AGENDA
CITY OF CEDAR FALLS, IOWA
CITY COUNCIL MEETING
MONDAY, AUGUST 17, 2020
7:00 PM AT CITY HALL VIA VIDEO CONFERENCE

To protect against the spread of the COVID-19, the meeting will be held via video conference. The public
may access/participate in the meeting in the following ways:

a) By dialing the phone number +13126266799 or +19292056099 or +12532158782 or +13017158592 or
+13462487799 or +16699006833 and when prompted, enter the meeting ID (access code) 962 7287 1738.

b) iPhone one-tap: +13126266799,,96272871738# or +19292056099,,96272871738#

¢) Join via smartphone or computer using this link: https://zoom.us/j/96272871738.

d) View the live stream on Channel 15 YouTube using this link: https://www.youtube.com/channel/UCCzeig5nIS-
dIEYisgahluQ (view only).

e) Watch on Cedar Falls Cable Channel 15 (view only).

To request to speak when allowed on the agenda, participants must click “Raise Hand” if connected by
smartphone or computer, or press *9 if connected by telephone. All participants will be muted by the presiding
officer when not actually speaking.

Call to Order by the Mayor
Roll Call
Approval of Minutes
1. Regular Meeting of August 3, 2020.
Agenda Revisions
Special Order of Business

2. Public hearing on the proposed rezoning from A-1, Agricultural District to P, Public District, of certain
property located north of West 27th Street and west of P E Center Drive, and also on an associated
amendment to the Future Land Use Map by changing the designation from Medium Density
Residential and University to Schools.

a) Receive and file proof of publication of notice of hearing. (Notice published August 7, 2020)

b) Written communications filed with the City Clerk.

c¢) Staff comments.

d) Public comments.

e) Pass an ordinance amending Section 26-118 of the Code of Ordinances by removing property

located north of West 27th Street and west of P E Center Drive from the A-1, Agricultural District,
and placing the same in the P, Public District, upon its first consideration.

f) Resolution amending the Future Land Use Map by changing the designation from Medium Density
Residential and University to Schools, for property located north of West 27th Street and west of P E
Center Drive.

New Business
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Consent Calendar: (The following items will be acted upon by voice vote on a single motion without separate
discussion, unless someone from the Council or public requests that a specific item be considered separately.)

3.

4.

|1

|

|~

|0

Receive and file a proclamation recognizing August 18, 2020 as the 19th Amendment Ratification
Centennial Day.

Receive & file the following resignations of members from Boards and Commissions:
a) Jeremy Rosel, Art & Culture Board.

b) Jeffrey Zaputil, Human Rights Commission.

¢) Marvin Mattfeld, Park & Recreation Commission.

Approve the following recommendation of the Mayor relative to the appointment of members to
Boards and Commissions.
a) Chelsey Bowermaster, Health Trust Fund Board of Trustees, term ending 12/31/2020.

Receive and file the Committee of the Whole minutes of August 3, 2020 relative to the following
items:

a) Washington Street Reconstruction.

b) Bills & Payroll.

Receive and file the Abstract of Votes for the July 7, 2020 Special Election to fill vacancy (TFV) and
the August 4, 2020 Special Runoff Election to fill vacancy (TFV).

Approve the following applications for beer permits and liquor licenses:

a) Buffalo Wild Wings, 6406 University Avenue, Class C liquor & outdoor service - renewal.

b) The Library, 2222 College Street, Class C liquor & outdoor service - renewal.

¢) Whiskey Road Tavern & Grill, 402 Main Street, Class C liquor & outdoor service - renewal.

d) Fraternal Order of Eagles, 2125 West Lone Tree Road, Class C liquor & outdoor service -
temporary expansion of outdoor service area. (August 22, 2020)

e) Main Street Sweets, 307 Main Street, Class B native wine — new.

f) The Ragged Edge Art Bar & Gallery, 504 Bluff Street, Class C liquor & outdoor service — new with
exceptions. (see attached)

Resolution Calendar: (The following items will be acted upon by roll call vote on a single motion without
separate discussion, unless someone from the Council or public requests that a specific item be considered

separately.)

|©

Resolution approving the Mayor's nomination of Assistant Chief Craig Berte for appointment as
Police Chief.

Resolution supporting the Sister City relationship with Ferizaj of the Republic of Kosovo.
Resolution naming official depositories for the City of Cedar Falls.

Resolution approving and authorizing a request for reimbursement from the lowa Covid-19
Government Relief Fund for eligible costs related to the Covid-19 public health emergency.

Resolution approving and adopting a Benefits Certificate for the City of Cedar Falls Employee Dental
Plan.

Resolution approving and adopting Summary Plan Descriptions for the City of Cedar Falls Health
Benefit Plans.

Resolution approving and authorizing execution of a Memorandum of Understanding with the City of
Waterloo and Black Hawk County relative to the 2020-2021 Edward Byrne Memorial Justice
Assistance Grant (JAG) Program funding for the Tri-County Drug Enforcement Task Force.

Resolution approving and authorizing execution of an extension of an Agreement for Custodial
Services with Fresh Start Cleaning Solutions, Inc., relative to providing custodial services for city
buildings from September 1, 2020 through August 31, 2021.
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17. Resolution approving the Certificate of Completion and accepting the work of Peters Construction
Corporation for the Place to Play Playground Project.

18. Resolution approving and authorizing execution of a Storm Water Maintenance and Repair
Agreement with AutoZone Inc. relative to a post-construction stormwater management plan for 6130
University Avenue.

19. Resolution approving the Certificate of Completion and accepting the work of Peterson Contractors,
Inc. for the 2018 Street Construction Project.

20. Resolution approving the Certificate of Completion and accepting the work of lowa Bridge & Culvert,
LC for the 2017 Levee/Floodwall System Improvements Project.

21. Resolution receiving and filing, and approving and accepting the bid of Feldman Concrete, in the
amount of $38,899.20, being the only bid received for the 2020 Sidewalk Assessment Project - Zone
3.

22. Resolution approving and authorizing execution of a Contract for Economic Development Marketing
Services with Brand Acceleration, Inc.

23. Resolution approving a Central Business District (CBD) Overlay Zoning District site plan for facade
improvements at 212 % Main Street.

24. Resolution approving a Central Business District (CBD) Overlay Zoning District site plan for facade
improvements at 515 Main Street.

25. Resolution approving an S-1 Shopping Center District site plan for installation of a permanent kiosk
for online order pick-up service at 6301 University Avenue.

26. Resolution receiving and filing, and setting September 8, 2020 as the date of public hearing on the
proposed plans, specifications, form of contract & estimate of cost for the 2020 Street Patching
Project.
Allow Bills and Payroll
27. Allow Bills and Payroll of August 17, 2020.
City Council Referrals
City Council Updates
Staff Updates

Public Forum. (Speakers will have one opportunity to speak for up to 5 minutes on topics germane to City
business.)

Adjournment
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CITY HALL
CEDAR FALLS, IOWA, AUGUST 3, 2020
REGULAR MEETING, CITY COUNCIL
MAYOR ROBERT M. GREEN PRESIDING

The City Council of the City of Cedar Falls, lowa, met in Regular Session,
pursuant to law, the rules of said Council and prior notice given each member
thereof, at 7:05 P.M. on the above date. The Mayor opened the meeting and
announced that the meeting was being conducted electronically in conformance
with the Governor’s Proclamation of Disaster Emergency to limit the spread of
COVID-19. Members present: Miller, Kruse, Harding, Darrah, Sires, Taiber.
Absent: deBuhr.

It was moved by Kruse and seconded by Miller that the minutes of the Regular
Meeting of July 20, 2020 be approved as presented and ordered of record. Motion
carried unanimously.

Mayor Green announced the continuation of the public hearing on the proposed
rezoning from R-1 Residence District and A-1 Agricultural District, to RP Planned
Residence District, of property located east of Union Road and north of West 27th
Street. Planning and Community Services Manager Howard provided a brief
summary and status of the proposed rezoning. Planning and Community Services
Manager Howard and City Administrator Gaines responded to traffic concerns
expressed by Michael Goyen, 1712 Union Road, and Kay Thuesen, 1818 Erik
Road.

It was moved by Miller and seconded by Kruse to refer the proposed rezoning
back to the Planning and Zoning Commission for further review and
recommendation. Following questions and comments by Councilmembers Miller
and Kruse and responses by Community Development Director Sheetz and
Planning and Community Services Manager Howard, the motion carried
unanimously.

Mayor Green announced that in accordance with the public notice of July 24,
2020, this was the time and place for a public hearing on a proposed conveyance
of certain vacated city right-of-way located along Prairie Parkway to Western
Home Services, Inc. It was then moved by Kruse and seconded by Darrah that the
proof of publication of notice of hearing be received and placed on file. Motion
carried unanimously.

The Mayor then asked if there were any written communications filed to the
proposed conveyance. Upon being advised that there were no written
communications on file, the Mayor then called for oral comments. Planning and
Community Services Manager Howard provided a brief summary of the proposed
conveyance. There being no one else present wishing to speak about the
proposed conveyance, the Mayor declared the hearing closed and passed to the
next order of business.

It was moved by Darrah and seconded by Kruse that Resolution #22,065,
approving and authorizing execution of a Quit Claim Deed conveying vacated
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right-of-way located along Prairie Parkway to Western Home Services, Inc., be
adopted. Following a question by Councilmember Miller and responses by
Planning and Community Services Manager Howard, City Clerk Danielsen and
Councilmember Kruse, the Mayor put the question on the motion and upon call of
the roll, the following named Councilmembers voted. Aye: Miller, Kruse, Harding,
Darrah, Sires, Taiber. Nay: None. Motion carried. The Mayor then declared
Resolution #22,065 duly passed and adopted.

Mayor Green announced that in accordance with the public notice of July 24,
2020, this was the time and place for a public hearing on the proposed plans,
specifications, form of contract & estimate of cost for the 2020 Sidewalk
Assessment Project - Zone 3. It was then moved by Kruse and seconded by
Darrah that the proof of publication of notice of hearing be received and placed on
file. Motion carried unanimously.

The Mayor then asked if there were any written communications filed to the
proposed plans, etc. Upon being advised that there were no written
communications on file, the Mayor then called for oral comments. Civil Engineer
Tolan provided a brief summary of the proposed project. There being no one else
present wishing to speak about the proposed plans, etc., the Mayor declared the
hearing closed and passed to the next order of business.

It was moved by Kruse and seconded by Miller that Resolution #22,066, approving
and adopting the plans, specifications, form of contract & estimate of cost for the
2020 Sidewalk Assessment Project - Zone 3, be adopted. Following due
consideration by the Council, the Mayor put the question on the motion and upon
call of the roll, the following named Councilmembers voted. Aye: Miller, Kruse,
Harding, Darrah, Sires, Taiber. Nay: None. Motion Carried. The Mayor then
declared Resolution #22,066 duly passed and adopted.

It was moved by Kruse and seconded by Darrah that Ordinance #2968, amending
Chapter 2, Administration, of the Code of Ordinances relative to establishing a
Human Resources Division within the Department of Finance and Business
Operations, be passed upon its third and final consideration. Following due
consideration by the Council, the Mayor put the question on the motion and upon
call of the roll, the following named Councilmembers voted. Aye: Miller, Kruse,
Harding, Darrah, Sires, Taiber. Nay: None. Motion carried. The Mayor then
declared Ordinance #2968 duly passed and adopted.

It was moved by Darrah and seconded by Kruse that Resolution #22,067,
approving and adopting a job classification for the position of Human Resources
Manager in the Finance & Business Operations Department, be adopted.
Following due consideration by the Council, the Mayor put the question on the
motion and upon call of the roll, the following named Councilmembers voted. Aye:
Miller, Kruse, Harding, Darrah, Sires, Taiber. Nay: None. Motion Carried. The
Mayor then declared Resolution #22,067 duly passed and adopted.

It was moved by Darrah and seconded by Miller that the following items and
recommendations on the Consent Calendar be received, filed and approved:
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Receive and file the resignation of Glynis Worthington as a member of the Library
Board of Trustees.

Approve the following recommendations of the Mayor relative to the appointment
of members to Boards and Commissions.

a) Chris Corkery, Art & Culture Board, term ending 07/01/2024.

b) Stephanie Houk Sheetz, Metropolitan Bus Board, term ending 06/30/2021.

Receive and file communications from the Civil Service Commission relative to
certified lists for the following positions:

a) Administrative Supervisor.

b) Planner II.

Approve the following applications for beer permits and liquor licenses:

a) Kwik Star, 4515 Coneflower Parkway, Class C beer & Class B wine - renewal.

b) The Black Hawk Hotel/Bar Winslow/Farm Shed, 115-119 Main Street, Class B
liquor, Class B wine & outdoor service - renewal.

c) Amigo, 5809 University Avenue, Class C liquor & outdoor service - renewal.

d) Wal-Mart, 525 Brandilynn Boulevard, Class E liquor - renewal.

e) Amvets, 1934 Irving Street, Class A liquor & outdoor service - temporary
expansion of outdoor service area. (August 14-16, 2020)

f) Smokin Oak Wood Fired Pizza, 1525 West Ridgeway Avenue, Class B beer —
new.

g) Vintage Iron, 104 Main Street, Class B wine — new.

h) Panther Travel Center, 1525 West Ridgeway Avenue, Class E liquor — new.

i) Mulligan's Brick Oven Grill & Pub, 205 East 18th Street, Class C liquor &
outdoor service — premise update of outdoor service with exceptions. (see
attached)

Motion carried unanimously.

It was moved by Kruse and seconded by Harding to receive and file Departmental
Monthly Reports of June 2020. Following a question by Jim Skaine, 2215 Clay
Street, and response by Mayor Green, the motion carried unanimously.

It was moved by Darrah and seconded by Miller that the following resolutions be
introduced and adopted:

Resolution #22,068, approving and authorizing execution of an Agreement for
Animal Services with the Cedar Bend Humane Society for FY21-FY23.

Resolution #22,069, approving the opening of the Housing Choice Voucher (HCV)
Program, aka Section 8, Waiting List on August 31, 2020, as recommended by the
Housing Commission.

Resolution #22,070, approving and authorizing execution of First Amendment to
Agreement for Professional Services with the Northeast lowa Food Bank for
additional Community Development Block Grant (CDBG) funding relative to the
CARES Act.
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Resolution #22,071 approving six occupancy permits prior to the acceptance of
public improvements in Western Home Communities Ninth Addition.

Resolution #22,072, approving and authorizing execution of a Storm Water
Maintenance and Repair Agreement with Immanuel Evangelical Lutheran relative
to a post-construction stormwater management plan for 4820 Oster Parkway.

Resolution #22,073, approving and authorizing execution of Change Order No. 3
to the contract with Peterson Contractors, Inc. relative to the Campus Street Box
Culvert Project.

Following due consideration by the Council, the Mayor put the question on the
motion and upon call of the roll, the following named Councilmembers voted. Aye:
Miller, Kruse, Harding, Darrah, Sires, Taiber. Nay: None. Motion carried. The
Mayor then declared Resolutions #22,068 through #22,073 duly passed and
adopted.

It was moved by Miller and seconded by Kruse that Resolution #22,074, approving
and authorizing execution of a Professional Service Agreement with the lowa
Northland Regional Council of Governments (INRCOG) for Grant Administration
and Technical Services for FY21 (FFY20) relative to Community Development
Block Grant (CDBG) & HOME Program funding, be adopted. Following questions
by Jim Skaine, 2215 Clay Street, and response by Community Development
Director Sheetz, the Mayor put the question on the motion and upon call of the roll,
the following named Councilmembers voted. Aye: Miller, Kruse, Harding, Darrah,
Sires, Taiber. Nay: None. Motion carried. The Mayor then declared Resolution
#22,074 duly passed and adopted.

It was moved by Darrah and seconded by Harding that Resolution #22,075,
approving and authorizing execution of a Professional Service Agreement with
Snyder & Associates, Inc. for design services relative to the Downtown
Streetscape and Reconstruction Project - Phase Il, be adopted. Following
guestions by Jim Skaine, 2215 Clay Street, and response by Public Works
Director Schrage, the Mayor put the question on the motion and upon call of the
roll, the following named Councilmembers voted. Aye: Miller, Kruse, Harding,
Darrah, Sires, Taiber. Nay: None. Motion carried. The Mayor then declared
Resolution #22,075 duly passed and adopted.

It was moved by Kruse and seconded by Miller that Resolution #22,076, setting
August 17, 2020 as the date of public hearing on the proposed rezoning from A-1,
Agricultural District to P, Public District, of certain property located north of West
27th Street and west of P E Center Drive, and also on an associated amendment
to the Future Land Use Map by changing the designation from Medium Density
Residential and University to Schools, be adopted. Following questions by Jim
Skaine, 2215 Clay Street, and response by Mayor Green, the Mayor put the
guestion on the motion and upon call of the roll, the following named
Councilmembers voted. Aye: Miller, Kruse, Harding, Darrah, Sires, Taiber. Nay:
None. Motion carried. The Mayor then declared Resolution #22,076 duly passed
and adopted.
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It was moved by Kruse and seconded by Harding that the bills and payroll of
August 3, 2020 be allowed as presented, and that the Controller/City Treasurer be
authorized to issue City checks in the proper amounts and on the proper funds in
payment of the same. Following questions by Jim Skaine, 2215 Clay Street, and
response by Mayor Green, the Mayor put the question on the motion and upon call
of the roll, the following named Councilmembers voted. Aye: Miller, Kruse,
Harding, Darrah, Sires, Taiber. Nay: None. Motion carried.

City Administrator Gaines responded to a question by Councilmember Sires
regarding the new street to the Aldrich Elementary School.

Councilmember Darrah expressed appreciation for Councilmember Taiber’s
service, and Taiber expressed his appreciation and commented on the
accomplishments of City Council and staff.

Councilmember Sires and Mayor Green encouraged the public to participate in the
run-off election on August 4th.

Fire Chief Bostwick provided an update on the compost facility fire and efforts to
fully extinguish the fire. Mayor Green provided additional comments,
Councilmember Miller expressed disappointment in communication, and
Councilmember Darrah expressed appreciation to Benton’s Sand and Gravel for
their assistance.

Community Development Director Sheetz provided an update on attendance at
the aquatic center, and announced that it will remain open through August 9th.
Director Sheetz also announced grants recently received by the Hearst Center.

City Administrator Gaines responded to a question by Rick Sharp, 1623 Birch
Street, regarding the appointment process of Police Chief.

Mayor Green, Public Safety Services Director Olson, Fire Chief Bostwick and
Public Works Director Schrage responded to questions and comments by Jim
Skaine, 2215 Clay Street, LeaAnn Saul, 1825 West Greenhill Road, and Craig
Fairbanks, 405 Spruce Hills Drive, regarding various aspects of the compost
facility fire.

Mayor Green responded to a request by Jim Skaine, 2215 Clay Street, to remove
the word “germane” from the agenda.

It was moved by Harding and seconded by Kruse that the meeting be adjourned at
8:13 P.M. Motion carried unanimously.

Jacqueline Danielsen, MMC, City Clerk




Item 2.

DEPARTMENT OF COMMUNITY DEVELOPMENT

City of Cedar Falls

220 Clay Street

Cedar Falls, lowa 50613

Phone: 319-273-8600

Fax: 319-273-8610

www.cedarfalls.com MEMORANDUM
Planning & Community Services Division

TO: Honorable Mayor Robert M. Green and City Council
FROM: Jaydevsinh Atodaria, Planner |
DATE: August 13, 2020

SUBJECT: Rezoning Request Cedar Falls High School (RZ20-005)
Land Use Map Amendment (LU20-002)

REQUEST: Amend Future Land Use Map to reflect public use of the property.
Rezone property from A-1, Agricultural District to P, Public Zoning District.

PETITIONER: Cedar Falls Community School District / Brian Sanderman, INVISION
Architects

LOCATION: North of W. 27t Street and west of PE Center Drive

PROPOSAL

The Cedar Falls Community School District has requested to rezone 20 acres (871,200SF) of
property from the A-1, Agricultural District, to the P, Public Zoning District. This property is
located north of W. 27" Street and west of PE Center Drive.

BACKGROUND

Cedar Falls Community School District (CFCSD) owns the subject property. This parcel was
purchased by CFCSD last year from the adjacent property owner to the west in order to provide
additional area for the new high school campus.

CFCSD also owns the abutting property at 2701 W 27" Street to the east of the subject property
which is approximately 50 acres (2,178,000SF). The property west of the subject property is
currently being rezoned to allow development of West Fork Crossing, a large planned residential
area. The area to the east is owned by the University of Northern lowa. The 50-acre parcel to
the east of the subject property was purchased from UNI, so is already zoned Public.

If the petitioner’s request to rezone the property to P zone is approved, the intent is to combine
the subject property with the lot to the east in order to accommodate a new Cedar Falls High




Item 2.

School campus on a total land area of about 70 acres. The applicant will be submitting a site
plan for the new Cedar Falls High School facility at a later date.

ANALYSIS

Existing and Proposed Zoning

The request is to rezone 20 acres of land north of W 27t Street and west of PE Center Drive
from A-1, Agricultural District to P, Public Zoning District. The purpose of A-1 Agricultural
District is to act as a "holding zone" in areas of the city that are undeveloped and not served
by essential municipal services (i.e., sanitary sewer, water, roadways) but where future growth
and development is anticipated according to the Comprehensive Plan.

The Public Zoning District Zone designation is reserved exclusively for structures and uses of
land owned by the federal government, the state, the county, the city and the Cedar Falls
Community School District. Although such publicly owned property is generally exempt from
zoning regulations and requirements, it is expected that such governmental authorities will
cooperate with the City to encourage structures and uses of public land which will be compatible
with the general character of the area in which the public property is located.

The rezoning is a necessary first step to allow development of the new high school. The request
aligns with the intent to develop the land for public purposes.

Compliance with the Comprehensive Plan and Future Land Use Map

The Future Land Use Map in the City’s Comprehensive Plan indicates that this property is
designated for Medium Density Residential use. With the purchase of the property by the school
district, the Future Land Use Map will need to be amended for both the property purchased from
UNI, which is currently designated as “University,” and the property that is the subject of this
rezoning. Staff recommends amending the map to reflect the “School” designation for both
properties. See excerpt from the Future Land Use Map below with properties labeled.

Property to be rezoned to Public Property purchased from UNI

| Amend Future Land Use Map
| Designation for both properties to
“Schools”

Future Land use Map (Legend)
University-
Low Density Residential -
Medium Density Residential-
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Access to Public Services

The property is located in a developed area of the city and will have access to utilities. The City
will be re-constructing W. 27t Street to facilitate development of the new school. With that
project a sewer main will be extended from the south to serve the new school and the West Fork
Crossing development.

Access to Adequate Street Network

A traffic study has been conducted to assess the traffic circulation needs for the school, with two
driveway access points anticipated along W. 27t Street, one from PE Center Drive and a local
neighborhood street connection on the west side of the property. The subject property will have
adequate street connections in order to regulate the traffic flow and accessibility to the site.

PUBLIC NOTICE

Notice of the rezoning proposal was mailed to the adjoining property owners with the potential
date of public hearing and public hearing notice was also published in Waterloo Cedar Falls
Courier on 16 July, 2020.

STAFF RECOMMENDATION

Planning and Zoning Commission recommended approval of rezoning of the subject property
from A-1, Agricultural District to P, Public District and an amendment to the Future Land Use
Map changing the designation of the entire high school site from “Medium Density Residential”
and “University” to “Schools” at their regular meeting on July 22, 2020 with a vote of 6 ayes and
0 nays. The Community Development Department also recommends approval of the proposed
Rezoning and Future Land Use Amendment.

PLANNING & ZONING COMMISSION

Introduction Chair Holst introduced the item and Mr. Atodaria provided background

718/2020 information. He explained that the Cedar Falls Community School District is
requesting a rezoning for property north of W. 27" Street and west of PE Center
Drive from A-1, Agricultural, to P, Public. The school district intends to use the
land for construction of a new high school. He noted that the Future Land Use
Map will also need amending to acknowledge the public ownership and use of the
property by the public school district. The proposed land use map amendment
would change the designations on the map from “Medium Density Residential”
and “University” to “Schools.” Staff recommends setting a date of public hearing
for July 22 to discuss the proposed rezoning and amendment to the future land
use map. Andy Pattee, superintendent of Cedar Falls Schools, stated that he is
available for any questions and thanked the Commission for their work.

Mr. Schrad asked if notification letters will be sent out before the next meeting.
Mr. Atodaria stated that notices have been sent out and notification will also be
posted in the newspaper. The matter will be continued at the next meeting.

Discussion Chair Holst introduced the item and Mr. Atodaria provided background

& Vote information, explaining that Cedar Falls Community School District is proposing to

7/22/2020 rezone the property North of W 27" Street and West of PE Center drive from Al,
Agriculture District to P, Public Zoning District for the proposed new Cedar Falls

3
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Attachments:

Item 2.

High School campus. The Future Land Use map will also have to be amended
from “Medium Density Residential” and “University” to “Schools”. Mr. Atodaria
explained that improvements are planned along W.27™ Street and to extend the
sewer from the south so there will be access to public services, as well as
adequate street access to the property. Staff recommends approval of the
rezoning and future land use map amendment.

Mr. Prideaux made a motion to approve the land use map amendment. Ms.
Adkins seconded the motion. The motion was approved unanimously with 6 ayes
(Adkins, Hartley, Holst, Lynch, Prideaux and Schrad), and 0 nays.

Mr. Hartley made a motion to approve the rezoning. Ms. Prideaux seconded the
motion. The motion was approved unanimously with 6 ayes (Adkins, Hartley,
Holst, Lynch, Prideaux and Schrad), and 0 nays.

Location Map
Rezoning Plat
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Cedar Falls City Council

August 3, 2020
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OWNERS LISTING FOR
REZONING REQUEST
"A_1" TO "P"

JUNE 2020

DESCRIPTION:
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PROPERTY
NUMBER  |DEED HOLDER 1 DEED HOLDER 2 ADDRESS aTy STATE |ZIP CODE
1/DONALD J RASMUSSON JACK P RASMUSSON TRUST 1204 WASHINGTON ST |CEDARFALLS  |IA 50613
2|RASMUSSON CO 9716 UNIVERSITY AVE |CEDARFALLS  |IA 50613
3|CITY OF CEDAR FALLS CEDAR FALLS UTILITIES 1 UTILITY PW CEDARFALLS  |IA 50613
4|STATE OF IOWA UNIVERSITY OF NORTHERN IOWA 1227 W 27TH ST CEDARFALLS  |IA 50613
5|/CEDAR FALLS COMMINITY SCHOOL DISTRICT 1002 W 1STSTREET  |CEDARFALLS  |IA 50613
6|STATE OF IOWA BOARD OF REGENTS 224 GILCHRISTHALL  [CEDARFALLS  |[IA 50613
7| WATERBURY PROPERTY INVESTORS LLC 604 CLAY STREET CEDARFALLS  |IA 50613
8|/MONEY PIT LLC PO BOX 128 CEDARFALLS  |IA 50613

DOCUMENT #2020-7423

A PARCEL OF LAND LOCATED IN THE
SOUTHWEST QUARTER OF THE
SOUTHEAST QUARTER (SW % SE %) OF
SECTION 15, T-89—N, R—24—W OF THE
S5TH PM., BLACK HAWK COUNTY, IOWA
AND MORE PARTICULARLY DESCRIBED
AS FOLLOWS:

COMMENCING AT THE SOUTHEAST (SE)
CORNER OF THE SOUTHWEST QUARTER
OF THE SOUTHEAST QUARTER (SW %
SE %) OF SAID SECTION 15; THENCE
ALONG SAID EAST LINE, NORTH
00°08'50”"WEST FOR A DISTANCE OF
75.00 FEET TO THE NORTHERLY RIGHT
OF WAY LINE OF 27TH STREET, THE
POINT OF BEGINNING; THENCE
CONTINUING ALONG SAID EAST LINE,
NORTH 00°08'50”WEST FOR A DISTANCE
OF 1251.33 FEET TO THE NORTH LINE
OF SAID SOUTHWEST QUARTER OF THE
SOUTHEAST QUARTER (SW % SE %);
THENCE ALONG SAID NORTH LINE,
SOUTH 89°45'30"WEST FOR A DISTANCE
OF 680.00 FEET; THENCE SOUTH
00°08'50”EAST FOR A DISTANCE OF
1244.81 FEET TO THE NORTHERLY
RIGHT OF WAY LINE OF 27TH STREET;
THENCE ALONG SAID RIGHT OF WAY
LINE, SOUTH 85°35'04” "EAST FOR A
DISTANCE OF 77.49 FEET; THENCE
NORTH 89°46'48”EAST A DISTANCE OF
602.75 FEET TO THE POINT OF
BEGINNING.

TRACT CONTAINS 19.53 ACRES AND IS
SUBJECT TO ALL EASEMENTS OF
RECORD.
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Prepared by: Jaydevsinh Atodaria (JD), Planner I, 220 Clay Street, Cedar Falls, IA 50613 (319) 273-8600

ORDINANCE NO.

AN ORDINANCE REPEALING SECTION 26-118,
DISTRICT BOUNDARIES OF DIVISION | GENERALLY
OF ARTICLE 111 DISTRICT AND DISTRICT
REGULATIONS OF CHAPTER TWENTY-SIX (26), ZONING,

OF THE CODE OF ORDINANCES, OF THE CITY OF CEDAR FALLS, IOWA,
AND RE-ENACTING SAID SECTION 26-118 OF SAID ORDINANCE, AS
AMENDED, SO AS TO APPLY AND INCLUDE TO THE
CHANGE IN THE ZONING MAP OF THE CITY OF
CEDAR FALLS, IOWA, AS PROVIDED BY THIS ORDINANCE.

WHEREAS, the City Planning and Zoning Commission of the City of Cedar Falls, lowa,
finds that the rezoning is consistent with the proposed use of Cedar Falls New High School Project
which is identified as “Public” use for the City of Cedar Falls and therefore has recommended to the
City Council of the City of Cedar Falls, lowa, that all that area described as follows shall be removed
from the A-1 Agricultural Zoning District and placed in P Public Zoning District, as follows:

Legal description for land to be rezoned from A-1 to P:

A parcel of land located in the Southwest Quarter of the Southeast Quarter of Section 15, Township
89 North, Range 24 West of the 5" P.M., Black Hawk County, lowa and more particularly described
as follows: Commencing at the Southeast corner of the Southwest Quarter of Section 15, thence
along said East line, North 00°8°50” West for a distance of 75 feet to the Northerly right-of-way line
of 27" street, the point of beginning, thence continuing along said East line, North 00°8°50” West for
a distance of 1251.33 feet to the North line of said Southwest Quarter of the Southeast Quarter,
thence along said North line, South 89°45°30” West for a distance of 680 feet, thence South 00°8°50”
East for a distance of 1244.81 feet to the northerly right-of-way line of 27" Street, thence along said
right of way line, South 85°35°04” East for a distance of 77.49 feet, thence North 89°46°48” East a
distance of 602.75 feet to the point of beginning. Tract contains 19.53 acres and is subject to all
easements of record.

And

WHEREAS, the City Council of the City of Cedar Falls, lowa, deems it to the best interests
of the City of Cedar Falls, lowa, that said proposal be made and approved; and

WHEREAS, the said Section 26-118, District Boundaries of Division I, Generally, of Article
111, Districts and District Regulations, of Chapter Twenty-Six (26), Zoning, of the Code of
Ordinances of the City of Cedar Falls, lowa, provides that the zoning map of the City of Cedar Falls,
lowa, attached thereto, is incorporated into and made a part of said Ordinance;

Item 2.
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WHEREAS, notice of public hearing has been published, as provided by law, and such
hearing held on the proposed amendment; now, therefore,

BE IT ORDAINED BY THE CITY COUNCIL OF THE CITY OF CEDAR FALLS, IOWA:
Section 1. That the following described real estate:

Legal description for land to be rezoned from A-1 to P:

A parcel of land located in the Southwest Quarter of the Southeast Quarter of Section 15, Township
89 North, Range 24 West of the 5" P.M., Black Hawk County, lowa and more particularly described
as follows: Commencing at the Southeast corner of the Southwest Quarter of Section 15, thence
along said East line, North 00°8°50” West for a distance of 75 feet to the Northerly right-of-way line
of 27" street, the point of beginning, thence continuing along said East line, North 00°8°50” West for
a distance of 1251.33 feet to the North line of said Southwest Quarter of the Southeast Quarter,
thence along said North line, South 89°45°30” West for a distance of 680 feet, thence South 00°8°50”
East for a distance of 1244.81 feet to the northerly right-of-way line of 27" Street, thence along said
right of way line, South 85°35°04” East for a distance of 77.49 feet, thence North 89°46°48” East a
distance of 602.75 feet to the point of beginning. Tract contains 19.53 acres and is subject to all
easements of record.

Be and the same is hereby removed from the A-1 Agricultural District and added to the P Public
Zoning District.

Section 2. That the zoning map of the City of Cedar Falls, lowa, be and the same is hereby
amended to show the property described in Section 1, above, as how being in the P Public Zoning
District, and the amended map is hereby ordained to be the zoning map of the City of Cedar Falls,
lowa, as amended.

Section 3. That said Section 26-118, District Boundaries of Division I, Generally, of Article
111, Districts and District Regulations, of Chapter Twenty-Six (26), Zoning, of the Code of
Ordinances of the City of Cedar Falls, lowa, be and the same is hereby repealed and hereby re-
enacted in the identical language as the same now is, in order that the same shall apply to and include
the change hereby made in the zoning map of the City of Cedar Falls, lowa.
INTRODUCED: August 17, 2020
PASSED 15T CONSIDERATION:
PASSED 2P CONSIDERATION:
PASSED 3%° CONSIDERATION:

ADOPTED:

Item 2.

ATTEST.: Robert M. Green, Mayor

Jacqueline Danielsen, MMC, City Clerk
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RESOLUTION NO.

RESOLUTION AMENDING THE FUTURE LAND USE MAP
BY CHANGING THE DESIGNATION FROM MEDIUM DENSITY RESIDENTIAL AND
UNIVERSITY USE TO SCHOOLS

WHEREAS, the City Planning and Zoning Commission of the City of Cedar Falls, lowa,
has recommended to the City Council of the City of Cedar Falls, lowa to amend the Future Land
Use Map from Medium Density Residential and University Use to Schools, for property located
North of W. 27" Street and West of PE Center Drive, and

WHEREAS, said Commission has recommended approval of said change in the land use,
and

WHEREAS, said land use map serves as a guide for future development, and

WHEREAS, said land use map amendment will allow the development of a new Cedar
Falls High School Campus, and

WHEREAS, said land use map amendment will allow the use of land as “Schools”,
appropriate for the proposed new Cedar Falls High School Campus, and

WHEREAS, notice of public hearing has been published, as provided by law, and such
hearing held on the proposed amendment.

NOW THEREFORE, be it resolved by the City Council of the City of Cedar Falls, lowa,
that the Future Land Use Map is hereby amended to change the designation found on the City
Schematic Future Land Use Map from Medium Density Residential and University Use to
Schools.

INTRODUCED AND ADOPTED this 17" day of August, 2020.

Robert M. Green, Mayor

ATTEST:

Jacqueline Danielsen, MMC, City Clerk

Item 2.
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Suffirage for Women

Item 3.

MAYOR ROBERT M. GREEN n
1920 2020
CITY OF CEDAR FALLS, IOWA K- 5
220 CLAY STREET &
CEDAR FALLS, IOWA 50613 YE

319-273-8600 Commemorating the 19t8 Amendment
FAX 319-268-5126

19TH AMENDMENT RATIFICATION CENTENNIAL DAY

PROCLAMATION
AUGUST 18, 2020

WHEREAS, the Suffragist Movement officially began in Seneca Falls, New York in
in 1848 and launched decades of agitation by suffragists - including parades, silent
vigils, marches, intensive lobbying, hunger strikes, and civil disobedience - to
achieve what many Americans considered a radical change to the Constitution; and

WHEREAS, women's suffragists protesting for the right to vote were frequently
met with fierce resistance by opponents, including heckling, jailing, physical
abuse, and other forms of violence; and

WHEREAS, after more than seventy years, this tireless movement culminated in
the ratification of the19th Amendment on August 18, 1920, which guarantees
that “The right of citizens of the United States to vote shall not be denied or
abridged by the United States or any State on account of sex”; and

WHEREAS, the local chapters of the League of Women Voters, Girl Scouts and
other organizations, along with the University of Northern Iowa, Grout Museum,
Cedar Falls Historical Society, and others, have made great effort to educate
Cedar Valley residents about the women’s suffrage movement and 19t
Amendment centennial through exhibits and other educational programs;

NOW THEREFORE, I, Robert M. Green, Mayor of Cedar Falls, do hereby proclaim
August 18, 2020 as 19t Amendment Ratification Centennial Day in the city of
Cedar Falls, and encourage all citizens to learn about the women’s suffrage
movement, the vital role of women in our democracy, and the challenges and
barriers still faced by women in achieving true equality in America.

Signed this 11t day of August 2020.

e T

Mayor Robert M. Green
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From: Jeremy Rosel [mailto:jeremylrosel@gmail.com]
Sent: Tuesday, August 11, 2020 2:31 PM

To: Rob Green

Cc: Heather Skeens; Kate Brennan Hall

Subject: Unfortunate Letter of Resignation

Mr. Mayor,

It’s with sadness and frustration that | submit my letter of resignation from the Art and Culture
Board of Cedar Falls.

Because of my current status of an essential state employee and the long hours we’re currently
working to manage the state’s unemployed insurance claims, | feel that my lack of participation
within the board is unfair to the members who are working so incredibly hard to bring a new art
center to Cedar Falls.

Kate and | spoke at length about the future and we agreed that my chair could be filled with a
citizen of our community that will have the time to contribute and keep things moving forward.

It was a hard choice. | truly enjoyed my time volunteering for our community and I look forward
to one day having the time to serve again. Please let me know if there’s anything you need from
me.

Thank you for all you do for Cedar Falls during this unique time in our history.
Stay safe and Go Navy.
Respectfully,

Jeremy Rosel
911 Lilac Lane
Cedar Falls, 1A 50613

Respectfully,
Jeremy L. Rosel, MPP

University of Northern lowa '15, '17
Black Hawk County VA Commissioner
Kappa Sigma Alumni Advisor

Iltem 4.
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mailto:jeremylrosel@gmail.com

Mayor Rob Green
City of Cedar Falls

08/09/2020

Mayor Green-

The letter you received from vicechair Andrew Morse on 8-6-2020, was done with my knowledge and
concern. Since then, | have been informed from my employer of 38 years that there will be a major
change in my work schedule and commitment demands. | therefore will be resigning from the Cedar
Falls Human Rights commission effective immediately.

Itis possible that in the future | might be able to assist with the Human Rights program. | just cannot put
in the effort needed to do the job adequately at this time.

You came to my office to meet with a civil rights & community leader, Anna Weems. It was at this
meeting, which | greatly appreciated your time, to discuss and be informed of conditions & problems
within the Human Rights program in Cedar Falls. The concerns you received from Anna and |, were some
of the same included in the August 6™ letter.

At this meeting we brought forth the points needed to make this Cedar Falls Human Rights program a
unit operating as Human Rights laws and EEOC regulations should. These were items of race relations
we needed to pass on, which we did.

| see a great opportunity of not only being racially informed by our book selections, but beyond that, our
staff should take classes to qualify them to meet the unmet racism that exists in Cedar Falls. Ongoing
training is essential for the Human Rights Committee.

Mayor Green, if some citizen files a charge of racial discrimination, the cost could run into the millions of
dollars. This will not be just charges against the Human Rights or any other singular section of city
government, it would be against the city of Cedar Falls. | suggest that you meet with a select committee
made up of other Human Rights directors to hear and see what they are doing and how we can avoid
making mistakes. This cannot be ignored.

Remember, it was broadcast 24/7 that Cedar Falls and Waterloo are two of the worst cities in America
for blacks to live and work. This has brought attention to our community from people and groups all
over lowa and beyond. They are watching to see what steps we are willing to take to correct the
situation,

Mr. Mayor, how can we fix or correct this when we meet as a partial committee (rarely everyone
present) and two months of the year we close? This must change. A Human Rights Director is needed to
drive a program and agenda that will complement the city of Cedar Falls and its administration.

As chairperson | planned to ask other Human Rights committees to come to a unity meeting and tell us
how we can achieve our goals. We could ask other committees the benefits of having a Human Rights
Director. | know that you are planning to hire a Human Relations Director, but | feel we need a director

Iltem 4.
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Item 4.

that is more focused on the civil rights issues that plague our city today. How far away are we from
having protests and unrest on our doorstep? We need as much training for our committee members as
possible for them to give you and your administration advice and procedures to deal with this situation
proactively.

We must have reconciliation amongst people of different perspectives. This will put us on the path of
progress, and it will help you in solving human relations problems rather than avoiding and
procrastinating them as other administrations have done in the past.

All over America, big and small communities hire Human Rights Directors. This will help to make you
successful. The city council and the Human Rights committee cannot be the director. You have inherited
50 years of ignoring these problems. A director is your way of ensuring human rights focus and success.

In closing, the bible speaks of “God gives us rest”. The people and citizens of Cedar Falls need human

rights leadership. There are qualified people from across lowa that are willing to help you get started.
Just because you inherited this problem does not excuse the fact that something needs to be done. |

stand with you to approve a director so that this city can move forward.

I am resigning but | am willing to pass on to the Human Rights staff all materials and information that
Anna and | have accumulated to avoid EEOC charges. We can achieve our goals if you follow the path of
other communities that have had similar problems and hire the right person as a Human Rights Director.
This is the way forward for Cedar Falls that | highly recommend. If | can be of service to you and the City
of Cedar Falls in anyway, please do not hesitate in contacting me. | will do whatever | can.

| wish you success in all that you do.

Sincerely,

Jeff Zaputil

21




Iltem 4.

Jacgue Danielsen

From: Jacque Danielsen

Sent: Wednesday, August 05, 2020 1:27 PM
To: CCMeetings

Subject: FW: LETTER OF RESIGNATION

From: Bruce Verink

Sent: Wednesday, August 05, 2020 11:44 AM
To: Jacque Danielsen

Subject: FW: LETTER OF RESIGNATION

From: Marvin Mattfeld [mailto:marvmattfeld@cfu.net]
Sent: Tuesday, August 04, 2020 6:37 PM

To: Rob Green; Bruce Verink

Subject: LETTER OF RESIGNATION

CAUTION: This email originated outside the City of Cedar Falls email system.
Do not click links or open attachments unless you recognize the sender and know the content is safe.

DEAR ROB, PLEASE ACCEPT THIS AS MY LETTER OF RESIGNATION FROM THE CEDAR FALLS

PARKS AND RECREATION COMMISSION. DUE TO HEALTH CONSIDERATIONS | AM NOT ABLE TO CONTINUE WITH THIS
RESPONSIBILITY. | AM GRATEFUL FOR THE OPPORTUNITY GIVEN ME TO SERVE MY COMMUNITY FOR THE PAST SEVERAL
YEARS

WITH KINDEST REGARDS ,MARVIN R. MATTFELD
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TO:
FROM:
DATE:
SUBJECT:

REF:

MAYOR ROBERT M. GREEN

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
PHONE 319-273-8600

FAX 319-268-5126
www.cedarfalls.com

City Council

Mayor Robert M. Green M‘/

August 4, 2020

Nomination of Ms. Chelsey Bowermaster for Health Trust Fund Board Board
Appointment

(a) Code of Ordinances, City of Cedar Falls §2-364

1. Inaccordance with the candidacy and qualification requirements of reference (a), | nominate
Ms. Chelsey Bowermaster for appointment to the Health Trust Fund Board to complete the
remainder of a six-year term expiring December 31, 2020.

2. Ms. Bowermaster’s General Application and Candidate Questionnaire are attached for your
review; please let me know if you have any additional questions.

Encl: (1) Ms. Chelsey Bowermaster — General Application and Candidate Questionnaire

Xc:  City Administrator
Director of Finance and Business Operations

#

Item 5.
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Item 5.

CITY OF CEDAR FALLS, IOWA
APPLICATION FOR APPOINTMENT TO BOARDS AND COMMISSIONS

The City of Cedar Falls appreciates your interest in serving the community and welcomes your application.
Please complete all sections of this application. If you have any questions, please contact City Hall at (319)
273-8600. The City of Cedar Falls is committed to providing equal opportunity for citizen involvement.

Name: Chelsey R. Bowermaster Gender: F  Date: 3/11/2019
First Mi Last
Home Address: _4111 Tiffany Lane, Cedar Falls, I1A 50613 Phone: 309-224-2473

Work Address: 669 South Hackett Road, Waterloo, 1A 50613 Phone: 319-233-3531
Email Address: cbowermaster @ blackhawkymca.org Cell: 309-224-2473

Employer: Family YMCA of Black Hawk County Position/Occupation: Director of Healthy Living

If Cedar Falls resident, length of residency: 3 years Ward: 2, Pct 1
NOMINEE FOR: Health Trust Fund Board/Commission

COMMUNITY INVOLVEMENT: Please describe your present and past community invelvement including
voluntary, social, city, church, school, business and professional that are applicable. {(Include dates of
involvement, and any offices or leadership positions held.)

In 2016, our family moved to Cedar Falls for my husband's job with the University of Northern lowa, We are
members of Trinity Bible Church, Cedar Falls; the YMCA of Black Hawk County, Waterloo, and aclive
members of the Cedar Falls School system. One of my current professional accomplishments in the Cedar
Valley is initiating and leading the Wellness and Disease Prevention Committee in collaboration with the Black

Hawk County Health Department and other community entities who are actively working in disease prevention.
| have served as Treasurer of the lllinois Alliance (2014) for Physical Directors and was named 2014 Physical

Director of the Year for the YMCA's Alliance in the state of lllinois. | am passionate about a healthier lowa
through guality healthcare and positive individual outcomes with community support,

SPECIAL QUALIFICATIONS: Please list any special qualifications for serving on a board, including skills,
training, licenses and certificates that are applicable.

| have a dual Bachelor's Degree from the University of lowa in Integrative Physiology and Global Health

studies. As an active church member and leader in community wellness initiatives, | have provided agendas for

the board of directors of the YMCA and am a volunteer for Girls on the Run of Eastern lowa board of directors.

A believer in education, | have maintained my ACSM-Exercise Specialist certification and am working toward

more volunteerism and community connection. Connection and communication skills are so critical in our face-

paced world, and | study ways to become more effective in these capacities regularly. have strong
communication and computer skills. Finally, | have chaired more than 5 annual campaigns through the YMCA,
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including a $2.3 capital campaign to expand and touch the lives of more than 10,000 individuals in the Quad

Cities.

List reasons why you would like to be appointed and what contributions you believe you can make.

Personally, family has a deep belief in philanthropy. and we personally give back to community organizations

each year in order to provide optimal outcomes for the place we live. We LOVE the Cedar Falls community,
and would be honored to serve Sartori hospital and our community through this role. With a background strong
in development skills, | have reviewed several grant applications through working for Unity Point Clinic in

Moline, IL. If further recommendation is needed, | can provide letters of recommendation from my current and
previous CEOs and community members.

Are you aware of any conflict of interest, or potential conflict of interest, that may prevent you from carrying out
your responsibilities on this Board/Commission in the best interest of the City of Cedar Falls? If so, please
describe.

| have no conflicts of interest; rather, | would like to help lead in this unigue capacity to help award
organizations in our community for best outcomes.

Please mail completed application to: City of Cedar Falls, Boards & Commissions, 220 Clay Strest, Cedar Falls, 1A
50613 or email to boards @ cedarfalls.com,

Item 5.
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City of Cedar Falls

HEALTH TRUST FUND BOARD
Nominee's Questionnaire

1. What interested you in becoming a Health Trust Fund Board member?

My husband and | have several friends in the community who mentioned this opportunity to serve. In
thoughtfully considering ways throuah which | can serve, give back and be more engaged in the community
we live and love, this opportunity presented itself and is in an area of focus that | am so passionate about.

2. What is your knowledge of health services provided in the community?

Through the Wellness and Disease Prevention Committee of the Cedar Valley, | have extensive knowledge
of the major health systems, free clinics, prevention care and upcoming opportunities. As a professional in
the wellness industry, | have several community connections that help keep me apprised of current
information and services.

3. One of the tasks that the Health Trust Board performs is to review applications from health
providers. What is your experience in reviewing grant applications?

As a seasoned professional in the wellness industry, | have reviewed several grant applications through my
time at Unity Point Clinic in Moline, lllinois. | have also written countless applications, and understand the

process in place for both sides.

4. The Health Trust Fund Board continues to discuss and review the definition of health care
providers in the community. What is your view in how fitness programs, exercise facilities, etc.
fit into the definition of health?

One of the initial reasons | started the Wellness and Disease Prevention Committee was to better define
individual outcomes to health. As community organizations work together to provide BEST outcomes. our
community members have better quality of life and better connection to their providers. Prevention has to
be part of what we do—both as medical facilities and through fitness facilities. | have been working with

the CDC for the last 10 years in various capacities to transform health outcomes in my communities. One
of the leading ways we are able to achieve this LARGE task is by connecting well with those who we

serve and supporting our health care systems.

5. What are your views on the importance of Sartori Hospital to the community of Cedar Falls?

My family, personally, has benefited from Sartori Hospital on multiple occasions- ER to PCP. |
believe our community thrives on the services that are provided so closely in proximity. | also
believe the University, faculty, staff and students, benefit from having Sartori services in our Cedar
Fallse Community.

//// _ 3] 1| dolq

ature U Date
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Item 5.

HEALTH TRUST FUND BOARD CANDIDATE QUESTIONNAIRE

Name: Chelsey Bowermaster Date: 7/15/2020

Can you attend board meetings quarterly on 2" Thursdays at 7:30am at City Hall? . Yes U No

1. Why are you interested in becoming a Health Trust Fund Board member?

The Health Trust Fund Board aligns with my areas of interests and specialization in healthy living and
optimizing healthier outcomes for our community. This opportunity will enable me to serve as a leader with
Mercy One and give back to the Cedar Valley through service.

2. What health services would you like to see expanded in the Cedar Valley?
Our community could strongly benefit from strengthened partnerships through health and support of our
medical centers that are established in Cedar Falls. | would like to see more preventative healthcare support,
adult obesity and childhood obesity prioritized and expansion of mental health services.

3. This Board reviews grant applications from health care providers. What is your background and
experience in grant application review?
As a seasoned professional in the wellness industry, | have reviewed several grant applications through my
work at Unity Point Clinic in Moline, IL. | have also written countless applications while working for a non-profit
and understand the process and demand for both parties.

4. This Board deliberates on the definition of health care providers in the community. How do fitness
programs, exercise facilities and similar services fit into your definition of health care?

In the Cedar Valley, | chair a Wellness and Disease Prevention Committee to better define individual outcomes to health -
and the social determinants of health. As community organizations work together to prove BEST outcomes, our community
has better outcomes for quality of life and better connection to their providers. Prevention starts at exercise facilities and
through excellent primary care. | define quality health care as the ability to treat each patient while providing the care the
patient needs when the patient needs it, in an affordable, safe, effective manner. Bridging the gap between connection and
care are ways | believe fitness and exercise facilities can help providers reduce recurrence and readmission. Working united
is win/win.

5. How is Mercy One - Cedar Falls Medical Center important to the Cedar Falls community?
Our family has personally benefited from having Mercy One- Cedar Falls as a close proximity care option - both
for ER and PCP, and it was a huge benefit for our family while choosing where we would live in the Cedar
Valley. Our community thrives on services provided through this valuable resource, and I'm proud to have
Mercy One - Cedar Falls Medical Center as part of our small community.

6. Please list your organizational and relational connections which might pose potentials conflict of
interest for items under consideration by the Health Trust Fund Board.

I do not have any conflicts of interest, other than my close family friend, Celeste Pembroke, is an ER nurse on staff.

Please send this completed Candidate Questionnaire by the published deadline to:
City of Cedar Falls, Boards & Commissions, 220 Clay Street, Cedar Falls, IA 50613, fax to (319) 268-5126,
or e-mail to boards@cedarfalls.com. You will be notified shortly if selected as a Finalist for the appointment
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COMMITTEE OF THE WHOLE
City Hall — Council Chambers
August 3, 2020

The Committee of the Whole met at City Hall via teleconference at 6:15 p.m. on August
3, 2020, with the following Committee persons in attendance: Mayor Robert M. Green,
Frank Darrah, Simon Harding, Daryl Kruse, Mark Miller, Dave Sires, and Nick Taiber.
Susan deBuhr was absent. Staff members attended from all City Departments, as well
as members of the community teleconferenced in.

The Mayor introduced the first item on the agenda Washington Street Reconstruction.
Chase Schrage Director of Public Works, stated at the January Committee of the Whole
Meeting Council asked for more information and for staff to review the conversion plan
of 6" to 18™ Street from 1-way to 2-way and the reconstruction of Washington Street
from 6! to 8" Street. He stated they reviewed the parent and bus drop offs at St.
Patrick School/Church at 7t" Street intersection due to safety concerns. David Wicke
City Engineer reviewed the current street configuration. He stated they met several
times over the past months with St. Patrick School and Church. He continued to review
the new staff recommendation for the corridor from 1-way to 2-way traffic. He explained
the bus drop off will be moved to 7" Street, and parent drop off will be handled through
a slip lane along Washington between 6™ and 7" Streets. There will be a 4-way stop
sign at the 7" Street intersection. He explained the stop signs will be solar powered
LED wrapped lighted signs. Mr. Wicke stated the slip lane and the bus drop off lane will
be used on Sunday’s for additional parking, estimated at 14 parking stalls. He
explained the 2-way traffic flow has an inherent traffic calming effect. He stated in their
review they performed traffic counts for both cars and pedestrians. Mr. Wicke said both
St. Patrick Church and School have submitted letters in favor of the recommended
changes.

Mayor Green opened it up for discussion. Lynnette Hackett with the St. Patrick School
said they are open to the changes, and like the parent drop off location and the added
parking stalls. She also said Father Colter with the St. Patrick Church is in agreement
too. Council asked about the traffic circulation since Washington Street is the last 1-
way street in the area. Mr. Schrage stated the traffic circulation is out of balance since
State Street was converted to 2-way Street. He also stated the 4-way stop should be a
safer crossing, than the previous stop light. Mr. Wicke stated if Washington St. were to
remain a 1-way from 6th — 8th Streets would continue to be problematic for student drop
off and pick-up in front of St. Patrick’s School. Currently, both lanes are utilized to drop
off and pick up student. This creates and unsafe hazard for students having to cross
from the western lane across the eastern lane onto the school property. Parents that
drop off and pick up from the western lane are double parked and causes an issue for
students having to cross lanes under traffic. Furthermore, this also stacks traffic on the
north side of the 7th Street intersection. Converting to two-way traffic with a dedicated
drop off/ pick up along the school on the east side of Washington Street traveling north
would essentially eliminate this problem.

Mayor Green opened it up for public comment. Mike Butler 1022 Washington Street
agreed with the change to a 2-way street. He says he sees cars traveling at higher

Item 6.
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rates of speed than what is posted, cars driving the wrong direction on the 1-way street,
and cars making a left turn from the wrong lane. Janet Willett 716 Winters Drive was
happy to see the recommendation is very similar to the plan the Lego League submitted
to the City Engineer. Mayor Green brought it back for council discussion. Council
discussed the loss of +30 parking stalls, a concern that very few residents want the
change to a 2-way street, and safety concerns for students. Frank Darrah motioned to
approve the Washington Street Reconstruction as presented tonight. Nick Taiber
seconded the motion. Motion failed due to a tie vote 3 to 3 (aye- Darrah, Miller, and
Taiber; nay — Harding, Kruse, Sires).

Mayor Green moved to the final item on the agenda, bills and payroll. Frank Darrah
moved to approve the bills and payroll as presented, and Daryl Kruse seconded the
motion. The motion carried unanimously.

There being no further, Mayor Green adjourned the meeting at 6:56 p.m.
Minutes by Lisa Roeding, Controller/City Treasurer

Item 6.
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Iltem 7.

STATE OF IOWA

ABSTRACT OF VOTES

Black Hawk County, Iowa

We, the undersigned Members of the Board of Supervisors and ex-officio County Board of Canvassers for this County,
do hereby certify the following to be a true and correct abstract of the votes cast in this County at the Special Cedar Falls
City TFV Election held on the 7th day of July, 2020, as shown by the tally lists returned from the several election precincts.

CEDAR FALLS COUNCILMEMBER AT-LARGE - TFV

Black Hawk
Kelly Dunn Received one thousand eight hundred fifty-two (1852) votes
T.J. Frein Received one thousand six hundred sixty (1660) votes
Fred Perryman Received two hundred eighty-eight (288) votes
Penny Popp Received four hundred sixty-two (462) votes
LeaAnn Saul Received two thousand two hundred sixty-one (2261) votes
Candidate Total Six thousand five hundred twenty-three (6523) votes
SCATTERING Sixteen (16) votes
TOTAL Six thousand five hundred thirty-nine (6539) votes

No one received a majority of votes, therefore there will be a Runoff Electon on the 4th day of August, 2020 between
Kelly Dunn and LeaAnn Saul.

IN TESTIMONY WHEREOF, we have hereunto set our hands and caused to be affixed the seal of this county by
the Clerk of the Board of Supervisors.

Done at Waterloo the county seat of B, Hawk County, this 14th day of July, 2020.

\MMM

Chairper on .

(Seal)

Members of the Board

S of Supervisors and
d’( ex-officio County
Board of Canvassers
o~
/
west  fpe I

County Auditor and Clerk of the Board of Supervisors
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STATE OF IOWA

ABSTRACT OF VOTES

Black Hawk County, Iowa

We, the undersigned Members of the Board of Supervisors and ex-officio County Board of Canvassers for this County,
do hereby certify the following to be a true and correct abstract of the votes cast in this County at the Special Cedar Falls
City TFV Runoff Election held on the 4th day of August, 2020, as shown by the tally lists returned from the several election
precincts.

CEDAR FALLS COUNCILMEMBER AT-LARGE - TFV

Black Hawk
Kelly Dunn Received three thousand one hundred two (3102) votes
LeaAnn Saul Received two thousand five hundred six (2506) votes
Candidate Total Five thousand six hundred eight (5608) votes
SCATTERING Thirteen (13) votes
TOTAL Five thousand six hundred twenty-one (5621) votes

We therefore declare:
Kelly Dunn duly elected for the office of CEDAR FALLS COUNCILMEMBER AT-LARGE - TFV for the remainder of
the 4 year term.

IN TESTIMONY WHEREOF, we have hereunto set our hands and caused to be affixed the seal of this county by
the Clerk of the Board of Supervisors.

Done at Waterloo the county seat of BI(}ii Hawk CﬂWf August, 2020.

Chairperson

of Supervisors and
ex-officio County
Board of Canvassers

(Seal)
(:/_%ﬂf,@ W =i Members of the Board
" ‘) \\_/(/ =

Attest: 4 & < WM,.Z!—\

County Auditor and Clerk of the Board of Supervisors
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Item 8.

DEPARTMENT OF PUBLIC SAFETY SERVICES

POLICE OPERATIONS

CITY OF CEDAR FALLS
4600 SOUTH MAIN STREET
CEDAR FALLS, IOWA 50613

319-273-8612

MEMORANDUM

To: Mayor Green and City Councilmembers
From: Jeff Olson, Public Safety Services Director
Craig Berte, Acting Police Chief

Date: August 13, 2020
Re: Beer/Liquor License Applications

Police Operations has received applications for liquor licenses and/ or wine or beer
permits. We find no records that would prohibit these license and permits and
recommend approval.

Name of Applicants:

a) Buffalo Wild Wings, 6406 University Avenue, Class C liquor & outdoor service -
renewal.

b) The Library, 2222 College Street, Class C liquor & outdoor service - renewal.

c) Whiskey Road Tavern & Girill, 402 Main Street, Class C liquor & outdoor service -
renewal.

d) Fraternal Order of Eagles, 2125 West Lone Tree Road, Class C liquor & outdoor
service - temporary expansion of outdoor service area. (August 22, 2020)

e) Main Street Sweets, 307 Main Street, Class B native wine — new.

f) The Ragged Edge Art Bar & Gallery, 504 Bluff Street, Class C liquor & outdoor
service — new with exceptions. (see attached)
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Item 8.

CITY OF CEDAR FALLS

220 CLAY STREET

CEDAR FALLS, IOWA 50613

319-273-8612

MEMORANDUM

To: Mayor and City Council
From: Craig Berte, Acting Chief of Police
Date: August 12, 2020
Re: The Ragged Edge Art Bar and Gallery, LLC

Public Safety has reviewed the exemption request from The Ragged Edge Art Bar and
Gallery at 504 Bluff Street concerning their outdoor service area and City Ordinances 5-
67 (3) and 5-67 (4). Public Safety has no concerns with the addition jeopardizing the
health, welfare or safety of the users. We are in agreement that an exemption be
granted as requested providing all other applicable City Divisions approve and all city
ordinances are followed.
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The Ragged Edge Art Bar and Gallery, LLC
504 Bluff St. Cedar Falls

Kendra Wohlert, owner

Exemption Requests for the following regulations per Code 2017, Sec. 5-67

(3) Outdoor service areas shall be screened on all sides from public view. Screening shall consist of a
fence or other suitable barrier not less than five feet in height and not more than eight feet in height. It
shall be of solid construction which will effectively prevent ingress or egress from the premises except
by way of an emergency fire exit. Such fire exit shall be required of all outdoor service areas.

My plan for the fencing will consist of 4X4 wood posts and metal tubes inserted into the poles for fencing
at 2’ and 4’, with 4’ being the top of the fence. My plan is to canopy the area with a shade sail that will
connect the southwest corner post (which will be 6’ high) to the building, and to the chain link fencing
rail on the east side.

(4) An outdoor service area shall not be accessible except from the licensed premises which it adjoins.
The required fire exit shall be an emergency exit only.

I am not clear if | need to ask for an exemption here, only stating and asking for approval that my
emergency exit off my outdoor space is also my wheelchair access into the building (see sketch). The
gate will open toward the street, for emergency flow of traffic.
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Item 9.

MAYOR ROBERT M. GREEN

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
PHONE 319-273-8600

FAX 319-268-5126

W www.cedarfalls.com
overlirecn/

FROM: Mayor Robert M. Green
TO: City Council
DATE: August 6, 2020
SUBJECT: Police Chief Appointment

REF: (@) Code of Ordinances, City of Cedar Falls §2-948: Police Chief Appointment
(b) lowa Code 8§400.13: Chief of police and chief of fire department.

1. After careful consideration, and in accordance with the requirements of references (a) and (b), I am
recommending Assistant Chief Craig Berte for appointment as Cedar Falls Police Chief. My
decision was reached only after significant deliberation; the top candidates were excellent choices
for the position, for very different reasons. Weighing the individual merits of the candidates, |
believe that Assistant Chief Berte has the traits best-suited to the current executive needs of the
Cedar Falls Police Division. These traits will be especially important in the years ahead as Cedar
Falls operates under and evaluates the “consolidated public safety model” for effectiveness and
continued use.

2. Specific attributes of Assistant Chief Berte considered very positively include:

a. Fifteen Years of CFPD Police Supervisory Experience. Assistant Chief Berte has an excellent
grasp of current executive demands and challenges within the Cedar Falls Police Division. In
recent months, he has ably served as Acting Police Chief under unprecedented demanding
conditions. He has managed multiple law enforcement challenges, including carrying out the
Governor’s Public Health Emergency Proclamations, adjusting to new public safety demands
in light of the pandemic, and fostering safe, orderly and effective racial justice demonstrations
and counter-demonstrations.

b. Expansive Local Knowledge and Relationships. Having joined the Cedar Falls Police
Department in 1992, Assistant Chief Berte brings nearly thirty years of local experience to this
role. Assistant Chief Berte has developed extensive ties with the regional emergency response
and law enforcement community. As expressed during the selection process, these leaders know,
trust and respect Assistant Chief Berte. This sentiment was echoed by other civic partners,
including executive leaders of College Hill Partnership, Community Main Street, Grow Cedar
Valley and others. These relationships are vital to the success of our community, particularly
during times of crisis. Moreover, Assistant Chief Berte has experienced much of Cedar Falls’
modern history first-hand, through the lens the Cedar Falls Police. This contextualization of law
enforcement challenges will no doubt pay dividends in the years ahead.
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c. A Focus on Stability Within Police Operations. The past several years have seen dramatic
public safety changes; the establishment of the Cedar Falls Department of Public Safety and the
shift from career Police Officers and Firefighters to Public Safety Officers will require time for
adjustment — a “settling-in period’. The Public Safety Model must be given a fair opportunity to
function without drastic new changes, so that a proper evaluation can be made of its merits and
validity. For this reason, stability and continuity are in the best interest of the City at this time.
Such sentiments were echoed in the Administrator’s and Public Safety Director’s
recommendation to me for Assistant Chief Berte’s appointment.

d. A Departmental Commitment to Correcting Racial Injustice. Racial justice concerns have
recently reached a boiling point around the country. | have been impressed with Assistant
Chief Berte’s thoughtful, respectful and constructive engagement with demonstrators, as well
as the Police Division’s proactivity in training against implicit bias. Moreover, | am satisfied
that the Cedar Falls Police Division is moving quickly and appropriately to locally address
valid national concerns about departmental use of force / response to resistance policies.
Finally, I will note that as part of the appointment process, | reached out to the NAACP of
Black Hawk County to learn that they had no records or known concerns about Assistant Chief
Berte’s engagement with Black residents in our area.

As Mayor, | appreciate that no candidate is perfect. The appointment of Assistant Chief Berte to
the Police Chief position does present some ‘opportunity costs’. Specifically, | am concerned that
hiring internally limits the ability for new ideas, diverse perspectives, and a wide range of
experiences to be infused into the organization. Insular thinking is harmful to an organization, and
Assistant Chief Berte and | have had very productive discussions for how to ensure new ideas and
perspectives are sought out and encouraged during his time as Police Chief. Working together, | am
confident that these reasonable and achievable innovations will result in the same positive
outcomes that an “external hire” would have brought to the Police Chief position.

Assistant Chief Berte and | have discussed my expectations that he will continually develop as an
executive leader, and that he must appreciate the higher order of thinking required of an executive
— not just effectively getting things done, but getting the right things done. Such professional
growth will require that he continually develop his capacity for strategic thinking, that he crafts and
communicates a strong vision for the Police Division, and that he marshals resources and support
for organizational success. This will require strong mentoring from other law enforcement leaders,
continuing post-graduate level education, seeking out of best practices from other organizations.

After an exceptional level of scrutiny and deliberation, | believe Assistant Chief Berte is the best-
suited candidate for the Cedar Falls Police Chief position. He has been offered a conditional letter
of hire, which will become effective upon council approval of this nomination.

Please contact me if you have concerns regarding the rationale for my recommendation, or any
additional questions about this nomination.

City Administrator
Director of Public Safety Services
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From: Rob Green

Sent: Monday, August 10, 2020 2:29 PM
To: Jacque Danielsen

Subject: FW: Craig Berte

From: Kenneth A. Lockard [mailto:ken@lockardonline.com]
Sent: Sunday, August 9, 2020 4:14 PM

To: Rob Green

Subject: Craig Berte

Mayor Green

First [ want to thank you for your service on city council and now Mayor.

I am asking your consideration to lead counsel for a positive vote for Craig Berte as our police chief.

Craig is an incredible man of integrity and ability. Craig has worked at all levels in our Police Department these
last 30 years including acting chief. In addition to this, Craig has served in our Armed Forces in Afghanistan

and given the Bronze star in recognition.

Craig attended the University of Northern Iowa, raised his family in Cedar Falls with all children going through
CF public schools. Craig is CF’s through and through.

Mayor, thanks for your leadership!
Ken

Kenneth A. Lockard
Chairman

Lockard Companies l x|
(319) 277-8000 office
319-290-5525 cell
ken(lockardonline.com
www.lockardonline.com
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From: Rob Green

Sent: Monday, August 10, 2020 2:27 PM
To: Jacque Danielsen

Subject: FW: Police Chief

From: Gary N Jones [mailto:gjones@garynjones.com]
Sent: Monday, August 10, 2020 7:49 AM

To: CF-CityCouncil-DL

Cc: Rob Green

Subject: Police Chief

Dear Members of the City Council

I am writing in support of Craig Berte being the Police Chief for the City of Cedar Falls. As a former City Attorney |
worked with Craig many times over my 10 year stint with the City and found him to be professional, personable and,
most of all, always concerned about the citizens of the City of Cedar Falls.

As a business owner in the city | have worked with Craig on several occasions; most recently was the Scott Sterrett
Memorial Half Marathon last September which honored one of our long standing reserve officers who died from
pancreatic cancer. Again, Craig was incredibly helpful in making sure the race went off without a hitch.

Unfortunately, it seems many in our community are set on cancelling anything or anyone that does not fit their desires,
and they do so through cowardly social media attacks. My guess is most, if not all, of the people taking to social media
have never met Craig Berte, let alone worked with him. This is not an issue of the PSO program but that issue appears to
continue to drive many people, when what should drive each and every one of us is who is the best person to lead the
law enforcement efforts in our community and keep the residents and businesses of Cedar Falls safe.

Craig has proven to be a devoted employee of our city for over 30 years, and | hope you will vote to confirm him as
Police Chief.

Gary N. Jones J.D., CHC, CHPC
721 W 1st Street

Cedar Falls, lowa 50613
319-266-3556

CONFIDENTIALITY NOTICE: THIS E-MAIL TRANSMISSION AND ANY ATTACHMENTS HERETO CONTAIN INFORMATION FROM THE JONES LAW FIRM WHICH IS PRIVILEGED AND
CONFIDENTIAL. THE INFORMATION IS INTENDED FOR THE SOLE USE OF THE INDIVIDUAL OR ENTITY TO WHOM IT IS ADDRESSED OR INTENDED. IF YOU ARE NOT THE INTENDED
RECIPIENT, YOUR USE, DISSEMINATION, FORWARDING, PRINTING OR COPYING OF THIS INFORMATION IS PROHIBITED. {F YOU HAVE RECEIVED THIS E-MAIL IN ERROR, PLEASE
NOTIFY US IMMEDIATELY BY RETURN E-MAIL AND PROMPTLY DELETE THIS MESSAGE AND ITS ATTACHMENTS FROM YOUR COMPUTER SYSTEM. WE DO NOT WAIVE ATTORNEY-
CLIENT OR WORK PRODUCT PRIVILEGE BY THE TRANSMISSION OF THIS MESSAGE,




From: PK OHandley [mailto:pk@waterlooblackhawks.com]
Sent: Wednesday, August 12, 2020 7:40 PM

To: Rob Green

Subject: Craig Berte

Dear Mayor Green,

My name is P.K. O’Handley and | am the President and Head Coach of the Waterloo Black Hawks Hockey
Team, a post I've held for the last 18 years. I'm also a resident of Cedar Falls for the past 14 years.

| write you today from no political agenda nor from any position other than to offer support for Craig
Berte for the position of Chief of Police. I've known Craig for 15 years and have been his neighbor on
Maryhill Drive for going on 14 years. I’'m not a person who weighs in on items like this very often but feel
compelled to do so not based on Mr Berte being my neighbor but because | feel he is the right person
for the job. He's always professional with me and watching him from across the street interact with
neighbors, walkers, kids and adults | see why he’s a successful officer. Early on | went to Craig regarding
a speeding ticket that one of our players had gotten while driving in Cedar Falls. Wrongly | thought I'd
ask Craig if there was “anything” he could do to help him out. His response was simple, and right. Tell
your player to slow down so he doesn’t put himself in a position to get a ticket. At first | was taken aback
and honestly in the moment thought a lot of things. That is until | thought about it. He was right. | was
wrong, the player was wrong and Craig showed me what kind of police officer he was.

I've watched Craig abs Molly raise their kids from little ones to adults. I've witnessed him help others
whenever needed and when they didn’t even know. In my eyes he’s a good, good man. Honest, hard
working, respectful and kind. I'll readily admit that | know very little of anything of police work. | do
however think | know something based on 30+ years of doing so, know something about leadership and
| believe and know Craig is a leader as evidenced by his military service and awards as well as his police
career but more important to me what I've witnessed being his neighbor.

I’'m not on any political side and have no desire to be. I'd actually prefer that | stay out of all of it but | do
feel strongly that this man will do a terrific job and represent this city and community well and make
those on both sides of any political affiliation proud that he’s leading our department.

It's my hope you accept this letter to you as one of support for Craig. If you need to share it | understand
but my hope if possible you can keep the letter to yourself and the council as my position in the
community is one I'd rather not compromise by getting involved in City government.

Thank you for your consideration Mayor Green. If there’s ever anything you would need from me you
have my contact via email.

Sincerely,
P.K. O’'Handley

Item 9.
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---------- Forwarded message ---------

From: Bruce Sorensen <basor@cfu.net>

Date: Thu, Aug 13, 2020 at 11:23 AM

Subject: Craig Berte Appointment

To: <rgreencf@gmail.com>, <markm@cfu.net>, <susan.debuhr@cedarfalls.com>,
<kruseoncouncil@aol.com>, <simonharding.cf4@gmail.com>, <wfd@cfu.net>,
<citizens4kellydunn@outlook.com>, <siresforiowa@gmail.com>

Honorable Mayor Rod Green & Council Members:

During my 42 1/2 year employment with the City Of Cedar Falls, | worked with Berte on many
occasions. | support his appointment to the Chief of Police position based on those encounters

and his dedication to his job and the city. I've know him to be responsive to the community and
the citizens that he serves.

| have been shown some of the negative social media that is unjustly blaming him for doing his
job...a job he has done well for 30 years.

I would encourage all of you to approve his appointment.
Thank you for your consideration.
Bruce A. Sorensen

Former Public Works Director
City of Cedar Falls (Retired 2014)
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ROBERT M. GREEN

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
PHONE: 319-268-5118

FAX: 319-268-5126

orartirocn

FROM: Mayor Robert M. Green
TO: City Council
DATE: August 13, 2020
SUBJECT: Request for a Resolution of Support for Ferizaj ‘Sister City’ Partnership
REF: (@) 2025 “Future Forward” Cedar Falls Community-Wide Strategic Plan

MEMORANDUM
Office of the Mayor

(b) “Ferizaj” retrieved August 13, 2020 from https://en.wikipedia.org/wiki/Ferizaj

1. Executive Summary. This memo requests a Council resolution of support for an official
“Sister City” partnership with the municipality of Ferizaj in the Republic of Kosovo.

2. Background. ‘Sister Cities’ declarations are a common avenue for cities to establish
global cultural, economic ties. Cedar Falls has such a relationship with Laibin, China. In
reference (a), item 15.b lists the strategy “Expand high school and college student
exchanges and learning opportunities through international ‘sister city’ relationships” as
part of an outcome to lead lowa in learning and education for all ages. The Republic of
Kosovo’s consulate in Des Moines is actively working to facilitate sister cities
partnerships between Kosovar and lowan cities, for mutual benefit. Existing successful
partnerships with Kosovar cities exist with Fort Dodge and Newton, among others.

3. Intent. If supported by the City Council, the following broad goals would be pursued
within this partnership, taking into account available funding and resources:

a. Engagement through arts and culture. The Cultural Programs Supervisor would take
the lead in facilitating cultural awareness between Cedar Falls and Ferizaj. She
intends to find best practices from other lowa cities to develop a course of action.

b. Student exchanges and connections. In direct support of reference (a), an early focus
of this partnership between Ferizaj and Cedar Falls will be to facilitate visitations and
exchanges between student residents in our two cities. | would work with service
clubs (such as Rotary), area schools, and the University of Northern lowa to explore
opportunities for exchange in the years ahead.

c. Economic development and outreach. Opportunities may exist for investment and
collaboration, for the economic benefit of both communities. These may be pursued
by individuals, in compliance with any U.S. State Department regulations.
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d. Civic goodwill and friendship. As part of an overall effort to foster ‘citizen
diplomacy’, I would work directly with Mayor Agim Aliu to seek out opportunities to
show support for a long-lasting Sister City partnership. This may include issuing
Proclamations, engaging through social media, or other outreach and educational
efforts to promote dialogue between our cities.

e. Collaboration with the lowa National Guard. Ferizaj is the host city for Camp
Bondsteel, a large NATO base in the Republic of Kosovo (see reference (b). A unique
collaborative opportunity exists between the City of Cedar Falls and the lowa
National Guard in long-term engagement with Ferizaj. lowa National Guard soldiers
regularly deploy to Camp Bondsteel, increasing the potential for cross-cultural ties
and engagement between Cedar Falls and the local population.

4. Next Steps.

a. Ferizaj engagement. With a resolution of support from the Cedar Falls City Council, I
will continue working with the city’s Cultural Programs Supervisor, Heather Skeens,
to develop a more detailed plan of engagement with the Municipality of Ferizaj to
help establish expectations and parameters. | would then present this plan to the City
Council through the Council Goal Setting process and the city’s FY22 budget (likely
as part of the Hearst Center for the Arts budget) and through grant opportunities from
the U.S. State Department and State of lowa.

b. Other cities. Because reference (a) notes the community’s desire for multiple
international “sister city” relationships, | intend to use this first official partnership
with Ferizaj to help establish best practices. Once the Ferzaj relationship is on solid
footing, | intend to pursue additional Sister City partnerships with several other
similar-sized cities around the world. The Coronavirus Pandemic and economic
distress will likely limit opportunities for the foreseeable future, but this does not
preclude establishing initial connections and relationships for long-term engagement.

5. Please contact me with any additional questions about this request for a resolution of
support for the Sister City Partnership with Ferizaj. | will wait to engage with Ferizaj
further until receiving general Council support to pursue this initiative. Thank you very
much for your consideration.

Encl: (1) Letter to Agree to a Sister Cities Partnership from Ferizaj Mayor dated August 13, 2020

xc:  City Administrator
Cultural Programs Supervisor
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MUNICIPAL PRESIDENT info.ferizaj@rks-gov.net

PREDSETNIK OPSTINE S Adresa: “Déshmeoret e Kombit”, p.n
13 August 2020

Honorable MAYOR ROBERT M. GREEN
City of Cedar Falls, Iowa 220 Clay Street

Letter agree to a Sister Cities partnership

Dear Mayor Rob Green, i s

We are honored by your invitation to establish a sister city between Municipality of Ferizaj from
Repubhc of Kosovo and City of Cedar Falls, Iowa, United States and please allow us to accept your
invitation for this partnership. i s e TR

The Municipality of Ferizaj is located in the south of Kosovo, more precisely on the right side of the
Prishtina-Skopje highway, 37 kilometers away from the capital of Kosovo, Prishtina. The Municipality
of Ferizaj has 345km, including forty-five (45) surrounding villages. This area has a population of
108,690 inhabitants.

After the Kosovo war in 1999 this city was relatively destroyed. Today, compared to other cities, it is
considered the second most developed city after Prishtina in Kosovo and is the market city in Kosovo.
According to the 2011 census, the municipality of Ferizaj has 108,610 inhabitants, 51 percent of whom
live in 45 villages, while 49 percent live in the city.

The city of Ferizaj is also the city in which the largest camp of NATO military forces was built, in
which the American army is stationed, and for this we are eternally grateful for the help given and we
have always been and will always be a friendly city to US Army troops including presence of the
soldiers from Iowa National Guard.

We consider that your invitation sent through the Kosovo Consulate in Jowa and the Ministry of Local
Government of the Republic of Kosovo is welcome and we are ready to materialize this cooperation in
the interest of the both citizens of the our municipalities and nations.

I, as well as the people of the Municipality of Ferizaj in Kosovo, thank you again for your invitation
and looking forward to building as soon as possible this strategic partnership between our cities in the
near future. T

Sincerely,

Agim Aliu
Mayor of the Municipali\;iof Ferizaj
Republic 6f Kosovo W

J
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Item 11.

DEPARTMENT OF FINANCE & BUSINESS OPERATIONS

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
319-273-8600

FAX 319-268-5126

R

w/ INTEROFFICE MEMORANDUM
/e

Financial Services Division
TO: Mayor Green and City Council Members

FROM: Lisa Roeding, Controller/City Treasurer
DATE: August 10, 2020
SUBJECT: Depository Resolution

The attached Depository Resolution is adding Denver Savings Bank with a maximum
depository limit of $4,000,000. All other financial institutions will remain unchanged.

If you have any questions regarding this matter, please telephone Finance & Business
Operations Director Jennifer Rodenbeck at 268-5108 or myself 268-5105. Thank you.

CC: Jennifer Rodenbeck, Finance & Business Operations Director
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RESOLUTION NO.

RESOLUTION NAMING OFFICIAL DEPOSITORIES

FOR THE CITY OF CEDAR FALLS, IOWA

Item 11.

WHEREAS, the City Council of the City of Cedar Falls, lowa, has considered
approving the following list of financial institutions to be depositories of the City of Cedar
Falls, in conformance with all applicable provisions of the Code of lowa Chapter 12C

(2019), and

WHEREAS, the City Council of the City of Cedar Falls, lowa, deems it in the best
interest of the City of Cedar Falls, lowa, to approve said list of financial institutions,

NOW THEREFORE, be it resolved by the City Council of the City of Cedar Falls, lowa,

that the following list of financial institutions to be depositories of the City of Cedar Falls, is
hereby approved and designated officials of the City of Cedar Falls are hereby authorized to
deposit funds in amounts not to exceed the maximum approved for each respective financial

institution as set forth below.

DEPOSITORY NAME

Banklowa

Collins Community Credit Union
Community Bank & Trust
Denver Savings Bank

Farmers State Bank

First National Bank

First Security State Bank
Dupaco Community Credit Union
Great Western Bank
GreenState Credit Union
Lincoln Savings Bank
MidWestOne Bank

NXT Bank

Regions Bank

U.S. Bank N.A.

Veridian Credit Union

Wells Fargo Bank

ADOPTED this 17" day of August, 2020.

ATTEST:

MAXIMUM
LOCATION OF UNDER THIS
HOME OFFICE RESOLUTION
Waterloo $30,000,000
Cedar Rapids 40,000,000
Waterloo 30,000,000
Denver 4,000,000
Waterloo 40,000,000
Cedar Falls 30,000,000
Evansdale 3,000,000
Dubuque 30,000,000
Sioux Falls, SD 40,000,000
North Liberty 30,000,000
Reinbeck 30,000,000
lowa City 30,000,000
Central City 15,000,000
Birmingham, AL 30,000,000
Des Moines 30,000,000
Waterloo 30,000,000
Des Moines 50,000,000

MAXIMUM
UNDER PRIOR
RESOLUTION

$30,000,000
40,000,000
30,000,000
0
40,000,000
30,000,000
3,000,000
30,000,000
40,000,000
30,000,000
30,000,000
30,000,000
15,000,000
30,000,000
30,000,000
30,000,000
50,000,000

Jacqueline Danielsen, MMC, City Clerk

Robert M. Green, Mayor
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Item 12.

DEPARTMENT OF FINANCE & BUSINESS OPERATIONS

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
319-273-8600

FAX 319-268-5126

w/ INTEROFFICE MEMORANDUM
/e

Financial Services Division

R

TO: Mayor Green and City Council Members
FROM: Lisa Roeding, Controller/City Treasurer
DATE: August 12, 2020

SUBJECT: lowa Covid-19 Local Government Relief Fund

As a result of the Covid-19 public health emergency the City of Cedar Falls is eligible to
receive a maximum of $963,401.47 in grant funding, under the lowa Covid-19 Local
Government Relief Fund as part of the Federal Coronavirus Aid, Relief, and Economic
Security (CARES) Act for economic relief. In order to receive funding from the State of
lowa, it is required that the Council adopts the attached resolution. The Finance and
Business Operations department will submit quarterly reimbursement requests for the

City’s eligible expenditures in response to the Covid-19 public health emergency.

If you have questions regarding this, please feel free to contact Jennifer or myself.

CC: Jennifer Rodenbeck, Director of Finance & Business Operations
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RESOLUTION NO.

RESOLUTION APPROVING AND AUTHORIZING A REQUEST FOR REIMBURSEMENT
FROM THE IOWA COVID-19 GOVERNMENT RELIEF FUND FOR ELIGIBLE COSTS
RELATED TO THE COVID-19 PUBLIC HEALTH EMERGENCY
FOR THE CITY OF CEDAR FALLS, IOWA

WHEREAS, the United States Congress approved the Coronavirus Aid, Relief,
and Economic Security (CARES) Act to provide economic relief related to the COVID-

19 pandemic, and

WHEREAS, lowa Governor Kim Reynolds allocated $100 million of the State of
lowa's CARES Act funding to local governments for direct expenses incurred in

response to the COVID-19 emergency, and

WHEREAS, local government funding reimbursements may only be used for
necessary expenditures incurred due to the COVID-19 pandemic, were not accounted
for in the current fiscal year city budget, were incurred during the time period of March
1, 2020 through December 30, 2020, and have not been reimbursed from other

sources.

NOW, THEREFORE, be it resolved by the City of Cedar Falls, lowa, that the
request for reimbursement in the amount of $963,401.47 for eligible expenditures
incurred in response to the COVID-19 public health emergency is hereby approved and
city staff is hereby authorized to submit said request for reimbursement on behalf of the

City of Cedar Falls, lowa.

ADOPTED this 17t day of August, 2020.

Robert M. Green, Mayor

ATTEST:

Jacqueline Danielsen, MMC, City Clerk

Item 12.
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Item 13.

DEPARTMENT OF FINANCE & BUSINESS
OPERATIONS

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
319-273-8600

FAX 319-268-5126 MEMORANDUM

Financial Services Division

TO:  Mayor Green and City Council Members
FROM:  Paul Kockler, Accountant
DATE: August 12, 2020

SUBJECT: Delta Dental Benefits Certificates

Attached is the Benefits Certificate from Delta Dental effective 7/1/20 in compliance with
current requirements for your approval. The Benefits Certificate summarizes the City’s
dental benefit plan that is currently in place. City staff recommends your approval.

If you have questions regarding the above or attached, please contact Paul at 268-5101.

Attachment

Cc: Jennifer Rodenbeck, Director of Finance & Business Operations
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Item 13.

O DELTA DENTAL

BENEFITS CERTIFICATE
DELTA DENTAL OF IOWA

DELTA DENTAL PPO PLUS PREMIER™

CITY OF CEDAR FALLS

Effective Date: 07/01/2020
Electronic Date: 06/25/2020
Form Number: PPOCERT-0120
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Item 13.

QYNTERPRETING THIS
BENEFITS CERTIFICATE

It is important that you understand all parts of this Benefits Certificate (Certifi-
cate) to get the most out of your coverage. To help make the information easier to
understand, we use the words you and your to refer to you and your other eligible
Covered Persons who qualify for coverage under this Certificate. We, us, and our
refer to Delta Dental of lowa.

We will interpret the provisions of this Certificate and determine the answer to all
questions that arise under it. We have the administrative discretion to determine
whether you meet our written eligibility requirements, or to interpret any other term
in this Certificate. If any benefit in this Certificate is subject to a determination of
dental necessity and dental appropriateness, we will make that factual determination.
Our interpretations and determinations are final and conclusive.

In this Certificate we sometimes refer to certain laws and regulations. Laws and
regulations can and do change from time to time. If you have a question as to how
laws and regulations may apply to your coverage please contact your employer
Or group Sponsor.

To administer your benefits properly, there are certain rules you must follow. Dif-
ferent rules appear in different sections of your Certificate. We urge you to become
familiar with the entire Certificate.
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%UMMARY OF BENEFITS
AND PAYMENT

Item 13.

The information on this page summarizes your benefits and payment obligations.
For a detailed description of specific benefits and benefit limitations, see the Im-
portant Information and Benefits sections of this Certificate.

PPO PREMIER / NON-PAR
Deductible* $25/$75 $50/$150
Annual Maximum $1,000 $1,000
Orthodontic Lifetime Maximum $1,000 $1,000

Benefit Categories

MEMBER COINSURANCE

Check-Ups and Teeth Cleaning

(Diagnostic and Preventive Services)

1. Dental Cleaning

2. Oral Evaluation

3. Fluoride Applications
4. X-rays

5. Sealant Applications
6. Space Maintainers

7. Maintenance Therapy

00% 00%

Cavity Repair and Tooth Extraction
(Routine and Restorative Services)

1. Emergency Treatment

2. General Anesthesia/Sedation

3. Restoration of Decayed or
Fractured Teeth

4. Limited Occlusal Adjustment

5. Routine Oral Surgery

10% 20%

* Deductible for Benefit Categories: Check-Ups and Teeth Cleaning and
Straighter Teeth will be waived for all providers.
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PPO PREMIER / N

Item 13.

Benefit Categories

COINSURANCE

Root Canals
(Endodontic Services)

1. Apicoectomy

2. Direct Pulp Cap

3. Pulpotomy

4. Retrograde Fillings
5. Root Canal Therapy

50% 50%

Gum and Bone Diseases
(Periodontal Services)
1. Conservative Procedures

2. Complex Procedures
3. Athletic Mouth Guards

50% 50%

High Cost Restorations
(Cast Restorations)

1. Cast Restorations
Crowns

b. Inlays

c. Onlays

d. Posts and Cores

b

50% 50%

Dentures and Bridges
(Prosthetics)

1. Bridges

2. Dentures

3. Repairs and Adjustments
4. Dental Implants

50% 50%

Straighter Teeth *
(Orthodontics)

50% 50%

* Deductible for Benefit Categories: Check-Ups and Teeth Cleaning and
Straighter Teeth will be waived for all providers.
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Item 13.

@MPORTANT INFORMATIOR

Your Delta Dental PPO Plus Premier™ coverage is administered by Delta Dental
of lowa. By encouraging preventive care, this dental program is designed to help
contain dental costs. The key component of the Delta Dental PPO Program is our
panel of Delta Dental PPO Dentists, hereafter referred to as “PPO Panel Dentists”.
You may seek care from almost any dentist you wish. However, there are usually
advantages when you receive services from PPO Panel Dentists or Participating
Delta Dental Dentists. “ Participating Delta Dental Dentists,” in this Certificate,
are dentists who participate with Delta Dental of lowa or their local Delta Dental
Member Company’s Premier Program, but do not participate as a PPO Panel Dentist.

Your payment responsibilities are also outlined in this section of your Certificate.
How much you pay for Covered Services depends on the benefit category of the
service you receive and the dentist you receive services from. It is most often to
your financial advantage to receive services from a PPO Panel Dentist or a Partic-
ipating Delta Dental Dentist.

WHAT YOU SHOULD KNOW ABOUT PPO PANEL DENTISTS

We have contracting relationships with PPO Panel Dentists throughout the state.

Our contracts with PPO Panel Dentists include an applicable fee schedule or the

Maximum Plan Allowance. See Understanding Payment Vocabulary later in

this section. This applicable fee schedule or Maximum Plan Allowance usually

results in savings to you. When you receive services from PPO Panel Dentists who
participate with Delta Dental of lowa or any other Delta Dental Member Company,
all of the following statements are true:

m  PPO Panel Dentists agree to accept their local Delta Dental Member Company’s
PPO Schedule, which may result in savings for Covered Services.

®  Your deductible or coinsurance responsibility may be /ess for Covered Services
you receive from a PPO Panel Dentist than it would be from a Participating
Delta Dental Dentist or a nonparticipating dentist.

m  PPO Panel Dentists agree to file claims for you.

B We settle claims directly with PPO Panel Dentists. You are responsible for
any deductible and coinsurance amounts you may owe. See Understanding
Amounts You Pay to Share Costs later in this section.

m  PPO Panel Dentists agree to handle the notification program for you. See The
Notification Program section.
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PPO Panel Dentists agree that he or she will only be paid the lesser| ltem 13.

or her billed charge, or (ii) the applicable fee schedule or Delta Dental’s Max-
imum Plan Allowance for Covered Services. Important: This does not apply
in the situation where a service otherwise qualifying as a Covered Service is
provided and Delta Dental does not reimburse any part of such service. In such
situation, the PPO Panel Dentist is not limited in the amount of the payment
he or she may collect from you. See Understanding Payment Vocabulary
later in this section.

WHAT YOU SHOULD KNOW ABOUT PARTICIPATING DELTA DENTAL
DENTISTS

We have contracting relationships with Participating Delta Dental Dentists through-
out the state. Our contracts with Participating Delta Dental Dentists include payment

arrangements based on Delta Dental’s applicable fee schedule or the Maximum

Plan Allowance. See Understanding Payment Vocabulary later in this section.
The applicable fee schedule or Maximum Plan Allowance usually results in savings
to you. When you receive services from Participating Delta Dental Dentists who

participate with Delta Dental of lowa or a Delta Dental Member Company, all of

the following statements are true:

Participating Delta Dental Dentists agree to accept their local Delta Dental
Member Company’s payment arrangement, which may result in savings for
Covered Services.

Your deductible or coinsurance responsibility may be more for Covered Ser-
vices you receive from a Participating Delta Dental Dentist who is not a PPO
Panel Dentist.

Participating Delta Dental Dentists agree to file claims for you.

We settle claims directly with Participating Delta Dental Dentists. You are
responsible for any deductible and coinsurance amounts you may owe. See
Understanding Amounts You Pay To Share Costs later in this section.
Participating Delta Dental Dentists agree to handle the notification program
for you. See The Notification Program section.

Participating Delta Dental Dentists agree that he or she will only be paid
the lesser of (i) his or her billed charge, or (ii) the applicable fee schedule or
Delta Dental’s Maximum Plan Allowance for Covered Services. Important:
This does not apply in the situation where a service otherwise qualifying as a
Covered Service is provided and Delta Dental does not reimburse any part of
such service. In such situation, the Delta Dental Dentist is not limited in the
amount of the payment he or she may collect from you. See Understanding
Payment Vocabulary later in this section.
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WHAT YOU SHOULD KNOW ABOUT DENTISTS WHO Item 13.

DO NOT PARTICIPATE WITH DELTA DENTAL

When you receive services from nonparticipating (non-par) dentists, you will not

receive any of the advantages that our contracts with PPO Panel Dentists or Par-

ticipating Delta Dental Dentists offer. As a result, when you receive services from

nonparticipating dentists, all of the following statements are true:

We do not have contracting relationships with nonparticipating dentists and
they do not agree to accept their local Delta Dental Member Company’s PPO
payment arrangement or any other payment arrangement. This means you
are responsible for any difference between your nonparticipating dentist’s
Billed Charge and the Delta Dental nonparticipating dentist fee schedule. See
Understanding Payment Vocabulary later in this section.
Nonparticipating dentists are not responsible for filing your claims.

We settle claims with you, not nonparticipating dentists. However, for lowa
nonparticipating dentists, the payment will be mailed to you but the check may
be payable to the nonparticipating dentist. You are responsible for paying your
dentist in full, including any Deductible, Member Coinsurance and non-ap-
proved charges you may owe. See Understanding Payment Vocabulary
later in this section.

Nonparticipating dentists do not agree to handle the notification program for
you. See The Notification Program section.

Nonparticipating dentists may charge for “infection control,” which includes
the costs for services and supplies associated with sterilization procedures. You
are responsible for any extra charges billed by a nonparticipating dentist for
“infection control.” (All dentists are legally required to follow certain guide-
lines to protect their patients and staff from exposure to infection. However,
PPO Panel Dentists and Participating Delta Dental Dentists incorporate these
costs into their normal fees and do not charge an additional fee for “infection
control.”)

Nonparticipating dentists do not agree that he or she will only be paid the lesser
of (i) his or her billed charge, or (ii) the applicable fee schedule or Delta Den-
tal’s PPO Schedule for Covered Services, as do PPO Panel Dentists in certain
situations. See Understanding Payment Vocabulary later in this section.

QUESTIONS WE ASK WHEN YOU RECEIVE DENTAL CARE

Even though a procedure may appear in a given section such as Benefits, you

should note that before you are eligible to receive benefits, we first answer all of

the following questions:
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Is the Procedure Dentally Necessary? ltem 13.
All of the following must be true for a procedure to be considered dentally necessary:

The diagnosis is proper; and

The treatment is necessary to preserve or restore the basic form and function
of the tooth or teeth and the health of the gums, bone, and other tissues sup-
porting the teeth.

Is the Procedure Dentally Appropriate?
All of the following must be true for a procedure to be considered dentally ap-
propriate:

The treatment is the most appropriate procedure for your individual circum-
stances; and

The treatment is consistent with and meets professionally recognized standards
of dental care and complies with criteria adopted by us; and

The treatment is not more costly than alternative procedures that would be
equally effective for the treatment or maintenance of your teeth and their
supporting structures. If you receive services which are more costly than
those equally effective for the treatment or maintenance of your teeth
and supporting structures, you are responsible for paying the difference.

Is the Procedure Subject to Contract Limitations?
Contract limitations refer to amounts that are your responsibility based on your

contractual obligations with us. Examples of contract limitations include all of

the following:

Amounts for procedures that are not dentally necessary or dentally appropriate.
Amounts for procedures that are not covered by this Certificate. See Services
Not Covered.

Amounts for procedures that have limitations associated with them. For ex-
ample, teeth cleaning is covered twice per benefit period. More frequent teeth
cleaning is not a benefit even if your dentist verifies that it is dentally necessary
and dentally appropriate. See Benefits for a description of covered procedures
and limitations associated with certain procedures.

Amounts for procedures that have reached contract maximums. See the
Summary of Benefits and Payment chart at the beginning of this Certificate.
Any difference between the dentist’s billed charge and the applicable fee
schedule or the Maximum Plan Allowance. Please note: This only applies if
you receive services from a nonparticipating dentist or for procedures that are
not Covered Services or services from a PPO Panel Dentist or a Participating
Delta Dental Dentist that are not reimbursed by Delta Dental to some extent.
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m  Deductible(s) and Member Coinsurance. ltem 13.

OUR PAYMENT POLICY

Our policy is to send our payment for treatment after it is completed—not before.
For example, we will send our payment for:

m A crown when it is seated.

m A fixed or removable prosthesis when it is inserted.

m  Aroot canal when it is filled.

UNDERSTANDING PAYMENT VOCABULARY

Anniversary Date

The Anniversary Date is the renewal date of the contract between your employer
or group sponsor and Delta Dental of Iowa.

Benefit Period

A benefit period is the same as a calendar year. It begins on the day your coverage
goes into effect and starts over each January 1. This is true for as long as you have
coverage. The benefit period is important for calculating your deductible and benefit
period maximum, if applicable.

Billed Charge

The billed charge is the amount a dentist bills for a specific dental procedure.

Contract Period Effective Date
Contract Period Effective Date is the first day the dental contract was in effect
between your employer or group sponsor and Delta Dental of Iowa.

Covered Charge
The covered charge is the amount a dentist bills for a dental procedure that is a
covered benefit under your Certificate.

Covered Services

Covered Services means dental services allowed as a result of being insured by, or
included under a dental plan administered by, Delta Dental (or by a Delta Dental
Member Company).

Delta Dental Member Company
Delta Dental Member Company means a company that is an active member or
affiliate member of Delta Dental Plans Association, as defined in the Delta Dental

Plans Associations Bylaws.
62

11




Eligible Covered Person(s) ltem 13.

Covered Person means any individual eligible for dental benefits under a dental
program that is insured or administered by Delta Dental (or by a Delta Dental
Member Company). An Eligible Covered Person is an employee or retiree who
has met the employer’s eligibility requirements and the employee’s eligible Spouse
and eligible Child(ren).

Maximum Plan Allowance

Maximum Plan Allowance is the amount which Delta Dental establishes as its
maximum allowable fee for certain Covered Services provided by dentists who
participate in the Delta Dental Premier Program. For services billed by dentists
outside of Towa, the Maximum Plan Allowance is based on information from that
state’s Delta Dental Member Company.

The Maximum Plan Allowance is established by Delta Dental for dental services
contained in the “Current Dental Terminology” published by the American Dental
Association from time to time. It is developed from various sources that may in-
clude, but are not limited to, contracts with dentists, the simplicity or complexity
of the procedure, the Billed Charge for the same procedure by dentists in the same
geographic area and with similar training and skills, and a leading economic indi-
cator, such as the Consumer Price Index.

PPO Schedule

The PPO Schedule is a reduced fee schedule for certain Covered Services. Some
Participating Delta Dental Dentists, who are other than general practice dentists,
will be considered PPO Panel Dentists except that their payment will be based on
the lesser of their billed charge or the Maximum Plan Allowance rather than on
the PPO Schedule. The Participating Delta Dental Dentists who have agreed to be
PPO Panel Dentists will be listed in the Delta Dental of lowa PPO Panel Dentist
Directory.

UNDERSTANDING AMOUNTS YOU PAY TO SHARE COSTS

Deductible

Deductible is the fixed dollar amount you pay for Covered Services for each Cov-
ered Person in a benefit period before benefits are available under this Delta Dental
Certificate. This amount is shown on the Summary of Benefits and Payment
chart at the beginning of this Certificate, if applicable. Please Note: The family
deductible is reached from deductible amounts paid on behalf of any combination
of Covered Persons.
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Member Coinsurance Item 13.

Member Coinsurance is the amount, calculated using a fixed percentage, you pay
each time you receive certain Covered Services. These amounts are shown on the
Summary of Benefits and Payment chart at the beginning of this Certificate.

Member Coinsurance payments begin once you meet any applicable deductible
amounts. Coinsurance is calculated off the applicable fee schedule or the Maximum
Plan Allowance, as the case may be. In general, the percentage of coinsurance you
pay depends on the benefit category of the service you receive and participation
status of your dentist.

Benefit Period Maximum or Annual Maximum

The Benefit Period Maximum or Annual Maximum is the maximum benefit each
Covered Person is eligible to receive for certain Covered Services in a Benefit
Period. The Benefit Period Maximum is reached from claims settled under this
Certificate in a benefit period. This amount is shown on the Summary of Benefits
and Payment chart at the beginning of this Certificate. Please Note: The Benefit
Period Maximum is a combined maximum for PPO, Premier, and Non-Participat-
ing Providers.

Services received from Benefit Category: Straighter Teeth are excluded from
your Benefit Period Maximum or Annual Maximum.

Lifetime Maximum

Ina Covered Person’s lifetime, total benefits are limited by dollar amount for Benefit
Category: Straighter Teeth - Corrective Orthodontics. This amount is shown on
the Summary of Benefits and Payment chart at the beginning of this Certificate.

Other Payment Responsibilities

In addition to the above, you will be responsible for any charge made by a dentist,
even ifitis a PPO Panel Dentist or a Participating Delta Dental Dentist, where Delta
Dental has not reimbursed to some extent any of the charge because the service is
not covered, you have not met any applicable waiting periods or deductibles and/
or have exceeded any applicable benefit maximum or frequency limitation.

HELPING WHEN YOU HAVE QUESTIONS

If you have any questions after reading this Certificate, please call us. For your
convenience, we have listed our toll-free number on the back cover of this Certificate
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Item 13.

COSENEFITS

CHECK-UPS AND TEETH CLEANING
DIAGNOSTIC AND PREVENTIVE SERVICES

Dental Cleaning (Prophylaxis)
Removing plaque, tartar (calculus), and stain from teeth.
Limitation: Routine dental cleaning is a benefit only twice per benefit period.

Oral Evaluations

Oral evaluations include all types of dental examinations including preventive
examinations, comprehensive examinations, consultations, and problem focused
evaluations.

Limitation: These evaluations/examinations are a benefit twice per benefit period.

Topical Fluoride Applications

Professionally administered procedure in which the dental surfaces are coated with
a fluoride solution or gel to discourage decay.

Limitation: Topical fluoride is a benefit for eligible children under age 19 only once
every 12 consecutive months.

X-Rays:

Bitewing X-Rays

Bitewing is an x-ray that shows the crowns of the upper and lower teeth simulta-
neously and that is held in place by a tab between the teeth.

Limitation: Bitewing x-rays are a benefit only once every 12 consecutive months.

Full-Mouth X-Rays

Full-mouth x-rays include a combination of individual x-rays such as periapical,
bitewing or occlusal taken by a dentist on the same service date.

A panoramic x-ray is a benefit if full-mouth x-rays have not been performed within
5 consecutive years of the panoramic x-ray.

Limitation: Full-mouth or panoramic x-rays are a benefit only once every 5 con-
secutive years.
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Occlusal X-Rays ltem 13.

Occlusal x-rays capture all the upper and lower teeth in one image while the film
rests on the biting surface of the teeth.
Limitation.: These x-rays are a benefit only once every 12 consecutive months.

Periapical X-Rays
A-radiographic image of a tooth, or limited number of teeth, that includes the crown
and root portions.

Sealant/Preventive Resin Applications

Filling decay-prone areas of the chewing surface of molars.

Limitation. Sealant/Preventive Resin applications are a benefit once per permanent
first and second molars for eligible children under age 15.

Sealants and Preventive Resins for primary teeth, wisdom teeth, or teeth that have
already been treated with a restoration are not a benefit.

Space Maintainers for Missing Back Teeth
Space maintainers are passive appliances designed to prevent tooth movement.
Limitation: Space maintainers are a benefit only for eligible children under age 15.

Periodontal Maintenance Therapy

Includes various maintenance services such as pocket depth measurements, dental
cleaning (oral prophylaxis), removal of stain, and root planing and scaling.
Limitation: This procedure may follow conservative or complex periodontal
therapy. When this procedure immediately follows complex or conservative peri-
odontal therapy, benefits are available up to four times in the first benefit period and
twice per benefit period thereafter. This procedure replaces the dental cleaning
benefit (prophylaxis) described under Check-Ups and Teeth Cleaning earlier
in this section.

CAVITY REPAIR AND TOOTH EXTRACTIONS
ROUTINE AND RESTORATIVE SERVICES

Emergency Treatment (Palliative Treatment)
Treatment to relieve pain or infection of dental origin.
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General Anesthesia/Sedation Item 13.

Limitation: General anesthesia and intravenous sedation are benefits only when
provided in conjunction with covered oral surgery and when billed by the oper-
ating dentist.

Restoration of Decayed or Fractured Teeth

Pre-formed or stainless steel restorations and restorations such as silver (amalgam)
fillings, and tooth-colored (composite) fillings.

Limitation: If you choose a tooth-colored filling to restore back (posterior) teeth,
benefits are limited to the amount paid for a silver filling. You are responsible
for paying the difference.

Limitation.: Restorations are a benefit once every 24 months per tooth.

Limited Occlusal Adjustment

Reshaping the biting surfaces of one or more teeth.

Limitation.: Limited Occlusal Adjustment is a benefit only twice every 12 consec-
utive months.

Routine Oral Surgery

Including removal of teeth, and other surgical services to the teeth or immediate
surrounding hard and soft tissues that are being performed due to disease, pathology,
or dysfunction of dental origin.

Alveoloplasty
Surgical procedure for recontouring supporting bone, sometimes in preparation
for a prosthesis.

ROOT CANALS
ENDODONTIC SERVICES

Apicoectomy/Periradicular Surgery
Surgery to repair a damaged root as part of root canal therapy or to correct a pre-
vious root canal.

Direct Pulp Cap
Covering exposed pulp with a dressing or cement to protect it and promote healing
and repair.
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Pulpotomy Item 13.

Removing the coronal portion of the pulp as part of root canal therapy. When
performed on a baby (primary) tooth, pulpotomy is the only procedure required
for root canal therapy.

Retrograde Fillings
Sealing the root canal by preparing and filling it from the root end of the tooth.

Root Canal Therapy
Treating an infected or injured pulp to retain tooth function. This procedure gen-
erally involves removal of the pulp and replacement with an inert filling material.

GUM AND BONE DISEASES
PERIODONTAL SERVICES

Please note: Certain Procedures in this category should receive our review before
they are performed. See The Notification Program section.

Full Mouth Debridement
Limitation: Full mouth debridement is a benefit once in a lifetime after 36 months
have elapsed since last dental cleaning (prophylaxis).

Conservative Periodontal Procedures (Root Planing and Scaling)

Removing contaminants such as bacterial plaque and tartar (calculus) from a tooth
root to prevent or treat disease of the gum tissues and bone which support it.
Limitation: Conservative periodontal procedures are a benefit only once every 24
consecutive months for each quadrant of the mouth.

Complex Periodontal Procedures

Various surgical interventions designed to repair and regenerate gum and bone
tissues that support the teeth.

Limitation: Complex periodontal procedures are a benefit only once every 36
consecutive months for each tooth or quadrant of the mouth for natural teeth only.

Note: A quadrant is one of the four equal sections of the mouth into which the jaws
can be divided and represents four or more contiguous teeth or bounded teeth spaces.
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Athletic Mouth Guard Item 13.

An athletic mouth guard is an intraoral device worn during participation in contact
sports to reduce the potential for injury to the teeth and associated tissue.
Limitation: An athletic mouth guard is a benefit for all eligible Covered Persons
under age 19 once every 24 consecutive months.

HIGH COST RESTORATIONS

CAST RESTORATIONS

Please note: Certain Procedures in this category should receive our review before
they are performed. See The Notification Program section.

Procedures in this category are a benefit once every 5 consecutive years beginning
from the date the cast restoration is cemented in place.

Cast Restorations for Complicated Tooth Decay or Fracture
Restoring a tooth with a cast filling (including local anesthesia) when the tooth
cannot be restored with a silver (amalgam) or tooth-colored (composite) filling.

Crowns

Restoring form and function by covering and replacing the visible part of the tooth
with a precious metal, porcelain-fused-to-metal, or porcelain crown. Crowns placed
for the primary purpose of periodontal splinting, cosmetics, altering vertical dimen-
sion, restoring your bite (occlusion), or restoring a tooth due to attrition, abrasion,
erosion, and abfraction are not a benefit. Limitation: Crowns are a benefit only if
the tooth cannot be restored with a routine filling.

Inlays

Restoring a tooth with a cast metallic or porcelain filling.

Limitation: Inlay benefits are limited to the amount paid for a silver (amalgam)
filling. See Restoration of Decayed or Fractured Teeth, described under Cavity
Repair and Tooth Extractions earlier in this section.

Onlays
Replacing one or more missing or damaged biting cusps of a tooth with a cast
restoration.

Posts and Cores
Preparing a tooth for a cast restoration after a root canal when there is insufficient
strength and retention.
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Recementation of Cast Restorations ltem 13.

Recementation of an inlay, onlay, or crown that has become loose.
Limitation: Benefits are limited to once every 12 consecutive months after 6 months
have elapsed since initial placement.

DENTURES AND BRIDGES
PROSTHETICS

Please note: Certain Procedures in this category should receive our review before
they are performed. See The Notification Program section.

Please note: Dentures, bridges, and dental implants (prosthetics) are a benefit once
every 5 consecutive years.

Bridges
Replacing missing permanent teeth with a dental prosthesis that is cemented in
place and can only be removed by a dentist. Also covered are bridge repairs.

Dentures (Complete and Partial)
Replacing missing permanent teeth with a dental prosthesis that is removable.
Denture repair and relining are also covered.

Dental Implants
Dental implants which are surgically placed in the jaw bone, including attachment
of devices to a surgically placed implant in the jaw.

Denture Adjustments
Limitation: Denture Adjustments will be limited to two per denture per benefit
period after 6 months have elapsed since initial placement.

Tissue Conditioning
Limitation: Tissue conditioning will be limited to two per denture every 36 con-
secutive months.
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STRAIGHTER TEETH Item 13.

CORRECTIVE ORTHODONTICS

Corrective Orthodontics services are orthodontic procedures, or directly associated
procedures, that move teeth to correct an abnormal dental relationship between
and among teeth.

Benefits received for Corrective Orthodontics apply to the Lifetime Maximum.

Limitation: Corrective Orthodontic services for proper alignment of teeth are a
benefit only for eligible children who are under age 19.

When an orthodontic treatment plan is established, Delta Dental of Iowa will
calculate an initial payment at the time the banding takes place. The balance of
the allowed fee will then be divided into payments over the course of treatment,
providing coverage still exists.

If orthodontic treatment is stopped for any reason before it is completed, Delta
Dental of lowa will pay only for Covered Services and supplies actually received.

No benefits are available for charges made after treatment stops or after the ter-
mination of coverage.

Delta Dental of lowa payment for treatment in progress extends only to the months
of treatment received while covered under the plan. Delta Dental of Iowa will
determine the months eligible for coverage.

Diagnostic Cast

Diagnostic cast is a replica of the teeth and tissues made from an impression; also
called a study model.

Limitation: Diagnostic cast is a benefit only in conjunction with orthodontic
treatment.

71

20




Item 13.

ODERVICES NOT COVERE

This Delta Dental Certificate does not provide benefits for dental treatment listed
in this section. Please note: Even if the treatment is not specifically listed as an
exclusion, it may not be covered under this Certificate. Call us if you are unsure
if a certain service is covered. For your convenience, we have listed our toll-free
number on the back cover of this Certificate.

CERTIFICATE EXCLUSIONS

Anesthesia or Analgesia

You are not covered for local anesthesia or nitrous oxide (relative analgesia) when
billed separately from the related procedure.

Broken Appointments
You are not covered for any fees charged by your dental office because of broken
appointments.

Certificate Termination
Whether or not we have approved a treatment plan, you are not covered for treatment
received after the coverage termination date of this Certificate.

Complete Occlusal Adjustment
You are not covered for services or supplies used for revision or alteration of the
functional relationships between upper and lower teeth.

Complications of a Non-Covered Procedure
You are not covered for complications of a non-covered procedure.

Congenital Deformities
You are not covered for services or supplies to correct congenital deformities, such
as a cleft palate.

Controlled Release Device
You are not covered for services or supplies used for the controlled release of
therapeutic agents into diseased crevices around your teeth.
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Cosmetic in Nature Item 13.

You are not covered for services or supplies which have the primary purpose of
improving the appearance of your teeth, rather than restoring or improving dental
form or function.

Desensitizing Medicament or Resin
You are not covered for the application of desensitizing medicament or resin for
cervical and/or root surface sensitivity either on a per tooth or per visit basis.

Drugs
You are not covered for prescription, non-prescription drugs, medicines or thera-
peutic drug injections.

Effective Date
You are not covered for services or supplies received before the effective date of
coverage under this Certificate.

Experimental or Investigative

You are not covered for services or supplies that are considered experimental, inves-
tigative or have a poor prognosis. Peer reviewed outcomes data from clinical trials,
Food and Drug Administration regulatory status, and established governmental and
professional guidelines will be used in this determination.

Extraoral X-Rays
You are not covered for extraoral x-rays.

Government Programs
You are not covered for services or supplies when you are entitled to claim benefits
from governmental programs (except Medicaid).

Guided Tissue Regeneration
You are not covered for services or supplies to encourage regeneration of lost
periodontal structures.

Incomplete Services
You are not covered for dental services that have not been completed.

Indirect Pulp Caps
You are not covered for indirect pulp caps.
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Infection Control Item 13.

You are not covered for separate charges for “infection control,” which includes
the costs for services and supplies associated with sterilization procedures. Delta
Dental Dentists incorporate these costs into their normal fees and will not charge
an additional fee for “infection control.”

Lost or Stolen Appliances
You are not covered for services or supplies required to replace lost or stolen dental
appliances.

Medical Services or Supplies

You are not covered for services or supplies which are medical in nature, including
dental services performed in a hospital, treatment of fractures and dislocations,
treatment of cysts and malignancies, and accidental injuries.

Military Service
You are not covered for services or supplies which are required to treat an illness
or injury received while you are on active status in the military services.

Payment Responsibility

You are not covered for services or supplies when someone else has the legal
obligation to pay for your care, and when, in the absence of this Certificate, you
would not be charged.

Periodontal Appliances
You are not covered for services or supplies for periodontal appliances (bite guards)
to reduce bite (occlusal) trauma due to tooth grinding or jaw clenching.

Periodontal Splinting
You are not covered for services or supplies used for the primary purpose of re-
ducing tooth mobility, including crown-type restorations.

Plaque Control Programs, Oral Hygiene Instructions, and Dietary Instructions
You are not covered for services or supplies used for plaque control, oral hygiene,
and/or dietary instructions.

Provisional Crowns, Bridges or Dentures
You are not covered for services or supplies for provisional crowns, bridges or
dentures.
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Repair, Replacement or Duplication of Orthodontic Appliances ltem 13.

You are not covered for services or supplies required to repair, replace or duplicate
any orthodontic appliance.

Services Not Reimbursed to Some Extent by Delta Dental

You are not covered for any service that otherwise would qualify as Covered Service
but which Delta Dental does not reimburse to some extent. This may include ser-
vices not reimbursed because of applicable deductibles, copayments, coinsurance,
benefit maximums, waiting periods, and frequency limitations.

Services Provided in Other Than Office Setting
You are not covered for services provided in other than a dental office setting.

Specialized Services

You are not covered for specialized, personalized, elective materials and techniques
or technology which are not reasonably necessary for the diagnosis or treatment
of dental disease or dysfunction. Specialized services represent enhancements to
other services and are considered optional.

Straighter Teeth - Corrective Orthodontics
An Eligible Covered Person, who is age 19 or older is not covered for Corrective
Orthodontics.

Temporary or Interim Procedures
You are not covered for temporary or interim procedures.

Temporomandibular Joint Dysfunction (TMD)

You are not covered for expenses incurred for diagnostic x-rays, appliances, res-
torations or surgery in connection with Temporomandibular Joint Dysfunction
(TMD) or myofunctional therapy.

Treatment By Other Than A Licensed Dentist

You are not covered for services or treatment performed by anyone other than a
licensed dentist or his or her employees. Covered Services provided in states where
other types of dental providers can practice independently are allowed.
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Treatment in Progress Item 13.

You may not be covered for services or supplies related to treatment which began
prior to the effective date of this policy.

Unerupted Teeth

You are not covered for the prophylactic removal of unerupted teeth (asymptomatic
and nonpathological). This means we will not pay for the removal of any tooth that
is not visible and not causing harm.

Workers’ Compensation

You are not covered for services or supplies that are or could have been compensated
under Workers’ Compensation laws, including services or supplies applied toward sat-
isfaction of any deductible under your employer’s Workers’ Compensation coverage.
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Item 13.

‘CHE NOTIFICATION
PROGRAM

This section explains the notification program you or your dentist should follow
before you receive certain benefits available under this Certificate. This program
is the checks and balances of your dental coverage. It helps:

m Determine that services are dentally necessary and dentally appropriate;

m  Confirm the benefits of your Certificate.

THE APPROVAL

The purpose of the notification program is to help control the cost of your bene-
fits — not to keep you from receiving dentally necessary and dentally appropriate
treatment. Our review is based on the treatment plan submitted by your dentist.

You should notify us before you receive the following benefits:

m  Complex Periodontal Surgery

m  High Cost Restorations including Crowns, Onlays, and Bridge
m  Dental Implants

You should also notify us before you receive treatment from any benefit cat-
egory that will exceed $300.

Our review is based on the treatment plan submitted by your dentist.

THE TREATMENT PLAN

A treatment plan describes the treatment your dentist has recommended for you
and helps us determine if the procedure is a benefit of your Certificate as well as
dentally necessary and dentally appropriate.

When to Submit a Treatment Plan
You will need to file a treatment plan only if your dentist is nonparticipating —PPO
Panel Dentists and Participating Delta Dental Dentists agree to file for you.

A complete treatment plan includes the plan of treatment and x-rays. Please send
the x-rays within 15 working days of receipt of the proposed treatment plan.
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Where to Send a Treatment Plan Item 13.

Submit the proposed treatment plan, along with x-rays and supporting information
to:

Delta Dental of lowa

P.O. Box 9000

Johnston, IA 50131-9000

THE TREATMENT PLAN REVIEW

Once we receive the treatment plan and proper documentation, we will let you and
your dentist know if the treatment plan is approved within 15 working days. We
will take one of the following three actions when we receive your treatment plan:
B Accept it as submitted.
®m  Recommend an alternative benefit. If we ask you to receive an independent
diagnosis from a dentist of our choice, we will pay for the exam.

m  Deny the treatment plan because:

— the procedure is not a benefit of your Certificate;

— you did not receive an independent exam after we asked you to; or

— the procedure is not dentally necessary and dentally appropriate.

Reconsideration Request of Treatment Plan

If we deny a treatment plan, you can resubmit it with additional documentation
and ask us, in writing, to reconsider. If necessary, we will ask you to receive an
independent diagnosis from an independent dentist of our choice—we will pay
for the exam.

Please note: Although we may approve a treatment plan, we are not liable for the
actual treatment you receive from your dentist.
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Item 13.

CILING CLAIMS

Once you receive dental services, we need to receive a claim to determine the
amount of your benefits. The claim lets us know the services you received, when
you received them, and from which dentist. You will need to file a claim only when
you use a nonparticipating dentist who does not agree to file a claim for you—PPO
Panel Dentists and Participating Delta Dental Dentists file for you.

WHEN TO FILE YOUR CLAIM

After you receive services, you should file a claim only if your dentist has not filed
one for you. Delta Dental may deny payment of a claim submitted more than 365
days after the date services were rendered.

You should file a claim only after the procedure is completely finished. Do not file
for payment before a procedure is completed.

If you need a claim form or have any questions after reading this section, please
call us or visit our website www.deltadentalia.com. For your convenience, we have
listed our toll-free number on the back cover of this Certificate. If you must file
your own claim, send it to the following address:

Delta Dental of lowa
P.O. Box 9000
Johnston, IA 50131-9000

FILING WHEN YOU HAVE OTHER COVERAGE

COORDINATION OF BENEFITS

You may have other insurance or coverage that provides the same or similar bene-
fit(s) as this Certificate. If so, we will work with your other insurance company or
carrier. The benefits payable under this Certificate when combined with the benefits
paid under your other coverage will not be more than 100 percent of either our
payment arrangement amount or the other carrier’s payment arrangement amount.
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What You Should Do Item 13.

When you receive services, you need to let us know that you have other coverage.

Other coverage includes: group insurance, other group benefit plans (such as HMOs,

PPOs, and self-insured programs); Medicare or other governmental benefits; and

the medical benefits coverage in your automobile insurance (whether issued on a

fault or no-fault basis). To help us coordinate your benefits, you should:

m  Inform your dentist by giving him or her information about your other coverage
at the time you receive services. Your dentist will pass the information on to
us when the claim is filed.

m Indicate that you have other coverage when you fill out a claim form by com-
pleting the appropriate boxes on the form. We will contact you if we need any
additional information.

You must cooperate with us and provide requested information about your other
coverage. If you do not give us necessary information, your claims will be denied.

What We Will Do

There are certain rules we follow to help us determine which Certificate pays

first when you have other insurance or coverage that provides the same or similar

benefits as this Certificate. Here are some of the rules:

m  The coverage without coordination of benefits pays first when both cover-
ages are through a group sponsor such as an employer, but one coverage has
coordination of benefits and one does not.

m  The dental benefits of your auto coverage will pay before this coverage if the
auto coverage does not have a coordination of benefits provision.

m  The coverage which you have as an employee or contract holder pays before
the coverage which you have as a spouse or child.

m  The coverage you have as the result of your active employment pays before
coverage you hold as a retiree or under which you are not actively employed.

m  The coverage with the earliest continuous effective date pays first when none
of the above rules apply.

If none of the guidelines just mentioned apply to your situation, we will use the
Coordination of Benefits (COB) guidelines adopted by the lowa Insurance Division
to determine our payment to you or to your PPO Panel Dentist or Participating
Delta Dental Dentist (as the case may be).
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What You Should Know About Children Item 13.

To coordinate benefits for a child the following rules apply. For a child who is:

m  Covered by both parents who are not separated or divorced or if they are,
neither parent has primary physical custody, the coverage of the parent whose
birthday occurs first in a calendar year pays first. If another carrier does not
use this rule, then the other plan will determine which coverage pays first.

m  Covered by separated or divorced parents and a court decree says which
parent has financial or dental insurance responsibility, that parent’s coverage
pays first.

m Covered by separated or divorced parents and a court decree does not
stipulate which parent has financial or dental insurance responsibility, then
the coverage of the parent with custody pays first. The payment order for this
child is as follows: custodial parent, spouse of custodial parent, other parent,
and spouse of other parent.

If none of these rules apply, the parent’s coverage with the earliest continuous
effective date pays first.

APPEALING A DENIED CLAIM OR ADVERSE BENEFIT DETERMINATION
YOUR INITIAL REQUEST FOR A REVIEW

If Delta Dental does not pay all or part of your claim and you think the service
should be covered, you or your representative can ask for a full and fair review of
that claim. To file for a review, submit a request within 180 days of receiving the
notice from Delta Dental, including the reason why you disagree with our claim
decision, documents, records and any other information related to the claim. In-
clude your name, patient’s name and your identification number on all documents.

DELTA DENTALS REPLY

Within 30 days of receiving your request, Delta Dental of lowa will send you our
written decision and indicate any action we have taken. However, when special
circumstances arise, Delta Dental of lowa may require 60 days. Delta Dental of
Iowa will notify you in the event we require additional days. After that time, we will
make the final decision on the claim based on the information we have in your file.
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REVIEWING RECORDS ltem 13.

Upon your request, Delta Dental of lowa will provide you free of charge, access to
and copies of all documents, records and other information relevant to your claim
for benefits. You can review records that deal with your request from § a.m. to 4:30
p.m., Central Standard Time, Monday through Friday, at Delta Dental of lowa’s
Johnston, lowa location. Since so many records are electronically filed, please call
Delta Dental of lowa in advance so we can have copies ready for you.

Send your request to:
Delta Dental of lowa
P.O. Box 9010
Johnston, Iowa 50131-9010
or call 1-800-544-0718
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Item 13.

Q?OOUR CERTIFICATE

Our responsibilities to you, as well as the conditions of your coverage with us,
are defined in the documents that make up your contract. Your contract includes
any application you submitted to us or to your employer or group sponsor, any
agreement or group policy we have with your employer or group sponsor, any
application completed by your employer or group sponsor, this Certificate, and
any riders or amendments. All of the statements made by your employer or group
sponsor or you in any of these materials will be treated by us as representations
to us, upon which we may rely. We will not use the statements to deny any claim
unless we’ve furnished you with a copy of the statement.

COVERAGE ELIGIBILITY

ELIGIBLE COVERED PERSONS

An eligible Covered Person is an employee or retiree who has met the employer’s
eligibility requirements and the employee’s eligible spouse or eligible child(ren).

Spouse means your husband or wife as the result of a marriage that is legally
recognized in lowa. An eligible child can be your natural child, a child placed
with you for adoption or a legally adopted child, a child for whom you have legal
guardianship, a stepchild, or a foster child. Children must meet at least one of the
following standard requirements to be an eligible child:

m  The child is under age 26.

m  Thechildis age 26 or older, not married, and a full-time student. For an eligible
child to be considered a full-time student they must be enrolled in an accredited
institution of higher learning, such as a college, university, nursing, or trade
school, and carry enough hours to be classified by the institution as full-time.
Full-time student status continues during regularly scheduled school vacation
periods, and during absence from class in which enrolled for up to four months
due to a physical or mental disability. The disability must be substantiated by
a written statement from a physician.

m  The child is a dependent of the child’s parent and is totally or permanently
disabled, either physically or mentally. If the dependent child is permanently
disabled, the disability must have existed before the child was age 19 or while
the child was a full-time student under 26 years of age, and the child must
have had continuous qualifying dental coverage without a break of 63 days or
more since the child turned age 19 or while the child was a full-time student
under age 26.
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A child who has been placed in your home for the purpose of adoption or| Item 13.

have adopted shall be eligible for coverage as of the date of placement for adoption
or as of the date of actual adoption, whichever occurs first.

Eligibility Enroliment Requirements

This benefit plan includes the following eligibility enrollment requirements:

B You must apply for coverage when initially eligible or due to a Qualifying
Event.

m Ifyoudonotapply for coverage when initially eligible you will not be eligible
to enroll in this Plan until your employer or group sponsor’s next Anniversary
Date; unless the election is due to a Qualifying Event.

m [fyou drop coverage due to a qualifying life event, you will not be eligible to
re-enroll in this Plan, until your employer or group sponsor’s next Anniversary
Date; unless the election is due to a Qualifying Event.

m  Retirees currently participating in the plan may elect to change their coverage
option during open enrollment. Retirees who have waived coverage since
becoming a retiree may not elect to participate in the plan.

QUALIFIED MEDICAL CHILD SUPPORT ORDER (QMCSO0)

If you have a child and your employer receives a Medical Child Support Order rec-
ognizing the child’s right to enroll in this benefit plan, your employer will promptly
notify both you and the child that the order has been received. Your employer also
will inform you and the child of the employer’s procedures for determining whether
the order is a Qualified Medical Child Support Order. You may obtain, without
charge, a copy of QMCSO procedures from your employer or group sponsor.

WHEN COVERAGE BEGINS

Your coverage under this Certificate begins on your effective date. If you have
just started a new job, check with your employer or group sponsor to find out your
effective date.

Please note: Before you receive benefits under this Certificate, you have agreed
in your application for coverage (or in documents kept by us or your employer or
group sponsor) to release any necessary information requested about you so we
can process claims for benefits. You must allow any healthcare provider or his or
her employee to give us information about a treatment or condition. If we do not
receive the information requested, or if you withhold information in your applica-
tion, your benefits may be denied.
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If you fraudulently use your identification card or misrepresent or conceal| !tem 13.

facts in your application, then we may terminate your benefits.

WHEN COVERAGE ENDS

Your eligibility for coverage will terminate at the end of the month for any of

these reasons:

m  Youbecome ineligible for coverage under this Certificate. See Eligible Covered
Persons earlier in this section.

B Youbecome unemployed. Termination of your Certificate for this reason applies
only if you receive your coverage through your employer.

®  Your employer or group sponsor decides to discontinue or replace this coverage.

m  We decide to terminate coverage of all similar Certificates by giving written
notice to your employer or group sponsor 90 days prior to termination.

Your coverage will end if any of the following occurs:

®  Youuse this Certificate fraudulently or you fraudulently misrepresent or conceal
material facts in your application. If this happens, we will recover any claim
payments we made, minus any premiums paid.

®  You or your employer or group sponsor fail to make payments to us when due.

Authority to Terminate, Amend, or Modify

Your employer or group sponsor has the authority to terminate, amend or modify
the coverage described in this Certificate at any time. Any amendment or modifi-
cation will be in writing and will be as binding as this Certificate. If your contract
is terminated, you may not receive benefits.

CONTINUED COVERAGE (COBRA)

There are some federal and state laws that may affect your coverage with us. These
laws apply to continuing your coverage when you are no longer eligible for group
coverage.

Coverage Continuation Under Federal Law — COBRA

The Consolidated Omnibus Budget Reconciliation Act (COBRA) applies to em-
ployers with 20 or more employees. COBRA entitles you, your eligible spouse
and your eligible children to a continuation of coverage under this Certificate if
coverage is lost due to any of the following qualifying events:

m  Death of the employee covered under this Certificate.

m  Termination of employment for reasons other than gross misconduct.

m A reduction in hours causing loss of coverage.
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Divorce or legal separation. Item 13.

The employee covered under this Certificate becomes entitled to Medicare.
Child/Children are no longer considered eligible by our eligibility rules.

The employer from whom the covered employee retired files bankruptcy under
federal law (in certain cases).

Please note: You, your cligible spouse or your eligible children are responsible
for notifying your employer or group sponsor of a dissolution of marriage, legal
separation or a child losing eligibility status.

If you wish to continue your coverage, you must complete an election form and
submit it to your employer within 60 days of the later of the date:

m you are no longer covered; or

m you are notified of the right to elect COBRA continuation coverage.

You will be responsible for paying any premiums to your employer for the contin-
uation of this Certificate. Depending on how you qualify, you may continue your
coverage for up to 18 or 36 months.

If during the period of COBRA coverage, a child is born to you or placed with
you for adoption, the child can be covered under COBRA coverage and can have
election rights of his or her own.

If you or any other eligible Covered Person(s) who have elected COBRA cover-
age is determined to be disabled under the Social Security Act during the first 60
days of continuation coverage, your COBRA coverage may continue for up to
29 months. The 29-month period will apply to you, your eligible spouse and/or
eligible child(ren) who elected COBRA coverage. You must provide notice of the
disability determination to your employer within 60 days after the determination.

If you lose your coverage, contact your employer or group sponsor. They should
help you with any necessary paperwork and let you know the cost of continuing
your coverage.

Length of Coverage under COBRA

Continuation coverage ends at the earliest of one of these events:

m  The last day of the 18-, 29-, or 36-month maximum coverage period, which-
ever is applicable.

86

35




The first day (including grace periods, if applicable) on which timely| tem 13.

is not made.
The date on which the employer ceases to maintain any group plan (including
successor plans).

The first day on which a beneficiary is actually covered by any other group
plan. However, if the new group plan contains an exclusion or limitation relat-
ing to any preexisting condition of the beneficiary, then coverage will end on
the earlier of the satisfaction of the waiting period for preexisting conditions
contained in the new group plan or upon the occurrence of any one of the other
events stated in this section.

The date the qualified beneficiary is entitled to Medicare benefits.

PREMIUMS

You or your employer or group sponsor must pay us in advance of the due date

assigned for your Certificate. For example, payment must be made prior to the
beginning of each calendar month, each quarter, or each year, depending on your
specific due date.

COVERAGE CHANGES
EVENTS CHANGING COVERAGE

Certain events may require you to change who is covered by this Certificate. These

events include:

Active Duty in the Military of an eligible child or spouse

Appointment as a Legal Guardian of a child

Birth or Adoption of a child

Care of a Foster Child (when placed in your home by an approved agency)
Completion of Full-time Schooling of an eligible child age 26 or older
Death

Divorce, Annulment, or Legal Separation

Eligible Child (who is not a full-time student or permanently disabled) reaches
age 26

Exhaustion of COBRA Coverage

Marriage

Spouse or Child Loses Eligibility for Qualifying Dental Coverage or em-
ployer or group sponsor ceases contribution to qualifying dental coverage. In
this case, your eligible spouse and any eligible children previously covered
under the prior qualifying dental coverage are eligible for coverage under this
Certificate.
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m  Spouse’s Medicaid, or Child’s Medicaid or Children’s Health Iy !tem 13.

Program (CHIP) or Healthy And Well Kids in Iowa (Hawki) coverage 1s
terminated as a result of losing eligibility or the Eligible Covered Person be-
comes eligible for a premium assistance subsidy under Medicaid or CHIP. This
special enrollment opportunity is provided by the Children’s Health Insurance
Program Reauthorization Act (CHIPRA). You must request this special enroll-
ment opportunity within 60 days of losing Medicaid, CHIP, or Hawki coverage
or within 60 days of when eligibility for the premium assistance is determined.

NOTIFICATION OF CHANGE

You must notify us within 31 days of the date of the event that changes the status
of your eligibility. Delta Dental of lowa must be notified within 60 days of the
date of the event that changes the status of your eligibility for births, adoptions,
or due to a change in eligibility status for Medicaid, CHIP, or Hawki. You can ask
your employer or group sponsor to help you make this request. If a change to your
eligibility is not made within 31 days of an event, the person(s) affected may lose
important coverage.

Retiree Enrollment & Effective Date: The retiree’s request for permission from
the City to participate in the plan must be filed with the City within thirty (30) days
prior to the date eligibility as an active employee terminates due to retirement, or
thirty (30) days after the date eligibility as an active employee terminates due to
retirement.

AUTHORIZED CERTIFICATE CHANGES

No agent, employee, or representative of ours is authorized to vary, add to, change,

modify, waive, or alter any of the provisions of this Certificate. This Certificate

cannot be changed except by:

m  Upon the effective date of any final Federal or State regulations that change
or impact benefits and coverage limitations, this Agreement will automatically
amend so that the obligations they impose on Delta Dental remain in compli-
ance with such laws and/or standards.

m By written amendment signed by an authorized officer and accepted by you or
your employer or group sponsor as shown by payment of the monthly premium.

m By our receipt of proper notification that your marital or eligibility status
has changed.
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COVERAGE TERMINATION Item 13.

EFFECTS OF TERMINATION

If your coverage is terminated for fraud, misrepresentation, or the concealment

of material facts:

m  We will not pay for any services or supplies provided after the date the cov-
erage is terminated.

m  We will retain legal rights. This includes the right to initiate a civil action
based on fraud, concealment, or misrepresentation.

m  We may, at our option, declare the coverage void.

If your coverage is terminated for reasons other than fraud, concealment, or mis-
representation of material facts, we will stop benefits the day your coverage is
terminated.

OUR RIGHT TO RECOVER PAYMENTS

PAYMENT IN ERROR

If for any reason we make payment under this Certificate in error, we may recover
the amount we paid.

SUBROGATION

Once you receive benefits under this Certificate arising from an illness or injury,
we will assume any legal right you have to collect compensation, damages, or any
other payment related to the illness or injury, including benefits from any of the
following:

m  The responsible person’s insurer

m  Uninsured motorist coverage

m  Underinsured motorist coverage

m  Other insurance coverage

You and your other eligible Covered Person(s) agree to all of the following:

®  You will let us know about any potential claims or rights of recovery related
to the illness or injury;

®  You will furnish any information and assistance that we determine we will
need to enforce our rights under this Certificate;

B You will do nothing to prejudice our rights and interests;

®  You will not compromise, settle, surrender, or release any claim or right of
recovery described above, without getting our written permission;

B You must reimburse us to the extent of benefit payments made under this
Certificate if payment is received from the other party or parties;
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m  You and your other eligible Covered Person(s) must notify us if you| !tem 13.

potential right to receive payment from someone else;
B You must cooperate with us to ensure that our rights to subrogation are pro-
tected.

OTHER INFORMATION

NOTICE

If a specific address has not been provided elsewhere in this Certificate, you may
send any notice to our home office:

Delta Dental of lowa
PO. Box 9010
Johnston, IA 50131-9010

Any notice from us to you is valid when sent to your address as it appears on our
records or the address of the group through which you are enrolled.

NONASSIGNMENT

Benefits for Covered Services in this Certificate are for your personal benefit and
cannot be transferred or assigned to anyone else without our consent. Any attempt
to assign this Certificate or rights to payment without our consent will be void.

GOVERNING LAW

To the extent not superseded by the laws of the United States, this Certificate will
be construed in accordance with and governed by the laws of the state of lowa. Any
action brought because of a claim under this Certificate will be litigated exclusively
in the state or federal courts located in the state of lowa and in no other.

LEGAL ACTION

No legal or equitable action may be brought against us because of a claim under this
Certificate, or because of the alleged breach of this Certificate, more than two years
after the end of the calendar year in which the services or supplies were provided.
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INFORMATION IF YOU OR A MEMBER OF YOUR FAMILY ltem 13.

IS ENROLLED IN MEDICAID

Assignment of Rights

This plan will provide payment of benefits for Covered Services to you, your
beneficiary, or any other person who has been legally assigned the right to receive
such benefits under requirements established pursuant to Title XIX of the Social
Security Act (Medicaid).

Enroliment Without Regard to Medicaid

Your receipt or eligibility for medical assistance under Title XIX of the Social
Security Act (Medicaid) will not affect your enrollment as a participant or benefi-
ciary of this plan, nor will it affect our determination of any benefits paid to you.

Acquisition by States of Rights of Third Parties

If payment has been made by Medicaid and we have a legal obligation to provide
benefits for those services, then we will make payment of those benefits in accor-
dance with any state law under which a state acquires the right to such payments.
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Delta Dental of lowa
P.O. Box 9000
Johnston, |A 50131-9000

Hearing Impaired Toll Free: 1-888-287-7312
Toll Free: 1-800-544-0718
Local: 1-515-261-5500

www.deltadentalia.com
claims@deltadentalia.com

Item 13.
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Item 14.

DEPARTMENT OF FINANCE & BUSINESS
OPERATIONS

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
319-273-8600

FAX 319-268-5126 MEMORANDUM

Financial Services Division

TO:  Mayor Green and City Council Members
FROM:  Paul Kockler, Accountant

DATE: August 12, 2020

SUBJECT: Wellmark Blue Cross & Blue Shield
Health Summary Plan Descriptions (SPDs)

Attached are updated health Summary Plan Descriptions (SPDs) from Wellmark Blue
Cross & Blue Shield in compliance with current requirements for your approval. The SPD
summarizes the City’s health benefit plan that is currently in place. While the attached
includes a “DRAFT” watermark for processing, this will be removed from final versions
provided to health plan participants. City staff recommends your approval.

If you have questions regarding the above or attached, please contact Paul at 268-5101.

Attachments

Cc: Jennifer Rodenbeck, Director of Finance & Business Operations
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Item 14.

S U MMARY P L A N
b E S CR I P T 1 O N

The City of Cedar Falls
Employee Health Benefit Plan

Parks / Public Works & Police Union Employees
and Retirees of These Groups

Group Effective Date: 7/1/2020
Plan Year: July 1

Coverage Code: SSU
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Item 14.

Wellmark.

Wellmark Blue Cross and Blue Shield is an Independent
Licensee of the Blue Cross and Blue Shield Association

AllianceSelect™
City of Cedar Falls Plan B PPO

NOTICE
This group health plan is sponsored and funded by your employer or group sponsor. Your
employer or group sponsor has a financial arrangement with Wellmark under which your
employer or group sponsor is solely responsible for claim payment amounts for covered services
provided to you. Wellmark provides administrative services and provider network access only
and does not assume any financial risk or obligation for claim payment amounts.

Group Effective Date: 7/1/2020
Plan Year: July 1
Print Date: 8/10/2020

Coverage Code: SSU
Form Number: Wellmark SD Grp (TPA) Version: 01/20

Wellmark.com
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About This Summary Plan Description

Item 14.

Important Information

This summary plan description describes your rights and responsibilities under your group
health plan. You and your covered dependents have the right to request a copy of this summary
plan description, at no cost to you, by contacting your employer or group sponsor.

Please note: Your employer or group sponsor has the authority to terminate, amend, or
modify the coverage described in this summary plan description at any time. Any amendment or
modification will be in writing and will be as binding as this summary plan description. If your
contract is terminated, you may not receive benefits.

You should familiarize yourself with the entire summary plan description because it describes
your benefits, payment obligations, provider networks, claim processes, and other rights and
responsibilities.

Charts

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

Complete Information

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

m Ata Glance — Covered and Not Covered

m  Details — Covered and Not Covered

m  General Conditions of Coverage, Exclusions, and Limitations

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

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

Read Thoroughly

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

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

Form Number: Wellmark SD Grp (TPA)/AM_ 0120 1 SSu
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Plan Description
Plan Name:
Plan Sponsor:
Employer ID Number:
Plan Number:
When Plan Year Ends:
Participants of Plan:

Plan Administrator and Agent
for Service of Legal Process:

How Plan Costs Are Funded:
Type of Plan:

Type of Administration:
Benefits Administered by:

About This Summary Plan Description

Item 14.

The City of Cedar Falls Employee Health Benefit Plan
City of Cedar Falls

42-6004332

501

June 30

Eligible employees, retirees, and their dependents

See Coverage Eligibility and Effective Date later in this summary plan
description.

City of Cedar Falls
220 Clay Street
Cedar Falls, 1A 50613-2726

Service of legal process may be made upon the plan administrator and/or
agent.

The Plan Sponsor and the employees pay the cost of this Plan.
Group Health Plan

Self-Funded

Wellmark Blue Cross and Blue Shield of South Dakota

1331 Grand Avenue

Des Moines, 1A 50309-2901

If this plan is maintained by two or more employers, you may write to the plan administrator for
a complete list of the plan sponsors.

This group benefits plan is maintained pursuant to a collective bargaining agreement. A copy of
the agreement may be obtained by participants and beneficiaries upon written request to the
plan administrator and is available for examination by participants and beneficiaries, as
required by 29 CFR §§2520.104b-1 et seq.

In addition, this plan may not discriminate against you based on: health status; medical
condition (including both physical and mental illnesses); claims experience; receipt of health
care; medical history; genetic information; medical evidence of good health (including
participation in certain dangerous recreational activities and conditions arising out of acts of
domestic violence); and disability as mandated by the Health Insurance Portability and

Accountability Act of 1996.

Questions

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

SSu
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Item 14.

1. What You Pay

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

Provider Network

Under the medical benefits of this plan, your network of providers consists of PPO and
Participating providers. All other providers are Out-of-Network Providers. Which provider type
you choose will affect what you pay.

PPO Providers. These providers participate with the Wellmark Blue PPOSM network or with a
Blue Cross and/or Blue Shield PPO network in another state or service area. You typically pay
the least for services received from these providers. Throughout this summary plan description
we refer to these providers as PPO Providers.

Participating Providers. These providers participate with a Blue Cross and/or Blue Shield
network in another state or service area, but not with a PPO network. You typically pay more for
services from these providers than for services from PPO Providers. Throughout this summary
plan description we refer to these providers as Participating Providers.

Out-of-Network Providers. Out-of-Network Providers do not participate with Wellmark or
any other Blue Cross and/or Blue Shield Plan. You typically pay the most for services from these
providers.

Payment Summary

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

You Pay

Deductible

$500 per person

$1,000 (maximum) per family*

Coinsurance

10% for covered services received from PPO Providers.

20% for covered services received from Participating and Out-of-Network providers.

Out-of-Pocket Maximum

$1,000 per person

$2,000 (maximum) per family*
*Family amounts are reached from amounts accumulated on behalf of any combination of covered family members. A member
will not be required to satisfy more than the single deductible before we make benefit payments for that member.

Payment Details

The family deductible amount is reached
Deductible from amounts accumulated on behalf of any
This is a fixed dollar amount you pay for combination of covered family members.
covered services in a benefit year before
medical benefits become available.
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What You Pay

A member will not be required to satisfy
more than the single deductible before we
make benefit payments for that member.

Once you meet the deductible, then
coinsurance applies.

Deductible amounts you pay during the last
three months of a benefit year carry over as
credits to meet your deductible for the next
benefit year. These credits do not apply
toward your out-of-pocket maximum.

Common Accident Deductible. When
two or more covered family members are
involved in the same accident and they
receive covered services for injuries related
to the accident, only one deductible amount
will be applied to the accident-related
services for all family members involved.
However, you still need to satisfy the family
(not the per person) out-of-pocket
maximum.

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

Coinsurance

Coinsurance is an amount you pay for
certain covered services. Coinsurance is
calculated by multiplying the fixed
percentage(s) shown earlier in this section
times Wellmark’s payment arrangement
amount. Payment arrangements may differ
depending on the contracting status of the
provider and/or the state where you receive
services. For details, see How Coinsurance
is Calculated, page 45. Coinsurance

amounts apply after you meet the
deductible.

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

SSu

Item 14.

Out-of-Pocket Maximum

The out-of-pocket maximum is the
maximum amount you pay, out of your
pocket, for most covered services in a
benefit year. Many amounts you pay for
covered services during a benefit year
accumulate toward the out-of-pocket
maximum. These amounts include:

m  Deductible.
m  Coinsurance.

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

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

®  Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and
Limitations, page 29.

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

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

Benefits Maximums

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

Benefits maximums are accumulated from
benefits under this medical benefits plan
and prior medical benefits plans sponsored
by your employer or group sponsor and
administered by Wellmark Blue Cross and
Blue Shield.

Form Number: Wellmark SD Grp (TPA)/WYP_ 0120
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What You Pay

Waived Payment Obligations

Some payment obligations are waived for the following covered services.

Item 14.

Covered Service Payment
Obligation
Waived

Breast pumps (manual or non-hospital grade electric) purchased from Deductible

a covered PPO or Participating home/durable medical equipment Coinsurance

provider.

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

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

the duration of breastfeeding when received from PPO or Participating

providers.

Contraceptive medical devices, such as intrauterine devices and Deductible

diaphragms received from PPO or Participating providers. Coinsurance

Implanted and injected contraceptives received from PPO or Deductible

Participating providers. Coinsurance

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

Preventive Services Task Force (USPSTF) guidelines when received Coinsurance

from PPO or Participating providers.

Newborn’s initial hospitalization, when considered normal newborn Deductible

care — practitioner services.

Office and independent lab services received from PPO Providers. Deductible

Some lab testing performed in the office may be sent to a provider that

is not a PPO Provider for processing. When this happens, your

deductible and coinsurance may apply.

Postpartum home visits (two) when a mother and her baby are Deductible

voluntarily discharged from the hospital within 48 hours of normal Coinsurance

labor and delivery or within 96 hours of cesarean birth.**

Form Number: Wellmark SD Grp (TPA)/WYP_ 0120 5
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What You Pay

Item 14.

Covered Service Payment
Obligation
Waived

Preventive care, items, and services,* received from PPO or Deductible
Participating providers, as follows: Coinsurance
m [tems or services with an “A” or “B” rating in the current

recommendations of the United States Preventive Services Task

Force (USPSTF);
m Immunizations as recommended by the Advisory Committee on

Immunization Practices of the Centers for Disease Control and

Prevention (ACIP);
m Preventive care and screenings for infants, children, and

adolescents provided for in guidelines supported by the Health

Resources and Services Administration (HRSA); and
m  Preventive care and screenings for women provided for in

guidelines supported by the HRSA.***
Prosthetic limb devices received from PPO Providers. Deductible
Telehealth services received from PPO practitioners and practitioners Deductible
contracting through Doctor on Demand.*
Urgent care center services received from PPO Providers. Deductible
Voluntary sterilization for female members received from PPO or Deductible
Participating providers. Coinsurance
Well-child care. Deductible

*A complete list of recommendations and guidelines related to preventive services can be found at
www.healthcare.gov. Recommended preventive services are subject to change and are subject to medical

management.
**If you have a newborn child, but you do not add that child to your coverage, your newborn child may be added to
your coverage solely for the purpose of administering benefits for the newborn during the first 48 hours following a
vaginal delivery or 96 hours following a cesarean delivery. If that occurs, a separate deductible and coinsurance will
be applied to your newborn child unless your coverage specifically waives the deductible or coinsurance for your
newborn child.
***Digital breast tomosynthesis (3D mammogram) may be subject to deductible and coinsurance, as applicable.
tMembers can access telehealth services from Doctor on Demand through the Doctor on Demand mobile application

or through myWellmark.com.

SSu
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Item 14.

2. At a Glance - Covered and Not Covered

Your coverage provides benefits for many services and supplies. There are also services for
which this coverage does not provide benefits. The following chart is provided for your
convenience as a quick reference only. This chart is not intended to be and does not constitute a
complete description of all coverage details and factors that determine whether a service is
covered or not. All covered services are subject to the contract terms and conditions contained
throughout this summary plan description. Many of these terms and conditions are contained in
Details — Covered and Not Covered, page 11. To fully understand which services are covered and
which are not, you must become familiar with this entire summary plan description. Please call
us if you are unsure whether a particular service is covered or not.

The headings in this chart provide the following information:

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

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

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

Benefits Maximums. This column lists maximum benefit amounts that each member is
eligible to receive. Benefits maximums that apply per benefit year or per lifetime are reached
from benefits accumulated under this group health plan and any prior group health plans
sponsored by your employer or group sponsor and administered by Wellmark Blue Cross and
Blue Shield.

=]
o
sl £ &
@ o| ©
Category g| Q| % | Benefits Maximums
(<] (=] L)
ol 2| »
Acupuncture Treatment ol M
Allergy Testing and Treatment ® 11
Ambulance Services ° 11
Anesthesia ® 11
Autism Treatment ° 12
Applied Behavior Analysis (ABA) services for the treatment of
autism spectrum disorder for children age 18 and younger:
= For children through age six: $36,000 per calendar year.
= For children age seven through age 13: $25,000 per
calendar year.
= For children age 14 through age 18: $12,500 per
calendar year.
Blood and Blood Administration o 13
Chemical Dependency Treatment ° 13
Chemotherapy and Radiation Therapy ® 13
Form Number: Wellmark SD Grp (TPA)/AGC_ 0120 7 SSU
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At A Glance — Covered and Not Covered

Item 14.

=]
o
5| 2 5
@ o ®©
Category g| Q| & | Benefits Maximums
o o (1]
O Z2| »
Clinical Trials - Routine Care Associated | ® 13
with Clinical Trials
Contraceptives o 14
Conversion Therapy o | 14
Cosmetic Services o | 14
Counseling and Education Services o |14
Dental Treatment for Accidental Injury ° 14
Dialysis ® 15
Education Services for Diabetes ° 15
10 hours of outpatient diabetes self-management training
provided within a 12-month period, plus follow-up training of
up to two hours annually.
Emergency Services ° 15
Fertility and Infertility Services ® 16
$15,000 per lifetime for infertility transfer procedures.
Genetic Testing ® 16
Hearing Services (related to an illness or | ® 16
injury)
Home Health Services ° 16
The daily benefit for short-term home skilled nursing services
will not exceed Wellmark’s daily maximum allowable fee for
skilled nursing facility services.
Home/Durable Medical Equipment ° 17
Hospice Services o 18
15 days per lifetime for inpatient hospice respite care.
15 days per lifetime for outpatient hospice respite care.
Please note: Hospice respite care must be used in
increments of not more than five days at a time.
Hospitals and Facilities ® 18
lliness or Injury Services ® 19
Inhalation Therapy ® 19
Maternity Services ® 19
Medical and Surgical Supplies and ° 20
Personal Convenience ltems
Mental Health Services ° 20
Morbid Obesity Treatment ° 21
Motor Vehicles o |21
Musculoskeletal Treatment ° 21
Nonmedical or Administrative Services o |21
Nutritional and Dietary Supplements ® 22

SSu
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At A Glance — Covered and Not Covered

Item 14.

=]
o
5| 2 5
o o ®©
Category g| Q| & | Benefits Maximums
o o (1]
O Z2| »
Occupational Therapy L4 22
Orthotics o | 22
Physical Therapy ® 22
Physicians and Practitioners 23
Advanced Registered Nurse ) 23
Practitioners
Audiologists o 23
Chiropractors ) 23
Doctors of Osteopathy [ ) 23
Licensed Independent Social Workers | @ 23
Medical Doctors o 23
Occupational Therapists o 23
Optometrists (] 23
Oral Surgeons o 23
Physical Therapists o 23
Physician Assistants ° 23
Podiatrists ( 23
Psychologists (] 23
Speech Pathologists (] 23
Prescription Drugs L4 23
Preventive Care ° 24
Well-child care until the child reaches age seven.
One routine physical examination per benefit year.
One routine mammogram per bengfit year.
Prosthetic Devices L4 24
Reconstructive Surgery L 25
Self-Help Programs |25
Sleep Apnea Treatment L4 25
Social Adjustment S| 25
Speech Therapy L 25
Surgery [ ) 25
Telehealth Services ° 25
Temporomandibular Joint Disorder ° 26
(TMD)
Transplants ® 26
Travel or Lodging Costs S |26
Vision Services (related to an illnessor | @ 26
injury)
Wigs or Hairpieces ° 27
One wig or hairpiece per lifetime.
® 27

X-ray and Laboratory Services

Form Number: Wellmark SD Grp (TPA)/AGC_ 0120
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Item 14.

3. Details - Covered and Not Covered

All covered services or supplies listed in this section are subject to the general contract
provisions and limitations described in this summary plan description. Also see the section
General Conditions of Coverage, Exclusions, and Limitations, page 29. If a service or supply is

not specifically listed, do not assume it is covered.

Acupuncture Treatment

Not Covered: Acupuncture and
acupressure treatment.

Allergy Testing and
Treatment
Covered.

Ambulance Services
Covered:

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

All of the following are required to
qualify for benefits:

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

— You are transported to the nearest
hospital with adequate facilities to
treat your medical condition.

— During transport, your medical
condition requires the services that
are provided only by an air or
ground ambulance that is
professionally staffed and specially
equipped for taking sick or injured
people to or from a health care
facility in an emergency.

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

— Your medical condition requires
immediate and rapid ambulance
transport.

Form Number: Wellmark SD Grp (TPA)/DE_ 0120

— In addition to the preceding
requirements, for air ambulance
services to be covered, all of the
following must be met:

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

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

m  Your condition is such that the
time needed to transport you by

land poses a threat to your
health.

In an emergency situation, if you cannot
reasonably utilize a PPO ambulance service,
covered services will be reimbursed as
though they were received from a PPO
ambulance service. However, because we do
not have contracts with Out-of-Network
Providers and they may not accept our
payment arrangements, you are responsible
for any difference between the amount
charged and our amount paid for a covered
service.

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

All of the following are required to
qualify for benefits:

— The services required to treat your
illness or injury are not available in

1 Ssu
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Details — Covered and Not Covered

the facility where you are currently
receiving care.

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

— During transport your medical
condition requires the services that
are provided only by a ground
ambulance that is professionally
staffed and specially equipped for
taking sick or injured people to or
from a health care facility.

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

Not Covered:

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

m Professional ground ambulance
transport to or from any location when
you are physically and mentally capable
of being a passenger in a private vehicle.

m Professional ground ambulance round-
trip transports from your residence to a
medical provider for an appointment or
treatment and back to your residence.

m  Professional air or ground transport
when performed primarily for your
convenience or the convenience of your
family, physician, or other health care
provider.

m Professional, nonemergency air
ambulance transports to any location for
any reason.

m  Nonprofessional air or ground
ambulance transports to any location for
any reason. This includes non-
ambulance vehicles such as vans or taxis
that are equipped to transport stretchers
or wheelchairs but are not professionally
operated or staffed.

Item 14.

Not Covered: Local or topical anesthesia
billed separately from related surgical or
medical procedures.

Anesthesia

Covered: Anesthesia and the
administration of anesthesia.

SSu

Autism Spectrum Disorder
Treatment

Covered: Diagnosis and treatment of
autism spectrum disorder and Applied
Behavior Analysis services for the treatment
of autism spectrum disorder for children
age 18 and younger when Applied Behavior
Analysis services are performed or
supervised pursuant to an approved
treatment plan by a licensed physician or
psychologist or a master’s or doctoral degree
holder certified by the National Behavior
Analyst Certification Board with a
designation of board certified behavior
analyst. Autism spectrum disorder is a
complex neurodevelopmental medical
disorder characterized by social
impairment, communication difficulties,
and restricted, repetitive, and stereotyped
patterns of behavior.

Benefits Maximum:

m  Applied Behavior Analysis services for
the treatment of autism spectrum
disorder for children age 18 and
younger:

— For children through age six:
$36,000 per calendar year.

— For children age seven through age
13: $25,000 per calendar year.

— For children age 14 through age 18:
$12,500 per calendar year.

Not Covered:

m  Applied Behavior Analysis services for
the treatment of autism spectrum
disorder for members age 19 and older.

m  Applied Behavior Analysis services other
than for the treatment of autism
spectrum disorder.
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Details — Covered and Not Covered

Blood and Blood
Administration

Covered: Blood and blood administration,
including blood derivatives, and blood
components.

Chemical Dependency
Treatment

Covered: Treatment for a condition with
physical or psychological symptoms
produced by the habitual use of certain
drugs or alcohol as described in the most
current Diagnostic and Statistical Manual
of Mental Disorders.

Licensed Substance Abuse Treatment
Program. Benefits are available for
chemical dependency treatment in the
following settings:

m Treatment provided in an office visit, or
outpatient setting;

m Treatment provided in an intensive
outpatient setting;

m Treatment provided in an outpatient
partial hospitalization setting;

m  Drug or alcohol rehabilitation therapy or
counseling provided while participating
in a clinically managed low intensity
residential treatment setting, also
known as supervised living;

m Treatment, including room and board,
provided in a clinically managed
medium or high intensity residential
treatment setting;

m Treatment provided in a medically
monitored intensive inpatient or
detoxification setting; and

m  For inpatient, medically managed acute
care for patients whose condition
requires the resources of an acute care
general hospital or a medically managed
inpatient treatment program.

Not Covered:

m  Room and board provided while
participating in a clinically managed low
intensity residential treatment setting,
also known as supervised living.
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m Recreational activities or therapy, social
activities, meals, excursions or other
activities not considered clinical
treatment, while participating in
substance abuse treatment programs.

See Also:

Hospitals and Facilities later in this section.

Notification Requirements and Care
Coordination, page 39.

Item 14.

Chemotherapy and Radiation
Therapy

Covered: Use of chemical agents or
radiation to treat or control a serious illness.

Clinical Trials — Routine Care
Associated with Clinical
Trials

Covered: Medically necessary routine
patient costs for items and services
otherwise covered under this plan furnished
in connection with participation in an
approved clinical trial related to the
treatment of cancer or other life-threatening
diseases or conditions, when a covered
member is referred by a PPO or
Participating provider based on the
conclusion that the member is eligible to
participate in an approved clinical trial
according to the trial protocol or the
member provides medical and scientific
information establishing that the member’s
participation in the clinical trial would be
appropriate according to the trial protocol.

Not Covered:

m Investigational or experimental items,
devices, or services which are
themselves the subject of the clinical
trial;

m  Clinical trials, items, and services that
are provided solely to satisfy data
collection and analysis needs and that
are not used in the direct clinical
management of the patient;

m  Services that are clearly inconsistent
with widely accepted and established
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Details — Covered and Not Covered

standards of care for a particular
diagnosis.

Item 14.

Contraceptives

Covered: The following conception
prevention, as approved by the U.S. Food
and Drug Administration:

m  Contraceptive medical devices, such as
intrauterine devices and diaphragms.

m Implanted contraceptives.
m Injected contraceptives.
Not Covered:

m  Contraceptive drugs and contraceptive
drug delivery devices, such as insertable
rings and patches.

Please note: Contraceptive drugs and
contraceptive drug delivery devices, such as
insertable rings and patches may be covered
under your employer’s prescription drug
plan.

Conversion Therapy

Not Covered: Conversion therapy services.

Cosmetic Services

Not Covered: Cosmetic services, supplies,
or drugs if provided primarily to improve
physical appearance. However, a service,
supply, or drug that results in an incidental
improvement in appearance may be covered
if it is provided primarily to restore function
lost or impaired as the result of an illness,
accidental injury, or a birth defect. You are
also not covered for treatment for any
complications resulting from a noncovered
cosmetic procedure.

See Also:

Reconstructive Surgery later in this section.

SSu

Counseling and Education
Services
Not Covered:

m  Bereavement counseling or services
(including volunteers or clergy), family
counseling or training services, marriage
counseling or training services, and
community-based services.

m  Education or educational therapy other
than covered lactation consultant
services or education for self-
management of diabetes.

m Learning and educational services and
treatments including, but not limited to,
non-drug therapy for high blood
pressure control, exercise modalities for
the treatment of obesity, nutritional
instruction for the control of
gastrointestinal conditions, or reading
programs for dyslexia, for any medical,
mental health, or substance abuse
condition.

See Also:
Genetic Testing later in this section.

Education Services for Diabetes later in this
section.

Mental Health Services later in this section.

Preventive Care later in this section.

Dental Services
Covered:

m Dental treatment for accidental injuries
when:

— Treatment is completed within 72
hours of the injury.

m  Anesthesia (general) and hospital or
ambulatory surgical facility services
related to covered dental services if:

— You are under age 14 and, based on a
determination by a licensed dentist
and your treating physician, you
have a dental or developmental
condition for which patient
management in the dental office has
been ineffective and requires dental
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Details — Covered and Not Covered

treatment in a hospital or
ambulatory surgical facility; or

— Based on a determination by a
licensed dentist and your treating
physician, you have one or more
medical conditions that would create
significant or undue medical risk in
the course of delivery of any
necessary dental treatment or
surgery if not rendered in a hospital
or ambulatory surgical facility.

m Impacted teeth removal (surgical) as an
inpatient or outpatient of a facility only
when you have a medical condition
(such as hemophilia) that requires
hospitalization.

m Facial bone fracture reduction.

m Incisions of accessory sinus, mouth,
salivary glands, or ducts.

m Jaw dislocation manipulation.

m  Orthodontic services associated with
management of cleft palate.

m Treatment of abnormal changes in the
mouth due to injury or disease of the
mouth, or dental care (oral examination,
x-rays, extractions, and nonsurgical
elimination of oral infection) required
for the direct treatment of a medical
condition, limited to:

— Dental services related to medical
transplant procedures;

— Initiation of immunosuppressives
(medication used to reduce
inflammation and suppress the
immune system); or

— Treatment of neoplasms of the
mouth and contiguous tissue.

Not Covered:

m  General dentistry including, but not
limited to, diagnostic and preventive
services, restorative services, endodontic
services, periodontal services, indirect
fabrications, dentures and bridges, and
orthodontic services unrelated to
accidental injuries or management of
cleft palate.

m Injuries associated with or resulting
from the act of chewing.
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m  Maxillary or mandibular tooth implants
(osseointegration) unrelated to
accidental injuries or abnormal changes
in the mouth due to injury or disease.

Item 14.

Dialysis

Covered: Removal of toxic substances
from the blood when the kidneys are unable
to do so when provided as an inpatient in a
hospital setting or as an outpatient in a
Medicare-approved dialysis center.

Education Services for
Diabetes

Covered: Inpatient and outpatient training
and education for the self-management of
all types of diabetes mellitus.

All covered training or education must be
prescribed by a licensed physician.
Outpatient training or education must be
provided by a state-certified program.

The state-certified diabetic education
program helps any type of diabetic and his
or her family understand the diabetes
disease process and the daily management
of diabetes.

Benefits Maximum:

= 10 hours of outpatient diabetes self-
management training provided within a
12-month period, plus follow-up
training of up to two hours annually.

Emergency Services

Covered: When treatment is for a medical
condition manifested by acute symptoms of
sufficient severity, including pain, that a
prudent layperson, with an average
knowledge of health and medicine, could
reasonably expect absence of immediate
medical attention to result in:

m Placing the health of the individual or,
with respect to a pregnant woman, the
health of the woman and her unborn
child, in serious jeopardy; or

m  Serious impairment to bodily function;
or
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m Serious dysfunction of any bodily organ
or part.
In an emergency situation, if you cannot
reasonably reach a PPO Provider, covered
services will be reimbursed as though they
were received from a PPO Provider.
However, because we do not have contracts
with Out-of-Network Providers and they
may not accept our payment arrangements,
you are responsible for any difference
between the amount charged and our
amount paid for a covered service.

See Also:
Out-of-Network Providers, page 47.

Item 14.

Genetic Testing

Covered: Genetic molecular testing
(specific gene identification) and related
counseling are covered when both of the
following requirements are met:

m  You are an appropriate candidate for a
test under medically recognized
standards (for example, family
background, past diagnosis, etc.).

m  The outcome of the test is expected to
determine a covered course of treatment
or prevention and is not merely
informational.

Fertility and Infertility
Services
Covered:

m Fertility prevention, such as tubal
ligation (or its equivalent) or vasectomy
(initial surgery only).

m Infertility testing and treatment for
infertile members including in vitro
fertilization, gamete intrafallopian
transfer (GIFT), and pronuclear stage
transfer (PROST).

Benefits Maximum:

m  $15,000 per lifetime for infertility
transfer procedures.

Not Covered:

m Infertility treatment if the infertility is
the result of voluntary sterilization.

m  The collection or purchase of donor
semen (sperm) or oocytes (eggs) when
performed in connection with fertility or
infertility procedures or for any other
reason or service; freezing and storage
of sperm, oocytes, or embryos; surrogate
parent services.

m  Reversal of a tubal ligation (or its
equivalent) or vasectomy.

See Also:

Prescription Drugs later in this section.

SSu

Hearing Services

Covered:

m Hearing examinations, but only to test
or treat hearing loss related to an illness
or injury.

Not Covered:

@ Hearing aids.

m  Routine hearing examinations.

Home Health Services

Covered: All of the following requirements
must be met in order for home health
services to be covered:

®m  You require a medically necessary
skilled service such as skilled nursing,
physical therapy, or speech therapy.

m  Services are received from an agency
accredited by the Joint Commission for
Accreditation of Health Care
Organizations (JCAHO) and/or a
Medicare-certified agency.

m Services are prescribed by a physician
and approved by Wellmark for the
treatment of illness or injury.

m Services are not more costly than
alternative services that would be
effective for diagnosis and treatment of
your condition.
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The following are covered services and
supplies:

Home Health Aide Services—when
provided in conjunction with a
medically necessary skilled service also
received in the home.

Short-Term Home Skilled
Nursing. Treatment must be given by a
registered nurse (R.N.) or licensed
practical nurse (L.P.N.) from an agency
accredited by the Joint Commission for
Accreditation of Health Care
Organizations (JCAHO) or a Medicare-
certified agency. Short-term home
skilled nursing means home skilled
nursing care that:

— is provided for a definite limited
period of time as a safe transition
from other levels of care when
medically necessary;

— provides teaching to caregivers for
ongoing care; or

— provides short-term treatments that
can be safely administered in the
home setting.

The daily benefit for short-term home

skilled nursing services will not exceed

Wellmark’s daily maximum allowable

fee for care in a skilled nursing facility.

Benefits do not include maintenance or

custodial care or services provided for

the convenience of the family caregiver.

Inhalation Therapy.
Medical Equipment.
Medical Social Services.
Medical Supplies.

Occupational Therapy—but only for
services to treat the upper extremities,
which means the arms from the
shoulders to the fingers. You are not
covered for occupational therapy
supplies.

Oxygen and Equipment for its

Item 14.

Parenteral and Enteral Nutrition,
except enteral formula administered
orally.

Physical Therapy.

Prescription Drugs and Medicines
administered in the vein or muscle.

Prosthetic Devices and Braces.

Speech Therapy.

Not Covered:

Custodial home care services and
supplies, which help you with your daily
living activities. This type of care does
not require the continuing attention and
assistance of licensed medical or trained
paramedical personnel. Some examples
of custodial care are assistance in
walking and getting in and out of bed;
aid in bathing, dressing, feeding, and
other forms of assistance with normal
bodily functions; preparation of special
diets; and supervision of medication
that can usually be self-administered.
You are also not covered for sanitaria
care or rest cures.

Extended home skilled nursing.

Home/Durable Medical
Equipment

Covered: Equipment that meets all of the
following requirements:

The equipment is ordered by a provider
within the scope of his or her license and
there is a written prescription.

Durable enough to withstand repeated
use.

Primarily and customarily
manufactured to serve a medical
purpose.

Used to serve a medical purpose.
Standard or basic home/durable
medical equipment that will adequately
meet the medical needs and that does
not have certain deluxe/luxury or

administration. convenience upgrade or add-on features.
In addition, we determine whether to pay
the rental amount or the purchase price
Form Number: Wellmark SD Grp (TPA)/DE_ 0120 17 SSu
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amount for an item, and we determine the
length of any rental term. Benefits will never
exceed the lesser of the amount charged or
the maximum allowable fee.

See Also:

Medical and Surgical Supplies and
Personal Convenience Items later in this
section.

Orthotics later in this section.

Prosthetic Devices later in this section.

Hospice Services

Covered: Care (generally in a home
setting) for patients who are terminally ill
and who have a life expectancy of six
months or less. Hospice care covers the
same services as described under Home
Health Services, as well as hospice respite
care from a facility approved by Medicare or
by the Joint Commission for Accreditation
of Health Care Organizations (JCAHO).

Hospice respite care offers rest and relief
help for the family caring for a terminally ill
patient. Inpatient respite care can take place
in a nursing home, nursing facility, or
hospital.

Benefits Maximum:
m 15 days per lifetime for inpatient

hospice respite care.

m 15 days per lifetime for outpatient
hospice respite care.

= Not more than five days of hospice
respite care at a time.

Hospitals and Facilities

Covered: Hospitals and other facilities that
meet standards of licensing, accreditation or
certification. Following are some recognized
facilities:

Ambulatory Surgical Facility. This
type of facility provides surgical services
on an outpatient basis for patients who
do not need to occupy an inpatient
hospital bed and must be licensed as an
ambulatory surgical facility under
applicable law.

SSu
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Chemical Dependency Treatment
Facility. This type of facility must be
licensed as a chemical dependency
treatment facility under applicable law.

Community Mental Health Center.
This type of facility provides treatment
of mental health conditions and must be
licensed as a community mental health
center under applicable law.

Hospital. This type of facility provides
for the diagnosis, treatment, or care of
injured or sick persons on an inpatient
and outpatient basis. The facility must
be licensed as a hospital under
applicable law.

Nursing Facility. This type of facility
provides continuous skilled nursing
services as ordered and certified by your
attending physician on an inpatient
basis for short-term care. Benefits do
not include maintenance or custodial
care or services provided for the
convenience of the family caregiver. The
facility must be licensed as a nursing
facility under applicable law.

Psychiatric Medical Institution for
Children (PMIC). This type of facility
provides inpatient psychiatric services to
children and is licensed as a PMIC under
Iowa Code Chapter 135H.

Precertification is required. For
information on how to precertify, refer
to Precertification in the Notification
Requirements and Care Coordination
section of this summary plan
description, or call the Customer Service
number on your ID card.

Urgent Care Center. This type of
facility provides medical care without an
appointment during all hours of
operation to walk-in patients of all ages
who are ill or injured and require
immediate care but may not require the
services of a hospital emergency room.

Not Covered:
m  Long Term Acute Care Facility.
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m  Room and board provided while a
patient at an intermediate care facility
or similar level of care.

See Also:

Chemical Dependency Treatment earlier in
this section.

Mental Health Services later in this section.

Illness or Injury Services
Covered:

m  Services or supplies used to treat any
bodily disorder, bodily injury, disease,
or mental health condition unless
specifically addressed elsewhere in this
section. This includes pregnancy and
complications of pregnancy.

m  Routine foot care related to the
treatment of a metabolic, neurological,
or peripheral vascular disease.

Treatment may be received from an

approved provider in any of the following

settings:

= Home.

m Inpatient (such as a hospital or nursing
facility).

m  Office (such as a doctor’s office).

m  Outpatient.

Not Covered:

m Long term acute care services typically
provided by a long term acute care
facility.

m  Room and board provided while a
patient at an intermediate care facility
or similar level of care.

m  Routine foot care, including related
services or supplies, except as described
under Covered.

Inhalation Therapy

Covered: Respiratory or breathing
treatments to help restore or improve
breathing function.

Maternity Services

Covered: Prenatal and postnatal care,
delivery, including complications of
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pregnancy. A complication of pregnancy
refers to a cesarean section that was not
planned, an ectopic pregnancy that is
terminated, or a spontaneous termination of
pregnancy that occurs during a period of
gestation in which a viable birth is not
possible. Complications of pregnancy also
include conditions requiring inpatient
hospital admission (when pregnancy is not
terminated) whose diagnoses are distinct
from pregnancy but are adversely affected
by pregnancy or are caused by pregnancy.

In accordance with federal or applicable
state law, maternity services include a
minimum of:

m 48 hours of inpatient care (in addition to
the day of delivery care) following a
vaginal delivery, or

m 96 hours of inpatient care (in addition to
the day of delivery) following a cesarean
section.

A practitioner is not required to seek
Wellmark’s review in order to prescribe a
length of stay of less than 48 or 96 hours.
The attending practitioner, in consultation
with the mother, may discharge the mother
or newborn prior to 48 or 96 hours, as
applicable.

If the inpatient hospital stay is shorter,
coverage includes two follow-up postpartum
home visits by a registered nurse (R.N.).
This nurse must be from a home health
agency under contract with Wellmark or
employed by the delivering physician.

If you have a newborn child, but you do not
add that child to your coverage, your
newborn child may be added to your
coverage solely for the purpose of
administering benefits for the newborn
during the first 48 hours following a vaginal
delivery or 96 hours following a cesarean
delivery. If that occurs, a separate
deductible and coinsurance will be applied
to your newborn child unless your coverage
specifically waives the deductible or
coinsurance for your newborn child.
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See Also:
Coverage Change Events, page 53.

Medical and Surgical
Supplies and Personal
Convenience Items

Covered: Medical supplies and devices
such as:

m Dressings and casts.

m  Oxygen and equipment needed to
administer the oxygen.

m Diabetic equipment and supplies
including insulin syringes purchased
from a covered home/durable medical
equipment provider.

Not Covered: Unless otherwise required

by law, supplies, equipment, or drugs

available for general retail purchase or items
used for your personal convenience
including, but not limited to:

m Band-aids, gauze, bandages, tape, non-
sterile gloves, thermometers, heating
pads, cooling devices, cold packs,
heating devices, hot water bottles, home
enema equipment, sterile water, bed
boards, alcohol wipes, or incontinence
products;

m  Elastic stockings or bandages including
trusses, lumbar braces, garter belts, and
similar items that can be purchased
without a prescription;

m Escalators, elevators, ramps, stair glides,
emergency/alert equipment, handrails,
heat appliances, improvements made to
a member's house or place of business,
or adjustments made to vehicles;

m  Household supplies including, but not
limited to: deluxe/luxury equipment or
non-essential features, such as motor-
driven chairs or bed, electric stair chairs
or elevator chairs, or sitz bath;

m Items not primarily and customarily
manufactured to serve a medical
purpose or which can be used in the
absence of illness or injury including,
but not limited to, air conditioners, hot
tubs, or swimming pools;

SSu

m [tems that do not serve a medical
purpose or are not needed to serve a
medical purpose;

m  Rental or purchase of equipment if you
are in a facility which provides such
equipment;

m  Rental or purchase of exercise cycles,
physical fitness, exercise and massage
equipment, ultraviolet/tanning
equipment, or traction devices; and

m  Water purifiers, hypo-allergenic pillows,
mattresses or waterbeds, whirlpool, spa,
air purifiers, humidifiers, or
dehumidifiers.

See Also:

Home/Durable Medical Equipment earlier
in this section.

Orthotics later in this section.

Prosthetic Devices later in this section.

Item 14.

Mental Health Services

Covered: Treatment for certain
psychiatric, psychological, or emotional
conditions as an inpatient or outpatient.
Covered facilities for mental health services
include licensed and accredited residential
treatment facilities and community mental
health centers.

To qualify for mental health treatment
benefits, the following requirements must
be met:

m  The disorder is classified as a mental
health condition in the Diagnostic and
Statistical Manual of Mental Disorders,
Fifth Edition (DSM-V) or subsequent
revisions.

m  The disorder is listed only as a mental
health condition and not dually listed
elsewhere in the most current version of
International Classification of Diseases,
Clinical Modification used for diagnosis
coding.

Licensed Psychiatric or Mental Health

Treatment Program Services. Benefits

are available for mental health treatment in

the following settings:
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m Treatment provided in an office visit, or
outpatient setting;

m Treatment provided in an intensive
outpatient setting;

m Treatment provided in an outpatient
partial hospitalization setting;

m Individual, group, or family therapy
provided in a clinically managed low
intensity residential treatment setting,
also known as supervised living;

m Treatment, including room and board,
provided in a clinically managed
medium or high intensity residential
treatment setting;

m  Psychiatric observation;

m Care provided in a psychiatric
residential crisis program,;

m Care provided in a medically monitored
intensive inpatient setting; and

m For inpatient, medically managed acute
care for patients whose condition
requires the resources of an acute care
general hospital or a medically managed
inpatient treatment program.

Not Covered: Treatment for:

m Certain disorders related to early
childhood, such as academic
underachievement disorder.

m  Communication disorders, such as
stuttering and stammering.

m Impulse control disorders.

m Conditions that are not pervasive
developmental and learning disorders.

m Sensitivity, shyness, and social
withdrawal disorders.

m  Sexual disorders.

m  Room and board provided while
participating in a clinically managed low
intensity residential treatment setting,
also known as supervised living.

m  Recreational activities or therapy, social
activities, meals, excursions or other
activities not considered clinical
treatment, while participating in
residential psychiatric treatment
programs.
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See Also:

Chemical Dependency Treatment and
Hospitals and Facilities earlier in this
section.

Item 14.

Morbid Obesity Treatment

Covered: Weight reduction surgery
provided the surgery is medically necessary
for your condition. Not all procedures
classified as weight reduction surgery are
covered.

Not Covered:

m  Weight reduction programs or supplies
(including dietary supplements, foods,
equipment, lab testing, examinations,
and prescription drugs), whether or not
weight reduction is medically
appropriate.

Motor Vehicles

Not Covered: Purchase or rental of motor
vehicles such as cars or vans. You are also
not covered for equipment or costs
associated with converting a motor vehicle
to accommodate a disability.

Musculoskeletal Treatment

Covered: Outpatient nonsurgical
treatment of ailments related to the
musculoskeletal system, such as
manipulations or related procedures to treat
musculoskeletal injury or disease.

21

Nonmedical or
Administrative Services

Not Covered: Such services as telephone
consultations, charges for failure to keep
scheduled appointments, charges for
completion of any form, charges for medical
information, recreational therapy and other
sensory-type activities, administrative
services (such as interpretive services, pre-
care assessments, health risk assessments,
case management, care coordination, or
development of treatment plans) when
billed separately, and any services or
supplies that are nonmedical.
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Nutritional and Dietary
Supplements
Covered:

m  Nutritional and dietary supplements
prescribed by a physician for permanent
inborn errors of metabolism, such as
PKU.

m Enteral and nutritional therapy only
when prescribed feeding is administered
through a feeding tube, except for
permanent inborn errors of metabolism.

Not Covered: Other prescription and non-

prescription nutritional and dietary

supplements including, but not limited to:

m  Herbal products.
m  Fish oil products.

m  Medical foods, except as described
under Covered.

m  Minerals.
m  Supplementary vitamin preparations.
m  Multivitamins.

Item 14.

medical condition that requires
hospitalization.

m  Occupational therapy performed for
maintenance.

m  Occupational therapy services that do
not meet the requirements specified
under Covered.

Orthotics

Covered: Orthotics training.

Not Covered: Orthotic foot devices such as
arch supports or in-shoe supports,
orthopedic shoes, elastic supports, or

examinations to prescribe or fit such
devices.

See Also:

Home/Durable Medical Equipment earlier
in this section.

Prosthetic Devices later in this section.

Occupational Therapy

Covered: Occupational therapy services
are covered when all the following
requirements are met:

m Services are to treat the upper
extremities, which means the arms from
the shoulders to the fingers.

m  The goal of the occupational therapy is
improvement of an impairment or
functional limitation.

m The potential for rehabilitation is
significant in relation to the extent and
duration of services.

m  The expectation for improvement is in a
reasonable (and generally predictable)
period of time.

m  There is evidence of improvement by
successive objective measurements
whenever possible.

Not Covered:

m  Occupational therapy supplies.

m  Occupational therapy provided as an
inpatient in the absence of a separate
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Physical Therapy

Covered: Physical therapy services are
covered when all the following requirements
are met:

m  The goal of the physical therapy is
improvement of an impairment or
functional limitation.

m The potential for rehabilitation is
significant in relation to the extent and
duration of services.

m  The expectation for improvement is in a
reasonable (and generally predictable)
period of time.

m  There is evidence of improvement by
successive objective measurements
whenever possible.

Not Covered:

m Physical therapy provided as an
inpatient in the absence of a separate
medical condition that requires
hospitalization.

m  Physical therapy performed for
maintenance.

m  Physical therapy services that do not
meet the requirements specified under
Covered.
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Physicians and Practitioners
Covered: Most services provided by
practitioners that are recognized by us and
meet standards of licensing, accreditation or
certification. Following are some recognized
physicians and practitioners:

Advanced Registered Nurse
Practitioners (ARNP). An ARNP is a
registered nurse with advanced training
in a specialty area who is registered with
the Iowa Board of Nursing to practice in
an advanced role with a specialty
designation of certified clinical nurse
specialist, certified nurse midwife,
certified nurse practitioner, or certified
registered nurse anesthetist.

Audiologists.
Chiropractors.
Doctors of Osteopathy (D.O.).

Licensed Independent Social
Workers.

Medical Doctors (M.D.).

Occupational Therapists. This
provider is covered only when treating
the upper extremities, which means the
arms from the shoulders to the fingers.

Optometrists.

Oral Surgeons.
Physical Therapists.
Physician Assistants.
Podiatrists.

Psychologists. Psychologists must
have a doctorate degree in psychology
with two years’ clinical experience and

Item 14.

Prescription Drugs
Covered:

When you are an inpatient or outpatient

of a facility.
Any state sales tax associated with the

purchase of a covered prescription drug.

Prescription drugs and medicines covered
under your medical benefits include:

Drugs and Biologicals. Drugs and
biologicals approved by the U.S. Food

and Drug Administration. This includes

such supplies as serum, vaccine,
antitoxin, or antigen used in the
prevention or treatment of disease.

Infertility Prescription Drugs.

Intravenous Administration.

Intravenous administration of nutrients,

antibiotics, and other drugs and fluids
when provided in the home (home
infusion therapy).

Take-Home Drugs. Take-home drugs

are drugs dispensed and billed by a

hospital or other facility for a short-term

supply.

Not Covered:

Antigen therapy.

Medication Therapy Management
(MTM) when billed separately.

Prescription drugs that are not FDA-
approved.

Insulin.

Prescription drugs and devices used to
treat nicotine dependence.
Prescription drugs other than as stated
earlier in this section.

meet the standards of a national
register.

Speech Pathologists.

See Also:
Choosing a Provider, page 33.
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Please note: Prescription drugs other than

as stated earlier in this section may be

covered under your employer’s prescription

drug plan.
See Also:
Contraceptives earlier in this section.

Medical and Surgical Supplies and

Personal Convenience Items earlier in this

section.
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Notification Requirements and Care
Coordination, page 39.

Preventive Care
Covered: Preventive care such as:

m Breastfeeding support, supplies, and
one-on-one lactation consultant
services, including counseling and
education, provided during pregnancy
and/or the duration of breastfeeding
received from a provider acting within
the scope of their licensure or
certification under state law.

m  Colonoscopies.

m Digital breast tomosynthesis (3D
mammogram).

m  Gynecological examinations.
m  Mammograms.

m  Medical evaluations and counseling for
nicotine dependence per U.S. Preventive
Services Task Force (USPSTF)
guidelines.

m  Pap smears.
m Physical examinations.

m Preventive items and services including,
but not limited to:

— Items or services with an “A” or “B”
rating in the current
recommendations of the United
States Preventive Services Task
Force (USPSTF);

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

— Preventive care and screenings for
infants, children and adolescents
provided for in the guidelines
supported by the Health Resources
and Services Administration
(HRSA); and

— Preventive care and screenings for
women provided for in guidelines
supported by the HRSA.

m  Well-child care including age-
appropriate pediatric preventive
services, as defined by current

SSu

recommendations for Preventive
Pediatric Health Care of the American
Academy of Pediatrics. Pediatric
preventive services shall include, at
minimum, a history and complete
physical examination as well as
developmental assessment, anticipatory
guidance, immunizations, and
laboratory services including, but not
limited to, screening for lead exposure
as well as blood levels.

Benefits Maximum:
m  Well-child care until the child reaches

age seven.

m  One routine physical examination per
benefit year.

= One routine mammogram per benefit
year.

Please note: Physical examination limits
do not include items or services with an “A”
or “B” rating in the current
recommendations of the USPSTF,
immunizations as recommended by ACIP,
and preventive care and screening
guidelines supported by the HRSA, as
described under Covered.

Not Covered:

m Periodic physicals or health
examinations, screening procedures, or
immunizations performed solely for
school, sports, employment, insurance,
licensing, or travel, or other
administrative purposes.

m  Group lactation consultant services.

See Also:
Hearing Services earlier in this section.

Vision Services later in this section.

Item 14.

Prosthetic Devices

Covered: Devices used as artificial
substitutes to replace a missing natural part
of the body or to improve, aid, or increase
the performance of a natural function.

Also covered are braces, which are rigid or
semi-rigid devices commonly used to
support a weak or deformed body part or to
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restrict or eliminate motion in a diseased or
injured part of the body. Braces do not
include elastic stockings, elastic bandages,
garter belts, arch supports, orthodontic
devices, or other similar items.

Not Covered:

m  Devices such as air conduction hearing
aids or examinations for their
prescription or fitting.

m Elastic stockings or bandages including
trusses, lumbar braces, garter belts, and
similar items that can be purchased
without a prescription.

See Also:

Home/Durable Medical Equipment earlier
in this section.

Medical and Surgical Supplies and
Personal Convenience Items earlier in this
section.

Orthotics earlier in this section.

Reconstructive Surgery

Covered: Reconstructive surgery primarily
intended to restore function lost or
impaired as the result of an illness, injury,
or a birth defect (even if there is an
incidental improvement in physical
appearance) including breast reconstructive
surgery following mastectomy. Breast
reconstructive surgery includes the
following:

m  Reconstruction of the breast on which
the mastectomy has been performed.

m Surgery and reconstruction of the other
breast to produce a symmetrical
appearance.

m  Prostheses.

m Treatment of physical complications of
the mastectomy, including
lymphedemas.

See Also:

Cosmetic Services earlier in this section.

Self-Help Programs

Not Covered: Self-help and self-cure
products or drugs.
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Sleep Apnea Treatment

Covered: Obstructive sleep apnea
diagnosis and treatments.

Not Covered: Treatment for snoring
without a diagnosis of obstructive sleep
apnea.

Social Adjustment

Not Covered: Services or supplies
intended to address social adjustment or
economic needs that are typically not
medical in nature.

Speech Therapy

Covered: Rehabilitative speech therapy
services when related to a specific illness,
injury, or impairment, including speech
therapy services for the treatment of autism
spectrum disorder that involve the
mechanics of phonation, articulation, or
swallowing. Services must be provided by a
licensed or certified speech pathologist.

Not Covered:

m  Speech therapy services not provided by
a licensed or certified speech
pathologist.

m  Speech therapy to treat certain
developmental, learning, or
communication disorders, such as
stuttering and stammering.

Surgery

Covered. This includes the following:
m  Major endoscopic procedures.

m  Operative and cutting procedures.

m Preoperative and postoperative care.
See Also:

Dental Services earlier in this section.

Reconstructive Surgery earlier in this
section.

Telehealth Services

Covered: You are covered for telehealth
services delivered to you by a covered
practitioner acting within the scope of his or
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her license or certification or by a
practitioner contracting through Doctor on
Demand via real-time, interactive audio-
visual technology or web-based mobile
device or similar electronic-based
communication network. Services must be
delivered in accordance with applicable law
and generally accepted health care
practices.

Please note: Members can access
telehealth services from Doctor on Demand
through the Doctor on Demand mobile
application or through myWellmark.com.

Not Covered: Medical services provided
through means other than interactive, real-
time audio-visual technology, including, but
not limited to, audio-only telephone,
electronic mail message, or facsimile
transmission.

Temporomandibular Joint
Disorder (TMD)

Covered.

Not Covered: Dental extractions, dental

restorations, or orthodontic treatment for
temporomandibular joint disorders.

Item 14.

Charges related to the donation of an organ
are usually covered by the recipient’s
medical benefits plan. However, if donor
charges are excluded by the recipient’s plan,
and you are a donor, the charges will be
covered by your medical benefits.

Not Covered:

m  Expenses of transporting the recipient
when the transplant organ for the
recipient is not available for transplant.

m  Expenses of transporting a living donor.

m  Expenses related to the purchase of any
organ.

m  Services or supplies related to
mechanical or non-human organs
associated with transplants.

m Transplant services and supplies not
listed in this section including
complications.

See Also:

Ambulance Services earlier in this section.

Case Management, page 43.

Transplants
Covered:

m  Certain bone marrow/stem cell transfers
from a living donor.

Cornea.

Heart.

Heart and lung.

Kidney.

Liver.

Lung.

Pancreas.

Simultaneous pancreas/kidney.
Small bowel.

You are also covered for the medically
necessary expenses of transporting the
recipient when the transplant organ for the
recipient is available for transplant.

Transplants are subject to case
management.

SSu

Travel or Lodging Costs
Not Covered.

Vision Services
Covered:

m Vision examinations but only when
related to an illness or injury.

m  Eyeglasses, but only when prescribed as
the result of cataract extraction.

m  Contact lenses and associated lens
fitting, but only when prescribed as the
result of cataract extraction or when the
underlying diagnosis is a corneal injury
or corneal disease.

Not Covered:

m  Surgery and services to diagnose or
correct a refractive error, including
intraocular lenses and laser vision
correction surgery (e.g., LASIK surgery).

m Eyeglasses, contact lenses, or the
examination for prescribing or fitting of
eyeglasses or contact lenses, except
when prescribed as the result of cataract
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Item 14.

extraction or when the underlying
diagnosis is a corneal injury or disease.

m  Routine vision examinations.

Wigs or Hairpieces

Covered: Wigs and hairpieces are covered
but only when related to hair loss resulting
from medical treatment.

Benefits Maximum:

m  One wig or hairpiece per lifetime.

X-ray and Laboratory
Services

Covered: Tests, screenings, imagings, and
evaluation procedures as identified in the
American Medical Association's Current
Procedural Terminology (CPT) manual,
Standard Edition, under Radiology
Guidelines and Pathology and Laboratory
Guidelines.

See Also:

Preventive Care earlier in this section.
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4. General Conditions of Coverage,
Exclusions, and Limitations

Item 14.

The provisions in this section describe
general conditions of coverage and
important exclusions and limitations that
apply generally to all types of services or
supplies.

Conditions of Coverage

Medically Necessary

A key general condition in order for you to
receive benefits is that the service, supply,
device, or drug must be medically necessary.
Even a service, supply, device, or drug listed
as otherwise covered in Details - Covered
and Not Covered may be excluded if it is not
medically necessary in the circumstances.
Unless otherwise required by law, Wellmark
determines whether a service, supply,
device, or drug is medically necessary, and
that decision is final and conclusive.
Wellmark’s medically necessary analysis
and determinations apply to any service,
supply, device, or drug including, but not
limited to, medical, mental health, and
chemical dependency treatment, as
appropriate. Even though a provider may
recommend a service or supply, it may not
be medically necessary.

A medically necessary health care service is
one that a provider, exercising prudent
clinical judgment, provides to a patient for
the purpose of preventing, evaluating,
diagnosing or treating an illness, injury,
disease or its symptoms, and is:

m  Provided in accordance with generally
accepted standards of medical practice.
Generally accepted standards of medical
practice are based on:

— Nationally recognized utilization
management standards as utilized
by Wellmark; or

— Credible scientific evidence
published in peer-reviewed medical
literature generally recognized by
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the relevant medical community;
and

— Physician Specialty Society
recommendations and the views of
physicians practicing in the relevant
clinical area.

m  Clinically appropriate in terms of type,
frequency, extent, site and duration, and
considered effective for the patient’s
illness, injury or disease.

m  Not provided primarily for the
convenience of the patient, physician, or
other health care provider, and not more
costly than an alternative service or
sequence of services at least as likely to
produce equivalent therapeutic or
diagnostic results as to the diagnosis or
treatment of the illness, injury or
disease.

An alternative service, supply, device, or
drug may meet the criteria of medical
necessity for a specific condition. If
alternatives are substantially equal in
clinical effectiveness and use similar
therapeutic agents or regimens, we reserve
the right to approve the least costly
alternative.

If you receive services that are not medically

necessary, you are responsible for the cost

if:

m  You receive the services from an Out-of-
Network Provider; or

m  You receive the services from a PPO or
Participating provider in the Wellmark
service area and:

— The provider informs you in writing
before rendering the services that
Wellmark determined the services to
be not medically necessary; and

— The provider gives you a written
estimate of the cost for such services
and you agree in writing, before

29 Ssu

129




General Conditions of Coverage, Exclusions, and Limitations

receiving the services, to assume the

payment responsibility.
If you do not receive such a written
notice, and do not agree in writing to
assume the payment responsibility for
services that Wellmark determined are
not medically necessary, the PPO or
Participating provider is responsible for
these amounts.

m  You are also responsible for the cost if
you receive services from a provider
outside of the Wellmark service area
that Wellmark determines to be not
medically necessary. This is true even if
the provider does not give you any
written notice before the services are
rendered.

Member Eligibility

Another general condition of coverage is
that the person who receives services must
meet requirements for member eligibility.
See Coverage Eligibility and Effective Date,

page 49.

General Exclusions

Even if a service, supply, device, or drug is
listed as otherwise covered in Details -
Covered and Not Covered, it is not eligible
for benefits if any of the following general
exclusions apply.

Investigational or Experimental

You are not covered for a service, supply,
device, biological product, or drug that is
investigational or experimental. You are
also not covered for any care or treatments
related to the use of a service, supply,
device, biological product, or drug that is
investigational or experimental. A treatment
is considered investigational or
experimental when it has progressed to
limited human application but has not
achieved recognition as being proven
effective in clinical medicine. Our analysis of
whether a service, supply, device, biological
product, or drug is considered
investigational or experimental is applied to
medical, surgical, mental health, and
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chemical dependency treatment services, as
applicable.

To determine investigational or
experimental status, we may refer to the
technical criteria established by the Blue
Cross Blue Shield Association, including
whether a service, supply, device, biological
product, or drug meets these criteria:

m It has final approval from the
appropriate governmental regulatory
bodies.

m  The scientific evidence must permit
conclusions concerning its effect on
health outcomes.

m It improves the net health outcome.

m Itis as beneficial as any established
alternatives.

m  The health improvement is attainable
outside the investigational setting.

These criteria are considered by the Blue
Cross Blue Shield Association's Medical
Advisory Panel for consideration by all Blue
Cross and Blue Shield member
organizations. While we may rely on these
criteria, the final decision remains at the
discretion of our Medical Director, whose
decision may include reference to, but is not
controlled by, policies or decisions of other
Blue Cross and Blue Shield member
organizations. You may access our medical
policies, with supporting information and
selected medical references for a specific
service, supply, device, biological product,
or drug through our website,
Wellmark.com.

If you receive services that are
investigational or experimental, you are
responsible for the cost if:

m  You receive the services from an Out-of-
Network Provider; or
m  You receive the services from a PPO or
Participating provider in the Wellmark
service area and:
— The provider informs you in writing
before rendering the services that

Wellmark determined the services to
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be investigational or experimental;
and

— The provider gives you a written
estimate of the cost for such services
and you agree in writing, before
receiving the services, to assume the
payment responsibility.

If you do not receive such a written

notice, and do not agree in writing to

assume the payment responsibility for
services that Wellmark determined to be
investigational or experimental, the PPO
or Participating provider is responsible
for these amounts.

m  You are also responsible for the cost if
you receive services from a provider
outside of the Wellmark service area
that Wellmark determines to be
investigational or experimental. This is
true even if the provider does not give
you any written notice before the
services are rendered.

See Also:
Clinical Trials, page 13.

Complications of a Noncovered
Service

You are not covered for a complication
resulting from a noncovered service, supply,
device, or drug. However, this exclusion
does not apply to the treatment of
complications resulting from:

m  Smallpox vaccinations when payment
for such treatment is not available
through workers’ compensation or
government-sponsored programs; or

m A noncovered abortion.

Nonmedical or Administrative
Services

You are not covered for telephone
consultations, charges for failure to keep
scheduled appointments, charges for
completion of any form, charges for medical
information, recreational therapy and other
sensory-type activities, administrative
services (such as interpretive services, pre-
care assessments, health risk assessments,
case management, care coordination, or
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development of treatment plans) when
billed separately, and any services or
supplies that are nonmedical.

Provider Is Family Member

You are not covered for a service or supply
received from a provider who is in your
immediate family (which includes yourself,
parent, child, or spouse or domestic
partner).

Covered by Other Programs or Laws
You are not covered for a service, supply,
device, or drug if:

m  Someone else has the legal obligation to
pay for services, has an agreement with
you to not submit claims for services or,
without this group health plan, you
would not be charged.

m  You require services or supplies for an
illness or injury sustained while on
active military status.

Workers’ Compensation

You are not covered for services or supplies
for which we learn or are notified by you,
your provider, or our third party contractor
that such services or supplies are related to
a work related illness or injury, including
services or supplies applied toward
satisfaction of any deductible under your
employer’s workers’ compensation
coverage. We will comply with our statutory
obligation regarding payment on claims on
which workers’ compensation liability is
unresolved. You are also not covered for any
services or supplies that could have been
compensated under workers’ compensation
laws if:

= you did not comply with the legal
requirements relating to notice of injury,
timely filing of claims, and medical
treatment authorization; or

m you rejected workers’ compensation
coverage.

The exclusion for services or supplies

related to work related illness or injury does

not exclude coverage for such illness or

injury if you are exempt from coverage

under Iowa’s workers compensation
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statutes pursuant to Iowa Code Section 85.1
(1)-(4), unless you or your employer has
elected or assumed workers’ compensation
coverage as provided in Iowa Code Section
85.1(6).

For treatment of complications resulting
from smallpox vaccinations, see
Complications of a Noncovered Service
earlier in this section.

Benefit Limitations

Benefit limitations refer to amounts for
which you are responsible under this group
health plan. These amounts are not credited
toward your out-of-pocket maximum. In
addition to the exclusions and conditions
described earlier, the following are
examples of benefit limitations under this
group health plan:

m A service or supply that is not covered
under this group health plan is your
responsibility.

m Ifa covered service or supply reaches a
benefits maximum, it is no longer
eligible for benefits. (A maximum may
renew at the next benefit year.) See
Details — Covered and Not Covered,
page 11.

m If you receive benefits that reach a
lifetime benefits maximum applicable to
any specific service, then you are no
longer eligible for benefits for that
service under this group health plan. See
Benefits Maximums, page 4, and At a
Glance—Covered and Not Covered, page
7.

m If you do not obtain precertification for
certain medical services, benefits can be
reduced or denied. You are responsible
for benefit reductions if you receive the
services from an Out-of-Network
Provider. You are responsible for benefit
denials only if you are responsible (not
your provider) for notification. A PPO
Provider in Iowa or South Dakota will
handle notification requirements for
you. If you see a PPO Provider outside
Iowa or South Dakota, you are
responsible for notification
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requirements. See Notification
Requirements and Care Coordination,
page 39.

If you do not obtain prior approval for
certain medical services, benefits will be
denied on the basis that you did not
obtain prior approval. Upon receiving an
Explanation of Benefits (EOB)
indicating a denial of benefits for failure
to request prior approval, you will have
the opportunity to appeal (see the
Appeals section) and provide us with
medical information for our
consideration in determining whether
the services were medically necessary
and a benefit under your medical
benefits. Upon review, if we determine
the service was medically necessary and
a benefit under your medical benefits,
benefits for that service will be provided
according to the terms of your medical
benefits.

You are responsible for these benefit
denials only if you are responsible (not
your provider) for notification. A PPO
Provider in Iowa or South Dakota will
handle notification requirements for
you. If you see a PPO Provider outside
Iowa or South Dakota, you are
responsible for notification
requirements. See Notification
Requirements and Care Coordination,

page 39.

The type of provider you choose can
affect your benefits and what you pay.
See Choosing a Provider, page 33, and
Factors Affecting What You Pay, page
45. An example of a charge that depends
on the type of provider includes, but is
not limited to:

— Any difference between the
provider’s amount charged and our
amount paid is your responsibility if
you receive services from an Out-of-
Network Provider.
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5. Choosing a Provider

Provider Network

Under the medical benefits of this plan,
your network of providers consists of PPO
and Participating providers. All other
providers are Out-of-Network Providers.

It relies on a preferred provider
organization (PPO) network, which consists
of providers that participate directly with
the Wellmark Blue PPO network and
providers that participate with other Blue
Cross and/or Blue Shield preferred provider
organizations (PPOs). These PPO Providers
offer services to members of contracting
medical benefits plans at a reduced cost,
which usually results in the least expense for
you.

Non-PPO providers are either Participating
or Out-of-Network. If you are unable to
utilize a PPO Provider, it is usually to your
advantage to visit what we call a
Participating Provider. Participating
Providers participate with a Blue Cross
and/or Blue Shield Plan in another state or
service area, but not with a PPO.

Other providers are considered Out-of-
Network, and you will usually pay the most
for services you receive from them.

See What You Pay, page 3 and Factors
Affecting What You Pay, page 45.

To determine if a provider participates with
this medical benefits plan, ask your
provider, refer to our online provider
directory at Wellmark.com, or call the
Customer Service number on your ID card.
Our provider directory is also available upon
request by calling the Customer Service
number on your ID card.

Providers are independent contractors and
are not agents or employees of Wellmark
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Blue Cross and Blue Shield of Iowa. For
types of providers that may be covered
under your medical benefits, see Hospitals
and Facilities, page 18 and Physicians and
Practitioners, page 23.

Please note: Even if a specific provider
type is not listed as a recognized provider
type, Wellmark does not discriminate
against a licensed health care provider
acting within the scope of his or her state
license or certification with respect to
coverage under this plan.

Please note: Even though a facility may be
PPO or Participating, particular providers
within the facility may not be PPO or
Participating providers. Examples include
Out-of-Network physicians on the staff of a
PPO or Participating hospital, home medical
equipment suppliers, and other
independent providers. Therefore, when you
are referred by a PPO or Participating
provider to another provider, or when you
are admitted into a facility, always ask if the
providers contract with a Blue Cross and/or
Blue Shield Plan.

Always carry your ID card and present it
when you receive services. Information on
it, especially the ID number, is required to
process your claims correctly.

Pharmacies that contract with our
pharmacy benefits manager are considered
Participating Providers. Pharmacies that do
not contract with our pharmacy benefits
manager are considered Out-of-Network
Providers. To determine if a pharmacy
contracts with our pharmacy benefits
manager, ask the pharmacist, consult the
directory of participating pharmacies on our
website at Wellmark.com, or call the
Customer Service number on your ID card.
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Provider Comparison Chart x
o (=]
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Accepts Blue Cross and/or Blue Shield payment arrangements. Yes Yes No
Minimizes your payment obligations. See What You Pay, page 3. Yes No No

Claims are filed for you.

Yes Yes No

Blue Cross and/or Blue Shield pays these providers directly.

Yes Yes No

Notification requirements are handled for you.

Yes* | No No

*If you visit a PPO Provider outside the Wellmark service area, you are responsible for notification requirements. See Services

Outside the Wellmark Service Area later in this section.

Services Outside the
Wellmark Service Area

BlueCard Program

This program ensures that members of any
Blue Plan have access to the advantages of
PPO Providers throughout the United
States. Participating Providers have a
contractual agreement with the Blue Cross
or Blue Shield Plan in their home state
(“Host Blue”). The Host Blue is responsible
for contracting with and generally handling
all interactions with its Participating
Providers.

The BlueCard Program is one of the
advantages of your coverage with Wellmark
Blue Cross and Blue Shield. It provides
conveniences and benefits outside the
Wellmark service area similar to those you
would have within our service area when
you obtain covered medical services from a
PPO Provider. Always carry your ID card (or
BlueCard) and present it to your provider
when you receive care. Information on it,
especially the ID number, is required to
process your claims correctly.

PPO Providers may not be available in some
states. In this case, when you receive
covered services from a non-PPO provider
(i.e., a Participating or Out-of-Network
provider), you will receive many of the same
advantages as when you receive covered
services from a PPO Provider. However,
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because we do not have contracts with Out-
of-Network Providers and they may not
accept our payment arrangements, you are
responsible for any difference between the
amount charged and our amount paid for a
covered service.

PPO Providers contract with the Blue Cross
and/or Blue Shield preferred provider
organization (PPO) in their home state.

When you receive covered services from
PPO or Participating providers outside the
Wellmark service area, all of the following
statements are true:

m Claims are filed for you.

m  These providers agree to accept payment
arrangements or negotiated prices of the
Blue Cross and/or Blue Shield Plan with
which the provider contracts. These
payment arrangements may result in
savings.

m  The group health plan payment is sent
directly to the providers.

m  Wellmark requires claims to be filed
within 365 days following the date of
service. However, if the PPO or
Participating provider’s contract with
the Host Blue has a requirement that a
claim be filed in a timeframe exceeding
365 days following the date of service,
Wellmark will process the claim
according to the Host Blue’s contractual
filing requirement. If you receive
services from an Out-of-Network
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Provider, the claim has to be filed within
365 days following the date of service.

Typically, when you receive covered services
from PPO or Participating providers outside
the Wellmark service area, you are
responsible for notification requirements.
See Notification Requirements and Care
Coordination, page 39. However, if you are
admitted to a BlueCard facility outside the
Wellmark service area, any PPO or
Participating provider should handle
notification requirements for you.

We have a variety of relationships with
other Blue Cross and/or Blue Shield
Licensees. Generally, these relationships are
called “Inter-Plan Arrangements.” These
Inter-Plan Arrangements work based on
rules and procedures issued by the Blue
Cross Blue Shield Association
(“Association”). Whenever you access
healthcare services outside the Wellmark
service area, the claim for those services
may be processed through one of these
Inter-Plan Arrangements. The Inter-Plan
Arrangements are described in the following
paragraphs.

When you receive care outside of our service
area, you will receive it from one of two
kinds of providers. Most providers
(“Participating Providers”) contract with the
local Blue Cross and/or Blue Shield Plan in
that geographic area (“Host Blue”). Some
providers (“Out-of-Network Providers™)
don’t contract with the Host Blue. In the
following paragraphs we explain how we
pay both kinds of providers.

Inter-Plan Arrangements Eligibility —
Claim Types

All claim types are eligible to be processed
through Inter-Plan Arrangements, as
described previously, except for all dental
care benefits (except when paid as medical
benefits), and those prescription drug
benefits or vision care benefits that may be
administered by a third party contracted by
us to provide the specific service or services.
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BlueCard® Program

Under the BlueCard® Program, when you
receive covered services within the
geographic area served by a Host Blue, we
will remain responsible for doing what we
agreed to in the contract. However, the Host
Blue is responsible for contracting with and
generally handling all interactions with its
Participating Providers.

When you receive covered services outside
Wellmark’s service area and the claim is
processed through the BlueCard Program,
the amount you pay for covered services is
calculated based on the lower of:

m  The billed charges for covered services;
or

m  The negotiated price that the Host Blue
makes available to us.

Often, this “negotiated price” will be a
simple discount that reflects an actual price
that the Host Blue pays to your healthcare
provider. Sometimes, it is an estimated
price that takes into account special
arrangements with your healthcare provider
or provider group that may include types of
settlements, incentive payments and/or
other credits or charges. Occasionally, it
may be an average price, based on a
discount that results in expected average
savings for similar types of healthcare
providers after taking into account the same
types of transactions as with an estimated
price.

Estimated pricing and average pricing also
take into account adjustments to correct for
over- or underestimation of modifications of
past pricing of claims, as noted previously.
However, such adjustments will not affect
the price we have used for your claim
because they will not be applied after a
claim has already been paid.

Inter-Plan Programs: Federal/State
Taxes/Surcharges/Fees

Federal or state laws or regulations may
require a surcharge, tax, or other fee that
applies to insured accounts. If applicable,
we will include any such surcharge, tax, or
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other fee as part of the claim charge passed
on to you.

Out-of-Network Providers Outside the
Wellmark Service Area

Your Liability Calculation. When
covered services are provided outside of our
service area by Out-of-Network Providers,
the amount you pay for such services will
normally be based on either the Host Blue’s
Out-of-Network Provider local payment or
the pricing arrangements required by
applicable state law. In these situations, you
may be responsible for the difference
between the amount that the Out-of-
Network Provider bills and the payment we
will make for the covered services as set
forth in this SPD. Federal or state law, as
applicable, will govern payments for Out-of-
Network emergency services.

In certain situations, we may use other
payment methods, such as billed charges for
covered services, the payment we would
make if the healthcare services had been
obtained within our service area, or a
special negotiated payment to determine the
amount we will pay for services provided by
Out-of-Network Providers. In these
situations, you may be liable for the
difference between the amount that the Out-
of-Network Provider bills and the payment
we will make for the covered services as set
forth in this SPD.

Care in a Foreign Country

For covered services you receive in a
country other than the United States,
payment level assumes the provider
category is Out-of-Network except for
services received from providers that
participate with Blue Cross Blue Shield
Global Core.

Blue Cross Blue Shield Global® Core
Program

If you are outside the United States, the
Commonwealth of Puerto Rico, and the U.S.
Virgin Islands (hereinafter “BlueCard
service area”), you may be able to take
advantage of the Blue Cross Blue Shield
Global Core Program when accessing
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covered services. The Blue Cross Blue Shield
Global Core Program is unlike the BlueCard
Program available in the BlueCard service
area in certain ways. For instance, although
the Blue Cross Blue Shield Global Core
Program assists you with accessing a
network of inpatient, outpatient, and
professional providers, the network is not
served by a Host Blue. As such, when you
receive care from providers outside the
BlueCard service area, you will typically
have to pay the providers and submit the
claims yourself to obtain reimbursement for
these services.

If you need medical assistance services
(including locating a doctor or hospital)
outside the BlueCard service area, you
should call the Blue Cross Blue Shield
Global Core Service Center at 800-810-
BLUE (2583) or call collect at 804-673-
1177, 24 hours a day, seven days a week. An
assistance coordinator, working with a
medical professional, can arrange a
physician appointment or hospitalization, if
necessary.

Inpatient Services. In most cases, if you
contact the Blue Cross Blue Shield Global
Core Service Center for assistance, hospitals
will not require you to pay for covered
inpatient services, except for your
deductibles, coinsurance, etc. In such cases,
the hospital will submit your claims to the
Blue Cross Blue Shield Global Core Service
Center to begin claims processing. However,
if you paid in full at the time of service, you
must submit a claim to receive
reimbursement for covered services. You
must contact us to obtain
precertification for non-emergency
inpatient services.

Outpatient Services. Physicians, urgent
care centers and other outpatient providers
located outside the BlueCard service area
will typically require you to pay in full at the
time of service. You must submit a claim to
obtain reimbursement for covered services.
See Claims, page 67.
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Submitting a Blue Cross Blue Shield
Global Core Claim

When you pay for covered services outside
the BlueCard service area, you must submit
a claim to obtain reimbursement. For
institutional and professional claims, you
should complete a Blue Cross Blue Shield
Global Core International claim form and
send the claim form with the provider’s
itemized bill(s) to the Blue Cross Blue Shield
Global Core Service Center (the address is
on the form) to initiate claims processing.
Following the instructions on the claim
form will help ensure timely processing of
your claim. The claim form is available from
us, the Blue Cross Blue Shield Global Core
Service Center, or online at
wwuw.bcbsglobalcore.com. If you need
assistance with your claim submission, you
should call the Blue Cross Blue Shield
Global Core Service Center at 800-810-
BLUE (2583) or call collect at 804-673-
1177, 24 hours a day, seven days a week.

Whenever possible, before receiving services
outside the Wellmark service area, you
should ask the provider if he or she
participates with a Blue Cross and/or Blue
Shield Plan in that state. To locate PPO
Providers in any state, call 800-810-
BLUE, or visit www.bcbs.com.

Iowa and South Dakota comprise the
Wellmark service area.

Laboratory services. You may have
laboratory specimens or samples collected
by a PPO Provider and those laboratory
specimens may be sent to another
laboratory services provider for processing
or testing. If that laboratory services
provider does not have a contractual
relationship with the Blue Plan where the
specimen was drawn,* that provider will be
considered an Out-of-Network Provider and
you will be responsible for any applicable
Out-of-Network Provider payment
obligations and you may also be responsible
for any difference between the amount
charged and our amount paid for the
covered service.
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*Where the specimen is drawn will be
determined by which state the referring
provider is located.

Home/durable medical equipment. If
you purchase or rent home/durable medical
equipment from a provider that does not
have a contractual relationship with the
Blue Plan where you purchased or rented
the equipment, that provider will be
considered an Out-of-Network Provider and
you will be responsible for any applicable
Out-of-Network Provider payment
obligations and you may also be responsible
for any difference between the amount
charged and our amount paid for the
covered service.

If you purchase or rent home/durable
medical equipment and have that
equipment shipped to a service area of a
Blue Plan that does not have a contractual
relationship with the home/durable medical
equipment provider, that provider will be
considered Out-of-Network and you will be
responsible for any applicable Out-of-
Network Provider payment obligations and
you may also be responsible for any
difference between the amount charged and
our amount paid for the covered service.
This includes situations where you purchase
or rent home/durable medical equipment
and have the equipment shipped to you in
Wellmark’s service area, when Wellmark
does not have a contractual relationship
with the home/durable medical equipment
provider.

Prosthetic devices. If you purchase
prosthetic devices from a provider that does
not have a contractual relationship with the
Blue Plan where you purchased the
prosthetic devices, that provider will be
considered an Out-of-Network Provider and
you will be responsible for any applicable
Out-of-Network Provider payment
obligations and you may also be responsible
for any difference between the amount
charged and our amount paid for the
covered service.
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If you purchase prosthetic devices and have
that equipment shipped to a service area of
a Blue Plan that does not have a contractual
relationship with the provider, that provider
will be considered Out-of-Network and you
will be responsible for any applicable Out-
of-Network Provider payment obligations
and you may also be responsible for any
difference between the amount charged and
our amount paid for the covered service.
This includes situations where you purchase
prosthetic devices and have them shipped to
you in Wellmark’s service area, when
Wellmark does not have a contractual
relationship with the provider.

Talk to your provider. Whenever
possible, before receiving laboratory
services, home/durable medical equipment,
or prosthetic devices, ask your provider to
utilize a provider that has a contractual
arrangement with the Blue Plan where you
received services, purchased or rented
equipment, or shipped equipment, or ask
your provider to utilize a provider that has a
contractual arrangement with Wellmark.

To determine if a provider has a contractual
arrangement with a particular Blue Plan or
with Wellmark, call the Customer Service
number on your ID card or visit our website,
Wellmark.com.

See Out-of-Network Providers, page 47.
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6. Notification Requirements and Care
Coordination

Many services including, but not limited to, medical, surgical, mental health, and chemical
dependency treatment services, require a notification to us or a review by us. If you do not
follow notification requirements properly, you may have to pay for services yourself, so the
information in this section is critical. For a complete list of services subject to notification or
review, visit Wellmark.com or call the Customer Service number on your ID card.

Providers and Notification Requirements

PPO or Participating providers in Iowa and South Dakota should handle notification
requirements for you. If you are admitted to a PPO or Participating facility outside Iowa or
South Dakota, the PPO or Participating provider should handle notification requirements for
you.

If you receive any other covered services (i.e., services unrelated to an inpatient admission) from
a PPO or Participating provider outside Iowa or South Dakota, or if you see an Out-of-Network
Provider, you or someone acting on your behalf is responsible for notification requirements.

More than one of the notification requirements and care coordination programs described in
this section may apply to a service. Any notification or care coordination decision is based on the
medical benefits in effect at the time of your request. If your coverage changes for any reason,
you may be required to repeat the notification process.

You or your authorized representative, if you have designated one, may appeal a denial or
reduction of benefits resulting from these notification requirements and care coordination
programs. See Appeals, page 77. Also see Authorized Representative, page 85.

Precertification

Purpose Precertification helps determine whether a service or admission to a facility is
medically necessary. Precertification is required; however, it does not apply to
maternity or emergency services.

Applies to For a complete list of the services subject to precertification, visit
Wellmark.com or call the Customer Service number on your ID card.
Person You or someone acting on your behalf is responsible for obtaining
Responsible  precertification if:
for Obtaining . . . .
Precertification ™ YOU receive services subject to precertification from an Out-of-Network
Provider; or
m  You receive non-inpatient services subject to precertification from a PPO
or Participating provider outside Iowa or South Dakota;
Your Provider should obtain precertification for you if:
= You receive services subject to precertification from a PPO Provider in
Iowa or South Dakota; or
m  You receive inpatient services subject to precertification from a PPO or
Participating provider outside Iowa or South Dakota.
Please note: If you are ever in doubt whether precertification has been
obtained, call the Customer Service number on your ID card.
Form Number: Wellmark SD Grp (TPA)/NR_ 0120 39 SSu
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Process

When you, instead of your provider, are responsible for precertification, call
the phone number on your ID card before receiving services.

Wellmark will respond to a precertification request within:

m 72 hours in a medically urgent situation;
m 15 days in a non-medically urgent situation.

Precertification requests must include supporting clinical information to
determine medical necessity of the service or admission.

After you receive the service(s), Wellmark may review the related medical
records to confirm the records document the services subject to the approved
precertification request. The medical records also must support the level of
service billed and document that the services have been provided by the
appropriate personnel with the appropriate level of supervision.

Importance

If you choose to receive services subject to precertification, you will be
responsible for the charges as follows:

m If you receive services subject to precertification from an Out-of-Network
Provider and we determine that the procedure was not medically
necessary you will be responsible for the full charge.

m Ifyou are admitted to a PPO or Participating inpatient facility, the
provider, not you, will be responsible for any reduction for failure to
complete the precertification process. Please note: It is important that
you are aware of precertification requirements to help ensure that they are
met.

m If you receive the services from an Out-of-Network Provider and we
determine the procedure is medically necessary and otherwise covered,
without precertification, benefits can be reduced by 50% of the maximum
allowable fee, after which we subtract your applicable payment
obligations. See Maximum Allowable Fee, page 47. You are subject to this
benefit reduction only if you receive the services from an Out-of-Network
Provider.

Reduced or denied benefits that result from failure to follow notification
requirements are not credited toward your out-of-pocket maximum. See What
You Pay, page 3.

Notification

Purpose

Notification of most facility admissions and certain services helps us identify
and initiate discharge planning or care coordination. Notification is required.

Applies to

For a complete list of the services subject to notification, visit Wellmark.com
or call the Customer Service number on your ID card.

SSu
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Person
Responsible

PPO Providers in the states of Iowa and South Dakota perform notification for
you. However, you or someone acting on your behalf is responsible for
notification if:

m  You receive services subject to notification from a provider outside Iowa or
South Dakota;

m  You receive services subject to notification from a Participating or Out-of-
Network provider.

Process

When you, instead of your provider, are responsible for notification, call the
phone number on your ID card before receiving services, except when you are
unable to do so due to a medical emergency. In the case of an emergency
admission, you must notify us within one business day of the admission or the
receipt of services or as soon as reasonably possible thereafter.

Prior Approval

Purpose

Prior approval helps determine whether a proposed treatment plan is
medically necessary and a benefit under your medical benefits. Prior approval
is required.

Applies to

For a complete list of the services subject to prior approval, visit
Wellmark.com or call the Customer Service number on your ID card.

Person
Responsible
for Obtaining
Prior Approval

You or someone acting on your behalf is responsible for obtaining prior
approval if:

m You receive services subject to prior approval from an Out-of-Network
Provider; or

m  You receive non-inpatient services subject to prior approval from a PPO or
Participating provider outside Iowa or South Dakota.

Your Provider should obtain prior approval for you if:

m  You receive services subject to prior approval from a PPO Provider in Iowa
or South Dakota; or

m  You receive inpatient services subject to prior approval from a PPO or
Participating provider outside Iowa or South Dakota.

Please note: If you are ever in doubt whether prior approval has been

obtained, call the Customer Service number on your ID card.

Process

When you, instead of your provider, are responsible for requesting prior
approval, call the number on your ID card to obtain a prior approval form and
ask the provider to help you complete the form.

Wellmark will determine whether the requested service is medically necessary
and eligible for benefits based on the written information submitted to us. We
will respond to a prior approval request in writing to you and your provider
within:

m 72 hours in a medically urgent situation.

m 15 days in a non-medically urgent situation.

Prior approval requests must include supporting clinical information to
determine medical necessity of the services or supplies.
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Importance

If your request is approved, the service is covered provided other contractual
requirements, such as member eligibility and benefits maximums, are
observed. If your request is denied, the service is not covered, and you will
receive a notice with the reasons for denial.

If you do not request prior approval for a service, the benefit for that service
will be denied on the basis that you did not request prior approval.

Upon receiving an Explanation of Benefits (EOB) indicating a denial of
benefits for failure to request prior approval, you will have the opportunity to
appeal (see the Appeals section) and provide us with medical information for
our consideration in determining whether the services were medically
necessary and a benefit under your medical benefits. Upon review, if we
determine the service was medically necessary and a benefit under your
medical benefits, the benefit for that service will be provided according to the
terms of your medical benefits.

Approved services are eligible for benefits for a limited time. Approval is
based on the medical benefits in effect and the information we had as of the
approval date. If your coverage changes for any reason (for example, because
of a new job or new medical benefits), an approval may not be valid. If your
coverage changes before the approved service is performed, a new approval is
recommended.

Note: When prior approval is required, and an admission to a facility is
required for that service, the admission also may be subject to notification or
precertification. See Precertification and Notification earlier in this section.

Concurrent Review

Purpose

Concurrent review is a utilization review conducted during a member’s facility
stay or course of treatment at home or in a facility setting to determine
whether the place or level of service is medically necessary. This care
coordination program occurs without any notification required from you.

Applies to

For a complete list of the services subject to concurrent review, visit
Wellmark.com or call the Customer Service number on your ID card.

Person
Responsible

Wellmark

Process

Wellmark may review your case to determine whether your current level of
care is medically necessary.

Responses to Wellmark's concurrent review requests must include supporting
clinical information to determine medical necessity as a condition of your
coverage.

Importance

Wellmark may require a change in the level or place of service in order to
continue providing benefits. If we determine that your current facility setting
or level of care is no longer medically necessary, we will notify you, your
attending physician, and the facility or agency at least 24 hours before your
benefits for these services end.

SSu
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Purpose Case management is intended to identify and assist members with the most
severe illnesses or injuries by collaborating with members, members’ families,
and providers to develop individualized care plans.

Applies to A wide group of members including those who have experienced potentially
preventable emergency room visits; hospital admissions/readmissions; those
with catastrophic or high cost health care needs; those with potential long
term illnesses; and those newly diagnosed with health conditions requiring
lifetime management. Examples where case management might be
appropriate include but are not limited to:

Brain or Spinal Cord Injuries
Cystic Fibrosis

Degenerative Muscle Disorders
Hemophilia

Pregnancy (high risk)
Transplants

Person You, your physician, and the health care facility can work with Wellmark’s

Responsible case managers. Wellmark may initiate a request for case management.

Process Members are identified and referred to the Case Management program
through Customer Service and claims information, referrals from providers or
family members, and self-referrals from members.

Importance Case management is intended to identify and coordinate appropriate care and
care alternatives including reviewing medical necessity; negotiating care and
services; identifying barriers to care including contract limitations and
evaluation of solutions outside the group health plan; assisting the member
and family to identify appropriate community-based resources or government
programs; and assisting members in the transition of care when there is a
change in coverage.

Form Number: Wellmark SD Grp (TPA)/NR_ 0120 43 SSuU

143




Item 14.

144




7. Factors Affecting What You Pay

Item 14.

How much you pay for covered services is affected by many different factors discussed in this

section.

Benefit Year

A benefit year is a period of 12 consecutive
months beginning on January 1 or
beginning on the day your coverage goes
into effect. The benefit year starts over each
January 1. Your benefit year continues even
if your employer or group sponsor changes
Wellmark group health plan benefits during
the year or you change to a different plan
offering mid-benefit year from your same
employer or group sponsor.

Certain coverage changes result in your
Wellmark identification number changing.
In some cases, a new benefit year will start
under the new ID number for the rest of the
benefit year. In this case, the benefit year
would be less than a full 12 months. In other
cases (e.g., adding your spouse to your
coverage) the benefit year would continue
and not start over.

If you are an inpatient in a covered facility
on the date of your annual benefit year
renewal, your benefit limitations and
payment obligations, including your
deductible and out-of-pocket maximum, for
facility services will renew and will be based
on the benefit limitations and payment
obligation amounts in effect on the date you
were admitted. However, your payment
obligations, including your deductible and
out-of-pocket maximum, for practitioner
services will be based on the payment
obligation amounts in effect on the day you
receive services.

The benefit year is important for

calculating:

m  Deductible.

m  Coinsurance.

m  Out-of-pocket maximum.
m  Benefits maximum.
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How Coinsurance is
Calculated

The amount on which coinsurance is
calculated depends on the state where you
receive a covered service and the
contracting status of the provider.

PPO Providers in the Wellmark
Service Area and Out-of-Network
Providers

Coinsurance is calculated using the payment
arrangement amount after the following
amounts (if applicable) are subtracted from
it:

m  Deductible.

=  Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and
Limitations, page 29.

PPO and Participating Providers
Outside the Wellmark Service Area
The coinsurance for covered services is
calculated on the lower of:

m  The amount charged for the covered
service, or

m  The negotiated price that the Host Blue
makes available to Wellmark after the
following amounts (if applicable) are
subtracted from it:

—  Deductible.

— Amounts representing any general
exclusions and conditions. See
General Conditions of Coverage,
Exclusions, and Limitations, page
29,

Often, the negotiated price will be a simple
discount that reflects an actual price the
local Host Blue paid to your provider.
Sometimes, the negotiated price is an
estimated price that takes into account
special arrangements with your healthcare
provider or provider group that may include
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types of settlements, incentive payments,
and/or other credits or charges.
Occasionally, the negotiated price may be an
average price based on a discount that
results in expected average savings for
similar types of healthcare providers after
taking into account the same types of
transactions as with an estimated price.
Estimated pricing and average pricing,
going forward, also take into account
adjustments to correct for over- or under-
estimation of modifications of past pricing
for the types of transaction modifications
noted previously. However, such
adjustments will not affect the price we use
for your claim because they will not be
applied retroactively to claims already paid.

Occasionally, claims for services you receive
from a provider that participates with a Blue
Cross and/or Blue Shield Plan outside of
Iowa or South Dakota may need to be
processed by Wellmark instead of by the
BlueCard Program. In that case,
coinsurance is calculated using the payment
arrangement amount for covered services
after the following amounts (if applicable)
are subtracted from it:

m  Deductible.

®  Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and
Limitations, page 29.
Laws in a small number of states may
require the Host Blue Plan to add a
surcharge to your calculation. If any state
laws mandate other liability calculation
methods, including a surcharge, Wellmark
will calculate your payment obligation for
any covered services according to applicable
law. For more information, see BlueCard
Program, page 34.

Provider Network

Under the medical benefits of this plan,
your network of providers consists of PPO
and Participating providers. All other
providers are Out-of-Network Providers.
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PPO Providers

Blue Cross and Blue Shield Plans have
contracting relationships with PPO

Providers. When you receive services from
PPO Providers:

m  The PPO payment obligation amounts
may be waived or may be less than the
Participating and Out-of-Network
amounts for certain covered services.
See Waived Payment Obligations, page
5.

m  These providers agree to accept
Wellmark’s payment arrangements, or
payment arrangements or negotiated
prices of the Blue Cross and Blue Shield
Plan with which the provider contracts.
These payment arrangements may result
in savings.

m  The health plan payment is sent directly
to the provider.

Participating Providers

Wellmark and Blue Cross and/or Blue
Shield Plans have contracting relationships
with Participating Providers. Pharmacies
that contract with our pharmacy benefits
manager are considered Participating
Providers. To determine if a pharmacy
contracts with our pharmacy benefits
manager, ask the pharmacist, consult the
directory of participating pharmacies on our
website at Wellmark.com, or call the
Customer Service number on your ID card.
When you receive services from
Participating Providers:

m  The Participating payment obligation
amounts may be waived or may be less
than the Out-of-Network amounts for
certain covered services. See Waived
Payment Obligations, page 5.

m  These providers agree to accept
Wellmark’s payment arrangements, or
payment arrangements or negotiated
prices of the Blue Cross and Blue Shield
Plan with which the provider contracts.
These payment arrangements may result
in savings.
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m  The health plan payment is sent directly
to the provider.

Out-of-Network Providers

Wellmark and Blue Cross and/or Blue
Shield Plans do not have contracting
relationships with Out-of-Network
Providers, and they may not accept our
payment arrangements. Pharmacies that do
not contract with our pharmacy benefits
manager are considered Out-of-Network
Providers. Therefore, when you receive
services from Out-of-Network Providers:

m  You are responsible for any difference
between the amount charged and our
payment for a covered service. In the
case of services received outside Iowa or
South Dakota, our maximum payment
for services by an Out-of-Network
Provider will generally be based on
either the Host Blue’s Out-of-Network
Provider local payment or the pricing
arrangements required by applicable
state law. In certain situations, we may
use other payment bases, such as the
amount charged for a covered service,
the payment we would make if the
services had been obtained within Iowa
or South Dakota, or a special negotiated
payment, as permitted under Inter-Plan
Programs policies, to determine the
amount we will pay for services you
receive from Out-of-Network Providers.
See Services Outside the Wellmark
Service Area, page 34-.

m  Wellmark does not make claim
payments directly to these providers.
You are responsible for ensuring that
your provider is paid in full.

m  The group health plan payment for Out-
of-Network hospitals, M.D.s, and D.O.s
in Iowa is made payable to the provider,
but the check is sent to you. You are
responsible for forwarding the check to
the provider (plus any billed balance you
may owe).
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Amount Charged and
Maximum Allowable Fee

Amount Charged

The amount charged is the amount a
provider charges for a service or supply,
regardless of whether the services or
supplies are covered under your medical
benefits.

Maximum Allowable Fee

The maximum allowable fee is the amount,
established by Wellmark, using various
methodologies, for covered services and
supplies. Wellmark’s amount paid may be
based on the lesser of the amount charged
for a covered service or supply or the
maximum allowable fee.

Payment Arrangements

Payment Arrangement Savings
Wellmark has contracting relationships with
PPO Providers. We use different methods to
determine payment arrangements,
including negotiated fees. These payment
arrangements usually result in savings.

The savings from payment arrangements
and other important amounts will appear on
your Explanation of Benefits statement as
follows:

m  Network Savings, which reflects the
amount you save on a claim by receiving
services from a Participating or PPO
provider. For the majority of services,
the savings reflects the actual amount
you save on a claim. However,
depending on many factors, the amount
we pay a provider could be different
from the covered charge. Regardless of
the amount we pay a Participating or
PPO provider, your payment
responsibility will always be based on
the lesser of the covered charge or the
maximum allowable fee.

m  Amount Not Covered, which reflects the
portion of provider charges not covered
under your health benefits and for which
you are responsible. This amount may
include services or supplies not covered;
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amounts in excess of a benefit except to the extent of any amounts you may
maximum, benefit year maximum, or owe.
lifetime benefits maximum; reductions
or denials for failure to follow a required
precertification; and the difference
between the amount charged and the
maximum allowable fee for services
from an Out-of-Network Provider. For
general exclusions and examples of
benefit limitations, see General
Conditions of Coverage, Exclusions, and
Limitations, page 29.
m  Amount Paid by Health Plan, which
reflects our payment responsibility to a
provider or to you. We determine this
amount by subtracting the following
amounts (if applicable) from the amount
charged:

— Deductible.
—  Coinsurance.

— Amounts representing any general
exclusions and conditions.

— Network savings.

Payment Method for Services

When you receive a covered service or
services that result in multiple claims, we
will calculate your payment obligations
based on the order in which we process the
claims.

Provider Payment Arrangements
Provider payment arrangements are
calculated using industry methods
including, but not limited to, fee schedules,
per diems, percentage of charge, capitation,
or episodes of care. Some provider payment
arrangements may include an amount
payable to the provider based on the
provider’s performance. Performance-based
amounts that are not distributed are not
allocated to your specific group or to your
specific claims and are not considered when
determining any amounts you may owe. We
reserve the right to change the methodology
we use to calculate payment arrangements
based on industry practice or business need.
PPO and Participating providers agree to
accept our payment arrangements as full
settlement for providing covered services,
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8. Coverage Eligibility and Effective Date

Enrollment Requirements

Each eligible employee who began work
before the effective date of this coverage is
eligible to enroll for this coverage on the
effective date. New, eligible employees may
enroll for coverage on the first day following
30 calendar days following the date of
employment (subject to any new
employment probationary period your
group may have). The application must be
received by us no later than 31 days
following eligibility.

Please note: In addition to the preceding
requirements, eligibility is affected by
coverage enrollment events and coverage
termination events. See Coverage Change
Events, page 53.

Eligibility Requirements
The following are eligibility requirements
for participating in this health benefits plan.

Full-time Employees. An employee is
eligible for medical and prescription drug
coverage if he/she is a regular full-time
employee as defined by his or her respective
contract or employee statement of policy as
defined by the City of Cedar Falls.

Spouses. A spouse of a plan member is
eligible for coverage under a family plan.
For definition of spouse, see Glossary, page
93.

Children. A child is eligible for coverage
under a family plan if the child has one of
the following relationships to the plan
member or an enrolled spouse:

m A natural child.

m Legally adopted or placed for adoption
(that is, you assume a legal obligation to
provide full or partial support and
intend to adopt the child).

m A child for whom you have legal
guardianship.

m A stepchild.
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m A foster child.

m A natural child a court orders to be
covered.

A child who has been placed in your home
for the purpose of adoption or whom you
have adopted is eligible for coverage on the
date of placement for adoption or the date
of actual adoption, whichever occurs first.

Please note: You must notify us or your
employer or group sponsor if you enter into
an arrangement to provide surrogate parent
services: Contact your employer or group
sponsor or call the Customer Service
number on your ID card.

In addition, a child must be one of the
following:

m  Under age 26.

m An unmarried full-time student enrolled
in an accredited educational institution.
Full-time student status continues
during:

— Regularly-scheduled school
vacations; and

— Medically necessary leaves of
absence until the earlier of one year
from the first day of leave or the date
coverage would otherwise end.

m  An unmarried child who is deemed
disabled. The disability must have
existed before the child turned age 26 or
while the child was a full-time student.
Wellmark considers a dependent
disabled when he or she meets the
following criteria:

— Claimed as a dependent on the
employee’s, plan member’s,
subscriber’s, policyholder’s, or
retiree’s tax return; and

— Enrolled in and receiving Medicare
benefits due to disability; or

— Enrolled in and receiving Social
Security benefits due to disability.

Documentation will be required.
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Retirees. You are eligible to continue
participating under this health benefits plan
if you are covered under this plan on the
date that your employment ends with this
employer or group sponsor, and any one of
the following also applies on that date:

= You have been determined to be eligible
to receive a pension benefit from the
Iowa Public Employee Retirement
System (IPERS) as a result of your own
disability or age and service status;

= You have been determined to be eligible
for Social Security Disability benefits as
a result of your own disability; or

= You have been determined to be eligible
for Iowa Code Chapter 411 retirement
benefits as a result of your own disability
or age and service status.

Retiree Enrollment And Effective
Date. The retiree's request for permission
from the City to participate in the plan must
be filed with the City within thirty (30) days
prior to the date eligibility as an active
employee terminates due to retirement, or
thirty (30) days after the date eligibility as
an active employee terminates due to
retirement.

Self-Payment Provisions. The first
payment (which will include payment for all
months since coverage terminated) must be
received by the City within forty-five (45)
days of the date the retiree elected to
continue coverage under the self-payment
provisions for retirees. Each subsequent
payment is due by the first day of the month
for which coverage is intended, and shall be
considered timely if received within thirty
(30) days of the due date. If payment is not
received in a timely manner coverage will
terminate retroactive to the last day of the
month for which coverage was paid.

When Coverage Begins
Coverage begins on the member’s effective
date. If you have just started a new job, or if
a coverage enrollment event allows you to
add a new member, ask your employer or
group sponsor about your effective date.
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Services received before the effective date of
coverage are not eligible for benefits.

Late Enrollees

A late enrollee is a member who declines
coverage when initially eligible to enroll and
then later wishes to enroll for coverage.
However, a member is not a late enrollee if a
qualifying enrollment event allows
enrollment as a special enrollee, even if the
enrollment event coincides with a late
enrollment opportunity. See Coverage
Change Events, page 53.

A late enrollee may enroll for coverage only
at open enrollment.

Leave of Absence

Active employees may be entitled to a leave
of absence in accordance with the following
provisions:

Leave of Absence (Paid and Unpaid)
During any period for which an active
employee is granted by the City an approved
paid leave of absence, such active employee
will continue to be an active employee under
the terms of the plan for the leave of
absence period approved by the City. The
employee portion of the contribution will be
required from the active employee to
continue coverage. During any period for
which an active employee is granted by the
City an approved unpaid leave of absence,
such active employee will continue to be an
active employee under the terms of the plan
for the leave of absence period approved by
the City. The entire contribution will be
required from the active employee to
continue coverage. Coverage will terminate
under this provision upon expiration of
approved leave of absence, or when
contributions are not remitted in a timely
manner. Upon termination of coverage
under this provision, former active
employees may then elect to continue
coverage as specified under the COBRA
Continuation section.

50 Form Number: Wellmark SD Grp (TPA)/ELG_ 0120

150




Coverage Eligibility and Effective Date

Temporary Layoff

During any period for which an active
employee incurs a temporary layoff and on a
basis precluding individual selection, the
entire contribution will be required from the
individual to continue coverage during the
layoff period. Coverage will terminate under
this provision when layoff is no longer
considered temporary, or when the required
contributions are not remitted in a timely
manner. Upon termination of coverage
under this provision, former active
employees may then elect to continue
coverage as specified under the COBRA
Continuation section.

Changes to Information
Related to You or to Your
Benefits

Wellmark may, from time to time, permit
changes to information relating to you or to
your benefits. In such situations, Wellmark
shall not be required to reprocess claims as
a result of any such changes.

Qualified Medical Child
Support Order

If you have a dependent child and you or
your spouse’s employer or group sponsor
receives a Medical Child Support Order
recognizing the child’s right to enroll in this
group health plan or in your spouse’s
benefits plan, the employer or group
sponsor will promptly notify you or your
spouse and the dependent that the order has
been received. The employer or group
sponsor also will inform you or your spouse
and the dependent of its procedures for
determining whether the order is a
Qualified Medical Child Support Order
(QMCSO). Participants and beneficiaries
can obtain, without charge, a copy of such
procedures from the plan administrator.

A QMCSO specifies information such as:

= Your name and last known mailing
address.

m  The name and mailing address of the
dependent specified in the court order.
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m A reasonable description of the type of
coverage to be provided to the
dependent or the manner in which the
type of coverage will be determined.

m  The period to which the order applies.

A Qualified Medical Child Support Order
cannot require that a benefits plan provide
any type or form of benefit or option not
otherwise provided under the plan, except
as necessary to meet requirements of Iowa
Code Chapter 252E (2001) or Social
Security Act Section 1908 with respect to
group health plans.

The order and the notice given by the
employer or group sponsor will provide
additional information, including actions
that you and the appropriate insurer must
take to determine the dependent’s eligibility
and procedures for enrollment in the
benefits plan, which must be done within
specified time limits.

If eligible, the dependent will have the same
coverage as you or your spouse and will be
allowed to enroll immediately. You or your
spouse’s employer or group sponsor will
withhold any applicable share of the cost of
the dependent’s health care coverage from
your compensation and forward this
amount to us.

If you are subject to a waiting period that
expires more than 9o days after we receive
the QMCSO, your employer or group
sponsor must notify us when you become
eligible for enrollment. Enrollment of the
dependent will commence after you have
satisfied the waiting period.

The dependent may designate another
person, such as a custodial parent or legal
guardian, to receive copies of explanations
of benefits, checks, and other materials.

Your employer or group sponsor may not
revoke enrollment or eliminate coverage for
a dependent unless the employer or group
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sponsor receives satisfactory written
evidence that:

m  The court or administrative order
requiring coverage in a group health
plan is no longer in effect;

m  The dependent’s eligibility for or
enrollment in a comparable benefits
plan that takes effect on or before the
date the dependent’s enrollment in this
group health plan terminates; or

m  The employer eliminates dependent

health coverage for all employees.
The employer or group sponsor is not
required to maintain the dependent’s
coverage if:

m  You or your spouse no longer pay the
cost of coverage because the employer or
group sponsor no longer owes
compensation; or

m  You or your spouse have terminated
employment with the employer and
have not elected to continue coverage.

Family and Medical Leave Act

of 1993

The Family and Medical Leave Act of 1993
(FMLA), requires a covered employer to
allow an employee with 12 months or more
of service who has worked for 1,250 hours
over the previous 12 months and who is
employed at a worksite where 50 or more
employees are employed by the employer
within 75 miles of that worksite a total of 12
weeks of leave per fiscal year for the birth of
a child, placement of a child with the
employee for adoption or foster care, care
for the spouse, child or parent of the
employee if the individual has a serious
health condition or because of a serious
health condition, the employee is unable to
perform any one of the essential functions
of the employee’s regular position. In
addition, FMLA requires an employer to
allow eligible employees to take up to 12
weeks of leave per 12-month period for
qualifying exigencies arising out of a
covered family member’s active military
duty in support of a contingency operation
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and to take up to 26 weeks of leave during a
single 12-month period to care for a covered
family member recovering from a serious
illness or injury incurred in the line of duty
during active service.

Any employee taking a leave under the
FMLA shall be entitled to continue the
employee’s benefits during the duration of
the leave. The employer must continue the
benefits at the level and under the
conditions of coverage that would have been
provided if the employee had remained
employed. Please note: The employee is
still responsible for paying their share of the
premium if applicable. If the employee for
any reason fails to return from the leave, the
employer may recover from the employee
that premium or portion of the premium
that the employer paid, provided the
employee fails to return to work for any
reason other than the reoccurrence of the
serious health condition or circumstances
beyond the control of the employee.

Leave taken under the FMLA does not
constitute a qualifying event so as to trigger
COBRA rights. However, a qualifying event
triggering COBRA coverage may occur when
it becomes known that the employee is not
returning to work. Therefore, if an employee
does not return at the end of the approved
period of Family and Medical Leave and
terminates employment with employer, the
COBRA qualifying event occurs at that time.

If you have any questions regarding your
eligibility or obligations under the FMLA,
contact your employer or group sponsor.
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9. Coverage Changes and Termination

Open Enrollment Period

City of Cedar Falls will offer an annual
enrollment period during which an
employee may elect to participate in the
plan. Also during this period, currently
enrolled employees may change coverage
options or choose to waive coverage. Any
otherwise eligible employee who has
previously waived coverage may elect to
participate in the plan provided he or she
applies during this enrollment period.

Retirees currently participating in the plan
may elect to change their coverage option
during this enrollment period. Retirees who
have waived coverage since becoming a
retiree may not elect to participate in the
plan.

The enrollment period will be held annually
during the month of June with a July 1«
effective date.

Enrollment in the medical plan must be
retained for one (1) year or at least until the
next open enrollment period, unless there is
a coverage removal event.

Certain events may require or allow you to
add or remove persons who are covered by
this group health plan.

Coverage Change Events
Coverage Enrollment Events: The
following events allow you or your eligible
child to enroll for coverage. The following
events may also allow your spouse to enroll
for coverage. Enrollment in the medical
plan must be retained for one (1) year or at
least until the next open enrollment period
unless there is a coverage removal event.

m Birth, adoption, or placement for
adoption by an approved agency.

m Marriage.
m  Exhaustion of COBRA coverage.

m  You or your eligible spouse or your
dependent loses eligibility for creditable
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coverage or his or her employer or group
sponsor ceases contribution to
creditable coverage.

m  Spouse or dependent loses coverage
through his or her employer.

m  You lose eligibility for coverage under
Medicaid or the Children’s Health
Insurance Program (CHIP) (the hawk-i
plan in Iowa).

= You become eligible for premium
assistance under Medicaid or CHIP.

The following events allow you to add only
the new dependent resulting from the event:

m  Dependent child resumes status as a
full-time student.

m Addition of a biological child by court
order. See Qualified Medical Child
Support Order, page 51.

m Appointment as a child’s legal guardian.

m Placement of a foster child in your home
by an approved agency.

Please note: Retirement is not considered

a coverage enrollment event.

Coverage Removal Events: If a retiree
removes coverage, the retiree is not allowed
to enroll in the plan again at any time in the
future.

The following events require you to remove
the affected family member from your
coverage:

m  Death.

m  Divorce or annulment. Legal separation,
also, may result in removal from
coverage. If you become legally
separated, notify your employer or
group Sponsor.

m  Medicare eligibility. If you become
eligible for Medicare, you must notify
your employer or group sponsor
immediately. If you are eligible for this
group health plan other than as a
current employee or a current
employee’s spouse, your Medicare
eligibility may terminate this coverage.
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In case of the following coverage removal
events, the affected child’s coverage may be
continued until the end of the month on or
after the date of the event:

s Completion of full-time schooling if the
child is age 26 or older.

m Child who is not a full-time student or
deemed disabled reaches age 26.

m  Marriage of a child age 26 or older.

Reinstatement of Child

Reinstatement Events. A child up to age
26 who was removed from coverage may be
reinstated on his or her parent’s existing
coverage under any of the following
conditions:

m Involuntary loss of creditable coverage
(including, but not limited to, group or
hawk-i coverage).

m  Loss of creditable coverage due to:

— Termination of employment or
eligibility.

— Death of spouse.

— Divorce.

m  Court ordered coverage for spouse or
minor children under the parent’s health
insurance.

m  Exhaustion of COBRA or Iowa
continuation coverage.

m  The plan member is employed by an
employer that offers multiple health
plans and elects a different plan during
an open enrollment period.

m A change in status in which the
employee becomes eligible to enroll in
this group health plan and requests
enrollment. See Coverage Enrollment
Events earlier in this section.

Reinstatement Requirements. A
request for reinstated coverage for a child
up to age 26 must be made within 31 days of
the reinstatement event. In addition, the
following requirements must be met:

m  The child must have been covered under
the parent’s current coverage at the time
the child left that coverage to enroll in
other creditable coverage.
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m  The parent’s coverage must be currently
in effect and continuously in effect
during the time the child was enrolled in
other creditable coverage.

Requirement to Notify Group
Sponsor

You must notify your employer or group
sponsor of an event that changes the
coverage status of members. Notify your
employer or group sponsor within 60 days
in case of the following events:

m A birth, adoption, or placement for
adoption.

m  Divorce, legal separation, or annulment.

m  Your dependent child loses eligibility for
coverage.

m  You lose eligibility for coverage under
Medicaid or the Children’s Health
Insurance Program (CHIP) (the hawk-i
plan in Iowa).

m  You become eligible for premium
assistance under Medicaid or CHIP.

For all other events, you must notify your
employer or group sponsor within 60 days
of the event.

If you do not provide timely notification of
an event that requires you to remove an
affected family member, your coverage may
be terminated.

If you do not provide timely notification of a
coverage enrollment event, the affected
person may not enroll until an annual group
enrollment period.

The Uniformed Services
Employment and
Reemployment Rights Act of

1994 (USERRA)

Your group health plan will fully comply
with the Uniformed Services Employment
and Reemployment Rights Act of 1994
(USERRA). If any part of the plan conflicts
with USERRA, the conflicting provision will
not apply. All other benefits and exclusions
of the group health plan will remain
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effective to the extent there is no conflict
with USERRA.

USERRA provides for, among other
employment rights and benefits,
continuation of health care coverage to a
covered employee and the employee’s
covered dependents during a period of the
employee’s active service or training with
any of the uniformed services. The plan
provides that a covered employee may elect
to continue coverages in effect at the time
the employee is called to active service. The
maximum period of coverage for an
employee and the covered employee’s
dependents under such an election shall be
the lesser of:

m  The 24-month period beginning on the
date on which the covered employee's
absence begins; or

m  The period beginning on the date on
which the covered employee’s absence
begins and ending on the day after the
date on which the covered employee
fails to apply for or return to a position
of employment as follows:

— For service of less than 31 days, no
later than the beginning of the first
full regularly scheduled work period
on the first full calendar day
following the completion of the
period of service and the expiration
of eight hours after a period allowing
for the safe transportation from the
place of service to the covered
employee's residence or as soon as
reasonably possible after such eight
hour period;

— For service of more than 30 days but
less than 181 days, no later than 14
days after the completion of the
period of service or as soon as
reasonably possible after such
period;

— For service of more than 180 days,
no later than 9o days after the
completion of the period of service;
or

— For a covered employee who is
hospitalized or convalescing from an
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illness or injury incurred in or
aggravated during the performance
of service in the uniformed services,
at the end of the period that is
necessary for the covered employee
to recover from the illness or injury.
The period of recovery may not
exceed two (2) years.

A covered employee who elects to continue
health plan coverage under the plan during
a period of active service in the uniformed
services may be required to pay no more
than 102% of the full premium under the
plan associated with the coverage for the
employer's other employees. This is true
except in the case of a covered employee
who performs service in the uniformed
services for less than 31 days. When this is
the case, the covered employee may not be
required to pay more than the employee’s
share, if any, for the coverage. Continuation
coverage cannot be discontinued merely
because activated military personnel receive
health coverage as active duty members of
the uniformed services and their family
members are eligible to receive coverage
under the TRICARE program (formerly
CHAMPUS).

When a covered employee’s coverage under
a health plan was terminated by reason of
service in the uniformed services, the
preexisting condition exclusion and waiting
period may not be imposed in connection
with the reinstatement of the coverage upon
reemployment under USERRA. This applies
to a covered employee who is reemployed
and any dependent whose coverage is
reinstated. The waiver of the preexisting
condition exclusion shall not apply to illness
or injury which occurred or was aggravated
during performance of service in the
uniformed services.

Uniformed services includes full-time and
reserve components of the United States
Army, Navy, Air Force, Marines and Coast
Guard, the Army National Guard, the
commissioned corps of the Public Health
Service, and any other category of persons
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designated by the President in time of war
or emergency.

If you are a covered employee called to a
period of active service in the uniformed
service, you should check with the plan
administrator for a more complete
explanation of your rights and obligations
under USERRA.

Coverage Termination

The following events terminate your
coverage eligibility.

You become unemployed when your
eligibility is based on employment.

You become ineligible under your
employer’s or group sponsor’s eligibility
requirements for reasons other than
unemployment.

Your employer or group sponsor
discontinues or replaces this group
health plan.

We decide to discontinue offering this
group health benefit plan by giving
written notice to you and your employer
or group sponsor and the Commissioner
of Insurance at least 9o days prior to
termination.

We decide to nonrenew all group health
benefit plans delivered or issued for
delivery to employers in Iowa by giving
written notice to you and your employer
or group sponsor and the Commissioner
of Insurance at least 180 days prior to
termination.

Also see Fraud or Intentional
Misrepresentation of Material Facts, and
Nonpayment later in this section.

When you become unemployed and your
eligibility is based on employment, your
coverage will end at the end of the month
your employment ends. When your
coverage terminates for all other reasons,
check with your employer or group sponsor
or call the Customer Service number on
your ID card to verify the coverage
termination date.

If you receive covered facility services as an
inpatient of a hospital or a resident of a

SSu

nursing facility on the date your coverage
eligibility terminates, payment for the
covered facility services will end on the
earliest of the following:

The end of your remaining days of
coverage under this benefits plan.

The date you are discharged from the
hospital or nursing facility following
termination of your coverage eligibility.
A period not more than 60 days from
the date of termination.

Only facility services will be covered under
this extension of benefits provision. Benefits
for professional services will end on the date
of termination of your coverage eligibility.

Fraud or Intentional
Misrepresentation of Material Facts
Your coverage will terminate immediately if:

You use this group health plan
fraudulently or intentionally
misrepresent a material fact in your
application; or

Your employer or group sponsor
commits fraud or intentionally
misrepresents a material fact under the
terms of this group health plan.

If your coverage is terminated for fraud or
intentional misrepresentation of a material
fact, then:

We may declare this group health plan
void retroactively from the effective date
of coverage following a 30-day written
notice. In this case, we will recover any
claim payments made.

Premiums may be retroactively adjusted
as if the fraud or intentionally
misrepresented material fact had been
accurately disclosed in your application.
We will retain legal rights, including the
right to bring a civil action.

Nonpayment

If you or your employer or group sponsor
fail to make required payments to us when
due or within the allowed grace period, your
coverage will terminate the last day of the
month in which the required payments are
due.
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Retiree Termination of
Coverage

Coverage will end on the earliest of the
following dates:

m the expiration of the period for which
the last monthly payment was made
timely for coverage under the plan;

m the last day of the month in which the
retiree is no longer receiving or entitled
to be receiving, based upon the retiree’s
own disability or age and service status,
a pension benefit from the Iowa Public
Employee Retirement System (IPERS),
Social Security Disability benefit, or a
pension benefit pursuant to Chapter 411
of the Iowa Code;

m the date of death;

m the date the member becomes entitled to
Medicare;

m the date this plan is terminated with
respect to the City, and there is no
successor plan.

Unless otherwise specified under this plan,
when coverage terminates, benefits will not
be provided for any medical and
prescription drug services after the
termination date even though these services
are furnished as a result of an injury or
illness that occurred prior to termination of
coverage.

Coverage Continuation

When your coverage ends, you may be
eligible to continue coverage under this
group health plan.

COBRA Continuation

COBRA continuation coverage is a
temporary extension of group health
coverage under the plan under certain
circumstances when coverage would
otherwise end. The right to COBRA
coverage was created by a federal law, the
Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA).
COBRA coverage can become available
when you would otherwise lose group health
coverage under the plan. It can also become
available to your spouse and dependent
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children, if they are covered under the plan,
when they would otherwise lose their group
health coverage under the plan. The
following paragraphs generally explain
COBRA coverage, when it may become
available to you and your family, and what
you need to do to protect the right to receive
it.

The description of COBRA coverage
contained here applies only to the group
health plan benefits offered under the plan
and not to any other benefits offered by your
employer or group sponsor (such as life
insurance, disability, or accidental death or
dismemberment benefits). The plan
provides no greater COBRA rights than
what COBRA requires. Nothing in the plan
is intended to expand the participant’s
rights beyond COBRA’s requirements.

Coverage Entitlement. You, your spouse,
and/or your dependent child(ren) will be
entitled to elect COBRA if you lose your
group health coverage under the plan
because of a life event known as a
qualifying event. You may be entitled to
continue this coverage under COBRA for a
period of 18, 29, or 36 months depending on
the qualifying event that causes loss of
coverage under this plan. See Length of
Coverage later in this section.

The following are recognized qualifying
events that will entitle you, your spouse,
and/or your dependent child(ren) for
COBRA Coverage.

You will be entitled to elect COBRA:

m If you lose your group health coverage
under the plan because your hours of
employment are reduced; or

= Your employment ends for any reason
other than your gross misconduct.

Your spouse will be entitled to elect COBRA

if he/she loses his/her group health

coverage under the plan because any of the
following qualifying events happens:

= You die;
= Your hours of employment are reduced;
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= Your employment ends for any reason
other than your gross misconduct;

m  You become entitled to Medicare
benefits (Part A, Part B or both) prior to
your qualifying event; or

m  Your spouse becomes divorced or legally
separated from you.

Your dependent child will be entitled to
elect COBRA if he/she loses his/her group
health coverage under the plan because any
of the following qualifying events happens:

= You die;
= Your hours of employment are reduced;

= Your employment ends for any reason
other than your gross misconduct;

m  You become entitled to Medicare
benefits (Part A, Part B or both);

= You and your spouse become divorced
or legally separated; or

m  The dependent stops being eligible for
coverage under the plan as a dependent
child.

A child born to, adopted by, or placed for
adoption with you during a period of
COBRA coverage is considered to be a
qualified beneficiary provided that, if you
are a qualified beneficiary, you have elected
COBRA coverage for yourself. The child’s
COBRA coverage begins when the child is
enrolled under this plan, whether through
special enrollment or open enrollment, and
it lasts for as long as COBRA coverage lasts
for other family members of the employee.
To be enrolled under this plan, the child
must satisfy the otherwise applicable
eligibility requirements (for example,
regarding age).

Your child who is receiving benefits under
this plan pursuant to a qualified medical
child support order (QMCSO) received by
your employer or group sponsor during
your period of employment with your
employer or group sponsor is entitled to the
same rights to elect COBRA as your eligible
dependent child.

If you take a Family and Medical Leave Act
(FMLA) leave and do not return to work at
the end of the leave or terminate coverage
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during the leave, you (and your spouse and
dependent children, if any) will be entitled
to elect COBRA if:

m  They were covered under the plan on the
day before the FMLA leave began or
became covered during the FMLA leave;
and

m  They will lose coverage under the plan
because of your failure to return to work
at the end of the leave. This means that
some individuals may be entitled to elect
COBRA at the end of an FMLA leave
even if they were not covered under the
plan during the leave.

COBRA coverage elected in these
circumstances will begin on the last day of
the FMLA leave, with the same 18-month
maximum coverage period, subject to
extension or early termination, generally
applicable to the COBRA qualifying events
of termination of employment and
reduction of hours. For information on how
long you may have COBRA coverage, see
later in this section, under Length of
Coverage.

Qualifying Events. After a qualifying
event occurs and any required notice of that
event is properly provided to your employer
or group sponsor, COBRA coverage must be
offered to each person losing coverage
under the plan who is a qualified
beneficiary. You, your spouse, and your
dependent children could become qualified
beneficiaries and would be entitled to elect
COBRA if coverage under the plan is lost
because of the qualifying event.

COBRA coverage is the same coverage that
this plan gives to other participants or
beneficiaries under the plan who are not
receiving COBRA coverage. Each qualified
beneficiary who elects COBRA will have the
same rights under the plan as other
participants or beneficiaries covered under
the component or components of this plan
elected by the qualified beneficiary,
including open enrollment and special
enrollment rights. Under this plan, qualified
beneficiaries who elect COBRA must pay for
COBRA coverage.
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When the qualifying event is the end of your
employment, your reduction of hours of
employment, or your death, COBRA
coverage will be offered to qualified
beneficiaries. You need not notify your
employer or group sponsor of any of these
three qualifying events.

For the other qualifying events, a COBRA
election will be available only if you notify
your employer or group sponsor in writing
within 60 days after the later of:

m The date of the qualifying event; and

m  The date on which the qualified
beneficiary loses (or would lose)
coverage under the terms of the plan as
a result of the qualifying event.

The written notice must include the plan
name or group name, your name, your
Social Security Number, your dependent’s
name and a description of the event.

Please note: If these procedures are not
followed or if the written notice is not
provided to your employer or group sponsor
during the 60-day notice period, you or your
dependents will lose your right to elect
COBRA.

Electing Coverage. To elect COBRA, you
must complete the Election form that is part
of the COBRA election notice and submit it
to Wellmark Blue Cross and Blue Shield. An
election notice will be provided to qualified
beneficiaries at the time of a qualifying
event. You may also obtain a copy of the
Election form from your employer or group
sponsor. Under federal law, you must have
60 days after the date the qualified
beneficiary coverage under the plan
terminates, or, if later, 60 days after the
date of the COBRA election notice provided
to you at the time of the qualifying event to
decide whether you want to elect COBRA
under the plan.
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Mail the completed Election form to:

Wellmark Blue Cross and Blue Shield

1331 Grand Avenue, Station 3W395

Des Moines, IA 50309-2901
The Election form must be completed in
writing and mailed to the individual and
address specified above. The following are
not acceptable as COBRA elections and will
not preserve COBRA rights: oral
communications regarding COBRA
coverage, including in-person or telephone
statements about an individual’s COBRA
coverage; and electronic communications,
including e-mail and faxed
communications.

The election must be postmarked 60 days
from the termination date or 60 days from
the date the COBRA election notice
provided at the time of the qualifying event.
Please note: If you do not submit a
completed Election form within this period,
you will lose your right to elect COBRA.

If you reject COBRA before the due date,
you may change your mind as long as you
furnish a completed Election form before
the due date. The plan will only provide
continuation coverage beginning on the date
the waiver of coverage is revoked.

You do not have to send any payment with
your Election form when you elect COBRA.
Important additional information about
payment for COBRA coverage is included
below.

Each qualified beneficiary will have an
independent right to elect COBRA. For
example, your spouse may elect COBRA
even if you do not. COBRA may be elected
for only one, several, or for all dependent
children who are qualified beneficiaries. You
and your spouse (if your spouse is a
qualified beneficiary) may elect COBRA on
behalf of all of the qualified beneficiaries,
and parents may elect COBRA on behalf of
their children. Any qualified beneficiary for
whom COBRA is not elected within the 60-
day election period specified in the COBRA
election notice will lose his or her right to
elect COBRA coverage.
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When you complete the Election form, you
must notify Wellmark Blue Cross and Blue
Shield if any qualified beneficiary has
become entitled to Medicare (Part A, Part B,
or both) and, if so, the date of Medicare
entitlement. If you become entitled to
Medicare (or first learn that you are entitled
to Medicare) after submitting the Election
form, immediately notify Wellmark Blue
Cross and Blue Shield of the date of the
Medicare entitlement at the address
specified above for delivery of the Election
form.

Qualified beneficiaries may be enrolled in
one or more group health components at
the time of a qualifying event. If a qualified
beneficiary is entitled to a COBRA election
as the result of a qualifying event, he or she
may elect COBRA under any or all of the
group health components under which he or
she was covered on the day before the
qualifying event. For example, if a qualified
beneficiary was covered under the medical
and vision components on the day before a
qualifying event, he or she may elect
COBRA under the vision component only,
the medical component only, or under both
medical and vision (only if both components
are available as a separate election option to
the active employee).

Qualified beneficiaries who are entitled to
elect COBRA may do so even if they have
other group health plan coverage or are
entitled to Medicare benefits on or before
the date on which COBRA is elected.
However, a qualified beneficiary’s COBRA
coverage will terminate automatically if,
after electing COBRA, he or she becomes
entitled to Medicare benefits or becomes
covered under other group health plan
coverage. For information on when coverage
will terminate, see later in this section,
under Termination of Coverage.

When considering whether to elect COBRA,
you should take into account that a failure
to elect COBRA will affect your future rights
under federal law. You should take into
account that you have special enrollment
rights under federal law. You have the right
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to request special enrollment in another
group health plan for which you are
otherwise eligible (such as coverage
sponsored by the spouse’s employer) within
30 days after your group health coverage
under the plan ends because of one of the
qualifying events listed above. You will also
have the same special enrollment right at
the end of COBRA coverage if you get
COBRA coverage for the maximum time
available.

Length of Coverage. When coverage is
lost due to your death, your divorce or legal
separation, or your dependent child losing
eligibility as a dependent child, COBRA
coverage can last for up to a maximum of 36
months.

When coverage is lost due to the end of your
employment or reduction in hours of
employment, and you became entitled to
Medicare benefits less than 18 months
before the qualifying event, COBRA
coverage for qualified beneficiaries (other
than you as the employee) who lose
coverage as a result of the qualifying event
can last a maximum of 36 months after the
date of Medicare entitlement. For example,
if you become entitled to Medicare eight
months before the date on which your
employment terminates, COBRA coverage
under the plan for your spouse and children
who lost coverage as a result of your
termination can last up to 36 months after
the date of Medicare entitlement, which is
equal to 28 months after the date of the
qualifying event (36 months minus eight
months). This COBRA coverage period is
available only if you become entitled to
Medicare within 18 months before the
termination or reduction of hours.

Otherwise, when coverage is lost due to the
end of your employment or reduction of
hours of employment, COBRA coverage
generally can last for only up to a maximum
of 18 months.

Extending Coverage. If the qualifying
event that resulted in your COBRA election
was your termination of employment or
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reduction of hours, an extension of the
maximum period of coverage may be
available if a qualified beneficiary is
disabled or a second qualifying event
occurs. You must notify your employer or
group sponsor of a disability or a second
qualifying event in order to extend the
period of COBRA coverage. Failure to
provide notice of a disability or second
qualifying event will eliminate the right to
extend the period of COBRA coverage.
Along with the notice of a disability, the
qualified beneficiary must also supply a
copy of the Social Security Administration
disability determination.

If a qualified beneficiary is determined by
the Social Security Administration to be
disabled and you notify your employer or
group sponsor in a timely fashion, all of the
qualified beneficiaries in your family may be
entitled to receive up to an additional 11
months of COBRA coverage, for a total
maximum of 29 months. This extension is
available only for qualified beneficiaries
who are receiving COBRA coverage because
of a qualifying event that was your
termination of employment or reduction of
hours. The qualified beneficiary must be
determined disabled at any time during the
first 60 days of COBRA coverage. Each
qualified beneficiary will be entitled to the
disability extension if one of them qualifies.

The disability extension is available only if
you notify your employer or group sponsor
in writing of the Social Security
Administration’s determination of disability
within 60 days after the latest of:

m  The date of the Social Security
Administration’s disability
determination;

m The date of your termination of
employment or reduction of hours; or

m  The date on which the qualified
beneficiary loses (or would lose)
coverage under the terms of the plan as
a result of your termination of
employment or reduction of hours.
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The written notice must include the plan
name or group name, your name, your
Social Security Number, your dependent’s
name and a description of the event.

You must also provide this notice within 60
days after your termination of employment
or reduction of hours in order to be entitled
to a disability extension.

If these procedures are not followed or if the
written notice is not provided to your
employer or group sponsor during the 60-
day notice period, then there will be no
disability extension of COBRA coverage.

An extension of coverage will be available to
your spouse and dependent children who
are receiving COBRA coverage if a second
qualifying event occurs during the 60 days
(or, in the case of a disability extension, the
29 months) following your termination of
employment or reduction of hours. The
maximum amount of COBRA coverage
available when a second qualifying event
occurs is 36 months. Such second qualifying
events may include your death, your divorce
or legal separation, or a dependent child’s
ceasing to be eligible for coverage as a
dependent under this plan. These events can
be a second qualifying event only if they
would have caused the qualified beneficiary
to lose coverage under the plan if the first
qualifying event had not occurred. (This
extension is not available under this plan
when you become entitled to Medicare.)

This extension due to a second qualifying
event is available only if the participant
notifies your employer or group sponsor in
writing of the second qualifying event
within 60 days after the later of:

m The date of the second qualifying event;
and

m  The date on which the qualified
beneficiary would lose coverage under
the terms of this plan as a result of the
second qualifying event (if it had
occurred while the qualified beneficiary
was still covered under this plan).

If these procedures are not followed or if the
written notice is not provided to your
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employer or group sponsor during the 60-
day notice period, there will be no extension
of COBRA coverage due to a second
qualifying event.

In addition to the regular COBRA
termination events specified later in this
section, the disability extension period will
end the first of the month beginning more
than 30 days following recovery.

For example, if disability ends June 10,
coverage will continue through the month of
July (7/31).

Termination of Coverage. Coverage
under COBRA will end when you meet the
maximum period for your qualifying event,
as indicated earlier under Length of
Coverage.

COBRA coverage will automatically
terminate before the end of the maximum
period if:

m  Any required premium is not paid in full
on time;

m A qualified beneficiary becomes covered,
after electing COBRA, under another
group health plan;

m A qualified beneficiary becomes entitled
to Medicare benefits (under Part A, Part
B, or both) after electing COBRA;

m  The employer ceases to provide any
group health plan for its employees; or

m During a disability extension period, the
disabled qualified beneficiary is
determined by the Social Security
Administration to be no longer disabled.
For more information about the
disability extension period, see
Extending Coverage, earlier in this
section.

m  COBRA coverage may also be
terminated for any reason this plan
would terminate your coverage or
coverage of a beneficiary not receiving
COBRA coverage, such as fraud.

You must notify your employer or group

sponsor in writing within 30 days if, after

electing COBRA, a qualified beneficiary
becomes entitled to Medicare (Part A, Part
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B, or both) or becomes covered under other
group health plan coverage.

COBRA coverage will terminate
(retroactively if applicable) as of the date of
Medicare entitlement or as of the beginning
date of the other group health coverage.
Your employer or group sponsor will require
repayment of all benefits paid after the
termination date, regardless of whether or
when you provide notice to your employer
or group sponsor of Medicare entitlement or
other group health plan coverage.

If a disabled qualified beneficiary is
determined by the Social Security
Administration to no longer be disabled,
you must notify your employer or group
sponsor of that fact within 30 days after the
Social Security Administration’s
determination.

If the Social Security Administration’s
determination that the qualified beneficiary
is no longer disabled occurs during a
disability extension period, COBRA
coverage for all qualified beneficiaries will
terminate (retroactively if applicable) as of
the first day of the month that is more than
30 days after the Social Security
Administration’s determination that the
qualified beneficiary is no longer disabled.
Your employer or group sponsor will require
repayment of all benefits paid after the
termination date, regardless of whether or
when you provide notice to your employer
or group sponsor that the disabled qualified
beneficiary is no longer disabled. For more
information about the disability extension
period, see Extending Coverage, earlier in
this section.

Coverage Cost and Payment. Each
qualified beneficiary is required to pay the
entire cost of COBRA coverage. The amount
a qualified beneficiary may be required to
pay may not exceed 102 percent (or, in the
case of an extension of COBRA coverage due
to a disability, 150 percent) of the cost to the
group health plan (including both employer
and employee contributions) for coverage of
a similarly situated plan participant or
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beneficiary who is not receiving COBRA
coverage. The amount of the COBRA
premiums may change from time to time
during the period of COBRA coverage and
will most likely increase over time. You will
be notified of COBRA premium changes.

All COBRA premiums must be paid by
check or money order.

Your first payment and all monthly
payments for COBRA coverage must be
made payable to Wellmark Blue Cross and
Blue Shield and mailed to:

Wellmark Blue Cross and Blue Shield

1331 Grand Avenue, Station 3W395

Des Moines, IA 50309-2901
The payment is considered to have been
made on the date that it is postmarked. You
will not be considered to have made any
payment by mailing a check if your check is
returned due to insufficient funds or
otherwise.

If you elect COBRA, you do not have to send
any payment with the Election form.
However, you must make your first payment
for COBRA coverage not later than 45 days
after the date of election. This is the date the
Election form is postmarked, if mailed, or
the date the Election form is received by the
individual at the address specified for
delivery of the Election form, if hand-
delivered. For more information on electing
coverage, see Electing Coverage earlier in
this section.

The first payment must cover the cost of
COBRA coverage from the time coverage
under the plan would have otherwise
terminated up through the end of the month
before the month in which you make your
first payment.

For example, Sue’s employment terminated
on September 30, and she loses coverage on
September 30. Sue elects COBRA on
November 15. Her initial premium payment
equals the premiums for October and
November and is due on or before
December 30, the 45t day after the date of
her COBRA election.
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You are responsible for making sure that the
amount of your first payment is correct. You
may contact the plan administrator to
confirm the correct amount of the first

payment.

Claims for reimbursement will not be
processed and paid until you have elected
COBRA and make the first payment for it.

If you do not make the first payment for
COBRA coverage in full within 45 days after
the date of your election, you will lose all
COBRA rights under this plan.

After you make your first payment for
COBRA coverage, you will be required to
make monthly payments for each
subsequent month of COBRA coverage. The
amount due for each month for each
qualified beneficiary will be disclosed in the
election notice provided at the time of the
qualifying event. Under the plan, each of
these monthly payments for COBRA
coverage is due on the first day of the month
for that month’s COBRA coverage. If you
make a monthly payment on or before the
first day of the month to which it applies,
your COBRA coverage under this plan will
continue for that month without any break.

Although monthly payments are due on the
first day of each month of COBRA coverage,
you will be given a grace period of 30 days
after the first day of the month to make each
monthly payment. COBRA coverage will be
provided for each month as long as payment
for that month is made before the end of the
grace period for that payment. However, if
you pay a monthly payment later than the
first day of the month to which it applies,
but before the end of the grace period for
the month, your coverage under this plan
will be suspended as of the first day of the
month and then retroactively reinstated
(going back to the first day of the month)
when the monthly payment is received. This
means that any claim submitted for benefits
while coverage is suspended may be denied
and may have to be resubmitted once
coverage is reinstated.
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Coverage Changes and Termination

If you fail to make a monthly payment
before the end of the grace period for that
month, you will lose all rights to COBRA
coverage under the plan.

Assistance With Questions. Questions
concerning the plan or your COBRA rights
should be addressed to the contact or
contacts identified below. For more
information about COBRA, the Health
Insurance Portability and Accountability
Act (HIPAA), and other laws affecting group
health plans, contact the nearest Regional
Office of the U.S. Department of Health and
Human Services (HHS) or visit the HHS
website at www.hhs.gov. Addresses and
phone numbers of Regional HHS Offices are
also available through HHS’s website.

Notification of Changes. In order to
protect your family’s rights, you should keep
Wellmark Blue Cross and Blue Shield
informed of any changes in the addresses of
family members. You should also keep a
copy, for your records, of any notices sent by
your employer or group Sponsor.

Plan Contact Information. For
additional information about you and your
dependents’ rights and obligations under
the plan and under federal law, you should
contact your employer or group sponsor, the
plan administrator. You may obtain
information about COBRA coverage on
request from:

Wellmark Blue Cross and Blue Shield

1331 Grand Avenue, Station 3W395

Des Moines, IA 50309-2901
The contact information for the plan may
change from time to time. The most recent
information will be included in the most
recent plan documents (if you are not sure
whether this is the most recent plan
document, you may request the most recent
one from the plan administrator or your
employer or group sponsor).

Continuation for Public Group

Iowa Code Sections 509A.7 and 509A.13
may apply if you are an employee of the
State, an Iowa school district, or other
public entity supported by public funds. If
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this law applies to you, you may be entitled
to continue participation in this medical
benefits plan when you retire.

Coverage Continuation or
Reenrollment Upon Death of Eligible
Peace Officer or Fire Fighter in the
Line of Duty

Pursuant to Iowa Code section 509A.13C, a
governing body, county board of
supervisors, or city council that sponsors a
health care coverage plan for its employees
under Iowa Code chapter 509A shall permit
continuation of existing coverage or
reenrollment in previously existing health
coverage for the surviving spouse and each
surviving child of an eligible peace officer or
fire fighter. An “eligible peace officer or fire
fighter” means a peace officer, as defined in
Iowa Code section 801.4, or a fire fighter, as
defined in Iowa Code section 411.1, to which
a line of duty death benefit is payable
pursuant to Iowa Code section 97A.6,
subsection 16, Iowa Code section 97B.52,
subsection 2, or Iowa Code section 411.6,
subsection 15. A governing body, a county
board of supervisors, or a city council shall
also permit continuation of existing
coverage for the surviving spouse and each
surviving child of an eligible peace officer or
fire fighter until such time as the
determination is made as to whether to
provide a line of duty death benefit.

Iowa Code section 509A.13C applies
retroactively to allow reenrollment in
previously existing health coverage for the
surviving spouse and each surviving child of
an eligible peace officer or fire fighter who
died in the line of duty on or after January 1,
1985. Coverage benefits will be provided for
services on or after the date of reenrollment.

Eligibility for continuation and
reenrollment are subject to any applicable
conditions and limitations in Iowa Code
section 509A.13C. To request coverage
continuation or reenrollment under Iowa
Code section 509A.13C, the surviving
spouse, on his/her behalf and on behalf of
each surviving child, must provide written
notification to the applicable governing
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body, county board of supervisors, or city
council. The governing body, county board
of supervisors, or city council must then
notify Wellmark of the continuation or
reenrollment request.

The governing body, county board of
supervisors, or city council is not required to
pay for the cost of the coverage for the
surviving spouse and children but may
choose to pay the cost or a portion of the
cost for the coverage. If the full cost of the
coverage is not paid by the governing body,
county board of supervisors, or city council,
the surviving spouse, on his/her behalf and
on behalf of each surviving child, may elect
to continue the health care coverage by
paying that portion of the cost of the
coverage not paid by the governing body,
county board of supervisors, or city council.

The continuation and reenrollment options
are not available if the surviving spouse or
surviving child who would otherwise be
entitled to continuation or reenrollment
under this section was, through the
surviving spouse’s or surviving child’s
actions, a substantial contributing factor to
the death of the eligible peace officer or fire
fighter.

Continuation Under Iowa Law

Under Iowa Code Chapter 509B, you may be
eligible to continue your medical care
coverage for up to nine months if:

m  You lose the coverage you have been
receiving through your employer or
group sponsor; and

®m  You have been covered by your medical
benefits plan continuously for the last
three months.

Your employer or group sponsor must
provide written notice of your right to
continue coverage within 10 days of the last
day you are considered employed or your
coverage ends. You will then have 10 days to
give your employer or group sponsor
written notice that you want to continue
coverage.
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Your right to continue coverage ends 31
days after the date of your employment
termination or the date you were given
notice of your continuation right, whichever
is later.

If you lose your coverage because of divorce,
annulment, or death of the employee, you
must notify the employer or group sponsor
providing the coverage within 31 days.

Benefits provided by continuation coverage
may not be identical to the benefits that
active employees have and will be subject to
different premium rates. You will be
responsible for paying any premiums to
your employer or group sponsor for
continuation coverage.

If you believe the Iowa continuation law
applies to you, you may contact your
employer or group sponsor for information
on premiums and any necessary paperwork.

If you are eligible for coverage continuation
under both Iowa law and COBRA, your
employer can comply with Iowa law by
offering only COBRA continuation.
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10. Claims

Once you receive services, we must receive a
claim to determine the amount of your
benefits. The claim lets us know the services
you received, when you received them, and
from which provider.

Neither you nor your provider shall bill
Wellmark for services provided under a
direct primary care agreement as authorized
under Iowa law.

When to File a Claim

You need to file a claim if you:

m  Use a provider who does not file claims
for you. Participating and PPO providers
file claims for you.

Wellmark must receive claims within 365
days following the date of service of the
claim or if you have other coverage that has
primary responsibility for payment then
within 365 days of the date of the other
carrier's explanation of benefits. If you
receive services outside of Wellmark’s
service area, Wellmark must receive the
claim within 365 days following the date of
service or within the filing requirement in
the contractual agreement between the
Participating Provider and the Host Blue. If
you receive services from an Out-of-
Network Provider, the claim has to be filed
within 365 days following the date of
service.

How to File a Claim
All claims must be submitted in writing.

1. Get a Claim Form

Forms are available at Wellmark.com or by
calling the Customer Service number on
your ID card or from your personnel
department.

2. Fill Out the Claim Form

Follow the same claim filing procedure
regardless of where you received services.
Directions are printed on the back of the
claim form. Complete all sections of the
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claim form. For more efficient processing,
all claims (including those completed out-
of-country) should be written in English.

If you need assistance completing the claim
form, call the Customer Service number on
your ID card.

Medical Claim Form. Follow these steps
to complete a medical claim form:

m  Use a separate claim form for each
covered family member and each
provider.

m Attach a copy of an itemized statement
prepared by your provider. We cannot
accept statements you prepare, cash
register receipts, receipt of payment
notices, or balance due notices. In order
for a claim request to qualify for
processing, the itemized statement must
be on the provider’s stationery, and
include at least the following:

— Identification of provider: full name,
address, tax or license ID numbers,
and provider numbers.

— Patient information: first and last
name, date of birth, gender,
relationship to plan member, and
daytime phone number.

—  Date(s) of service.

— Charge for each service.

— Place of service (office, hospital,
ete.).

— For injury or illness: date and
diagnosis.

— For inpatient claims: admission
date, patient status, attending
physician ID.

— Days or units of service.

— Revenue, diagnosis, and procedure
codes.

— Description of each service.
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Prescription Drugs Claim Form. For
prescription drugs covered under your
medical benefits, use a separate prescription
drug claim form and include the following
information:

m Pharmacy name and address.

m Patient information: first and last name,
date of birth, gender, and relationship to
plan member.

m Date(s) of service.
m Description and quantity of drug.
m  Original pharmacy receipt or cash

receipt with the pharmacist’s signature
on it.

3. Sign the Claim Form

4. Submit the Claim

We recommend you retain a copy for your
records. The original form you send or any
attachments sent with the form cannot be
returned to you. Send the claim to:

Wellmark

Station 1E238

P.O. Box 9201

Des Moines, IA 50306-9291

Claims for Services Received Outside
the United States. Send the claim to the
address printed on the claim form.

We may require additional information
from you or your provider before a claim
can be considered complete and ready for
processing.

Notification of Decision

You will receive an Explanation of Benefits
(EOB) following your claim. The EOB is a
statement outlining how we applied benefits
to a submitted claim. It details amounts that
providers charged, network savings, our
paid amounts, and amounts for which you
are responsible.

In case of an adverse decision, the notice
will be sent within 30 days of receipt of the
claim. We may extend this time by up to 15
days if the claim determination is delayed
for reasons beyond our control. If we do not
send an explanation of benefits statement or
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a notice of extension within the 30-day
period, you have the right to begin an
appeal. We will notify you of the
circumstances requiring an extension and
the date by which we expect to render a
decision.

If an extension is necessary because we
require additional information from you,
the notice will describe the specific
information needed. You have 45 days from
receipt of the notice to provide the
information. Without complete information,
your claim will be denied.

If you have other insurance coverage, our
processing of your claim may utilize
coordination of benefits guidelines. See
Coordination of Benefits, page 71.

Once we pay your claim, whether our
payment is sent to you or to your provider,
our obligation to pay benefits for the claim
is discharged. However, we may adjust a
claim due to overpayment or
underpayment. In the case of Out-of-
Network hospitals, M.D.s, and D.O.s located
in Iowa, the health plan payment is made
payable to the provider, but the check is
sent to you. You are responsible for
forwarding the check to the provider, plus
any difference between the amount charged
and our payment.

Request for Benefit Exception
Review

If you have received an adverse benefit
determination that denies or reduces
benefits or fails to provide payment in whole
or in part for any of the following services,
when recommended by your treating
provider as medically necessary, you or an
individual acting as your authorized
representative may request a benefit
exception review.

Services subject to this exception process:

m  For a woman who previously has had
breast cancer, ovarian cancer, or other
cancer, but who has not been diagnosed
with BRCA-related cancer, appropriate
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preventive screening, genetic
counseling, and genetic testing.

m  FDA-approved contraceptive items or
services prescribed by your health care
provider based upon a specific
determination of medical necessity for
you.

m For transgender individuals, sex-specific
preventive care services (e.g.,
mammograms and Pap smears) that his
or her attending provider has
determined are medically appropriate.

m  For dependent children, certain well-
woman preventive care services that the
attending provider determined are age-
and developmentally-appropriate.

m  Anesthesia services in connection with a
preventive colonoscopy when your
attending provider determined that
anesthesia would be medically
appropriate.

m Arequired consultation prior to a
screening colonoscopy, if your attending
provider determined that the pre-
procedure consultation would be
medically appropriate for you.

m If you received pathology services from
an in-network provider related to a
preventive colonoscopy screening for
which you were responsible for a portion
of the cost, such as a deductible,
copayment or coinsurance.

m  Certain immunizations that ACIP
recommends for specified individuals
(rather than for routine use for an entire
population), when prescribed by your
health care provider consistent with the
ACIP recommendations.

m  FDA-approved intrauterine devices and
implants, if prescribed by your health
care provider.

You may request a benefit exception review
orally or in writing by submitting your
request to the address listed in the Appeals
section. To be considered, your request
must include a letter or statement from your
treating provider that the services or
supplies were medically necessary and your
treating provider’s reason(s) for their
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determination that the services or supplies
were medically necessary.

Your request will be addressed within the
timeframes outlined in the Appeals section
based upon whether your request is a
medically urgent or non-medically urgent
matter.
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11. Coordination of Benefits
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Coordination of benefits applies when you
have more than one plan, insurance policy,
or group health plan that provides the same
or similar benefits as this plan. Benefits
payable under this plan, when combined
with those paid under your other coverage,
will not be more than 100 percent of either
our payment arrangement amount or the
other plan’s payment arrangement amount.

The method we use to calculate the payment
arrangement amount may be different from
your other plan’s method.

Other Coverage

When you receive services, you must inform
us that you have other coverage, and inform
your health care provider about your other
coverage. Other coverage includes any of the
following;:

= Group and nongroup insurance
contracts and subscriber contracts.

m  HMO contracts.

m  Uninsured arrangements of group or
group-type coverage.

m  Group and nongroup coverage through
closed panel plans.

m  Group-type contracts.

m  The medical care components of long-
term contracts, such as skilled nursing
care.

m  Medicare or other governmental
benefits (not including Medicaid).

m  The medical benefits coverage of your
auto insurance (whether issued on a
fault or no-fault basis).

Coverage that is not subject to coordination

of benefits includes the following;:

m  Hospital indemnity coverage or other
fixed indemnity coverage.

m  Accident-only coverage.

m Specified disease or specified accident
coverage.

m Limited benefit health coverage, as
defined by Iowa law.
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m  School accident-type coverage.

m  Benefits for nonmedical components of
long-term care policies.

m  Medicare supplement policies.

m  Medicaid policies.

m  Coverage under other governmental
plans, unless permitted by law.

You must cooperate with Wellmark and
provide requested information about other
coverage. Failure to provide information can
result in a denied claim. We may get the
facts we need from or give them to other
organizations or persons for the purpose of
applying the following rules and
determining the benefits payable under this
plan and other plans covering you. We need

not tell, or get the consent of, any person to
do this.

Your Participating or PPO provider will
forward your coverage information to us. If
you see an Out-of-Network Provider, you
are responsible for informing us about your
other coverage.

Claim Filing

If you know that your other coverage has
primary responsibility for payment, after
you receive services, a claim should be
submitted to your other insurance carrier
first. If that claim is processed with an
unpaid balance for benefits eligible under
this group health plan, you or your provider
should submit a claim to us and attach the
other carrier’s explanation of benefit
payment within 365 days of the date of the
other carrier's explanation of benefits. We
may contact your provider or the other
carrier for further information.

Rules of Coordination

We follow certain rules to determine which
health plan or coverage pays first (as the
primary plan) when other coverage provides
the same or similar benefits as this group
health plan. Here are some of those rules:
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Coordination of Benefits

The primary plan pays or provides
benefits according to its terms of
coverage and without regard to the
benefits under any other plan. Except as
provided below, a plan that does not
contain a coordination of benefits
provision that is consistent with
applicable regulations is always primary
unless the provisions of both plans state
that the complying plan is primary.
Coverage that is obtained by
membership in a group and is designed
to supplement a part of a basic package
of benefits is excess to any other parts of
the plan provided by the contract
holder. (Examples of such
supplementary coverage are major
medical coverage that is superimposed
over base plan hospital and surgical
benefits and insurance-type coverage
written in connection with a closed
panel plan to provide Out-of-Network
benefits.)

The following rules are to be applied in
order. The first rule that applies to your
situation is used to determine the primary
plan.
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The coverage that you have as an
employee, plan member, subscriber,
policyholder, or retiree pays before
coverage that you have as a spouse or
dependent. However, if the person is a
Medicare beneficiary and, as a result of
federal law, Medicare is secondary to the
plan covering the person as a dependent
and primary to the plan covering the
person as other than a dependent (e.g., a
retired employee), then the order of
benefits between the two plans is
reversed, so that the plan covering the
person as the employee, plan member,
subscriber, policyholder or retiree is the
secondary plan and the other plan is the
primary plan.

The coverage that you have as the result
of active employment (not laid off or
retired) pays before coverage that you
have as a laid-off or retired employee.
The same would be true if a person is a
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dependent of an active employee and
that same person is a dependent of a
retired or laid-off employee. If the other
plan does not have this rule and, as a
result, the plans do not agree on the
order of benefits, this rule is ignored.

If a person whose coverage is provided
pursuant to COBRA or under a right of
continuation provided by state or other
federal law is covered under another
plan, the plan covering the person as an
employee, plan member, subscriber,
policyholder or retiree or covering the
person as a dependent of an employee,
member, subscriber or retiree is the
primary plan and the COBRA or state or
other federal continuation coverage is
the secondary plan. If the other plan
does not have this rule and, as a result,
the plans do not agree on the order of
benefits, this rule is ignored.

The coverage with the earliest
continuous effective date pays first if
none of the rules above apply.

If the preceding rules do not determine
the order of benefits and if the plans
cannot agree on the order of benefits
within 30 calendar days after the plans
have received all information needed to
pay the claim, the plans will pay the
claim in equal shares and determine
their relative liabilities following
payment. However, we will not pay more
than we would have paid had this plan
been primary.

Dependent Children

To coordinate benefits for a dependent
child, the following rules apply (unless there
is a court decree stating otherwise):
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If the child is covered by both parents
who are married (and not separated) or
who are living together, whether or not
they have been married, then the
coverage of the parent whose birthday
occurs first in a calendar year pays first.
If both parents have the same birthday,
the plan that has covered the parent the
longest is the primary plan.
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For a child covered by separated or
divorced parents or parents who are not
living together, whether or not they have
been married:

— Ifa court decree states that one of
the parents is responsible for the
child’s health care expenses or
coverage and the plan of that parent
has actual knowledge of those terms,
then that parent’s coverage pays
first. If the parent with responsibility
has no health care coverage for the
dependent child’s health care
expenses, but that parent’s spouse
does, that parent’s spouse’s coverage
pays first. This item does not apply
with respect to any plan year during
which benefits are paid or provided
before the entity has actual
knowledge of the court decree
provision.

— If a court decree states that both
parents are responsible for the
child’s health care expense or health
care coverage or if a court decree
states that the parents have joint
custody without specifying that one
parent has responsibility for the
health care expenses or coverage of
the dependent child, then the
coverage of the parent whose
birthday occurs first in a calendar
year pays first. If both parents have
the same birthday, the plan that has
covered the parent the longest is the
primary plan.

— If a court decree does not specify
which parent has financial or
insurance responsibility, then the
coverage of the parent with custody
pays first. The payment order for the
child is as follows: custodial parent,
spouse of custodial parent, other
parent, spouse of other parent. A
custodial parent is the parent
awarded custody by a court decree
or, in the absence of a court decree,
is the parent with whom the child
resides more than one-half of the
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calendar year excluding any

temporary visitation.
For a dependent child covered under
more than one plan of individuals who
are not the parents of the child, the
order of benefits shall be determined, as
applicable, as outlined previously in this
Dependent Children section.

For a dependent child who has coverage
under either or both parents’ plans and
also has his or her own coverage as a
dependent under a spouse’s plan, the
plan that covered the dependent for the
longer period of time is the primary
plan. If the dependent child’s coverage
under the spouse’s plan began on the
same date as the dependent child’s
coverage under either or both parents’
plans, the order of benefits shall be
determined, as applicable, as outlined in
the first bullet of this Dependent
Children section, to the dependent
child’s parent or parents and the
dependent’s spouse.

If the preceding rules do not determine
the order of benefits and if the plans
cannot agree on the order of benefits
within 30 calendar days after the plans
have received all information needed to
pay the claim, the plans will pay the
claim in equal shares and determine
their relative liabilities following
payment. However, we will not pay more
than we would have paid had this plan
been primary.

Coordination with Noncomplying
Plans

If you have coverage with another plan that
is excess or always secondary or that does
not comply with the preceding rules of
coordination, we may coordinate benefits on
the following basis:
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If this is the primary plan, we will pay its
benefits first.

If this is the secondary plan, we will pay
benefits first, but the amount of benefits
will be determined as if this plan were
secondary. Our payment will be limited
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Coordination of Benefits

to the amount we would have paid had
this plan been primary.

m If the noncomplying plan does not
provide information needed to
determine benefits, we will assume that
the benefits of the noncomplying plan
are identical to this plan and will
administer benefits accordingly. If we
receive the necessary information within
two years of payment of the claim, we
will adjust payments accordingly.

m In the event that the noncomplying plan
reduces its benefits so you receive less
than you would have received if we had
paid as the secondary plan and the
noncomplying plan was primary, we will
advance an amount equal to the
difference. In no event will we advance
more than we would have paid had this
plan been primary, minus any amount
previously paid. In consideration of the
advance, we will be subrogated to all of
your rights against the noncomplying
plan. See Subrogation, page 88.

m If the preceding rules do not determine
the order of benefits and if the plans
cannot agree on the order of benefits
within 30 calendar days after the plans
have received all information needed to
pay the claim, the plans will pay the
claim in equal shares and determine
their relative liabilities following
payment. However, we will not pay more
than we would have paid had this plan
been primary.

Effects on the Benefits of this Plan

In determining the amount to be paid for
any claim, the secondary plan will calculate
the benefits it would have paid in the
absence of other coverage and apply the
calculated amount to any allowable expense
under its plan that is unpaid by the primary
plan. The secondary plan may then reduce
its payment by the amount so that, when
combined with the amount paid by the
primary plan, total benefits paid or provided
by all plans for the claim do not exceed the
total allowable expense for that claim. In
addition, the secondary plan will credit to its
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applicable deductible any amounts it would
have credited to its deductible in the
absence of other coverage.

If a person is enrolled in two or more closed
panel plans and if, for any reason including
the provision of service by a non-panel
provider, benefits are not payable by one
closed panel plan, coordination of benefits
will not apply between that plan and other
closed panel plans.

Right of Recovery

If the amount of payments made by us is
more than we should have paid under these
coordination of benefits provisions, we may
recover the excess from any of the persons
to or for whom we paid, or from any other
person or organization that may be
responsible for the benefits or services
provided for the covered person. The
amount of payments made includes the
reasonable cash value of any benefits
provided in the form of services.

Plans That Provide Benefits as
Services

A secondary plan that provides benefits in
the form of services may recover the
reasonable cash value of the service from
the primary plan, to the extent benefits for
the services are covered by the primary plan
and have not already been paid or provided
by the primary plan.

Coordination with Medicare

Medicare is by law the secondary coverage
to group health plans in a variety of
situations.

The following provisions apply only if you
have both Medicare and employer group
health coverage and meet the specific
Medicare Secondary Payer provisions for
the applicable Medicare entitlement reason.

Medicare Part B Drugs

Drugs paid under Medicare Part B are
covered under the medical benefits of this
plan.
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Coordination of Benefits

Working Aged

If you are a member of a group health plan
of an employer with at least 20 employees
for each working day for at least 20 calendar
weeks in the current or preceding year, then
in most situations Medicare is the secondary
payer if the beneficiary is:

m  Age 65 or older; and

m A current employee or spouse of a
current employee covered by an
employer group health plan.

Working Disabled

If you are a member of a group health plan
of an employer with at least 100 full-time,
part-time, or leased employees on at least
50 percent of regular business days during
the preceding calendar year, then in most

situations Medicare is the secondary payer if

the beneficiary is:

m  Under age 65;

m  Arecipient of Medicare disability
benefits; and

m A current employee or a spouse or
dependent of a current employee,
covered by an employer group health
plan.

End-Stage Renal Disease (ESRD)

The ESRD requirements apply to group
health plans of all employers, regardless of
the number of employees. Under these
requirements, Medicare is the secondary
payer during the first 30 months of
Medicare eligibility if both of the following
are true:

m  The beneficiary is eligible for Medicare
coverage as an ESRD patient; and

m  The beneficiary is covered by an
employer group health plan.

If the beneficiary is already covered by
Medicare due to age or disability and the
beneficiary becomes eligible for Medicare
ESRD coverage, Medicare generally is the
secondary payer during the first 30 months
of ESRD eligibility. However, if the group
health plan is secondary to Medicare (based
on other Medicare secondary-payer
requirements) at the time the beneficiary
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becomes eligible for ESRD, the group health
plan remains secondary to Medicare.

This is only a general summary of the laws.
For complete information, contact your
employer or the Social Security
Administration.
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12. Appeals
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Right of Appeal

You have the right to one full and fair review
in the case of an adverse benefit
determination that denies, reduces, or
terminates benefits, or fails to provide
payment in whole or in part. Adverse benefit
determinations include a denied or reduced
claim, a rescission of coverage, or an
adverse benefit determination concerning a
pre-service notification requirement. Pre-
service notification requirements are:

m A precertification request.
m A notification of admission or services.
m A prior approval request.

How to Request an Internal
Appeal

You or your authorized representative, if
you have designated one, may appeal an
adverse benefit determination within 180
days from the date you are notified of our
adverse benefit determination by
submitting a written appeal. Appeal forms
are available at our website, Wellmark.com.
See Authorized Representative, page 85.

Medically Urgent Appeal

To appeal an adverse benefit determination
involving a medically urgent situation, you
may request an expedited appeal, either
orally or in writing. Medically urgent
generally means a situation in which your
health may be in serious jeopardy or, in the
opinion of your physician, you may
experience severe pain that cannot be
adequately controlled while you wait for a
decision.

Non-Medically Urgent Appeal

To appeal an adverse benefit determination
that is not medically urgent, you must make
your request for a review in writing.

What to Include in Your Internal
Appeal

You must submit all relevant information
with your appeal, including the reason for
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your appeal. This includes written
comments, documents, or other information
in support of your appeal. You must also
submit:

Date of your request.

= Your name (please type or print),
address, and if applicable, the name and
address of your authorized
representative.

m  Member identification number.

s Claim number from your Explanation of
Benefits, if applicable.

m Date of service in question.

If you have difficulty obtaining this

information, ask your provider or

pharmacist to assist you.

Where to Send Internal
Appeal

Wellmark Blue Cross and Blue Shield
Special Inquiries

P.O. Box 9232, Station 5W189

Des Moines, IA 50306-9232

Review of Internal Appeal

Your request for an internal appeal will be
reviewed only once. The review will take
into account all information regarding the
adverse benefit determination whether or
not the information was presented or
available at the initial determination. Upon
request, and free of charge, you will be
provided reasonable access to and copies of
all relevant records used in making the
initial determination. Any new information
or rationale gathered or relied upon during
the appeal process will be provided to you
prior to Wellmark issuing a final adverse
benefit determination and you will have the
opportunity to respond to that information
or to provide information.

The review will not be conducted by the
original decision makers or any of their
subordinates. The review will be conducted
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without regard to the original decision. If a
decision requires medical judgment, we will
consult an appropriate medical expert who
was not previously involved in the original
decision and who has no conflict of interest
in making the decision. If we deny your
appeal, in whole or in part, you may request,
in writing, the identity of the medical expert
we consulted.

Decision on Internal Appeal

The decision on appeal is the final internal
determination. Once a decision on internal
appeal is reached, your right to internal
appeal is exhausted.

Medically Urgent Appeal

For a medically urgent appeal, you will be
notified (by telephone, e-mail, fax or
another prompt method) of our decision as
soon as possible, based on the medical
situation, but no later than 72 hours after
your expedited appeal request is received. If
the decision is adverse, a written
notification will be sent.

All Other Appeals

For all other appeals, you will be notified in
writing of our decision. Most appeal
requests will be determined within 30 days
and all appeal requests will be determined
within 60 days.

External Review

You have the right to request an external
review of a final adverse determination
involving a covered service when the
determination involved:

m  Medical necessity.

m Appropriateness of services or supplies,
including health care setting, level of
care, or effectiveness of treatment.

m Investigational or experimental services
or supplies.

m  Concurrent review or admission to a
facility. See Notification Requirements
and Care Coordination, page 39.

m A rescission of coverage.

An adverse determination eligible for

external review does not include a denial of

SSu

Appeals

78

Item 14.

coverage for a service or treatment
specifically excluded under this plan.

The external review will be conducted by
independent health care professionals who
have no association with us and who have
no conflict of interest with respect to the
benefit determination.

Have you exhausted the appeal
process? Before you can request an
external review, you must first exhaust the
internal appeal process described earlier in
this section. However, if you have not
received a decision regarding the adverse
benefit determination within 30 days
following the date of your request for an
appeal, you are considered to have
exhausted the internal appeal process.

Requesting an external review. You or
your authorized representative may request
an external review through the Iowa
Insurance Division by completing an
External Review Request Form and
submitting the form as described in this
section. You may obtain this request form
by calling the Customer Service number on
your ID card, by visiting our website at
Wellmark.com, by contacting the Iowa
Insurance Division, or by visiting the Iowa
Insurance Division's website at
wwuw.lid.iowa.gov.

You will be required to authorize the release
of any medical records that may be required
to be reviewed for the purpose of reaching a
decision on your request for external review.

Requests must be filed in writing at the
following address, no later than four months
after you receive notice of the final adverse
benefit determination:

Iowa Insurance Division

Two Ruan Center

601 Locust, 4t Floor

Des Moines, IA 50309-3738

Fax: 515-281-3059

E-mail:
iid.marketregulation@iid.iowa.gov

How the review works. Upon
notification that an external review request
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has been filed, Wellmark will make a
preliminary review of the request to
determine whether the request may proceed
to external review. Following that review,
the Iowa Insurance Division will decide
whether your request is eligible for an
external review, and if it is, the ITowa
Insurance Division will assign an
independent review organization (IRO) to
conduct the external review. You will be
advised of the name of the IRO and will
then have five business days to provide new
information to the IRO. The IRO will make
a decision within 45 days of the date the
Iowa Insurance Division receives your
request for an external review.

Need help? You may contact the Iowa
Insurance Division at 877-955-1212 at any
time for assistance with the external review
process.

Expedited External Review

You do not need to exhaust the internal
appeal process to request an external review
of an adverse determination or a final
adverse determination if you have a medical
condition for which the time frame for
completing an internal appeal or for
completing a standard external review
would seriously jeopardize your life or
health or would jeopardize your ability to
regain maximum function.

You may also have the right to request an
expedited external review of a final adverse
determination that concerns an admission,
availability of care, concurrent review, or
service for which you received emergency
services, and you have not been discharged
from a facility.

If our adverse benefit determination is that
the service or treatment is investigational or
experimental and your treating physician
has certified in writing that delaying the
service or treatment would render it
significantly less effective, you may also
have the right to request an expedited
external review.

You or your authorized representative may
submit an oral or written expedited external
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review request to the Iowa Insurance
Division by contacting the Iowa Insurance
Division at 877-955-1212.

If the Insurance Division determines the
request is eligible for an expedited external
review, the Division will immediately assign
an IRO to conduct the review and a decision
will be made expeditiously, but in no event
more than 72 hours after the IRO receives
the request for an expedited external review.

Arbitration and Legal Action

You shall not start arbitration or legal action
against us until you have exhausted the
appeal procedure described in this section.
See the Arbitration and Legal Action
section and Governing Law, page 87, for
important information about your
arbitration and legal action rights after you
have exhausted the appeal procedures in
this section.
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Arbitration and Legal Action

Item 14.

PLEASE READ THIS SECTION
CAREFULLY

Mandatory Arbitration

You shall not start an action against us on
any Claims (as defined below) unless you
have first exhausted the appeal processes
described in the Appeals section of this
summary plan description.

Except as solely discussed below, this
section provides that Claims must be
resolved by binding mandatory arbitration.
Arbitration replaces the right to go to court,
have a jury trial or initiate or participate in a
class action. In arbitration, disputes are
resolved by an arbitrator, not a judge or a
jury. Arbitration procedures are simpler and
more limited than in court.

Covered Claims

Except as solely stated below, you or we
must arbitrate any claim, dispute or
controversy arising out of or related to this
summary plan description or any other
document related to your health plan,
including, but not limited to, member
eligibility, benefits under your health plan
or administration of your health plan (any
and/or all of the foregoing called “Claims”).

Except as stated below, all Claims are
subject to mandatory arbitration, no matter
what legal theory they are based, whether in
law or equity, upon or what remedy
(damages, or injunctive or declaratory
relief) they seek, including Claims based on
contract, tort (including intentional tort),
fraud, agency, your or our negligence,
statutory or regulatory provisions, or any
other sources of law; counterclaims, cross-
claims, third-party claims, interpleaders or
otherwise; Claims made regarding past,
present or future conduct; and Claims made
independently or with other claims. This
also includes Claims made by or against
anyone connected with us or you or
claiming through us or you, or by someone
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making a claim through us or you, such as a
covered family member, employee, agent,
representative, or an affiliated or subsidiary
company. For purposes of this Arbitration
and Legal Action section, the words “we,”
“us,” and “our” refer to Wellmark, Inc. and
its subsidiaries and affiliates, the plan
sponsor and/or the plan administrator, as
well as their respective directors, officers,
employees and agents.

No Class Arbitrations and
Class Actions Waiver

YOU UNDERSTAND AND AGREE THAT
YOU AND WE BOTH ARE VOLUNTARILY
AND IRREVOCABLY WAIVING THE
RIGHT TO PURSUE OR HAVE A DISPUTE
RESOLVED AS A PLAINTIFF OR CLASS
MEMBER IN ANY PURPORTED CLASS,
COLLECTIVE OR REPRESENTATIVE
PROCEEDING PENDING BETWEEN YOU
AND US. YOU ARE AGREEING TO GIVE
UP THE ABILITY TO PARTICIPATE IN
CLASS ARBITRATIONS, CLASS ACTIONS
AND ANY OTHER COLLECTIVE OR
REPRESENTATIVE ACTIONS. Neither you
nor we consent to the incorporation of the
AAA Supplementary Rules for Class
Arbitration into the rules governing the
arbitration of Claims. The arbitrator has no
authority to arbitrate any claim on a class or
representative basis and may award relief
only on an individual basis. Claims of two or
more persons may not be combined in the
same arbitration, unless both you and we
agree to do so.

Claims Excluded from

Mandatory Arbitration

m  Small Claims — individual Claims filed
in a small claims court are not subject to
arbitration, as long as the matter stays
in small claims court.

m Claims Excluded By Applicable Law —
federal or state law may exempt certain
Claims from mandatory arbitration. IF
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AN ARBITRATOR DETERMINES A
PARTICULAR CLAIM IS
EXCLUDED FROM ARBITRATION
BY FEDERAL OR STATE LAW,
CLAIMS EXCLUDED BY
APPLICABLE LAW, LATER IN
THIS SECTION, AND GOVERNING
LAW, PAGE 87, WILL APPLY TO
THE PARTIES AND SUCH
PARTICULAR CLAIM.

Arbitration Process Generally

SSu

No demand for arbitration of a Claim
because of a health benefit claim under
this plan, or because of the alleged
breach of this plan, shall be made more
than two years after the end of the
calendar year in which the services or
supplies were provided.

Arbitration shall be conducted by the
American Arbitration Association
(“AAA”) according to the Federal
Arbitration Act (“FAA”) (to the exclusion
of any state laws inconsistent
therewith), this arbitration provision
and the applicable AAA Consumer
Arbitration Rules in effect when the
Claim is filed (“AAA Rules”), except
where those rules conflict with this
arbitration provision. You can obtain
copies of the AAA Rules at the AAA’s
website (www.adr.org). You or we may
choose to have a hearing, appear at any
hearing by phone or other electronic
means, and/or be represented by
counsel. Any in-person hearing will be
held in the same city as the U.S. District
Court closest to your billing address.

Either you or we may apply to a court
for emergency, temporary or
preliminary injunctive relief or an order
in aid of arbitration (i) prior to the
appointment of an arbitrator or (ii) after
the arbitrator makes a final award and
closes the arbitration. Once an arbitrator
has been appointed until the arbitration
is closed, emergency, temporary or
preliminary injunctive relief may only be
granted by the arbitrator. Either you or
we may apply to a court for enforcement
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of any emergency, temporary or
preliminary injunctive relief granted by
the arbitrator.

Arbitration may be compelled at any
time by either party, even where there is
a pending lawsuit in court, unless a trial
has begun or a final judgment has been
entered. Neither you nor we waive the
right to arbitrate by filing or serving a
complaint, answer, counterclaim,
motion, or discovery in a court lawsuit.
To invoke arbitration, a party may file a
motion to compel arbitration in a
pending matter and/or commence
arbitration by submitting the required
AAA forms and requisite filing fees to
the AAA.

The arbitration shall be conducted by a
single arbitrator in accordance with this
arbitration provision and the AAA
Rules, which may limit discovery. The
arbitrator shall not apply any federal or
state rules of civil procedure for
discovery, but the arbitrator shall honor
claims of privilege recognized at law and
shall take reasonable steps to protect
plan information and other confidential
information of either party if requested
to do so. The parties agree that the scope
of discovery will be limited to non-
privileged information that is relevant to
the Claim, and consistent with the
parties’ intent, the arbitrator shall
ensure that allowed discovery is
reasonable in scope, cost-effective and
non-onerous to either party. The
arbitrator shall apply the FAA and other
applicable substantive law not
inconsistent with the FAA, and may
award damages or other relief under
applicable law.

The arbitrator shall make any award in
writing and, if requested by you or us,
may provide a brief written statement of
the reasons for the award. An arbitration
award shall decide the rights and
obligations only of the parties named in
the arbitration and shall not have any
bearing on any other person or dispute.
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Arbitration and Legal Action

IF ARBITRATION IS INVOKED BY
ANY PARTY WITH RESPECT TO A
CLAIM, NEITHER YOU NOR WE
WILL HAVE THE RIGHT TO
LITIGATE THAT CLAIM IN COURT
OR HAVE A JURY TRIAL ON THAT
CLAIM, ORTO ENGAGE IN
PREARBITRATION DISCOVERY
EXCEPT AS PROVIDED FOR IN THE
APPLICABLE ARBITRATION RULES.
THE ARBITRATOR’S DECISION
WILL BE FINAL AND BINDING. YOU
UNDERSTAND THAT OTHER
RIGHTS THAT YOU WOULD HAVE IF
YOU WENT TO COURT MAY ALSO
NOT BE AVAILABLE IN
ARBITRATION.

Arbitration Fees and Other
Costs

The AAA Rules determine what costs you
and we will pay to the AAA in connection
with the arbitration process. In most
instances, your responsibility for filing,
administrative and arbitrator fees to pursue
a Claim in arbitration will not exceed $200.
However, if the arbitrator decides that
either the substance of your claim or the
remedy you asked for is frivolous or brought
for an improper purpose, the arbitrator will
use the AAA Rules to determine whether
you or we are responsible for the filing,
administrative and arbitrator fees.

You may wish to consult with or be
represented by an attorney during the
arbitration process. Each party is
responsible for its own attorney’s fees and
other expenses, such as witness fees and
expert witness costs.

Confidentiality

The arbitration proceedings and arbitration
award shall be maintained by the parties as
strictly confidential, except as is otherwise
required by court order, as is necessary to
confirm, vacate or enforce the award, and
for disclosure in confidence to the parties’
respective attorneys and tax advisors of a
party who is an individual.
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Questions of Arbitrability

You and we mutually agree that the
arbitrator, and not a court, will decide in the
first instance all questions of substantive
arbitrability, including without limitation
the validity of this Section, whether you and
we are bound by it, and whether this Section
applies to a particular Claim.

Claims Excluded By
Applicable Law

If an arbitrator determines a particular
Claim is excluded from arbitration by
federal or state law, you and we agree that
the following terms will apply to any legal or
equitable action brought in court because of
such Claim:

m  You shall not bring any legal or
equitable action against us because of a
health benefit claim under this plan, or
because of the alleged breach of this
plan, more than two years after the end
of the calendar year in which the
services or supplies were provided.

m Any action brought because of a Claim
under this plan will be litigated in the
state or federal courts located in the
state of Iowa and in no other.

= YOU AND WE BOTH WAIVE ANY
RIGHT TO A JURY TRIAL WITH
RESPECT TO AND IN ANY CLAIM.

= FURTHER, YOU AND WE BOTH
WAIVE ANY RIGHT TO SEEK OR
RECOVER PUNITIVE OR
EXEMPLARY DAMAGES WITH
RESPECT TO ANY CLAIM.

Survival and Severability of
Terms

This Arbitration and Legal Action section
will survive termination of the plan. If any
portion of this provision is deemed invalid
or unenforceable under any law or statute it
will not invalidate the remaining portions of
this Arbitration and Legal Action section or
the plan. To the extent a Claim qualifies for
mandatory arbitration and there is a conflict
or inconsistency between the AAA Rules
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and this Arbitration and Legal Action
section, this Arbitration and Legal Action
section will govern.
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14. General Provisions

Contract

The conditions of your coverage are defined
in your contract. Your contract includes:

m  Any application you submitted to us or
to your employer or group sponsor.

= Any agreement or group policy we have
with your employer or group sponsor.

m  Any application completed by your
employer or group sponsor.

m  This summary plan description and any
riders or amendments.

All of the statements made by you or your
employer or group sponsor in any of these
materials will be treated by us as
representations, not warranties.

Interpreting this Summary
Plan Description

We will interpret the provisions of this
summary plan description and determine
the answer to all questions that arise under
it. We have the administrative discretion to
determine whether you meet our written
eligibility requirements, or to interpret any
other term in this summary plan
description. If any benefit described in this
summary plan description is subject to a
determination of medical necessity, unless
otherwise required by law, we will make that
factual determination. Our interpretations
and determinations are final and conclusive,
subject to the appeal procedures outlined
earlier in this summary plan description.

There are certain rules you must follow in
order for us to properly administer your
benefits. Different rules appear in different
sections of your summary plan description.
You should become familiar with the entire
document.

Plan Year

The Plan Year has been designated and
communicated to Wellmark by your group
health plan’s plan sponsor or plan
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administrator as the twelve month period
commencing on the effective date of your
group health plan's annual renewal with
Wellmark.

Authority to Terminate,
Amend, or Modify

Your employer or group sponsor has the
authority to terminate, amend, or modify
the coverage described in this summary
plan description at any time. Any
amendment or modification will be in
writing and will be as binding as this
summary plan description. If your contract
is terminated, you may not receive benefits.

Authorized Group Benefits
Plan Changes

No agent, employee, or representative of
ours is authorized to vary, add to, change,
modify, waive, or alter any of the provisions
described in this summary plan description.
This summary plan description cannot be
changed except by one of the following:

m  Written amendment signed by an
authorized officer and accepted by you
or your employer or group sponsor.

m  Our receipt of proper notification that
an event has changed your spouse or
dependent's eligibility for coverage. See
Coverage Changes and Termination,

page 53.

Authorized Representative

You may authorize another person to
represent you and with whom you want us
to communicate regarding specific claims or
an appeal. This authorization must be in
writing, signed by you, and include all the
information required in our Authorized
Representative Form. This form is available
at Wellmark.com or by calling the Customer
Service number on your ID card.

In a medically urgent situation your treating
health care practitioner may act as your
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authorized representative without
completion of the Authorized
Representative Form.

An assignment of benefits, release of
information, or other similar form that you
may sign at the request of your health care
provider does not make your provider an
authorized representative. You may
authorize only one person as your
representative at a time. You may revoke the
authorized representative at any time.

Release of Information

By enrolling in this group health plan, you
have agreed to release any necessary
information requested about you so we can
process claims for benefits.

You must allow any provider, facility, or
their employee to give us information about
a treatment or condition. If we do not
receive the information requested, or if you
withhold information, your benefits may be
denied. If you fraudulently use your
coverage or misrepresent or conceal
material facts when providing information,
then we may terminate your coverage under
this group health plan.

Privacy of Information

Your employer or group sponsor is required
to protect the privacy of your health
information. It is required to request, use,
or disclose your health information only as
permitted or required by law. For example,
your employer or group sponsor has
contracted with Wellmark to administer this
group health plan and Wellmark will use or
disclose your health information for
treatment, payment, and health care
operations according to the standards and
specifications of the federal privacy
regulations.

Treatment

We may disclose your health information to
a physician or other health care provider in
order for such health care provider to
provide treatment to you.
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Payment

We may use and disclose your health
information to pay for covered services from
physicians, hospitals, and other providers,
to determine your eligibility for benefits, to
coordinate benefits, to determine medical
necessity, to obtain payment from your
employer or group sponsor, to issue
explanations of benefits to the person
enrolled in the group health plan in which
you participate, and the like. We may
disclose your health information to a health
care provider or entity subject to the federal
privacy rules so they can obtain payment or
engage in these payment activities.

Health Care Operations

We may use and disclose your health
information in connection with health care
operations. Health care operations include,
but are not limited to, determining payment
and rates for your group health plan; quality
assessment and improvement activities;
reviewing the competence or qualifications
of health care practitioners, evaluating
provider performance, conducting training
programs, accreditation, certification,
licensing, or credentialing activities;
medical review, legal services, and auditing,
including fraud and abuse detection and
compliance; business planning and
development; and business management
and general administrative activities.

Other Disclosures

Your employer or group sponsor or
Wellmark is required to obtain your explicit
authorization for any use or disclosure of
your health information that is not
permitted or required by law. For example,
we may release claim payment information
to a friend or family member to act on your
behalf during a hospitalization if you submit
an authorization to release information to
that person. If you give us an authorization,
you may revoke it in writing at any time.
Your revocation will not affect any use or
disclosures permitted by your authorization
while it was in effect.
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Member Health Support
Services

Wellmark may from time to time make
available to you certain health support
services (such as disease management), for
a fee or for no fee. Wellmark may offer
financial and other incentives to you to use
such services. As a part of the provision of
these services, Wellmark may:

m  Use your personal health information
(including, but not limited to, substance
abuse, mental health, and HIV/AIDS
information); and

m  Disclose such information to your health
care providers and Wellmark’s health
support service vendors, for purposes of
providing such services to you.

Wellmark will use and disclose information
according to the terms of our Privacy
Practices Notice, which is available upon
request or at Wellmark.com.

Value Added or Innovative
Benefits

Wellmark may, from time to time, make
available to you certain value added or
innovative benefits for a fee or for no fee.
Examples include Blue365®, identity theft
protections, and discounts on
alternative/preventive therapies, fitness,
exercise and diet assistance, and elective
procedures as well as resources to help you
make more informed health decisions.
Wellmark may also provide rewards or
incentives under this plan if you participate
in certain voluntary wellness activities or
programs that encourage healthy behaviors.
Your employer is responsible for any
income and employment tax withholding,
depositing and reporting obligations that
may apply to the value of such rewards and
incentives.

Value-Based Programs

Value-based programs involve local health
care organizations that are held accountable
for the quality and cost of care delivered to a
defined population. Value-based programs
can include accountable care organizations
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(ACOs), patient centered medical homes
(PCMHs), and other programs developed by
Wellmark, the Blue Cross Blue Shield
Association, or other Blue Cross Blue Shield
health plans (“Blue Plans”). Wellmark and
Blue Plans have entered into collaborative
arrangements with value-based programs
under which the health care providers
participating in them are eligible for
financial incentives relating to quality and
cost-effective care of Wellmark and/or Blue
Plan members. If your physician, hospital,
or other health care provider participates in
the Wellmark ACO program or other value-
based program, Wellmark may make
available to such health care providers your
health care information, including claims
information, for purposes of helping
support their delivery of health care services
to you.

Nonassignment

Except as required by law, benefits for
covered services under this group health
plan are for your personal benefit and
cannot be transferred or assigned to anyone
else without our consent. Whether made
before or after services are provided, you are
prohibited from assigning any claim. You
are further prohibited from assigning any
cause of action arising out of or relating to
this group health plan. Any attempt to
assign this group health plan, even if
assignment includes the provider’s rights to
receive payment, will be null and void.
Nothing contained in this group health plan
shall be construed to make the health plan
or Wellmark liable to any third party to
whom a member may be liable for medical
care, treatment, or services.

Governing Law

To the extent not superseded by the laws of
the United States, the group health plan will
be construed in accordance with and
governed by the laws of the state of Iowa.
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Medicaid Enrollment and
Payments to Medicaid

Assignment of Rights

This group health plan will provide payment
of benefits for covered services to you, your
beneficiary, or any other person who has
been legally assigned the right to receive
such benefits under requirements
established pursuant to Title XIX of the
Social Security Act (Medicaid).

Enrollment Without Regard to
Medicaid

Your receipt or eligibility for medical
assistance under Title XIX of the Social
Security Act (Medicaid) will not affect your
enrollment as a participant or beneficiary of
this group health plan, nor will it affect our
determination of any benefits paid to you.

Acquisition by States of Rights of
Third Parties

If payment has been made by Medicaid and
Wellmark has a legal obligation to provide
benefits for those services, Wellmark will
make payment of those benefits in
accordance with any state law under which a
state acquires the right to such payments.

Medicaid Reimbursement

When a PPO or Participating provider
submits a claim to a state Medicaid program
for a covered service and Wellmark
reimburses the state Medicaid program for
the service, Wellmark’s total payment for
the service will be limited to the amount
paid to the state Medicaid program. No
additional payments will be made to the
provider or to you.

Subrogation

For purposes of this “Subrogation” section,
“third party” includes, but is not limited to,
any of the following;:

m  The responsible person or that person’s
insurer;

m  Uninsured motorist coverage;

m  Underinsured motorist coverage;

m Personal umbrella coverage;
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m  Other insurance coverage including, but
not limited to, homeowner’s, motor
vehicle, or medical payments insurance;
and

®m  Any other payment from a source
intended to compensate you for injuries
resulting from an accident or alleged
negligence.

Right of Subrogation

If you or your legal representative have a
claim to recover money from a third party
and this claim relates to an illness or injury
for which this group health plan provides
benefits, we, on behalf of your employer or
group sponsor, will be subrogated to you
and your legal representative’s rights to
recover from the third party as a condition
to your receipt of benefits.

Right of Reimbursement

If you have an illness or injury as a result of
the act of a third party or arising out of
obligations you have under a contract and
you or your legal representative files a claim
under this group health plan, as a condition
of receipt of benefits, you or your legal
representative must reimburse us for all
benefits paid for the illness or injury from
money received from the third party or its
insurer, or under the contract, to the extent
of the amount paid by this group health plan
on the claim.

Once you receive benefits under this group
health plan arising from an illness or injury,
we will assume any legal rights you have to
collect compensation, damages, or any other
payment related to the illness or injury from
any third party.

You agree to recognize our rights under this
group health plan to subrogation and
reimbursement. These rights provide us
with a priority over any money paid by a
third party to you relative to the amount
paid by this group health plan, including
priority over any claim for nonmedical
charges, or other costs and expenses. We
will assume all rights of recovery, to the
extent of payment made under this group
health plan, regardless of whether payment
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is made before or after settlement of a third

party claim, and regardless of whether you

have received full or complete -
compensation for an illness or injury.

Procedures for Subrogation and
Reimbursement

You or your legal representative must do .
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agreement between you and the third
party or his insurer or your insurer;
All information regarding any legal
action that has been brought on your
behalf against the third party or his
insurer; and

All other information requested by us.

whatever we request with respect to the Send this information to:

exercise of our subrogation and
reimbursement rights, and you agree to do
nothing to prejudice those rights. In
addition, at the time of making a claim for

Wellmark Blue Cross and Blue Shield
1331 Grand Avenue, Station 5W580
Des Moines, IA 50309-2901

benefits, you or your legal representative You also agree to all of the following:

must inform us in writing if you have an -
illness or injury caused by a third party or
arising out of obligations you have under a
contract. You or your legal representative
must provide the following information, by
registered mail, as soon as reasonably
practicable of such illness or injury to us as
a condition to receipt of benefits:

m  The name, address, and telephone
number of the third party that in any
way caused the illness or injury or is a
party to the contract, and of the attorney
representing the third party;

m  The name, address and telephone n
number of the third party’s insurer and
any insurer of you;

m  The name, address and telephone
number of your attorney with respect to "
the third party’s act;

m  Prior to the meeting, the date, time and
location of any meeting between the
third party or his attorney and you, or "
your attorney;

m  All terms of any settlement offer made
by the third party or his insurer or your
insurer;

m All information discovered by you or
your attorney concerning the insurance
coverage of the third party;

m  The amount and location of any money
that is recovered by you from the third
party or his insurer or your insurer, and
the date that the money was received;

m  Prior to settlement, all information
related to any oral or written settlement
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You will immediately let us know about
any potential claims or rights of recovery
related to the illness or injury.

You will furnish any information and
assistance that we determine we will
need to enforce our rights under this
group health plan.

You will do nothing to prejudice our
rights and interests including, but not
limited to, signing any release or waiver
(or otherwise releasing) our rights,
without obtaining our written
permission.

You will not compromise, settle,
surrender, or release any claim or right
of recovery described above, without
obtaining our written permission.

If payment is received from the other
party or parties, you must reimburse us
to the extent of benefit payments made
under this group health plan.

In the event you or your attorney receive
any funds in compensation for your
illness or injury, you or your attorney
will hold those funds (up to and
including the amount of benefits paid
under this group health plan in
connection with the illness or injury) in
trust for the benefit of this group health
plan as trustee(s) for us until the extent
of our right to reimbursement or
subrogation has been resolved.

In the event you invoke your rights of
recovery against a third-party related to
the illness or injury, you will not seek an
advancement of costs or fees from us.
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m  The amount of our subrogation interest
shall be paid first from any funds
recovered on your behalf from any
source, without regard to whether you
have been made whole or fully
compensated for your losses, and the
“make whole” rule is specifically rejected
and inapplicable under this group health
plan.

m  We will not be liable for payment of any
share of attorneys’ fees or other
expenses incurred in obtaining any
recovery, except as expressly agreed in
writing, and the “common fund” rule is
specifically rejected and inapplicable
under this group health plan.

It is further agreed that in the event that you
fail to take the necessary legal action to
recover from the responsible party, we shall
have the option to do so and may proceed in
its name or your name against the
responsible party and shall be entitled to the
recovery of the amount of benefits paid
under this group health plan and shall be
entitled to recover its expenses, including
reasonable attorney fees and costs, incurred
for such recovery.

In the event we deem it necessary to
institute legal action against you if you fail
to repay us as required in this group health
plan, you shall be liable for the amount of
such payments made by us as well as all of
our costs of collection, including reasonable
attorney fees and costs.

You hereby authorize the deduction of any
excess benefit received or benefits that
should not have been paid, from any present
or future compensation payments.

You and your covered family member(s)
must notify us if you have the potential right
to receive payment from someone else. You
must cooperate with us to ensure that our
rights to subrogation are protected.

Our right of subrogation and
reimbursement under this group health
plan applies to all rights of recovery, and not
only to your right to compensation for
medical expenses. A settlement or judgment
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structured in any manner not to include
medical expenses, or an action brought by
you or on your behalf which fails to state a
claim for recovery of medical expenses, shall
not defeat our rights of subrogation and
reimbursement if there is any recovery on
your claim.

We reserve the right to offset any amounts
owed to us against any future claim
payments.

Workers’ Compensation

If you have received benefits under this
group health plan for an injury or condition
that is the subject or basis of a workers’
compensation claim (whether litigated or
not), we are entitled to reimbursement to
the extent benefits are paid under this plan
in the event that your claim is accepted or
adjudged to be covered under workers’
compensation.

Furthermore, we are entitled to
reimbursement from you to the full extent
of benefits paid out of any proceeds you
receive from any workers’ compensation
claim, regardless of whether you have been
made whole or fully compensated for your
losses, regardless of whether the proceeds
represent a compromise or disputed
settlement, and regardless of any
characterization of the settlement proceeds
by the parties to the settlement. We will not
be liable for any attorney’s fees or other
expenses incurred in obtaining any proceeds
for any workers’ compensation claim.

We utilize industry standard methods to
identify claims that may be work-related.
This may result in initial payment of some
claims that are work-related. We reserve the
right to seek reimbursement of any such
claim or to waive reimbursement of any
claim, at our discretion.

Payment in Error

If for any reason we make payment in error,
we may recover the amount we paid.
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If we determine we did not make full
payment, Wellmark will make the correct
payment without interest.

Notice

If a specific address has not been provided
elsewhere in this summary plan description,
you may send any notice to Wellmark’s
office:

Wellmark Blue Cross and Blue Shield
1331 Grand Avenue
Des Moines, IA 50309-2901

Any notice from Wellmark to you is
acceptable when sent to your address as it
appears on Wellmark’s records or the
address of the group through which you are
enrolled.

Submitting a Complaint

If you are dissatisfied or have a complaint
regarding our products or services, call the
Customer Service number on your ID card.
We will attempt to resolve the issue in a
timely manner. You may also contact
Customer Service for information on where
to send a written complaint.

Consent to Telephone Calls
and Text or Email
Notifications

By enrolling in this employer sponsored
group health plan, and providing your
phone number and email address to your
employer or to Wellmark, you give express
consent to Wellmark to contact you using
the email address or residential or cellular
telephone number provided via live or pre-
recorded voice call, or text message
notification or email notification. Wellmark
may contact you for purposes of providing
important information about your plan and
benefits, or to offer additional products and
services related to your Wellmark plan. You
may revoke this consent by following
instructions given to you in the email, text
or call notifications, or by telling the
Wellmark representative that you no longer
want to receive calls.
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The definitions in this section are terms that are used in various sections of this summary plan
description. A term that appears in only one section is defined in that section.

Accidental Injury. An injury,
independent of disease or bodily infirmity
or any other cause, that happens by chance
and requires immediate medical attention.

Admission. Formal acceptance as a
patient to a hospital or other covered health
care facility for a health condition.

Amount Charged. The amount that a
provider bills for a service or supply,
whether or not it is covered under this
group health plan.

Benefits. Medically necessary services or
supplies that qualify for payment under this
group health plan.

BlueCard Program. The Blue Cross Blue
Shield Association program that permits
members of any Blue Cross or Blue Shield
Plan to have access to the advantages of
PPO Providers throughout the United
States.

Creditable Coverage. Any of the
following categories of coverage:

m  Group health plan (including
government and church plans).

m Health insurance coverage (including
group, individual, and short-term
limited duration coverage).

m  Medicare (Part A or B of Title XVIII of
the Social Security Act).

m  Medicaid (Title XIX of the Social
Security Act).

m  Medical care for members and certain
former members of the uniformed
services, and for their dependents
(Chapter 55 of Title 10, United States
Code).

m A medical care program of the Indian
Health Service or of a tribal
organization.

m A state health benefits risk pool.
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m  Federal Employee Health Benefit Plan (a
health plan offered under Chapter 89 of
Title 5, United States Code).

m A State Children’s Health Insurance
Program (S-CHIP).

m A public health plan as defined in
federal regulations (including health
coverage provided under a plan
established or maintained by a foreign
country or political subdivision).

m A health benefits plan under Section
5(e) of the Peace Corps Act.

m  An organized delivery system licensed
by the director of public health.

Extended Home Skilled Nursing.
Home skilled nursing care, other than
short-term home skilled nursing, provided
in the home by a registered (R.N.) or
licensed practical nurse (L.P.N.) who is
associated with an agency accredited by the
Joint Commission for Accreditation of
Health Care Organizations (JCAHO) or a
Medicare-certified agency that is ordered by
a physician and consists of four or more
hours per day of continuous nursing care
that requires the technical proficiency and
knowledge of an R.N. or L.P.N.

Group. Those plan members who share a
common relationship, such as employment
or membership.

Group Sponsor. The entity that sponsors
this group health plan.

Illness or Injury. Any bodily disorder,
bodily injury, disease, or mental health
condition, including pregnancy and
complications of pregnancy.

Inpatient. Services received, or a person
receiving services, while admitted to a
health care facility for at least an overnight
stay.

Medically Urgent Situation. A situation
where a longer, non-urgent response time to
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a pre-service notification could seriously
jeopardize the life or health of the benefits
plan member seeking services or, in the
opinion of a physician with knowledge of
the member’s medical condition, would
subject the member to severe pain that
cannot be managed without the services in
question.

Medicare. The federal government health
insurance program established under Title
XVIII of the Social Security Act for people
age 65 and older and for individuals of any
age entitled to monthly disability benefits
under Social Security or the Railroad
Retirement Program. It is also for those
with chronic renal disease who require
hemodialysis or kidney transplant.

Member. A person covered under this
group health plan.

Office. An office setting is the room or
rooms in which the practitioner or staff
provide patient care.

Out-of-Network Provider. A facility or
practitioner that does not participate with
Wellmark or any other Blue Cross or Blue
Shield Plan. Pharmacies that do not
contract with our pharmacy benefits
manager are considered Out-of-Network
Providers.

Outpatient. Services received, or a person

receiving services, in the outpatient
department of a hospital, an ambulatory
surgery center, or the home.

Participating Providers. These
providers participate with a Blue Cross
and/or Blue Shield Plan in another state or
service area but not with a preferred

provider program. Pharmacies that contract

with our pharmacy benefits manager are
considered Participating Providers.

Plan Member. The person who signed for

this group health plan.

Plan Year. A date used for purposes of
determining compliance with federal
legislation.
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PPO Provider. A facility or practitioner
that participates with a Blue Cross or Blue
Shield preferred provider program.

Services or Supplies. Any services,
supplies, treatments, devices, or drugs, as
applicable in the context of this summary
plan description, that may be used to
diagnose or treat a medical condition.

Spouse. A man or woman lawfully married
to a covered member.

Urgent Care Centers provide medical
care without an appointment during all
hours of operation to walk-in patients of all
ages who are ill or injured and require
immediate care but may not require the
services of a hospital emergency room.

We, Our, Us. Wellmark Blue Cross and
Blue Shield.

X-ray and Lab Services. Tests,
screenings, imagings, and evaluation
procedures identified in the American
Medical Association's Current Procedural
Terminology (CPT) manual, Standard
Edition, under Radiology Guidelines and
Pathology and Laboratory Guidelines.

You, Your. The plan member and family
members eligible for coverage under this
group health plan.
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Wellmark.

Wellmark Blue Cross and Blue Shield is an Independent
Licensee of the Blue Cross and Blue Shield Association.

AllianceSelect™
City of Cedar Falls Plan A PPO

NOTICE
This group health plan is sponsored and funded by your employer or group sponsor. Your
employer or group sponsor has a financial arrangement with Wellmark under which your
employer or group sponsor is solely responsible for claim payment amounts for covered services
provided to you. Wellmark provides administrative services and provider network access only
and does not assume any financial risk or obligation for claim payment amounts.

Group Effective Date: 7/1/2020
Plan Year: July 1
Print Date: 8/10/2020
Coverage Code: SST

Form Number: Wellmark SD Grp (TPA) Version: 01/20

Wellmark.com
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About This Summary Plan Description

Item 14.

Important Information

This summary plan description describes your rights and responsibilities under your group
health plan. You and your covered dependents have the right to request a copy of this summary
plan description, at no cost to you, by contacting your employer or group sponsor.

Please note: Your employer or group sponsor has the authority to terminate, amend, or
modify the coverage described in this summary plan description at any time. Any amendment or
modification will be in writing and will be as binding as this summary plan description. If your
contract is terminated, you may not receive benefits.

You should familiarize yourself with the entire summary plan description because it describes
your benefits, payment obligations, provider networks, claim processes, and other rights and
responsibilities.

Charts

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

Complete Information

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

m At a Glance — Covered and Not Covered

m Details — Covered and Not Covered

m  General Conditions of Coverage, Exclusions, and Limitations

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

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

Read Thoroughly

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

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

Form Number: Wellmark SD Grp (TPA)/AM_ 0120 1 SST
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Plan Description
Plan Name:
Plan Sponsor:
Employer ID Number:
Plan Number:
When Plan Year Ends:
Participants of Plan:

Plan Administrator and Agent
for Service of Legal Process:

How Plan Costs Are Funded:
Type of Plan:

Type of Administration:
Benefits Administered by:

About This Summary Plan Description

Item 14.

The City of Cedar Falls Employee Health Benefit Plan
City of Cedar Falls

42-6004332

501

June 30

Eligible employees, retirees, and their dependents

See Coverage Eligibility and Effective Date later in this summary plan
description.

City of Cedar Falls
220 Clay Street
Cedar Falls, 1A 50613-2726

Service of legal process may be made upon the plan administrator and/or
agent.

The Plan Sponsor and the employees pay the cost of this Plan.
Group Health Plan

Self-Funded

Wellmark Blue Cross and Blue Shield of South Dakota

1331 Grand Avenue

Des Moines, 1A 50309-2901

If this plan is maintained by two or more employers, you may write to the plan administrator for
a complete list of the plan sponsors.

This group benefits plan is maintained pursuant to a collective bargaining agreement. A copy of
the agreement may be obtained by participants and beneficiaries upon written request to the
plan administrator and is available for examination by participants and beneficiaries, as
required by 29 CFR §§2520.104b-1 et seq.

In addition, this plan may not discriminate against you based on: health status; medical
condition (including both physical and mental illnesses); claims experience; receipt of health
care; medical history; genetic information; medical evidence of good health (including
participation in certain dangerous recreational activities and conditions arising out of acts of
domestic violence); and disability as mandated by the Health Insurance Portability and

Accountability Act of 1996.

Questions

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

SST

2 Form Number: Wellmark SD Grp (TPA)/AM_ 0120

208




Item 14.

1. What You Pay

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

Provider Network

Under the medical benefits of this plan, your network of providers consists of PPO and
Participating providers. All other providers are Out-of-Network Providers. Which provider type
you choose will affect what you pay.

PPO Providers. These providers participate with the Wellmark Blue PPOSM network or with a
Blue Cross and/or Blue Shield PPO network in another state or service area. You typically pay
the least for services received from these providers. Throughout this summary plan description
we refer to these providers as PPO Providers.

Participating Providers. These providers participate with a Blue Cross and/or Blue Shield
network in another state or service area, but not with a PPO network. You typically pay more for
services from these providers than for services from PPO Providers. Throughout this summary
plan description we refer to these providers as Participating Providers.

Out-of-Network Providers. Out-of-Network Providers do not participate with Wellmark or
any other Blue Cross and/or Blue Shield Plan. You typically pay the most for services from these
providers.

Payment Summary

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

You Pay

Deductible

$500 per person

$1,000 (maximum) per family*

Coinsurance

10% for covered services received from PPO Providers.

20% for covered services received from Participating and Out-of-Network providers.

Out-of-Pocket Maximum

$1,000 per person

$2,000 (maximum) per family*
*Family amounts are reached from amounts accumulated on behalf of any combination of covered family members. A member
will not be required to satisfy more than the single deductible before we make benefit payments for that member.

Payment Details

The family deductible amount is reached
Deductible from amounts accumulated on behalf of any
This is a fixed dollar amount you pay for combination of covered family members.
covered services in a benefit year before
medical benefits become available.

Form Number: Wellmark SD Grp (TPA)/WYP_ 0120 3 SST
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What You Pay

A member will not be required to satisfy
more than the single deductible before we
make benefit payments for that member.

Once you meet the deductible, then
coinsurance applies.

Deductible amounts you pay during the last
three months of a benefit year carry over as
credits to meet your deductible for the next
benefit year. These credits do not apply
toward your out-of-pocket maximum.

Common Accident Deductible. When
two or more covered family members are
involved in the same accident and they
receive covered services for injuries related
to the accident, only one deductible amount
will be applied to the accident-related
services for all family members involved.
However, you still need to satisfy the family
(not the per person) out-of-pocket
maximum.

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

Coinsurance

Coinsurance is an amount you pay for
certain covered services. Coinsurance is
calculated by multiplying the fixed
percentage(s) shown earlier in this section
times Wellmark’s payment arrangement
amount. Payment arrangements may differ
depending on the contracting status of the
provider and/or the state where you receive
services. For details, see How Coinsurance
is Calculated, page 47. Coinsurance

amounts apply after you meet the
deductible.

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

SST

Out-of-Pocket Maximum

The out-of-pocket maximum is the
maximum amount you pay, out of your
pocket, for most covered services in a
benefit year. Many amounts you pay for
covered services during a benefit year
accumulate toward the out-of-pocket
maximum. These amounts include:

m  Deductible.
m  Coinsurance.

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

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

= Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and
Limitations, page 31.

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

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

Benefits Maximums

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

Benefits maximums are accumulated from
benefits under this medical benefits plan
and prior medical benefits plans sponsored
by your employer or group sponsor and
administered by Wellmark Blue Cross and
Blue Shield.

Form Number: Wellmark SD Grp (TPA)/WYP_ 0120
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What You Pay

Waived Payment Obligations

Some payment obligations are waived for the following covered services.

Item 14.

Covered Service Payment
Obligation
Waived

Breast pumps (manual or non-hospital grade electric)t purchased from Deductible

a covered PPO or Participating home/durable medical equipment Coinsurance

provider.

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

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

the duration of breastfeeding™ when received from PPO or

Participating providers.

Contraceptive medical devices, such as intrauterine devices and Deductible

diaphragmsT received from PPO or Participating providers. Coinsurance

Implanted and injected contraceptivest received from PPO or Deductible

Participating providers. Coinsurance

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

Preventive Services Task Force (USPSTF) guidelinest when received Coinsurance

from PPO or Participating providers.

Newborn’s initial hospitalization, when considered normal newborn Deductible

care — practitioner services.

Office and independent lab services received from PPO Providers. Deductible

Some lab testing performed in the office may be sent to a provider that

is not a PPO Provider for processing. When this happens, your

deductible and coinsurance may apply.

Postpartum home visits (two) when a mother and her baby are Deductible

voluntarily discharged from the hospital within 48 hours of normal Coinsurance

labor and delivery or within 96 hours of cesarean birth.**

Form Number: Wellmark SD Grp (TPA)/WYP_ 0120 5
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What You Pay

Item 14.

Covered Service Payment
Obligation
Waived

Preventive care, items, and services,* T received from PPO or Deductible
Participating providers, as follows: Coinsurance
m Items or services with an “A” or “B” rating in the current

recommendations of the United States Preventive Services Task

Force (USPSTF);
m  Immunizations as recommended by the Advisory Committee on

Immunization Practices of the Centers for Disease Control and

Prevention (ACIP);
m Preventive care and screenings for infants, children, and

adolescents provided for in guidelines supported by the Health

Resources and Services Administration (HRSA); and
m Preventive care and screenings for women provided for in

guidelines supported by the HRSA.***
Preventive colonoscopiest received from Participating and Out-of- Deductible
Network providers.
Preventive mammograms*** T received from Participating and Out-of- Deductible
Network providers.
Preventive Pap smearsT received from Participating and Out-of- Deductible
Network providers.
Preventive screenings for prostate cancert received from Participating Deductible
and Out-of-Network providers.
Prosthetic limb devices received from PPO Providers. Deductible
Telehealth services received from PPO practitioners and practitioners Deductible
contracting through Doctor on Demand.*
Urgent care center services received from PPO Providers. Deductible
Voluntary sterilization for female membersT received from PPO or Deductible
Participating providers. Coinsurance
Well-child care. Deductible

*A complete list of recommendations and guidelines related to preventive services can be found at
www.healthcare.gov. Recommended preventive services are subject to change and are subject to medical

management.

**If you have a newborn child, but you do not add that child to your coverage, your newborn child may be added to
your coverage solely for the purpose of administering benefits for the newborn during the first 48 hours following a
vaginal delivery or 96 hours following a cesarean delivery. If that occurs, a separate deductible and coinsurance will
be applied to your newborn child unless your coverage specifically waives the deductible or coinsurance for your

newborn child.

***Digital breast tomosynthesis (3D mammogram) may be subject to deductible and coinsurance, as applicable.

SST 6 Form Number: Wellmark SD Grp (TPA)/WYP_ 0120
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What You Pay

tPreventive care, excluding well-child, received from Participating and Out-of-Network providers waives payment
obligations up to $500 per benefit year for the employee, retiree, and covered spouse and $250 per benefit year fo
covered children age seven and older. Once this maximum is met, preventive care received from Participating and
Out-of-Network providers is subject to deductible and coinsurance, as applicable.

Item 14.

r

tMembers can access telehealth services from Doctor on Demand through the Doctor on Demand mobile application

or through myWellmark.com.
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Item 14.

2. At a Glance - Covered and Not Covered

Your coverage provides benefits for many services and supplies. There are also services for
which this coverage does not provide benefits. The following chart is provided for your
convenience as a quick reference only. This chart is not intended to be and does not constitute a
complete description of all coverage details and factors that determine whether a service is
covered or not. All covered services are subject to the contract terms and conditions contained
throughout this summary plan description. Many of these terms and conditions are contained in
Details — Covered and Not Covered, page 13. To fully understand which services are covered
and which are not, you must become familiar with this entire summary plan description. Please
call us if you are unsure whether a particular service is covered or not.

The headings in this chart provide the following information:

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

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

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

Benefits Maximums. This column lists maximum benefit amounts that each member is
eligible to receive. Benefits maximums that apply per benefit year or per lifetime are reached
from benefits accumulated under this group health plan and any prior group health plans
sponsored by your employer or group sponsor and administered by Wellmark Blue Cross and
Blue Shield.

©
o
s £ &
@ o| ®©
Category g| Q| % | Benefits Maximums
o (=] (1]
ol 2| »
Acupuncture Treatment o|13
Allergy Testing and Treatment ® 13
Ambulance Services ® 13
Anesthesia ® 13
Autism Treatment L 14
Applied Behavior Analysis (ABA) services for the treatment of
autism spectrum disorder for children age 18 and younger:
= For children through age six: $36,000 per calendar year.
m  For children age seven through age 13: $25,000 per
calendar year.
m  For children age 14 through age 18: $12,500 per
calendar year.
Blood and Blood Administration ® 15
Chemical Dependency Treatment ° 15
Chemotherapy and Radiation Therapy ® 15
Form Number: Wellmark SD Grp (TPA)/AGC_ 0120 9 SST
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<
o
5| 2 &
o o ®©
Category g| Q| % | Benefits Maximums
o o (1]
Ol Z2| »
Clinical Trials - Routine Care Associated | ® 15
with Clinical Trials
Contraceptives ° 16
Conversion Therapy © |16
Cosmetic Services © | 16
Counseling and Education Services o |16
Dental Treatment for Accidental Injury ° 16
Dialysis ® 17
Education Services for Diabetes ° 17
10 hours of outpatient diabetes self-management training
provided within a 12-month period, plus follow-up training of
up to two hours annually.
Emergency Services ° 17
Fertility and Infertility Services ® 18
$15,000 per lifetime for infertility transfer procedures.
Genetic Testing ® 18
Hearing Services (related to an illness or | ® 18
injury)
Home Health Services ° 18
The daily benefit for short-term home skilled nursing services
will not exceed Wellmark’s daily maximum allowable fee for
skilled nursing facility services.
Home/Durable Medical Equipment L4 19
Hospice Services ° 20
15 days per lifetime for inpatient hospice respite care.
15 days per lifetime for outpatient hospice respite care.
Please note: Hospice respite care must be used in
increments of not more than five days at a time.
Hospitals and Facilities ® 20
lliness or Injury Services ° 21
Inhalation Therapy ® 21
Maternity Services ° 21
Medical and Surgical Supplies and ® 22
Personal Convenience ltems
Mental Health Services ° 22
Morbid Obesity Treatment ° 23
Motor Vehicles o 28
Musculoskeletal Treatment ® 23
Nonmedical or Administrative Services o 28
Nutritional and Dietary Supplements ° 24

SST
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®
=l 2| g
@ o ©
Category g| Q| % | Benefits Maximums
3 2 &
Occupational Therapy ® 24
Orthotics o | 24
Physical Therapy ® 24
Physicians and Practitioners 25
Advanced Registered Nurse ) 25
Practitioners
Audiologists [ ) 25
Chiropractors ) 25
Doctors of Osteopathy [ ) 25
Licensed Independent Social Workers | @ 25
Medical Doctors o 25
Occupational Therapists ° 25
Optometrists o 25
Oral Surgeons o 25
Physical Therapists [ ) 25
Physician Assistants ° 25
Podiatrists [ ) 25
Psychologists o 25
Speech Pathologists ° 25
Prescription Drugs ® 25
Preventive Care ° 26
Well-child care until the child reaches age seven.
Prosthetic Devices 26
Reconstructive Surgery L4 27
Self-Help Programs o |27
Sleep Apnea Treatment L4 27
Social Adjustment o |27
Speech Therapy L 27
Surgery ® 27
Telehealth Services ° 27
Temporomandibular Joint Disorder ° 28
(TMD)
Transplants o 28
Travel or Lodging Costs o |28
Vision Services (related to an illnessor | @ 28
injury)
Wigs or Hairpieces ° 29
One wig or hairpiece per lifetime.
® 29

X-ray and Laboratory Services

Form Number: Wellmark SD Grp (TPA)/AGC_ 0120
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Item 14

3. Details - Covered and Not Covered

All covered services or supplies listed in this section are subject to the general contract
provisions and limitations described in this summary plan description. Also see the section
General Conditions of Coverage, Exclusions, and Limitations, page 31. If a service or supply is

not specifically listed, do not assume it is covered.

Acupuncture Treatment

Not Covered: Acupuncture and
acupressure treatment.

Allergy Testing and
Treatment
Covered.

Ambulance Services
Covered:

m Professional emergency air and ground
ambulance transportation to a hospital
in the surrounding area where your
ambulance transportation originates.
All of the following are required to
qualify for benefits:

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

— You are transported to the nearest
hospital with adequate facilities to
treat your medical condition.

— During transport, your medical
condition requires the services that
are provided only by an air or
ground ambulance that is
professionally staffed and specially
equipped for taking sick or injured
people to or from a health care
facility in an emergency.

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

— Your medical condition requires
immediate and rapid ambulance
transport.

Form Number: Wellmark SD Grp (TPA)/DE_ 0120

— In addition to the preceding
requirements, for air ambulance
services to be covered, all of the
following must be met:

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

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

m  Your condition is such that the
time needed to transport you by

land poses a threat to your
health.

In an emergency situation, if you cannot
reasonably utilize a PPO ambulance service,
covered services will be reimbursed as
though they were received from a PPO
ambulance service. However, because we do
not have contracts with Out-of-Network
Providers and they may not accept our
payment arrangements, you are responsible
for any difference between the amount
charged and our amount paid for a covered
service.

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

All of the following are required to
qualify for benefits:

— The services required to treat your
illness or injury are not available in

13 SST
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the facility where you are currently
receiving care.

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

— During transport your medical
condition requires the services that
are provided only by a ground
ambulance that is professionally
staffed and specially equipped for
taking sick or injured people to or
from a health care facility.

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

Not Covered:

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

m Professional ground ambulance
transport to or from any location when
you are physically and mentally capable
of being a passenger in a private vehicle.

m Professional ground ambulance round-
trip transports from your residence to a
medical provider for an appointment or
treatment and back to your residence.

m  Professional air or ground transport
when performed primarily for your
convenience or the convenience of your
family, physician, or other health care
provider.

m Professional, nonemergency air
ambulance transports to any location for
any reason.

m  Nonprofessional air or ground
ambulance transports to any location for
any reason. This includes non-
ambulance vehicles such as vans or taxis
that are equipped to transport stretchers
or wheelchairs but are not professionally
operated or staffed.

Not Covered: Local or topical anesthesia
billed separately from related surgical or
medical procedures.

Item 14.

Anesthesia

Covered: Anesthesia and the
administration of anesthesia.

SST

Autism Spectrum Disorder
Treatment

Covered: Diagnosis and treatment of
autism spectrum disorder and Applied
Behavior Analysis services for the treatment
of autism spectrum disorder for children
age 18 and younger when Applied Behavior
Analysis services are performed or
supervised pursuant to an approved
treatment plan by a licensed physician or
psychologist or a master’s or doctoral degree
holder certified by the National Behavior
Analyst Certification Board with a
designation of board certified behavior
analyst. Autism spectrum disorder is a
complex neurodevelopmental medical
disorder characterized by social
impairment, communication difficulties,
and restricted, repetitive, and stereotyped
patterns of behavior.

Benefits Maximum:

m  Applied Behavior Analysis services for
the treatmen