plan.

1.9 Copayment

“Copayment” means a predetermined amount specified in the Schedule of Benefits to be paid by the Member each time a
specific Covered Service is received. Copayments are to be paid by Members directly to the Participating Provider who or
which provided the Covered Service(s) to which such Copayments apply.

1.10 Coverage Decision

“Coverage Decision” means the approval or denial of benefits for health care services substantially based on a finding that the
provision of a particular service is included or excluded as a covered benefit under the terms and conditions of the health care
service plan contract. A “Coverage Decision” does not encompass a plan or contracting provider decision regarding a
Disputed Health Care Service.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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1.11 Covered Services

“Covered Services” means those Medically Necessary Chiropractic Services or Acupuncture Services, including Urgent
Services, to which Members are entitled under the terms of the Group Enrollment Agreement and this Combined Evidence Of
Coverage and Disclosure Form, as such documents may be amended from time to time in accordance with their terms.

1.12 Department
“Department” means the California Department of Managed Health Care.
1.13 Disputed Health Care Service

“Disputed Health Care Service” means any health care service eligible for coverage and payment under a health care service
plan contract that has been denied, modified, or delayed by a decision of the plan, or by one of its contracting providers, in
whole or in part due to a finding that the service is not Medically Necessary.

1.14 Domestic Partner

“Domestic Partner” means a person who meets the eligibility requirements, as defined by the Group, and the following:

= Is eighteen (18) years of age or older;

= Is mentally competent to consent to contract;

= Resides with the Subscriber and intends to do so indefinitely;

= Isjointly responsible with the Subscriber for their common welfare and financial obligations;

= Is unmarried or not a member of another domestic partnership; and

= Is not related by blood to the Subscriber to a degree of closeness that would prohibit marriage in the state of residence.
1.15 Emergency Services

“Emergency Services” means services provided for a medical condition (including a psychiatric medical condition) manifesting
itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention
could reasonably be expected to result in any of the following:

a. Placing the patient’s health in serious jeopardy;
b.  Serious impairment to bodily functions; or

c.  Serious dysfunction of any bodily organ or part.
1.16 Exclusion

“Exclusion” means any service, equipment, supply, accommodation or other item specifically listed or described as excluded
in the Group Enrollment Agreement or this Combined Evidence Of Coverage and Disclosure Form.

1.17 Family Dependent

“Family Dependent” means an individual who is a member of a Subscriber's family and who is eligible and enrolled in
accordance with all applicable requirements of the Group Enroliment Agreement, and on whose behalf Health Plan has
received premiums.

1.18 Group Enrollment Agreement

“Group Enrollment Agreement” means the agreement entered into by and between ACN Group of California, Inc. of California
and Group through which you enroll for coverage.

1.19 Limitation

“Limitation” means any provision, other than an Exclusion, contained in the Group Enrollment Agreement, this Combined
Evidence Of Coverage and Disclosure Form or the attached Schedule of Benefits, which limit the covered Chiropractic
Services or Acupuncture Services to which Members are entitled.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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1.20 Medically Necessary
“Medically Necessary” means:

a. Chiropractic: Necessary and appropriate for the diagnosis or treatment of Neuromusculoskeletal Disorders; established
as safe and effective; and furnished in accordance with generally accepted chiropractic practice and professional
standards to treat Neuromusculoskeletal Disorders.

b. Acupuncture: Necessary and appropriate for the diagnosis or treatment of an accident, illness or condition; established
as safe and effective; and furnished in accordance with generally accepted acupuncture practice and professional
standards.

1.21 Member
“Member” means a Subscriber or a Family Dependent.
1.22 Negotiated Rates Schedule

“Negotiated Rates Schedule” means the schedule of rates which a Participating Provider has agreed to accept as payment in
full for Covered Services provided to Members.

1.23 Neuromusculoskeletal Disorders

“Neuromusculoskeletal Disorders” means conditions with associated signs and symptoms related to the nervous, muscular
and/or skeletal systems. Neuromusculoskeletal Disorders are conditions typically categorized as structural, degenerative or
inflammatory disorders, or biomechanical dysfunction is the joints of the body and/or related components of the motor unit
(muscles, tendons, fascia, nerves, ligaments/capsules, discs and synovial structures) and related to neurological
manifestations or conditions.

1.24 Participating Provider

“Participating Provider” means any Chiropractor or Acupuncturist who is qualified and duly licensed or certified by the State of
California to furnish Chiropractic Services or Acupuncture Services and has entered into a contract with the Health Plan to
provide Covered Services to Members.

1.25 Schedule of Benefits

“Schedule of Benefits” means the summary of Copayments, Annual Benefit Maximums, Exclusions and Limitations applicable
to Member’s chiropractic and acupuncture benefits program. The Schedule of Benefits is Attachment A to this Combined
Evidence Of Coverage and Disclosure Form.

1.26 Subscriber

“Subscriber” means an employee or retiree who is eligible and enrolled in accordance with all applicable requirements of this
Agreement, and on whose behalf the Group has made premium payments.

1.27 Telehealth

“Telehealth” is the mode of delivering health care services and public health via information and communication technologies
to facilitate the diagnosis, consultation, treatment, education, care management, and self-management of a patient’s health
care while the patient is at the originating site and the licensed health care provider is at a distant site. Telehealth facilitates
patient self-management and caregiver support for patients and includes real-time interactions and the transmission of a
patient's medical information from an originating site to the licensed health care provider at a distant site without the presence
of the patient. The originating site and the distant-site are licensed to provide Telehealth according applicable law.

1.28 Urgent Services

“Urgent Services” means services (other than Emergency Services) which are Medically Necessary to prevent serious
deterioration of a Member's health, alleviate severe pain, or treat an illness or injury with respect to which treatment cannot
reasonably be delayed.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 2. RENEWAL PROVISIONS

After the Initial Term, the Group Enroliment Agreement will automatically renew from year to year for additional twelve
(12)-month periods (“Subsequent Terms”) on the same terms and conditions unless terminated by the Group in accordance
with Section 22 of the Group Enroliment Agreement. However, Health Plan has reserved the right to change the Premium
Rate Schedule in accordance with Section 5.4 of the Group Enroliment Agreement and any other term or condition of the
Group Enrollment Agreement upon sixty (60) days’ prior written notice to the Group.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 3. PREPAYMENT OF FEES

3.1 Premium Rate Schedule

The Group is responsible for timely payment to Health Plan of the applicable total monthly premium. The Group will notify
Members of the portion of that charge, if any, which Members are required to pay. The only other charges to be paid by
Members are the Copayments for the Covered Services received. The full premium cost per Member will be as determined
by Group.

3.2  Premium Due Date and Payments

The first day of a month of coverage under the Group Enroliment Agreement is called the “Premium Due Date.” The Group
has agreed to pay to Health Plan on or before the Premium Due Date the applicable total monthly premium for each Member
enrolled as of such date as determined by Health Plan by reference to Health Plan Member records.

Premium payments which remain outstanding subsequent to the end of the grace period shall be subject to a late penalty
charge of one percent (1.00%) of the total premium amount due calculated for each thirty-one (31)-day period or portion
thereof during which the premium remains outstanding. In addition, subject to Section 17 of this Combined Evidence Of
Coverage and Disclosure Form, Health Plan may terminate coverage of a Member whose premium is unpaid. Only Members
for whom payment is received by Health Plan will be eligible for Covered Services, and then only for the period covered by
such payments.

3.3 Premium Adjustments

If a Member enrolls on or before the 15th day of a month, Group has agreed to pay to Health Plan on or before the next
Premium Due Date an additional total monthly premium for such Member for the month in which the Member enrolled. In the
event that a Member enrolls after the 15th day of the month, no total monthly premium is due for such Member for the month
in which the Member enrolled.

3.4 Premium Rate Schedule Changes

Health Plan may change the Premium Rate Schedule at the end of the Initial Term or any Subsequent Term by giving no less
than sixty (60) days’ prior written notice to the Group. The Premium Rate Schedule will not be revised more often than one (1)
time during each Initial Term and one (1) time during each of any Subsequent Term/s. However, if a change in the Group
Enroliment Agreement is necessitated by a change in the applicable law or in the interpretation of applicable law, and if such
change results in an increase of Health Plan's risk or expenses under the Group Enrollment Agreement, or if there is a
material change in the number of eligible Subscribers of the Group, Health Plan may change the Premium Rate Schedule at
any time upon sixty (60) days’ prior written notice to the Group pursuant to the Group Enroliment Agreement requirements.
Any such change will not be taken into account in determining whether the foregoing limits on revisions to the Premium Rate
Schedule have been reached.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 4. OTHER CHARGES

Each Member is personally responsible for all Copayments listed in the Schedule of Benefits applicable to Covered Services
received by the Member. Members must pay all applicable Copayments to the Participating Provider who provided the
Covered Services to which such payments apply at the time such services are rendered. There are no deductibles or claim
forms to fill out. Your Participating Provider coordinates all services and billing directly with the Health Plan.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 5. ELIGIBILITY

5.1 Subscriber and Family Dependents

To be eligible to enroll as a Subscriber in this benefit plan, a person must meet the eligibility guidelines established by the

Group.

If the Group does not have eligibility guidelines, Health Plan will use the following guidelines for eligibility:

511
512

5.1.3
514
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Full-time employees working thirty (30) or more hours per week.

Family Dependents who are persons listed on an enrollment form completed by the Subscriber, and are one
of the following:

5121

5122

5123

The Subscriber’s lawful spouse in a marriage that has been duly licensed and registered in
accordance with the laws of the jurisdiction in which it occurred or Domestic Partner; or

A child or stepchild of the Subscriber or the Subscriber’'s spouse or Domestic Partner by birth, legal
adoption or court appointed legal guardianship, under the age of twenty-six (26) or as required by
state or federal laws or regulations; if adopted, such child is eligible on the date the child was in
custody of the Subscriber or the Subscriber’s spouse or Domestic Partner; or

A child as defined in Section 5.1.2.2 above who is, and continues to be, both incapable of self-
sustaining employment by reason of mentally or physically disabling injury, illness, and chiefly
dependent upon the Subscriber for economic support and maintenance, provided that such child
meets the requirements of either (A) or (B) below:

(A)  The child is a Family Dependent continuously enrolled hereunder prior to attaining the
applicable limiting age, and proof of such incapacity and dependency is furnished to Health
Plan by the Subscriber within sixty (60) days’ notice of the child's attainment of the
applicable limiting age; or

(B) The handicap started before the child reached the applicable limiting age, and the Group
was previously enrolled in another health benefits program that included chiropractic or
acupuncture benefits that covered the child as a handicapped dependent immediately prior
to the Group enrolling with Health Plan.

(C) Subsequent proof of continuing incapacity and dependency may be required by Health Plan,
but not more frequently than annually after the two-year period following the child attaining
the applicable limiting age. Health Plan's determination of eligibility is conclusive; or

A newborn child of the Subscriber or Subscriber's spouse. Such newborn children automatically
have coverage for the first thirty-one (31) days of life. Coverage after thirty-one (31) days is
conditioned on the Subscriber enrolling the newborn as a Family Dependent, and paying any
applicable premium and charges due and owing from the date of birth, within thirty-one (31) days
following birth.

The following are not considered Family Dependents:
(A)  Afoster child
(B) A grandchild

Eligible persons must reside in the U.S.

If both spouses or Domestic Partners are eligible persons of the Group, each may enroll as a Subscriber or
be covered as an enrolled Family Dependent of each other, but not both.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)

Monday through Friday, 8a.m. -5 p.m. PT
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5.1.5 If both parents of a dependent child are enrolled as a Subscriber, only one parent may enroll the child as a
Family Dependent.

5.2 Changes in Eligibility

The Subscriber is responsible for notifying the Group of any changes that affect the eligibility of the Subscriber or a Family
Dependent for coverage. Any changes which affect a Subscriber's eligibility status including, but not limited to, death, divorce,
marriage, or attainment of limiting age, require notice to Health Plan from the Subscriber or the Group within thirty-one (31)
days of the date of the change in status. Coverage for a Member who no longer meets applicable eligibility requirements shall
terminate upon the earlier of: (i) Health Plan’s receipt of written notice of the Member’s change in status; or (ii) the last day of
the calendar month in which eligibility ceased.

53 Nondiscrimination

Except as otherwise provided in the Group Enrollment Agreement, Health Plan will require Participating Providers to make
Covered Services available to Members in the same manner, in accordance with the same standards, and with no less
availability as Participating Providers provide services to their other patients. Participating Providers shall not discriminate
against any Members in the provision of Covered Services on account of race, sex, color, religion, national origin, ancestry,
age, physical or mental handicap, health status, disability, genetic characteristics, need for medical care, sexual preference, or
veteran’s status.

5.4 Medicare

Benefits under the benefit plan are not intended to supplement any coverage provided by Medicare. In some circumstances,
Members who are eligible for or enrolled in Medicare may also be enrolled under the benefit plan, subject to Section 11.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 6. ENROLLMENT

6.1 Initial Enrollment

Members who elect enroliment through the Group are automatically enrolled for coverage under the benefit plan by the
Group.

6.2 Special Enrollment Period

Subscribers who do not enroll for coverage when first eligible may enroll themselves and Family Dependents for coverage
during a special enrollment period. A special enrollment period is available if the following conditions are met: (i) The eligible
Subscriber and/or Family Dependents had existing health coverage under another plan at the time of initial eligibility; or (ii)
Coverage under the prior plan was terminated as a result of loss of eligibility. Subscribers must enroll themselves and any
eligible Family Dependents by submitting to the Group the applicable enrollment form within 31 days of the date coverage
under the prior plan terminated. The Group shall promptly forward to Health Plan a copy of each enroliment form received by
the Group in accordance with this Section 6.2.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 7. MEMBER EFFECTIVE DATES OF COVERAGE

7.1 Effective Date

Subject to the Group’s payment of the applicable total monthly premium for each Member and subject to the Group’s
submission to Health Plan prior to the first day of each month of a listing of each Member eligible to receive Covered Services,
including all prospective Members, within thirty-one (31) days of the date of such Member’s first becoming eligible, coverage
under the Group Enroliment Agreement will become effective for said Members on the effective date of coverage specified by
the Group.

7.2 Newborn Children

For newborn children, coverage shall become effective immediately after birth for thirty-one (31) days, and shall continue in
effect thereafter only if the newborn is eligible and enrolled by the Subscriber within thirty-one (31) days following the
newborn's birth.

7.3 Adopted Children

For adopted children, coverage shall become effective immediately after the child is placed in the custody of the Subscriber or
the Subscriber's spouse or Domestic Partner for adoption for thirty-one (31) days, and shall continue in effect thereafter only if
the child is eligible and enrolled by the Subscriber within thirty-one (31) days following the child's placement in the custody of
the Subscriber or the Subscriber's spouse or Domestic Partner for adoption.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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SECTION 8. PRINCIPAL BENEFITS AND COVERAGES

Members are entitled to receive the Covered Services described in this Section when such services are Medically Necessary
for the treatment of a Member's Chiropractic Disorder or Acupuncture Disorder, subject to all applicable Exclusions and
Limitations and Benefit Maximums, as well as all other terms and conditions contained in this Combined Evidence Of
Coverage and Disclosure Form and the Group Enrollment Agreement.

8.1 Chiropractic Services Description
Chiropractic Services provided include:

(A) Medically Necessary diagnosis and treatment to reduce pain and improve functioning of the
neuromusculoskeletal system;

(B) Initial patient examinations;
(C) Subsequent visits for further evaluation of a Member’s condition;
(D) Adjunctive therapies, such as ultrasound, hot/cold packs, electrical muscle stimulation, and other therapies;

(E) Examination of any aspect of the Member's condition by means of radiological (x-ray) diagnostic imaging or
clinical laboratory tests, if performed by a Health Plan participating Chiropractor;

(F) Spinal and Extraspinal Treatment; and

(G) Durable Medical Equipment (limited to $50 per year).*
8.2  Acupuncture Services Description
Acupuncture Services provided include:

(A) Medically Necessary diagnosis and treatment to correct body imbalances and conditions such as low back pain,
sprains and strains (such as tennis elbow or sprained ankle), nausea, headaches, menstrual cramps, carpal
tunnel syndrome, and other conditions;

(B) Initial patient examinations;

(C) Subsequent visits for further evaluation of a Member’s condition; and

(D) Adjunctive therapies such as moxibustion, cupping and acupressure.
8.3  Urgent Services

Urgent Services are services (other than Emergency Services) which are Medically Necessary to prevent serious deterioration
of a Member's health, alleviate severe pain, or treat an iliness or injury with respect to which treatment cannot reasonably be
delayed. Members are entitled to receive Urgent Services, including Urgent Services received outside the Health Plan’s
service area, when such services are Medically Necessary to prevent serious deterioration of a Member's health, alleviate
severe pain, or treat an illness or injury with respect to which treatment cannot reasonably be delayed.

* Durable Medical Equipment or DME means equipment that can withstand repeated use by Members outside a provider's office or facility, is primarily or
customarily used in the treatment of Chiropractic Disorders, and is generally not useful to a Member in the absence of a Chiropractic Disorder. Members
should refer to the Schedule of Benefits at Attachment A for a description of the DME covered under the benefit plan, and Section 9.2 for a description of
the Limitations applicable to DME.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)

Monday through Friday, 8a.m. -5 p.m. PT
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8.4 Emergency Services

If a Member believes he or she requires Emergency Services as defined in Section 1.15, the Member should call 911 or go
directly to the nearest hospital emergency room or other facility for treatment. Members are encouraged to use appropriately
the 911 emergency response system, in areas where the system is established and operating, when they have an emergency
condition that requires an emergency response. Covered Services which are considered Emergency Services are available
and accessible within the service area twenty-hours a day, seven days a week.

8.5 Second Opinions

Where, as a result of a Chiropractic Disorder or Acupuncture Disorder, a treatment plan is recommended by a Participating
Provider, Health Plan, Member or the treating Provider on a Member’s behalf, may request that a second opinion be obtained
from a Participating Provider qualified to diagnose and treat the specific Chiropractic Disorder or Acupuncture Disorder.

85.1
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Second Opinion Requests

A Member may request a second opinion when the Member has concerns that may include, but are not be
limited to, any of the following:

(A) The Member questions a diagnosis or plan for care for a condition that threatens loss of life, loss of
limb, loss of bodily function, or substantial impairment, including, but not limited to a serious chronic
condition;

(B) The Member finds that the clinical indications are not clear or are complex and confusing, a diagnosis is
in doubt due to conflicting test results, or the treating chiropractic or acupuncture health professional is
unable to diagnose the condition;

(C) The Member determines that the treatment plan in progress is not improving the chiropractic or
acupuncture health condition of the Member within an appropriate period of time given the diagnosis
and plan of care; or

(D) The Member has attempted to follow the plan of care or consulted with the initial provider concerning
serious concerns about the diagnosis or plan of care.

Members may request a second opinion by contacting Health Plan’s Customer Services Department at the
toll-free telephone number listed on the front page of this Combined Evidence Of Coverage and Disclosure
Form.

When the request originates with the Member and concerns care from a Participating Provider, a second
opinion is to be provided by any provider of the Member’s choice from within the Health Plan’s network. The
provider must be of the same or equivalent specialty, acting within his or her scope of practice and possess
clinical background, including training and expertise, related to the particular illness, disease, condition or
conditions associated with the request for the second opinion.

If there is no Participating Provider within the network who meets the standard specified above, then the
Health Plan shall authorize a second opinion by an appropriately qualified health professional outside of the
Health Plan’s provider network.

All second opinions requested or certified by Health Plan, including all related diagnostic tests, are Covered
Services. If Health Plan approves a Member request for a second opinion, the Health Plan shall be
responsible for the costs of such opinion. The Member shall be responsible only for the costs of applicable
Copayments that the Health Plan requires for similar referrals.

If an out-of-plan second opinion is authorized by the Health Plan, the Member’'s Copayment will be the same
as the in-network Copayment payable to the same type of provider.

A second opinion authorized by the Health Plan shall not count against the Member’s benefit Limitation.
Unless specifically authorized by the Health Plan, any additional medical opinions not within the contracted
network shall be the responsibility of the Member.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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8.5.2 Plan Review of Requests for Second Opinions

Health Plan’s authorization or denial of a request for a second opinion shall be provided in an expeditious
manner. All non-urgent requests will be resolved within 72 hours of the Health Plan’s receipt of a request for
a second opinion.

An urgent request, when the Member’s condition is such that the Member faces an imminent or serious
threat to his or her health, including, but not limited to, the potential loss of life, limb, or other major bodily
function, or lack of timeliness would be detrimental to the Member’s ability to regain maximum function, will
be expedited and resolved (authorized or denied) whenever possible within 24 hours but not to exceed 72
hours from the Plan’s receipt of the request.

The Health Plan will deny a Member's request for a second opinion only in the absence of applicable
benefits. In any such case, the Health Plan shall notify the Member in writing of the reasons for the denial and
shall inform the Member of the right to file a grievance with the Health Plan.

A copy of the Health Plan’s Policy and Procedure regarding second opinions is available to Members and the
public upon request. Members may request a copy of the Policy and Procedure by contacting the Health
Plan’s Customer Services Department at the toll-free telephone number listed on the front page of this
Combined Evidence Of Coverage and Disclosure Form.

8.6  Continuity of Care

Upon a Member’s request, Health Plan will provide for the completion of Covered Services that are being rendered by a
Terminated Provider or a Non-Contracting Provider when the Member is receiving services from that provider for an “acute
condition,” a “serious chronic condition,” or care of a newborn child between birth and age 36 months, at the time the Member
becomes eligible for coverage, or Health Plan’s contract with the Participating Provider who is rendering services to the
Member terminates. Members who wish to request continuity of care coverage or a copy of Health Plan’s Policy and
Procedure regarding continuity of care should contact the Health Plan’s Customer Services Department at the toll-free
telephone number listed on the front page of this Combined Evidence Of Coverage and Disclosure Form, or by writing to the
Customer Services Department at the following address:

Customer Services Department
OptumHealth Physical Health of California
P.O. Box 880009

San Diego, CA 92168-0009

Members may also fax their questions or requests to Health Plan at (619) 641-7185, or contact Health Plan online at
www.myoptumhealthphysicalhealthofca.com.

If a Member requests to keep their provider, they should include in the request the name of the provider, the provider’s contact
information, and information regarding the condition for which the Member is receiving care from the provider.

After Health Plan has received all information necessary, Health Plan will complete its review in a timely manner appropriate
for the nature of the Member’s clinical condition. Health Plan will mail the Member a written notification of its decision within
five (5) business days of its decision.

Except as otherwise provided by applicable law:

8.6.1 Health Plan shall, at the request of a Member, provide for continuity of care for the Member by a Terminated
Provider or by a Non-Contracting Provider who has been providing care for an acute condition, a serious
chronic condition, or care of a newborn child between birth and age 36 months, at the time the Member
becomes eligible for coverage or Health Plan’s contract with the Participating Provider who is rendering
services to the Member terminates.

8.6.2 In cases involving an acute condition, Health Plan shall furnish the Member with Covered Services for the
duration of the acute condition.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8a.m. -5 p.m. PT
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8.6.3

8.6.4

8.6.5

8.6.6

8.6.7

8.6.8
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In cases involving a serious chronic condition, Health Plan shall furnish the Member with Covered Services
for a period of time necessary to complete a course of treatment and to arrange for a safe transfer to another
Participating Provider as determined by Health Plan in consultation with the terminated provider, consistent
with good professional practice.

In cases involving the care of a newborn child between birth and age 36 months, completion of Covered
Services shall not exceed 12 months from the contract termination date or 12 months from the effective date
of coverage for a newly covered Member.

The payment of any Copayments by the Member during the period of continuation of care shall be the same
any Copayments that would be paid by the Member when receiving Covered Services from a Participating
Provider.

Definitions. For purposes of this Section 8.6, the following definitions will apply:

8.6.6.1 “Acute condition” is a medical condition that involves a sudden onset of symptoms due to an
iliness, injury, or other medical problem that requires prompt medical attention and that has a
limited duration.

8.6.6.2  “Serious chronic condition” is a medical condition due to a disease, iliness, or other medical
problem or medical disorder that is serious in nature and that persists without full cure or worsens
over an extended period of time or requires ongoing treatment to maintain remission or prevent
deterioration.

8.6.6.3 “Provider” is an Acupuncturist or Chiropractor duly licensed under California law to deliver or
furnish Acupuncture or Chiropractic Services.

8.6.6.4 “Participating Provider” has the same meaning as stated in Section 1.24 of this Combined
Evidence Of Coverage and Disclosure Form.

8.6.6.5 “Non-Contracting Provider” is a Provider who is not party to a contract with the Plan to provide
Acupuncture or Chiropractic Services.

8.6.6.6 “Terminated Provider” is a Provider whose contract with the Plan has terminated or has not been
renewed.

Terminated Providers. In the event the criteria listed in the continuity of care section (8.6) are met; Health
Plan will require a Terminated Provider whose services are continued beyond the contract termination date to
agree in writing to be subject to the same contractual terms and conditions that applied to the provider prior
to termination, including, but not limited to, credentialing, utilization review, peer review, and quality assurance
requirements. If the Terminated Provider does not agree to comply or does not comply with these contractual
terms and conditions, Health Plan will not continue the Terminated Provider's services beyond the contract
termination date. In such cases, Health Plan will refer the Member to a Participating Provider.

Unless otherwise agreed by the Terminated Provider and Health Plan, the services rendered shall be
compensated at rates and methods of payment similar to those used by Health Plan for Participating
Providers providing similar services and who are practicing in the same or a similar geographic area as the
Terminated Provider. Health Plan will not continue the services of a Terminated Provider if the provider does
not accept the payment rates and methods of payment provided for 