S American Sﬂﬂﬂiﬂlw Health Accessing Your ASH Insurance
Insurance Company Complementary Health Care Benefits

When you need to access your American Specialty Health Insurance Company
(ASH Insurance) complementary health care benefits from clinical providers, just follow
fhese simple steps:

Accessing “in-Network” Benefits
1. Simply select a contracted provider of your choice:
»  Vigit our Web site at www.ashcompanies.com to search for a contracted provider, or
»  Call Customer Service toll free at 877-430-8092 from 5 a.m. to 6 p.m., Monday-Friday, (PST).
» No referral required.!
« You may change providers at any time.
2. Call the ASH Insurance provider directly to schaduie an appointment,
3. When you arrive far your appointment:
= Your provider will verify your eligibility status using your ASH Insurance I Card.*
=~ You will be asked to completa any health history farms required by the provider.
= Youwili simply pay vour designated copayment for services rendered.

Accessing “Out-of-Network” Benefits

1. Select any non-participating provider:

»  ASH Insurance’s “Out-of-Netwark”™ benefit provides you with coverage should you choose to seek care from
a non-participating provider. Please refer ta your Cerfificate of Insurance for details of your "In-Network”
and “Out-of-Network” benefits.

+ No referral required.”

* You may change providers at any time.
2. Call the provider directly to schedule an appointment.
3. Your "Out-of-Network™ respansibility:

*  ASH Insurance will pay the percentage of hilled charges specified in your Certificate of Insurance up fo the
benefit maximum afier your deductible, if any, has been met. You are respansible for any remaining
amount of the billed charges. Refer to your Cerfificate of Insurance or Summary of Benefits for details,

4.  Submit your “Out-of-Netaork”™ claims;

»  Submit claims for "Out-of-Network” services ta: ASH insurance, P.O, Box 509077 San Diego, CA 52150, It
is not necessary to submit ciaims if your "Out-of-Network” provider has aiready done so on your behalf.

Raview and approval of 4 health cara service does not constitute eligibility for benefits and caversge pursuant to the policy or contract.

YFor acupunciure services in some states, the scope of practice for certain types of praviders may require that either a
diagnasis, raferral, or a specific prasariptive order be obtained from spacifiad providers prior to the provider with the restricted
seope of practice providing reatmant to persons in that atate, In Indiana, Massachusetts, Nebraska, New Jersgy, Ohio,
Pennsylvanta and Texas scope of practics limitations require some or all of the following: a writlen referral or diagnosis from, ar
a recent examination by, specified providers (such as a medical doctor or physician before you may be treated by certain types
of acupunclura providers in those states, For dietetic services in Alabama, California and Tennessee acope of practice
limitations require written referral by a medical physician (M.D. or D.0.) before a peraan may be treated by dietetic providers in
those states. Claima for Covered Services received from such providers that are submitted to ASH Insurance must inclde
evidence of such referrals in order for the claim to be complete. For more information about scope of praotice fimitations
applicable to different provider types throughout the country, you may contact our custemer service department toll free at 877~
430-8092. Or, refer to your Certificate of Insurance or Summary of Bensfits for additional details.

Mour (D card also reflects ASH Insurance’s toll-free Customer Servica number 1o verify benefils or coverage.
Questions? Call Customer Service toll free at 877-430-8092, 5a.m. to & p.m.,, Monday~Friday, {P5T).
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American Specialty Health Insurance Company

Limited Supplemental Group Health Coverage

PPO QUTLINE OF COVERAGE

1. Read Your Certificate of Insurance Carefully. This outline of coverage provides a
very brief description of some important features of your plan. This is not the insurance
contract, and only the actual group policy provisions will control, The Certificate of
Insurance itself sete forth, in detail, the rights and obligations of both you and American
Specialty Health Insurance Company. it is, therafare, important that you read your

Certificate of Insurance carefully!

2. {imited Supplemental Group Health Coverage. This category of coverage is
designed to provide, to persons insured, specified limited benefits for complementary
heaith care services that supplement those benefits that may be available under major-
medical plans. Benefits are available ONLY to treat the conditions specified in the
Ceilificate of Insurance for the types of services specified in the Certificate of Insurance.
Benefits are not provided for basic hospital, basic medical-surgical, or major-medical

eXpenses.

3. Benefits of This Plan. The benefits covered under your plan include the following:

COVERED SERVICES*
Chiropractic and Manual Manipulation Services
for Neuromusculoskeletal Disorders

IN-NETWORK
$15 copayment per
insured, per visit

CUT-OF-NETWORK
Benefit Amaurst;
50% Maximum
Benefit: $30 per
insured, per visit

Adjunctive physiotherapy modaiities and
procedures

fnitial new patient exam — one every three years See above See above

(per provider)
Established patient exams See shove See above
Follow-up office visits See above See above
See above. If provided See above

to the same insured
during the same visit as
an exam, follow-up visit,
or other adjunctive
services, then only one
capayment applies to the
wvisit.

X-rays, radiological consuitations, and clinical Jab
studies

No copayment

Maximum Benefit: $300
per insured, per calendar
year*

Benefit Amount: 50%
Maximum Benefit;
$100 per insured, per
calendar year**

Supporis and appliances
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No copayment

Maximurm Benefit: $50
per insured, per calendar
year, combined with
refated out-of-network
henefits.

Benefit Amount: 50%
Maximum Benefit;
$20 per insured, per
item; $50 per insured
per calendar year,
combined with related
in-network benefils.

continued o next paga



COVERED SERVICES”
Acupuncture Services
for Neuromuscufoskeletal Disorders, Nausea, or
Pain

IN-NETWORK
$15 copayment. per
insured, per visit

QUT-OF-NETWORK
Benefit Amount:
50%

Maximum Banefit;
$30 per insurred, per
visit

Massage Therapy Services
far Treatment of Myofascial!Musculoskeletal
Disorders, Musculoskeletal Functional Disorders,
or Pain Syndrames

fo the same insured
during the same visit as
an exam, follow-up visit,
or other adjunctive
therapies, then only one
copayment applies to the
visit.

$15 copayment per
insured, per visit

Initial new patient exam ~ one every three years See above See above
{per provider)

Established pafient exams See above See above

Fallow-up office visits See above See above

Adjunctive therapy See above. If provided | See above

Benefit Amount:
50%

Maximum Benefit,
$30 per insured, per
visit

Individual therapy assessment ~ one every three See above See above
vaars (per provider)
Established patient therapy assessments See above See above

Massage therapy sessions

Maximum Annual Visit Limits™* {combined for all
provider types, as well as in-network and out-of-
network

medical/clinical necessily.

See above

See above

*Not all gervices are available in states outside of California. Claims are subiect to review for

“*X-rays, radiological consiuitations and ¢linical lab studies performed by an in-network provider
butt referred by an out-of-netwark provider are treated as out-of-network services.

***Each visit to an in-network provider in a calendar year will reduce the number of visits available
under the out-of-network benefits for the rest of that calendar year. Similarly, each visit
to an out-of-nedwork provider in a calendar year will reduce the number of visits avaifable
under the in-network benefits for the rest of that calendar year.,

Access to Providers

In California, you may generally access any appropriately licensed provider without 8
physician referral for each of the services listed on the previous page, In states outside
of California, the scope of practice for certain types of providers may require that either a
diagnosis, referral, or a specific prescriptive order be obtained from specified providers
prior to the provider with the restricted scope of practice providing treatment to persons
in that state. For more information ahout scope of practice limitations applicable to
different Network Provider types throughout the country, you may access our Web site at
wwaw.ashcompanies.com or contact our customer service department at 1-877-430-

8092,
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4. Exceptions, Reductions, and Limitations of This Plan. Covered services are
limited to the diagnosis and treatment of the conditions specified in the chart included
above and as specified in the Covered Services section of your Certificate of Insurance.
Exclusions, reductions and limitations specific 1o sach type of coverage available under
youir plan are provided in detail af the end of each beneifit rider in the Coverad Setvices
section of your Certificate of Insurance.

Typical exclusions, reductions and limitations include, but are not limited to the following:
services determined as nat being medicaliy/clinically necessary, services performed by
providers who are not contracted with American Specially Health Insurance Company
and who are not duly licensed practitioners; nutritional supplements; herbal
supplemenis; medical equipment, devices of appliances; franspostation cosls,
prescripiion drugs; education programs; auxliary aids or services; hypnotherapy,
behavior therapy, sleep therapy and weight programs; and experimental or
investigational services.



Rick Zane 888-424-6208

Employee Enroliment Form
SM American Specialty Health

Insurance ompany

AMERICAN SPECIALTY HEALTH INSURANCE COMPANY F.0. BOX 509002-SAN DIEGO, CA. 92150-9002: ATTENTION:

[} Newr appiication

{7 Change of addrassinama

ENROLLMENT DEPARTMEN T-PEIONE (200) §48-3555 Fax: (619) 557-2343
REASON FOR SUBRISSION

[] Ade dependent [ Delefe dependent {fist name below) ] Other:
EMPLOYEE INFCRMATION

" ELIGIBLE DEPENDENTS TO BE ENROLLED

—estname- i Flistnama —Werl-phena
{ ) { )
Address City tete Zip Sex Birth date
. M [IF
Employer namea Member D | Elesivadele | Sodal Security numniver

Spouse Last name Flrst nams M| Birth date E-mail
LIMIF '
[Bomestic | Lastneme First nama Ml Birfli date E~yiail
Partier
LM OF
Dependent | Lastname First nama Il Bitth defe E-mail ]

; =-mait
T [F L
Address (If diffarent from ahove) Oy Siete | 7 Phone Number {If different from above}
Dependent | Last name First name M Birfh date E-mail
O [F
Address {If different from ahove) City Stato | Zp Phona Number {If different from above)
Dependent | Lastname Flrst name Ml Birfiy date E-mall
OMOr
Addlrass (I different from above) Qly Siste | Zp Fhene Mimber {If differant from above)‘—]}
Arg'you capable of untderstanting eommunications written In English? l I Yes [I¥a | ¥ rot, what I8 your primazy lanquage?
[ts & dorficstic pariner listed abova? ) LJYes | ClNo | {if yes, pliasa altach vérfication of tha domésfic partnership

‘ . 1 te.n., 4 copy of yous Declarafien of Pomestle Padnershind)
If additienal Depandgnts; please nitach an additional application form ‘ ) ' ‘
Arz acy of the shova dependsnts a full or part time Colegra or University stucdent? [1¥es [ [INo | {ifyés, please atfcol: a Sfudent Verificaticn Form)
Are any of the alxve depencients that ars oyer 13 disabled? CiYes | Mo "] {Ifyes, p!e_;ég aftach a completed Disebility Cerfification form)
Ars any of tha above dependents covered due-{o atbur order? [3ves | CINo | {fyes, please atideha copy ol the Comt Grder)
Do you or anyana leted haye any oihar complsm'a_ntary hanefits? [Sen Covarage Type below] | ] Yes [TNo | i yes, complete section below)
Name(s) Other employer name & address Insurance lIYSSN
Insurance company feme Poficy number Eentive date Coverage fype {chack appicable sovesege ypel.
. 7] Chiropractia ] Acopunchure £ Messtge Therapy Cietolies
Name(s) Other employer nama & addrass Insurance ILYSSN
Effective date Covaraga type {check epplicable covarags typa)

Insurance company nName

Pollcy number

information, to Amerizan Specialty Mealth Insurant Cotmpany (ASHICH and its contracted health prof
enling) mysolf end my dependents. | altest that fhe Informakion provided heraln I8 true and acturate to Iha bast of my knowlodge. |
Authorization fe valid for the term of coverage Lrder tha plan. | saderstand that | may sevoke this Authorizafon ot any ime by confanting ASKIC and malding £ revocation. | undarstand that | 2m entiled to wcelve & copy of this
fotm, [Waming? Any persor who knowlngly ane with Intent 1o Infure, defraud, or decelve any Insurer fles a statament of clalm or an applization contalning any falee, Incomplete, or misleading infarmation s guilly of a felony.)

(THER INFRRMATION
| aufhoriza the deductlon from my sarmings of the reauiar contribufion foward the cost of ingurance, § agrea to afitw any haakh cara provider and

ls, vandas,

i

T2) Citropractia T Arnpunchira T Marsatie Therany [ Distefics

any firm or insurerta relase my personal Information, inchuding medisal reard
Watlves andfor agents to fulfill their oblgadons tnder the Brms of tha plan under which | Am
understend any false sfafomante may invalidate coverage. | tndarstand fhat this

- | havs read, undarstand and agres fo the ferms and condllions on this fom
. Ae o parant or guardten, | avihorize the particlpation of any earollze under the age of 18,

Signature:

Date:

—
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