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Section IV: UHIC-NY CERTIFICATE OF INSURANCE

Mental Health and Substance Abuse Program

Overview

The Empire Plan Mental Health and Substance Abuse Program provides comprehensive coverage for mental health
and substance abuse care, including alcoholism. UHIC-NY is the Program insurer and OptumHealth is the
administrator of the Program.

Review the benefits and exclusions in this Certificate before you obtain services. Excluded services and conditions
will not be covered under the Program. If your inpatient or outpatient treatment is found not medically necessary,
you will not receive any Empire Plan benefits, and you will be responsible for the full cost of care.

Coverage
Covered services for mental health and substance abuse care, including care for alcoholism, include:

e Emergency assessments at all times;

e Inpatient psychiatric care and aftercare for psychiatric cases following hospital discharge;

Alternatives to inpatient care (such as certified residential treatment facilities and certified halfway houses,
etc.);

Outpatient mental health services;

Inpatient/residential rehabilitation and aftercare following hospital discharge for substance abuse treatment;
Substance abuse structured outpatient rehabilitation and aftercare;

Electro-convulsive therapy;

Medication management;

Ambulance services; and

Psychiatric second opinions.

You must call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose
OptumHealth

Before you seek non-emergency mental health or substance abuse care, including treatment for alcoholism, you
must call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose OptumHealth. You should
call within 48 hours or as soon as reasonably possible after an emergency mental health or substance abuse
hospitalization.

If you do not call, or if you call but do not follow OptumHealth’s recommendations, you may receive a lower level
of benefits for non-emergency services. Calling OptumHealth is the first step in ensuring that you will be eligible to
receive the highest level of benefits. OptumHealth is always open, 24 hours a day, every day of the year.

The Empire Plan Mental Health and Substance Abuse Program has two levels of benefits for covered services:
network coverage and non-network coverage.

Highest level of benefits when you call and follow OptumHealth’s recommendations
You qualify for network coverage when:

e You call OptumHealth before your treatment begins, and
e You are treated by a provider OptumHealth recommends.
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Usually, you will be referred to a network provider or facility. However, you will still qualify for network coverage
if OptumHealth refers you to a non-network provider or facility.

Lower benefits when you don’t call OptumHealth, you don’t use a recommended provider

Benefits are available for medically necessary care when you don’t call OptumHealth and use a recommended
provider. These benefits are lower than those available when you call OptumHealth and seek care from a
recommended provider.

You will receive non-network coverage for covered services when:

e You do not call OptumHealth, and/or
e You call OptumHealth but do not follow their recommendations.

The mental health and substance abuse care you obtain will be covered by UHIC-NY only if it meets the conditions
for coverage stated in this Certificate. Read this entire Certificate in order to understand the Program.

Program benefits and responsibilities apply to you and your enrolled dependents whenever you seek Empire Plan
coverage for these services, even if you have Medicare or other health insurance coverage, as well.

Key terms are used throughout the Certificate. Read the section of the Certificate called “Meaning of Key Terms”
for definitions of these terms.

If you have questions about The Empire Plan Mental Health and Substance Abuse Program, call The Empire
Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose OptumHealth. TTY (Teletypewriter) for
enrollees who use a TTY because of a hearing or speech disability: 1-800-855-2881.

Meaning of Key Terms

Here are definitions of the key terms used throughout this Certificate. In order to understand them fully, read the
entire Certificate to see how these terms are used in the context of the coverage provided to you.

A. Approved Facility means a general acute care or psychiatric hospital or clinic under the supervision of a
physician. If the hospital or clinic is located in New York State, it must be certified by the Office of
Alcoholism and Substance Abuse Services of the State of New York or according to the Mental Hygiene
Law of New York State. If located outside New York State, it must be accredited by the Joint Commission
on Accreditation of Health Care Organizations for the provision of mental health, alcoholism or drug abuse
treatment. Partial Hospitalization, Intensive Outpatient Program, Day Treatment, 23 Hour Extended Bed
and 72 Hour Crisis Bed will be considered approved facilities if they satisfy the foregoing requirements. In
all cases other than an emergency, the facility must also be approved by OptumHealth.

Under network coverage, residential treatment centers, halfway houses and group homes will be considered
approved facilities, if they satisfy the requirements above and admission is certified by OptumHealth.

B. Calendar Year/Annual means a period of 12 months beginning with January 1 and ending with December
3L

C. Certification or Certified means a determination by OptumHealth that mental health care or substance
abuse care or proposed care is a medically necessary, covered service in accordance with the terms of this
Certificate.

D. Clinical Referral Line means the clinical resource and referral service which you must call prior to
receiving any covered services. You may call 24 hours a day, every day of the year. Call The Empire Plan
toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose OptumHealth.
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Coinsurance means, for Approved Facility services, the difference between the billed charge and the
percentage covered; and, for Practitioner services, the difference between the reasonable and customary
charge and the percentage covered. Coinsurance applies to non-network covered services.

Concurrent Review means OptumHealth’s utilization review and medical management program under
which OptumHealth reviews the medical necessity of mental health care and substance abuse services.
OptumHealth’s review is conducted by a team of licensed psychiatric nurses, social workers, board-
certified or board-eligible psychiatrists and clinical psychologists, to determine whether proposed services
are medically necessary for your diagnosed condition(s). This program includes combined outpatient and
inpatient review as described in this Certificate.

Copayment means the amount you are required to pay for covered services you obtain from a network
provider for outpatient services under the Mental Health and Substance Abuse Program. Please refer to the
“Schedule of Benefits for Covered Services” for the exact amount of copayment. Copayment applies only
to network covered services and non-network emergency room covered services.

Course of Treatment means the period of time, as determined by OptumHealth, required to provide
mental health and substance abuse care to you for the resolution or stabilization of specific symptoms or a
particular disorder. A course of treatment may involve multiple providers.

Covered Expenses means:

1. For care under the network portion of the Program, the network allowance for any medically
necessary covered services provided to you under the Program by a network provider.

2. For non-network Practitioner care, the Reasonable and Customary charge for medically necessary
covered services provided to you under the Program. No more than the Reasonable and Customary
charge less coinsurance will be considered by the Program for medically necessary covered
services.

3. For care in a non-network Approved Facility, the billed amount for medically necessary covered
services provided to you under the Program. No more than the billed amount less coinsurance will
be considered by the Program for medically necessary covered services.

A covered expense is incurred on the date you receive the service.

Covered Services means medically necessary mental health and substance abuse care as defined under the
terms of the Program, except to the extent that such care is otherwise limited or excluded under the
Program.

Crisis Intervention Visits means visits for treatment of an acute emotional disturbance which results in a
temporary inability to function in one’s daily life.

Examples of situations meeting this definition include:

1. An acute psychotic reaction,
2. Loss of coping capacity, and
3. Any situation endangering the patient, others or property.

Such crisis is usually precipitated by an adverse event such as:

Loss of crucial person through death, divorce or separation,

Serious illness, accident or sudden heart attack,

Onset of disabling psychiatric symptoms, or

A social trauma such as rape or robbery.

Deductlble means the amount you must pay each calendar year for covered services under the non-network
portion of the Mental Health and Substance Abuse Program before payment will be made to you.
Deductibles apply only to the non-network coverage. The Substance Abuse outpatient deductible, and the
Mental Health outpatient deductible for Practitioner services are separate deductibles and cannot be
combined.
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The amount applied toward satisfaction of the deductible will be the lower of the following:

1. The amount you actually paid for a medically necessary service or supply covered under the non-
network portion of the Program; or

2. For Practitioner services, the reasonable and customary charge less coinsurance for such service;
or

3. For Approved Facility services, the billed amount less coinsurance for such service.

The Mental Health and Substance Abuse Program deductibles are separate from the Basic Medical and
Managed Physical Medicine Program annual deductibles. The mental health and substance abuse
deductibles cannot be combined with any other deductible or out-of-pocket provision.

. Emergency Care is care received for an emergency condition. An emergency condition is a medical or
behavioral condition, the onset of which is sudden, that manifests itself by symptoms of sufficient severity,
including severe pain, that a prudent layperson, possessing an average knowledge of medicine and health,
could reasonably expect the absence of immediate medical attention to result in:
1. Placing the health of the person afflicted with such condition in serious jeopardy, or in the case of
a behavioral condition placing the health of such a person or others in serious jeopardy;
2. Serious impairment to such person’s bodily functions;
3. Serious dysfunction of any bodily organ or part of such person; or
4. Serious disfigurement of such person.
Inpatient Services means those services rendered in an approved facility to a patient who has been
admitted for an overnight stay and is charged for room and board.
Medically Necessary means a service which OptumHealth has certified to be:
1. Medically required;
2. Having a strong likelihood of improving your condition; and
3. Provided at the lowest appropriate level of care, for your specific diagnosed condition, in
accordance with both generally accepted mental health and substance abuse practices and the
professional and technical standards adopted by OptumHealth.

Although a practitioner may recommend that a covered person receive a service or be confined to an
approved facility, that recommendation does not mean:

4. That such service or confinement will be deemed to be medically necessary; or

5. That benefits will be paid under this Program for such service or confinement.
Mental Health Care means medically necessary care rendered by an eligible practitioner or approved
facility and which, in the opinion of OptumHealth, is directed predominately at treatable behavioral
manifestations of a condition that OptumHealth determines:

1. Isaclinically significant behavioral or psychological syndrome, pattern, illness or disorder; and

2. Substantially or materially impairs a person’s ability to function in one or more major life

activities; and
3. Has been classified as a mental disorder in the current American Psychiatric Association
Diagnostic and Statistical Manual of Mental Disorders.

Network Allowance means the amount network providers have agreed to accept as payment in full for
services they render to you under the network provider portion of the Program.
Network Coverage means the level of benefits provided by the Program when you receive medically
necessary services from a provider recommended to you by OptumHealth.
Network Facility means an approved facility that has entered into a network provider agreement as an
independent contractor with OptumHealth. The records of OptumHealth shall be conclusive as to whether
an institution has a network provider agreement in effect on the date that you obtain services. A non-
network facility can be considered a network facility on a case-by-case basis when approved by
OptumHealth.
Network Practitioner means a practitioner who has entered into an agreement with OptumHealth as an
independent contractor to provide covered services to you. The records of OptumHealth shall be conclusive
as to whether a person had a network provider agreement in effect on the date that you obtained services. A
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non-network practitioner can be considered a network practitioner on a case-by-case basis when approved
by OptumHealth.

U. Network Provider means either a network practitioner or a network facility.

V. Non-network Coverage means the level of reimbursement paid by the Program when you receive
medically necessary covered services from a non-network provider and you comply with the Program
requirements outlined in this Certificate.

W. Non-network Facility means an approved facility that has not entered into an agreement with
OptumHealth to provide covered services to you.

X. Non-network Provider means a practitioner or approved facility that has not entered into an agreement
with OptumHealth to provide covered services to you.

Y. OptumHealth Behavioral Solutions (also referred to as OptumHealth) is the company selected by the
State of New York to administer The Empire Plan Mental Health and Substance Abuse Program.
OptumHealth provides services for UnitedHealthcare Insurance Company of New York in the
administration of this Program.

Z. Outpatient Services means those services rendered in a practitioner’s office or in the department of an
approved facility where services are rendered to persons who have not had an overnight stay and are not
charged for room and board.

AA. Partial Hospitalization (day or night care center) means a visit in a center maintained by an approved
facility that has a program certified in New York State, according to the Mental Hygiene Law of New York
State. If the facility is located in another state, it must be certified by the appropriate state agency to provide
this kind of care or, if not regulated by a state agency, it must be certified by the Joint Commission on
Accreditation of Health Care Organizations as a mental health care program.

BB. Peer Advisor means a psychiatrist or Ph.D. psychologist with a minimum of five years of clinical
experience who maintains an active clinical practice and who renders medical necessity decisions.

CC. Practitioner means:

1. A psychiatrist; or

2. A psychologist; or

3. Alicensed and registered social worker with at least six years of postdegree experience who is
qualified by the New York State Board for Social Work. In New York State, this is determined by
the “R” number given to qualified social workers. If services are performed outside New York

State, the social worker must have the highest level of licensure awarded by that state’s accrediting

body; or

A Registered Nurse Clinical Specialist or psychiatric nurse/clinical specialist; or

A Registered Nurse Practitioner: a nurse with a Master’s degree or higher in nursing from an

accredited college or university, licensed at the highest level of nursing in the state where services

are provided; must be certified and have a practice agreement in effect with a network physician;
or A professional corporation; or A university faculty corporation.

DD.Program means The Empire Plan Mental Health and Substance Abuse Program.

EE. Provider means a practitioner or approved facility that supplies you with covered services under the
Mental Health and Substance Abuse Program. The fact that a practitioner or approved facility claims to
supply you with mental health or substance abuse services has no bearing on whether that practitioner or
approved facility is a provider covered under the Program. A service or supply which can lawfully be
provided only by a licensed practitioner or approved facility will be covered by this Program only if such
practitioner or approved facility is in fact properly licensed and is permitted, under the terms of that license,
to do so at the time you receive a covered service or supply. A person or facility that is not properly
licensed cannot be a covered provider under the Program. The records of any agency authorized to license
persons or facilities who supply covered services shall be conclusive as to whether that person or facility
was properly licensed at the time you receive any service or supply.

FF. Reasonable and Customary means the lowest of:

1. The actual charge for services; or

2. The usual charge for services by the Practitioner; or

3. The usual charge for services of other Practitioners in the same or similar geographic area for the
same or similar service.

GG. Referral means the process by which OptumHealth’s 24-hour, toll-free Clinical Referral Line refers you to
a provider to obtain covered mental health and substance abuse care.

HH. Structured Outpatient Rehabilitation Program means a program that provides substance abuse care and
is an operational component of an approved facility that is state licensed. If located in New York State, the

oa s
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program must be certified by the Office of Alcoholism and Substance Abuse Services of the State of New
York. If the program is located outside New York State, it must be part of an approved facility accredited
by the Joint Commission on Accreditation of Health Care Organizations as a hospital or as a health care
organization that provides psychiatric and/or drug abuse or alcoholism services to adults and/or
adolescents.

The program must also meet all applicable federal, state and local laws and regulations.

A Structured Outpatient Rehabilitation Program is a program in which the patient participates, on an
outpatient basis, in prescribed formalized treatment, which includes an intensive phase involving more than
onceweekly treatment, as well as an aftercare component, which includes weekly follow-up/support visits.
In addition, Structured Outpatient Rehabilitation Programs include elements such as participation in
support groups like Alcoholics Anonymous or Narcotics Anonymous.

Il. Substance Abuse Care means medically necessary care provided by an eligible provider for the illness or
condition that OptumHealth has determined:
1. Isaclinically significant behavioral or psychological syndrome or pattern;
2. Substantially or materially impairs a person’s ability to function in one or more major life
activities; and
3. Isacondition which has been classified as a substance abuse disorder in the current American
Psychiatric Association Diagnostic and Statistical Manual of Mental Disorders, unless such
condition is otherwise excluded under this Program.

JJ. UHIC-NY means UnitedHealthcare Insurance Company of New York, which is the insurer for The Empire
Plan Mental Health and Substance Abuse Program.

KK.You/Your means any Empire Plan enrollee covered by this Program and any dependent member of an
enrollee’s family who is also covered. Enrollee and dependent are defined in your NYSHIP General
Information Book. Where this Certificate refers to “you” making the call to obtain network coverage,
“you”/“your” can also mean a member of your family or household.

How to Receive Benefits for Mental Health and Substance Abuse Care

You must call

Before you seek treatment for mental health or substance abuse, including alcoholism, you must call The Empire
Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose OptumHealth, even if another plan is your primary
coverage.

You must call OptumHealth even when a doctor refers you to a mental health professional or facility. You may ask
OptumHealth to refer you to a particular provider. However, OptumHealth will determine the appropriateness of this
referral.

The advantages of making this call are:

e  You will receive help in choosing the right provider. You don’t have to guess which professional can help
you.

e You will have access to an extensive network of quality providers in your area, carefully chosen for their
training and experience.

e You may reduce out-of-pocket expenses and you can get the recommended care without worrying about the
bill. Except for any copayments, the bill is paid when you follow OptumHealth’s recommendation, and
there are no claim forms.

e When you use OptumHealth for intervention following a significant life crisis, such as a death, trauma,
divorce, illness or work and life issues, you are eligible for up to three outpatient visits without a
copayment.

e You will receive confidential help - no one needs to know you are making the call.
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The OptumHealth network and the referral process

The Mental Health and Substance Abuse Program has two levels of benefits: network coverage and non-network
coverage. By following the Program requirements for network coverage, you will receive the highest level of
benefits. Please refer to the “Schedule of Benefits for Covered Services” for a complete description of the two
benefit levels.

OptumHealth’s network gives you access to a wide range of providers when you need mental health or substance
abuse care. These providers are in your community and many of them have been caring for Empire Plan enrollees
and their families for years.

Program requirements apply nationwide, even if another plan is your primary coverage

You must follow the requirements for the Mental Health and Substance Abuse Program whenever you will be
seeking Empire Plan coverage for these services. Program requirements apply nationwide regardless of where you
seek mental health and substance abuse services.

Program requirements for network coverage
In order to receive network coverage, the highest level of benefits:

e You must call OptumHealth before outpatient treatment begins;

e You must call OptumHealth before you are admitted as an inpatient. (Requirements are different for an
emergency. See “Emergency Services”); and

e You must be treated by a provider or admitted to a facility recommended to you by OptumHealth.

When you follow these requirements for network coverage, the network provider will be responsible for obtaining
certification from OptumHealth. Both you and your provider will receive written confirmation from OptumHealth
indicating the care (number of visits or length of stay) that has been certified.

Lower benefits apply if you don’t call OptumHealth or if you don’t use a recommended
provider

Benefits are available for medically necessary care when you do not follow the Program requirements for network
coverage. These benefits are lower than those available when you call OptumHealth and seek care from a
recommended provider. See the “Schedule of Benefits for Covered Services” for a description of non-network
coverage.

Before you choose a non-network provider, consider the high cost of treatment.

Program requirements if you choose to use a non-network provider

For a non-emergency inpatient admission to a non-network facility, you must call OptumHealth before the
admission to have the medical necessity of the admission certified.

If you choose a non-network provider for outpatient treatment, call OptumHealth early in your treatment so that
OptumHealth can begin the process of determining whether your treatment will be covered. You must call before
the sixth visit to begin the certification process. OptumHealth must certify any outpatient visits beyond the tenth
such visit during any course of treatment.

When you use a non-network provider, you are responsible for obtaining certification from OptumHealth. You will
receive written confirmation from OptumHealth indicating the care (number of visits or length of stay) which has
been certified.
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Emergency services

In an emergency situation, you should go or be taken to the nearest hospital emergency room for treatment. If you
are admitted to a facility for emergency care, you should call OptumHealth within 48 hours or as soon as reasonably
possible after an emergency mental health or substance abuse hospitalization for certification.

You must pay the first $60 in charges (copayment) for emergency care in a hospital emergency room. You will not
have to pay this $60 copayment if you are treated in the emergency room and it becomes necessary for the hospital
to admit you at that time as an inpatient.

When you receive medically necessary covered services from a non-network provider in a certified emergency, the
Program will provide network coverage until you can be transferred to a network facility.

Call OptumHealth

You or a member of your family or household may place the call to The Empire Plan toll free at 1-877-7-NYSHIP
(1-877-769-7447) and choose OptumHealth. In the case of an emergency or urgent situation, your doctor, a member
of your doctor’s staff, or the hospital admitting office, may place the call for you. Where this Certificate refers to
“you” making the call, keep in mind that other people listed may also call. But it is your responsibility to see that
the call is made.

Clinical Referral Line

You must call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose OptumHealth for
referrals to providers. Whenever you or your family faces a mental health or substance abuse problem, including
alcoholism, getting help begins with a call to OptumHealth. By making the call before you receive services, and then
obtaining care from a provider referred to you by OptumHealth, you will qualify for network coverage. Usually,
OptumHealth will refer you to a network practitioner or network facility. However, you will also qualify for network
coverage if no network provider is available and OptumHealth refers you to a non-network provider.

The Clinical Referral Line is available 24 hours a day, every day of the year. It is staffed by clinicians who have
professional experience in the mental health and substance abuse field. These highly trained and experienced
clinicians are available to help you determine the most appropriate course of action.

Call when you use a non-network provider

To be certain that your care is medically necessary when you choose to use a non-network provider, you must call
OptumHealth to start the certification process. Call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447)
and choose OptumHealth between 8 am and 5 pm Eastern time on business days and select the Customer Service
Line. Ask OptumHealth to mail an Outpatient Treatment Report to your non-network provider. If you do not call
when you use a non-network provider, and your inpatient or outpatient treatment is not found to be medically
necessary, you will not receive any Empire Plan benefits and you will be responsible for the full cost of care.

Show your identification card

You must show your identification card every time you request covered services from network providers. Possession
and use of an identification card is not entitlement to benefits. Coverage for benefits is subject to verification of
eligibility for the date covered services are rendered, and all the terms, conditions, limitations and exclusions set out
in this Certificate.
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Release of medical records

As a condition of receiving benefits under this Program, you authorize any provider who has provided services to
you to provide OptumHealth and UHIC-NY with all information and records relating to such services. At all times,
OptumHealth and UHIC-NY will treat medical records and information in strictest confidence.

Concurrent Review

OptumHealth reviews treatment

After the initial certification, OptumHealth monitors your care throughout your course of treatment to make sure it
remains consistent with your medical needs. The Concurrent Review is based on the following criteria and applies
whether you choose a network or non-network provider:

Medical necessity of treatment to date,
Diagnosis,

Severity of illness,

Proposed level of care, and
Alternative treatment approaches.

OptumHealth must continue to certify the medical necessity of your care for your Empire Plan benefits to continue.

If OptumHealth determines that inpatient treatment is no longer necessary, OptumHealth will notify you, your
doctor and the facility no later than the day before the day on which inpatient benefits cease. OptumHealth will
assist you in making the transition from inpatient care to the appropriate level of treatment with a network provider.

Certification denial and appeal process: deadlines apply

Only an OptumHealth peer advisor can deny certification. If certification for any covered service is denied,
OptumHealth will notify you and the applicable provider of the denial and provide information on how to request an
appeal of such decision by telephone. You will have 60 days to request an appeal.

When you or your provider requests an appeal involving a clinical matter, another OptumHealth peer advisor will
review your case and make a determination. The determination will be made as soon as your provider provides all
pertinent information to the OptumHealth peer advisor in a telephone review. You and your provider will be advised
in writing of OptumHealth’s decision.

If the peer advisor’s determination is to continue to deny certification, you and your provider will be provided with
written information on how to request a second level appeal of OptumHealth’s decision. You have 30 days from the
date of your receipt of OptumHealth’s written denial notice to request a second level appeal.

Level 2 Clinical appeals are conducted by a panel of two board-certified psychiatrists from OptumHealth and a
Clinical Manager. Panel members have not been involved in the previous determinations of the case. A
determination will be made within 10 business days of the date OptumHealth received all pertinent medical records
from your provider. You and your provider will be notified in writing of the decision. See “Appeals: 60-day
deadline” for additional information. Administrative appeals are reviewed by OptumHealth, in consultation with
UHIC-NY as needed.
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What is Covered Under the Mental Health and Substance Abuse Program

This section describes Program coverage for inpatient and outpatient care.

Inpatient care

Coverage for inpatient care includes the following medically necessary services:

A. Hospital Services for the treatment of mental health and substance abuse are covered.

B.

Residential Treatment Facilities, Halfway Houses and Group Homes. Covered charges will be payable
in full under the network coverage if the admission is certified by OptumHealth. Confinements for these
services are covered only under the network portion of the Program. No benefits are available under non-
network coverage.

Mental health care in a partial hospitalization program (day or night care center), maintained by an
approved facility, on its premises, is covered.

Psychiatric Treatment or Consultation While You Are a Mental Health, Substance Abuse or Medical
Inpatient in an Approved Facility. If you are receiving inpatient mental health/substance abuse treatment
from a practitioner who bills separately from the hospital or approved facility, you are covered for
medically necessary visits.

If you are admitted to a hospital for a medical condition and the admission interrupts your certified
outpatient mental health and substance abuse care, you may continue to receive certified care from your
practitioner during your inpatient stay.

Inpatient Psychiatric Consultations on a Medical Unit. You are covered for medically necessary
inpatient mental health visits by a practitioner while you are on the medical unit of a hospital.

Outpatient care

Coverage for outpatient care includes the following medically necessary services:

A

Emergency Care at a hospital for treatment of mental health/substance abuse, where you are not admitted
as an inpatient following that care, is considered an outpatient service.

Office Visits. You are covered for office visits for general mental health care.

Psychiatric Second Opinion. You are covered for second opinions by a practitioner of equal or higher
credentials. Example: Only another psychologist or a psychiatrist may give a second opinion on a
psychologist’s diagnosis.

Family Sessions. For each patient’s alcoholism, alcohol abuse, or substance abuse treatment program,
benefits are allowed for covered family sessions. When the covered alcoholic, alcohol abuser or substance
abuser is participating in a Structured Outpatient Substance Abuse Rehabilitation Program, up to 20 family
sessions (per calendar year) for family members covered under the same Empire Plan enroliment are
included in the program. If the alcoholic, alcohol abuser, or substance abuser is not in active treatment,
non-addicted family members covered under the same Empire Plan enrollment are eligible for up to 20
family sessions (per calendar year), subject to OptumHealth certification.

Substance Abuse-Structured Outpatient Rehabilitation Program. Covered benefits are allowed for
Substance Abuse Structured Outpatient Rehabilitation Programs.

Psychological Testing and Evaluations. These services are covered if OptumHealth authorizes them and
determines that they are medically necessary for the condition(s) indicated. If these services are provided
on an outpatient basis, the network provider must obtain OptumHealth certification of this care before
testing begins. If testing is being provided by a non-network provider, you must have your practitioner call
OptumHealth and obtain certification of the care before testing begins. There are no network or non-
network benefits available if testing is not certified by OptumHealth in advance.

Ambulance Services for Mental Health and Substance Abuse Care. You are covered for medically
necessary hospital-based ambulance services, commercial ambulance services or organized voluntary
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ambulance services for transfers from non-network facilities to network facilities approved in advance by
OptumHealth. You are also covered for emergency transport to an approved facility.

You are not covered under this Program for ambulance service to a facility in which you do not receive
mental health and substance abuse care.

Crisis Intervention Visits. Crisis intervention visits are covered under the network coverage and will be
payable in full up to the network allowance for up to three visits in a given crisis. OptumHealth reviews
documentation of each crisis for approval.

A statement of necessity satisfactory to OptumHealth must be submitted by the network provider in order
for a period of treatment to be considered a crisis. Paid-in-full benefits for these services are available
under network coverage only.

Electro-Convulsive Therapy. Electro-Convulsive therapy is a procedure conducted by a psychiatrist in the
treatment of certain mental disorders through the application of controlled electric current. All Electro-
Convulsive therapy must be certified by OptumHealth before the service is received.

Medication Management. You are covered for office visits to a psychiatrist specializing in
psychopharmacology for the ongoing review and monitoring of psychiatric medications.

Home-Based Counseling. You are covered for home-based care provided by a Network Practitioner.
Benefits for these services are available under network coverage only.

Registered Nurse Practitioner. Services provided by a Registered Nurse Practitioner under the direct
supervision of a network physician are covered under the Plan when medically necessary. Services include
prescribing medication refills and other services performed within the scope of the Registered Nurse
Practitioner’s license in the state where the services are performed. Benefits for these services are
available under network coverage only.

Telephone Counseling. Telephone counseling provided by a network practitioner is covered. Benefits for
these services are available under network coverage only.

Schedule of Benefits for Covered Services

OPTUMHEALTH MUST CERTIFY ALL COVERED SERVICES AS MEDICALLY NECESSARY. IF
OPTUMHEALTH DOES NOT CERTIFY YOUR INPATIENT OR OUTPATIENT TREATMENT AS
MEDICALLY NECESSARY, YOU WILL NOT RECEIVE ANY EMPIRE PLAN BENEFITS AND YOU

WILL BE RESPONSIBLE FOR THE FULL COST OF CARE.

NETWORK COVERAGE FOR MENTAL HEALTH AND SUBSTANCE ABUSE CARE

If you follow the requirements for network coverage, you are responsible for paying only the following copayments:

A
B

C.

No copayments are required for inpatient care.
You pay the first $15 charged for each visit to an approved Structured Outpatient Rehabilitation Program
for substance abuse.
You pay the first $15 charged for any other outpatient visit including Home-Based and Telephone
Counseling in place of an office visit, except no copayment is required for:

e  Crisis Intervention, up to three visits per crisis
Electro-Convulsive Therapy - facility and therapist charges, if certified by OptumHealth
Psychiatric Second Opinion, if requested and certified by OptumHealth
Ambulance Service
Mental Health Psychiatric Evaluations, if requested and certified by OptumHealth
Prescription drugs, if billed by an approved facility
Home-based counseling when provided in place of inpatient care
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D. You pay the first $60 charged for emergency care in a hospital emergency room. You will not have to pay
this $60 copayment if you are treated in the emergency room and it becomes necessary for the hospital to
admit you at that time as an inpatient.

The network provider from whom you receive covered services is responsible for collecting the copayment
from you.

Note - Copayments do NOT count toward meeting your non-network coverage deductibles, Basic Medical
deductible or Basic Medical Coinsurance Maximum. Copayments count toward meeting your non-network
outpatient practitioner coinsurance maximum.

Except for the copayment that the network provider obtains directly from you, a network provider does not bill you
directly for services or supplies you obtain as a network benefit. Your payment to the network provider is limited to
the copayment. The network provider requests payment directly from UHIC-NY.

NON-NETWORK COVERAGE FOR MENTAL HEALTH AND SUBSTANCE ABUSE
CARE

YOU ARE RESPONSIBLE FOR OBTAINING OPTUMHEALTH CERTIFICATION
FOR CARE OBTAINED FROM A NON-NETWORK PROVIDER

If you do NOT follow the requirements for network coverage, UHIC-NY pays the following covered percentages:

A. For Practitioner Services: 80 percent of reasonable and customary charges for covered services after you
meet the annual deductible for outpatient practitioner services. There are two separate deductibles for this
program — one for mental health services and one for substance abuse care. Each deductible is $250 per
enrollee, $250 per covered spouse/domestic partner and $250 for all covered dependents combined. The
covered percentage becomes 100 percent of the reasonable and customary charge for covered services once
the coinsurance maximum is met.

There are two separate coinsurance maximums for this program — one for mental health services and one
for substance abuse care. Each coinsurance maximum is $515 for the enrollee, $515 for the enrolled
spouse/dependent partner and $515 for all dependent children combined.

The $515 coinsurance maximum expense for the enrollee, the spouse/domestic partner and all children
combined will be reduced to $309 in calendar year 2011 for employees in or equal to a salary grade 6 or
below as of January 1, 2011.

B. For Approved Facility Services: 90 percent of billed charges for covered services. There are two separate
coinsurance maximums for this program—one for mental health services and one for substance abuse care.
Each coinsurance maximum is $1,500 for you, the enrollee, $1,500 for your enrolled spouse/domestic
partner and $1,500 for all enrolled dependent children combined. Each coinsurance maximum is applied as
follows:

1. You are responsible for the first $500 of coinsurance, then

2. You may apply for reimbursement of the next $500 of coinsurance, upon written request of the
enrollee, then

3. You are responsible for the final $500 of coinsurance.

OptumHealth will consider non-network coverage for covered expenses after you meet your annual deductible. You
are responsible for the coinsurance amount up to the coinsurance maximum. And, for practitioner services, any
charges in excess of the reasonable and customary charge.

Note - The amount you pay for inpatient and outpatient services does NOT count toward meeting your Basic
Medical deductible or Basic Medical coinsurance maximum under the Medical/Surgical Program or toward the non-
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network coinsurance maximum under the Hospital Program. No deductible, coinsurance or maximum coinsurance
amount may be counted toward satisfying any other deductible, coinsurance or maximum coinsurance amount.

Maximums

Mental Health and Substance Abuse coverage is unlimited (no maximum) for outpatient and inpatient services,
except that outpatient treatment sessions for family members of an alcoholic, alcohol abuser, or substance abuser are
covered for a maximum of 20 visits per year for all family members combined.

Exclusions and Limitations
Covered services do not include and no benefits will be provided for the following:

A. Expenses incurred prior to your effective date of coverage or after termination of coverage, except under
conditions described in the “Miscellaneous Provisions” section.

B. Services or supplies which are not Medically Necessary as defined in the section “Meaning of Key Terms”.

C. Treatment which is not Mental Health Care or Substance Abuse Care as defined in the section “Meaning of
Key Terms”.

D. Services or supplies which are solely for the purpose of professional or personal growth, marriage
counseling, development training, professional certification, obtaining or maintaining employment or
insurance, or solely pursuant to judicial or administrative proceedings.

E. Services to treat conditions that are identified in the current American Psychiatric Association Diagnostic
and Statistical Manual of Mental Disorders as non disorder conditions which may be a focus of clinical
attention (V codes); except for family visits for substance abuse or alcoholism.

F. Services deemed Experimental or Investigational are not covered under this Plan. However, OptumHealth
and UHIC-NY may deem an Experimental or Investigational Service is covered under this Plan for treating
a life-threatening sickness or condition if they determine that the Experimental or Investigational Service at
the time of the determination:

e Is proved to be safe with promising efficacy; and

e Isprovided in a clinically controlled research setting; and

e  Uses a specific research protocol that meets standards equivalent to those defined by the National
Institutes of Health.

G. Custodial care, except when medically necessary. Custodial care means the spectrum of services and
supplies provided expressly for protection and monitoring in a controlled environment, regardless of
setting, and assistance to support essentials of daily living in patients whose persistent symptoms, behavior
management, and/or medical and psychological problems result in serious ongoing impairment in central
life role function. Such care includes, but is not limited to, state hospital care which is custodial for children
who are wards of the state or for enrollees or eligible dependents who are incarcerated in a state hospital
facility.

H. Prescription drugs, except when medically necessary and when dispensed by an approved facility,
residential or day treatment program to a covered individual who, at the time of dispensing, is receiving
inpatient services for mental health and/or substance abuse care at that approved facility. Take-home drugs
are not covered.

I.  Private duty nursing.

J. Any charges for missed appointments, completion of a claim form, medical summaries and medical invoice
preparations including, but not limited to, clinical assessment reports, outpatient treatment reports and
statements of medical necessity.

K. Charges for services, supplies or treatments that are covered charges under any other portion of The Empire
Plan, including but not limited to detoxification of newborns and medically complicated detoxification
cases.

L. Services, treatment or supplies provided as a result of any Workers” Compensation Law or similar
legislation, or obtained through, or required by, any governmental agency or program, whether federal,
state or of any subdivision thereof.



Exhibit 11.C2
Page 14 of 23

. Services or supplies you receive for which no charge would have been made in the absence of coverage

under the Mental Health and Substance Abuse Program, including services from an Employee Assistance
Program.

Services or supplies for which you are not required to pay, including amounts charged by a provider which
are waived by way of discount or other agreements made between you and the provider of care.

Any charges for professional services performed by a person who ordinarily resides in your household or
who is related to you, such as a spouse, parent, child, brother or sister or by an individual or institution not
defined by OptumHealth as a provider.

Services or supplies for which you receive payment or are reimbursed as a result of legal action or
settlement other than from an insurance carrier under an individual policy issued to you, to the extent that
medical expenses are identified in the judgment or settlement.

Conditions resulting from an act of war (declared or undeclared) or an insurrection which occurs after
December 5, 1957.

Services provided in a veteran’s facility or other services furnished, even in part, under the laws of the
United States and for which no charge would be made if coverage under the Mental Health and Substance
Abuse Program were not in effect. However, this exclusion will not apply to services provided in a medical
center or hospital operated by the U.S. Department of Veterans’ Affairs for a non-service connected
disability in accordance with the Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1986 and
amendments.

Coordination of Benefits

If you are covered by an additional group health insurance program (such as a program provided by your spouse’s
employer) which contains coverage for mental health or substance abuse, The Empire Plan will coordinate benefit
payments with the other program. One program pays its full benefit as the primary insurer and the other program
pays secondary benefits.

Coordination of benefits helps ensure that you receive all the benefits to which you are entitled from each plan,
while preventing duplicate payments and overpayments. In no event shall payment exceed 100 percent of a charge.
The Empire Plan does not coordinate benefits with any health insurance policy which you or your dependent carries
on a direct-pay basis with a private carrier.

The procedures followed when Empire Plan benefits are coordinated with those provided under another program are
detailed below. Each of The Empire Plan carriers follows these procedures.

A

“Coordination of Benefits” means that the benefits provided for you under The Empire Plan are
coordinated with the benefits provided for you under another plan. The purpose of coordination of benefits
is to avoid duplicate benefit payments so that the total payment under The Empire Plan and under another
plan is not more than the actual charge or the Reasonable and Customary Charge, whichever is less, for a
service covered under both group plans.
Definitions
1. “Plan” means a plan which provides benefits or services for or by reason of mental health or
substance abuse care and which is:
a. A group insurance plan; or
b. A blanket plan, except for blanket school accident coverages or such coverages issued to
a substantially similar group where the policyholder pays the premium; or
c. Aself-insured or non-insured plan; or

d. Any other plan arranged through any employee, trustee, union, employer organization or
employee benefit organization; or

e. A group service plan; or

f. A group prepayment plan; or

g. Any other plan which covers people as a group; or

h. A governmental program or coverage required or provided by any law except Medicaid

or a law or plan when, by law, its benefits are excess to those of any private insurance
plan or other nongovernmental plan; or
i. A mandatory “no fault” automobile insurance plan.
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2.  “Order of Benefit Determination” means the procedure used to decide which plan will determine
its benefits before any other plan. Each policy, contract or other arrangement for benefits or
services will be treated as a separate plan. Each part of The Empire Plan which reserves the right
to take the benefits or services of other plans into account to determine its benefits, will be treated
separately from those parts which do not.

C. When coordination of benefits applies and The Empire Plan is secondary, payment under The Empire Plan
will be reduced so that the total of all payments or benefits payable under The Empire Plan and under
another plan is not more than the actual charge or the Reasonable and Customary Charge, whichever is less,
for the service you receive. The amount payable under The Empire Plan plus the amount payable under the
primary plan will sometimes be less than 100 percent of the allowable expense due to annual deductible
and coinsurance requirements. If The Empire Plan is secondary to Medicare, the amount payable will be
determined as denoted below in the section entitled "“Impact of Medicare on This Plan."

D. Payments under The Empire Plan will not be reduced on account of benefits payable under another plan if
the other plan has coordination of benefits or similar provision with the same order of benefit determination
as stated in Item E. Empire Plan benefits are to be determined, in that order, before the benefits under the
other plan.

E. When more than one plan covers the person making the claim, the order of benefit payments is determined
using the first of the following rules which applies:

1. The benefits of the plan which covers the person as an enrollee are determined before those of
other plans which cover that person as a dependent;

2. When this plan and another plan cover the same child as a dependent of different persons called
“parents” and the parents are not divorced or separated: (For coverage of a dependent of parents
who are divorced or separated, see paragraph 3 below.)

a. The benefits of the plan of the parent whose birthday falls earlier in the year are
determined before those of the plan of the parent whose birthday falls later in the year;
but

b. If both parents have the same birthday, the benefits of the plan which has covered one
parent for a longer period of time are determined before those of the plan which has
covered the other parent for the shorter period of time;

c. If the other plan does not have the rule described in subparagraphs a. and b. above, but
instead has a rule based on gender of the parent, and if as a result, the plans do not agree
on the order of benefits, the rule in the other plan will determine the order of benefits;

d. The word “birthday” refers only to month and day in a calendar year, not the year in
which the person was born.

3. If two or more plans cover a person as a dependent child of divorced or separated parents, benefits
for the child are determined in this order:

a. First, the plan of the parent with custody of the child;

b. Then, the plan of the spouse of the parent with custody of the child;

c. Then, the plan of the parent not having custody of the child; and

d. Finally, if the specific terms of a court decree state that one of the parents is responsible
for the health care expenses of the child, and the entity obligated to pay or provide the
benefits of the plan of that parent has actual knowledge of those terms, the benefits of
that plan are determined first. This paragraph does not apply to any benefits paid or
provided before the entity had such actual knowledge.

4. The benefits of a plan which cover a person as an employee or as the dependent of an employee
who is neither laid-off nor retired are determined before those of a plan which covers that person
as a laidoff or retired employee or as the dependent of such an employee. If the other plan does not
have this rule, and if as a result, the plans do not agree on the order of benefits, this rule 4. is
ignored.

5. If none of the rules in 1. through 4. above determined the order of benefits, the plan which has
covered the person for the longest period of time determines its benefits first.

F. For the purpose of applying this provision, if both spouses/domestic partners are covered as employees
under The Empire Plan, each spouse/domestic partner will be considered as covered under separate plans.

G. Any information about covered expenses and benefits which is needed to apply this provision may be given
or received without consent of or notice to any person, subject to the provisions in Article 25 of the General
Business Law.
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H. Ifan overpayment is made under The Empire Plan before it is learned that you also had other coverage,
The Empire Plan carriers have the right to recover the overpayment. You will be required to return any
overpayment to the appropriate Empire Plan carrier; or at UHIC-NY’s discretion, future benefits may be
offset by this amount. In most cases, this will be the amount that was paid by the other plan.

I.  If payments which should have been made under The Empire Plan have been made under other plans, the
party that paid will have the right to recover the appropriate amount from The Empire Plan carriers.

J. There is a further condition which applies under the network provider program. When either Medicare or a
plan other than The Empire Plan pays first, and if for any reason the total sum reimbursed by the other plan
and The Empire Plan is less than the network provider billed the other plan, the network provider may not
charge the balance to you.

When The Empire Plan is secondary to another insurance plan

If a provider receives prior approval to provide services from the primary carrier, The Empire Plan will not deny a
claim for services on the basis that no prior approval from The Empire Plan was received. However, the fact that the
primary carrier has given prior approval for services does not preclude The Empire Plan from determining that the
services that were provided were not medically necessary or otherwise not covered under the certificate language.

Impact of Medicare on this Plan

Even if Medicare or another plan provides your primary coverage, you must follow OptumHealth’s require ments
whenever you will be seeking Empire Plan coverage for mental health or substance abuse services.

Definitions

Medicare means the Health Insurance for the Aged and Disabled Provisions of the Social Security Act of
the United States as it is now and as it may be amended.

>

B. Primary Payor means the plan that will determine the medical benefits which will be payable to you first.

C. Secondary Payor means a plan that will determine your medical benefits after the primary payor.

D. Active Employee refers to the status of you, the enrollee, prior to your retirement and other than when you
are disabled.

E. Retired Employee means you, the enrollee, upon retirement under the conditions set forth in the General

Information section of this book.
F. You will be considered disabled if you are eligible for Medicare due to your disability.
G. You will be considered to have end-stage renal disease if you have permanent kidney failure.

Coverage
When you are eligible for primary coverage under Medicare, the benefits under this Plan may change.

Please refer to the General Information section of this book for information on when you must enroll for Medicare
and when Medicare becomes your primary coverage. If you or your dependent is eligible for primary Medicare
coverage - even if you or your dependent fails to enroll - your covered medical expenses will be reduced by
the amount available under Medicare, and UHIC-NY will consider the balance for payment, subject to
copayment, deductible and coinsurance.

If you or your dependent is eligible for primary coverage under Medicare and you enroll in a Health
Maintenance Organization under a Medicare Advantage plan, your Empire Plan benefits will be
dramatically reduced under some circumstances, as explained in the last paragraph of this section, “Medicare
Advantage Plans and your Empire Plan coverage” below.

A. Retired Employees and/or their Dependents — If you or your dependents are eligible for primary
coverage under Medicare - even if you or they fail to enroll - your covered medical expenses will be
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reduced by the amount that would have been paid by Medicare, and UHIC-NY will consider the balance
for payment, subject to copayment, deductible and coinsurance.

If the provider has agreed to accept Medicare assignment, covered expenses will be based on the provider’s
reasonable charge or the amount approved by Medicare, whichever is less. If the provider has not agreed to
accept Medicare assignment, covered expenses will be based on Medicare’s limiting charge, as established
under federal, or in some cases, state regulations.

No benefits will be paid for services or supplies provided by a skilled nursing facility.

B. Active State Employees and/or their Dependents — This Plan will automatically be the primary payor for
active employees, regardless of age, and for the employee’s enrolled dependents (except for a domestic
partner or same-sex spouse eligible for Medicare due to age) unless end-stage renal disease provisions
apply; Medicare, the secondary payor. As the primary payor, UHIC-NY will pay benefits for covered
medical expenses under this Plan; as secondary payor, Medicare’s benefits will be available to the extent
they are not paid under this Plan or under the plan of any other primary payor.

The only way you can choose Medicare as the primary payor is by canceling this Plan; if you do so, there
will be no further coverage for you under this Plan.

Note to domestic partners or same-sex spouses: Under Social Security law, Medicare is primary for an
active employee’s domestic partner or same-Sex spouse who becomes Medicare eligible at age 65. If the
domestic partner or same-sex spouse becomes Medicare eligible due to disability, NYSHIP is primary.

C. Disability. Medicare provides coverage for persons under age 65 who are disabled according to the
provisions of the Social Security Act. The Empire Plan is primary for disabled active employees and
disabled dependents of active employees. Retired employees, vested employees and their enrolled
dependents who are eligible for primary Medicare coverage because of disability must be enrolled in Parts
A and B of Medicare when first eligible and apply for available Medicare benefits. Benefits under this Plan
are reduced to the extent that Medicare benefits could be available to you.

D. End-Stage Renal Disease. For those eligible for Medicare due to end-stage renal disease, whose
coordination period began on or after March 1, 1996, NYSHIP will be the primary insurer for the first 30
months of treatment, then Medicare becomes primary. See “Medicare end-stage renal disease coordination”
in the General Information section. Benefits under this Plan are reduced to the extent that Medicare benefits
could be available to you. Therefore, you must apply for Medicare and have it in effect at the end of the 30-
month period to avoid a loss in benefits.

E. Veterans’ Facilities. Where services are provided in a U.S. Department of Veterans’ Affairs facility or
other facility of the federal government, benefits under this Plan are determined as if the services were
provided by a nongovernmental facility and covered under Medicare. The Medicare amount payable will be
subtracted from this Plan’s benefits. The Medicare amount payable is the amount that would be payable to
a Medicare-eligible person covered under Medicare. You are not responsible for the cost of services in a
governmental facility that would have been covered under Medicare in a non-governmental facility.

F. Ifyou or your dependents are eligible and enrolled for primary coverage under Medicare and receive
services from a health care provider who has elected to opt-out of Medicare, or whose services are
otherwise not covered under Medicare due to failure to follow applicable Medicare program guidelines,
we will estimate the Medicare benefit that would have been payable and subtract that amount from the
allowable expenses under this Plan.

Medicare Advantage Plans and your Empire Plan coverage

If you or your dependent enrolls in a Medicare Advantage plan, in addition to your Empire Plan coverage, The
Empire Plan will not provide benefits for any services available through your Medicare Advantage plan or services
that would have been covered by your Medicare Advantage plan if you had complied with the plan’s requirements
for coverage. Covered medical expenses under The Empire Plan are limited to expenses not covered under your
Medicare Advantage plan. If your Medicare Advantage plan has a Point-of- Service option that provides partial
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coverage for services you receive outside the plan, covered medical expenses under The Empire Plan are limited to
the difference between the Medicare Advantage plan’s payment and the amount of covered expenses under The
Empire Plan.

Claims

OptumHealth as administrator for UHIC-NY is responsible for processing claims at the level of benefits determined
by OptumHealth and for performing all other administrative functions under The Empire Plan Mental Health and
Substance Abuse Program.

Claim payment for covered services
Claim payments for covered services you receive under this Program will be made only as follows:

A. Network Coverage: When you receive network coverage, UHIC-NY will make any payment due under
this Program directly to the provider, except for the copayment amount which you pay to the provider.

B. Non-Network Coverage: When you receive non-network coverage, any payment due under the Program
will be made ONLY to you. You are responsible for payment of charges at the time they are billed to you.
You must file a claim with OptumHealth for services rendered under nonnetwork coverage in order to
receive reimbursement. UHIC-NY pays you the non-network covered amount for the covered service you
obtained. You are always required to pay the deductible, coinsurance amounts and the amount billed to you
in excess of the non-network covered amount. Also, you are ultimately responsible for paying your
provider any amount not paid by UHIC-NY. However, UHIC-NY may pay the non-network covered
amount directly to an approved facility in lieu of paying you.

C. Assignment Prohibited: Your right under this Program to receive reimbursement for outpatient covered
services when such services are provided under non-network coverage, except inpatient services and partial
hospitalization where agreed to by UHIC-NY, may not be assigned or otherwise transferred to any other
person or entity including, without limitation, any such provider. Such assignments or transfers are
prohibited, will not be honored and will not be enforceable against the Program, UHIC-NY or
OptumHealth.

How, When and Where to Submit Claims

How
If you use non-network coverage, you must submit a claim. You may obtain a claim form from:

OptumHealth Behavioral Solutions
P.O. Box 5190
Kingston, NY 12402-5190

or

You may call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose OptumHealth.

When

If you are enrolled in Medicare, an “Explanation of Medicare Benefits” form must be submitted with the
completed claim form or detailed bills to receive benefits in excess of the Medicare payment. Make and keep a
duplicate copy of the “Explanation of Medicare Benefits” form and other documents for your records.

Remember - If you are enrolled with Medicare as the primary payor, bills must be submitted to Medicare
first.
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A. If you use network coverage, your provider will submit a claim to OptumHealth.

B. If you use non-network coverage, you must meet the Mental Health and Substance Abuse Program annual
deductibles before the claims are paid. These deductibles are separate from the other Empire Plan annual
deductibles.

Claims must be submitted to either OptumHealth or Medicare, if applicable, within 90 days (120
days-for claims incurred in Calendar Year 2010 or later) after the end of the calendar year in which
covered expenses were incurred. If the claim is first sent to Medicare, it must be submitted to
OptumHealth within 90 days (120 days-for claims incurred in Calendar Year 2010 or later) after
Medicare processes the claim.

Benefits will not be paid for claims submitted after the 90 days regardless of whether you or a
provider submits the claim unless meeting this deadline has not been reasonably possible (for
example, due to your illness).

Where

Send completed claim forms for non-network coverage with supporting bills, receipts, and, if applicable, an
“Explanation of Medicare Benefits” form to: OptumHealth Behavioral Solutions, P.O. Box 5190, Kingston, NY
12402-5190.

Fraud

Any person who intentionally defrauds an insurance company by filing a claim which contains false or
misleading information, or conceals information which is necessary to properly examine a claim has
committed a crime.

Verification of claims information

OptumHealth and UHIC-NY have the right to request from approved facilities, practitioners or other providers any
information that is necessary for the proper handling of claims. This information is kept confidential.

Questions

For questions about referrals for treatment, certification of medical necessity, case management services or payment
of claims, call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose OptumHealth.

COBRA: Continuation of Coverage

Your rights under the Consolidated Omnibus Budget Reconciliation Act (COBRA), a federal continuation of
coverage law for you and your covered dependents, are explained in your NYSHIP General Information Book.

Miscellaneous Provisions

Confined on effective date of coverage

If you become covered under this Plan and on that date are confined in a hospital or similar facility for care or
treatment or are confined at home under the care of a doctor for an illness or injury, your Empire Plan benefits will
be coordinated with any benefits payable through your former health insurance plan. Empire Plan benefits will be
payable only to the extent that they exceed benefits payable through your former health insurance plan.
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Benefits after termination of coverage

If you are Totally Disabled due to a mental health or substance abuse condition on the date coverage ends on your
account, UHIC-NY will pay benefits for covered expenses for that Total Disability, on the same basis as if coverage
had continued without change, until the day you are no longer Totally Disabled or 90 days after the day your
coverage ended, whichever is earlier.

“Total Disability” and “Totally Disabled” mean that because of a mental health/substance abuse condition you, the
enrollee, cannot do your job or your dependent cannot do his or her usual duties.

Confined on date of change of options

“Option” means your choice under the New York State Health Insurance Program of either The Empire Plan, which
includes the Mental Health and Substance Abuse Program, or a Health Maintenance Organization (HMO). See your
NYSHIP General Information Book for information on option transfer. If, on the effective date of transfer without
break from one option to the other, you are confined in a hospital or similar facility for mental health/substance
abuse care or confined at home under the care of a practitioner for mental health/substance abuse care:

A. If the transfer is out of The Empire Plan, and you are confined on the day coverage ends, benefits will end
on the effective date of option transfer; and

B. If the transfer is into The Empire Plan, benefits under the Mental Health and Substance Abuse Program are
payable for covered expenses to the extent they exceed or are not paid through your former HMO.

Termination of coverage

A. Coverage will end when you are no longer eligible to participate in The Empire Plan. Refer to your
NYSHIP General Information Book.

B. If this Program ends, your coverage will end.

C. Coverage of a dependent will end on the date that dependent ceases to be a dependent as defined in your
NYSHIP General Information Book.

D. If a payment which is required by the State of New York for coverage is not made, the coverage will end
on the last day of the period for which a payment required by the State was made.

If coverage ends, any claim which is incurred before your coverage ends will not be affected.

Refund to UHIC-NY for overpayment of benefits

If UHIC-NY pays benefits under this Program for covered expenses incurred on your account, and it is found that
UHIC-NY paid more benefits than should have been paid because all or some of those expenses were not paid by
you, or you were also paid for all or some of those expenses by another source, UHICNY will have the right to a
refund from you.

The amount of the refund is the difference between the amount of benefits paid by UHIC-NY for those expenses and
the amount of benefits which should have been paid by UHIC-NY for those expenses.

If benefits were paid by UHIC-NY for expenses not covered by this Program, UHIC-NY will have the right to a
refund from you.

Time limit for starting lawsuits

Lawsuits to obtain benefits may not be started less than 60 days or more than two years following the date you
receive notice that benefits have been denied.
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Appeals

Appeals: 60-day deadline

In the event a certification or claim has been denied, in whole or in part, you can request a review. This request for
review must be sent within 60 days after you receive a notice of denial of the certification or claim to:

OptumHealth Behavioral Solutions
Attn: BH Appeals Dept.

900 Watervliet Shaker Road, Suite 103
Albany, NY 12205-1002

When requesting a review, please state the reason you believe the certification or claim was improperly denied and
submit any data, questions or comments you deem appropriate.

Please refer to “Certification denial and appeal process: deadlines apply” for information about the appeals process.

If you are unable to resolve a problem with an Empire Plan carrier, you may contact the Consumer Services Bureau
of the New York State Insurance Department at: New York State Department of Insurance, One Commerce Plaza,
Albany, New York 12257. Phone: 1-800-342-3736, Monday - Friday, 9am - 5pm Eastern time.

Your right to an external appeal

Under certain circumstances, you have a right to an external appeal of a denial of coverage. Specifically, if UHIC-
NY has denied coverage on the basis that the service is not medically necessary or is an experimental or
investigational treatment, including treatment of a rare disease, you or your representative may appeal for review of
that decision by an External Appeal Agent, an independent entity certified by the New York State Department of
Insurance to conduct such appeals.

Your right to appeal a determination that a service is not medically necessary

If you have been denied coverage on the basis that the service is not medically necessary, you may appeal for review
by an External Appeal Agent if you satisfy the following two criteria:

A. The service, procedure or treatment must otherwise be a Covered Service under the Policy; and

B. You must have received a final adverse determination through the internal appeal process described above
and, if any new or additional information regarding the service or procedures was presented for
consideration, UHIC-NY must have upheld the denial; or you and UHIC-NY must agree in writing to
waive any internal appeal.

Your right to appeal a determination that a service is experimental or investigational

If you have been denied coverage on the basis that the service is an experimental or investigational treatment, you
must satisfy the following two criteria:

A. The service must otherwise be a Covered Service under the Policy; and

B. You must have received a final adverse determination through the internal appeal process described above
and, if any new or additional information regarding the service or procedures was presented for
consideration, UHIC-NY must have upheld the denial; or you and UHIC-NY must agree in writing to
waive any internal appeal.

In addition, your attending physician must certify that you have a lifethreatening or disabling condition or disease. A
“life-threatening condition or disease” is one which, according to the current diagnosis of your attending physician,
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has a high probability of death. A “disabling condition or disease” is any medically determinable physical or mental
impairment that can be expected to result in death, or that has lasted or can be expected to last for a continuous
period of not less than 12 months, which renders you unable to engage in any substantial gainful activities. In the
case of a child under the age of eighteen, a “disabling condition or disease” is any medically determinable physical
or mental impairment of comparable severity.

Your attending physician must also certify that your life-threatening or disabling condition or disease is one for
which standard health services are ineffective or medically inappropriate or one for which there does not exist a
more beneficial standard service or procedure covered by the Plan or one for which there exists a clinical trial (as
defined by law).

In addition, your attending physician must have recommended one of the following:

A. Aservice, procedure or treatment that two documents from available medical and scientific evidence
indicate is likely to be more beneficial to you than any standard Covered Service (only certain documents
will be considered in support of this recommendation - your attending physician should contact the New
York State Department of Insurance in order to obtain current information as to what documents will be
considered acceptable) or, in the case of a rare disease, a health service or procedure that is likely to benefit
you in the treatment of a rare disease; or

B. A clinical trial for which you are eligible (only certain clinical trials can be considered).

For the purposes of this section, your attending physician must be a licensed, board-certified or board-eligible
physician qualified to practice in the area appropriate to treat your life-threatening or disabling condition or disease.

The External Appeal process

If, through the internal appeal process described above, you have received a final adverse determination upholding a
denial of coverage on the basis that the service is hot medically necessary or is an experimental or investigational
treatment, you have 45 days from receipt of such notice to file a written request for an external appeal. If you and
UHIC-NY have agreed in writing to waive any internal appeal, you have 45 days from receipt of such waiver to file
a written request for an external appeal. UHIC-NY will provide an external appeal application with the final adverse
determination issued through UHIC-NY’s internal appeal process described above or its written waiver of an
internal appeal. You may also request an external appeal application from the New York State Department of
Insurance at 1-800-400-8882. Submit the completed application to the Insurance Department at the address indicated
on the application. If you satisfy the criteria for an external appeal, the Insurance Department will forward the
request to a certified External Appeal Agent.

You will have an opportunity to submit additional documentation with your request. If the External Appeal Agent
determines that the information you submit represents a material change from the information on which UHIC-NY
based its denial, the External Appeal Agent will share this information with UHIC-NY in order for it to exercise its
right to reconsider its decision. If UHIC-NY chooses to exercise this right, UHIC-NY will have three business days
to amend or confirm its decision. Please note that in the case of an expedited appeal (described below), UHIC-NY
does not have a right to reconsider its decision.

In general, the External Appeal Agent must make a decision within 30 days of receipt of your completed
application. The External Appeal Agent may request additional information from you, your physician or UHIC-NY.
If the External Appeal Agent requests additional information, it will have five additional business days to make its
decision. The External Appeal Agent must notify you in writing of its decision within two business days.

If your attending physician certifies that a delay in providing the service that has been denied poses an imminent or
serious threat to your health, you may request an expedited external appeal. In that case, the External Appeal Agent
must make a decision within three days of receipt of your completed application. Immediately after reaching a
decision, the External Appeal Agent must try to notify you and UHIC-NY by telephone or facsimile of that decision.
The External Appeal Agent must also notify you in writing of its decision. If the External Appeal Agent overturns
UHIC-NY’s decision that a service is not medically necessary or approves coverage of an experimental or
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investigational treatment, UHIC-NY will provide coverage subject to the other terms and conditions of the Policy.
Please note that if the External Appeal Agent approves coverage of an experimental or investigational treatment that
is part of a clinical trial, UHIC-NY will only cover the costs of services required to provide treatment to you
according to the design of the trial. UHIC-NY shall not be responsible for the costs of investigational drugs or
devices, the costs of non-health care services, the costs of managing research, or costs which would not be covered
under the Policy for non-experimental or non-investigational treatments provided in such clinical trial.

The External Appeal Agent’s decision is binding on both you and UHIC-NY. The External Appeal Agent’s decision
is admissible in any court proceeding.

The insurer will charge you a fee of $50 for an external appeal. The external appeal application will instruct you on
the manner in which you must submit the fee. UHIC-NY will also waive the fee if it is determined that paying the
fee would pose a hardship to you. If the External Appeal Agent overturns the denial of coverage, the fee shall be
refunded to you.

Your responsibilities in filing an External Appeal

Itis YOUR RESPONSIBILITY to initiate the external appeal process. You may initiate the external appeal
process by filing a completed application with the New York State Department of Insurance. If the requested service
has already been provided to you, your physician may file an external appeal application on your behalf, but only if
you have consented to this in writing.

45-day deadline

Under New York State law, your completed request for appeal must be filed within 45 days of either the date upon
which you receive written notification from UHIC-NY that it has upheld a denial of coverage or the date upon which
you receive a written waiver of any internal appeal. UHIC-NY has no authority to grant an extension of this
deadline.



