2023-2024 Student Health Insurance Plan for
Georgia Institute of Technology

PLEASE NOTE:

THIS DOCUMENT HAS
CHANGED. PLEASE SEE THE
BACK COVER FOR DETAILS

Who is eligible to enroll?

All students who are not eligible to enroll in the mandatory plan (Policy 2023-203353-1), but are taking at least four credit
hours per term are eligible to enroll in this insurance plan on a voluntary basis.

Eligible students who do enroll may also insure their Dependents. Eligible Dependents are the student’s legal spouse or
Domestic Partner and dependent children under 26 years of age. See the Definitions section of the Certificate for the specific
requirements needed to meet Domestic Partner eligibility.

The student (Named Insured, as defined in the Certificate) must actively attend classes for at least the first 31 days after
the date for which coverage is purchased. Home study, correspondence and online courses do not fulfill the eligibility
requirements that the student actively attend classes. The Company maintains its right to investigate eligibility or student
status and attendance records to verify that the Policy eligibility requirements have been met. If and whenever the Company
discovers that the Policy eligibility requirements have not been met, its only obligation is refund of premium.

The eligibility date for Dependents of the Named Insured shall be determined in accordance with the following:

1. If aNamed Insured has Dependents on the date he or she is eligible for insurance.
2. If aNamed Insured acquires a Dependent after the Effective Date, such Dependent becomes eligible:
a. On the date the Named Insured acquires a legal spouse or a Domestic Parther who meets the specific
requirements set forth in the Definitions section of the Certificate.
b. On the date the Named Insured acquires a dependent child who is within the limits of a dependent child set
forth in the Definitions section of the Certificate.

Dependent eligibility expires concurrently with that of the Named Insured.

Where can | get more information about the benefits available?

Please read the certificate of coverage to determine whether this plan is right before you enroll. The certificate of coverage
provides details of the coverage including benefits, exclusions, and reductions or limitations and the terms under which the
coverage may be continued in force. Copies of the certificate of coverage are available from the University and may be
viewed at www.uhcsr.com/gatech. This plan is underwritten by UnitedHealthcare Insurance Company and is based on policy
number 2023-203353-2. The Policy is a Non-Renewable One-Year Term Policy. (Coverage under this insurance plan does
not automatically renew from one Policy Year to the next. Students and Dependents must re-enroll each Policy Year.)

Who can answer questions | have about the plan?

If you have questions please contact Customer Service at 1-888-949-0930 or customerservice@uhcsr.com.
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Highlights of Coverage offered by UnitedHealthcare Student Resources

Coverage Dates and Plan Cost

‘ Annual Fall Spring/Summer
8-1-23to 7-31-24 8-1-23 to 12-31-23 1-1-24 to 7-31-24
Student $4,142.40 $1,731.69 $2,410.71
Spouse $4,535.80 $1,895.93 $2,639.87
One Child $4,564.24 $1,907.82 $2,656.42
Two or More Children $8,967.24 $3,747.82 $5,218.42
Spouse and Two or More
Children $13,526.20 $5,653.44 $7,871.76

NOTE: The amounts stated above include certain fees charged by the school you are receiving coverage through. Such
fees include amounts which are paid to certain non-insurer vendors or consultants by, or at the direction of, your school.

NOTE: The amounts stated above include fees for coverage in your School’s Dental and Vision plan.

The Insured Person must meet the eligibility requirements each time a premium payment is made. To avoid a lapse in
coverage, the Insured Person’s premium must be received within 14 days after the coverage expiration date. It is the Insured
Person’s responsibility to make timely premium payments to avoid a lapse in coverage.

Highlights of the Student Health Insurance Plan Benefits

METALLIC LEVEL — GOLD WITH ACTUARIAL VALUE OF 85.430%

Preferred Providers: The Preferred Provider Network for this plan is UnitedHealthcare Choice Plus. Preferred Providers
can be found using the following link: UHC Choice Plus

Exclusions and Limitations do not apply.

Georgia Tech Stamps Health Services Benefits:
e The Deductible and Copay will be waived and benefits will be paid at 100% for Covered Medical Expenses incurred
when treatment is rendered or Prescription Drugs are filled at the Georgia Tech Stamps Health Services. Policy

Preferred Providers

Out-of-Network Providers

Overall Plan Maximum

There is no overall maximum dollar limit on the policy

Plan Deductible

$500 Per Insured Person, per
Policy Year

$1,250 For all Insureds in a Family,
Per Policy Year

$800 Per Insured Person, per Policy
Year

$1,450 For all Insureds in a Family,
Per Policy Year

Out-of-Pocket Maximum

After the Out-of-Pocket Maximum has been
satisfied, Covered Medical Expenses will be
paid at 100% for the remainder of the Policy
Year subject to any applicable benefit
maximums. Refer to the plan certificate for
details about how the Out-of-Pocket
Maximum applies.

$6,350 Per Insured Person, Per
Policy Year

$12,700 For all Insureds in a
Family, Per Policy Year

$10,500 Per Insured Person, Per
Policy Year

$33,500 For all Insureds in a Family,
Per Policy Year

Coinsurance

All benefits are subject to satisfaction of the
Deductible, specific benefit limitations,
maximums and Copays as described in the
plan certificate.

80% of Allowed Amount for
Covered Medical Expenses

60% of Allowed Amount for Covered
Medical Expenses

Prescription Drugs

UHCP Mail Order Network Pharmacy or
Preferred 90 Day Retail Network Pharmacy
at 2.5 times the retail Copay up to a 90-day

supply.

$25 Copay for Tier 1

$50 Copay for Tier 2

$75 Copay for Tier 3

Up to a 31-day supply per
prescription filled at a
UnitedHealthcare Pharmacy
(UHCP) Retail Network Pharmacy
not subject to Deductible

$25 Copay for generic drugs

$50 Copay for brand name drugs
Up to a 31-day supply per
prescription

not subject to Deductible
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Preventive Care Services

Including but not limited to: annual
physicals, GYN exams, routine screenings
and immunizations. No Deductible, Copays,
or Coinsurance will be applied when the
services are received from a Preferred
Provider. Please visit
www.healthcare.gov/preventive-care-
benefits/ for a complete list of the services
provided for specific age and risk groups.

100% of Allowed Amount

100% of Allowed Amount
after Deductible

The following services have per service
Copays

This list is not all inclusive. Please read the
plan certificate for complete listing of
Copays.

Physician’s Visits: $20
not subject to Deductible

Outpatient Mental lliness/Substance Use
Disorder Treatment, except Medical
Emergency and Prescription Drugs

Office Visits:

$20 Copay per visit
100% of Allowed Amount
not subject to Deductible

Other Outpatient Services:

Office Visits:
70% of Allowed Amount
after Deductible

Other Outpatient Services:

Allowed Amount Allowed Amount
after Deductible after Deductible

Pediatric Dental and Vision Benefits

Refer to the plan certificate for details (age limits apply).

Exclusions and Limitations

No benefits will be paid for: a) loss or expense caused by, contributed to, or resulting from; or b) treatment, services or
supplies for, at, or related to any of the following:

1. Biofeedback.

2. Cosmetic procedures, except reconstructive procedures to correct an Injury or treat a Sickness for which benefits
are otherwise payable under the Policy. The primary result of the procedure is not a changed or improved
physical appearance.

3. Dental treatment, except:

* For accidental Injury to Sound, Natural Teeth.

* Asdescribed under Dental Treatment in the Policy.

» As specifically provided in the Schedule of Benefits.

This exclusion does not apply to benefits specifically provided in Pediatric Dental Services.

4. Elective Surgery or Elective Treatment.

5. Flight in any kind of aircraft, except while riding as a passenger on a regularly scheduled flight of a commercial
airline.

6. Foot care for the following:

* Flat foot conditions.

»  Supportive devices for the foot, except as specifically provided in Benefits for the Management and Treatment
of Diabetes.

* Fallen arches.

*  Weak feet.

»  Chronic foot strain.

* Routine foot care including the care, cutting and removal of corns, calluses, toenails, and bunions (except
capsular or bone surgery).

This exclusion does not apply to preventive foot care due to conditions associated with metabolic, neurologic, or

peripheral vascular disease.

7. Hearing examinations. Hearing aids. Other treatment for hearing defects and hearing loss. "Hearing defects"
means any physical defect of the ear which does or can impair normal hearing, apart from the disease process.
This exclusion does not apply to:

* Hearing defects or hearing loss as a result of an infection or Injury.
* Hearing Aids as specifically provided in the Benefits for Hearing Aids for Insureds Age 18 and Younger.

8. Hirsutism. Alopecia.

9. Preventive medicines or vaccines, except where required for treatment of a covered Injury or as specifically
provided in the Policy.

10. Injury or Sickness for which benefits are paid or payable under any Workers' Compensation or Occupational
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11. Injury sustained while:
« Participating in any intercollegiate or professional sport, contest or competition.
* Traveling to or from such sport, contest or competition as a participant.
» Participating in any practice or conditioning program for such sport, contest or competition.
12. Investigational services.
13. Participation in a riot or civil disorder. Commission of or attempt to commit a felony.
14. Prescription Drugs, services or supplies as follows:
* Therapeutic devices or appliances, including: hypodermic needles, syringes, support garments and other non-
medical substances, regardless of intended use, except as specifically provided in the Policy.
* Immunization agents, except as specifically provided in the Policy.
» Drugs labeled, “Caution - limited by federal law to investigational use” or experimental drugs, except as
specifically provided in the Policy.
*  Products used for cosmetic purposes.
* Drugs used to treat or cure baldness. Anabolic steroids used for body building.
* Anorectics - drugs used for the purpose of weight control.
» Fertility agents or sexual enhancement drugs.
*  Growth hormones.
+ Refills in excess of the number specified or dispensed after one (1) year of date of the prescription.
15. Reproductive services for the following:
*  Procreative counseling.
* Genetic counseling and genetic testing.
»  Cryopreservation of reproductive materials. Storage of reproductive materials.
« Infertility treatment (male or female), including any services or supplies rendered for the purpose or with the
intent of inducing conception, except to diagnose or treat the underlying cause of the infertility.
*  Premarital examinations.
* Impotence, organic or otherwise.
* Female sterilization procedures, except as specifically provided in the Policy.
*  Vasectomy.
» Reversal of sterilization procedures.
16. Routine eye examinations. Eye refractions. Eyeglasses. Contact lenses. Prescriptions or fitting of eyeglasses or
contact lenses. Vision correction surgery. Treatment for visual defects and problems.
This exclusion does not apply as follows:
*  When due to a covered Injury or disease process.
* To benefits specifically provided in Pediatric Vision Services.
* To lenses following surgical removal of the lenses of the eye.
17. Services provided normally without charge by the Health Service of the Policyholder. Services covered or
provided by the student health fee.
18. Deviated nasal septum, including submucous resection and/or other surgical correction thereof.
19. Skydiving. Parachuting. Hang gliding. Glider flying. Parasailing. Sail planing. Bungee jumping.
20. Speech therapy, except as specifically provided in the Policy.
21. Surgical breast reduction, breast augmentation, breast implants or breast prosthetic devices, or gynecomastia,
except as specifically provided in the Policy.
22. Treatment in a Government hospital, unless there is a legal obligation for the Insured Person to pay for such
treatment.
23. War or any act of war, declared or undeclared; or while in the armed forces of any country (a pro-rata premium
will be refunded upon request for such period not covered).
24. Weight management. Weight reduction. Nutrition programs. Treatment for obesity. Surgery for removal of excess
skin or fat. This exclusion does not apply to benefits specifically provided in the Policy.

UnitedHealthcare Global: Global Emergency Services

If you are a student insured with this insurance plan, you and your insured spouse or Domestic Partner and insured minor
child(ren) are eligible for UnitedHealthcare Global Emergency Services. The requirements to receive these services are as
follows:

International Students, insured spouse or Domestic Partner and insured minor child(ren): you are eligible to receive
UnitedHealthcare Global services worldwide, except in your home country.

Domestic Students, insured spouse or Domestic Partner and insured minor child(ren): you are eligible for UnitedHealthcare
Global services when 100 miles or more away from your campus address or 100 miles or more away from your permanent
home address or while participating in a Study Abroad program.

The Assistance and Evacuation Benefits and related services are not meant to be used in lieu of or replace local emergency
services such as an ambulance requested through emergency 911 telephone assistance. All services must be arranged
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and provided by UnitedHealthcare Global; any services not arranged by UnitedHealthcare Global will not be
considered for payment. If the condition is an emergency, you should go immediately to the nearest physician or hospital
without delay and then contact the 24-hour Emergency Response Center. UnitedHealthcare Global will then take the
appropriate action to assist you and monitor your care until the situation is resolved.

Key Assistance Benefits include:

Emergency Evacuation

Dispatch of Doctors/Specialists

Medical Repatriation

Transportation After Stabilization

Transportation to Join a Hospitalized Insured Person
Return of Minor Children

Repatriation of Remains

Also includes additional assistance services to support your medical needs while away from home or campus. Check your
certificate of coverage for details, descriptions and program exclusions and limitations.

To access services please refer to the phone number on your ID Card or access My Account and select My
Benefits/Additional Benefits/fUHC Global Emergency Services.

When calling the UnitedHealthcare Global Operations Center, please be prepared to provide:

e Caller's name, telephone and (if possible) fax number, and relationship to the patient;

e Patient's name, age, sex, and UnitedHealthcare Global ID Number as listed on the back of your Medical ID Card,;
o Description of the patient's condition;

¢ Name, location, and telephone number of hospital, if applicable;

o Name and telephone number of the attending physician; and

¢ Information of where the physician can be immediately reached.

All medical expenses related to hospitalization and treatment costs incurred should be submitted to UnitedHealthcare
Insurance Company for consideration and are subject to all Policy benefits, provisions, limitations, and exclusions. All
assistance and evacuation benefits and related services must be arranged and provided by UnitedHealthcare Global.
Claims for reimbursement of services not provided by UnitedHealthcare Global will not be accepted. A full
description of the benefits, services, exclusions and limitations may be found in your certificate of coverage.

Highlights of Services offered by UnitedHealthcare Student Resources

Healthiest You: 24/7 Doctor Access

Starting on the effective date of your coverage under the student insurance plan, you have 24/7 access to medical advice
through HealthiestYou, a national telehealth service.* By visiting www.telehealth4students.com, you have access to board-
certified physicians via phone and/or video, where permitted. This service is especially helpful for minor illnesses, such as
allergies, sore throat, earache, pink eye, etc. Based on the condition being treated, the doctor can also prescribe certain
medications, saving you a trip to the doctor’s office. Using HealthiestYou can save you money and time, while avoiding
costly trips to a doctor’s office, urgent care facility, or emergency room. As an insured with Student Resources, there is no
consultation fee for this service.* Every call with a HealthiestYou doctor is covered 100% during your policy period. You can
learn more about this benefit and how to use it in My Account.

This service is meant to complement your Student Health Center. If possible, we encourage you to visit your SHC first
before using this service.

HealthiestYou is not health insurance. HealthiestYou is designed to complement, and not replace, the care you receive from
your primary care physician. HealthiestYou physicians are an independent network of doctors who advise, diagnose, and
prescribe at their own discretion. HealthiestYou physicians provide cross coverage and operate subject to state regulations.
Physicians in the independent network do not prescribe DEA controlled substances, non-therapeutic drugs and certain other
drugs which may be harmful because of their potential for abuse. HealthiestYou does not guarantee that a prescription will
be written. Services may vary by state.

*Available to Insured students and their covered Dependents; age restrictions may apply. If you call prior to the effective
date of your coverage under the insurance plan, you will be charged a service fee before being connected to a board-
certified physician.
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HealthiestYou: Virtual Counselor Access

Starting on the effective date of your coverage under the student insurance plan, you have access to mental health providers
through a national virtual counseling service.* Psychiatrists, psychologists and licensed therapists are available to you
through a variety of communication methods, including phone and video.

When you sign up, you’ll complete a questionnaire, choose your provider and select a date and time for your appointment.
Appointments are available 7 days a week. Visits are secure, discreet and confidential, and you have ongoing support with
the same provider.

As an insured with Student Resources, there is no consultation fee for this service. Every communication with a provider is
covered 100% during your policy period.

*Available to Insured students and their covered Dependent; age restrictions may apply, depending on your state.

24/7 StudentAssist

Insureds have immediate access to StudentAssist, a service that coordinates care using a network of resources. Services
available include:

. 24/7 Crisis Support - access to trained master’s level specialists, 24/7/365, who provide in-the-moment support
and consultation.
o Financial and Legal Counseling — two 30 minute telephonic consultations with money coaches who offer

consultations on issues such as financial planning, credit and collection issues, home buying and renting and
more. Legal Services are provided by licensed state-specific attorneys. One 30 minute telephonic or face-to-face
legal consultation per issue per year at no cost.

. Mediation services — one 30 minute telephonic or face-to-face consultation per issue per year available to help
resolve family-related disputes, including but not limited to separation, child custody, child support, divorce
property and debt division, etc.

. Living Well Portal — access to liveanworkwell.com where insureds can participate in personalized self-help
programs and find information on many helpful resources.

. CollegeLife — direct access to experts on the Optum team and through referrals to a broad spectrum of pre-
screened and qualified convenience resources.

. Self Care — access to an evidence-based mobile care solution created by clinical experts that allows insureds to

access on-demand help for stress, anxiety, and depression.

Translation services are available in over 170 languages for most services. More information about these services is
available by logging into My Account at www.uhcsr.com/MyAccount under Additional Benefits.
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UnitedHealthcare Insurance Company (30100)

Contributory Options PPO 30/covered Dental Services

Non-Orthodontics

NETWORK NON-NETWORK
Individual Plan Year Deductible $0 $0
Family Plan Year Deductible $0 $0

maximum)

Maximum (the sum of all Network and Non-
Network benefits will not exceed Plan Year

$500 per person per Plan Year

$500 per person per Plan Year

New enrollee’s waiting period

None

and diagnostic services

Plan Year deductible applies to preventive

NETWORK PLAN

No

Covered Services*

NON-NETWORK PLAN

No

BENEFIT GUIDELINES

Emergency Treatment

PAYS** PAYS*+*

DIAGNOSTIC SERVICES

i i 1 0, 0
Periodic Oral Evaluation 100% 100% See Exclusions and Limitations
Radiographs 100% 100% section for benefit guidelines.
PREVENTIVE SERVICES
Prophylaxis (Cleaning) 100% 100% See Exclusions and Limitations
Fluoride Treatment (Preventive) 100% 100% section for benefit guidelines.
BASIC SERVICES
Restorations (Amalgams or 100% 100%
Composite)
Emergency Treatment/General Split Class Split Class See Exclusions and Limitations
Services section for benefit guidelines.
General Services — Adjunctive 100% 100%

MAJOR SERVICES

Space Maintainers

Not Covered

Not Covered

Emergency Treatment/General
Services

General Services — Adjunctive
Anesthesia

General Services — Adjunctive
Occlusal Guard

General Services — Adjunctive
Other

Split Class
Not Covered
Not Covered

Not Covered

Split Class
Not Covered
Not Covered

Not Covered

See Exclusions and Limitations
section for benefit guidelines.

MAJOR SERVICES

Simple Extractions

Not Covered

Not Covered

Oral Surgery (incl. surgical
extractions)

Not Covered

Not Covered

Periodontics

Not Covered

Not Covered

Endodontics

Not Covered

Not Covered

Inlays/Onlays/Crowns

Not Covered

Not Covered

Dentures and Removable
Prosthetics

Not Covered

Not Covered

Fixed Partial Dentures (Bridges)

Not Covered

Not Covered

See Exclusions and Limitations
section for benefit guidelines.
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* Your dental plan provides that where two or more professionally acceptable dental treatments for a dental condition exist,
your plan bases reimbursement on the least costly treatment alternative. If you and your dentist agreed on a treatment
which is more costly than the treatment on which the plan benefit is based, you will be responsible for the difference between
the fee for service rendered and the fee covered by the plan. In addition, a pre-treatment estimate is recommended for any
service estimated to cost over $500; please consult your dentist.

** The network percentage of benefits is based on the discounted fees negotiated with the provider.

*** The non-network percentage of benefits is based on the usual and customary fees in the geographic areas in which the
expenses are incurred.

Veneers are only covered when a filling cannot restore a tooth. For a complete description and coverage levels for Veneers,
please refer to your Certificate of Coverage. Cone Beams are limited to combined captured and interpretation treatment
codes only. For a complete description and coverage levels for Cone Beams, please refer to your Certificate of Coverage.

In accordance with the lllinois state requirement, a partner in a Civil Union is included in the definition of Dependent. For a
complete description of Dependent Coverage, please refer to your Certificate of Coverage.

The Prenatal Dental Care (not available in WA) and Oral Cancer Screening programs are covered under this plan.

The material contained in the above table is for informational purposes only and is not an offer of coverage. Please note
that the above table provides only a brief, general description of coverage and does not constitute a contract. For a complete
listing of your coverage, including exclusions and limitations relating to your coverage, please refer to your Certificate of
Coverage or contact your benefits administrator. If differences exist between this Summary of Benefits and your Certificate
of Coverage/benefits administrator, the certificate/benefits administrator will govern. All terms and conditions of coverage
are subject to applicable state and federal laws.

State mandates regarding benefit levels and age limitations may supersede plan design features.

UnitedHealthcare Dental Options PPO Plan is either underwritten or provided by: United HealthCare Insurance Company,
Hartford, Connecticut; United HealthCare Insurance Company of New York, Hauppauge, New York; Unimerica Insurance
Company, Milwaukee, Wisconsin; Unimerica Life Insurance Company of New York, New York, New York or United
HealthCare Services, Inc.

03/13 ©2013-2014 United HealthCare Services, Inc

UnitedHealthcare Dental Exclusions and Limitations

Dental Services described in this section are covered when such services are:

A. Necessary;

B. Provided by or under the direction of a Dentist or other appropriate provider as specifically described;
C. The least costly, clinically accepted treatment, and

D. Not excluded as described in the Section entitled General Exclusions.

GENERAL LIMITATIONS

PERIODIC ORAL EVALUATION Limited to 2 times per consecutive 12 months.

COMPLETE SERIES OR PANOREX RADIOGRAPHS Limited to 1 time per consecutive 36 months.

BITEWING RADIOGRAPHS Limited to 1 series of films per calendar year.

EXTRAORAL RADIOGRAPHS Limited to 2 films per calendar year.

DENTAL PROPHYLAXIS Limited to 2 times per consecutive 12 months.

FLUORIDE TREATMENTS Limited to covered persons under the age of 16 years, and limited to 2 times per

consecutive 12 months.

SPACE MAINTAINERS Limited to covered persons under the age of 16 years, limited to 1 per consecutive 60

months. Benefit includes all adjustments within 6 months of installation.

8. SEALANTS Limited to covered persons under the age of 16 years, and once per first or second permanent molar
every consecutive 36 months.

9. RESTORATIONS (Amalgam or Composite) Multiple restorations on one surface will be treated as a single filling.

ogkrwnE

~N

10. PIN RETENTION Limited to 2 pins per tooth; not covered in addition to cast restoration.

11. INLAYS, ONLAYS, AND VENEERS Limited to 1 time per tooth per consecutive 60 months. Covered only when a
filling cannot restore the tooth.

12. CROWNS Limited to 1 time per tooth per consecutive 60 months. Covered only when a filling cannot restore the
tooth.

13. POST AND CORES Covered only for teeth that have had root canal therapy.

14. SEDATIVE FILLINGS Covered as a separate benefit only if no other service, other than x-rays and exam, were
performed on the same tooth during the visit.
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15.
16.
17.
18.
19.
20.
21.
22.
23.
24,
25.
26.
27.

28.

29.

SCALING AND ROOT PLANING Limited to 1 time per quadrant per consecutive 24 months.

ROOT CANAL THERAPY Limited to 1 time per tooth per lifetime.

PERIODONTAL MAINTENANCE Limited to 2 times per consecutive 12 months following active or adjunctive
periodontal therapy, exclusive of gross debridement.

FULL DENTURES Limited to 1 time every consecutive 60 months. No additional allowances for precision or
semi-precision attachments.

PARTIAL DENTURES Limited to 1 time every consecutive 60 months. No additional allowances for precision or
semi-precision attachments.

RELINING AND REBASING DENTURES Limited to relining/rebasing performed more than 6 months after the
initial insertion. Limited to 1 time per consecutive 12 months.

REPAIRS TO FULL DENTURES, PARTIAL DENTURES, BRIDGES Limited to repairs or adjustments performed
more than 12 months after the initial insertion. Limited to 1 per consecutive 6 months.

PALLIATIVE TREATMENT Covered as a separate benefit only if no other service, other than the exam and
radiographs, were performed on the same tooth during the visit.

OCCLUSAL GUARDS Limited to 1 guard every consecutive 36 months and only covered if prescribed to control
habitual grinding.

FULL MOUTH DEBRIDEMENT Limited to 1 time every consecutive 36 months.

GENERAL ANESTHESIA Covered only when clinically necessary.

OSSEOUS GRAFTS Limited to 1 per quadrant or site per consecutive 36 months.

PERIODONTAL SURGERY Hard tissue and soft tissue periodontal surgery are limited to 1 quadrant or site per
consecutive 36 months per surgical area.

REPLACEMENT OF COMPLETE DENTURES, FIXED OR REMOVABLE PARTIAL DENTURES, CROWNS,
INLAYS OR ONLAYS Replacement of complete dentures, fixed or removable partial dentures, crowns, inlays or
onlays previously submitted for payment under the plan is limited to 1 time per consecutive 60 months from initial
or supplemental placement. This includes retainers, habit appliances, and any fixed or removable interceptive
orthodontic appliances.

CONE BEAM Limited to 1 time per consecutive 60 months.

GENERAL EXCLUSIONS
The following are not covered:

1.
2.
3.

4,

10.
11.

12.

13.

14.
15.
16.
17.

18.

Dental Services that are not necessary.

Hospitalization or other facility charges.

Any Dental Procedure performed solely for cosmetic/aesthetic reasons. (Cosmetic procedures are those
procedures that improve physical appearance.)

Reconstructive surgery, regardless of whether or not the surgery is incidental to a dental disease, injury, or
Congenital Anomaly, when the primary purpose is to improve physiological functioning of the involved part of the
body.

Any Dental Procedure not directly associated with dental disease.

Any Dental Procedure not performed in a dental setting.

Procedures that are considered to be Experimental, Investigational or Unproven. This includes pharmacological
regimens not accepted by the American Dental Association (ADA) Council on Dental Therapeutics. The fact that
an Experimental, Investigational or Unproven Service, treatment, device or pharmacological regimen is the only
available treatment for a particular condition will not result in Coverage if the procedure is considered to be
Experimental, Investigational or Unproven in the treatment of that particular condition.

Placement of dental implants, implant-supported abutments and prostheses.

Drugs/medications, obtainable with or without a prescription, unless they are dispensed and utilized in the dental
office during the patient visit.

Setting of facial bony fractures and any treatment associated with the dislocation of facial skeletal hard tissue.
Treatment of benign neoplasms, cysts, or other pathology involving benign lesions, except excisional removal.
Treatment of malignant neoplasms or Congenital Anomalies of hard or soft tissue, including excision.
Replacement of complete dentures, fixed and removable partial dentures or crowns if damage or breakage was
directly related to provider error. This type of replacement is the responsibility of the Dentist. If replacement is
Necessary because of patient non-compliance, the patient is liable for the cost of replacement.

Services related to the temporomandibular joint (TMJ), either bilateral or unilateral. Upper and lower jaw bone
surgery (including that related to the temporomandibular joint). No Coverage is provided for orthognathic surgery,
jaw alignment, or treatment for the temporomandibular joint.

Charges for failure to keep a scheduled appointment without giving the dental office 24 hours’ notice.

Expenses for Dental Procedures begun prior to the Covered Person becoming enrolled under the Policy.

Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or reconstruction.
Attachments to conventional removable prostheses or fixed bridgework. This includes semi-precision or precision
attachments associated with partial dentures, crown or bridge abutments, full or partial overdentures, any internal
attachment associated with an implant prosthesis, and any elective endodontic procedure related to a tooth or root
involved in the construction of a prosthesis of this nature.

Procedures related to the reconstruction of a patient's correct vertical dimension of occlusion (VDO).
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19. Occlusal guards used as safety items or to affect performance primarily in sports-related activities.

20. Placement of fixed partial dentures solely for the purpose of achieving periodontal stability.

21. Services rendered by a provider with the same legal residence as a Covered Person or who is a member of a
Covered Person's family, including spouse, brother, sister, parent or child. This exclusion does not apply for groups
sitused in the state of Arizona, in order to comply with state regulations.

22. Dental Services otherwise Covered under the Policy, but rendered after the date individual Coverage under the
Policy terminates, including Dental Services for dental conditions arising prior to the date individual Coverage under
the Policy terminates.

23. Acupuncture; acupressure and other forms of alternative treatment, whether or not used as anesthesia.

24. Orthodontic Services.

25. Foreign Services are not Covered unless required as an Emergency.

26. Dental Services received as a result of war or any act of war, whether declared or undeclared or caused during
service in the armed forces of any country.

UnitedHealthcare Vision Benefit Summary

Plan F9010
Customer Service and Provider Locator: (800) 638-3120
myuhcvision.com

UnitedHealthcare vision has been trusted for more than 50 years to deliver affordable, innovative vision care solutions to
the nation’s leading employers through experienced, customer-focused people and the nation’s most accessible, diversified
vision care network.

In-network, covered-in-full benefits (up to the plan allowance and after applicable copay) include a comprehensive exam,
eyeglasses with standard single vision, lined bifocal, lined trifocal, or lenticular lenses, standard scratch-resistant coating
and the frame, or contact lenses in lieu of eyeglasses. Members age 0-12 are eligible for a 2nd exam. Members age 0-12
are also eligible for a replacement frame and lenses if they have a prescription change of 0.5 diopter or more. The 2nd
exam and replacement benefits are the same as the initial exam, frame and lens benefits.

Exam with Materials

Benefit Frequency

Comprehensive Exam(s) Once every 12 months

Spectacle Lenses Once every 12 months

Frames Once every 12 months

Contact Lenses in Lieu of Eyeglasses Once every 12 months

Copays

Exam(s) $10.00

Materials $10.00

Frame Benefit (for frames that exceed the allowance, an additional 30% discount may be applied to the overage)!
Private Practice Provider $130.00 retail frame allowance

Retail Chain Provider $130.00 retail frame allowance

Lens Options

Standard Scratch-resistant Coating, Polycarbonate Lenses for Dependent Children (up to age 19) - covered in full.
Other optional lens upgrades may be offered at a discount. Based on state guidelines, lens materials and options
may not be available at these discounted prices at all provider locations. Please ask your provider for details. The
Lens Options list can be found at myuhcvision.com.
Contact Lens Benefit? (Formulary contact lenses refer to contact lenses available on our formulary contact list.
Contact lenses not on this list are referred to as Non-Formulary. A copy of the list can be found at myuhcvision.com).

Formulary contact lenses If you choose disposable contacts, up to 4 boxes
The fitting/evaluation fees, contact lenses, and up to two follow-up | are included when obtained from an in-network
visits are covered in full after copay (if applicable). provider.

Non-Formulary contact lenses $130.00

An allowance is applied toward the purchase of contact lenses
outside the Formulary. Material copay (if applicable) is waived.

Necessary contact lenses® Covered in full after copay (if applicable).
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Out-of-Network Reimbursements (Copays do not apply)

Exam(s) Up to $30.00
Frames Up to $45.00
Single Vision Lenses Up to $25.00
Lined Bifocal Lenses Up to $40.00
Lined Trifocal Lenses Up to $55.00
Lenticular Lenses Up to $80.00
Elective Contacts in Lieu of Eyeglasses? Up to $105.00
Necessary Contacts in Lieu of Eyeglasses? Up to $210.00
Discounts

Laser vision

UnitedHealthcare has partnered with the Laser Vision Network of America (LVNA) to provide our members with
access to discounted laser vision correction providers. Members receive 15% off standard or 5% off promotional
pricing at more than 550 network provider locations and even greater discounts through set pricing at LasikPlus®
locations. For more information, call 1-888-563-4497 or visit us at www.uhclasik.com.

Additional Material

At a participating in-network provider you will receive up to a 20% discount on an additional pair of eyeglasses or
contact lenses. This program is available after your vision benefits have been exhausted. Please note that this discount
shall not be considered insurance, and that UnitedHealthcare shall neither pay nor reimburse the provider or member
for any funds owed or spent. Additional materials do not have to be purchased at the time of initial material purchase.

Hearing Aids

As a UnitedHealthcare vision plan member, you can save on high-quality hearing aids when you buy them from hi
Healthinnovations™. To find out more go to hiHealthinnovations.com. When placing your order use promo code
myVision to get the special price discount.

130% discount available at most participating in-network provider locations. May exclude certain frame manufacturers.
Please verify all discounts with your provider.

2Contact lenses are in lieu of eyeglass lenses and/or eyeglass frames. Coverage for Formulary contact lenses does not
apply at Costco, Walmart or Sam's Club locations. The allowance for Non-Formulary contact lenses applies to materials.
No portion will be exclusively applied to the fitting and evaluation.

3Necessary contact lenses are determined at the provider's discretion for one or more of the following conditions: Following
cataract surgery without intraocular lens implant; to correct extreme vision problems that cannot be corrected with eyeglass
lenses and/or frames; with certain conditions such as anisometropia, keratoconus, irregular corneal/astigmatism, aphakia,
pathological myopia, aniseikonia, aniridia, facial deformity, or corneal deformity. If your provider considers your contacts
necessary, you should ask your provider to contact UnitedHealthcare vision confirming the reimbursement that
UnitedHealthcare will make before you purchase such contacts.

Important to Remember:

In-Network

+ Always identify yourself as a UnitedHealthcare vision member when making your appointment. This will assist the
provider in obtaining your benefit information.

» Your participating provider will help you determine which contact lenses are available in the UnitedHealthcare
Formulary.

» Your $130.00 contact lens allowance applies to materials. No portion will be exclusively applied to the fitting and
evaluation. Your material copay is waived when purchasing Non-Formulary contacts.

+ Patient options such as UV coating, progressive lenses, etc., which are not covered-in-full, may be available at a
discount at participating providers. Based on state guidelines, lens materials and options may not be available at
these discounted prices at all provider locations. Please ask your provider for details. The Lens Options list can be
found at myuhcvision.com.

Choice and Access of Vision Care Providers

UnitedHealthcare offers its vision program through a national network including both private practice and retail chain
providers. To access the Provider Locator service or for a printed directory, visit our website myuhcvision.com or call
(800) 638-3120, 24 hours a day, seven days a week. You may also view your benefits, search for a provider or print an
ID card online at myuhcvision.com.
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Retain this UnitedHealthcare vision benefit summary which includes detailed benefit information and instructions on how
to use the program. Please refer to your Certificate of Coverage for a full explanation of benefits.

In-Network Provider - Copays and non-covered patient options are paid to provider by program participant at the time of
service.

Out-of-Network Provider - Participant pays all billed charges to the provider, and UnitedHealthcare reimburses the
participant for services rendered up to the maximum allowance. Copays do not apply to out-of-network benefits.
Receipts for payments should be submitted within 90 days after the date of service to the following address:
UnitedHealthcare Vision, Attn. Claims Department, P.O. Box 30978, Salt Lake City, UT 84130. If it was not reasonably
possible to give written proof in the time required, the Company will not reduce or deny the claim for this reason.
However, proof must be filed as soon as reasonably possible, but no later than 1 year after the date of service unless
the Covered Person was legally incapacitated.

Customer Service is available toll-free at (800) 638-3120 from 8:00 a.m. to 11:00 p.m. Eastern Time Monday through
Friday, and 9:00 a.m. to 6:30 p.m. Eastern Time on Saturday.

This Benefit Summary is intended only to highlight your benefits and should not be relied upon to fully determine coverage.
This benefit plan may not cover all of your healthcare expenses. More complete descriptions of benefits and the terms under
which they are provided are contained in the certificate of coverage that you will receive upon enrolling in the plan. If this
Benefit Summary conflicts in any way with the Policy issued to your employer, the Policy shall prevail.

UnitedHealthcare vision coverage provided by or through UnitedHealthcare Insurance Company, located in Hartford, Connecticut,
UnitedHealthcare Insurance Company of New York, located in Islandia, New York, or its affiliates. Administrative services provided by
UnitedHealthcare Vision Network, Inc., United HealthCare Services, Inc. or their affiliates. Plans sold in Texas use policy form number
VPOL.06.TX or VPOL.13TX and associated COC form number VCOC.INT.06.TX or VCOC.CER.13.TX. Plans sold in Virginia use policy
form number VPOL.06.VA or VPOL.13.VA and associated COC form number VCOC.INT.06.VA or VCOC.CER.13.VA.

UnitedHealthcare Vision Exclusions

The following Services and materials are excluded from coverage under the Policy:

1. Non-prescription items (e.g. Plano lenses).

2. Services that the Covered Person, without cost, obtains from any governmental organization or program.

3. Services for which the Covered Person may be compensated under Worker's Compensation Law, or other
similar employer liability law.

4. Any eye examination required by an employer as a condition of employment, by virtue of a labor agreement, a
government body, or agency.

5. Medical or surgical treatment for eye disease, which requires the services of a physician.

6. Replacement or repair of lenses and/or frames that have been lost or broken.

7. Optional Lens Extras not listed in the Table of Benefits.

8. Missed appointment charges.

9. Applicable sales tax charged on Services.

10. Services that are not specifically covered by the Policy.

Procedures that are considered to be Experimental, Investigational or Unproven. The fact that an Experimental,
Investigational or Unproven Service, treatment, device or pharmacological regimen is the only available treatment for a
particular condition will not result in coverage if the procedure is considered to be Experimental, Investigational or Unproven
in the treatment of that particular condition.

This Summary Brochure is based on Policy #2023-203353-2.

NOTE: The information contained herein is a summary of certain benefits which are offered under a student health insurance
policy issued by UnitedHealthcare. This document is a summary only and may not contain a full or complete recitation of
the benefits and restrictions/exclusions associated with the relevant policy of insurance. This document is not an insurance
policy document and your receipt of this document does not constitute the issuance or delivery of a policy of insurance.
Neither you nor UnitedHealthcare has any rights or responsibilities associated with your receipt of this document. Changes
in federal, state or other applicable legislation or regulation or changes in Plan design required by the applicable state
regulatory authority may result in differences between this summary and the actual policy of insurance.
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NON-DISCRIMINATION NOTICE

UnitedHealthcare Student Resources does not treat members differently because of sex, age, race, color, disability or
national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a
complaint to:

Civil Rights Coordinator

United HealthCare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130

UHC Civil_Rights@uhc.com

You must send the written complaint within 60 days of when you found out about it. A decision will be sent to you within 30
days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your health plan ID card,
Monday through Friday, 8 a.m. to 8 p.m. ET.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201

We also provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you
can ask for free language services such as speaking with an interpreter. To ask for help, please call the toll-free member
phone number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. ET.

NDLAP-FO-001 (2-23)


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

LANGUAGE ASSISTANCE PROGRAM

We provide free services to help you communicate with
us, such as, letters in other languages or large print. Or,
you can ask for free language services such as
speaking with an interpreter. To ask for help, please call
toll-free 1-866-260-2723, Monday through Friday,

8a.m. to 8 p.m. ET.

English
Language assistance services are available to you free of charge.
Please call 1-866-260-2723.

Albanian
Shérbimet e ndihmés né gjuhén amtare ofrohen falas. Ju lutemi
telefononi né numrin 1-866-260-2723.

Ambharic

PEYE KC A AWINCRF 1R 75 ANh® 0L 1-866-260-2723
£.L Mt

Arabic .

1-866-260-2723 a3 )1l o Josil Ulas &y alll oo Lusall cilona A y3 5
Armenian
2hq dunshiih Bu wd&wp (kqduljul oglnipjut
dwnugnipintittin: Mugpnud Bup quiiquihwinby
1-866-260-2723 hwlwpny:
Bantu- Kirundi

Uronswa ku buntu serivisi zifatiye ku rurimi zo kugufasha.
Utegerezwa guhamagara 1-866-260-2723.

Bisayan- Visayan (Cebuano)

Magamit nimo ang mga serbisyo sa tabang sa lengguwahe nga
walay bayad. Palihug tawag sa 1-866-260-2723.

Bengali- Bangala

e - ST WRIFel AEEIT Sl Iy (e = |
T @ 1-866-260-2723-( T FFA|

Burmese

o000m: RIS 0§eemlaqp: 908 F0p0d
320068 $E00pd coyadqiq o§: 1-866-260-2723 oBesl O
Cambodian- Mon-Khmer

NS gUigRMANZ S aENS vS N UER
AJUGIATNIENIE 1-866-260-2723

Cherokee

SOhAVA OLeoSAA COLVPET hed RGE0vTooLJIAT
hLEGG6’6 D4WWT. FG(d Dh @BWE6>S 1-866-260-2723.

Chinese

UL RBERGESEDR - F5HE 1-866-260-2723
Choctaw

Chahta anumpa ish anumpuli hokmvt tohsholi yvt peh pilla ho
chi apela hinla. I paya 1-866-260-2723.

Cushite- Oromo

Tajaajilliwwan gargaarsa afaanii kanfalttii malee siif jira.
Maaloo karaa lakkoofsa bilbilaa 1-866-260-2723 bilbili.
Dutch

Taalbijstandsdiensten zijn gratis voor u beschikbaar. Gelieve
1-866-260-2723 op te bellen.
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French

Des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-866-260-2723.

French Creole- Haitian Creole

Gen seévis ed pou lang ki disponib gratis pou ou. Rele
1-866-260-2723.

German

Sprachliche Hilfsdienstleistungen stehen Thnen kostenlos zur
Verfugung. Bitte rufen Sie an unter: 1-866-260-2723.

Greek

Ot vmnpeoisg yanoowng PonPsiag oag Swatibeviar Swpsdv.
Kaksote To 1-866-260-2723.

Gujarati

AlUsl At Aol dAHIRL HER B yes Guaou B, sul s3lal
1-866-260-2723 UR St 82U,

Hawaiian

K&kua manuahi ma kau ‘Glelo i loa‘a ‘ia. E kelepona 1 ka helu
1-866-260-2723.

Hindi

Y & AT ST TR Ha0 f[eeh 3uereer 1 For
1-866-260-2723 TT @hlel il

Hmong

Muaj cov kev pab txhais lus pub dawb rau koj. Thov hu rau

1-866-260-2723.

Ibo

Enyemaka na-ahazi asusy, bu n’efu, diri gi. Kpoo

1-866-260-2723.

Ilocano

Adda awan bayadna a serbisio para iti language assistance.

Pangngaasim ta tawagam ti 1-866-260-2723.

Indonesian

Layanan bantuan bahasa bebas biaya tersedia untuk Anda.

Harap hubungi 1-866-260-2723.

Italian

Sono disponibili servizi di assistenza linguistica gratuiti.

Chiamare il numero 1-866-260-2723.

Japanese

EEOSHEIEY - 22 ZRAWERETET,

1-866-260-2723 & THEBEREL 72& 0,

Karen

or%gmﬁgmusa8%;.91;&?331396(\)1@(\9?}Ug?:sag)_w’)ﬁ(aocg)%ﬁcgh

63)8%1@530%87)’51-866-260-27230}0@%.

Korean

Ao A& MH|AE FERE 0|85t 4+ AFLCH

1-866-260-2723 H2 E T ElotplAl 2.

Kru- Bassa

Bot ba hola ni kobol mahop ngui nsaa wogui wo ba yé ha i nyuu

yor). Sebel i nsinga ini 1-866-260-2723.

Kurdish Sorani

30480 O3l 4SS 08 Sea s 3 5 g3 e ey (S B
1-866-260-2723 e )3

Laotian . , L

DO3MVNFILWIFIVCTONI LHCHWIV. NEQLN VWD

1-866-260-2723.



Marathi

TS 1-866-260-2723 AT TR GUh .

Marshallese

Kwomarofi bdk jerbal in jipafi in kajin ilo ejjelok wonaan. Jouj
im kallok 1-866-260-2723.

Micronesian- Pohnpeian

Mie sawas en mahsen ong komwi, soh isepe. Melau eker
1-866-260-2723.

Navajo

Saad bee aka'e'eyeed bee aka'nida'wo'igii t'aa jiik'eh bee nich'y'
bee na'ahoot''. T'aa shoodi kohji' 1-866-260-2723 hodiilnih.
Nepali

#IYT HETI aTE® fol:efech  3UCTeds Bl | PUA
1-866-260-2723 #T el I

Nilotic-Dinka
Kak & kuny ajueer & thok at? tiné yin abac t& cin wéu yeke
thigéc. Yin col 1-866-260-2723.
Norwegian
Du kan fé gratis sprékhjelp. Ring 1-866-260-2723.
Pennsylvania Dutch
Schprooch iwwesetze Hilf kannscht du frei hawwe. Ruf
1-866-260-2723.
Persian-Farsi

o i L LY iy e Ladh Jal 50 815 sk s 5 alaal llena

2,850 (il 1-866-260-2723

Polish
Mozesz skorzystac z bezplatnej pomocy jezykowe]. Zadzwon
pod numer 1-866-260-2723.
Portuguese
Oferecemos servigo gratuito de assisténcia de idioma. Ligue
para 1-866-260-2723.
Punjabi
S A3 ATE 3IS BE He3 §umed Io| faaur sa=

1-866-260-2723 '3 & FJ|

Romanian

Vi se pun la dispozitie, In mod gratuit, servicii de traducere. Vi
rugdm s sunati la 1-866-260-2723.

Russian

SI3HIKOBBIE YCIyTH IIPEIOCTABILIOTCS BaM GecIaTHO. SBOHHTE
1o Tenedony 1-866-260-2723.

Samoan- Fa’asamoa

O loo maua fesoasoani mo gagana mo oe ma e 1€ totogia.
Faamolemole telefoni le 1-866-260-2723.

Serbo- Croatian

Mozete besplatno koristiti usluge prevodioca. Molimo nazovite
1-866-260-2723.

Somali

Adeegyada taageerada luqadda oo bilaash ah ayaa la heli karaa.
Fadlan wac 1-866-260-2723.

Spanish

Hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al 1-866-260-2723.
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Sudanic- Fulfulde
E woodi walliinde dow wolde caahu ngam maada. Noodu
1-866-260-2723.
Swahili
Huduma za msaada wa lugha zinapatikana kwa ajili yako bure.
Tafadhali piga simu 1-866-260-2723.
Syriac- Assyrian

wondtgs, Landly) s Yard AN s Hiicn Hidenan

1-866-260-2723 fissn IS (i

Tagalog
Ang mga serbisyo ng tulong sa wika ay available para sa iyo ng
walang bayad. Mangyaring tumawag sa 1-866-260-2723.
Telugu
erofigd @206 HEGOD e &P ocherend® ee) ow.

0% B3 1-866-260-2723 & 5765 daold.

Thai
fusmsamuabhamdasunnilaaiaatlisaadaanla[n
gusadwln Tulse nsdwridovnaa
1-866-260-2733
Tongan- Fakatonga
‘Oku ‘1 ai p& ‘a e sévesi ki he lea’ ke tokoni kiate koe pea ‘oku
‘atd ia ma’au ‘o ‘ikai ha totongi. Kataki ‘o ta ki he
1-866-260-2723.
Trukese (Chuukese)
En mei tongeni angei aninisin emon chon chiakku, ese kamo.
Kose mochen kopwe kokkori 1-866-260-2723.
Turkish
Dil yardim hizmetleri size tcretsiz olarak sunulmaktadir. Lutfen
1-866-260-2723 numaray1 arayiniz.
Ukrainian
TTocnyru nepexnasy HafaloOThes BaM Oe3KOINTOBHO. J[3BOHITH 32
HoMepoM 1-866-260-2723.
Urdu
o s amglaadly Sl el Siiglas w dm Sl
S JE 5 1-866-260-2723 (b s ol
Vietnamese .
Dich vu ho trg ngdn ngtt, mién phi, danh cho quy vi. Xin vui
long goi 1-866-260-2723.
Yiddish
yUa HREDR 1D 7D PR INRD D2V VYT DYONTVO l']‘?",'i JRDW
.1-866-260-2723 vom

Yoruba
Isé iranlowo &dé ti 6 ¢ ofé, wa fin 6. Pe 1-866-260-2723.



POLICY NUMBER: 2023-203353-2

NOTICE:

The benefits contained within have been revised since publication. The revisions are included
within the body of the document, and are summarized on the last page of the document for
ease of reference.

NOC2 -9/21/2023
NOC2 9/21/2023

This NOC applies to the following member schools:
2023-203353-1
2023-203353-2
2023-203353-4

Summary Brochure:

1. Removed exclusion #20 Sleep Disorders.



