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I. INTRODUCTION TO THE UNIVERSITY OF PENNSYLVANIA BEHAVIORAL
HEALTH BENEFITS

This booklet has been prepared so that participants may become acquainted with the PENN
Behavioral Health (sometimes referred to as PBH in this document) option offered under
the Plans. Covered Services under the Plans are available to eligible employees (Primary
Covered Persons) and their eligible dependents (as defined by the Plans) that have properly
enrolled for Covered Services. For definitions of Group or (Enrolled Group), Covered
Persons, Employees, or Family Coverage, see the “DEFINED TERMS” section (Section
II., page 7.) of this booklet. The Covered Services described in this booklet are subject to
the terms and conditions of the Group Contract.

Benefits will not be available for services to a greater extent or for a longer period than is
Medically Appropriate/Medically Necessary, as determined by the Contract Administrator.
The amount of benefits for any Covered service will not exceed the amount by the mental
health or substance abuse care provider, and will not be greater than any maximum amount
determined by or limit described or referred to in this booklet.

For the purposes of this Plan, your Outpatient treatment for mental health or substance
abuse issues is considered a Specialist Office visit. Benefits for these services will be
provided in an office visit by a provider other than a Primary Care Physician. For the
purposes of this plan, “in the office” includes Outpatient mental health or substance abuse
care visits to a Provider’s office. For the purpose of this plan, “Facility Care” includes
Intensive Outpatient care, Consultation care, Emergency care, Partial Hospitalization,
Detoxification, and Inpatient care.

Your PENN Behavioral Health plan for mental health and substance abuse is designed to
be classified similarly to your medical/surgical plan. This allows for equal benefits on the
mental health/substance abuse and medical/surgical side. In this plan, Outpatient care (i.e.,
psychotherapy, medication management) on the mental health / substance abuse benefits
side are classified with outpatient care on the medical /surgical benefits. All other levels of
care for mental health and substance abuse (i.e., Intensive Outpatient, Detoxification,
Residential care, Partial Hospitalization, and Inpatient acute hospitalization) are considered
“Facility Care”, which is classified with the inpatient medical/surgical benefit.

Important Notices:

If you are facing an emergency and must go to an emergency room, you do not need a
referral from PENN Behavioral Health. However, you (or your representative or your
physician) must call PBH within 48 hours after Emergency Care is given. If this is not
reasonably possible, the call must be made as soon as reasonably possible.

Regarding Experimental or Investigative Treatment:
The Contract Administrator does not cover treatment it determines to be Experimental or
Investigative in nature because that treatment is not accepted by the general medical



community for the condition being treated or not approved as required by federal or
governmental agencies. However, the Contract Administrator acknowledges that situations
exist when a Covered Person or his or her physician agree to utilize Experimental or
Investigative treatment. If a Covered Person receives Experimental or Investigative
treatment, the Covered Person shall be responsible for the cost of the treatment. A Covered
Person or his or her physician may contact the Contract Administrator to determine
whether a treatment is considered Experimental or Investigative. The term “Experimental
or Investigative” is defined in the “DEFINED TERMS” section (Section II., page 7) of this
booklet.

Regarding Treatment which is not Medically Appropriate/Medically Necessary:

The Contract Administrator only covers treatment which it determines Medically
Appropriate/Medically Necessary. A In-Network Provider accepts the Contract
Administrator’s decision and contractually is not permitted to bill the Covered Person for
treatment which the Contract Administrator determines is not Medically
Appropriate/Medically Necessary unless the Contracting Provider specifically advises the
Covered Person in writing, and the Covered Person agrees in writing that such services are
not covered by the Contract Administrator, and that the Covered Person will be financially
responsible for such services. An Out-of-Network Provider, however, is not obligated to
accept the Contract Administrator’s determination and the Covered Person may not be
reimbursed for treatment which the Contract Administrator determines is not Medically
Appropriate/Medically Necessary. The Covered Person is responsible for these charges
when treatment is received by an Out-of-Network Provider. You can avoid these charges
simply by choosing an In-Network Provider for your care. The term “Medically
Appropriate/Medically Necessary” is defined in the “DEFINED TERMS” section (Section
II., page 7) of this booklet.

Regarding Coverage for Emerging Technology

While the Contract Administrator does not cover treatment it determines to be
Experimental/Investigational, it routinely performs technology assessments in order to
determine when new treatment modalities are safe and effective. A technology assessment
is the review and evaluation of available clinical and scientific information from expert
sources. These sources include but are not limited to articles published by governmental
agencies, national peer review journals, national experts, clinical trials, and manufacturer’s
literature. The Contract Administrator uses the technology assessment process to assure
that new drugs, procedures or devices (“emerging technology”) are safe and effective
before approving them as Covered Services. When new technology becomes available or at
the request of a practitioner or Covered Person, the Contract Administrator researches all
scientific information available from these expert sources. Following this analysis, the
Contract Administrator makes a decision about when a new drug, procedure, or device has
been proven to be safe and effective and uses this information to determine when an item
becomes a Covered Service for the condition being treated or not approved as required by
federal or governmental agencies. A Covered Person or his or her Provider should contact
the Contract Administrator to determine whether a proposed treatment is considered
“emerging technology.”



REMEMBER: When a provider suggests a new treatment option that may fall under the
category of “Experimental/Investigational,” or ‘“emerging technology,” the Covered
Person, or his or her Provider, should contact the Contract Administrator for a coverage
determination. That way the Covered Person and the Provider will know in advance if the
treatment will be covered by the Contract Administrator.

In the event the treatment is not covered by the Contract Administrator, the Covered Person
can make an informed decision about whether to pursue alternative treatment options or be
financially responsible for the non-covered service.

For more information on when to contact the Contract Administrator for coverage
determinations, please see the “MANAGED CARE PROCEDURES” section (Section IX.,
page 44) of this document.



Il. DEFINED TERMS

The terms below have the following meaning when describing the benefits within this
Booklet. They will be helpful to you in fully understanding your benefits.

ALCOHOL OR DRUG ABUSE - A pattern of pathological use of alcohol or other drugs
which causes impairment in social and/or occupational functioning and which results in
physiological and/or psychological dependency evidenced by physical tolerance or
withdrawal.

APPEAL — A request by a Covered Person, or the Covered Person’s representative or
Provider, acting on the Covered Person’s behalf upon written consent, to change a previous
decision made by the Contract Administrator.

1. ADMINISTRATIVE APPEAL — an appeal by or on behalf of a Covered Person
that focuses on unresolved disputes or objections regarding coverage terms such
as contract exclusions and non-covered benefits. Administrative appeal may
present issues related to Medical Necessity or Medical Appropriateness, but
these are not the primary issues that affect the outcome of the appeal.

2. MEDICAL NECESSITY APPEAL - request for the Contract Administrator to
change its decision, based primarily on Medical Necessity or Appropriateness,
to deny or limit the provision of a Covered Service.

3. EXPEDITED APPEAL - a faster review of a Medical Necessity Appeal,
conducted when the Contract Administrator determines that a delay in decision
making would seriously jeopardize the Covered Person’s life, health, or ability
to regain maximum function.

APPLICANT AND EMPLOYEE/PRIMARY COVERED PARTICIPANT
/PRIMARY MEMBER - The Employee (or former employee) who applies for coverage
under the Plan.

BENEFIT PERIOD - The specified period of time as shown in the Schedule of Benefits
during which charges for the Covered Services must be incurred in order to be eligible for
payment by the Plans. A charge shall be considered incurred on the date the service was
provided to a Covered Person.

CLINICALLY MANAGED HIGH-INTENSITY RESIDENTIAL TREATMENT -
Level 111.5 ASAM Criteria for Adults and Adolescents with substance related disorders.
See ASAM Patient Placement Criteria for the Treatment of Substance-Related Disorders,
(Second Edition — Revised) (ASAM PPC-2R) for detailed description.

COINSURANCE - A type of cost-sharing in which a Covered Person assumes a
percentage of the Covered Expense for Covered Services (such as twenty percent).

COMPLAINT — Any expression of dissatisfaction, verbal or written, by a Covered Person.



CO-PAYMENT — A charge or an amount authorized under the applicable Plan which may
be collected directly by Providers or Facilities from a Covered Person and which amount is
the financial responsibility of the Covered Person. It is a type of cost-sharing in which a
Covered Person pays a flat dollar amount each time a Covered Service is provided (such as
a $25.00 or $30.00 co-payment per office visit).

COVERED EXPENSE — Refers to the basis on which a Covered Person’s Deductibles,
Coinsurance, benefit Maximums and benefits are calculated.

(a) For services rendered by a Facility Provider, the term “Covered Expense” may
not refer to the actual amount(s) paid by the Plans to the Provider(s). Under the
Plans’ contracts, the Contract Administrator pays the Facility Providers using
bulk purchasing arrangements that permit it to pay less for services. The
amount the Plans pay at the time of any given claim may be more or it may be
less than the amount used to calculate the Covered Person’s liability. Rather,
“Covered Expense” means the following:

1 For an In-Network Professional Facility Provider — the rate of
reimbursement for Covered Services will be made in accordance with
Contract Administrator‘s contract for In-Network Services.

2 For services rendered by an Out-of-Network, Non-Participating Facility
Provider that has no contractual arrangement with the Plans, “Covered
Expense” means the lesser of the (i) Facility Provider’s charges, or (ii)
Contract Administrator’s reasonable and customary rates, for the
Covered Services.

(b) For services rendered by a Professional Provider, “Covered Expense” means
the following:

1 For an In-Network Professional Provider — the rate of reimbursement for
Covered Services will be made in accordance with Contract
Administrator’s contract for In-Network Services.

2 For services rendered by an Out-of-Network Professional Provider that
has no contractual arrangement with the Plans, “Covered Expense”
means the lesser of the (i) Provider’s charges, or (ii) Contract
Administrator’s reasonable and customary rates, for the Covered
Services.

COVERED PERSONS/MEMBERS — An enrolled Employee (Primary Covered Person)
or his/her Dependents who have satisfied the criteria for eligibility (also in this booklet
referred to as “Member”).

COVERED SERVICE - Any medical, hospital or other services related to mental health
or substance abuse rendered by a provider, the administration of which is provided by the
Contract Administrator and the expense is paid pursuant to the terms of the Plans.



DEDUCTIBLE - A specified amount of Covered Expenses for the Covered Services that
is incurred by the Covered Person before the Plans will assume any liability.

DETOXIFICATION - The process by which an alcohol or drug intoxicated or alcohol or
drug dependent person is assisted, in a licensed Facility Provider, through the period of
time necessary to eliminate, by metabolic or other means, the intoxicating alcohol or other
drug, or alcohol or other drug dependency factors, or alcohol in combination with drugs, as
determined by a Licensed Physician, while keeping the physiological risk to the Covered
Person at a minimum.

EARLY INTERVENTION - Level 0.5 ASAM Criteria for Adults and Adolescents with
substance related disorders. See ASAM Patient Placement Criteria for the Treatment of
Substance-Related Disorders, (Second Edition — Revised) (ASAM PPC-2R) for detailed
description.

EFFECTIVE DATE — The date on which coverage for a Covered Person begins in the
Plan.

EMERGENCY —The Contract Administrator follows the “prudent lay person” emergency
room policy as set forth in the Balanced Budget Act of 1997. Under this Act, an emergency
is defined as: One manifesting itself by acute symptoms of sufficient severity such that a
prudent lay person, who possesses an average knowledge of health and medicine, could
reasonably expect the absence of immediate medical attention to result in serious jeopardy
to the person’s health.

EMPLOYEE/PRIMARY COVERED PERSON/PRIMARY MEMBER - An individual
of the Group who meets the eligibility requirements for enrollment, who is so specified for
enrollment and in whose name the Identification Card is issued.

EXPERIMENTAL OR INVESTIGATIVE - A drug, device, medical treatment or
procedure which meets any of the following criteria:
A. If the drug or device cannot be lawfully marketed without approval of the U.S.
Food and Drug Administration (FDA) and approval for marketing has not been
given at the time the drug or device is furnished; or

B. If the drug, device, medical treatment or procedure, or the Covered Person
informed consent document utilized with the drug, device, treatment or
procedure, was reviewed by the treatment Facility Provider’s Institutional
Review Board or other body serving a similar function, or if federal law
requires such review and approval; or

C. If reliable evidence shows that the drug, device, medical treatment or procedure
is the subject of on-going Phase I or Phase II clinical trials, is the research,
Experimental or Investigative, study or investigative arm of on-going Phase 111
clinical trials, or is otherwise under study to determine maximum tolerated dose,



its toxicity, its safety, its efficacy or its efficacy as compared with a standard
means of treatment or diagnosis, or

D. If reliable evidence shows that the prevailing opinion among experts regarding
the drug, device, medical treatment or procedure is that further studies or
clinical trials are necessary to determine its maximum tolerated dose, its
toxicity, its safety, its efficacy, or its efficacy as compared with a standard
means of treatment or diagnosis, or

E. Any drug which the FDA has determined to be contraindicated for the specific
treatment for which such drug is prescribed.

In addition to the above criterion that pertains strictly to the use of a drug, biological
product or device, any drug, device, mental health or substance abuse treatment or
procedure is not considered Experimental/Investigational if it meets all of the criteria listed
below:

A. Reliable Evidence exists that the drug, device, mental health or substance abuse
treatment or procedure has a definite positive effect on health outcomes.

B. Reliable Evidence exists that over time the drug, device, mental health treatment or
procedure leads to improvement in health outcomes; i.e., the beneficial effects
outweigh any harmful effects.

C. Reliable Evidence clearly demonstrates that the drug, device, mental health or
substance abuse treatment or procedure is at least as effective in improving health
outcomes as established technology, or is usable in appropriate clinical contexts in
which established technology is not employable.

D. Reliable Evidence clearly demonstrates that improvement in mental health and
substance abuse outcomes, as defined above in paragraph C, is possible in standard
conditions of mental health and substance abuse practice, outside clinical
investigatory settings.

E. Reliable Evidence shows that the prevailing opinion among experts regarding the
drug, device, mental health or substance abuse treatment or procedure is that studies
or clinical trials have determined its maximum tolerated dose, its toxicity, its safety,
its efficacy or its efficacy as compared with standard means of treatment for a
particular diagnosis.

FACILITY PROVIDER - An institutional or entity licensed provider that offers acute

Inpatient treatment, non-hospital treatment or residential treatment to provide mental health
or substance abuse care. Such facilities include:
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= Hospital

= Free Standing Ambulatory Care Facility
= Non-Hospital Facility

= Psychiatric Hospital

= Residential Treatment Facility

= Psychiatric Hospital

FAMILY COVERAGE - An enrolled employee (Primary Covered Person) and his/her
eligible dependents.

FREE STANDING AMBULATORY CARE FACILITY — A Facility Provider, other
than a Hospital, which provides treatment or services on an Outpatient or partial basis and
is not, other than incidentally, used as an office or clinic for the private practice of a
physician. This Facility Provider shall be licensed by the state in which it is located and be
accredited by the appropriate regulatory body.

GROUP or (ENROLLED GROUP) — A group of Employees (and their dependents)
which has been accepted by the Plans, consisting of all those active Applicants whose
charges are remitted by the University of Pennsylvania together with all the Employees
(and their dependents), listed on the Application Cards or amendments thereof, which have
been accepted by the Plans and identified to the Contract Administrator.

GROUP CONTRACT - An administrative services agreement executed by and between
the Contract Administrator and the University of Pennsylvania setting forth the services the
Contract Administrator will provide on behalf of the Plans.

HOSPITAL -A short-term, acute care, general Hospital which as been approved by the
Joint Commission on Accreditation of Healthcare Organizations and/or by the American
Osteopathic Hospital Association or by the Contract Administrator and which:

A. Is a duly licensed institution;

B. Is primarily engaged in providing Inpatient diagnostic and therapeutic
services for the diagnosis, treatment, and care of injured and sick persons by
or under the supervision of physicians;

C. Has organized departments of medicine;

D. Provides 24-hour nursing service by or under the supervision of Registered
Nurses; and

E. Is not, other than incidentally a:
o Skilled Nursing Facility;
o Nursing Home;

Custodial Care Home;

Health resort, spa or sanitarium;
Place for rest; or

Place for the aged.
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IDENTIFICATION CARD - The currently effective card issued to Covered Persons by
the Plans or the Contract Administrator.

IN-NETWORK - A Facility Provider, provider group, professional provider or other
treatment providers who belong to the PENN Behavioral Health Network. The Facility
provider, provider group, professional provider, or other treatment providers have a
contractual relationship with the PBH for the provision of covered services to Covered
Persons.

INCURRED - A charge shall be considered incurred on the date a Covered Person
receives the service for which the charge is made.

INPATIENT ADMISSION or INPATIENT - The Covered Person’s actual entry into a
Hospital or Facility Provider to receive Inpatient services as a registered bed patient in such
Hospital or Facility Provider and for whom a room and board charge is made; the Inpatient
Admission shall continue until such time as the Covered Person is actually discharged from
the Hospital or Facility Provider.

INTENSIVE OUTPATIENT - Level 11.1 ASAM Criteria for Adults and Adolescents
with substance related disorders. See ASAM Patient Placement Criteria for the Treatment
of Substance-Related Disorders, (Second Edition — Revised) (ASAM PPC-2R) for detailed
description. For mental health treatment, the APA defines intensive outpatient treatment as
a structured program that includes combinations of individual and group process therapy,
meeting at least three times per week, and delivering at least four hours of treatment per
week.

MAINTENANCE - Continuation of care and management of the patient when the
therapeutic goals of a treatment plan have been achieved, no additional functional
improvement is apparent or expected to occur, and the provision of Covered Services for a
condition ceases to be of therapeutic value.

MAXIMUM - A limit on the amount of Covered Services that a Covered Person may
receive. The Maximum applies to all Covered Services or selected types. When the
Maximum is expressed in dollars, the Maximum is measured by the Covered Expenses,
less deductibles, coinsurance and co-payment amounts paid by the Covered Persons for the
Services to which the Maximum applies. The Maximum may not be measured by the
actual amounts paid by the Plans to the Providers. A Maximum may also be expressed in
number of days or number of services for a specified period of time. Maximums in this
PBH plan apply only to Out-of-Network care.

A. Lifetime Maximum — the greatest amount of Covered Services that a Covered
Person may receive in his/her lifetime.
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MEDICALLY APPROPRIATE/MEDICALLY NECESSARY - Health care services
which are determined by PBH to: a) be consistent with generally accepted practice
parameters as recognized by health care providers in the same or similar general specialty
as typically treats or manages the diagnosis or condition; (b) help restore or maintain the
person’s health; (c) prevent deterioration of or palliate the person’s condition; or (d)
prevent the reasonably likely onset of a health problem or detect an incipient problem.
Health care services shall also include diagnostic testing, preventive services and aftercare
appropriate in terms of type, amount, frequency, level, setting, and duration to the person’s
diagnosis or condition.

MEDICALLY MONITORED INTENSIVE INPATIENT TREATMENT - Level 111.7
ASAM Ceriteria for Adults and Adolescents with substance related disorders. See ASAM
Patient Placement Criteria for the Treatment of Substance-Related Disorders, (Second
Edition — Revised) (ASAM PPC-2R) for detailed description.

NON-HOSPITAL FACILITY — A Facility Provider, licensed by the Department of
Health for the care or treatment of Alcohol or Drug dependent persons, except for
transitional living facilities. Non-Hospital Facilities shall include but not be limited to
Residential Treatment Facilities and Free Standing Ambulatory Care Facilities for Partial
Hospitalization Programs.

NON-HOSPITAL RESIDENTIAL TREATMENT - The provision of medical, nursing,
counseling, or therapeutic services to patients suffering from alcohol or drug abuse or
dependency in a residential environment, according to individualized treatment plans.

OPIOID MAINTENANCE THERAPY — A level of care criteria for Adults with
substance related disorders. See ASAM Patient Placement Criteria for the Treatment of
Substance-Related Disorders, (Second Edition — Revised) (ASAM PPC-2R) for detailed
description.

OUT-OF-NETWORK - A Facility Provider, provider group, professional provider or
other treatment providers who do not belong to the PENN Behavioral Health Network.

OUT-OF-POCKET LIMIT — A specified dollar amount of Coinsurance expense incurred
by a Covered Person for Covered Expenses in a Benefit Period. Such expense does not
include any deductible, penalties, Inpatient or Outpatient services, or Co-payment amounts.

When the Out-of-Pocket Limit is reached, the level of benefits is increased as specified in
the Schedule of Benefits.

OUTPATIENT — A Covered Person who receives services designated by the Contract
Administrator as “Outpatient services”. Specifically, other than Inpatient or Non-Hospital
Treatment Services defined above. For Substance related disorders, Outpatient Treatment is
Level I ASAM criteria Adults and Adolescents. See ASAM Patient Placement Criteria for
the Treatment of Substance-Related Disorders, (Second Edition — Revised) (ASAM PPC-
2R) for detailed description. For mental health treatment, the APA defines Outpatient as a
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level of care in which patients are seen by one or more clinicians as individuals, part of
their families, or part of a group.

PARTIAL HOSPITALIZATION- For Substance related disorders, Partial
Hospitalization is Level II.5 ASAM criteria for Adults and Adolescents. See ASAM Patient
Placement Criteria for the Treatment of Substance-Related Disorders, (Second Edition —
Revised) (ASAM PPC-2R) for detailed description. For mental health treatment, the APA
defines acute partial hospitalization as treatment that includes daily nursing and active
treatment in a structured treatment program lasting 5-7 days per week and delivering at
least 20 hours of active treatment per week, with patients going home each evening and/or
weekend.

PLAN OF TREATMENT - A plan of care which is prescribed in writing by a
Professional Provider for the treatment of injury or illness. The Plan of Treatment should
be limited in scope and extent to that care which is Medically Appropriate/Medically
Necessary for the Covered Person’s diagnosis and condition.

PRECERTIFICATION - Prior assessment by the Contract Administrator or designated
agent that proposed services, such as hospitalization, are Medically Appropriate/Medically
Necessary for a particular patient and covered by the Covered Person’s Plan. Payment for
services depends on whether the Covered Person and the category of service are covered
under the Covered Person’s Plan of coverage.

PROFESSIONAL PROVIDER - A person including a psychiatrist, psychologist,
psychiatric nurse or social worker, therapist, or other clinician with at least a master’s
degree, who provides inpatient or outpatient treatment for behavioral health conditions,
who is licensed in the state of practice and who is acting within the scope of that license.

PSYCHIATRIC HOSPITAL - A Facility Provider, approved by the Contract
Administrator, which is primarily engaged in providing diagnostic and therapeutic services
for the Inpatient treatment of Mental Illness. Such services are provided by or under the
supervision of an organized staff of Physicians. Continuous nursing services are provided
under the supervision of a Registered Nurse.

PSYCHOLOGICAL TESTING - Psychological testing is defined as the use of one or
more standardized measurements, instruments or procedures to observe or record human
behavior, and requires the application of appropriate normative data for interpretation or
classification. Psychological testing may be used to guide differential diagnosis in the
treatment of psychiatric disorders and disabilities. Testing may also be used to provide an
assessment of cognitive and intellectual abilities, personality and emotional characteristics,
and neuropsychological functioning.

REASONABLE AND CUSTOMARY - the amount that is the usual or customary charge
for the service or supply as determined by the Contract Administrator. The chosen standard
base rate is 110 % of Medicare reimbursement rate, or RVRBS (Resource Based Relative
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Value Studies. If no Medicare reimbursement rate exists, the Contract Administrator
determines what is reasonable by the severity and/or complexity of the patient’s condition
for which the service or supply is provided.

RELIABLE EVIDENCE — only published reports and articles in the authoritative medical
and scientific literature; the written protocol or protocols used by the treating facility or the
protocol(s) of another facility studying substantially the same drug, biological product,
device, mental health treatment or procedure; or the written informed consent used by the
treating facility studying substantially the same drug, biological product, device, mental
health treatment or procedure.

RESIDENTIAL TREATMENT FACILITY - A Facility Provider licensed and approved
by the appropriate government agency and approved by the Contract Administrator, which
provides treatment for substance abuse (Alcohol and Drug) to partial, Outpatient or live-in
patients who do not require acute Medical Care.

SOMATIC THERAPY - The biological treatment of mental disorders (i.e.,
Electroconvulsive therapy, psychopharmacological treatment).
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I11. YOUR PENN BEHAVIORAL HEALTH PLAN

What services are provided by the Contract Administrator?

The Contract Administrator is the provider of certain administrative services for the
University of Pennsylvania. These services include (i) arranging for a network of mental
health and substance abuse providers and facilities to provide Covered Services, (ii)
conducting a utilization management program related to the Covered Services, and (iii)
processing claims and appeals relating to the Covered Services.

Introduction to Your Benefits:

The Contract Administrator provides administrative services for the mental health and
substance abuse benefits of the medical plan options offered under the University of
Pennsylvania Health and Welfare Program. The three plans, which include behavioral
health benefits administered by PENN Behavioral Health are: The PENN/CARE PPO, the
UPHS POS (which includes Keystone, administered in Pennsylvania and AmeriHealth,
administered in New Jersey) and the Pre-65 Retiree PPO. The Plans each have an In-
Network group of providers who work directly with the Contract Administrator. You may
use any qualified provider you wish, but your out-of-pocket expense will be less when you
utilize the In-Network providers. You do not have to choose a Primary Care Physician or
obtain referrals from a Primary Care Physician to utilize the behavioral health benefits.

The PENN Behavioral Health mental health and substance abuse benefits program allows
you to maximize your mental health and substance abuse benefits by utilizing PBH In-
Network Providers. PBH In-Network Providers include UPHS staff as well as members of
the regional network. In-Network providers are psychiatrists, psychologists, psychiatric
nurses or social workers, therapists, or other clinicians with at least a master’s degree, who
provide Inpatient or Outpatient treatment for a behavioral health conditions, who is
licensed in the state of practice and who is acting within the scope of that license (if
applicable) and licensed treatment facilities that are part of the PBH staff or regional
network. In-Network provider benefits are delivered through a specially selected, highly
managed network of cost-effective providers to ensure quality of care.

When you receive mental health or substance abuse care through an In-Network Provider,
you are assured of lower out-of-pocket expenses. There is no annual deductible to meet and
you are not financially liable for coinsurance. When you receive mental health and
substance abuse care through an In-Network Provider, the Plan pays 100% (after applicable
co-pays) and has annual out-of-pocket maximums of $1,000 per individual and $2,000 per
family for most services. There are no claim forms to fill out, and pre-service claim
determination is done by the provider or facility.

Benefits are also provided if you choose to receive mental health and substance abuse care
through a Provider that is not an In-Network Provider. However, you will be responsible
for a greater share of out-of-pocket expenses. For Actives and Pre-65 Retirees seeing an
Out-of-Network Provider, the Plan pays 65% of reasonable and customary rates after
annual
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deductible of $500 per individual and $1,500 per family. Your out-of-pocket maximum
will be $3,500 per individual and $10,500 per family. You will be required to file a claim
form. The Pre-65 retiree benefit has the same out-of-pocket maximum and out-of-network
deductible as the Active members during calendar year 2011.

Some of the services you receive through the Contract Administrator must have a pre-
service claim determination before you receive them. All services excluding Emergency
Care and Outpatient treatment require a pre-service claim determination. Pre-service claim
determination is used to determine Medical Appropriate/Medically Necessary treatment,
and to make a level of care determination. If you seek In-Network care, the provider is
responsible for the precertification. If you seek Out-of-Network care, precertification is the
members’ responsibility.

When you are ready to access your benefits, you may call the 24-hour toll free number at 1-
888-321-4433 to obtain a referral list. You may also access the website at
www.pennbehavioralhealth.org for a list of In-Network Providers and their areas of
treatment. Your In-Network provider will be responsible for sending claims to PENN
Behavioral Health. Any information collected by the Contract Administrator about your
care is private and confidential, and will not be disclosed except when required by court
order.

When a Covered Person seeks treatment that requires pre-service claim determination, they
are not responsible for obtaining the precertification if the treatment is provided by an In-
Network Provider. In addition, if the In-Network Provider fails to obtain a required pre-
service claim determination of services, the Covered person will be held harmless from any
associated financial penalties assessed by PBH as a result. If the request for precertification
is denied, the Covered Person will be notified in writing that the admission/service will not
be paid because it is considered to be medically inappropriate or a Non-Covered service. If
that person decides to continue treatment or care that has not been approved, they will be
asked to do the following:

1. Acknowledge this in writing.

2. Request to have services provided.

3. State their willingness to assume financial liability.

When a person seeks treatment from an Out-of-Network Provider, they are responsible for
initiating the pre-service claims benefit determination process. They or their provider
should call the pre-service claims benefit determination number listed on the back of their
Identification Card, 1-888-321-4433, and give their full name, treating provider or Facility
Provider’s name, diagnosis, and procedure or reason for admission.

The PENN Behavioral Health (PBH) Benefit Options:
The PBH option has two parts:
e In-Network Providers — Use physicians, hospitals, and other health care providers
who are part of the PENN Behavioral Health provider network. When you use a
provider in this network, you do not have to meet a deductible, the Plans pay 100%
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(after applicable co-payments, admission fees and deductibles) for the services
which are covered, and there are no claim forms to be filed.

e Out-of-Network Providers - Use physicians, hospitals, and other health care
qualified providers who are not a part of the PENN Behavioral Health provider
network. When you use this level of benefits, note that the payment for services is
based on a percentage of the reasonable and customary rates as determined by the
plan and you must file claim forms. While each of the Plans pays a percentage
(based on the Plan you choose) for the services which are covered, all additional
charges of the provider for Out-of-Network services are your responsibility.

As a participant in the Covered Services of the Plans, you have a unique opportunity for
increased savings on health care costs when you choose an In-Network provider. To verify
that the provider you select is a PENN Behavioral Health participating provider, call 1-888-
321-4433 or visit the website at www.pennbehavioralhealth.org.

Mental Health and Substance Abuse Care includes services and supplies which are:

- covered services, for mental health and substance abuse treatment;

- given while the Covered Person is covered under this plan;

- provided by a Professional Provider. A Professional Provider is a person including a
psychiatrist, psychologist, psychiatric nurse or social worker, therapist, or other
clinician with at least a master’s degree, who provides Inpatient or Outpatient
treatment for a behavioral health conditions, who is licensed in the state of practice
and who is acting within the scope of that license (if applicable). provided at the
office of a Professional Provider, or at a hospital or licensed treatment center

Mental Health and Substance Abuse Services includes but is not limited to the following:
- Assessment
- Diagnosis
- Treatment Planning
- Medication Management
- Individual, family and group psychotherapy
- Psychological testing

Services and supplies will not automatically be considered Covered Health Services solely
because they were prescribed by a Professional Provider.

If you are facing an emergency and must go to an emergency room, you do not need a
referral from PENN Behavioral Health. However, you (or your representative or your
physician) must call PBH within 48 hours after Emergency Care is given. If this is not
reasonably possible, the call must be made as soon as reasonably possible. See “YOUR
PENN BEHAVIORAL HEALTH BENEFITS”, Part D section (Section V., page 20) for
details on Emergency Care.
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V. BENEFITS ELIGIBILITY

The Contract Administrator certifies that Eligible Employees and Dependents enrolled in
the POS and the PPO plans are entitled to the Covered Services described in this booklet
subject to the eligibility and Effective Date requirements of the Group Contract.

This booklet replaces any and all booklets or communications previously issued by the
University of Pennsylvania or the Contract Administrator explaining the behavioral health
services.

This booklet is a summary of the Group Contract provisions that affect the Covered
Services. All benefits and exclusions are subject to the terms of the Group Contract.

ATTEST:

BY
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V. YOUR PENN BEHAVIORAL HEALTH BENEFITS

As an employee of the University of Pennsylvania you have a unique opportunity for
increased savings on health care costs. Consider your options, than carefully choose a
provider that you feel is right for you. To verify that the provider you select is a PENN
Behavioral Health In-Network provider, call 1-888-321-4433, or visit the website at
www.pennbehavioralhealth.org

Limits of the Benefit:

Benefits will not be available for services to a greater extent or for a longer period than is
Medically Appropriate/Medically Necessary, as determined by the Contract Administrator.
For definitions of Medically Appropriate and/or Medically Necessary see the “DEFINED
TERMS” section (Section II., page 7) of this booklet. The amount of benefits for any
Covered Services will not exceed the amount charged by the behavioral health care
provider, and will not be greater than any maximum amount or limit defined by the
Contract Administrator.

Subject to the exclusions, conditions and limitations of the Plans as set forth in the booklet,
a Covered Person is entitled to benefits for the Covered Services described in this section
during a Benefit Period, in the amounts as specified in this SCHEDULE OF BENEFITS.

The percentages shown for the Coinsurance and Covered Services on in the Schedule of
Benefits in this booklet are not always calculated on actual charges. For an explanation of
how the Coinsurance is calculated, see the “Covered Expense” definition in the “DEFINED
TERMS” section (Section II., page 7) of this booklet.

Pre-Service Claim Determinations:

All services above the Outpatient level (i.e., Intensive Outpatient, Partial Hospitalization,
Inpatient mental health admissions, Inpatient substance abuse admissions, Psychological
Testing, Neuropsychological Testing, Electroconvulsive Therapy, psychiatric home care
services, Outpatient Detoxification) provided under the Plans must have a pre-service claim
determination before they are delivered, to determine if they are Medically
Appropriate/Medically Necessary and fully covered according to the plan benefit design and
the amount of service coverage remaining under that person’s specific benefits. This pre-
service claim determination of services is a vital program feature that reviews medical and
benefit appropriateness of certain procedures/admissions according to the Plans. In certain
cases, pre-service claim determinations help determine whether a different treatment may be
available that is equally effective and yet less traumatic. Pre-service claim determinations
also help determine the most appropriate setting for certain services.

When a Covered Person seeks mental health or substance abuse treatment that requires a
pre-service claim determination from an In-Network Provider, the provider is responsible
for obtaining the pre-service claim determination prior to treatment or possibly forfeits the
maximum plan reimbursements. See “YOUR PENN BEHAVIORAL HEALTH PLAN”
(Section I1II., page 16) of this document for a detailed explanation of this process.
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A. SCHEDULE OF BENEFITS FOR ACTIVES

Details of Coverage for Active PENNCare/Personal Choice PPO and UPHS Point of Service POS Plans

Available Providers

In-Network PBH Staff

In-Network PBH Regional Network

Out-of-Network

Must choose PENN Behavioral Health Staff
Providers.

Must choose PENN Behavioral Health
Network Providers

May choose Any Qualified Provider

Mental Health Benefits

Combined benefit for Staff or Regional In-Network or Out-of-Network

® Inpatient

® 100% coverage after $250 co-pay per
admission, Unlimited days per year

® 100% coverage after $250 co-pay per
admission, Unlimited days per year

® Deductible, 65% , Unlimited days per
year

e Partial Hospitalization
/Residential

® 100% coverage after $250 co-pay per
admission, Unlimited days per year

® 100% coverage after $250 co-pay per
admissio