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Schedule of Copayments

For You and Your Dependents

This Schedule of Copayments is a supplement to the Group Service Agreement provided to Members and is not intended
as a complete summary of the services and benefits covered or excluded. It is recommended that Members review their
Group Service Agreement for an exact description of the services and benefits which are covered, those which are
excluded or limited, and other terms and conditions of coverage.

Covered Services and Supplies

You or Your Dependents will pay the
Copayment, then the plan will pay the percentage
shown below

Primary Care Physician Services
Office Visits
Surgery performed in the Physician’s Office

No charge after $15 per office visit copay

Specialty Care Physician Services
Office Visits
Surgery performed in the Physician’s Office

No charge after $15 per office visit copay

Preventive Care
Periodic Physical Evaluations for Adults

Well-Child Care

Routine Immunizations

No charge
No charge
No charge

Allergy Treatment/Injections

No charge after either the $15 PCP or $15 Specialist per
office visit copay or the actual charge, whichever is less

Inpatient Hospital Services

Semi-private Room and Board

Laboratory, Radiology and other Diagnostic and
Therapeutic Services

Administered Drugs, Medications, Biologicals and

Fluids

Special Care Units

Operating Room, Recovery Room

Anesthesia

Inhalation Therapy

Radiation Therapy and Chemotherapy

Physician and Surgeon Charges

$100 per admission copay, then 100%

No charge

RX-3&4Tier CA-G
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Covered Services and Supplies

You or Your Dependents will pay the
Copayment, then the plan will pay the percentage

Outpatient Facility Services

Operating Room, Recovery Room

Procedures Room and Treatment Room including:
Laboratory and Radiology Services

Administered Drugs, Medications, Biologicals and
Fluids

Anesthesia

Inhalation Therapy

Physician Services

shown below

No charge after $15 per visit copay

No charge

Emergency and Urgent Care Services

Physician’s Office

Hospital Emergency Room

Urgent Care Facility or Outpatient Facility

No charge after the $15 PCP or $15 Specialist per office
visit copay

No charge after $100 per visit copay

The emergency room Copayment will be waived if you
are admitted to a participating hospital directly from the
emergency room

No charge after $15 per visit copay

The urgent care or Outpatient facility Copayment will
be waived if you are admitted to a participating hospital
directly from the urgent care facility

Ambulance No charge
Inpatient Services at Other Participating Health Care No charge
Facilities
Rehabilitation Hospital
Skilled Nursing Facility and Sub-Acute Facilities
Contract Year Maximum:
100 days
Laboratory and Radiology Services
Physician’s Office Visit No charge
Outpatient Hospital Facility No charge
Independent Facility No charge

RX-3&4Tier CA-G
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Covered Services and Supplies

You or Your Dependents will pay the
Copayment, then the plan will pay the percentage

Advanced Radiological Imaging
(MRI's, MRA's, CAT scans and PET scans)

The scan copay applies per type of scan per day
Physician’s Office Visit

Inpatient Facility

Outpatient Facility

shown below

No charge after $100 scan copay
No charge
No charge after $100 scan copay

Virtual Care

Dedicated Virtual Providers

Services available through contracted virtual providers as
medically appropriate

Urgent Virtual Care Services

Notes:

Dedicated Virtual Providers may deliver services that are
payable under other benefits (e.g., Preventive Care,
Primary Care Physician, Behavioral,
Dermatology/Specialty Care Physician. Lab services
supporting a virtual visit must be obtained through
dedicated labs.

No charge after $15 per office visit copay

Virtual Physician Services

Services available through Physicians as medically
appropriate
Primary Care Physician Office Visit

Specialty Care Physician Office Visit

No charge after $15 per office visit copay

No charge after $15 per office visit copay

Convenience Care Clinic

Outpatient Services Office Visit

No charge after $15 per office visit copay

Abortion

Includes abortion procedures, abortion related services,
pre-abortion and follow-up services

No charge

COVID-19 Diagnostic Screening and Testing
(Physician’s Office or other Place of Service)
Note:

COVID immunizations are covered under Preventive
Care

No charge when received from a Healthplan network
provider

Member pays 100% when received from a provider who
is not a Healthplan network provider

RX-3&4Tier CA-G
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Covered Services and Supplies

You or Your Dependents will pay the
Copayment, then the plan will pay the percentage

Diabetic Services and Supplies

Self management Courses and Training

Supplies

Equipment

Insulin

shown below

No charge after the $15 PCP or $15 Specialist per office
visit copay

Provided under the Supplemental Prescription Drug
Pharmacy Rider

Same as Durable Medical Equipment Copayment per
item

Provided under the Supplemental Prescription Drug
Pharmacy Rider

Outpatient Therapy Services

Contract Year Maximum:
Unlimited

No charge after the $15 PCP or $15 Specialist per office
visit copay

Self-Referral Chiropractic Care Services

Contract Year Maximum:
30 days

No charge after $15 per office visit copay

Acupuncture Services

Self Referral, Medically Necessary treatment of pain or
disease by acupuncture that is provided on an outpatient
basis.

Contract Year Maximum: Unlimited

No charge after the $15 PCP or $15 Specialist per office
visit copay

Home Health Care Services

Contract Year Maximum:
100 days

Dialysis services in the home setting do not accumulate
to the Home Health Care Services maximum.

No charge

Hospice Care Services
Inpatient Services

Outpatient Services

No charge
No charge

Nutritional Evaluation and Counseling

Contract Year Maximum:

3 visits per member, however, the visit limit does not
apply to treatment of diabetes and services rendered for
mental health or substance use disorder conditions

No charge after the $15 PCP or $15 Specialist per office
visit copay

Genetic Counseling
3 visits per member for both pre- and post-genetic
testing, however, the visit limit does not apply to mental
health and substance use disorder conditions

No charge after the $15 PCP or $15 Specialist per office
visit copay

RX-3&4Tier CA-G
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Covered Services and Supplies

You or Your Dependents will pay the
Copayment, then the plan will pay the percentage

Family Planning Services for Men

Office Visits (Tests and Counseling)

shown below

No charge after the $15 PCP or $15 Specialist per office
visit copay

Surgical Sterilization Procedures No charge
Family Planning Services for Women

Office Visits (Tests and Counseling) No charge

Surgical Sterilization Procedures No charge

Maternity Care Services
Pre-/Post-Delivery Exams

Initial Visit to Confirm Pregnancy

All Other Visits
Delivery

No charge after the $15 PCP or $15 Specialist per office
visit copay

No charge
$100 per admission copay, then 100%

Infertility Services

Physician’s Office Visit

Surgical Treatment
Inpatient Facility Charges
Outpatient Facility Charges
Physician’s Services

Lifetime Maximum:
Unlimited

No charge after the $15 PCP or $15 Specialist per office
visit copay

$100 per admission copay, then 100%
No charge after $15 per visit copay
No charge

Transplant Services and Related Specialty Care Travel
Services Maximum

Lifetime Maximum:
$10,000

No charge

Durable Medical Equipment

Contract Year Maximum:
Unlimited

No charge

External Prosthetic Appliances and Orthotics

Contract Year Maximum:
Unlimited

No charge

RX-3&4Tier CA-G
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Covered Services and Supplies

You or Your Dependents will pay the
Copayment, then the plan will pay the percentage

Outpatient Dialysis Services
Primary Care Physician’s Office Visit
Specialty Care Physician’s Office Visit

Outpatient Facility Services

shown below

No charge after $15 per office visit copay
No charge after $15 per office visit copay
No charge after $15 per visit copay

Inpatient Services
(i.e. acute inpatient and residential treatment)

Outpatient Services

Office Visit:
(i.e. individual, family and group therapy, medication
management, and virtual care)

All Other Outpatient:
(i.e. partial hospitalization, intensive outpatient
services, etc.)

Physician Services No charge
Home Care No charge
Mental Health

$100 per admission copay, then 100%

No charge after $15 per office visit copay

No charge

Substance Use Disorder

Inpatient Services
(i.e. acute inpatient detoxification, acute inpatient and
residential treatment)

Outpatient Services

Office Visit:
(i.e. individual, family and group therapy, medication
management, and virtual care)

$100 per admission copay, then 100%

No charge after $15 per office visit copay

All Other Outpatient: No charge
(i.e. partial hospitalization, intensive outpatient
services, etc.)
Total Copayment Maximum*
Individual $1,500
Family $3,000

* All Copayments identified in this Schedule of Copayments which have been paid by a Member for Covered Services and
Supplies apply to the Total Copayment Maximum. All Copayments identified in the Prescription Drug Benefit Schedule of

RX-3&4Tier CA-G
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Copayments which have been paid by a Member for covered Prescription Drugs and Related Supplies apply to the Total
Copayment Maximum.

RX-3&4Tier CA-G
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Prescription Drug Benefits
Schedule of Copayments
For You and Your Dependents

Copayment **

Pharmacy Benefits Retail Participating Retail Participating Mail Order Participating
Pharmacy Copayment Pharmacy Copayment Pharmacy (applies to each
(applies to each 30 day (applies to a 90 day supply) Prescription Order or refill)
supply)

Tier 1 $10 $30 $20

Generic * drugs on

the Prescription Drug

List

Tier 2 $20 $60 $40

Medically Necessary

Name Brand drugs

designated as
preferred on the
Prescription Drug
List with no Generic
equivalent (including
supplies for the
management and
treatment of pediatric
asthma) and
Medically Necessary
non-Prescription
Drug List drugs*

Tier 3 $35 $105 $70

Non-Medically
Necessary Name
Brand drugs on the
Prescription Drug
List with a Generic
equivalent and non-
Prescription Drug
List drugs and Non-
Medically Necessary
non-Formulary
drugs*

RX-3&4Tier CA-G
11 myCigna.com



K/»
cigna

healthcare

Tier 4

Self-administered
Injectables
(excluding self-
administered

injectables which are

used to treat
diabetes, acute
migraine headaches,
anaphylactic
reactions, vitamin
deficiencies or
anticoagulation, and
which are covered
under the applicable
generic or brand
copayments above).

$100

N/A

$200

*Designated as per generally-accepted industry sources and adopted by Healthplan

** IMPORTANT — The Limitations and Member Payments section in the Prescription Drug Rider contain additional information
regarding applicable Copayments.

Total Out-of-Pocket Maximum

Individual Member Total Out-of-
Pocket Maximum

$1,500 per Contract year

Membership Unit Total Out-of-
Pocket Maximum

$3,000 per Contract year

RX-3&4Tier CA-G
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Supplemental Rider

This Supplemental Rider is part of the Cigna Healthcare of
California, Inc. Group Service Agreement ("the Agreement")
and subject to all of the terms, conditions and limitations
contained therein. In consideration for an additional monthly
fee incorporated into the Prepayment Fee, the following
supplemental prescription drug benefit is added to the
Agreement.

Prescription Drugs
I. Definitions

Copayment means the amount shown in the Prescription
Drug Schedule of Copayments that you pay for certain
Covered Services and Supplies. The Copayment may be a
fixed dollar amount or a percentage of the amount Cigna
charges the Group with respect to the Covered Service or
Supply.

Designated 90 Day Retail Pharmacy — A retail Participating
Pharmacy that has entered into an agreement with Healthplan,
or with an entity contracting on Healthplan’s behalf, to
provide Members with an extended days’ supply of
Prescription Drugs or Related Supplies. The fact that a retail
pharmacy is a Participating Pharmacy does not mean that it is
a Designated Pharmacy.

Prescription Drug List means a listing of approved
Prescription Drugs and Related Supplies. The Prescription
Drugs and Related Supplies included in the Prescription Drug
List have been approved in accordance with parameters
established by the P& T Committee. New drugs are approved
for the Prescription Drug List when there is proof of clinical
efficacy. To be considered for inclusion in the Prescription
Drug List, Prescription Drugs and Related Supplies must be
reviewed by the P&T Committee. The P& T Committee meets
at least quarterly. New Prescription Drugs and Related
Supplies are frequently added to the Prescription Drug List,
while others on the list may be deleted. The Prescription Drug
List will be updated each time a change occurs.

The presence of a Prescription Drug and Related Supplies on
the Prescription Drug List does not guarantee that the Member
will be prescribed that Prescription Drug and Related Supplies
by his/her Participating Physician for a particular medical
condition.

You may contact Member Services at the toll-free number

found on your Cigna HealthCare ID card to request a copy of
the Prescription Drug List or to request information regarding
whether a specific drug or drugs are on the Prescription Drug

List. You can also access the Prescription Drug List through
the Internet at www.cigna.com.

Coverage for certain Prescription Drugs and Related Supplies
require your Participating Physician to obtain prior
authorization prior to prescribing. Prior authorization may
include, for example, a step therapy determination. Step
therapy determines the specific usage progression of
therapeutically equivalent drug products or supplies
appropriate for treatment of a specific condition. The
Healthplan shall also maintain an expeditious process by
which Participating Physicians may obtain authorization for
Medically Necessary non-Prescription Drug List Drug and
Related Supplies. If the Member’s Participating Physician
reasonably believes that there is a Medically Necessary reason
to prescribe a non-Prescription Drug List Drug and/or Related
Supplies, or wishes to request coverage for a Prescription
Drug and/or Related Supplies for which prior authorization is
required, the Participating Physician should contact the
Healthplan or complete the appropriate prior authorization
form and fax it to the Healthplan to request coverage before
the Prescription Drug and/or Related Supplies are written so
that the Healthplan can evaluate the request and work with the
Participating Physician and Participating Pharmacy. If the
request is approved, the doctor will receive a fax confirmation.
The length of the authorization will depend on the diagnosis
and the Prescription Drug and/or Related Supplies. If the
request is denied, your Participating Physician and you will be
notified that coverage for the Prescription Drug and/or Related
Supplies is not authorized.

If the Member is advised at the Participating Pharmacy that
the prescription is for a non-Prescription Drug List Drug
and/or Related Supplies and the Participating Provider has not
contacted the Healthplan for authorization, the Participating
Pharmacy will dispense the Prescription Drug and/or Related
Supplies at the full retail cost of the non- Prescription Drug
List drug. The Member may request that the Participating
Pharmacy contact the Member’s Participating Physician to
request a change to a Prescription Drug List medication or
submit a request to the Healthplan for coverage of the non-
Prescription Drug List Drug and/or Related Supplies as
Medically Necessary. If the Member’s Participating Physician
is not available or the Participating Pharmacy is not able to
reach the Healthplan, all Participating Pharmacies have been
instructed to dispense at least a three (3) day supply, but not
more than a thirty (30) day supply at the applicable
Copayment. If, after being contacted, the Member’s
Participating Physician reasonably believes a change to a
Prescription Drug List Drug and/or Related Supplies is

RX-3&4Tier CA-G 3
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appropriate, the Healthplan will notify both the Member and
the Participating Pharmacy. If, after consultation with the
Member’s Participating Physician, the non- Prescription Drug
List Drug and/or Related Supplies is approved as Medically
Necessary, the Member will continue to receive the non-
Prescription Drug List Drug and/ or Related Supplies at the
applicable Copayment.

If the request for approval involves a Medically Necessary
new non- Prescription Drug List Drug and/or Related Supplies
or a refill non- Prescription Drug List Drug and/or Related
Supplies where the Member has no more of the Prescription
Drug and/or Related Supplies, the Healthplan will make a
decision and communicate it to all parties by telephone on the
same day as receipt of the request from the Member’s
Participating Physician but in any event not more than twenty-
four (24) hours from the time of receipt. Requests for refills
where the Member has more of the drug remaining will be
made and communicated in writing to all parties within forty-
eight (48) hours from the time of receipt of the request from
the Member’s Participating Physician. The length of the
authorization will depend on the diagnosis and Prescription
Drug and/or Related Supplies.

If the request is denied, your Participating Physician and you
will be notified that coverage for the Prescription Drug and/or
Related Supplies is not authorized.

If you disagree with a coverage decision, you may appeal that
decision in accordance with the provisions of the Agreement,
by submitting a written request stating why the Prescription
Drug and/or Related Supplies should be covered.

If you have questions about a specific Prescription Drug List
exception or prior authorization request, you should call
Member Services at the toll-free number on the Cigna
HealthCare ID card. Healthplan shall not limit or exclude
coverage for a Prescription Drug and/or Related Supplies for a
Member if the drug had previously been approved for
coverage by the Healthplan for a medical condition of the
Member and the Member's Participating Physician continues
to prescribe the drug for the medical condition, provided that
the drug is appropriately prescribed, and is considered safe
and effective for treating the Member's medical condition.
Nothing shall preclude the Participating Physician from
prescribing another drug, including a “generic” drug covered
by Healthplan that is medically appropriate for the Member.
This section does not apply to coverage for any drug that is
prescribed for a use that is different from the use for which
that drug has been approved for marketing by the federal Food
and Drug Administration (FDA).

All newly approved Federal Drug Administration (FDA) drugs
are designated as either non-preferred or non-Prescription
Drug List Drugs until the P&T Committee evaluates the
Prescription Drug clinically for a different designation.
Prescription Drugs that represent an advance over available
therapy according to the FDA will be reviewed by the P&T
Committee within six (6) months after FDA approval.
Prescription Drugs that appear to have therapeutic qualities
similar to those of an already marketed drug according to the
FDA, will not be reviewed by the P&T Committee for at least
six (6) months after FDA approval. In the case of compelling
clinical data, an ad hoc group will be formed to make an
interim decision on the merits of a Prescription Drug.

Individual Out-of-Pocket Maximum is the amount of
Copayments you must pay out of your own pocket each
Contract Year for covered Prescription Drugs and Related
Supplies. When the Copayments you have paid for
Prescription Drugs and Related Supplies, in a Contract Year
equals the Individual Out-of-Pocket Maximum, you will not
be required to pay any more Copayments for Prescription
Drugs and Related Supplies for the remainder of that Contract
Year.

When 2 Members in your membership unit have met their
Individual Out-of-Pocket Maximum, and together meet the
Membership Unit Out-of-Pocket Maximum, all Members in
the Membership Unit will be considered to have met their
Individual Out-of-Pocket Maximums for that Contract Year.
The Individual and Membership Unit Out-of-Pocket
Maximum amounts are shown in the Prescription Drug
Schedule of Copayments.

Life-threatening means (i) disease or conditions where the
likelihood of death is high unless the course of the disease is
interrupted, and/or (ii) disease or conditions with potentially
fatal outcomes, where the end point of clinical intervention is
survival.

Participating Pharmacy means 1) a retail pharmacy which
has contracted with the Healthplan to provide prescription
services to Members; or 2) a mail order pharmacy which has
contracted with the Healthplan to provide mail order
prescription services to Members.

Prescription Drug means (i) a drug which has been approved
by the Food and Drug Administration safety and efficacy; (ii)
certain drugs approved under the Drug Efficacy Study
Implementation review; (iii) drugs marketed prior to 1938 and
not subject to review, and which can, under federal or state
law, be dispensed only pursuant to a prescription order.

RX-3&4Tier CA-G
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Prescription Order means the lawful authorization for a
Prescription Drug or Related Supply by a Participating
Physician who is duly licensed to make such authorization
within the course of such Participation Physician’s
professional practice or each authorized refill thereof.

Pharmacy & Therapeutics (P&T) Committee. A committee
of Cigna HealthCare Participating Providers, Medical
Directors and Pharmacy Directors which regularly reviews
Prescription Drugs and Related Supplies for safety and
efficacy. The P&T Committee evaluates Prescription Drugs
and Related Supplies for potential addition to or deletion from
the Prescription Drug List and may also set dosage and/or
dispensing limits on Prescription Drugs and Related Supplies,
including prior authorization requirements.

Related Supplies means diabetic supplies (insulin needles and
syringes, lancets, lancet puncture devices, ketone urine testing
strips, blood glucose test strips and pen delivery systems for
the administration of insulin), needles and syringes for
injectables covered under this Prescription Drug benefit,
nebulizers (including face masks and tubing), peak flow
meters and inhaler spacers for the management and treatment
of pediatric asthma and other conditions.

II. Services and Benefits

When ordered by a Participating Physician, a Member shall be
entitled to purchase Medically Necessary Prescription Drugs
and Related Supplies from Participating Pharmacies as
designated by the Healthplan. Prescription Drugs and Related
Supplies include coverage for the following:

Contraceptives - a variety of federal Food and Drug
Administration approved prescription contraceptive
methods.

Diabetic Supplies - insulin needles and syringes, lancets,
lancet puncture devices, ketone urine testing strips, blood
glucose test strips and pen delivery systems for the
administration of insulin.

Needles and Syringes - for injectables covered under this
Prescription Drug benefit.

Pediatric Asthma Supplies - nebulizers (including face
masks and tubing), peak flow meters and inhaler spacers for
the management and treatment of pediatric asthma.

Healthplan will also cover Medically Necessary Prescription
Drugs and Related Supplies dispensed by a Participating
Pharmacy, with a prescription issued to a Member by a
licensed dentist for the prevention of infection or pain in
conjunction with a dental procedure.

When a Member is issued a prescription for a Prescription
Drug and/or Related Supply as part of the rendering of
Emergency Services and a Participating Pharmacy cannot
reasonably fill such prescription, such prescription will be
covered by Healthplan, subject to the provisions of this Rider.

Coupons, Incentives and Other Communications

At various times, the Healthplan or its designee may send
mailings to you or your Dependents or to your Physician that
communicate a variety of messages, including information
about Prescription Drug Products. These mailings may contain
coupons or offers from pharmaceutical manufacturers that
enable you or your Dependents, at your discretion, to purchase
the described Prescription Drug Product at a discount or to
obtain it at no charge. Pharmaceutical manufacturers may pay
for and/or provide the content for these mailings. Only your
Physician can determine whether a particular medication is
appropriate for your medical condition. The Healthplan and
its affiliates are not responsible in any way for any decision
you make in connection with any coupon, incentive, or other
offer you may receive from a pharmaceutical manufacturer or
Physician.

If Healthplan determines that a Pharmacy, pharmaceutical
manufacturer or other third party is or has waived, reduced, or
forgiven any portion of the charges and/or any portion of
Copayment and/or Deductible amount(s) you are required to
pay for a Prescription Drug Product without Healthplan’s
express consent, then Healthplan in its sole discretion shall
have the right to deny the payment of benefits in connection
with the Prescription Drug Product, or reduce the benefits in
proportion to the amount of the Copayment and/or Deductible
amounts waived, forgiven or reduced, regardless of whether
the Pharmacy, pharmaceutical manufacturer or other third
party represents that you remain responsible for any amounts
that the Agreement does not cover. In the exercise of that
discretion, Healthplan shall have the right to require you to
provide proof sufficient to Healthplan that you have made
your required cost share payment(s) prior to the payment of
any benefits by the plan.

For example, if you use a coupon provided by a
pharmaceutical manufacturer or other third party that
discounts the cost of a Prescription Drug or Related Supply,
Healthplan may, in its sole discretion, reduce the benefits in
proportion to the amount of the Copayment and/or Deductible
amounts to which the value of the coupon has been applied by
the Pharmacy or other third party, and/or exclude from
accumulation toward any Deductible or Out-of-Pocket

RX-3&4Tier CA-G s
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Maximum the value of any coupon applied to any Copayment
and/or Deductible you are required to pay.

Please refer to Section III. for a description of Prescription
Drug Limitations.

III. Limitations
Each Prescription Order or refill shall be limited as follows:

« up to a consecutive thirty (30) day supply at a retail
Participating Pharmacy and a ninety (90) day supply at a
Designated 90 Day Retail Pharmacy, unless limited by the
drug manufacturer's packaging; or

 up to a consecutive ninety (90) day supply at a mail order
Participating Pharmacy, unless limited by the drug
manufacturer's packaging; or

o a dosage and/or dispensing limit as determined by the P&T
Committee.

Patient Requests Brand (Dispense as Written (DAW))

In the event a Member insists on: (i) a more expensive “name
brand” drug where a “generic” drug would otherwise have
been dispensed and where the patient’s physician has deemed
the generic drug to be an acceptable option for the patient, the
Member shall be financially responsible for the amount by
which the cost of the “name brand” drug exceeds the
“generic” drug, plus the required Copayments; or (ii) a non-
Prescription Drug list drug, the Member shall be financially
responsible for the full cost of the non-Prescription Drug List
drug. In the event the patient’s physician determines that the
generic drug is not an acceptable alternative for the patient
(and indicates Dispensed as Written on the prescription), the
Member will be responsible for the appropriate brand copay.

Cigna 90 Now CVS Pharmacy Network

The Cigna 90 Now CVS pharmacy program is comprised of a
90-day prescription drug benefit and a retail pharmacy
network that includes a network of Participating Pharmacies
that are contracted to fill 30-day supplies of Prescription
Drugs and Related Supplies to Members and a subset of retail
Participating Pharmacies — which are called Designated 90
Day Retail Pharmacies in this Agreement - that are contracted
to fill 90-day supplies of Prescription Drugs and Related
Supplies to Members. Members may also fill 90-day
prescriptions through the mail order Participating Pharmacy.
Members can locate a Designated 90 Day Retail Pharmacy
that participates in the Cigna 90 Now CVS network by
contacting Cigna at the number on the back of their
identification card or on myCigna.com. The retail copayment

for a 90-day supply obtained at a Designated 90 Day Retail
Pharmacy may be 2-3 times the 30-day retail copayment. This
Copayment will be reflected in the Schedule.

Please refer to Section L. (Definition of “Prescription Drug
List”) for a description of Cigna HealthCare’s Prior
Authorization Process.

IV. Member Payments

Coverage for Prescription Drugs and Related Supplies is
subject to a Copayment and Out-of-Pocket Maximum. In the
event a Member’s Copayment exceeds the retail cost of the
Prescription Drug and/or Related Supplies the Member’s
Copayment will not exceed the pharmacy’s usual and
customary charge (also known as the “retail charge™) for the
Prescription Drug and/or Related Supplies.

o If two or more prescriptions or refills are dispensed at the
same time, a Copayment must be paid for each prescription
order or refill.

« When a treatment regimen contains more than one type of
drug and the drugs are packaged together for the
convenience of the Member, a Copayment will apply to
each type of drug.

Under California law a pharmacist is permitted to dispense a
partial fill of certain Schedule II controlled substances. When
a partial fill of such a Schedule II controlled substance that is a
covered prescription drug (oral, solid dosage form) is
dispensed, the Member cost share for the partial fill will be
prorated.

Please refer to the Prescription Drug Schedule of
Copayments for the required Copayments and Out-of-
Pocket Maximum.

V. Exclusions

Except as otherwise set forth in this Rider, coverage for
Prescription Drugs and Related Supplies is subject to the
exclusions and limitations set forth in the "Exclusions and
Limitations" Section of the Agreement. In addition, any
services or benefits related to Prescription Drugs and Related
Supplies which are not described in this Supplemental Rider
are excluded from coverage under the Agreement. By way of
example, but not of limitation, the following are specifically
excluded services and benefits:

1.  Any drugs or medications available over the counter that
do not require a prescription by federal or state law, and
any drug or medication that has a chemical equivalent
(i.e., same active ingredient and equivalent dosage) to an
over the counter drug or medication other than insulin.
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2. Any drugs that are experimental or investigational, within
the meaning set forth in the Agreement.

3. Food and Drug Administration (FDA) approved
prescription drugs used for purposes other than those
approved by the FDA unless the drug is prescribed for the
treatment of a life-threatening or chronic and seriously
debilitating condition, the drug is Medically Necessary to
treat that condition, and the drug has been recognized for
treatment of that condition by one of the following: The
American Medical Association Drug Evaluations; The
American Hospital Formulary Service Drug Information;
The United States Pharmacopeia Dispensing Information,
Volume 1, “Drug Information for the Health Care
Professional”; or two articles from major peer reviewed
medical journals that present data supporting the proposed
off-label use or uses as generally safe and effective unless
there is clear and convincing contradictory evidence
present in a major peer reviewed medical journal.

4.  All newly FDA approved drugs, prior to review by the
Pharmacy and Therapeutics committee unless deemed
Medically Necessary by Healthplan Medical Director.

5. Any prescription and non-prescription supplies (such as
ostomy supplies), devices, and appliances, except as
covered in this Rider. Please refer to Definitions, Related
Supplies, for covered supplies.

6. Any drugs used for treatment of sexual dysfunction,
including, but not limited to erectile dysfunction, delayed
ejaculation, anorgasmia and decreased libido.

7. Any prescription vitamins (other than prenatal vitamins),
dietary supplements, and fluoride products.

8. Prescription drugs used for cosmetic purposes such as
drugs used to reduce wrinkles, drugs to promote hair
growth as well as drugs used to control perspiration and
fade cream products.

9. Prescription smoking cessation products unless Medically
Necessary.

10. Immunization agents, biological products for allergy
immunization, biological sera, blood, blood plasma and
other blood products or fractions and medications used for
travel prophylaxis.

11. Replacement of Prescription Drugs due to loss or theft.
12. Drugs used to enhance athletic performance.

13. Drugs which are to be taken by or administered to a
Member while the Member is a patient in a licensed
hospital, skilled nursing facility, rest home or similar

institution which operates on its premises or allows to be
operated on its premises a facility for dispensing
pharmaceuticals.

14. Prescriptions more than one year from the original date of
issue.

Supplemental Rider

This Supplemental Rider is a part of the Cigna HealthCare of
California, Inc. Group Service Agreement ("the Agreement")
and subject to all the terms, conditions and limitations
contained therein. The following Dedicated Virtual Providers
benefit is added to the Agreement.

Covered Services and Supplies
Dedicated Virtual Providers
Charges for the following services:

Charges for the delivery of medical and health-related
consultations via secure telecommunications technologies,
including telephones and internet, when delivered through a
contracted medical provider. The Healthplan will cover
diagnosis, consultation or treatment services delivered through
virtual care to the same extent it covers services rendered
through in-person contact.

Charges for the delivery of mental health and substance use
disorder related services, consultations, and remote monitoring
by dedicated virtual providers as appropriate through audio,
video and secure internet-based technologies.

Supplemental Rider

This Supplemental Rider is a part of the Cigna HealthCare of
California, Inc. Group Service Agreement ("the Agreement")
and subject to all the terms, conditions and limitations
contained therein. The following Convenience Care Clinics
benefit is added to the Agreement.
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Covered Services and Supplies
Convenience Care Clinics

The Healthplan covers Covered Services and Supplies
rendered by contracted Convenience Care Clinics located in
California. Convenience Care Clinics are staffed by nurse
practitioners and physician assistants and offer customers
convenient, professional walk-in care for common ailments
and routine services. Convenience Care Clinics have extended
hours and are located in or near easy-to-access, popular
locations (pharmacies, grocery and free-standing locations)
with or without appointment.

Supplemental Rider

This Supplemental Rider is a part of the Cigna HealthCare of
California, Inc. Group Service Agreement ("the Agreement")
and subject to all the terms, conditions and limitations
contained therein. The following Outpatient Therapy Services
benefit is added to the Agreement.

Covered Services and Supplies
Outpatient Therapy Services
Charges for the following therapy services:

Cognitive Therapy, Occupational Therapy, Osteopathic
Manipulation, Physical Therapy, Pulmonary
Rehabilitation, Speech Therapy

Charges for therapy services are covered when provided as
part of a program of treatment.

Cardiac Rehabilitation

Charges for Phase II cardiac rehabilitation provided on an
outpatient basis following diagnosis of a qualifying cardiac
condition when Medically Necessary. Phase I is a Hospital-
based outpatient program following an inpatient Hospital
discharge. The Phase II program must be Physician directed
with active treatment and EKG monitoring.

Phase III and Phase IV cardiac rehabilitation is not covered.
Phase III follows Phase II and is generally conducted at a
recreational facility primarily to maintain the patient's status
achieved through Phases I and II. Phase IV is an advancement
of Phase III which includes more active participation and
weight training.

Chiropractic Care Services

Charges for diagnostic and treatment services utilized in an
office setting by chiropractic Physicians. Chiropractic

treatment includes the conservative management of acute
neuromusculoskeletal conditions through manipulation and
ancillary physiological treatment rendered to specific joints to
restore motion, reduce pain, and improve function. For these
services you have direct access to qualified chiropractic
Physicians.

You do not need a referral from your Primary Care
Physician.Coverage is provided when Medically Necessary in
the most medically appropriate setting to:

e Restore function (called "rehabilitative"):
 To restore function that has been impaired or lost.

 To reduce pain as a result of Illness, Injury, or loss of a
body part.

« Improve, adapt or attain function (sometimes called
"habilitative"):
o To improve, adapt or attain function that has been
impaired or was never achieved as a result of congenital
abnormality (birth defect).

« To improve, adapt or attain function that has been
impaired or was never achieved because of mental health
and substance use disorder conditions. Includes
conditions such as autism and intellectual disability, or
mental health and substance use disorder conditions that
result in a developmental delay.

Coverage is provided as part of a program of treatment when
the following criteria are met:

« The individual's condition has the potential to improve or is
improving in response to therapy, and maximum
improvement is yet to be attained.

o There is an expectation that the anticipated improvement is
attainable in a reasonable and generally predictable period
of time.

 The therapy is provided by, or under the direct supervision
of, a licensed health care professional acting within the
scope of the license.

 The therapy is Medically Necessary and medically
appropriate for the diagnosed condition.

Coverage for occupational therapy is provided only for
purposes of enabling individuals to perform the activities of
daily living after an Illness or Injury or Sickness.

Therapy services that are not covered include:
« sensory integration therapy,

o treatment of dyslexia,
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« maintenance or preventive treatment provided to prevent
recurrence or to maintain the patient's current status,

e charges for Chiropractic Care Services not provided in an
office setting, or

e vitamin therapy.

Coverage is administered according to the following: Multiple
therapy services provided on the same day constitute one day
of service for each therapy type.

Supplemental Rider

This Supplemental Rider is part of Cigna HealthCare of
California, Inc. Agreement ("the Agreement") and subject to
all of the terms, conditions and limitations contained therein.
In consideration for an additional monthly fee incorporated
into the Prepayment Fee, the following is added to the
Agreement as a supplemental benefit to the "Services and
Benefits" Section of the Agreement which provides services in
connection with infertility.

Infertility Services

Any exclusions for Infertility Services shown in Section V.
Exclusions and Limitations are hereby deleted and will not
apply.

Services related to diagnosis of infertility and treatment of
infertility once a condition of infertility has been diagnosed.
Services include, but are not limited to: infertility injections
and drugs which are administered or provided by the
Participating Provider or provided under the Supplemental
Prescription Drug Pharmacy Rider; approved surgeries and
other therapeutic procedures that have been demonstrated in
existing peer-reviewed, evidence-based, scientific literature to
have reasonable likelihood of resulting in pregnancy;
laboratory tests; sperm washing or preparation; diagnostic
evaluations; artificial insemination; gamete intrafallopian
transfer (GIFT); in vitro fertilization (IVF); zygote
intrafallopian transfer (ZIFT); and the services of an
embryologist.

Infertility is defined as the presence of a demonstrated
condition recognized by a Physician and surgeon as a cause of
infertility; or the inability to conceive a pregnancy or to carry
a pregnancy to a live birth after a year or more of regular
sexual relations without conception.

This benefit includes diagnosis and treatment of both male and
female infertility. However, the following are specifically
excluded infertility services:

« reversal of male or female voluntary sterilization;

« infertility services when the infertility is caused by or
related to voluntary sterilization;

 donor charges and services;
« cryopreservation of donor sperm and eggs; and

« any experimental, investigational or unproven infertility
procedures or therapies.

ERISA Required Information

The name of the Plan is:
Chapman University Health Welfare Plan

The name, address, ZIP code and business telephone number
of the sponsor of the Plan is:

Chapman University
One University Drive
Orange, CA 92866
714-997-6686

Employer Identification
Number (EIN)

951643992 501

The name, address, ZIP code and business telephone number
of the Plan Administrator is:

Plan Number

Employer named above

The name, address and ZIP code of the person designated as
agent for the service of legal process is:

Employer named above (May be Plan trustee, if any; or
Plan Administrator.)

The office designated to consider the appeal of denied claims
is:

Cigna HealthCare of California, Inc.
National Appeal Unit

Post Office Box 2125

Glendale, CA 91209-2125

Healthplan toll free number is on your Cigna HealthCare ID
card

The cost of the Plan is funded by contributions from the
Employer and/or Members:

The Plan’s fiscal year ends on 12/31.

RX-3&4Tier CA-G

19

myCigna.com



K/»
cigna

healthcare

The preceding pages set forth the eligibility requirements and
benefits provided for you under this Plan.

Plan Trustees

A list of any Trustees of the Plan, which includes name, title
and address, is available upon request from the Plan
Administrator.

Plan Type
The Plan is a healthcare benefit plan.
Collective Bargaining Agreement

You may contact the Plan Administrator to determine whether
the Plan is maintained pursuant to one or more collective
bargaining agreements and if a particular Employer is a
sponsor. A copy is available for examination from the Plan
Administrator upon written request.

Discretionary Authority

The Plan Administrator delegates to the Healthplan the
discretionary authority to interpret and apply plan terms and to
make factual determinations in connection with its review of
claims under the plan. Such discretionary authority is intended
to include, but not limited to, the determination of the
eligibility of persons desiring to enroll in or claim benefits
under the plan, the determination of whether a person is
entitled to benefits under the plan, and the computation of any
and all benefit payments. The Plan Administrator also
delegates to the Healthplan the discretionary authority to
perform a full and fair review, as required by ERISA, of each
claim denial which has been appealed by the claimant or his
duly authorized representative.

Plan Modification, Amendment and Termination

The Employer as Plan Sponsor reserves the right to, at any
time, change or terminate benefits under the Plan, to change or
terminate the eligibility of classes of Employees to be covered
by the Plan, to amend or eliminate any other plan term or
condition, and to terminate the whole plan or any part of it.
The procedure by which benefits may be changed or
terminated, by which the eligibility of classes of Employees
may be changed or terminated, or by which part or all of the
Plan may be terminated, is contained in the Employer’s Plan
Document, which is available for inspection and copying from
the Plan Administrator designated by the Employer. No
consent of any participant is required to terminate, modify,
amend or change the Plan.

Termination of the Plan together With termination of the
insurance policy(s) which funds the Plan benefits will have no
adverse effect on any benefits to be paid under the policy(s)

for any covered medical expenses incurred prior to the date
that policy(s) terminates. Likewise, any extension of benefits
under the policy(s) due to your or your Dependent’s total
disability which began prior to and has continued beyond the
date the policy(s) terminates will not be affected by the Plan
termination. Rights to purchase limited amounts of life and
medical insurance to replace part of the benefits lost because
the policy(s) terminated may arise under the terms of the
policy(s). A subsequent Plan termination will not affect the
extension of benefits and rights under the policy(s).

Your coverage under the Plan’s insurance policy(s) will end
on the earliest of the following dates:

« the last day of the calendar month in which you leave
Active Service;

« the date you are no longer in an eligible class;

« if the Plan is contributory, the date you cease to contribute,
or;
« the date the policy(s) terminates.

See your Plan Administrator to determine if any extension of
benefits or rights are available to you or your Dependents
under this policy(s). No extension of benefits or rights will be
available solely because the Plan terminates.

Statement of Rights

As a participant in the plan you are entitled to certain rights
and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA provides that all plan
participants shall be entitled to:

Receive Information About Your Plan and Benefits

o examine, without charge, at the Plan Administrators office
and at other specified locations, such as worksites and union
halls, all documents governing the plan, including insurance
contracts and collective bargaining agreements, and a copy
of the latest annual report (Form 5500 Series) filed by the
plan with the U.S. Department of Labor and available at the
Public Disclosure Room of the Pension and Welfare Benefit
Administration.

« obtain, upon written request to the Plan Administrator,
copies of documents governing the plan, including
insurance contracts and collective-bargaining agreements,
and a copy of the latest annual report (Form 5500 Series)
and updated Summary Plan Description. The administrator
may make a reasonable charge for the copies.

 receive a summary of the plan’s annual financial report. The
Plan Administrator is required by law to furnish each
participant with a copy of this summary annual report.
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Continue Group Health Plan Coverage

« continue health care coverage for yourself, spouse or
Dependents if there is a loss of coverage under the plan as a
result of a qualifying event. You or your Dependents may
have to pay for such coverage. Review this Summary Plan
Description and the documents governing the plan on the
rules governing your federal continuation coverage rights.

« reduction or elimination of exclusionary periods of coverage
for preexisting conditions under your group health plan, if
you have creditable coverage from another plan. You should
be provided a certificate of creditable coverage, free of
charge, from your group health plan or health insurance
issuer when you lose coverage under the plan, when you
become entitled to elect federal continuation coverage,
when your federal continuation coverage ceases, if you
request it before losing coverage, or if you request it up to
24 months after losing coverage. Without evidence of
creditable coverage, you may be subject to a pre-existing
condition exclusion for 12 months (18 months for late
enrollees) after your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants ERISA
imposes duties upon the people responsible for the operation
of the Employee benefit plan. The people who operate your
plan, called "fiduciaries" of the plan, have a duty to do so
prudently and in the interest of you and other plan participants
and beneficiaries. No one, including your Employer, your
union, or any other person, may fire you or otherwise
discriminate against you in any way to prevent you from
obtaining a welfare benefit or exercising your rights under
ERISA. If your claim for a welfare benefit is denied or
ignored, in whole or in part, you have a right to know why this
was done, to obtain copies of documents relating to the
decision without charge, and to appeal any denial, all within
certain time schedules. Under ERISA, there are steps you can
take to enforce the above rights. For instance, if you request a
copy of plan documents or the latest annual report from the
plan and do not receive them within 30 days, you may file suit
in a federal court. In such a case, the court may require the
Plan Administrator to provide the materials and pay you up to
$110 a day until you receive the materials, unless the materials
were not sent because of reasons beyond the control of the
administrator. If you have a claim for benefits which is denied
or ignored in whole or in part, you may file suit in a state or
federal court.

Enforce Your Rights

In addition, if you disagree with the plan’s decision or lack
thereof concerning the qualified status of a domestic relations
order or a medical child support order, you may file suit in
federal court. If it should happen that plan fiduciaries misuse
the plan’s money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a federal court.
The court will decide who should pay court costs and legal
fees. If you are successful the court may order the person you
have sued to pay these costs and fees. If you lose, the court
may order you to pay these costs and fees, for example, if it
finds your claim is frivolous.

Claim Determination Procedures Under ERISA

The following complies with federal law effective July 1,
2002. Provisions of the laws of your state may supersede.

Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be medically
necessary to be covered under the plan. The procedures for
determining medical necessity vary, according to the type of
service or benefit requested, and the type of health plan.
Medical necessity determinations are made on either a
preservice, concurrent, or postservice basis, as described
below:

Certain services require prior authorization in order to be
covered. This prior authorization is called a "preservice
medical necessity determination." The Agreement describes
who is responsible for obtaining this review. You or your
authorized representative (typically, your health care provider)
must request medical necessity determinations according to
the procedures described below, in the Agreement, and in your
provider’s network participation documents as applicable.

When services or benefits are determined to be not medically
necessary, you or your representative will receive a written
description of the adverse determination, and may appeal the
determination. Appeal procedures are described in the
Agreement, in your provider’s network participation
documents, and in the determination notices.

Preservice Medical Necessity Determinations

When you or your representative request a required medical
necessity determination prior to care, the Healthplan shall
notify you or your representative of the determination within
15 days after receiving the request. However, if more time is
needed due to matters beyond the Healthplan’s control, the
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Healthplan will notify you or your representative within 15
days after receiving your request. This notice will include the
date a determination can be expected, which will be no more
than 30 days after receipt of the request. If more time is
needed because necessary information is missing from the
request, the notice will also specify what information is
needed, and you or your representative must provide the
specified information to the Healthplan within 45 days after
receiving the notice. The determination period will be
suspended on the date the Healthplan sends such a notice of
missing information, and the determination period will resume
on the date you or your representative responds to the notice.

If the determination periods above would (a) seriously
jeopardize your life or health, your ability to regain maximum
function, or (b) in the opinion of a Physician with knowledge
of your health condition, cause you severe pain which cannot
be managed without the requested services, the Healthplan
will make the preservice determination on an expedited basis.
the Healthplan Physician reviewer, in consultation with the
treating Physician, will decide if an expedited appeal is
necessary. The Healthplan will notify you or your
representative of an expedited determination within 72 hours
after receiving the request. However, if necessary information
is missing from the request, the Healthplan will notify you or
your representative within 24 hours after receiving the request
to specify what information is needed. You or your
representative must provide the specified information to the
Healthplan within 48 hours after receiving the notice. The
Healthplan will notify you or your representative of the
expedited benefit determination within 48 hours after you or
your representative responds to the notice. Expedited
determinations may be provided orally, followed within 3 days
by written or electronic notification.

If you or your representative fails to follow the Healthplan’s
procedures for requesting a required preservice medical
necessity determination, the Healthplan will notify you or your
representative of the failure and describe the proper
procedures for filing within five days (or 24 hours, if an
expedited determination is required, as described above) after
receiving the request. This notice may be provided orally,
unless you or your representative requests written notification.

Concurrent Medical Necessity Determinations

When an ongoing course of treatment has been approved for
you and you wish to extend the approval, you or your
representative must request a required concurrent medical
necessity determination at least 24 hours prior to the
expiration of the approved period of time or number of

treatments. When you or your representative requests such a
determination, the Healthplan will notify you or your
representative of the determination within 24 hours after
receiving the request.

Postservice Medical Necessity Determinations

When you or your representative requests a medical necessity
determination after services have been rendered, the
Healthplan will notify you or your representative of the
determination within 30 days after receiving the request.
However, if more time is needed to make a determination due
to matters beyond the Healthplan’s control the Healthplan will
notify you or your representative within 30 days after
receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed, and you or your representative must
provide the specified information to the Healthplan within 45
days after receiving the notice. The determination period will
be suspended on the date the Healthplan sends such a notice of
missing information, and the determination period will resume
on the date you or your representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of
the following that pertain to the determination: (1) the specific
reason or reasons for the adverse determination; (2) reference
to the specific plan provisions on which the determination is
based; (3) a description of any additional material or
information necessary to perfect the claim and an explanation
of why such material or information is necessary; (4) a
description of the plan’s review procedures and the time limits
applicable, including a statement of a claimant’s rights to
bring a civil action under section 502(a) of ERISA following
an adverse benefit determination on appeal; (5) upon request
and free of charge, a copy of any internal rule, guideline,
protocol or other similar criterion that was relied upon in
making the adverse determination regarding your claim, and
an explanation of the scientific or clinical judgment for a
determination that is based on a medical necessity,
experimental treatment or other similar exclusion or limit; (6)
in the case of a claim involving urgent care, a description of
the expedited review process applicable to such claim.

Assistance with Your Questions

If you have any questions about your plan, you should contact
the Plan Administrator. If you have any questions about this
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statement or about your rights under ERISA, or if you need
assistance in obtaining documents from the Plan
Administrator, you should contact the nearest office of the
Employee Benefits Security Administration, U.S. Department
of Labor, listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You
may also obtain certain publications about your rights and
responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration. The
Healthplan will provide administrative services of the
following nature: Claim Administration; Cost Containment;
Financial; Banking and Billing Administration. Benefits
provided under this Agreement are fully guaranteed by the
Healthplan. This Agreement is issued by the Healthplan.

RX-3&4Tier CA-G

23

myCigna.com



