AGENDA
CITY OF CEDAR FALLS, IOWA
CITY COUNCIL MEETING
MONDAY, JANUARY 03, 2022
7:00 PM AT CITY HALL

The City is providing in-person and electronic options for this meeting. The City encourages in-person attendees
to follow the latest CDC guidelines to reduce the risk of COVID-19 transmission.

The meeting will be accessible via video conference and 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/lUCCzeig5nIS-
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 December 20, 2021.
Agenda Revisions
Special Presentations

2. Proclamation recognizing January 17, 2022 as Dr. Martin Luther King Jr. Day of Service.
3. Proclamation recognizing January 2022 as National Mentoring Month.

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

Old Business

4. Pass Ordinance #3002, amending Chapter 2, Administration of the Code of Ordinances relative to
reestablishing the Downtown Cedar Falls Self-Supported Municipal Improvement District (SSMID),
upon its third & final consideration.

New Business

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.)

5. Receive and file the report of the Mayor relative to the appointment of Mayor Pro Tem for 2022.
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Receive and file the report of the Mayor relative to the appointment of standing committees for 2022.

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

a) Daryl Kruse, Board of Appeals, term expiring 12/31/2022.

b) Susan deBuhr, Board of Electrical Appeals, term expiring 12/31/2022.

¢) Susan deBuhr, Board of Mechanical Appeals, term expiring 12/31/2022.

d) Susan deBuhr, Board of Plumbing Appeals, term expiring 12/31/2022.

e) Peter Berendzen, Art and Culture Board, term expiring 07/01/2024.

Receive and file Departmental Monthly Reports of November 2021.

Approve the following applications for beer permits and liquor licenses:

a) Second State Brewing Company, 203 State Street, Class B beer & outdoor service - renewal.
b) Wild Hare American Bar and Grill, 2512 Whitetail Drive, Class C liquor & outdoor service -
renewal.

¢) Tobacco Outlet Plus, 4116 University Avenue, Class E liquor - renewal.

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.)

10.

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

Resolution levying a final assessment for costs incurred by the City to mow property at 130 North
College Street.

Resolution levying a final assessment for costs incurred by the City to mow property at 234 Clark
Drive.

Resolution approving and authorizing execution of a 2021 American Rescue Plan Act (ARPA) Grant
Agreement relative to funding of a Book Bike for the Cedar Falls Public Library.

Resolution approving and authorizing execution of an Agreement for the Use of State or Local
Overtime and Authorized Expense/Strategic Initiative Program for Organized Crime Drug
Enforcement Task Forces (OCDETF) for FY2022.

Resolution approving and authorizing execution of a Humanities Project Grant Agreement with the
lowa Arts Council relative to the "Our Town: Reclaiming the Narrative" exhibition for the Hearst
Center for the Arts.

Resolution approving and authorizing execution of two Leases relative to properties vacated by flood
buyout programs.

Resolution approving and authorizing execution of a First Amendment to Agreement for Professional
Services with Operation Threshold for Community Development Block Grant (CDBG-CV3) Funding
relative to the Cares Act.

Resolution approving the preliminary plat of Cedar Falls West Viking Road Industrial Park Phase V &
VL.

Resolution approving an amendment to a Downtown Character District (CD-DT) Zoning District site
plan for outdoor amenities at River Place Plaza.

Resolution approving and authorizing the expenditure of funds for the purchase of a mechanical
street sweeper for the Public Works Department.

Resolution setting January 18, 2022 as the date of public hearing on the proposed FY2022-FY2027
Capital Improvements Program (CIP).
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22. Resolution receiving and filing, and setting January 18, 2022 as the date of public hearing on the
proposed plans, specifications, form of contract & estimate of cost for the West Viking Road
Industrial Park Phase V Project.
Allow Bills and Claims
23.  Allow Bills and Claims for January 3, 2022.
City Council Referrals
City Council Updates
Staff Updates

Adjournment
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CITY HALL
CEDAR FALLS, IOWA, DECEMBER 20, 2021
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 7:00 P.M. on the above date. Members present: Miller, deBuhr, Kruse,
Harding, Darrah, Sires, Dunn. Absent: None.

It was moved by Kruse and seconded by Harding that the minutes of the Regular
Meeting of December 6, 2021 be approved as presented and ordered of record.
Motion carried unanimously.

The Mayor then asked if there were any agenda revisions. City Clerk Danielsen
noted that item #26 on the Resolution Calendar was being removed from the
agenda.

Rosemary Beach, 5018 Sage Road, commented about the Honors Building on
the UNI Campus tentatively planned for demolition and stated she will be sending
in the Preservation lowa application herself in an effort to save the building.

Mayor announced that in accordance with the public notice of December 14,
2021, this was the time and place for a public hearing on a proposed ordinance
establishing new boundaries for wards and precincts as a result of the 2020
Census. It was then moved by Miller 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 ordinance. Upon being advised that there were no written
communications on file, the Mayor then called for oral comments. GIS Specialist
Hines provided a brief summary of the process. Following a question by Whitney
Smith, 2207 Hawthorne Drive, and response by City Attorney Rogers, the Mayor
declared the hearing closed and passed to the next order of business.

It was moved by Kruse and seconded by deBuhr that Ordinance #3003,
amending Chapter 8, Elections, of the Code of Ordinances relative to
establishing new boundaries for wards and precincts within the City of Cedar
Falls, to become effective January 15, 2022, using map option C, be passed
upon its first consideration. Following questions by Councilmembers deBuhr,
Dunn, Harding and Kruse, and Mayor Green, and responses by GIS Specialist
Hines, the Mayor put the question on the motion and upon call of the roll, the
following named Councilmembers voted. Aye: deBuhr, Kruse, Darrah, Sires.
Nay: Miller, Harding, Dunn. Motion carried.

It was then moved by Darrah and seconded by Miller that the rules requiring an
ordinance be considered at three separate meetings, be suspended and that
Ordinance #3003, be passed upon its third and final consideration. Following
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guestions and comments by Councilmembers deBuhr, Kruse, Miller, Sires and
Dunn, and Whitney Smith, 2207 Hawthorne Drive, and responses by Hines and
City Attorney Rogers, the Mayor put the question on the motion and upon call of
the roll, the following named Councilmembers voted. Aye: Miller, deBuhr, Kruse,
Harding, Darrah, Dunn. Nay: Sires. Motion carried. The Mayor then declared
Ordinance #3003 duly passed and adopted.

It was moved by Miller and seconded by Harding that Resolution #22,625,
approving and authorizing execution of a Letter of Agreement with the Black
Hawk County Supervisors relative to establishing a Joint Precinct consisting of a
portion of Cedar Falls Ward 2 Precinct 3 and a portion of Cedar Falls Township
Precinct, be adopted. Following comments by GIS Specialist Hines, the Mayor
put the question on the motion and upon call of the roll, the following named
Councilmembers voted. Aye: Miller, deBuhr, Kruse, Harding, Darrah, Sires,
Dunn. Nay: None. Motion carried. The Mayor then declared Resolution #22,625
duly passed and adopted.

It was moved by Kruse and seconded by Harding that Ordinance #3000, granting
a partial property tax exemption to The Vault, LLC for construction of a
storage/office facility at 6100 Production Drive, be passed upon its third and final
consideration. Following due consideration by the Council, the Mayor put the
guestion on the motion and upon call of the roll, the following named
Councilmembers voted. Aye: Miller, deBuhr, Kruse, Harding, Darrah, Sires,
Dunn. Nay: None. Motion carried. The Mayor then declared Ordinance #3000
duly passed and adopted.

It was moved by Kruse and seconded by deBuhr that Ordinance #3001,
amending Chapter 24, Utilities, of the Code of Ordinances, relative to sanitary
sewer rates, 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, deBuhr,
Kruse, Harding, Darrah, Sires, Dunn. Nay: None. Motion carried. The Mayor then
declared Ordinance #3001 duly passed and adopted.

It was moved by deBuhr and seconded by Miller that Ordinance #3002,
amending Chapter 2, Administration of the Code of Ordinances relative to
reestablishing the Downtown Cedar Falls Self-Supported Municipal Improvement
District (SSMID), be passed upon its second 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, deBuhr,
Kruse, Harding, Darrah, Sires, Dunn. Nay: None. Motion carried.

It was moved by Miller and seconded by Kruse that the following items on the
Consent Calendar be received, filed and approved:

Receive and file the Committee of the Whole minutes of December 6, 2021
relative to the Grow Cedar Valley Update.

Receive and file the Abstract of Votes for the November 2, 2021 Municipal
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Election and the November 30, 2021 Municipal Runoff Election.

Approve the following applications for liquor licenses:

a) Huhot Mongolian Grill, 6301 University Avenue, Special Class C liquor -
renewal.

b) Rancho Chico, 618 Brandilynn Boulevard, Class C Liquor - renewal.

Motion carried unanimously.

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

Resolution #22,626, approving and authorizing execution of a Subdivision
Distributor Settlement Participation Form, a Subdivision Janssen Settlement
Participation Form, and an lowa Opioid Allocation Memorandum of
Understanding, all relative to a national opioid settlement.

Resolution #22,627, approving and authorizing execution of Contract
Amendment #1 to the Office Supply & Copy Paper Product Agreement with
Laser Tech., USA, Inc. d/b/a Office Express/Office Products.

Resolution #22,628, approving and authorizing execution of fourteen (14)
Leases relative to properties vacated by the 2008 flood buyout program.

Resolution #22,629, approving a College Hill Neighborhood (CHN) Overlay
Zoning District site plan for facade and signage improvements at 2019 College
Street.

Resolution #22,630, approving and authorizing submission of an application to
the U.S. Department of Commerce, Economic Development Administration
American Rescue Plan Act Travel, Tourism and Outdoor Recreation Funding
Opportunity relative to the Cedar River Recreational River Area and Riverbank
Improvements Project, designating the Mayor as the official representative of the
City, and authorizing the Mayor to sign said application and certain assurances in
conjunction with the same.

Resolution #22,631, approving commitment of local funding, in conjunction with a
U.S. Department of Commerce, Economic Development Administration (EDA)
Disaster Recovery Grant relative to Instream and Upland Improvements of Phase
1 of the Cedar River Recreational River Area and Riverbank Improvements
Project.

Resolution #22,632, approving and authorizing execution of a Memorandum of
Understanding with the lowa Northland Regional Council of Governments
(INRCOG) for administration of a U.S. Department of Commerce, Economic
Development Administration (EDA) Disaster Recovery Grant relative to the
Cedar River Recreational River Area and Riverbank Improvements Project.

Resolution #22,633, approving and authorizing submission of a grant application
to lowa Homeland Security & Emergency Management (HSEMD), under the U.S.
Department of Federal Emergency Management Agency (FEMA), Building
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Resilient Infrastructure and Communities (BRIC) Scoping Project relative to a
Stormwater Master Plan, designating the Mayor as the official representative of
the City, and authorizing the Mayor to sign said application and certain
assurances in conjunction with the same.

Resolution #22,634, approving commitment of local funding, in conjunction with
a U.S. Federal Emergency Management Agency (FEMA) Building Resilient
Infrastructure and Communities (BRIC) Scoping Project relative to a Stormwater
Master Plan.

Resolution #22,635, approving and authorizing execution of a Memorandum of
Understanding with the lowa Northland Regional Council of Governments
(INRCOG) for administration of an lowa Homeland Security & Emergency
Management (HSEMD), U.S. Department of Federal Emergency Management
Agency (FEMA), Building Resilient Infrastructure and Communities (BRIC)
Scoping Project grant relative to a Stormwater Master Plan.

Resolution #22,636, approving and authorizing execution of an Extension of a
Yard Waste Management Service Agreement with T&W Grinding relative to
management of the City’s compost facility.

Resolution #22,637, approving the Certificate of Completion and accepting the
work of ASTECH Corp. for the 2020 Seal Coat Project, and approving and
authorizing the transfer of funds from the Street Construction Fund to the Street
Repair Fund.

Resolution #22,638, approving the Certificate of Completion and accepting the
work of Blacktop Service Company for the 2021 Seal Coat Project, and
approving and authorizing the transfer of funds from the Street Construction
Fund to the Street Repair Fund.

Resolution #22,639, approving and accepting the contract and bond of Peterson
Contractors, Inc. for the Greenhill Road and South Main Street Intersection
Improvement Project.

Resolution #22,640, approving and authorizing execution of an Owner Purchase
Agreement, and approving and accepting a Temporary Construction Easement,
in conjunction with the Greenhill Road & South Main Street Intersection
Improvements Project.

Resolution #22,641, setting January 18, 2022 as the date of public hearing on a
proposal to undertake a public improvement project for the Main Street
Reconstruction Project, and to authorize acquisition of private property for said
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, deBuhr, Kruse, Harding, Darrah, Sires, Dunn. Nay: None. Motion
carried. The Mayor then declared Resolutions #22,626 through #22,641 duly
passed and adopted.
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It was moved by Kruse and seconded by Miller that Resolution #22,642,
approving and authorizing execution of a Professional Service Agreement with
Snyder & Associates, Inc. for design services relative to various intersection
improvements, be adopted. Following questions by Councilmembers deBuhr,
Kruse and Sires, and responses by Public Works Director Schrage and City
Engineer Wicke, 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, Dunn. Nay: deBuhr. Motion carried. The Mayor then declared
Resolution #22,642 duly passed and adopted.

It was moved by Miller and seconded by Kruse that the bills and claims of
December 20, 2021 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. Upon call of the roll, the following named
Councilmembers voted. Aye: Miller, deBuhr, Kruse, Harding, Darrah, Sires,
Dunn. Nay: None. Motion carried.

It was moved by Dunn and seconded by Darrah to refer to a Council Work
Session an update by the University of Northern lowa on their Economic
Development priorities. Following comments by Councilmember Harding, it was
moved by Harding and seconded by Darrah to amend the motion to be a joint
work session with UNI to collaborate on other subjects, including economic
development. Following questions by Councilmembers Kruse, deBuhr and
Harding, the motion carried unanimously. Following a question by
Councilmember Kruse and response by Mayor Green, the Mayor put the
guestion on the original motion as amended. Motion carried unanimously.

Mayor recognized Councilmembers Darrah and Miller for their service to the City.

Councilmember Miller expressed appreciation for the work of city staff. He
thanked the public for the honor to serve.

Councilmember Darrah thanked the public, current and past councilmembers,
and expressed his appreciation of city staff.

Public Works Director Schrage responded to a question by the Mayor regarding
tree removal at the corner of 18" and Main Street.

It was moved by Miller and seconded by Harding that the meeting be adjourned
at 8:12 P.M. Motion carried unanimously.

Jacqueline Danielsen, MMC, City Clerk
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MAYOR ROBERT M. GREEN

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613

319-273-8600
FAX 319-268-5126

OF SERVICE

DR. MARTIN LUTHER KING, JR. DAY OF SERVICE
January 17, 2022

WHEREAS, Dr. Martin Luther King, Jr. devoted his life to the advancement of
civil rights and dreamed of a nation of liberty and justice for all; and

WHEREAS, Dr. King’s teachings and activism for racial, economic, and social
justice have left a profound and lasting impact on our cultural and intellectual
landscape; and

WHEREAS, the United States Congress created the Dr. Martin Luther King Jr.
Day of Service in 1994 as a national day of public service, grounded in his
teachings, to address racial, economic and social disparities and injustice; and

WHEREAS, non-profit organizations, governmental agencies, educational
groups and community leaders organize service projects to honor the memory
and legacy of Dr. King by serving others;

THEREFORE, |, Robert M. Green, Mayor of Cedar Falls, do hereby proclaim
January 17,2022, as Dr. Martin Luther King, Jr. Day of Service in the city of
Cedar Falls, and encourage citizens to participate in a local service activity to
commemorate this national holiday as “a day on, not a day off".

Signed this 28t day of December 2021.

Zoauénm/

Mayor Robert M. Green




MAYOR ROBERT M. GREEN

20 AV STREET MENTORING

CEDAR FALLS, IOWA 50613
319-273-8600

FAX 319-268-5126

NATIONAL MENTORING MONTH
January 2022

WHEREAS, National Mentoring Month celebrates the caring and consistent
relationships fostered by experienced mentors and young people; and

WHEREAS, quality mentoring encourages positive choices, promotes self-
esteem, supports academic achievement, introduces mentees to new ideas and
experiences, and helps them to discover and develop their strengths; and

WHEREAS, mentoring programs are shown to reduce school violence, discipline
problems, substance abuse, incarceration and truancy; and

WHEREAS, despite these benefits, one in three youth in our nation will reach
age 19 without a mentor, constituting a significant mentoring gap which can
only be closed through greater public volunteerism; and

WHEREAS, local youth development organizations, including the Job
Foundation, Family YMCA of Black Hawk County, Boy Scouts, Girl Scouts, Leader
Valley, Civil Air Patrol, 4-H, and CAPS, are vital and respected partners in
equipping our next generation of citizens to reach their full potential in life;

NOW, THEREFORE, I, Robert M. Green, Mayor of the City of Cedar Falls, do
hereby declare January 2022 as National Mentoring Month throughout the
city, and I strongly encourage all citizens to seek out opportunities to mentor
young people though the above (and similar) organizations in our community.

Signed this 28t day of December 2021.

Zoauénm/

Mayor Robert M. Green
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ADMINISTRATION

City of Cedar Falls

220 Clay Street

Cedar Falls, lowa 50613
Phone: 319-273-8600

Fax: 319-273-8610
www.cedarfalls.com MEMORANDUM

TO: Honorable Mayor Robert M. Green and City Council

FROM:  Shane Graham, Economic Development Coordinator Viid
DATE: November 3, 2021

SUBJECT: Renewal of the Downtown Self-Supported Municipal Improvement
District (SSMID)

REQUEST: Renewal of the Downtown Self-Supported Municipal Improvement
District (SSMID) for a new 5-Year Term (July 1, 2022 — June 30, 2027)

PETITIONER: Community Main Street (Lead Agency)
LOCATION: Downtown Cedar Falls

Evaluative Report for the Cedar Falls City Council on the Merit and Feasibility of
Renewing the Downtown Self-Supported Municipal Improvement District

PROPOSAL

In accordance with lowa Code Chapter 386, Community Main Street has submitted a
petition to the City of Cedar Falls for the renewal of the Downtown Self-Supported
Municipal Improvement District (SSMID). The purpose for the creation of the Downtown
SSMID is to provide funding to pay the ongoing administrative and support costs for the
services and functioning of Community Main Street, which develops and encourages
retail businesses by way of promotion and support for existing businesses, area
improvements, and for healthy growth and development consistent with the long term
goals for the Downtown business district.

Attached is the memo and petition submitted by Community Main Street. The
requirement for approval of a SSMID is support by petition from a minimum of 25% of
the unique property owners representing 25% of the total valuation of the District.
Community Main Street submitted signatures from 47% of the total number of unique
property owners, which represent 61% of the total valuation within the area covered by
the SSMID, so their petition meets the threshold for renewal of the SSMID.

The self-imposed tax upon property within the SSMID area will be set at $3.89 per
$1,000 of net taxable valuation for fiscal year 2023, with a maximum allowable levy rate

11




of $5.83. All tax revenue collected from properties subject to the additional tax will be
deposited into the Downtown Self-Supported Municipal Improvement District Fund for
the operational purposes of Community Main Street as stated above. It should be noted
that residential property within the District is not subject to the additional tax.

BACKGROUND AND ANALYSIS

This memorandum serves as the Evaluative Report for City Council the Merit and
Feasibility of the Downtown Self-Supported Municipal Improvement District. The
following attachments are supporting documentation used in the development of this
Evaluative Report:

e A letter from Community Main Street requesting renewal of the SSMID with a
summary of the necessary signatures of support received to meet the State
requirements for renewal of the SSMID;

e A spreadsheet that includes all commercial property owners that are located
within the boundaries of the SSMID and subject to the additional tax. Those
deedholders highlighted in the spreadsheet are those who have signed the
petition of support. The spreadsheet indicates both the percentage of unique
property owners who have signed the petition and the percentage of valuation
those properties represent within the SSMID;

e Copies of the signed petitions;
e Map illustrating the location and boundaries of the SSMID.

PLANNING AND ZONING COMMISSION RECOMMENDATION

The Planning and Zoning Commission reviewed this request at their October 27, 2021
meeting, and approved and endorsed the Evaluative Report on the Merit and Feasibility
of the Renewal of the Downtown Self-Supported Municipal Improvement District, and
recommends that the City Council proceeds to set a public hearing for consideration of
the same.

PLANNING & ZONING COMMMISSION ACTIONS

10/27/21 Meeting - Chair Leeper introduced the item and Ms. Howard provided
background information. She discussed the minimum requirements for the
five-year renewal and stated that staff recommends approval, and for the
Commission to make a recommendation to City Council.

Mr. Schrad made a motion to approve staff recommendations. Ms. Lynch
seconded the motion. The motion was approved unanimously with 6 ayes
(Holst, Larson, Leeper, Lynch, Saul and Schrad), and O nays.
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CEDAR FALLS

COMMUNITY
MAIN STREET

310 East 4th Street
Cedar Falls, IA 50613

Phone: 319-277-0213

www.communitymainstreet.org

2021-2022
Board of Directors:

Lexie Heath - President
Darin Beck
Natalie Brown
Ann Eastman
Crystal Ford
Brent Johnson
Audrey Kittrell
Jenny Leeper
Helen Pearce
Clark Rickard
Mark Showalter
Brad Strouse

Ex-officio
Wynette Froehner
Stephanie Houk-Sheetz

Item 4.

October 1, 2021

Ms. Jacque Danielsen
City Clerk

City of Cedar Falls
220 Clay Street
Cedar Falls, IA 50613

Re: Downtown Cedar Falls Self-Supported Municipal Improvement District
Dear Ms. Danielsen:

Enclosed, please find information pertaining to the creation of the Self-
Supported Municipal Improvement District (SSMID) in the downtown area.
The downtown SSMID was originally established in 1987 and its purpose is to
provide funding for the continuation of the Community Main Street, Inc. (CMS).
The proposed district is to be established for the period commencing July 1,
2022, and ending June 30, 2027. The provisions for enabling the enactment

of the SSMID are addressed in the Code of lowa, Chapter 386. Specifics are
outlined as follows.

The CMS Board of Directors has collected property owners’ signatures on the
SSMID petition. Renewal requires supporting documents and signed petitions
representing at least 25% of the taxable valuation and 25% of the downtown
property owners. Included in this packet are signed petition forms representing
61% of the taxable valuation and 47% of the downtown property owners,
exceeding the minimum requirements for renewal.

CMS would propose that these petitions and other documentation be
submitted to the Planning and Zoning Commission for consideration

and recommendation at their October 27, 2021, meeting. Based on the
recommendation from the Planning and Zoning, the request would then
follow the standard procedure of conducting a Public Hearing and adopting an
Ordinance to establish said district. An updated copy of the 2016 ordinance is
included with this letter.

The provisions of the Ordinance do comply with the necessary guidelines or

establishing a district as addressed in Chapter 386 of the Code, herein referred
to as the Act.

p ':d MAIN STREET

~ AMERICA"

HE\VAIN STREET
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386.3 Establishment

1a. Be comprised of contiguous property wholly within the boundaries of the
City. The area designed is contiguous and is defined on the attached
map and legally described to include said property.

b. Be given a descriptive name. The name of the district shall be “Downtown
Cedar Falls Self-Supported Municipal Improvement District”

¢. Be comprised of property related in some manner. The property described is

physically located in the downtown district and participates in the Community

Main Street, Inc. program to enable downtown revitalization. Zoning is

currently C-1, C-2 and C-3, appropriate for said District.

2a. The signatures of at least 25% of all owners of property within the proposed
district. These signatures must together represent ownership of property with
an assessed value of 25% or more of the assessed value of all of the property in
the proposed district.

Sections 2b, ¢, d, e, and f of 386.3 are included in the ordinance that is included
with this letter.

Please feel free to contact me at 319-277-0213 if you have any questions. Thank
you.

Kind regards,

Kim Bear
Executive Director
Community Main Street

Item 4.
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Deed Holder Property Address |Taxable Value

305 MAIN STREET LLC 305 MAIN ST 229,992
323 PROPERTIES LLC 517 WASHINGTON ST 340,398
ADW LLC 102 MAIN ST 175,001
ARABELLA LLC 102 CLAY ST 1,615,653
ARABELLA LLC 200 W 1STST 1,975,566
ARABELLA LLC 102,636
AVAN PROPERTIES LLC 108 MAIN ST 147,821
BJ SHOLDINGS LLC 311 MAINST 294,741
BLACK HAWK HOTEL MOTOR LODGE LLC 122 WASHINGTON ST 340,911
BLACKHAWK HOTEL LLC 53,541
BTHOLDINGS LLC 122 MAIN ST 310,968
CEDAR FALLS COMMUNITY CR UNION 123 W 4TH ST 1,048,806
COMMUNITY NATIONAL BANK 312 W 1STST 658,890
D SQUARED Il LLC 109 EATH ST 108,387
D SQUARED Il LLC 402 MAIN ST 459,387
D SQUARED Il LLC 406 MAIN ST 227,423
DOLLYS RENTALS LLC 604 CLAY ST 1,325,826
EQUITY REAL ESTATES INVESTMENTS 111 MAIN ST 227,157
FARMERS STATE BANK 515 MAIN ST 2,537,982
FARRIS, DAVID 116 MAIN ST 201,978
FARRIS, DAVID 118 MAIN ST 228,426
FARRIS, DAVID A 209 STATE ST 294,975
FENCL,DANIEL D TRUST 422 MAIN ST 456,111
FENCL,DANIEL D TRUST 163,152
FIRST NATIONAL BANK OF CF 602 MAIN ST 1,842,795
FIRST NATIONAL BANK OF CF 112,518
FIRST NATIONAL BANK OF CF 90,414
FIRST NATIONAL BANK OF CF 45,486
FRANKLIN STREET PROPERTY L C 415 CLAYST 715,113
FRANKLIN STREET PROPERTY L C 41,463
FRANKLIN STREET PROPERTY L C 31,752
FRANKLIN STREET PROPERTY L C 6,057
GREAT WESTERN BANK 205 W 2ND ST 904,590
HI YIELD LLC 123 W 7TH ST 509,481
HI YIELD LLC 50,742
HI YIELD LLC 31,851
IEHL, CALVIN R 874,917
JJLANDLC 110 E3RD ST 199,089
JJLANDLC 222 MAIN ST 265,113
JJLANDLC 224 MAIN ST 212,742
K GROUP L C 226 MAIN ST 232,902
KEL MAR LC 600 STATE ST 380,781
KEL MAR LC 521 CLAY ST 104,160
KNUTSON, AARON M 622 MAIN ST 294,705
LINDERBAUM REAL ESTATE LLC 115 E2ND ST 295,749
MAIN STREET HOTELS LC 115 MAIN ST 1,027,413
MAIN STREET HOTELS LC 119 MAIN ST 305,757

15




MARSH, JEFFREYJ

NAB INVESTMENTS LLC

NAB INVESTMENTS LLC
NELSON FUNERAL HOME INC
OVERMAN NORTH PARTNERS LC
PANTHER BUILDERS LLC

PARK PLACE PROPERTIES

PC REAL ESTATE LLC

PC REAL ESTATE LLC

PC REAL ESTATE LLC

PRESTIGE WW LLC
RICHARDSON FUNERAL HOME INC
RICHARDSON FUNERAL HOME INC
RIVER PLACE PROPERTIES Il LC
RIVER PLACE PROPERTIES Il LC
RIVER PLACE PROPERTIES LC
SCAND B PROPERTIES LLC
SHIMEK, ANDREW

SHIMEK, ANDREW D

SHIMEK, ROBERTA M
SIMPLEAS 128 LLC
SREHOLDINGS LLC
SREHOLDINGS LLC
SREHOLDINGS LLC

STATE STREET MIXED USE 11 LC
STATE STREET MIXED USE LC
STATE STREET RESIDENCES LC
STONE AND TERRACE LLC
STONE AND TERRACE LLC
VIKING PUMP INC

VIKING PUMP INC

VIKING PUMP INC

VIKING PUMP INC

Iltem 4.

412 MAIN ST 167,148
315 MAIN ST 622,883
317 MAIN ST 257,345
613 MAIN ST 417,632
323 W 2ND ST 132,966
616 CLAY ST 498,942
324 W 3RD ST 131,697
310 MAIN ST 230,760
312 MAIN ST 298,134
316 MAIN ST 495,864
205 MAIN ST 443,547
616 WASHINGTON ST 49,684
48,456

123 E3RD ST 62,982
302 MAIN ST 184,338
149,454

318 MAIN ST 284,691
109 MAIN ST 119,511
104 MAIN ST 230,735
107 MAIN ST 239,083
128 MAIN ST 320,225
57,033

201 WASHINGTON ST 587,376
403 WASHINGTON ST 195,651
100 E2ND ST 5,915,120
200 STATE ST 5,558,276
417,915

108 E4TH ST 250,110
87,471

222 E7THST 220,230
406 STATE ST 1,094,040
48,303

540

16




Bi2Af2021

~ {960>1280) Item 4.
i Ty

.
R T
T

B

[ 0
https:i/webmail cfu.net/service/home/~/?auth=codloc=en_US&id=270602&part=1 42




1

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewalwill be established for the period commencing July 1, 2022 and
ending June 30,2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

NAME ADDRESS PHONE
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization
through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

) NAME ADDRESS PHONE
L?W—-\Aw— \ALW&(( P/k’ (SKE Hﬁ-‘)'ﬁﬁ’ﬁ Hog UJG_SLU""\‘LJ\ 317 He \'( L{gb’"‘f

<J = = 7 7 : :
i L é54‘o\'\1.4.‘7—<ea& .,.L\ {63 & g;’;{z\_ it i nt

N 20| Wethhgtey v " "

o

10 .

11 .

12 .

13 .

14 .

19




Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Impravement District (SSMID) for the
Cedar Falls Downtown District. Sald renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Sald district will be taxed at a rate not to exceed 5.80 per 51,000 of taxable valuation of
the real property Included. Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

NAME ADDRESS PHONE
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District {SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.
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Petition for Renewal of the
Self-Supported Municipal iImprovement District (SSMID)

2022

Item 4.

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID] for the
Cedar Falls Downtown District. Said renewat will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization
through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District {SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used ta fund downtown revitalization
through Cemmunity Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued,

NAME ADDRESS PHONE
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization
through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization
through Community Main Street, Inc. This petition shall be submitted ta the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.
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Petition for Renewal of the

Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Selt-Supported Municipal Improvement District (SSMID) for the
Cedar Fails Downtown District, Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not +o axcead 5.80 per 51,000 of taxable valuation of
the real property included, Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa reguesting that the district be continuad.

NAME

05 W 2nd St CF
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
endingJune 30,2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

\ME ADDRESS PHONE

ff"/« Thomas R. Penaluna 111 Main Streel, Cedar Falls, lowa 50613 319-833-1234
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Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District {SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxakle valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization
through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued,
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization
through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

NAME ADDRESS PHONE

.Jessica & Jeff Marsh 408-412 Main Street 319-269-8309
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Item 4.

Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027, Said district will he taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revita lization
thraugh Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falis,
lowa requefting that the district be continued.
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Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.
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Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewalwill be established for the period commencing July 1, 2022 and
endingJune 30,2027, Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

/;» NAME ADDRESS PHONE
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Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal Improvement District (SSMID) for the
Cedar Falls Downtown District. Said renewalwill be established for the period commencing July 1,2022 and
ending June 30,2027, Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization

through Community Main Street, Inc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

NAME ADDRESS PHONE

Ann Eastman 827 Westwood Drive CF 319-269-7766
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Petition for Renewal of the
Self-Supported Municipal Improvement District (SSMID)
2022

We, the undersigned, endorse renewing the Self-Supported Municipal |mprovement District (SSMID) for the
Cedar Falls Downtown District. Said renewal will be established for the period commencing July 1, 2022 and
ending June 30, 2027. Said district will be taxed at a rate not to exceed 5.80 per $1,000 of taxable valuation of
the real property included. Revenues generated from the district shall be used to fund downtown revitalization
through Community Main Street, I nc. This petition shall be submitted to the City Clerk of the City of Cedar Falls,
lowa requesting that the district be continued.

NAME ADDRESS PHONE
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FOR REESTABLISHMENT OF CEDAR FALLS DOWNTOWN SELF-SUPPORTED MUNICIPAL IMPROVEMENT DISTRICT (SSMID) 2022

Iltem 4.

Parcel Number [Primary Owner Situs Assessed Value|Name Attention Address City State Ty

891412188004 305 MAIN STREET LLC 305 MAIN ST 113,576[305 MAIN STREET LLC 827 WESTWOOD DR CEDAR FALLS 1A 50613
891412188004 |305 MAIN STREET LLC 305 MAIN ST 170,364|305 MAIN STREET LLC 827 WESTWOOD DR CEDAR FALLS 1A 50613
891412188006 |309 MAIN LLC 309 MAIN ST 106,820(309 MAIN LLC 309 MAIN ST CEDAR FALLS 1A 50613
891412188006 |309 MAIN LLC 309 MAIN ST 198,380|309 MAIN LLC 309 MAIN ST CEDAR FALLS 1A 50613
891412333005 323 PROPERTIES LLC 517 WASHINGTON ST 378,220|323 PROPERTIES LLC 1628 W 6TH ST STORM LAKE 1A 50588
891412251003 |ADW LLC 102 MAIN ST 65,341|ADW LLC 3620 ROWND ST CEDAR FALLS 1A 50613
891412251003 [ADW LLC 102 MAIN ST 145,439 (ADW LLC 3620 ROWND ST CEDAR FALLS 1A 50613
891412188003 |AKER, BARBARA DAVIS 303 MAIN ST 203,729|AKER, BARBARA DAVIS 2350 EWING ST LOS ANGELES CA 90039
891412188003 |AKER, BARBARA DAVIS 303 MAIN ST 259,291 |AKER, BARBARA DAVIS 2350 EWING ST LOS ANGELES CA 90039
891412406010 |ALLTELL 504 BLUFF ST 118,580|DUFF AND PHELPS LLC PO BOX 2549 ADDISON TX 75001
891412179001 [ARABELLA LLC 102 CLAY ST 2,393,560|ARABELLA LLC PO Box 128 CEDAR FALLS 1A 50613
891412179011 |ARABELLALLC 200 W 1ST ST 893,802 (ARABELLA LLC PO Box 128 CEDAR FALLS 1A 50613
891412179011 [ARABELLA LLC 200 W 1ST ST 1,735,028 ARABELLA LLC PO Box 128 CEDAR FALLS 1A 50613
891412179014 |ARABELLALLC 114,040|ARABELLA LLC PO Box 128 CEDAR FALLS 1A 50613
891412252020 |AREA ELECTRICINC 204 MAIN ST 19,088 |AREA ELECTRIC INC 510 STATE ST CEDAR FALLS 1A 50613
891412252020 |AREA ELECTRICINC 204 MAIN ST 253,602 [AREA ELECTRIC INC 510 STATE ST CEDAR FALLS 1A 50613
891412405003 |AREA ELECTRIC INC 510 STATEST 335,470|AREA ELECTRIC INC 510 STATE ST CEDAR FALLS 1A 50613
891412251006 |AVAN PROPERTIES LLC 108 MAIN ST 70,976|AVAN PROPERTIES LLC 1746 DAKOTA DR WATERLOO 1A 50701
891412251006 [AVAN PROPERTIES LLC 108 MAIN ST 111,014 [AVAN PROPERTIES LLC 1746 DAKOTA DR WATERLOO 1A 50701
891412188007 |BJS HOLDINGS LLC 311 MAIN ST 327,490|PETERSEN, BRUCE 311 MAIN ST CEDAR FALLS 1A 50613
891412329001 |BATH PROPERTIES LLC 404 WASHINGTON ST 569,540|BATH PROPERTIES LLC 1015 ORCHARD DR CEDAR FALLS 1A 50613
891412178005 |BENDABLE EQUITIES LLC 77,620|BENDABLE EQUITIES LLC 1816 VALLEY HIGH DR CEDAR FALLS 1A 50613
891412180013 [BLACK HAWK HOTEL LLC 59,490 | TINDALL HOTEL INC 3700 RIVER OAKS DR DES MOINES 1A 50612
891412180012 |BLACK HAWK HOTEL MOTOR LODGE LLC 122 WASHINGTON ST 378,790| TINDALL HOTEL INC 3700 RIVER OAKS DR DES MOINES 1A 50612
891412252013 |BLACK HAWK LODGE NO 65 AF AND AM 216 MAIN ST 386,930|BLACK HAWK LODGE NO 65 AF AND AM PO BOX 493 CEDAR FALLS 1A 50613
891412252015 |BLACK HAWK LODGE NO 65 AF AND AM 214 MAIN ST 294,380(BLACK HAWK LODGE NO 65 AF AND AM PO BOX 493 CEDAR FALLS 1A 50613
891412184003 |BRB REAL ESTATE HOLDINGS LLC 201 MAIN ST 91,342|BRB REAL ESTATE HOLDINGS LLC PO BOX 622 201 MAIN ST CEDAR FALLS 1A 50613
891412184003 |BRB REAL ESTATE HOLDINGS LLC 201 MAIN ST 162,388 |BRB REAL ESTATE HOLDINGS LLC PO BOX 622 201 MAIN ST CEDAR FALLS 1A 50613
891412126040 |BROOMSTICK LODGING LLC 101 W 1ST ST 5,511,220/ BROOMSTICK LODGING LLC 2706 JAMES ST CORALVILLE 1A 52241
891412328006 |BRYAN, RANDOLPH 419 WASHINGTON ST 44,493|BRYAN, RANDOLPH 3121 JEPSEN RD CEDAR FALLS 1A 50613
891412328006  |BRYAN, RANDOLPH 419 WASHINGTON ST 120,297 BRYAN, RANDOLPH 3121 JEPSEN RD CEDAR FALLS 1A 50613
891412251013 |BT HOLDINGS LLC 122 MAIN ST 157,842 |BT HOLDINGS LLC 217 WASHINGTON ST CEDAR FALLS 1A 50613
891412251013 BT HOLDINGS LLC 122 MAIN ST 227,138|BT HOLDINGS LLC 217 WASHINGTON ST CEDAR FALLS 1A 50613
891412328004 |BUILT BY BRADY LLC 409 WASHINGTON ST 459,820(BUILT BY BRADY LLC 1026 CARRIAGE LN CEDAR FALLS 1A 50613
891412338010 |CASEYS MARKETING COMPANY 21,190 CASEYS MARKETING COMPANY PO Box 54288 LEXINGTON KY 40555
891412338011 |CASEYS MARKETING COMPANY 601 MAIN ST 613,070 CASEYS MARKETING COMPANY PO Box 54288 LEXINGTON KY 40555
891412188013 [CEDAR FALLS COMMUNITY CR UNION 123 W 4TH ST 1,165,340| CEDAR FALLS COMMUNITY CR UNION PO Box 1009 CEDAR FALLS 1A 50613
891412184013 [CEDAR FALLS TRUST & SAVINGS BANK 19,490{US BANK CORPORATE REAL ESTATE C/O RYAN PTS DEPT. 908 PO Box 460169 HOUSTON TX 77056
891412184014 |CEDAR FALLS TRUST & SAVINGS BANK 117 W 3RD ST 106,560{US BANK CORPORATE REAL ESTATE C/O RYAN PTS DEPT. 908 PO Box 460169 HOUSTON X 77056
891412184015 |[CEDAR FALLS TRUST & SAVINGS BANK 222 WASHINGTON ST 1,149,500|US BANK CORPORATE REAL ESTATE C/O RYAN PTS DEPT. 908 PO Box 460169 HOUSTON TX 77056
891412327004 |CHEROKEE PROPERTIES LLC 17,820{CHEROKEE PROPERTIES LLC PO BOX 1106 CEDAR FALLS 1A 50613
891412327005 |CHEROKEE PROPERTIES LLC 411 CLAY ST 195,390|CHEROKEE PROPERTIES LLC PO BOX 1106 CEDAR FALLS 1A 50613
891412183005 |CITY OF CEDAR FALLS 217 WASHINGTON ST 562,980|CITY OF CEDAR FALLS 220 CLAY ST CEDAR FALLS 1A 50613
891412254015 |CJS VENTURES LLC 315 STATEST 11,189|CJS VENTURES LLC 4220 W MT VERNON RD CEDAR FALLS 1A 50613
891412254015 |CJS VENTURES LLC 315 STATEST 548,241 |CJS VENTURES LLC 4220 W MT VERNON RD CEDAR FALLS 1A 50613
891412178006 |COMMUNITY NATIONAL BANK 312 W 1ST ST 732,100/ COMMUNITY NATIONAL BANK PO Box 1288 WATERLOO 1A 50704
891412401001 |D SQUARED Il LLC 402 MAIN ST 510,430|D SQUARED Il LLC PO Box 128 CEDAR FALLS 1A 50613
891412401002 |D SQUARED Il LLC 109 E 4TH ST 120,430|D SQUARED Il LLC PO Box 128 CEDAR FALLS 1A 50613
891412401011 |D SQUARED Il LLC 406 MAIN ST 84,915|D SQUARED Il LLC PO Box 128 CEDAR FALLS 1A 50613
891412401011 |D SQUARED Il LLC 406 MAIN ST 189,005|D SQUARED Il LLC PO Box 128 CEDAR FALLS 1A 50613
891412337015 [DOLLYS RENTALS LLC 604 CLAY ST 1,473,140/ DOLLYS RENTALS LLC PO Box 128 CEDAR FALLS 1A 50613
891412408014 |ELEMENT PROPERT, IES LLC 616 STATE ST 98,711|ELEMENT PROPERT, IES LLC C/O BETH BURRELL 32257 BEAVER VALLEY ST NEW HARTFORD |IA 50660
891412408014 |ELEMENT PROPERT, IES LLC 616 STATEST 91,119|ELEMENT PROPERT, IES LLC C/O BETH BURRELL 32257 BEAVER VALLEY ST NEW HARTFORD [IA 50660
891412180005 |EQUITY REAL ESTATES INVESTMENTS 111 MAIN ST APT A 112,176|EQUITY REAL ESTATES INVESTMENTS PO Box 805 WATERLOO 1A 50704
891412180005 [EQUITY REAL ESTATES INVESTMENTS 111 MAIN ST APTA 168,264 (EQUITY REAL ESTATES INVESTMENTS PO Box 805 WATERLOO 1A 50704
891412334009 |FARMERS STATE BANK 515 MAIN ST 2,819,980/ FARMERS STATE BANK 131 TOWER PARK DR APT 100 WATERLOO 1A 50701
891412251010 [FARRIS, DAVID 116 MAIN ST 224,420|FARRIS, DAVID 215 COLORADO RD CEDAR FALLS 1A 50613
891412251011 |FARRIS, DAVID 118 MAIN ST 91,288| FARRIS, DAVID 215 COLORADO RD CEDAR FALLS 1A 50613
891412251011 [FARRIS, DAVID 118 MAIN ST 185,342 [FARRIS, DAVID 215 COLORADO RD CEDAR FALLS 1A 50613
891412252022 |FARRIS, DAVID A 209 STATE ST 327,750|FARRIS, DAVID A 215 COLORADO RD CEDAR FALLS 1A 50013
891412401018 [FENCL,DANIEL D TRUST 422 MAIN ST 506,790 |FENCL,DANIEL D TRUST 422 MAIN ST CEDAR FALLS 1A 50
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891412401019 |FENCL,DANIEL D TRUST 181,280(FENCL,DANIEL D TRUST 422 MAIN ST CEDAR FALLS 1A

891412407001 [FIRST NATIONAL BANK OF CF 602 MAIN ST 2,047,550|FIRST NATIONAL BANK OF CF PO Box 189 CEDAR FALLS 1A SUOTS
891412407004 [FIRST NATIONAL BANK OF CF 125,020(FIRST NATIONAL BANK OF CF PO Box 189 CEDAR FALLS 1A 50613
891412407005 [FIRST NATIONAL BANK OF CF 50,540|FIRST NATIONAL BANK OF CF PO Box 189 CEDAR FALLS 1A 50613
891412407006  [FIRST NATIONAL BANK OF CF 100,460(FIRST NATIONAL BANK OF CF PO Box 189 CEDAR FALLS 1A 50613
891412178001 |[FN AND R RENTAL LLC 320 W 1ST ST 296,880|F N & R RENTAL LLC C/O DANIEL L RUBENDALL  |765 PROSPECT BLVD WATERLOO 1A 50701
891412251007 |FORE INVESTORS LLC 110 MAIN ST 106,481 [FORE INVESTORS LLC 201 WASHINGTON ST CEDAR FALLS 1A 50613
891412251007 [FORE INVESTORS LLC 110 MAIN ST 153,229|FORE INVESTORS LLC 201 WASHINGTON ST CEDAR FALLS 1A 50613
891412329009 |FOUR HUNDRED ELEVEN MAIN L C 415 MAIN ST 190,410{FOUR HUNDRED ELEVEN MAIN L C 411 MAIN ST CEDAR FALLS 1A 50613
891412329016 [FOUR HUNDRED ELEVEN MAIN L C 411 MAIN ST 281,000/ FOUR HUNDRED ELEVEN MAIN L C 411 MAIN ST CEDAR FALLS 1A 50613
891412327006 |FRANKLIN STREET PROPERTY L C 415 CLAY ST 794,570|REDFERN, DONALD B PO Box 627 CEDAR FALLS 1A 50613
891412327007 [FRANKLIN STREET PROPERTY L C 46,070|REDFERN, DONALD B PO Box 627 CEDAR FALLS 1A 50613
891412327011 |FRANKLIN STREET PROPERTY L C 35,280|REDFERN, DONALD B PO Box 627 CEDAR FALLS 1A 50613
891412327013 [FRANKLIN STREET PROPERTY L C 6,730|REDFERN, DONALD B PO Box 627 CEDAR FALLS 1A 50613
891412329002 |FREESE FRAME LLC 116 W 4TH ST 160,500 FREESE FRAME LLC 1613 GREEN CREEK RD CEDAR FALLS 1A 50613
891412179012 [GREAT WESTERN BANK 205 W 2ND ST 1,005,100( GREAT WESTERN BANK 225 S MAIN AVE SIOUX FALLS SD 57104
891412408003 |H & H ENTERPRISES LLC 602 STATE ST 255,480|H & H ENTERPRISES LLC 602 STATE ST CEDAR FALLS 1A 50613
891412406003 |HARTING,KENNETH & DEBRA TRUST 516 BLUFF ST 6,144|HARTING,KENNETH & DEBRA TRUST 900 ROYAL DR CEDAR FALLS 1A 50613
891412406003 |HARTING,KENNETH & DEBRA TRUST 516 BLUFF ST 116,746 [HARTING,KENNETH & DEBRA TRUST 900 ROYAL DR CEDAR FALLS 1A 50613
891412406006 |HARTING,KENNETH & DEBRA TRUST 34,920|HARTING,KENNETH & DEBRA TRUST 900 ROYAL DR CEDAR FALLS 1A 50613
891412338001 [HI YIELD LLC 35,390|HI YIELD LLC PO Box 128 CEDAR FALLS 1A 50613
891412338006 |HI YIELD LLC 56,380|HI YIELD LLC PO Box 128 CEDAR FALLS 1A 50613
891412338007 [HI YIELD LLC 123 W 7TH ST 566,090|HI YIELD LLC PO Box 128 CEDAR FALLS 1A 50613
891412180010 [HUMBLE PROPERTIES LLC 125 MAIN ST 106,494 HUMBLE PROPERTIES LLC 125 MAIN ST CEDAR FALLS 1A 50613
891412180010 [HUMBLE PROPERTIES LLC 125 MAIN ST 197,776[HUMBLE PROPERTIES LLC 125 MAIN ST CEDAR FALLS 1A 50613
891412251012 [IBLDDT LLC 120 MAIN ST 118,537(IBL DDT LLC PO Box 673 CEDAR FALLS 1A 50613
891412251012 [IBLDDT LLC 120 MAIN ST 201,833|IBL DDT LLC PO Box 673 CEDAR FALLS 1A 50613
891412333006 [IEHL, CALVIN R 211 W 6TH ST 972,130|IEHL, CALVIN R 4219 EASTPARK RD CEDAR FALLS 1A 50613
891412252002 |JACOBS, JOHN L 109 E 2ND ST 20,459[JACOBS, JOHN L 109 E 2ND ST CEDAR FALLS 1A 50613
891412252002 [JACOBS, JOHN L 109 E 2ND ST 33,381[JACOBS, JOHN L 109 E 2ND ST CEDAR FALLS 1A 50613
891412252009 [JLANDLC 112 E3RD ST 221,210|JJLAND L C 7728 N UNION RD JANESVILLE 1A 50647
891412252011 |[JJLANDLC 224 MAIN ST 236,380|JJ LAND L C 7728 N UNION RD JANESVILLE 1A 50647
891412252012 [JLANDLC 222 MAIN ST 294,570|JJ LAND L C 7728 N UNION RD JANESVILLE 1A 50647
891412252010 [KGROUPLC 226 MAIN ST 258,780|K GROUP L C 2204 VALLEY PARK DR CEDAR FALLS 1A 50613
891412332007 |KEL MAR LC 521 CLAY ST 154,310(KEL MAR LC 619 E 19TH ST CEDAR FALLS 1A 50613
891412408019 |KEL MAR LC 600 STATE ST 423,090(KEL MAR LC 619 E 19TH ST CEDAR FALLS 1A 50613
891412407003 |KNUTSON, AARON M 622 MAIN ST 327,450|KNUTSON, AARON M 622 MAIN ST CEDAR FALLS 1A 50613
891412254007 [KOEPPEL, ALLEN D 116 E4TH ST 105,080{KOEPPEL, ALLEN D 2501 TIMBER DR CEDAR FALLS 1A 50613
891412188002 |LAUBER, MERLYN D 301 MAIN ST 278,090|LAUBER, MERLYN D 1815 WINTER RIDGE RD CEDAR FALLS 1A 50613
891412187002 [LINCOLN SAVINGS BANK 301 WASHINGTON ST 685,000|LINCOLN SAVINGS BANK PO Box E REINBECK 1A 50669
891412252003 |LINDERBAUM REAL ESTATE LLC 115 E2ND ST 328,610|LINDERBAUM REAL ESTATE LLC 2725 GLEN OAKS DR CEDAR FALLS 1A 50613
891412180001 [M AND D REAL ESTATE2 LLC 122 W 1ST ST 439,530|/M AND D REALESTATE2 LLC 3058 HUNTINGTON DR DUBUQUE 1A 52001
891412180007 |MAIN STREET HOTELS LC 115 MAIN ST 1,141,570\ MAIN STREET HOTELS LC 200 STATE ST APT 202-Z CEDAR FALLS 1A 50613
891412180008 [MAIN STREET HOTELS LC 119 MAIN ST 339,730|MAIN STREET HOTELS LC 200 STATE ST APT 202-Z CEDAR FALLS 1A 50613
891412184006 |[MAKINC 207 MAIN ST 214,730|MAK INC 20995 487TH LN MC GREGOR MN 55760
891412401010 [MARSH, JEFFREY J 412 MAIN ST 185,720| MARSH, JEFFREY J 116 SUMMIT DR CEDAR FALLS 1A 50613
891412187005 |MERSHON RENTALS LLC 320 CLAY ST 161,980 MERSHON RENTALS LLC 3012 ROWND ST CEDAR FALLS 1A 50613
891412333003 [MJ THOMPSON RENTALS LLC 503 WASHINGTON ST 162,670{MJ THOMPSON RENTALS LLC 503 WASHINGTON ST CEDAR FALLS 1A 50613
891412184008 |MMC PROPERTIES LLC 213 MAIN ST 311,550 MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412184009 [MMC PROPERTIES LLC 215 MAIN ST 375,540 MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412184010 |MMC PROPERTIES LLC 217 MAIN ST 407,320 MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412184011 [MMC PROPERTIES LLC 219 MAIN ST 188,681|MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412184011 |MMC PROPERTIES LLC 219 MAIN ST 307,849|MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412184012 [MMC PROPERTIES LLC 223 MAIN ST 153,303|MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412184012 |MMC PROPERTIES LLC 223 MAIN ST 250,127|MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412251005 [MMC PROPERTIES LLC 106 MAIN ST 85,305|MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412251005 |MMC PROPERTIES LLC 106 MAIN ST 151,655[MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412251008 [MMC PROPERTIES LLC 112 MAIN ST 85,113|MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412251008 |MMC PROPERTIES LLC 112 MAIN ST 158,067 MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412251009 [MMC PROPERTIES LLC 114 MAIN ST 110,530 MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412251009 |MMC PROPERTIES LLC 114 MAIN ST 205,270|MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50613
891412252019 [MMC PROPERTIES LLC 206 MAIN ST 305,770 MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50813
891412252023 |MMC PROPERTIES LLC 210 MAIN ST 996,670| MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A 50

36




Iltem 4.

891412401003 |MMC PROPERTIES LLC 115 E4TH ST 773,490/ MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A

891412401005 |MMC PROPERTIES LLC 109,900 MMC PROPERTIES LLC PO Box 188 CEDAR FALLS 1A SUOTS
891412188008 [NAB INVESTMENTS LLC 315 MAIN ST 200,391 |NAB INVESTMENTS LLC 315 MAIN ST CEDAR FALLS 1A 50613
891412188008 |NAB INVESTMENTS LLC 315 MAIN ST 541,799 |NAB INVESTMENTS LLC 315 MAIN ST CEDAR FALLS 1A 50613
891412188009 [NAB INVESTMENTS LLC 317 MAIN ST 102,844 [NAB INVESTMENTS LLC 315 MAIN ST CEDAR FALLS 1A 50613
891412188009 |NAB INVESTMENTS LLC 317 MAIN ST 208,806 |NAB INVESTMENTS LLC 315 MAIN ST CEDAR FALLS 1A 50613
891412405002 |NATVIG, CHRISTINA M 506 STATE ST 68,580|NATVIG, CHRISTINA M 5043 NORDIC RIDGE DR CEDAR FALLS 1A 50613
891412338005 |NELSON FUNERAL HOME INC 613 MAIN ST 77,339|RICHARDSON FUNERAL HOME INC PO Box 542 CEDAR FALLS 1A 50613
891412338005 [NELSON FUNERAL HOME INC 613 MAIN ST 406,031 |RICHARDSON FUNERAL HOME INC PO Box 542 CEDAR FALLS 1A 50613
891412252021 |NLN INVESTMENTS LLC 203 STATEST 387,000|NLN INVESTMENTS LLC 3903 PHEASANT DR CEDAR FALLS 1A 50613
891412178004 [OVERMAN NORTH PARTNERS LC 323 W 2ND ST 147,740[OVERMAN NORTH PARTNERS LC 200 STATE ST APT 202-Z CEDAR FALLS 1A 50613
891412337014 |PANTHER BUILDERS LLC 616 CLAYST 554,380| PANTHER BUILDERS LLC PO Box 128 CEDAR FALLS 1A 50613
891412186001 |PARK PLACE PROPERTIES 324 W 3RD ST 146,330[PARK PLACE PROPERTIES 324 W 3RD ST CEDAR FALLS 1A 50613
891412254010 |PC REAL ESTATE LLC 314 MAIN ST 550,960|PC REAL ESTATE LLC 1501 TECHNOLOGY PW APT 300  [CEDAR FALLS 1A 50613
891412254011 |PC REAL ESTATE LLC 312 MAIN ST 331,260|PC REAL ESTATE LLC 1501 TECHNOLOGY PW APT 300  [CEDAR FALLS 1A 50613
891412254012 |PC REAL ESTATE LLC 310 MAIN ST 256,400|PC REAL ESTATE LLC 1501 TECHNOLOGY PW APT 300  [CEDAR FALLS 1A 50613
891412329003 |PJ42LLC 114 W 4TH ST 70,098|PJ 42 LLC 103 E STATE ST APT 300 MASON CITY 1A 50401
891412329003 |PJ42LLC 114 W 4TH ST 163,562(PJ 42 LLC 103 E STATE ST APT 300 MASON CITY 1A 50401
891412184016 [PRESTIGE WW LLC 205 MAIN ST 492,830| PRESTIGE WW LLC 1304 WASHINGTON ST CEDAR FALLS 1A 50613
891412334006  |RASMUSSON CHEVROLET CO INC 30,550|RASMUSSON CHEVROLET CO INC 9716 UNIVERSITY AVE CEDAR FALLS 1A 50613
891412334007 |RASMUSSON CHEVROLET CO INC 36,310|RASMUSSON CHEVROLET CO INC 9716 UNIVERSITY AVE CEDAR FALLS 1A 50613
891412334010 |RASMUSSON CHEVROLET CO INC 508 WASHINGTON ST 522,920|RASMUSSON CHEVROLET CO INC 9716 UNIVERSITY AVE CEDAR FALLS 1A 50613
891412338008 [RICHARDSON FUNERAL HOME INC 616 WASHINGTON ST 25,219|RICHARDSON FUNERAL HOME INC PO Box 542 CEDAR FALLS 1A 50613
891412338008 |RICHARDSON FUNERAL HOME INC 616 WASHINGTON ST 36,291 |RICHARDSON FUNERAL HOME INC PO Box 542 CEDAR FALLS 1A 50613
891412338009 [RICHARDSON FUNERAL HOME INC 53,840|RICHARDSON FUNERAL HOME INC PO Box 542 CEDAR FALLS 1A 50613
891412401015 |RICKARD, CLARK J 415 STATE ST 457,860|RICKARD, CLARK J 903 MAIN ST CEDAR FALLS 1A 50613
891412401016 |RICKARD, CLARKJ 25,730|RICKARD, CLARK J 903 MAIN ST CEDAR FALLS 1A 50613
891412179013 |RICKARD, KURT D 110 CLAYST 185,410(RICKARD, KURT D 223 W 2ND ST CEDAR FALLS 1A 50613
891412254001 [RIVER PLACE PROPERTIES II LC 302 MAIN ST 204,820|RIVER PLACE PROPERTIES Il LC 200 STATE ST APT 202-Z CEDAR FALLS 1A 50613
891412254002 |RIVER PLACE PROPERTIES Il LC 123 E3RD ST 69,980|RIVER PLACE PROPERTIES Il LC 200 STATE ST APT 202-Z CEDAR FALLS 1A 50613
891412253046  [RIVER PLACE PROPERTIES LC 166,060 STATE STREET MIXED USE LC 200 STATE ST APT 202-Z CEDAR FALLS 1A 50613
891412254009 |SC AND B PROPERTIES LLC 318 MAIN ST 110,026(SC AND B PROPERTIES LLC 318 MAIN ST CEDAR FALLS 1A 50613
891412254009 [SC AND B PROPERTIES LLC 318 MAIN ST 233,804 |SC AND B PROPERTIES LLC 318 MAIN ST CEDAR FALLS 1A 50613
891412188010 |SCHILLING, TIMOTHY 319 MAIN ST 217,040|SCHILLING, TIMOTHY 319 1/2 MAIN ST CEDAR FALLS 1A 50613
891412188011 |SCHILLING, TIMOTHY 321 MAIN ST 251,080|SCHILLING, TIMOTHY 319 1/2 MAIN ST CEDAR FALLS 1A 50613
891412188012 |SCHILLING, TIMOTHY 323 MAIN ST 311,090|SCHILLING, TIMOTHY 319 1/2 MAIN ST CEDAR FALLS 1A 50613
891412180004  [SHIMEK, ANDREW 109 MAIN ST 132,790[SHIMEK, ANDREW 827 COMMERCIAL ST WATERLOO 1A 50702
891412251004 |SHIMEK, ANDREW D 104 MAIN ST 120,309SHIMEK, ANDREW D 827 COMMERCIAL ST WATERLOO 1A 50702
891412251004  [SHIMEK, ANDREW D 104 MAIN ST 166,141 SHIMEK, ANDREW D 827 COMMERCIAL ST WATERLOO 1A 50702
891412180003 |SHIMEK, ROBERTA M 107 MAIN ST 101,892 [SHIMEK, ROBERTA M 1504 HAMMOND AVE WATERLOO 1A 50702
891412180003  [SHIMEK, ROBERTA M 107 MAIN ST 189,228 [SHIMEK, ROBERTA M 1504 HAMMOND AVE WATERLOO 1A 50702
891412251014 |SIMPLE AS 128 LLC 128 MAIN ST 98,940|SIMPLE AS 128 LLC 205 E 18TH ST CEDAR FALLS 1A 50613
891412251014 [SIMPLE AS 128 LLC 128 MAIN ST 281,600|SIMPLE AS 128 LLC 205 E 18TH ST CEDAR FALLS 1A 50613
891412329004 |SKYVIEW LC 401 MAIN ST 1,425,000{SKYVIEW LC 808 DEARBORN AVE WATERLOO 1A 50703
891412183003  [SPINVESTMENTS LLC 201 WASHINGTON ST 652,640 |SPINVESTMENTS LLC 201 WASHINGTON ST CEDAR FALLS 1A 50613
891412184001 |SPINVESTMENTS LLC 63,370|SPINVESTMENTS LLC 201 WASHINGTON ST CEDAR FALLS 1A 50613
891412328003 [SRE HOLDINGS LLC 403 WASHINGTON ST 217,390|SRE HOLDINGS LLC 2110 FLYNN DR CEDAR FALLS 1A 50613
891412253099 |STATE STREET MIXED USE Il LC 100 E 2ND ST 3,416,139 |STATE STREET MIXED USE Il LC 200 STATE ST 200-Z CEDAR FALLS 1A 50613
891412253099  [STATE STREET MIXED USE Il LC 100 E 2ND ST 4,010,251 STATE STREET MIXED USE Il LC 200 STATE ST 200-Z CEDAR FALLS 1A 50613
891412253047 |STATE STREET MIXED USE LC 200 STATEST 3,053,235 |STATE STREET MIXED USE LC 200 STATE ST 200-Z CEDAR FALLS 1A 50613
891412253047  [STATE STREET MIXED USE LC 200 STATE ST 3,885,935 |STATE STREET MIXED USE LC 200 STATE ST 200-Z CEDAR FALLS 1A 50613
891412253092 |STATE STREET RESIDENCES LC 464,350 | STATE STREET RESIDENCES LC 200 STATE ST APT 202-Z CEDAR FALLS 1A 50613
891412254013 [STONE AND TERRACE LLC 97,190|STONE AND TERRACE LLC 2110 FLYNN DR CEDAR FALLS 1A 50613
891412254014 |STONE AND TERRACE LLC 108 E 4TH ST 277,900|STONE AND TERRACE LLC 2110 FLYNN DR CEDAR FALLS 1A 50613
891412184007 |STRICKLER PROPERTIES LC 209 MAIN ST 389,230|STRICKLER PROPERTIES LC ATTN: DAVID STRICKLER 209 MAIN ST CEDAR FALLS 1A 50613
891412329005 |TAND TRENTALSLC 407 MAIN ST 488,640|T AND TRENTAL L C 409 MAIN ST CEDAR FALLS 1A 50613
891412329006 |T AND T RENTALS L C 409 MAIN ST 382,140|T AND T RENTALS L C 409 MAIN ST CEDAR FALLS 1A 50613
891412329012 |TAND TRENTALSLC 421 MAIN ST 590,640|T AND T RENTALS L C 409 MAIN ST CEDAR FALLS 1A 50613
891412329017 |TAND TRENTALSLC 419 MAIN ST 1,145,600|T AND T RENTALS L C 409 MAIN ST CEDAR FALLS 1A 50613
891412252001 | THODES INC 202 MAIN ST 26,239|THODES INC 202 MAIN ST CEDAR FALLS 1A 50613
891412252001 | THODES INC 202 MAIN ST 212,301|THODES INC 202 MAIN ST CEDAR FALLS 1A 50613
891412188005 |TTDAVIS HOLDINGS LLC 307 MAIN ST 305,320|TTDAVIS HOLDINGS LLC 5421 HEDGEWOOD CIR CEDAR FALLS 1A 50013
891412327002 | TURCOTTE INSURANCE & INVESTMENTS 12,880 TURCOTTE INSURANCE & INVESTMENTS 302 W 4TH ST CEDAR FALLS 1A 50
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891412327003 |TURCOTTE INSURANCE & INVESTMENTS 302 W 4TH ST 133,300/ TURCOTTE INSURANCE & INVESTMENTS 302 W 4TH ST CEDAR FALLS 1A
891412406011 |U S CELLULAR OPER CO OF WATERLOO 92,780|DUFF AND PHELPS PO BOX 2549 ADDISON X 7IUUT
891412187004 |VAR MIL INC 323 WASHINGTON ST 272,290| VAR MIL INC 216 W 11TH ST WATERLOO 1A 50702
891412180009 |VERA JAMES LLC 123 MAIN ST 138,115[VERA JAMES LLC 1819 PINEHURST LN WATERLOO 1A 50701
891412180009 |VERA JAMES LLC 123 MAIN ST 225,345|VERA JAMES LLC 1819 PINEHURST LN WATERLOO 1A 50701
891412253015  [VIKING PUMP INC 53,670|VIKING PUMP INC 406 STATE ST CEDAR FALLS 1A 50613
891412402006 [VIKING PUMP INC 406 STATE ST 1,215,600|VIKING PUMP INC 406 STATE ST CEDAR FALLS 1A 50613
891412408017 [VIKING PUMP INC 600|VIKING PUMP INC 406 STATE ST CEDAR FALLS 1A 50613
891412408020 [VIKING PUMP INC 222 E7TH ST 244,700|VIKING PUMP INC 406 STATE ST CEDAR FALLS 1A 50613
891412406004 |WILLHITE,BECKY J TRUST 620| WILLHITE,BECKY J TRUST 2022 W 18TH ST APT 2 CEDAR FALLS 1A 50613
891412406009 |WILLHITE,BECKY J TRUST 508 BLUFF ST 113,370 WILLHITE,BECKY J TRUST 2022 W 18TH ST APT 2 CEDAR FALLS 1A 50613

99|TOTAL PROPERTY OWNERS 80,281,290| TOTAL ASSESSED VALUE

47 SIGNATURES 49,173,570

47.47% REPRESENTS 61.25%
OF TOTAL NUMBER OF OWNERS OF TOTAL ASSESSED VALUE
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Prepared by: Jacqueline Danielsen, MMC, 220 Clay Street, Cedar Falls, lowa 50613 (319) 273-8600

ORDINANCE NO. 3002

AN ORDINANCE REPEALING DIVISION 2, DOWNTOWN CEDAR FALLS SELF-
SUPPORTED MUNICIPAL IMPROVEMENT DISTRICT, OF ARTICLE X,
MUNICIPAL IMPROVEMENT DISTRICTS, OF CHAPTER 2, ADMINISTRATION,
OF THE CODE OF ORDINANCES OF THE CITY OF CEDAR FALLS, IOWA, AND
ENACTING IN LIEU THEREOF A NEW DIVISON 2, DOWNTOWN CEDAR
FALLS SELF-SUPPORTED MUNICIPAL IMPROVEMENT DISTRICT WITHIN
THE CITY OF CEDAR FALLS, IOWA.

BE IT ORDAINED BY THE CITY COUNCIL OF THE CITY OF CEDAR FALLS, IOWA;

Section 1. Division 2, Downtown Cedar Falls Self-Supported Municipal Improvement District,
of Article X, Municipal Improvement Districts, of Chapter 2, Administration, of the Code of Ordinances
of the City of Cedar Falls, lowa, is hereby repealed in its entirety and the following new Division 2,
Downtown Cedar Falls Self-Supported Municipal Improvement District, is enacted in lieu thereof:

DIVISION 2. DOWNTOWN CEDAR FALLS SELF-SUPPORTED MUNICIPAL
IMPROVEMENT DISTRICT

Section 2-1053. Created; purpose.

There is hereby created in the city a self-supported municipal improvement district as defined in
Chapter 386 of the 2021 Code of lowa (referred to in this Article as "the Act"), the name of which district
shall be the "Downtown Cedar Falls Self-Supported Municipal Improvement District” (sometimes
referred to in this article as the "district"), the purposes of which district are the undertaking of actions
and the design and construction of any and all improvements authorized by the Act, and the performance
of administration, redevelopment and revitalization of the district, as authorized by the Act.

Section 2-1054. Boundaries.
The district shall include all property within the following described boundaries:

That part of Section 12, Township 89 North, Range 14 West of the Fifth P.M. in the City of
Cedar Falls, Black Hawk County lowa described as beginning on the centerline of Franklin Street
at its intersection with the southerly bank of the Cedar River; thence southerly along said
centerline of Franklin Street to the centerline of 6th Street; thence easterly along said centerline of
6th Street to the centerline of Clay Street; thence southerly along said centerline of Clay Street to
the centerline of 7th Street; thence easterly along said centerline of 7th Street to the former

1
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westerly right of way line of the former Chicago and North Western Transportation Company;
thence northerly along said former westerly right of way line to the centerline of 4th Street;
thence easterly along said centerline of 4th Street to the westerly bank of the Cedar River; thence
northerly and westerly along the westerly and southerly bank of the Cedar River to the point of
beginning.

Section 2-1055. Benefit determined.

It is found and determined that the owners of all of the property within the district have a present
and potential benefit from the condition, development and maintenance of the district and that all of the
property within the district is related by virtue of its location within the district.

Section 2-1056. Operation fund created; purpose.

Pursuant to the provisions of lowa Code 386.8, there is established and created a self-supported
improvement district operation fund, which shall be known as the "Downtown Cedar Falls Self-Supported
Municipal Improvement District Operation Fund" (and which is referred to in this Article as the
"operation fund"), for which operation fund the city may certify taxes (the "operation tax") each year
commencing with the levy of taxes for collection in the fiscal year beginning July 1, 2022, and continuing
through the fiscal year ending June 30, 2027, for the purpose of paying such expenses of the district as are
authorized by the Act, including, but not limited to, the administrative expenses of the district and part or
all of the maintenance expenses of improvements or self-liquidating improvements, as defined by the Act,
for a period of five years.

Section 2-1057. Operation Tax.

The operation tax levied in any one year, as provided in section 2-1056, shall be at a rate not to
exceed five dollars and eighty-three cents ($5.83) per one thousand dollars ($1,000.00) of taxable value of
the property within the district.

Section 2-1058. Copies on file.

The City Clerk shall cause a copy of the ordinance codified in this article to be filed in the Office
of the Black Hawk County Recorder and in the Office of the Black Hawk County Treasurer.

INTRODUCED: December 6, 2021
PASSED 1%t CONSIDERATION: December 6, 2021
PASSED 2" CONSIDERATION: December 20, 2021
PASSED 3 CONSIDERATION:

ADOPTED:

Robert M. Green, Mayor
ATTEST:

Jacqueline Danielsen, MMC, City Clerk

Iltem 4.
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DATE:
SUBJECT:
REF:

Item 5.

ROBERT M. GREEN

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
319-273-8600

FAX 319-268-5126

MEMORANDUM

Office of the Mayor
Mayor Robert M. Green
City Council
December 28, 2021
Designation of Mayor Pro Tem for CY2022

(a) lowa Code 372.14: The mayor — the mayor pro tem
(b) Code of Ordinances, City of Cedar Falls 82-1879(b)(9)
(c) City Multi-Hazard Emergency Operations Plan dated September 2021

1. Inaccordance with references (a) and (b), | hereby designate Council Member Simon
Harding to continue as mayor pro tem for CY2022.

2. As mayor pro tem, Councilor Harding shall be the vice president of the council as
specified in reference (a), and shall perform the duties of the mayor in cases of my
absence or inability, with the exception of actions as described in reference (b).

3. Additionally, as mayor pro tem, Councilor Harding shall work to gain familiarity with the
requirements of the city’s Emergency Operations Plan (reference (C)) in order to
effectively serve as the city’s chief executive as next in the line of succession.

XC: City Administrator

it
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ROBERT M. GREEN

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
319-273-8600

FAX 319-268-5126

MEMORANDUM
Office of the Mayor

Zoau—dnm/
FROM: Mayor Robert M. Green
TO: City Council
DATE: December 12, 2021
SUBJECT: CY2022 Appointment of Standing Committees

REF: (a) Code of Ordinances, City of Cedar Falls, lowa §2-68
(b) Robert’s Rules of Order, Newly Revised
(c) Cedar Falls Administrative Rule #7

1. Inaccordance with reference (a), | hereby appoint the following standing committees of
the Cedar Falls City Council for CY2022:

a. Administration Committee: Kelly Dunn, Susan deBuhr, Dustin Ganfield, Simon
Harding, Daryl Kruse, Gil Schultz, Dave Sires.

b. Community Relations and Planning Committee: Dustin Ganfield, Susan
deBuhr, Kelly Dunn, Simon Harding, Daryl Kruse, Gil Schultz, Dave Sires.

c. Public Works: Gil Schultz, Susan deBuhr, Kelly Dunn, Dustin Ganfield, Simon
Harding, Daryl Kruse, Dave Sires.

2. As required by reference (a), the first person named on each committee shall be the chair
of that committee.

3. Standing Committees shall be guided by references (a) through (c) in the proper conduct
of committee deliberations and actions under parliamentary procedure.

Xc:  City Administrator
City Clerk

i
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MAYOR ROBERT M. GREEN ltem 7.

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
PHONE 319-273-8600

FAX 319-268-5126
W www.cedarfalls.com

FROM: Mayor Robert M. Green
TO: City Council
DATE: December 28, 2021
SUBJECT: Annual Council Appointments to City Appeals Boards for CY 2022

REF: (a) Code of Ordinances, City of Cedar Falls §7-20(11): Board of Appeals
(b) Code of Ordinances, City of Cedar Falls 87-50(g): Board of Electrical Appeals
(c) Code of Ordinances, City of Cedar Falls 87-414(11): Board of Mechanical Appeals
(d) Code of Ordinances, City of Cedar Falls §7-170(8): Board of Plumbing Appeals
(e) lowa Code 869.16A: Gender balance

1. City code requires or allows in references (a) through (d) that a City Council member be
appointed annually to each of the city’s four appeals boards. | am appointing the following
members to these boards for terms expiring December 31, 2022.

e Board of Appeals: Council Member Daryl Kruse (Ward 3)

e Board of Electrical Appeals: Council Member Susan deBuhr (Ward 2)

e Board of Mechanical Appeals: Council Member Susan deBuhr (Ward 2)
e Board of Plumbing Appeals: Council Member Susan deBuhr (Ward 2)

2. These council member appointments have been made in accordance with the gender balance
requirements of reference (e). | will continue to actively seek out and recruit qualified
female citizen applicants for our boards and commissions in 2022, though the
technical/professional nature of appeals board qualifications makes this a continual
challenge.

Xc: City Administrator
City Clerk
Director, Community Development

HiH

45




FROM:
TO:
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

orartirocn

Mayor Robert M. Green

City Council

December 28, 2021

Art and Culture Board — Member Appointment

Code of Ordinances, City of Cedar Falls 817-133: Art and Culture Board

1. In accordance with the candidacy and qualification requirements of reference (a), | hereby
appoint the following individual to the Art and Culture Board:

e Mr. Peter Berendzen — Filling vacancy of a term ending 7/1/2024

2. The Selection Panel for this appointment was Council Member Frank Darrah (Chair of the
Community Relations & Planning Committee), Kate Brennan Hall (President of the Art &

Culture Board) and Kendra Wohlert (Vice President), with Heather Skeens as staff liaison.

3. Please contact me if you have any questions about the above appointment.

Encl: (1) Mr. Peter Berendzen General Application and Candidate Questionnaire

XC: City Administrator
Director of Community Development
Visitors, Tourism and Cultural Programs Manager

HHHH

it
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Iltem 7.

I GENERAL APPLICATION FOR APPOINTMENT TO CITY BOARDS & COMMISSIONS

NS Thank you for your interest in volunteer civic service. Complete all sections of this application; please contact City Hall
SR~ at (319) 273-8600 with questions. The City of Cedar Falls is committed to providing equal opportunity for citizen involvement.
Lp#

Name: Peter B Berendzen Gender: M Date: 9/10/2021
First mi Last

HOME ADAreSS: ...vevvcriie it ers s ieners s cem e e et e e e aancenanns . Home Phone: .......ccooiviiiiiiiiiiiiiiiii e

Work Address: DepthlOIOgy'UNl WOTK PRONE: Liciiicimnrinrnne innssnnss snmnvonsnsrsasssonsass

E-mail Address: i, v s s e i iaess vaiibe sl @i e va er seneennes Cell PhoNe: ....covviiiiii e s i e

Employer: UN veeeeserenenen .. POSItion/Occupation: PrOfessorOf BIOIOgy

L3 L

If Cedar Falls resident, length of residency: ... vereeeenaenes City Ward: i Q | have a LinkedIn Profile

DESIRED NOMINATIONS: Check or fill in boxes for all that apply; view detailed descriptions at https://bit.ly/cf-boards

B Art and Culture Board Q Board of Rental Housing Appeals Q Human Rights Commission

Q) Board of Adjustment Q Civil Service Commission Q Library Board of Trustees

0 Board of Appeals QO Community Center & Senior Services Board Q Parks & Recreation Commission
O Board of Electric Examiners & Appeals Q Health Trust Fund Board Q Planning & Zoning Commission
0 Board of Mechanical Examiners & Appeals  Q Historic Preservation Commission Q Utilities Board of Trustees

Q Board of Plumbing Examiners & Appeals QO Housing Commission Q Visitors & Tourism Board

COMMUNITY INVOLVEMENT: Please describe past and present involvement in the community, including voluntary, social, city,
religious, school, business and professional (include dates and offices held, if applicable).
| have provided materials and assisted with the Hartman Reserve youth summer programming. | have also
connected The Student Nature Society, a student group at UNI, with the reserve to help out with activies
including trail maintenance and the Halloween hike. | was awarded volunteer of the year in natural
resources in 2016. Over the last four years | have volunteered as a coach for the Cedar Falls Soccer Rec
league and | am currently on the board. | have also helped the Hearst Center with youth summer
nraaramminn

QUALIFICATIONS: Please list any special qualifications for board service, including skills, training and certifications.

| have extensive experience in designing and running summer youth programs and in continuing
education. In my job, | have served on numerous committees for the Universtiy of Northern lowa at the
university, college and departmental level. These include serving as chair of several highering committees.
In my research at UNI, | frequently do projects with the lowa Department of Natural History. In 2009-2011 |
served on the Olsen amendment group on the impacts of climate change in lowa for the lowa Office of
Fnarnv Indenedenrea

MOTIVATION: Why do you desire to serve on city boards and commissions, and what contributions do you believe you can make?
| believe it is important to be an active and engaged citizen in your communtiy. Volunteering on boards and
commissions is a great way to give back to the community. | am particularly interested in serving on the Art
and Culture Board. Recently | have collaborated with the Hearst Center for the Arts to develop a youth
summer camp on science and art. | love art and believe there is a connection between science and art.
They are both deeply creative processes and there is an inherent relationship between nature and art.

POTENTIAL CONFLICTS OF INTEREST: Please list organizations and relationships which could pose a potential conflict of
interest during your service on a city board or commission. Civic leaders are expected to have many ties to community organizations
and people; this listing does not preclude appointment but is intended to provide transparency and accountability for board service.

None

Please e-mail completed this application to boards@cedarfalls.com
or Mail to Mayor, City of Cedar Falls, 220 Clay Street, Cedar Falls, IA 50613
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ART AND CULTURE BOARD CANDIDATE QUESTIONNAIRE

Iltem 7.

Name: Peter Berendzen Date: 10/27/21

Can you attend board meetings which occur the 41" Wednesday of the month at 5pm at the Hearst Center? X Yes QO No

1. What is your interest and background in the Arts and in cultural outreach?

| am a biologist and my research focuses on the relationships between organisms and their
environment. | did my Master’s degree at the University of Kansas Biodiversity Institute and
Natural History Museum and my PhD at the University of Minnesota Bell Museum of Natural
History. Often people think that science and art are very separate and different things, with
science being objective and art being subjective. However, | don’t think this is true. | believe there
is a connection and inherent relationship between the two disciplines. Both are deeply creative
processes. Art frequently draws from science and nature and science from art. In many ways |
think that both are seeking to understand the world around us. Natural history museums are a
perfect example of this connection. In addition, some of our greatest scientists, like Da Vinci,
were also some of our greatest artists. | would like to offer this perspective on the board.

2. What experiences have you had with the Hearst Center’s facilities and programs?

| have collaborated with Hearst Center in the development of youth programs on science and art.
Also, my kids have attended many of the center’s workshops and camps. | live very near the
center and it is a very important part of our local community. We frequently walk through the
gardens.

3. Why are you interested in serving on the Art and Culture Board?

| greatly value public art and cultural activities in our community. It is one the aspects that makes
Cedar Falls a great place to live. | would to be a part of this and offer my perspective.

4. What believe your role would be on this advisory board?
As | outlined above, | believe | can offer a unique perspective to board.

5. What changes would you like to see in the Hearst Center, and in the Cultural Arts Division overall?

At this point, | don’t see any broad overall changes that are needed. | would like to help the
Hearst develop more programs, summer camps and workshops for the community. | have
extensive experience in designing and running summer youth programs and continuing
education.

6. Fundraising for facilities, projects and endowments is critical for this Board; what is your experience and
interest in fundraising activities?

| have extensive experience writing grants in my profession and | have been very successful in
receiving this funding. | can offer this experience to the board.

Please send this completed Candidate Questionnaire by the published deadline to:
City of Cedar Falls, Boards & Commissions, 220 Clay Street, Cedar Falls, I1A 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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TO:
FROM:
DATE:
SUBJECT:

Please contact Administrator Gaines with any questions about the accomplishments of city staff

OFFICE OF CITY ADMINISTRATOR

CITY OF CEDAR FALLS, IOWA
220 CLAY STREET

CEDAR FALLS, IOWA 50613
PHONE 319-273-8600

FAX 319-268-5126
www.cedarfalls.com

Mayor Robert M. Green and City Council Members

Ron Gaines, City Administrator

December 27, 2021

Departmental Monthly Reports Submission — November 2021

contained in this monthly report.

Encl: (1) City of Cedar Falls Departmental Monthly Reports.

HHH

“OUR CITIZENS ARE OUR BUSINESS”

Item 8.
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CITY OF CEDAR FALLS

DEPARTMENTAL MONTHLY REPORTS

November 2021




NOVEMBER 2021 MONTHLY REPORTS
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Item 8.

Finance & Business Operations
Financial Services
November 2021

Treasury

The Finance Division is responsible for maintaining accounting and cashflow as it relates
to the city treasury, monitoring securities held by the City Clerk and investing idle cash to
provide safe investments while maximizing interest earnings. Currently, the City has
$47,136,370 invested in CD's and $42,300,000 in a liquid money market.

Investments Transactions Amount
CD's Matured 1 $4,000,000.00
CD's Purchased 1 $4,000,000.00
PFMM Withdrawal 0 0.00
CD/Investment Interest $24,095.95

FY22 Capital Improvements Plan

All departments submitted their FY2022-2027 Capital Improvement Plan (CIP) requests.
The CIP will be presented to the Committee of the Whole and the public hearing set in
December with formal approval occurring in January.

FY23 Budget

The FY23 budget process was started in November. All departments submitted their
budget requests. The budgets will be compiled in December and January and revenue
projections will also be completed at that time.

TIF & Urban Renewal Reporting

Certlflcatlons for the five active TIF districts were filed with Black Hawk County prior to the
December 1% deadline. The annual Urban Renewal Report was also filed with the lowa
Department of Management before the December 1% deadline.

Miscellaneous Financial Activities

For November, 35 payroll checks and 680 direct deposits were processed. Accounts
receivable were processed and 172 invoices were mailed out to customers. 1,495
transactions for accounts payable were processed and approved by the City Council for
payment and 476 checks were mailed out to vendors.
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Benefit & Compensation Activities

ik

Cafeteria benefit plan enrollment materials were assembled and distributed for the
plan year beginning January 1, 2021. Enroliment materials were due back
November 24. Staff will enter employee elections into the payroll system and
upload to ISolved Benefit Services.

Cafeteria participation information was assembled by City staff and forwarded to
iSolved Benefit Services for non-discrimination testing of the City’s flexible
spending and HRA plans. The City passed the testing for both plans.

HR staff had a zoom call with Rx Benefits and Holmes Murphy & Associates to
discuss the marketing of the City's prescription drug plan.
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FINANCE & BUSINESS OPERATIONS

HUMAN RESOURCES
November 2021

SUMMARY OF PROJECTS, TRAINING & STAFF ACTIVITIES

Risk Management Committee meetings held November 3" and 17

Regular review of COVID guidelines

Reviewed four contracts/agreements for required insurance

Review and follow-up of two public events permits

Implementation continued with One Source The Background Company for employment

and tenant background reports for HR and Section 8.

e Recruitment/Employment tasks related to:

o FT positions: Administrative Supervisor, Code Enforcement Officer, Public Safety
Officer, and Public Safety Supervisor (Captain & Lieutenant)

o PT positions: Community Service Officer, Facility Assistant (Community Center),
Laborer, Library Assistant, Library Intern, Maintenance Worker, Office Assistant
(Tourism), and contracted Custodians

o Seasonal/Special Purpose/Misc. positions for City Administration, Community
Development, Public Safety, and Public Works departments (Public Admin. And
Public Safety Interns, Hearst Youth Instructor, Rec. Program & Childcare staff,
Rec. Front Desk Receptionist, Police Reserve, Paid On-Call Reserve, and
Seasonal Laborers)

e @ o o e

CIVIL SERVICE COMMISSION
* Preparations and follow up related to the November 3 meeting was completed
* A Public Safety Officer list was certified
* The Administrative Supervisor testing process and documents were approved

HUMAN RIGHTS COMMISSION
» Preparations for and follow up to the November 8™ meeting took place
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Finance and Business Operations
Information Systems Division
Monthly Report November 2021

Summary of projects, training and staff activities

® Work on the new dispatch software continues, training was attended

* We continue work on the new document management software, the migration out of the old
system is complete and we are currently moving documents into the new system. Integrated
with iseries Financial Screens looking up Invoices have been implemented. We met with a
business analyst to digitize our invoice approval process.

® We continue to work with the Davenport group to migrate Firehouse data into the LAMA
database for rental and commercial inspections. This will allow workflow and easier
communication between the inspectors and other departments.

® ACredit Card Data security training was implemented for those users that handle credit card
data.

® Public Works is installing new security cameras and staff ran new cabling to prepare for the
network for the cameras. IT Met with the vendor to do a final run through on the camera
locations.

®  We met with 2 UNI L.T. employees at Public Safety, to check out our Avigilon camera
system.

e City Hall Relocation project was started with acquiring hardware for community center
and the Parks Building, and disposing of old software and back up tapes.

Software Purchase/Installation/Upgrade Activities
® 43 software installations for 9 different departments
¢ Installed 3 new software for 2 departments
Equipment Purchase/Installation/Upgrade Activities/Repairs
° 18 new pieces of equipment purchased for 3 different departments and inventory.
® 3 new equipment installations for 3 different departments.
Problem Resolution Activities & Assistance Activties
e 71 problem resolution or assistant activities took place for 13 different departments.
Grapic Design Activities
¢ Hearst Center: Hearst brochure, miscellaneous postcards/posters/fliers, graphics assistance
* Tourism: Tour of Lights promo, miscellaneous changes to old files, dining brochure
* Recreation Center: Camp Cedar Falls logo, miscellaneous class fliers, camp t-shirt graphic
e Other: website and social media maintenance/graphics, business cards,
promotional/communications graphics, laminating, misc., press releases, wellness committee
graphic, HPC scavenger hunt, Currents
Channel 15 Programming Activities
® Cable TV Summary of projects
® This month we produced 5 public meetings, 4 high school sports productions, 6 new Sports
Talk shows and 2 UNI Athletics events.
® Aired 4 new Panther Sports Talk show and 4 University of lowa “The Heartland” show.
® Updated & added Community Calendar events to the Channel 15 Announcement
e Continued weekly encoding and programming of church services for Public Access.
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o Programmed CFU and Mediacom cable providers for Channel 15 and Public Access.

Updated & added Community Calendar events to the Channel 15 Announcements

Drone flights included:

New Cedar Falls High School Construction

Facility Upgrades

Continued with audio upgrades at the Community Center. Currently working to finish the

new speaker installation. Made really good progress installing 16 new speakers in the
Community Center and worked to re-wire speakers to get them working in zones.

Geographical Information Systems (GIS) Activities

GIS Summary of projects

Worked with EMA, county and vendor staff to begin building new dispatch system
Worked with Admin and county staff to discuss upcoming redistricting process
Worked with county, Waterloo and vendor staff to finalize 2022 aerial photo project
Worked with V&T staff to build a weh application for the annual tour of lights
Worked with Planning staff to build a web application to review items in the downtown
character district

Worked with ED staff to update plan for industrial park expansion

Worked with Parks staff to provide a list of private tree mailings

Completed 2 web and database projects for 2 different departments

Completed 5 different data requests for 4 different entities.

Provided 14 new maps for 6 different departments.

Attended training for redistricting process from the SOS

Created 10 new addresses.

Provided 10 new maps for 4 different departments.
Attended training for redistricting process from the SOS
Attended training for processing LiDAR to create 3D scenes
Created 14 new addresses.

Item 8.
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FINANCE & BUSINESS OPERATIONS
LEGAL SERVICES
November 2021

REPORT FROM SWISHER & COHRT - SAM ANDERSON, LUKE JENSON:

Traffic Court:
City Cases Filed: 85  (this number includes both City and State tickets)
Cases Set: 5 (Traffic) 0 (Code Enforcement)

Trials Held: 0 (Traffic) 0 (Code Enforcement)

REPORT FROM KEVIN ROGERS, CITY ATTORNEY

Review, Revise and Advise on 3 agreements

Draft bond ordinance amendments

Work on revised job classifications — public safety
Cemetery interment project

Monitor status of COVID-19 vaccination regulations

Item 8.
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FINANCE & BUSINESS OPERATIONS
PUBLIC RECORDS
NOVEMBER 2021

Public Records Activity

Staff prepared agendas, minutes and electronic packets for two Regular City Council
meetings and one Council Committee of the Whole meeting, one Planning & Zoning
Commission meeting and one Technical Review meeting. Meeting follow-up
communications, minutes and legal documents were drafted, processed and filed.

Licenses / Permits Processed & Issued

37  Pet licenses
1 Paw Park permits
1 Mobile Merchant license
0  Public Event permits
8  Liquor licenses and beer/wine permits

Responded to three (3) requests for public records.

Staff has been attending in-house planning and training sessions for the implementation
of a new financial system.

Staff has been cleaning out and imaging files in preparation of the City Hall Remodel
project.

Assisted citizens and election officials with voter registration and polling locations for the
November 2, 2021 Municipal Election and the November 30, 2021 Municipal Runoff

Election.

The unemployment rates for the month of October 2021 were 2.9% for the Waterloo-
Cedar Falls Metropolitan Area, 3.9% in lowa, and 4.3% in the U S.

Parking Activity

Met with lowa City staff to discuss parking facilities.

Enforcement
931  Parking citations issued.
$10,903.00 Citations paid.

Collection Efforts
$ 5,565.00 Collections from delinquent parking accounts.
$ 1,100.00 Vehicle immobilizations (221 vehicles).

Permits
$ 2,195.00 Parking permits issued (63).




FINANCE & BUSINESS OPERATIONS
LIBRARY & COMMUNITY CENTER

Item 8.

NOVEMBER 2021
Library Activity
Usage Statistics September 2021 October 2021 October 2020
Customer Count 9,761 10,818 4,688
Circulation 31,037 31,042 27,614
Event Attendance 906 1,640 2,110

Special events in November included the following:

® NaNoWriMo: Several writing events were held for National Novel Writing Month.

* lIsland of Misfit Toys: A workshop for youth and teens to turn used toys into new mash-up

creations.

* Fairy Tale Engineering: A STEAM challenge for children to design a bridge to support the

troll and the largest goal from the Three Bill Goats Gruff.

Community Center Activity

Programs at the Community Center included cards, billiards, senior fitness classes, line dancing,
and Walking Wednesdays walking club. Rentals in November included a stamp club, a family

party, and a band.
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Item 8.

PLANNING & COMMUNITY SERVICES DIVISION

MONTHLY REPORT
November 2021

MONTHLY MEETINGS:

Planning & Zoning Commission — A meeting was held on November 10, 2021

November 10, 2021 Meeting

Applicant Project Recommendation | Action Taken
Owner/Applicant: LG | Preliminary & Final Plat for Approval Approved
Companies, Creekside Luxury Condos

LLC(contract buyer) | (PP21-005 & FP21-002)

Owner/Applicant: LG | RP District Site Plan — Approval Approved
Companies, Creekside Luxury Condos

LLC(contract buyer) | (SP21-010)

Group Rental Committee — Meetings were held on November 2, and November 16, 2021.

Address Unit | Owner g_iﬁf; :::'le:y Approved for GRC BRHA
Brandon Ballenger/ K &B
1927 Clay Street 1 Property Rental LLC 4/ unit 4/unit 11/2/2021
2004 Franklin 1 Eric Myszua 3/unit 3/unit 11/16/2021
Pending
information for
1309 Tremont St 1 Ryan Case 4/unit review 11/16/2021
Pending
information for
1412 Rainbow St 1 Bryce Steiert 3/unit review 11/16/2021

Board of Rental Housing Appeals — No regular meeting was held in November, 2021.
Board of Adjustment ~ No regular meeting held for November.

Other Commissions, Board Meetings & Staff Liaison Responsibilities:

Date Notes/Actions
Bicycle and Pedestrian 11/2/2021 The Chair recapped the snow removal
Advisory Committee discussion for those that weren’t present in

October. The Committee will report
deficiencies through the snow season. The
conflict point at Waterloo Road and Utility
Parkway was discussed. Engineering staff is
looking into a solution and will present options
at the next Bike Ped meeting. Committee
membership has dropped off (with
resignations). Since there is no official
process for appointment, we'll have an opt-in
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Coliege Hill Partnership 11/08/2021
Historic Preservation 11/09/21
Commission

Housing Commission 11/09/21
Community Main Street N/A
Design Committee

Parking Committee — N/A

Downtown and College Hill
LAND USE INQUIRIES AND PERMITTING

for the new year and reduce the size of the
committee to only those that intend to
participate. The Chair will be putting together
the committee’s annual report for the
committee to review in the December meeting
and vote on in January.

Discussed Seerley Park improvements.
Feedback on public parking discussed. UNI
marketing presentation was provided by
Cassie Mathes, the new UNI rep on the
board.

The commission provided design updates on
the “Scavenger Hunt Event” on UNI campus.
The event is set to begin in 3" week of
November until 3" week of December.
Commission and public attendees expressed
their concerns about proposed demolition of
Alumni house and Honors Cottage on UNI
campus and talked about different ways in
which they could contribute to preserve these
buildings.

The Commission received an overview of the
Administrative Plan for Housing Choice
Voucher. The Commission made a
recommendation to Council to approve.

No meeting in November

No meeting in November

e 230 general inquiries, including walk-ins, and staff responses with information/assistance.

e 51 land use permits were issued.

OTHER PROJECTS FOR NOVEMBER INCLUDED:

e Bike Plan update project is ongoing. Staff completed the public outreach phase of the project
and is currently determining what the final map should look like based on public input.

» The Bicycle and Pedestrian Advisory Committee is in consideration to become an official
board or commission. Staff is preparing information to present to Council on the matter.

Resilience Plan draft under staff review.

Downtown zoning code approved at Council.

Working on additional grant applications for the Cedar River Recreation Project.
Flood Buyout process underway. Procuring new property appraisals.

Ongoing effort to address enforcement of rental paving ordinance.

Various enforcement actions related to zoning and rental code violations.
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ECONOMIC DEVELOPMENT:

 Continue ongoing discussions with several companies on potential business expansion
projects in the West Viking Road Industrial Park and Northern Cedar Falls Industrial Park.

o Continued coordination with consultant on design work for the expansion of the West Viking
Road Industrial Park.

» Met with a business that is potentially looking to relocate and expand in the Cedar Falls
Industrial Park.

* Participated in monthly call with IEDA and Quest Site Solutions in regards to Cedar Falls’
application for the Certified Site Program.

 Attended monthly Cedar Falls Economic Development Corporation board of directors
meeting.

e Met with the City’s engineering consultant and development team regarding a project in the
City's industrial park.

e Attended Prometheus Awards in Des Moines, hosted by the Technology Association of lowa.

¢ Sent out applications and press release for the FY23 Economic Development Grant Fund
Program.

¢ Attended Ribbon Cutting at Prairie Life Storage’s new location in the industrial park.

o Met Debi Durham and Beth Balzer with IEDA at a local manufacturing company to tour their
facility.

e Submitted SSMID application for downtown by Community Main Street to City Council for
approval.

CDBG

e City Council awarded Northeast lowa Food Bank, Exceptional Persons Inc, Pathways
Behavioral Services and Salvation Army $9,500 each to support Cedar Falls Residences
that are low to moderate income with the CDGB funds.

e Work with INRCOG on administering the funds for projects and services agencies based on
the recently updated Annual Action Plan.

e Continue to monitor sub-recipients of CARES ACT funds through the CDBG program.

e City Council approved the FYY 2020 CAPER.

HOUSING CHOICE VOUCHER PROGRAM

Waiting List 404 Rent Subsidies (HAP payments) $102,189
New Applications Taken 15 Utility Payments $ 1,925
Units under Contract 208 Admin Fees $ 13,856

Initial Vouchers Issued 5

Mover Vouchers Issued 2 Lease Up Goal 220

New Admissions 4

Ongoing

» New Admin Plan passed with Commission and Council.

» All active files have been scanned. Continuing to scan in terminated files.
¢ Added new landlords

» Issuing new vouchers/pulling from waitlist

ADD A DOLLAR REPORT
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There was 1 application received for utility assistance in November. The program paid out

Item 8.

$403.57 in utilities payments for an average of $403.57 per household. There was a balance

of $32,989.42 as of November 30, 2021.
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Recreation & Community Programs November Report 2021

Sincerely,

J.J. Lillibridge
Recreation and Community Programs Manager

15
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Recreation Center Revenue & Visits

Item 8.

Total Visits Total Revenue
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Recreation Programs

Fitness Classes Offered

Fitness Class Attendance

Personal Training Sessions
Massages

Kindergarten Basketball

1st & 2nd grade Girls Basketball

3rd & 4th grade Boys Basketball
Mon Mix Volleyball (16*#gms)

Wed Womens Volleyball (16*#gms)
Wed Mix Volleyball (16*#gms)

Adult Basketball Call Your Own (16*#gms)
Swim Passes Sold (Winter)

Open Rec Swim/Lap Swim Numbers
Aquatic Program Usage

Rentals

Prev. Month This Month Last Year

October

November 2020
| g | |
169 189 58
1427 1620 336
86 112 21
42 40 33
80 240 48
36 108 48
64 192 64
288 592 168
240 240 0
144 144 0
6 96 0
4 10 3
556 493 267
950 1397 716
3 0 5

17
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CEDAR FALLS TOURISM & VISITORS BUREAU
Monthly Report - November 2021

MEETINGS/CONVENTIONS/SPORTS

e Hosted over 52,000 spectators for IHSAA Football Semi-Finals and
Finals. Assisted with event volunteers, increased signage in
community, welcome video and provided grant funding.

e Hosted 4 conferences in November including lowa Thespian Festival.

e Sales staff secured 4 future conferences/events, sent 4 proposals,
generated 8 new leads, and continued Bring It Home outreach.

LEISURE

e Awarded $10,000 lowa Tourism Grant for spring digital marketing in
MN and WI.

o AARP named Cedar Falls a Best Place to Live and Retire Now.

e Completed fall themed digital advertising campaign. Kicked off Holiday
ad campaign.

e Organized and promoted Cedar Falls Tour of Lights.

e Work continued on the 2022 Cedar Falls / Waterloo Visitor Guide.

COLLABORATION

Item 8.

H

CEDAR FALLS

Promoted Cedar Falls Tour of Lights and IHSAA Football Playoffs on KWWL.

e
e Hosted active shooter training for hospitality partners.
e Published Hospitality Highlights newsletter x5 and Notify Me posts x4.
e Attended Cedar Valley Sports Commission meetings.
e Attended virtual lowa Travel Industry Partners committee meetings.
e Met with Community Main Street about potential collaborations.
e Assisted Cedar Trails Partnership with website updates.
e Assisted with City of Cedar Falls Wellness Committee Bingo Challenge.
November 2021 October 2021 (last mo.) | November 2020 (last year)
Visitor Center Traffic 335 504 264
Website Traffic 9,051 16,639 6,338
CedarValley365.com Users 975 1,132 1,214
Facebook - Visitor Center 9,118 9,099 8,978
Instagram 2,118 2,103 1,883
LinkedIn — B2B audience 344 335 n/a
Facebook — B2B audience 585 575 n/a
Digital Ad Campaign Impressions 299,303 1,872,179 n/a
Visitor Guide Distribution 406 966 514
Volunteer Hours 146 73 36

Respectfully Submitted,

Jennifer Pickar, Tourism and Cultural Programs Manager
18
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CEDAR FALLS CULTURAL PROGRAMS EE_: i ;
Monthly Report | November 2021 I R I *hearst ~
s o 4

« The Cedar Falls Public Art Committee conducted their annual “bus tour”
of sites for potential projects.

« Our education coordinator, Angie, worked with staff at the Waterloo
Center for the Arts on a collaborative community program, “Tiny Art
Quest.” This is our second year producing this program, which consists
of a treasure hunt for tiny works of art by local artists, hidden in parks
in Cedar Falls and Waterloo.

« In addition to regular Hearst offerings, the education team (Angie and
Ana) also hosted an outreach program at the community center, an on-
site special program for homeschool students, and two Northstar
Community Services workshops in November.

e Our ceramics tech, Claire, hosted a community workshop, 10 sessions
of wheel-throwing, 3 sessions of the Franken-stein workshop, and added
one new independent studio artist to the roster.

e In marketing, Abby coordinated the content and printing of our guarterly
rochure, Currents content, and several contracts for grant-funded

b ;

marketing including billboards and direct mail.

e The Hearst hosted a well-attended joint public reception for two
exhibitions, Diaspora of Meskwaki Creativity: works by Mary Young Bear,
Elleh Driscoll, and Dazegon Kapayou and Consequential Narratives:
Selected Work by Duane Slick. Additional public programs included three
“Author’s Festival” book talks, two lunchtime concerts, a Final Thursday
Readers Series event, and a performance by The Songbook Trio. Sheri
also coordinated two rentals in November.

the hearsl J2; Uz iz wp en
#nm, 90-u 18 p 1 - hano

e  Emily worked with Charles Matson Lume, artist and UW-Stout professor
of art, on his upcoming exhibition, titled hearing it get dark (for William V
Faulkner), set to open on December 10. Lume is an installation artist; the
show consists of everyday materials used to create reflected light. The
WCF Courier will publish a feature story on the exhibition in December.

¢ Heather and Emily visited the home of a collector and artist Dean
Schwarz to plan for a future collaboration, and worked with guest
curator and art/cultural historian Dr. Lenore Metrick-Chen on an
upcoming exhibition for February 2022.

¢ The Exhibitions and Collections Committee proposed the acquisition of
two works by Duane Slick for the Hearst Center Permanent Collection.
The proposal will be reviewed by the Art and Culture Board.
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e Heather hosted a senior at West High School for an afternoon job shadowing through Cedar
Valley Career Connections, and hosted 25 UNI students for a SMART Session discussion in the

galleries at the Hearst Center.

Images, top to bottom: Public Art
Committee group shot at the trail
underpass on Main Street | Instagram ad
for exhibition reception | Charles Matson
Lume exhibition in progress (join us for
the reception on Jan. 13) | artist and
collector Dean Schwarz at home | Public
reception festivities

Item 8.

Last Month This Month Last Year
Hearst Center Usage Statistics Oct FY22 Nov FY22 Nov FY21
In-Person and Virtual Attendance* 2108 **x*1850 1156
Off-site Ed/Outreach Encounters 1/8 1/18 0
Public Programs Offered** 8 7 4
Exhibition walk-in Viewers 310 196 148
Classes/Workshops Offered*** 17 7 4
Rentals/Birthday Parties 2/1 2/2 0
Volunteers/# of Hours 3/10 6/10.5 1/3
Facebook Views 40020 41008 24573
Facebook Followers 2583 2603 2274
Instagram Followers 956 972 607
Ads, videos, press releases, articles 5 4 3
Friends Members/new or renewed 289/8 313/86 273/6

*includes door counter, estimated garden attendance, and virtual program attendance. Does NOT include views of recorded
material; **includes on-site and virtual programs; ***includes themed take-home kits and virtual classes/workshops

=*+The door counter did not make a count for most of the month of November. We did have a count of 1124 while it was
functioning; however, we don’t know the period of the count. Our best assumption is that it stopped working mid-month. With that
considered, and the addition of the voters and general estimated traffic/holiday closures and gallery turn-over, we are estimating

attendance at 1850.

Respectfully submitted,
RIS

Heather Skeens, Cultural Programs Supervisor
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ENGINEERING DIVISION

PROJECT MONTHLY REPORT - NOVEMBER 2021

Item 8.

Contractor/
Type Project No. Project Description Status Budget Developer
Streets RC-000-3185 2020 Street Construction Street Repair Final Out Remains $3,385,340.30  |Engineering Division  PCI
Streets RC-000-3272 2021 Street Construction Street Repair Final Out Remains $4,030,000.00 |Engineering Division  PCI
Streets RC-000-3171 Cedar Heights Drive Reconstruction Street Repair Construction Underway $6,000,000 Snyder
Flood FL-033-3088 Cedar River Safety & Recreation Recreation Design $50,000 Engineering Division
. . Study and Design IDOT/AECOM
Streets SY-000-3009 Highway 58 Corridor Study Greennill Road to HWY 20 Report Complete $2,500,000 Engineering Division
Streets RC-000-1963 W. 1st Street Reconstruction Reconstruction Construction Underway $6,500,000 Engineering DN!S'O”
Snyder & Associates
Bridge BR-106-3215 Olive Street Box Culvert Box Culvert Design $1,160,000 AECOM
Streets MC-000-3206 Center Street Street Scape Recon Design TBD Englneelggnglwsmn
Storm Water ST-077-3146 Clay Street Park Storm Water Final Out Remains $273,000 Snydelr/Folh/
Benton's S&G
Storm Water ST-115-3147 University Ave Biocell Storm Water Design $108,647 Engineering Division
Downtown Street-Scape & . Winler Pause Until Next Snyder
i RC-000-3242 Reconstruction Phase Il NS oD Construction Season S2550000 K. Cunningham
Storm Water ST-000-3225 2020 Permeable Alley Storm Water Completed $2,291,000 EngmeBeerrl]r:gnIE:wsmn
Streets RC-059-3196 12th Street and Walnut Reconstruction Final Out Remians $1,019,448 Engineering Division  PC!
Streets SY-000-3229 27th Street Improvements Reconstruction Design TBD Engineering Division
Sidewalk SW-000-3223 2021 Sidewalk Infill and Trails Sidewalks & Trails Construction Underway TBD Engineering Division
Sidewalk RT-000-3217 2021 CDBG INFILLS Trails Construction Underway $181,492 OEL/Engineering Division
Streets RC-362-3212 Meaiking Indu;:;z;l Park & Viking Reconstruction Design TBD Snyder
Stabilization MC-091-3218 Mandalay Slope Stabilization Slope Stabilization Punch List Remains TBD Snyder
Sanitary SA-002-3182 Oak Park Sanitary Sewer Sanitary Sewer Design TBD Water Reclamation/ Snyder
Streets SC-000-3234 2020 Seal Coat Street Repair Final Out Remains $250,000 Engineering Division
Streets SC-000-3272 2021 Seal Coat Street Repair Design $150,000 Engineering Division
Streets RC-293-3172 Ridgeway Avenue Street Repair Complete $1,862,134 Engineering Division  PCI
Parking TBD College Hill Parking Resurfacing Preliminary Design TBD Engineering Division
Streets RC-173-3228 il Boad iy Reconstruction Contracts to Council TBD Shive Haltery
Intersection Improvements
Streets RS-000-3243 2020 CFU Street Patching Project | Street and Sidewalk Repair Completed $367,039 Engineering Division/CFU

21
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ENGINEERING DIVISION

SUBDIVISION MONTHLY REPORT - NOVEMBER 2021

Item 8.

Contractor/
Project No. Project Title Description Status Budget Developer
SU-442-3165 Autumn Ridge 10th Addition New Subdivision Construction Underway BNKD Inc./CGA
SU-413-3199 iciracesTEWeRIGIenghEw New Subdivision Final Out Remains | =rmeeees New Aldea/Fehr Graham
Aldea West Campus
SU-454-3257 Wild Horse 5th Addition New Subdivision Construction Underway | - — CGA
SU-445-3021 Greenhill Village Estates New Subdivision Final Out Remains | -——— 25 iieisonlCansiniclignld
Development
MC-000-3011 River Place Addition New Subdivision Final Out Remains Kittrel/AECOM
SU-330-3151 Arbors Fourth Addition New Subdivision Maintenance Bond Skogman/CGA
SU-442-3121 Autumn Ridge 8th Addition New Subdivision Maintenance Bond e BNKD_Inc. .
Shoff Engineering
SU-282-1904 Gateway Business Park New Subdivision Maintenance Bond =~ | e Shive Hattery.
Baker Construction
SU-345-3186 Park Ridge Estates New Subdivision Maintenance Bond . Brla%\é\lrgert
$U-379-3207 Pheasant Hollow 7th Addition New Subdivision Maintenance Bond CGA
SU-197-3134 Prairie Winds 4th Addition New Subdivision Maintenance Bond S Bna%\é\l:gen
SU-168-3187 Prairie Winds 5th Addition New Subdivision Maintenance Bond | - B”a%\g’x‘ge”
SU-173-3138 Sands Addition New Subdivision Maintenance Bond | -——- Jim Sands/VJ
SU-217-3193 Western Homes 9th Addition New Subdivision Maintenance Bond | - Claassen/Western Homes
SU-445-3020 Wild Horse 4th Addition New Subdivision Maintenance Bond | - Skogman/CGA
SU-440-3239 Autumn Ridge 9th Addition New Subdivision Preliminary Plat s CGA
SU-184-3160 Greenhill¥illage New Subdivision Preliminary Plat Panther Farms/CGA
Townhomes H
SU-182-5722 Panther West - 1st Addition New Subdivision Preliminary Plat Panlher Farms/CGA
TBD West Fork Crossings New Subdivision Preliminary Plat ISG
TBD West Village Townhomes New Subdivision Preliminary Plat | —x Panther Farms/CGA

22
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ENGINEERING DIVISION
COMMERCIAL CONSTRUCTION MONTHLY REPORT - NOVEMBER 2021
SwPPP Detention :
Project Description Developer/ Engineer | Project Status
g P Status Calcs Status P 9 /
918 Viking Road 918 Viking Road Under Review Approved Final Out Remains Active
Creekside Condos ————— Under Review Approved Fehr Graham Engineering Under Review
Ridge Development Dupaco CCU : "
126 Brandilynn Blvd Approved Approved CGA Active
River Rec Area and Bank
Improvements ——— Under Review Approved City of Cedar Falls Under Review
Trinity Bible Church Additi
rinity Bible Churc Hon 125 Orchard Drive Approved Approved VJ Engineering Completed
Willow Falls Addition ) . VJ Engineering .
Bluegrass Circle Under Construction Approved Brent Dahlstrom Active
Greenbhill Village Estates 4705 Algonquin Drive Approved Approved Axiom Active
Aldi's Grocery Store Brandilynn Boulevard Approved Approved Fehr Graham Engineering Active

23
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Department of Public Works
Operations and Maintenance Division
Monthly Report for November 2021

Streets Section:

Street sweeping operations took place throughout the month

Ninety (90) service requests were completed for leaf vacuum collection
Permanent repair was completed on a pavement cut on Newman Ave.
Continued training and preparation for snow and ice control

Installed drift prevention snow fence in several outlying areas
Replaced a storm water intake at 10™ & Washington St.

Traffic Operations:

156 traffic control signs were repaired or replaced

27 minor upgrades were made to signalized intersections

Performed three (3) One Call locates at signalized intersections

Assisted installation of security cameras at 2200 Technology Parkway
Replaced failed vehicle detection at 18" & Main

Coordinated installation of irrigation pump at Pheasant Ridge Golf Course

Fleet Maintenance:

979 transactions were recorded through the City’s fuel dispensing sites
Used 13,641.5 gallons of fuel (5,866.5 ethanol, 7,775 diesel)

125 work orders were processed through the fleet section for the month
Completed winter equipment preparation

Completed winterizing and storage of summer use equipment

Public Buildings:

Prepared public buildings for winter Cleaned gutters, scuppers and placed deicing material

Prepared locations for temporary occupancy.
Installed new furnace at the transfer station

Parks

e  Winterized water systems and other items in City parks and public areas

e Removed docks from water at Island Park and Big Woods Lake

e Planted 13 trees in Fairview Cemetery

e Aerated ball fields at Birdsall and Pfeiffer Parks

e Removed ash trees from city buyout property
Cemetery:

e Performed eleven(11) interments — Two (2) Saturday services

e Seven (7) space sold in Greenwood Cemetery, two (2) in Fairview Cemetery
Refuse:

647 tons of residential solid waste was collected. Total of 635 three yard container dumps were

recorded. Crews responded to 82 residential bulk item collections
Crews collected 220 tons of yard waste from curbside cart collection

The Transfer Station hauled 73 loads of solid wasted to the Black Hawk County Landfill totaling

1,024 tons.

A total of 127 tons of household recyclable gpaterial was collected during the month

69 tons of scrap, tires, appliances and electronic recyclables was collected.

Item 8.
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DEPARTMENT OF PUBLIC WORKS
WATER RECLAMATION DIVISION
MONTHLY REPORT - NOVEMBER 2021

PLANT OPERATIONS

Plant performance for November was very good with all permit requirements being met.

The ultraviolet disinfection process is not required after November 15" annually. We
began the shutdown of the system the week of the 15", During winter months,
maintenance and repair work is conducted in preparation for the next year’s startup.

BIOSOLIDS

We were able to deliver 160,000 gallions of liquid biosolids to fertilize local area farm
fields during the month. An additional 145,000 gallons of material were processed

through our belt filter press.

There were 4.6 tons of gritty, inorganic materials hauled to the landfill during November.

INDUSTRIAL WASTE PRETREATMENT PROGRAM

An annual scheduled inspection was conducted at the UNI power plant. An
unscheduled inspection was conducted at Standard Golf. No violations were found.

SEWER COLLECTION SYSTEM - CALLS AND SERVICE

We received 465 sewer locate requests from the lowa One Call system, 120 of which
were pertinent and required marking by our field staff.

There were four sewer service calls received in November, none of which involved a
problem in the city’s main or a sanitary sewer overflow. There were no lift station alarm

calls for the month.

Crews cleaned 2,000 feet of sanitary sewer lines in November. This brings our total
mileage for the year to 27.

We inspected 450 feet of sanitary sewer lines with our televising unit. This brings our
total mileage for the year to 4.2.

25
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CEDAR FALLS POLICE

Item 8.

DEPARTMENT OF PUBLIC SAFETY

MONTHLY REPORT
NOVEMBER 2021

Police Statistics First Shift Second Shift  Third Shift 500 ] )
Calis for Service 431 464 230 400 = First Shift
Traffic Stops 74 153 78 300 m Second Shift
Arrests 20 23 30 200 L .
Accidents 33 38 7 100 | Vil S
0 :
CEDAR FALLS FIRE Police Calls for Service
Fire Statistics Blue Shit ~ Green Shift ~ Red Shift % 7 B Siomd
Calls for Service 56 49 71 60 +———
Fire 2 0 2 ) ‘ Green Shift
Resque/MedlcaI 38 38 49 | 3 ® Red Shift
Service Call 3 2 3 20 - ;
Good Intent 5 3 5 ) | it
False Alarm/Call 2 4 10 . .
- Fire Calls for S
Hazardous Condition 6 2 2 s Sl DRSS
POLICE CALLS FOR SERVICE
. Jan | Feb | Mar |Apr | May |[Jun | Jul Aug | Sep | Oct | Nov | Dec
Type of Incident (Monthly) | 1" | o1 | og |91 |21 |21 |21 |21 |21 [21 [21 |21
Group A Serious Crimes 82 116 | 147 | 103 | 110 79 127 | 113 94 160 95
Group B Other Crimes 44 | 53 | 89 | 80 | 52 | 48 | 55 | 40 | 22 | 50 | 33
Traffic Accidents 91 169 59 61 69 92 68 70 91 103 84
Other Calls 1645 | 1262 | 1393 | 1448 | 1362 | 1432 | 1432 | 1461 | 1236 | 1325 | 1170
CFS Totals 1862 | 1600 | 1688 | 1692 | 1593 | 1651 | 1682 | 1684 | 1443 | 1638 | 1382
Type of Incident (per year) 2013 2014 2015 2016 2017 2018 2019 2020 2021
Group A Serious Crimes 1366 15670 1468 1469 1702 1467 1437 1407
Group B Other Crimes 763 620 674 579 613 683 661 565
EEIACCHISHLS 782 | 708 | 734 | 790 | 720 | 774 | €13 | 228
Other Calls 18,958 | 15,421 | 13,828 | 12,573 | 13,244 | 13,936 | 14,819 | 14,590
CFS Totals 21,869 | 18,319 | 16,704 | 15,411 | 16,279 | 16,860 | 17,530 | 16,790
FIRE RESCUE CALLS FOR SERVICE
. Jan | Feb | Mar | Apr | May | Jun | Jul Aug | Sep | Oct | Nov | Dec
TypeofIncident  (Monthly) | ;1 | " |01 |91 |91 |21 |21 |21 |21 [21 |21 |21
Medical & Rescue 124 | 105 | 113 | 104 | 122 | 133 | 137 | 151 | 139 | 140 | 125
Cancelled, False Alarms, 41 | 29 | 35 | 25 | 41 | 44 | 42 | 44 | 36 | 47 | 29
Good Intent
Fire, Heat, Hazard, Weather
Related & Other 20 22 22 32 35 27 27 28 27 20 22
Totals 185 | 156 | 170 | 161 198 | 204 | 206 | 223 | 202 | 207 | 176
Type of Incident (per year) 2013 2014 | 2015 | 2016 | 2017 | 2018 2019 | 2020 | 2021
Non-Medical CFS 1052 948 840 911 900 772 841 783
Rescue / EMS Related 1049 1051 1367 1570 1437 1022 1272 1328
Totals 2101 1999 2207 2481 2337 1794 2113 2111
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POLICE STATISTICS: November 2021

Group A Crimes
Kidnapping/Abduction
Forcible Rape/Sodomy/Fondling
Robbery
Assault
Arson
Extortion/Blackmail
Burglary/B&E
Theft 3
Motor Vehicle Theft
Counterfeit/Forgery
Fraud
Embezzlement
Stolen Property
Vandalism
Drug Offenses
Porno/Obscene Material
Op/Pro/Asst. Gambling
Weapon Law Violation

NO U 0OOWOROOO® =N =

Group B Crimes
Bad Checks 0
Disorderly Conduct 3
Driving Under Influence 6

Drunkeness 8
Non-Violent Family Offense 0
Liquor Law Violation 0
Runaway 1
Trespassing 1
All Other Offenses 14

Group A Total: 95
Group B Total: 33
Total Reported Crimes: 128

Traffic Accidents
Fatality 0
Personal Injury 0
Hit and Run 0
Property Damage 103
Parked Vehicle 0
Total reported Accidents 84

Driving Offenses

Driving While License Barred 0
Driving While Denied/Cancelled/Suspended/Revoked 0
Eluding 0
Total Driving Offenses 0
Alcohol/Tobacco Violations 0
Calls for Service 1,382

Total Arrests 27 73

Total 2021

2
33
6
126
1

4
108
517
41
41
81

1

"
126
109

16

34
102

130
28
15
24

230

1131

533
1,664

22
396

511

10
20

103

17,915
762
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Item 8.

Cedar Falls Public Safety

Grid Map
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Cedar Falls Public Safety Experience Survey
(November)

Cancelled, False
Alarms, Good
Intent
2%

Fire, Heat, Hazard,
Weather Releated
1%

! FIRE ! POLICE
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Item 9.

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, Police Chief
Date: December 27, 2021
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) Second State Brewing Company, 203 State Street, Class B beer & outdoor service
- renewal.

b) Wild Hare American Bar and Grill, 2512 Whitetail Drive, Class C liquor & outdoor
service - renewal.

c) Tobacco Outlet Plus, 4116 University Avenue, Class E liquor - renewal.
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Item 10.

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: December 21, 2021

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 10.

S U MMARY P L A N
D 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

DRAFT

Group Effective Date: 7/1/2021
Plan Year: July 1
Coverage Code: 6M8
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Item 10.

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.

DRAFT

Group Effective Date: 7/1/2021
Plan Year: July 1
Print Date: 9/9/2021

Coverage Code: 6M8
Form Number: Wellmark SD Grp (TPA) Version: 01/21

Wellmark.com
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About This Summary Plan Description

Item 10.

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 DRAFT

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_ 0121 1 6M8
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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 10.

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, IA 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, |A 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 pursuanfat}) 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.

6M8
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Item 10.

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 Igggigally 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.

Form Number: Wellmark SD Grp (TPA)/WYP_ 0121 3 6M8
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What You Pay

Payment Details

Deductible

This is a fixed dollar amount you pay for
covered services in a benefit year before
medical benefits become available.

The family deductible amount is 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.

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 relat@ R A

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.

6M8

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

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.

A member will not be required to satisfy
more than the single out-of-pocket
maximum.

ever, 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 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.

Form Number: Wellmark SD Grp (TPA)/WYP_ 0121
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What You Pay

Waived Payment Obligations

Some payment obligations are waived for the following covered services.

Item 10.

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.
NI A
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).** Deductible
Coinsurance

Form Number: Wellmark SD Grp (TPA)/WYP_ 0121 5
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What You Pay

Item 10.

Covered Service Payment
Obligation
Waived

Preventive care, items, and services,* 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.***
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 memb@;R(AvﬁTom 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.

6M8
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Item 10.

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 gr: m and any prior group health plans
sponsored by your employer or group Spﬁ drlln'

inistered by Wellmark Blue Cross and

Blue Shield.
K=3
<
5l £ 5
@ o ®
Category S| S| % | Benefits Maximums
o o 1)
o Z| »
Acupuncture Treatment o| M
Allergy Testing and Treatment ® 11
Ambulance Services ® 11
Anesthesia ° 12
Autism Treatment ° 12
Applied Behavior Analysis (ABA) services for the treatment of
autism spectrum disorder for children age 18 and younger:
m  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 ® 13
Chemical Dependency Treatment ° 13
Chemotherapy and Radiation Therapy ® 13
Form Number: Wellmark SD Grp (TPA)/AGC_ 0121 7 6M8
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At A Glance — Covered and Not Covered

Item 10.

K=}
Qo
ol £ 5
@ o ©
Category S| Q| % | Benefits Maximums
o o 1)
ol 2| &
Clinical Trials - Routine Care Associated | ® 13
with Clinical Trials
Contraceptives ° 14
Conversion Therapy o |14
Cosmetic Services o | 14
Counseling and Education Services ° 14
Dental Treatment for Accidental Injury ° 14
Dialysis ® 15
Education Services for Diabetes and ® 15
Nutrition
Emergency Services 16
Fertility and Infertility Services 16
$15,000 per lifetime for infertility transfer procedures.
Genetic Testing o 16
Hearing Services (related to an illness or | ® 16
injury)
Home Health Services ® 16
E> R /Q&;IF Ty benefit for short-term home skilled nursing services
I not'exceed Wellmark’s daily maximum allowable fee for
skilled nursing facility services.
Home/Durable Medical Equipment L4 17
Hospice Services ° 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
Motor Vehicles o | 21
Musculoskeletal Treatment ® 21
12 visits per benefit year for massage therapy.
Nonmedical or Administrative Services o | 21
Nutritional and Dietary Supplements ° 22
Occupational Therapy ° 22
Orthotics (Foot) o |22
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At A Glance — Covered and Not Covered

Item 10.

o
<
ol £ 5
@ o| ®©
Category S| Q| % | Benefits Maximums
o o 1)
o Z| »
Physical Therapy ° 22
Physicians and Practitioners 23
Advanced Registered Nurse ) 23
Practitioners
Audiologists { 23
Chiropractors ) 23
Doctors of Osteopathy ] 23
Licensed Independent Social Workers | @ 23
Medical Doctors { 23
Occupational Therapists ° 23
Optometrists ° 23
Oral Surgeons ] 23
Physical Therapists ] 23
Physician Assistants o 23
Podiatrists ] 23
Psychologists ] 23
Speech Pathologists [ ) 23
Prescription Drugs ® 23
Preventive Care ° ﬁ
E> /B(\E:nd care until the child reaches age seven.
One routine physical examination per benefit year.
One routine mammogram per benefit year.
Prosthetic Devices ° 25
Reconstructive Surgery L4 25
Self-Help Programs |25
Sleep Apnea Treatment L4 25
Social Adjustment |25
Speech Therapy ° 25
Surgery o 26
Telehealth Services ° 26
Temporomandibular Joint Disorder ® 26
(TMD)
Transplants ° 26
Travel or Lodging Costs o |26
Vision Services (related to anillnessor | @ 27
injury)
Wigs or Hairpieces ° 27
One wig or hairpiece per lifetime.
[ ) 27

X-ray and Laboratory Services

Form Number: Wellmark SD Grp (TPA)/AGC_ 0121
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3. Details - Covered and Not Covered

Item 10.

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_ 0121

DRAFT *

— 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.

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 non-emergency 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 6M8
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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

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

Item 10.

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.

of being a passenger in a private Vehlﬁ R A FBT
. nefits Maximum:

m  Professional ground ambulance roun
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, non-emergency 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.

Anesthesia

Covered: Anesthesia and the
administration of anesthesia.

6M8

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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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;

Item 10.

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 41.

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

tr

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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121

atment 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

13 6M8
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standards of care for a particular
diagnosis.

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:

m  Community-based services or services of
volunteers or clergy.

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

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

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.

See Also:

Not Covered: Conversion therapy SemﬁR A FGquetic Testing later in this section.

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.

Counseling and Education
Services
Covered:

m Bereavement counseling or services.

m  Family or marriage counseling or
services.

6M8

Education Services for Diabetes and
Nutrition later in this section.

Mental Health Services later in this section.

Preventive Care later in this section.

Item 10.

Dental Services
Covered:

m  Dental treatment for accidental injuries
when all of the following requirements
are met:

— Initial treatment is received within
12 months of the injury.

— Follow-up treatment is completed
within 24 months.

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
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management in the dental office has
been ineffective and requires dental
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) 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 th

Item 10.

m Injuries associated with or resulting
from the act of chewing.

m  Maxillary or mandibular tooth implants
(osseointegration) unrelated to
accidental injuries or abnormal changes
in the mouth due to injury or disease.

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 and Nutrition

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.

mouth due to injury or disease of the b RA FFHE state-certified diabetic education

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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121

program helps any type of diabetic and his
or her family understand the diabetes
disease process and the daily management
of diabetes.

You are also covered for nutrition education
to improve your understanding of your
metabolic nutritional condition and provide
you with information to manage your
nutritional requirements. Nutrition
education is appropriate for the following
conditions:

Cancer.

Cystic fibrosis.
Diabetes.

Eating disorders.
Glucose intolerance.
High blood pressure.
High cholesterol.
Lactose intolerance.

Malabsorption, including gluten
intolerance.

m  Morbid obesity.
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m  Underweight.

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

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

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.

Item 10.

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

with Out-of-Network Providers and they D R AFTStandardS (for example, family

may not accept our payment arrangemen
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 49.

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:

®  $15,000 per lifetime for infertility
transfer procedures.

6M8

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.

Hearing Services
Covered:

m  Hearing examinations, but only to test
or treat hearing loss related to an illness
or injury.

Not Covered:

m  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.
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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.

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

Item 10.

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
administration.

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:

m Custodial home care services and
supplies, which help you with your daily
living activities. This type of care does

Organizations (JCAHO) or a MedicarD RAFTnot require the continuing attention and

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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121

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.

m  Extended home skilled nursing.

Home/Durable Medical
Equipment

Covered: Equipment that meets all of the
following requirements:

m  The equipment is ordered by a provider
within the scope of his or her license and
there is a written prescription.

m  Durable enough to withstand repeated
use.
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m  Primarily and customarily
manufactured to serve a medical
purpose.

m  Used to serve a medical purpose.

m Standard or basic home/durable
medical equipment that will adequately
meet the medical needs and that does
not have certain deluxe/luxury or
convenience upgrade or add-on features.

In addition, we determine whether to pay

the rental amount or the purchase price

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 (Foot) later in this section.

Prosthetic Devices later in this section.

Item 10.

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.

6M8

DRAF

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.

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

or 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
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Item 10.

description, or call the Customer Service m  Routine foot care, including related
number on your ID card. services or supplies, except as described

Urgent Care Center. This type of under Covered.

facility provides medical care without an

appointment during all hours of Inhalation Therapy
operation to walk-in patients of all ages Covered: Respiratory or breathing
who are ill or injured and require treatments to help restore or improve
immediate care but may not require the breathing function.
services of a hospital emergency room.
Maternity Services
Not Covered:
Covered: Prenatal and postnatal care,
m Long Term Acute Care Facility. delivery, including complications of
m  Room and board provided while a pregnancy. A complication of pregnancy
patient at an intermediate care facility refers to a cesarean section that was not
or similar level of care. planned, an ectopic pregnancy that is
See Also: 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

Chemical Dependency Treatment earlier in
this section.

Mental Health Services later in this section. include conditions requiring inpatient
hospital admission (when pregnancy is not
Illness or Injury Services terminated) whose diagnoses are distinct

from pregnancy but are adversely affected
by pregnancy or are caused by pregnancy.

m Services or supplies used to treat any ) _
bodily disorder, bodily injury, diseasel,:) RA I'_Il;lzccordance with federal or applicable

Covered:

or mental health condition unless state law, maternity services include a
specifically addressed elsewhere in this minimum of:
section. This includes pregnancy and m 48 hours of inpatient care (in addition to
complications of pregnancy. the day of delivery care) following a
m  Routine foot care related to the vaginal delivery, or
treatment of a metabolic, neurological, m 96 hours of inpatient care (in addition to
or peripheral vascular disease. the day of delivery) following a cesarean
Treatment may be received from an section.
approved provider in any of the following A practitioner is not required to seek
settings: Wellmark’s review in order to prescribe a
= Home. length of stay of less than 48 or 96 hours.
a Inpatient (such as a hospital or nursing The attending practitioper, in consultation
facility). with the mother, may discharge the mother

or newborn prior to 48 or 96 hours, as

m  Office (such as a doctor’s office). applicable

m  Outpatient. )
Coverage includes two follow-up

Not Covered: . . .
postpartum home visits by a registered
= Long term acute care services typically nurse (R.N.). This nurse must be from a
provided by a long term acute care home health agency under contract with
facility. Wellmark or employed by the delivering
m  Room and board provided while a physician.

patient at an intermediate care facility

.. If you have a newborn child, but you do not
or similar level of care.

add that child to your coverage, your
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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.

See Also:
Coverage Change Events, page 55.

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 purchased from a covered
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

6M8

non-essential features, such as motor-
driven chairs or bed, electric stair chairs
or elevator chairs, or sitz bath;

m [tems 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;

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.

Also:

D RA I:I’s{igme/Durable Medical Equipment earlier

in this section.
Orthotics (Foot) later in this section.

Prosthetic Devices later in this section.

Item 10.

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
benetfits, 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, except as otherwise provided
in this summary plan description.
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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:

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.
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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.

See Also:

Chemical Dependency Treatment and
Hospitals and Facilities earlier in this
section.

Item 10.

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

DRAI—_C ered:

m  QOutpatient nonsurgical treatment of
ailments related to the musculoskeletal
system, such as manipulations or related
procedures to treat musculoskeletal
injury or disease.

m Massage therapy.

Benefits Maximum:

m 12 visits per benefit year for massage
therapy.

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
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billed separately, and any services or
supplies that are nonmedical.

Nutritional and Dietary
Supplements
Covered:

=  Nutritional and dietary supplements
that cannot be dispensed without a
prescription issued by or authorized by a
licensed health care practitioner and are
prescribed by a licensed health care
practitioner 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  Food products.

m  Grocery items or food products that are
modified for special diets for individuals
with inborn errors of metabolism butD
which can be purchased without a
prescription issued by or authorized by a
licensed healthcare practitioner,
including low protein/low phe grocery
items.

m  Herbal products.

m  Fish oil products.

m  Medical foods, except as described
under Covered.

m  Minerals.

m  Supplementary vitamin preparations.

m  Multivitamins.

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
medical condition that requires
hospitalization.

m  Occupational therapy performed for
maintenance.

m  Occupational therapy services that do
not meet the requirements specified
under Covered.

Item 10.

Orthotics (Foot)

Covered: Orthotics training.

RA FN-I)-t 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.

6M8

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 or
habilitation 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.
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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.

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

the Towa 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.
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Podiatrists.

Psychologists. Psychologists must
have a doctorate degree in psychology
with two years’ clinical experience and
meet the standards of a national
register.

Speech Pathologists.
See Also:
Choosing a Provider, page 35.

Item 10.

Prescription Drugs
Covered:

m  When you are an inpatient or outpatient
of a facility.

m  Any state sales tax associated with the
purchase of a covered prescription drug.

Prescription drugs and medicines that may

be covered under your medical benefits

include:

Drugs and Biologicals. Drugs and
biologicals approved by the U.S. Food

AFTand 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.

m  Medication Therapy Management
(MTM) when billed separately.

m  Prescription drugs or pharmacy durable
medical equipment devices that are not
FDA-approved.

m Insulin.
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m Prescription drugs and devices used to
treat nicotine dependence.

m  Prescription drugs other than as stated
earlier in this section.

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.

Notification Requirements and Care
Coordination, page 41.

Preventive Care
Covered: Preventive care such as:

m Breastfeeding support, supplies, and
one-on-one lactation consultant
services, including counseling and
education, provided during pregnanc
and/or the duration of breastfeeding b
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

6M8

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
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

R AFTlimited 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.
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m  Group lactation consultant services.
See Also:

Hearing Services earlier in this section.

Vision Services later in this section.

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
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 includi@ R A

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 (Foot) earlier in this section.

Item 10.

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.

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.

Sleep Apnea Treatment

Covered: Obstructive sleep apnea
diagnosis and treatments.

Not Covered: Treatment for snoring
out 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.

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
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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
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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

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 ID R A

delivered in accordance with applicable 1
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: Routine dental services,
dental extractions, dental restorations, or

orthodontic treatment for
temporomandibular joint disorders.

6M8
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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.

Charges related to the donation of an organ
are usually covered by the recipient’s

ical 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 45.

Travel or Lodging Costs
Not Covered.
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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
extraction or when the underlying
diagnosis is a corneal injury or disease.

m  Routine vision examinations.
DRAFT

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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121 27 6M8 115




DRAFT

Item 10.

116




Item 10.

4. General Conditions of Coverage,
Exclusions, and Limitations

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 published Medical and
Drug Policies as determined
applicable by Wellmark; or

— Credible scientific evidence
published in peer-reviewed medical
literature generally recognized by
the relevant medical community; or

— 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

Wellmark’s medically necessary analysis D R AFTservice or sequence of services at least as

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 satisfies all of
the following criteria:

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
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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
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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
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 p R A

that the person who receives services mu
meet requirements for member eligibility.
See Coverage Eligibility and Effective Date,

page 51.

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

6M8

whether a service, supply, device, biological
product, or drug is considered
investigational or experimental is applied to
medical, surgical, mental health, and
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.

FI‘TFse 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:
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— The provider informs you in writing
before rendering the services that
Wellmark determined the services to
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
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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.

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.

orkers’ Compensation

You are not covered for services or supplies
for which we learn or are notified by you,
your provider, or our vendor 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
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not exclude coverage for such illness or
injury if you are exempt from coverage
under Iowa’s workers’ compensation
statutes pursuant to Iowa Code Section 85.1
(1)-(4), unless you or your employer has
elected or obtained 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.

Wellmark Medical and Drug Policies
Wellmark maintains Medical and Drug
Policies that are applied in conjunction with
other resources to determine whether a
specific service, supply, device, biological
product, or drug is a covered service under
the terms of this summary plan description.
These policies are hereby incorporated into
this summary plan description. You may
access these policies along with supporting
information and selected medical references
through our website, Wellmark.com.

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 If a 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

6M8

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
denied. 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
requirements. See Notification
Requirements and Care Coordination,
page 41.

m 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

D R AFTAppeals 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 41.
m  The type of provider you choose can

affect your benefits and what you pay.
See Choosing a Provider, page 35, and
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Factors Affecting What You Pay, page
47. 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.

DRAFT
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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.
Which provider type you choose will affect
what you pay.

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

Providers are independent contractors and
are not agents or employees of Wellmark
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

or Out-of-Network. If you are unable to LD RA I'_?Tipment suppliers, and other
11

utilize a PPO Provider, it is usually to yo
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 47.

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.

Form Number: Wellmark SD Grp (TPA)/CP_ 0121

ependent 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

Participating
Out-of-Network

PPO

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* | Yes* | No

*If you visit a PPO or Participating 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,

6M8

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.

A en you receive covered services from
P

O 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 41. 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

Item 10.

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 are described in the follov@R A I-_(a)l;r;ngements with your healthcare provider

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.

Form Number: Wellmark SD Grp (TPA)/CP_ 0121

rovider 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

Item 10.

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

special negotiated payment to determine ElRAFn essary.

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

6M8

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 69.
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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
www.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.

Form Number: Wellmark SD Grp (TPA)/CP_ 0121
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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-

twork 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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Choosing a Provider

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.D R AFT

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 49.

6M8 40
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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 gsignated one, may appeal a denial of
benefits resulting from these notification ntd and care coordination programs. See

Appeals, page 79. Also see Authorized Representative, page 87.

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 ) . . cpe s

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:

m  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.
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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:

= 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.

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.

Noffiagtign

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.

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.

6M8
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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 Bwﬂﬂterq'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 Precergcation and Notification earlier in this section.
[ AT

LJIT\NM\T 1

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.

6M8
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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
Responsible

You, your physician, and the health care facility can work with Wellmark’s
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 se r¢m 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.
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7. Factors Affecting What You Pay

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

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.

m  Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and

cases (e.g., adding your spouse to your
3 5y P ’ D RAFTLimitations, page 29.

coverage) the benefit year would continu
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.

Form Number: Wellmark SD Grp (TPA)/YP_ 0121

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

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

Participating Providers. Pharmacies

arrangement amount for covered serviceéD R A I'_Slfrﬁld Plans have contracting relationships
wil

after the following amounts (if applicabl
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 36.

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.

6M8

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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Factors Affecting What You Pay

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:

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 36.

Wellmark does not make claim
payments directly to these providers.
You are responsible for ensuring that
your provider is paid in full.

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,

ding negotiated fees. These payment

arfangements usually result in savings.

The savings from payment arrangements
and other important amounts will appear on
your Explanation of Benefits statement as
follows:

49

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.

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;

6M8
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amounts in excess of a benefit
maximum, benefit year maximum, or
lifetime benefits maximum; 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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except to the extent of any amounts you may
owe.

DRAFT

50 Form Number: Wellmark SD Grp (TPA)/YP_ 0121

138




Item 10.

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 55.

Eligibility Requirements

The following are eligibility requirement

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
for participating in this health benefits plsED. RAF T quring:

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

95.

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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— 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 aD RA

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.

6M8

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 55.

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

pel leave of absence, such active employee
willl 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.
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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

D R AI—_e wed to enroll immediately. You or your
sp

use’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:

=  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 ABR A

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

I'_C(;Fstitute 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.

= 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).

m  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 53.

m  Appointment as a child’s legal guardian.
Placement of a foster child in your home

D RAFTby 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:

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:

m  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.

D R Alj?:f all other events, you must notify your
e

ployer 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

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

fails to apply for or return to a pOSitiOD I—_t-ht-uniformed services and their family
RAF.

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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mbers 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.

m  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.

m  We decide to discontinue offering this
group health benefit plan by giving

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
nursing facility on the date your coverage
eligibility terminates, payment for the
covered facility services will end on the
earliest of the following:

m  The end of your remaining days of
coverage under this benefits plan.

m  The date you are discharged from the
hospital or nursing facility following
termination of your coverage eligibility.

m 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
representation of Material Facts

itten notice to you and your emplo . . . . .
WIITEen nott you and your emp ﬂRAFl\\’ﬂfr coverage will terminate immediately if:

or group sponsor and the Commissio
of Insurance at least 90 days prior to
termination.

m  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.

m  The number of individuals covered
under this group health plan falls below
the number or percentage of eligible
individuals required to be covered.

m  Your employer sends a written request
to terminate coverage.

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,

6M8

m  You use this group health plan
fraudulently or intentionally
misrepresent a material fact in your
application; or

m  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:

m  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.

m  Premiums may be retroactively adjusted
as if the fraud or intentionally
misrepresented material fact had been
accurately disclosed in your application.

m  We will retain legal rights, including the
right to bring a civil action.
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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.

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;

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
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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
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

D R A I'_W‘Irit COBRA requires. Nothing in the plan

m the date the member becomes entitled to

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

m  Your employment ends for any reason
other than your gross misconduct.
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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:

m  Youdie;
m  Your hours of employment are reduced;

m  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:

= Youdie;
m  Your hours of employment are reduced;

m  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 divorce
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

6M8

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
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

D R A I—_tm FMLA leave, with the same 18-month

ximum 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
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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.

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 Discovery Benefits, LLC. 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
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decide whether you want to elect COBRA
under the plan.

Mail the completed Election form to:

Discovery Benefits, LLC

PO Box 2079

Omaha, NE 68103
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,

R APT 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
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election notice will lose his or her right to
elect COBRA coverage.

When you complete the Election form, you
must notify Discovery Benefits, LLC 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 Discovery Benefits, LLC 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 beforeB RA

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
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account that you have special enrollment
rights under federal law. You have the right
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

FEefore the qualifying event, COBRA

(;Ferage 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.
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Extending Coverage. If the qualifying
event that resulted in your COBRA election
was your termination of employment or
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

DRA

entitled to receive up to an additional 11
months of COBRA coverage, for a total
maximum of 29 months. This extension i
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
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a result of your termination of
employment or reduction of hours.

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

FlVFilable 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).
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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, 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:

electing COBRA, a qualified beneficiary
becomes entitled to Medicare (Part A, Part
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

m  Any required premium is not paid in ﬁlR AFTO longer disabled occurs during a
4

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
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iSability 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
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and employee contributions) for coverage of
a similarly situated plan participant or
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 Discovery Benefits, LLC
and mailed to:

Discovery Benefits, LLC

PO Box 2079

Omaha, NE 68103
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.

December 30, the 45 day after the date of
her COBRA election.

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

If you elect COBRA, you do not have to seEl)R A FeaFerage is due on the first day of the month

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
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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
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and may have to be resubmitted once
coverage is reinstated.

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
Discovery Benefits, LLC informed of any
changes in the addresses of family

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
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

members. You should also keep a copy, f(D R AI—_d ined in Iowa Code Section 411.1, to which
al

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:

Discovery Benefits, LLC

PO Box 2079

Omaha, NE 68103
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).

6M8

ne 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
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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
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 optio@ RA FIf

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
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give your employer or group sponsor
written notice that you want to continue
coverage.

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.

ou 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 Towa 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:

D RAFT— 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 a notice of extension within the 30-day

prescription drugs covered under your period, you have the right to begin an

medical benefits, use a separate prescription appeal. We will notify you of the

drug claim form and include the following circumstances requiring an extension and

information: the date by which we expect to render a

m Pharmacy name and address. decision.

m Patient information: first and last name, If an extension is necessary because we
date of birth, gender, and relationship to require additional information from you,
plan member. 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.

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. If you have other insurance coverage, our
processing of your claim may utilize
3. Sign the Claim Form coordination of benefits guidelines. See

4. Submit the Claim Coordination of Benefits, page 73.

We recommend you retain a copy for your Once we pay your claim, whether our
records. The original form you send or any payment is sent to you or to your provider,
attachments sent with the form cannot be our obligation to pay benefits for the claim
returned to you. Send the claim to: is discharged. However, we may adjust a

Wellmark doroaymont s the case nf Out-of-
Station 1E238 e ey , 5

Ij\?TItwork hospitals, M.D.s, and D.O.s located
P.0. BO).( 9291 D RA in'Towa, the health plan payment is made
Des Moines, IA 50306-9291

payable to the provider, but the check is

Claims for Services Received Outside sent to you. You are responsible for
the United States. Send the claim to the forwarding the check to the provider, plus
address printed on the claim form. any difference between the amount charged

We may require additional information and our payment.

from you or your provider before a claim

can be considered complete and ready for Request for Benefit Exception

processing. Review

If you have received an adverse benefit
Notification of Decision determination that denies or reduces
You will receive an Explanation of Benefits benefits or fails to provide payment in whole
(EOB) following your claim. The EOB is a or in part for any of the following services,
statement outlining how we applied benefits when recommended by your treating
to a submitted claim. It details amounts that provider as medically necessary, you or an
providers charged, network savings, our individual acting as your authorized
paid amounts, and amounts for which you representative may request a benefit
are responsible. exception review.
In case of an adverse decision, the notice Services subject to this exception process:
will be sent within 30 days of receipt of the = For a woman who previously has had
claim. We may extend this time by up to 15 breast cancer, ovarian cancer, or other
days if the claim determination is delayed cancer, but who has not been diagnosed
for reasons beyond our control. If we do not with BRCA-related cancer, appropriate
send an explanation of benefits statement or
6M8 70 Form Number: Wellmark SD Grp (TPA)/CL_ 0121
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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 A required 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 supporting medical record
documentation and a letter or statement
from your treating provider that the services
or supplies were medically necessary and
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your treating provider’s reason(s) for their
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

Item 10.

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. D R A

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.

Form Number: Wellmark SD Grp (TPA)/COB_ 0121

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

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 prima

plan.

6M8

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

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.

rp R A FlTIf 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):

74

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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m  For a child covered by separated or calendar year excluding any
divorced parents or parents who are not temporary visitation.
living together, whether or not they have m  For a dependent child covered under
been married: more than one plan of individuals who
— If a court decree states that one of are not the parents of the child, the
the parents is responsible for the order of benefits shall be determined, as
child’s health care expenses or applicable, as outlined previously in this
coverage and the plan of that parent Dependent Children section.
has actual knowledge of those terms, m  For a dependent child who has coverage
then that parent’s coverage pays under either or both parents’ plans and
first. If the parent with responsibility also has his or her own coverage as a
has no health care coverage for the dependent under a Spouse’s p]an’ the
dependent child’s health care plan that covered the dependent for the
expenses, but that parent’s spouse longer period of time is the primary
does, that parent’s spouse’s coverage plan. If the dependent child’s coverage
pays first. This item does not apply under the spouse’s plan began on the
with respect to any plan year during same date as the dependent child’s
which benefits are paid or provided coverage under either or both parents’
before the entity has actual plans, the order of benefits shall be
knowledge of the court decree determined, as applicable, as outlined in
provision. the first bullet of this Dependent
— If a court decree states that both Children section, to the dependent
parents are responsible for the child’s parent or parents and the
child’s health care expense or health dependent’s spouse.

care coverage or if a court de'c1.“ee D R A FlTIf the preceding rules do not determine
states that the parents have joint the order of benefits and if the plans

custody without specifying that one cannot agree on the order of benefits
parent has responsibility for the within 30 calendar days after the plans
health care expenses or coverage of have received all information needed to
the dependent child, then the pay the claim, the plans will pay the
coverage of the parent whose claim in equal shares and determine
birthday occurs first in a calendar their relative liabilities following

year pays first. If both parents have payment. However, we will not pay more
the same birthday, the plan that has than we would have paid had this plan
covered the parent the longest is the been primary.

primary plan.

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:

— 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 m If this is the primary plan, we will pay its

custodial parent is the parent benefits first.

awarded custody by a court decree m If this is the secondary plan, we will pay

or, in the absence of a court decree, benefits first, but the amount of benefits

is the parent with whom the child will be determined as if this plan were

resides more than one-half of the 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 90.

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

m If the preceding rules do not determi]E) R A I%Trvices

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 Benetfits 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

6M8

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 A recipient 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

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 ouID R A

adverse benefit determination by
submitting a written appeal. Appeal forms
are available at our website, Wellmark.com.
See Authorized Representative, page 87.

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.

= 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
peal

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 41.

m A rescission of coverage.

An adverse determination eligible for

external review does not include a denial of

6M8
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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

D R A I-_silrtion. You may obtain this request form
by'c

alling 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.iid.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

1963 Bell Avenue, Suite 100

Des Moines, IA 50315

Fax: 515-654-6500

E-mail:
iid.marketregulation@iid.iowa.gov

How the review works. Upon
notification that an external review request
has been filed, Wellmark will make a
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http://www.iid.iowa.gov/

preliminary review of the request to
determine whether the request may proceed
to external review. Following that review,
the Towa Insurance Division will decide
whether your request is eligible for an
external review, and if it is, the Iowa
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

Appeals

Item 10.

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 89, for
important information about your
arbitration and legal action rights after you
have exhausted the appeal procedures in
this section.

adverse determination if you have a medibl
condition for which the time frame for RAFT

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
review request to the Iowa Insurance

Form Number: Wellmark SD Grp (TPA)/AP_ 0121
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13. Arbitration and Legal Action
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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

Form Number: Wellmark SD Grp (TPA)/ALA_ 0121
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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

pTD US. YOU ARE AGREEING TO GIVE
UPT

HE 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

83 6M8
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Arbitration and Legal Action

AN ARBITRATOR DETERMINES A
PARTICULAR CLAIM IS

EXCLUDED FROM ARBITRATION

BY FEDERAL OR STATE LAW, n
CLAIMS EXCLUDED BY

APPLICABLE LAW, LATER IN

THIS SECTION, AND GOVERNING

LAW, PAGE 89, WILL APPLY TO

THE PARTIES AND SUCH

PARTICULAR CLAIM.

Arbitration Process Generally

m  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.

m  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

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

therewith), this arbitration provision D R AFTclaims of privilege recognized at law and

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 n
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

6M8 84

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, OR TO 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,

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

administrative and arbitrator fees to purﬁ R AFTserViceS or supplies were provided.
/ [ ]

a Claim in arbitration will not exceed $2
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.

Form Number: Wellmark SD Grp (TPA)/ALA_ 0121

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.

s  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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Arbitration and Legal Action

section, this Arbitration and Legal Action

section will govern.
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14. General Provisions

Item 10.

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.

m  Any agreement or group policy we have
with your employer or group sponsor.

= Any application completed by your
employer or group Sponsor.

m This summary plan description and any
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

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

summary plan description and determine[) R A ngcribed in this summary plan description.

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

Form Number: Wellmark SD Grp (TPA)/GP_ 0121

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 55.

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

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

material facts when providing informatioD RA E?Fwder performance, conducting training

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.

6M8

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

Form Number: Wellmark SD Grp (TPA)/GP_ 0121
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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

I__pltn are for your personal benefit and
D RA cahnot 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

m  Other insurance coverage including, but
not limited to, homeowner’s, motor
vehicle, or medical payments insurance;
and

= 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

benefits for those services, Wellmark willD R A IleFler this group health plan, as a condition

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;

6M8

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
whatever we request with respect to the
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
benefits, you or your legal representative
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

Item 10.

agreement between you and the third
party or his insurer or your insurer;

m  All information regarding any legal
action that has been brought on your
behalf against the third party or his
insurer; and

m  All other information requested by us.

Send this information to:

Wellmark Blue Cross and Blue Shield
1331 Grand Avenue, Station 5W580
Des Moines, IA 50309-2901

You also agree to all of the following;:

= You will immediately let us know about
any potential claims or rights of recovery
related to the illness or injury.

m  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

way caused the illness or injury or is (or otherwise releasing) our rights,
PDRAFT

party to the contract, and of the atto
representing the third party;

m  The name, address and telephone
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

Form Number: Wellmark SD Grp (TPA)/GP_ 0121

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.

m 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.

m 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

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
enefits paid out of any proceeds you

entitled to recover its expenses, includinm R A Foﬁf o £ Ters -
reasonable attorney fees and costs, incur Tegeive from any workers' compensation

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

6M8

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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General Provisions

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 whela RAFT

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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Item 10.

Glossary

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

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.

= 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

Plan to have access to the advantages of D R A Fl'itfnsed practical nurse (L.P.N.) who is
asso

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.

Form Number: Wellmark SD Grp (TPA)/GL_ 0121

ciated 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.

Habilitative Services. Health care
services that help a person keep, learn, or
improve skills and functioning for daily
living. Examples include therapy for a child
who isn’t walking or talking at the expected
age. These services may include physical
and occupational therapy, speech-language
pathology and other services for people with
disabilities in a variety of inpatient and/or
outpatient settings.
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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. A situation where a
longer, non-urgent response time could
seriously jeopardize the life or health of the
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 network in another state

or service area, but not with a preferred

provider program. Pharmacies that contract

6M8

Glossary

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.

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

D R A FSEFIices 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 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.
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About This Summary Plan Description

Item 10.

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 DRAFT

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_ 0121 1 6MH
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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 10.

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, IA 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, |A 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 pursuanfat}) 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.

6MH
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Item 10.

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 Igggigally 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.

Form Number: Wellmark SD Grp (TPA)/WYP_ 0121 3 6MH
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What You Pay

Payment Details

Deductible

This is a fixed dollar amount you pay for
covered services in a benefit year before
medical benefits become available.

The family deductible amount is 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.

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 relat@ R A

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 49. Coinsurance
amounts apply after you meet the
deductible.

6MH

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

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.

A member will not be required to satisfy
more than the single out-of-pocket
maximum.

ever, 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 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.

Form Number: Wellmark SD Grp (TPA)/WYP_ 0121
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What You Pay
Item 10.

Waived Payment Obligations

Some payment obligations are waived for the following covered services.

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.
NP AT

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).** Deductible
Coinsurance

Form Number: Wellmark SD Grp (TPA)/WYP_ 0121 5 6MH 201
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Item 10.

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. D ﬁAIfT
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.

6MH 6 Form Number: Wellmark SD Grp (TPA)/WYP_ 0121
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tPreventive care, excluding well-child, received from Participating and Out-of-Network providers waives payment

What You Pay

Item 10.

obligations up to $500 per benefit year for the employee, retiree, and covered spouse and $250 per benefit year for
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.

Members can access telehealth services from Doctor on Demand through the Doctor on Demand mobile application

or through myWellmark.com.
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Item 10.

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 gr: m and any prior group health plans
sponsored by your employer or group Spﬁ drlln'

inistered by Wellmark Blue Cross and

Blue Shield.
K=3
<
5l £ 5
@ o ®
Category S| S| % | Benefits Maximums
o o 1)
o Z| »
Acupuncture Treatment o| 13
Allergy Testing and Treatment ® 13
Ambulance Services ® 13
Anesthesia ° 14
Autism Treatment ° 14
Applied Behavior Analysis (ABA) services for the treatment of
autism spectrum disorder for children age 18 and younger:
m  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 L4 15
Chemical Dependency Treatment ® 15
Chemotherapy and Radiation Therapy ® 15
Form Number: Wellmark SD Grp (TPA)/AGC_ 0121 9 6MH
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At A Glance — Covered and Not Covered

Item 10.

K=}
Qo
ol £ 5
@ o ©
Category S| Q| % | Benefits Maximums
o o 1)
ol 2| &
Clinical Trials - Routine Care Associated | ® 15
with Clinical Trials
Contraceptives ° 16
Conversion Therapy o |16
Cosmetic Services o |16
Counseling and Education Services ° 16
Dental Treatment for Accidental Injury ° 16
Dialysis ® 17
Education Services for Diabetes and ® 17
Nutrition
Emergency Services 18
Fertility and Infertility Services 18
$15,000 per lifetime for infertility transfer procedures.
Genetic Testing o 18
Hearing Services (related to an illness or | ® 18
injury)
Home Health Services ® 18
E> R /Q&;IF Ty benefit for short-term home skilled nursing services
I not'exceed Wellmark’s daily maximum allowable fee for
skilled nursing facility services.
Home/Durable Medical Equipment ® 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
Motor Vehicles o2
Musculoskeletal Treatment ® 23
12 visits per benefit year for massage therapy.
Nonmedical or Administrative Services o2
Nutritional and Dietary Supplements ° 24
Occupational Therapy ° 24
Orthotics (Foot) o |2
6MH 10 Form Number: Wellmark SD Grp (TPA)/AGC_ 0121

206




At A Glance — Covered and Not Covered

Item 10.

3
=l 2 &
@ o ©
Category S| Q| % | Benefits Maximums
S| 2| &
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 { 25
Occupational Therapists ° 25
Optometrists ° 25
Oral Surgeons ] 25
Physical Therapists ] 25
Physician Assistants o 25
Podiatrists [ ) 25
Psychologists ] 25
Speech Pathologists [ ) 25
Prescription Drugs o 25
Preventive Care L
E> ﬁ/%&:ﬁd care until the child reaches age seven.
Prosthetic Devices 21
Reconstructive Surgery L4 27
Self-Help Programs ol
Sleep Apnea Treatment L4 27
Social Adjustment o |27
Speech Therapy o 21
Surgery ° 28
Telehealth Services ° 28
Temporomandibular Joint Disorder ° 28
(TMD)
Transplants ° 28
Travel or Lodging Costs ©|28
Vision Services (related to anillnessor | @ 29
injury)
Wigs or Hairpieces ° 29
One wig or hairpiece per lifetime.
[ ) 29

X-ray and Laboratory Services

Form Number: Wellmark SD Grp (TPA)/AGC_ 0121
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3. Details - Covered and Not Covered

Item 10.

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_ 0121
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— 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.

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 non-emergency 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 6MH
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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

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

Item 10.

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.

of being a passenger in a private Vehlﬁ R A FBT
. nefits Maximum:

m  Professional ground ambulance roun
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, non-emergency 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.

Anesthesia

Covered: Anesthesia and the
administration of anesthesia.

6MH

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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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  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 43.

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

tr

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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121

atment 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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standards of care for a particular
diagnosis.

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:

m  Community-based services or services of
volunteers or clergy.

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

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

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.

See Also:

Not Covered: Conversion therapy SemﬁR A FGquetic Testing later in this section.

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.

Counseling and Education
Services
Covered:

m Bereavement counseling or services.

m  Family or marriage counseling or
services.

6MH

Education Services for Diabetes and
Nutrition later in this section.

Mental Health Services later in this section.

Preventive Care later in this section.

Item 10.

Dental Services
Covered:

m  Dental treatment for accidental injuries
when all of the following requirements
are met:

— Initial treatment is received within
12 months of the injury.

— Follow-up treatment is completed
within 24 months.

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
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management in the dental office has
been ineffective and requires dental
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.

Impacted teeth removal (surgical) only
when you have a medical condition
(such as hemophilia) that requires
hospitalization.

Facial bone fracture reduction.

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

Jaw dislocation manipulation.

Orthodontic services associated with
management of cleft palate.

Treatment of abnormal changes in th

m Injuries associated with or resulting
from the act of chewing.

m  Maxillary or mandibular tooth implants

(osseointegration) unrelated to

accidental injuries or abnormal changes

in the mouth due to injury or disease.

Item 10.

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 and Nutrition

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.

mouth due to injury or disease of the b RA FFHE state-certified diabetic education

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:

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.
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program helps any type of diabetic and his
or her family understand the diabetes
disease process and the daily management
of diabetes.

You are also covered for nutrition education

to improve your understanding of your

metabolic nutritional condition and provide

you with information to manage your
nutritional requirements. Nutrition
education is appropriate for the following
conditions:

Cancer.

Cystic fibrosis.
Diabetes.

Eating disorders.
Glucose intolerance.
High blood pressure.
High cholesterol.
Lactose intolerance.

Malabsorption, including gluten
intolerance.

m  Morbid obesity.

6MH
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m  Underweight.

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

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

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.

Item 10.

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

with Out-of-Network Providers and they D R AFTStandardS (for example, family

may not accept our payment arrangemenl
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 51.

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:

®  $15,000 per lifetime for infertility
transfer procedures.

6MH

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.

Hearing Services
Covered:

m  Hearing examinations, but only to test
or treat hearing loss related to an illness
or injury.

Not Covered:

m  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.
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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.

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

Item 10.

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
administration.

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:

m Custodial home care services and
supplies, which help you with your daily
living activities. This type of care does

Organizations (JCAHO) or a MedicarD RAFTnot require the continuing attention and

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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121

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.

m  Extended home skilled nursing.

Home/Durable Medical
Equipment

Covered: Equipment that meets all of the
following requirements:

m  The equipment is ordered by a provider
within the scope of his or her license and
there is a written prescription.

m  Durable enough to withstand repeated
use.

19 6MH

215




Details — Covered and Not Covered

m  Primarily and customarily
manufactured to serve a medical
purpose.

m  Used to serve a medical purpose.

m Standard or basic home/durable
medical equipment that will adequately
meet the medical needs and that does
not have certain deluxe/luxury or
convenience upgrade or add-on features.

In addition, we determine whether to pay

the rental amount or the purchase price

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 (Foot) later in this section.

Prosthetic Devices later in this section.

Item 10.

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.

6MH

DRAF

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.

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

or 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
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Item 10.

description, or call the Customer Service m  Routine foot care, including related
number on your ID card. services or supplies, except as described

Urgent Care Center. This type of under Covered.

facility provides medical care without an

appointment during all hours of Inhalation Therapy
operation to walk-in patients of all ages Covered: Respiratory or breathing
who are ill or injured and require treatments to help restore or improve
immediate care but may not require the breathing function.
services of a hospital emergency room.
Maternity Services
Not Covered:
Covered: Prenatal and postnatal care,
m Long Term Acute Care Facility. delivery, including complications of
m  Room and board provided while a pregnancy. A complication of pregnancy
patient at an intermediate care facility refers to a cesarean section that was not
or similar level of care. planned, an ectopic pregnancy that is
See Also: 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

Chemical Dependency Treatment earlier in
this section.

Mental Health Services later in this section. include conditions requiring inpatient
hospital admission (when pregnancy is not
Illness or Injury Services terminated) whose diagnoses are distinct

from pregnancy but are adversely affected
by pregnancy or are caused by pregnancy.

m Services or supplies used to treat any ) _
bodily disorder, bodily injury, diseasel,:) RA I'_Il;lzccordance with federal or applicable

Covered:

or mental health condition unless state law, maternity services include a
specifically addressed elsewhere in this minimum of:
section. This includes pregnancy and m 48 hours of inpatient care (in addition to
complications of pregnancy. the day of delivery care) following a
m  Routine foot care related to the vaginal delivery, or
treatment of a metabolic, neurological, m 96 hours of inpatient care (in addition to
or peripheral vascular disease. the day of delivery) following a cesarean
Treatment may be received from an section.
approved provider in any of the following A practitioner is not required to seek
settings: Wellmark’s review in order to prescribe a
= Home. length of stay of less than 48 or 96 hours.
a Inpatient (such as a hospital or nursing The attending practitioper, in consultation
facility). with the mother, may discharge the mother

or newborn prior to 48 or 96 hours, as

m  Office (such as a doctor’s office). applicable

m  Outpatient. )
Coverage includes two follow-up

Not Covered: . . .
postpartum home visits by a registered
= Long term acute care services typically nurse (R.N.). This nurse must be from a
provided by a long term acute care home health agency under contract with
facility. Wellmark or employed by the delivering
m  Room and board provided while a physician.

patient at an intermediate care facility

.. If you have a newborn child, but you do not
or similar level of care.

add that child to your coverage, your
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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.

See Also:
Coverage Change Events, page 57.

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 purchased from a covered
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

6MH

non-essential features, such as motor-
driven chairs or bed, electric stair chairs
or elevator chairs, or sitz bath;

m [tems 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;

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.

Also:

D RA I:I’s{igme/Durable Medical Equipment earlier

in this section.
Orthotics (Foot) later in this section.

Prosthetic Devices later in this section.

Item 10.

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
benetfits, 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, except as otherwise provided
in this summary plan description.
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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:

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.
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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.

See Also:

Chemical Dependency Treatment and
Hospitals and Facilities earlier in this
section.

Item 10.

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

DRAI—_C ered:

m  QOutpatient nonsurgical treatment of
ailments related to the musculoskeletal
system, such as manipulations or related
procedures to treat musculoskeletal
injury or disease.

m Massage therapy.

Benefits Maximum:

m 12 visits per benefit year for massage
therapy.

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

23 6MH
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billed separately, and any services or
supplies that are nonmedical.

Nutritional and Dietary
Supplements
Covered:

=  Nutritional and dietary supplements
that cannot be dispensed without a
prescription issued by or authorized by a
licensed health care practitioner and are
prescribed by a licensed health care
practitioner 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  Food products.

m  Grocery items or food products that are
modified for special diets for individuals
with inborn errors of metabolism butD
which can be purchased without a
prescription issued by or authorized by a
licensed healthcare practitioner,
including low protein/low phe grocery
items.

m  Herbal products.

m  Fish oil products.

m  Medical foods, except as described
under Covered.

m  Minerals.

m  Supplementary vitamin preparations.

m  Multivitamins.

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
medical condition that requires
hospitalization.

m  Occupational therapy performed for
maintenance.

m  Occupational therapy services that do
not meet the requirements specified
under Covered.

Item 10.

Orthotics (Foot)

Covered: Orthotics training.

RA FN-I)-t 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.

6MH

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 or
habilitation 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.
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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.

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

the Towa 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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121

Podiatrists.

Psychologists. Psychologists must
have a doctorate degree in psychology
with two years’ clinical experience and
meet the standards of a national
register.

Speech Pathologists.
See Also:
Choosing a Provider, page 37.

Item 10.

Prescription Drugs
Covered:

m  When you are an inpatient or outpatient
of a facility.

m  Any state sales tax associated with the
purchase of a covered prescription drug.

Prescription drugs and medicines that may

be covered under your medical benefits

include:

Drugs and Biologicals. Drugs and
biologicals approved by the U.S. Food

AFTand 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.

m  Medication Therapy Management
(MTM) when billed separately.

m  Prescription drugs or pharmacy durable
medical equipment devices that are not
FDA-approved.

m Insulin.
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m Prescription drugs and devices used to
treat nicotine dependence.

m  Prescription drugs other than as stated
earlier in this section.

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.

Notification Requirements and Care
Coordination, page 43.

Preventive Care
Covered: Preventive care such as:

m Breastfeeding support, supplies, and
one-on-one lactation consultant
services, including counseling and
education, provided during pregnanc
and/or the duration of breastfeeding b
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

6MH

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
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

R AFTlimited to, screening for lead exposure

as well as blood levels.
Benefits Maximum:

m  Well-child care until the child reaches
age seven.

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.

26 Form Number: Wellmark SD Grp (TPA)/DE_ 0121

Item 10.

222




Details — Covered and Not Covered

See Also:
Hearing Services earlier in this section.

Vision Services later in this section.

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
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,
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 (Foot) 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.

Form Number: Wellmark SD Grp (TPA)/DE_ 0121

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.

Item 10.

Self-Help Programs

Not Covered: Self-help and self-cure
products or drugs.

Sleep Apnea Treatment

Covered: Obstructive sleep apnea
diagnosis and treatments.

Not Covered: Treatment for snoring
without a diagnosis of obstructive sleep
apnea.

Social Adjustment
Covered: Services or supplies

aEg RA 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.
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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
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: Routine dental services,
dental extractions, dental restorations, or

orthodontic treatment for
temporomandibular joint disorders.

6MH
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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.

Charges related to the donation of an organ
are usually covered by the recipient’s

D R A Frrtldical 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 47.

Travel or Lodging Costs
Not Covered.

28 Form Number: Wellmark SD Grp (TPA)/DE_ 0121

224



http://mywellmark.com/

Details — Covered and Not Covered
Item 10.

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
extraction or when the underlying
diagnosis is a corneal injury or disease.

m  Routine vision examinations.
DRAFT

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

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 published Medical and
Drug Policies as determined
applicable by Wellmark; or

— Credible scientific evidence
published in peer-reviewed medical
literature generally recognized by
the relevant medical community; or

— 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

Wellmark’s medically necessary analysis D R AFTservice or sequence of services at least as

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 satisfies all of
the following criteria:

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

Form Number: Wellmark SD Grp (TPA)/GC_ 0121

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
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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
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 P R A

that the person who receives services mu
meet requirements for member eligibility.
See Coverage Eligibility and Effective Date,

page 53.

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

6MH

whether a service, supply, device, biological
product, or drug is considered
investigational or experimental is applied to
medical, surgical, mental health, and
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.

FI‘TFse 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:
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— The provider informs you in writing
before rendering the services that
Wellmark determined the services to
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 15.

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
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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.

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.

orkers’ Compensation

You are not covered for services or supplies
for which we learn or are notified by you,
your provider, or our vendor 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
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not exclude coverage for such illness or
injury if you are exempt from coverage
under Iowa’s workers’ compensation
statutes pursuant to Iowa Code Section 85.1
(1)-(4), unless you or your employer has
elected or obtained 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.

Wellmark Medical and Drug Policies
Wellmark maintains Medical and Drug
Policies that are applied in conjunction with
other resources to determine whether a
specific service, supply, device, biological
product, or drug is a covered service under
the terms of this summary plan description.
These policies are hereby incorporated into
this summary plan description. You may
access these policies along with supporting
information and selected medical references
through our website, Wellmark.com.

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 If a 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 13.

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

6MH

Benefits Maximums, page 4, and At a
Glance—Covered and Not Covered, page
9.

m If you do not obtain precertification for
certain medical services, benefits can be
denied. 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
requirements. See Notification
Requirements and Care Coordination,
page 43.

m 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

D R AFTAppeals 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 43.
m  The type of provider you choose can

affect your benefits and what you pay.
See Choosing a Provider, page 37, and
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Factors Affecting What You Pay, page
49. 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.

DRAFT
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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.
Which provider type you choose will affect
what you pay.

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

Providers are independent contractors and
are not agents or employees of Wellmark
Blue Cross and Blue Shield of Iowa. For
types of providers that may be covered
under your medical benefits, see Hospitals
and Facilities, page 20 and Physicians and
Practitioners, page 25.

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

or Out-of-Network. If you are unable to LD RA I'_?Tipment suppliers, and other
11

utilize a PPO Provider, it is usually to yo
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 49.

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.
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ependent 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

Participating
Out-of-Network

PPO

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* | Yes* | No

*If you visit a PPO or Participating 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,

6MH

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.

A en you receive covered services from
P

O 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 43. 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

Item 10.

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 are described in the follov@R A I-_(a)l;r;ngements with your healthcare provider

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.

Form Number: Wellmark SD Grp (TPA)/CP_ 0121

rovider 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

Item 10.

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

special negotiated payment to determine ElRAFn essary.

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

6MH

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 71.
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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
www.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.

Form Number: Wellmark SD Grp (TPA)/CP_ 0121
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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-

twork 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.

41 6MH
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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.D R AFT

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 51.
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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 gslgnated one, may appeal a denial of
benefits resulting from these notification ntd and care coordination programs. See

Appeals, page 81. Also see Authorized Representative, page 89.

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 ) . . cpe s

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:

m  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.
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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:

= 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.

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.

Noffiagtign

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.

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.

6MH
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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 BWIBHETTM 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 Precergcation and Notification earlier in this section.
[ AT

LJIT\NM\T 1

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.

6MH
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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
Responsible

You, your physician, and the health care facility can work with Wellmark’s
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 seDRli_\lFfr-trm 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.
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7. Factors Affecting What You Pay

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

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.

m  Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and

cases (e.g., adding your spouse to your JHe
coverage) the benefit year would continuD RAFTleltatlonS, page 31.

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.

Form Number: Wellmark SD Grp (TPA)/YP_ 0121

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
31.

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

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

Participating Providers. Pharmacies

arrangement amount for covered serviceéD R A I'_Slfrﬁld Plans have contracting relationships
wil

after the following amounts (if applicabl
are subtracted from it:

m  Deductible.

®  Amounts representing any general
exclusions and conditions. See General
Conditions of Coverage, Exclusions, and
Limitations, page 31.
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 38.

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.

6MH

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 Amount Charged and

to the provider. Maximum Allowable Fee
Out-of-Network Providers Amount Charged
Wellmark and Blue Cross and/or Blue The amount charged is the amount a
Shield Plans do not have contracting provider charges for a service or supply,
relationships with Out-of-Network regardless of whether the services or
Providers, and they may not accept our supplies are covered under your medical
payment arrangements. Pharmacies that do benefits.

not contract with our pharmacy benefits
manager are considered Out-of-Network
Providers. Therefore, when you receive

services from Out-of-Network Providers:

Maximum Allowable Fee

The maximum allowable fee is the amount,
established by Wellmark, using various
methodologies, for covered services and

= You are responsible for any difference supplies. Wellmark’s amount paid may be
between the amount charged and our based on the lesser of the amount charged
payment for a covered service. In the for a covered service or supply or the
case of services received outside Iowa or maximum allowable fee.
South Dakota, our maximum payment
for services by an Out-of-Network Payment Arrangements
Provider will generally be based on
either the Host Blue’s Out-of-Network Payment Arrangement Savings
Provider local payment or the pricing Wellmark has contracting relationships with
arrangements required by applicable PPO Prf)viders. We use different methods to
state law. In certain situations, we may determine payment arrangements,
use other payment bases, such as the D R A ding negotiated fees. These payment
amount charged for a covered service, artangements usually result in savings.
the payment we would make if the The savings from payment arrangements
services had been obtained within Iowa and other important amounts will appear on
or South Dakota, or a special negotiated your Explanation of Benefits statement as
payment, as permitted under Inter-Plan follows:

Programs policies, to determine the . .
amount we will pay for services you m  Network Savings, which reflects the

receive from Out-of-Network Providers. amount you save on a claim by receiving

See Services Outside the Wellmark services from a Participating or PPO
Service Area, page 38. provider. For the majority of services,

s Wellmark does not make claim the savings reflects the actual amount

. . you save on a claim. However,
payments directly to these providers. .
. . depending on many factors, the amount
You are responsible for ensuring that

your provider is paid in full we pay a provider could be different

from the covered charge. Regardless of
m  The group health plan payment for Out- the amount we pay a Participating or
of-Network hospitals, M.D.s, and D.O.s PPO provider, your payment
in Iowa 1s ma‘?e payable to the provider, responsibility will always be based on
but the (.:heck 1s sent to you. You are the lesser of the covered charge or the
responsible for forwarding the check to

h d ! billed bal maximum allowable fee.
the provider (plus any billed balance you m  Amount Not Covered, which reflects the

may owe). . .

Y ) 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
maximum, benefit year maximum, or
lifetime benefits maximum; 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 31.

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,

6MH
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except to the extent of any amounts you may
owe.

DRAFT
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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 57.

Eligibility Requirements

The following are eligibility requirement

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
for participating in this health benefits plsED. RAF T quring:

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

97.

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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— 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 aD RA

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 57.

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

pel leave of absence, such active employee
willl 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.
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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

D R AI—_e wed to enroll immediately. You or your
sp

use’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:

=  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 ABR A

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

6MH

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

I'_C(;Fstitute 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.

56 Form Number: Wellmark SD Grp (TPA)/ELG_ 0121

Item 10.

252




Item 10.

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

Form Number: Wellmark SD Grp (TPA)/CC_ 0121

coverage or his or her employer or group
sponsor ceases contribution to
creditable coverage.

= 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).

m  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 55.

m  Appointment as a child’s legal guardian.
Placement of a foster child in your home

D RAFTby 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:

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:

m  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.

6MH

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.

D R Alj?:f all other events, you must notify your
e

ployer 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

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

fails to apply for or return to a pOSitiOD I—_t-ht-uniformed services and their family
RAF.

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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mbers 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

59 6MH

Item 10.

255




Coverage Changes and Termination

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.

m  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.

m  We decide to discontinue offering this
group health benefit plan by giving

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
nursing facility on the date your coverage
eligibility terminates, payment for the
covered facility services will end on the
earliest of the following:

m  The end of your remaining days of
coverage under this benefits plan.

m  The date you are discharged from the
hospital or nursing facility following
termination of your coverage eligibility.

m 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
representation of Material Facts

itten notice to you and your emplo . . . . .
WIITEen nott you and your emp ﬁRAFl\\’ﬂfr coverage will terminate immediately if:

or group sponsor and the Commissio
of Insurance at least 90 days prior to
termination.

m  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.

m  The number of individuals covered
under this group health plan falls below
the number or percentage of eligible
individuals required to be covered.

m  Your employer sends a written request
to terminate coverage.

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,
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m  You use this group health plan
fraudulently or intentionally
misrepresent a material fact in your
application; or

m  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:

m  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.

m  Premiums may be retroactively adjusted
as if the fraud or intentionally
misrepresented material fact had been
accurately disclosed in your application.

m  We will retain legal rights, including the
right to bring a civil action.
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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.

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;

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
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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
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

D R A I'_W‘Irit COBRA requires. Nothing in the plan

m the date the member becomes entitled to

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

m  Your employment ends for any reason
other than your gross misconduct.
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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:

m  Youdie;
m  Your hours of employment are reduced;

m  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:

= Youdie;
m  Your hours of employment are reduced;

m  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 divorce
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

6MH

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
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

D R A I—_tm FMLA leave, with the same 18-month

ximum 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
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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.

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 hame, 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 Discovery Benefits, LLC. 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

Form Number: Wellmark SD Grp (TPA)/CC_ 0121

decide whether you want to elect COBRA
under the plan.

Mail the completed Election form to:

Discovery Benefits, LLC

PO Box 2079

Omaha, NE 68103
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,

R APT 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
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election notice will lose his or her right to
elect COBRA coverage.

When you complete the Election form, you
must notify Discovery Benefits, LLC 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 Discovery Benefits, LLC 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 beforeB RA

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
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account that you have special enrollment
rights under federal law. You have the right
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

FEefore the qualifying event, COBRA

(;Ferage 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.
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Extending Coverage. If the qualifying
event that resulted in your COBRA election
was your termination of employment or
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

DRA

entitled to receive up to an additional 11
months of COBRA coverage, for a total
maximum of 29 months. This extension i
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
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a result of your termination of
employment or reduction of hours.

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

FlVFilable 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).
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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, 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:

electing COBRA, a qualified beneficiary
becomes entitled to Medicare (Part A, Part
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

m  Any required premium is not paid in i:lle AFTO longer disabled occurs during a
4

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
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iSability 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
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and employee contributions) for coverage of
a similarly situated plan participant or
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 Discovery Benefits, LLC
and mailed to:

Discovery Benefits, LLC

PO Box 2079

Omaha, NE 68103
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.

December 30, the 45 day after the date of
her COBRA election.

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

If you elect COBRA, you do not have to seEl)R A FeaFerage is due on the first day of the month

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
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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
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and may have to be resubmitted once
coverage is reinstated.

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
Discovery Benefits, LLC informed of any
changes in the addresses of family

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
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

members. You should also keep a copy, f(D R AI—_d ined in Iowa Code Section 411.1, to which
al

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:

Discovery Benefits, LLC

PO Box 2079

Omaha, NE 68103
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).

6MH

ne of duty death benefit is payable
pursuant to Iowa Code Section 97A.6,
Subsection 16, Iowa Code Section 97B.52,
Subsection 2, or lowa 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

68 Form Number; Wellmark SD Grp (TPA)/CC_ 0121

Item 10.

264



http://www.hhs.gov/

Coverage Changes and Termination

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
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 optio@ RA FIf

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
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give your employer or group sponsor
written notice that you want to continue
coverage.

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.

ou 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 Towa 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:

D RAFT— 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 a notice of extension within the 30-day

prescription drugs covered under your period, you have the right to begin an

medical benefits, use a separate prescription appeal. We will notify you of the

drug claim form and include the following circumstances requiring an extension and

information: the date by which we expect to render a

m Pharmacy name and address. decision.

m Patient information: first and last name, If an extension is necessary because we
date of birth, gender, and relationship to require additional information from you,
plan member. 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.

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. If you have other insurance coverage, our
processing of your claim may utilize
3. Sign the Claim Form coordination of benefits guidelines. See

4. Submit the Claim Coordination of Benefits, page 75.

We recommend you retain a copy for your Once we pay your claim, whether our
records. The original form you send or any payment is sent to you or to your provider,
attachments sent with the form cannot be our obligation to pay benefits for the claim
returned to you. Send the claim to: is discharged. However, we may adjust a

Wellmark doroaymont s the case nf Out-of-
Station 1E238 e ey , 5

Ij\?TItwork hospitals, M.D.s, and D.O.s located
P.0. BO).( 9291 D RA in'lowa, the health plan payment is made
Des Moines, IA 50306-9291

payable to the provider, but the check is

Claims for Services Received Outside sent to you. You are responsible for
the United States. Send the claim to the forwarding the check to the provider, plus
address printed on the claim form. any difference between the amount charged

We may require additional information and our payment.

from you or your provider before a claim

can be considered complete and ready for Request for Benefit Exception

processing. Review

If you have received an adverse benefit
Notification of Decision determination that denies or reduces
You will receive an Explanation of Benefits benefits or fails to provide payment in whole
(EOB) following your claim. The EOB is a or in part for any of the following services,
statement outlining how we applied benefits when recommended by your treating
to a submitted claim. It details amounts that provider as medically necessary, you or an
providers charged, network savings, our individual acting as your authorized
paid amounts, and amounts for which you representative may request a benefit
are responsible. exception review.
In case of an adverse decision, the notice Services subject to this exception process:
will be sent within 30 days of receipt of the = For a woman who previously has had
claim. We may extend this time by up to 15 breast cancer, ovarian cancer, or other
days if the claim determination is delayed cancer, but who has not been diagnosed
for reasons beyond our control. If we do not with BRCA-related cancer, appropriate
send an explanation of benefits statement or
6MH 72 Form Number: Wellmark SD Grp (TPA)/CL_ 0121
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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 A required 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 supporting medical record
documentation and a letter or statement
from your treating provider that the services
or supplies were medically necessary and
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Claims
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Item 10.

your treating provider’s reason(s) for their
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.

DRAFT

6MH 269




DRAFT

Item 10.

270




11. Coordination of Benefits

Item 10.

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. D R A

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.

Form Number: Wellmark SD Grp (TPA)/COB_ 0121

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

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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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 prima

plan.

6MH

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

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.

rp R A FlTIf 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):

76

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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m  For a child covered by separated or calendar year excluding any
divorced parents or parents who are not temporary visitation.
living together, whether or not they have m  For a dependent child covered under
been married: more than one plan of individuals who
— If a court decree states that one of are not the parents of the child, the
the parents is responsible for the order of benefits shall be determined, as
child’s health care expenses or applicable, as outlined previously in this
coverage and the plan of that parent Dependent Children section.
has actual knowledge of those terms, m  For a dependent child who has coverage
then that parent’s coverage pays under either or both parents’ plans and
first. If the parent with responsibility also has his or her own coverage as a
has no health care coverage for the dependent under a Spouse’s p]an’ the
dependent child’s health care plan that covered the dependent for the
expenses, but that parent’s spouse longer period of time is the primary
does, that parent’s spouse’s coverage plan. If the dependent child’s coverage
pays first. This item does not apply under the spouse’s plan began on the
with respect to any plan year during same date as the dependent child’s
which benefits are paid or provided coverage under either or both parents’
before the entity has actual plans, the order of benefits shall be
knowledge of the court decree determined, as applicable, as outlined in
provision. the first bullet of this Dependent
— If a court decree states that both Children section, to the dependent
parents are responsible for the child’s parent or parents and the
child’s health care expense or health dependent’s spouse.

care coverage or if a court de'c1.“ee D R A FlTIf the preceding rules do not determine
states that the parents have joint the order of benefits and if the plans

custody without specifying that one cannot agree on the order of benefits
parent has responsibility for the within 30 calendar days after the plans
health care expenses or coverage of have received all information needed to
the dependent child, then the pay the claim, the plans will pay the
coverage of the parent whose claim in equal shares and determine
birthday occurs first in a calendar their relative liabilities following

year pays first. If both parents have payment. However, we will not pay more
the same birthday, the plan that has than we would have paid had this plan
covered the parent the longest is the been primary.

primary plan.

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:

— 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 m If this is the primary plan, we will pay its

custodial parent is the parent benefits first.

awarded custody by a court decree m If this is the secondary plan, we will pay

or, in the absence of a court decree, benefits first, but the amount of benefits

is the parent with whom the child will be determined as if this plan were

resides more than one-half of the secondary. Our payment will be limited
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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 92.

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
co