Schedule of Benefits (Who Pays What)

Prior authorization may be required for some services. Please refer to the prior authorization list, which can be found on
our website at denverhealthmedicalplan.org/medical-prior-authorization-list. For questions about prior authorization, call
Health Plan Services at 303-602-2090 or toll-free at 1-855-823-8872 (TTY users call 711).

If you have a life or limb-threatening emergency, call 9-1-1 or go to the closest hospital emergency department or nearest
medical facility. You are not required to get a referral for emergency care and cost sharing is the same in and out of
network. Prior authorizations do not apply to emergency admissions.

Annual Deductible
Individual $900 per individual. Not applicable.

$1,800 per family.

All individual deductible amounts will count toward the family
deductible; an individual will not have to pay more than the individual
deductible amount.

Family Not applicable.

Annual Out-of-Pocket Maximum

Individual $3,050 per individual. Not applicable.

$6,100 per family.
The out-of-pocket maximum includes the annual deductible,

coinsurance, and copays. It does not include monthly premium
Family amounts. Not applicable.

All individual out-of-pocket amounts will count toward the family out-of-
pocket maximum; an individual will not have to pay more than the
individual out-of-pocket maximum.

Lifetime Maximum
No lifetime maximum. Not applicable.

Covered Providers

See online provider directory for a complete list of current providers:

https://www.denverhealthmedicalplan.org/find-doctor. Not applicable.

Office Visits
Primary Care Visit $0 copay per visit. Not covered.
Specialist Visit $60 copay per visit. Not covered.

Preventive Services

No copayment (100% covered).

This applies to all preventive services with an A or B recommendation
from the U.S. Preventive Services Task Force (USPSTF). Includes
annual well visit, well woman exams, well baby care, prenatal visits,
preventive colonoscopy and mammogram. See USPSTF list on our
website at:
https://www.denverhealthmedicalplan.org/member-resource-quick-
links.

Children & Adults Not covered.

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, cost share, out-
of-pocket maximums, exclusions, or limitations, nor does it list all benefits and cost share amounts. For a complete
explanation, please refer to the “Benefits/Coverage (What is Covered)” and “Limitations and Exclusions (What is Not
Covered)” sections.
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Maternity

Prenatal and
Postnatal Care

Delivery
Prescription Drugs

Denver Health
Pharmacies

Prescriptions filled at
Denver Health
pharmacies must be
written by a Denver
Health physician.

For drugs on our
approved formulary list,
call Health Plan Services
at 303-602-2090 or visit
our website at
www.denverhealthmedic
alplan.org/welcome-
elevate-exchange.

Drugs listed in the
formulary as Medical
Service Drugs (Tier 6)
will have applicable out-
of-pocket amounts
according to the plan’s
medical benefit.

National Network
Pharmacies

Drugs listed in the
formulary as Medical
Service Drugs (Tier 6)
will have applicable out-
of-pocket amounts
according to the plan’s
medical benefit.

Visits considered preventive are $0.

PCP cost sharing may apply for additional services, after deductible.

30% coinsurance after deductible per admission.

Denver Health Pharmacy (30-day supply)

Preventive (Tier 1): 0% coinsurance

Generic (Tier 2): $0 copay

Preferred Brand (Tier 3): $30 copay

Non-Preferred Brand/Preferred Specialty (Tier 4): $60 copay
Specialty (Tier 5): $90 copay

Denver Health Pharmacy by Mail (90-day supply)
Preventive (Tier 1): 0% coinsurance

Generic (Tier 2): $0 copay

Preferred Brand (Tier 3): $60 copay

Non-Preferred Brand/Preferred Specialty (Tier 4): $120 copay
Specialty (Tier 5): N/A

National Network Pharmacy (30-day supply)

Preventive (Tier 1): 0% coinsurance

Generic (Tier 2): $0 copay

Preferred Brand (Tier 3): $60 copay

Non-Preferred Brand/Preferred Specialty (Tier 4): $120 copay
Specialty (Tier 5): $180 copay

National Network Pharmacy (90-day supply)

Preventive (Tier 1): 0% coinsurance

Generic (Tier 2): $0 copay

Preferred Brand (Tier 3): $120 copay

Non-Preferred Brand/Preferred Specialty (Tier 4): $240 copay
Specialty (Tier 5): N/A

Hospital & Facility Services

Inpatient Hospital

Outpatient/Ambulatory
Surgery

Emergency Room
Services

Emergency
Transportation

Urgent Care Center

30% coinsurance after deductible per hospital stay.

30% coinsurance after deductible per visit.

30% coinsurance after deductible per visit.

30% coinsurance after deductible per transport.

$60 copay per visit.

Diagnostic Laboratory and Radiology

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711)

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.
Not covered.
30% coinsurance after

deductible per visit.

30% coinsurance after
deductible per
transport.

$60 copay per visit.
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Laboratory, X-Ray,
and CT Scans

MRI and
PET Scans

Other Diagnostic and Therapeutic Services

30% coinsurance after deductible.

30% coinsurance after deductible.

Sleep Study 30% coinsurance after deductible per visit.

Radiation Therapy 30% coinsurance after deductible per visit.

Infusion Therapy

(includes 30% coinsurance after deductible per visit.
chemotherapy)
Injections 30% coinsurance after deductible per visit (Immunizations, allergy

shots, and any other injections given by a nurse are $0 copay).
Renal Dialysis 30% coinsurance after deductible per visit.

Behavioral Health, Mental Health, Substance Use Disorder

Mental Health

No charge. One visit per year.
Wellness Exam

No charge for office visits (unlimited), other outpatient services 30%

Outpatient coinsurance after deductible
Inpatient 30% coinsurance after deductible per admission.
Therapies

Rehabilitative:
Physical,
Occupational and
Speech Therapy

30% coinsurance after deductible per visit.

30 visits of therapy per calendar year. Additional visits may be covered
if medically necessary.

30% coinsurance after deductible per visit.

30 visits of therapy per calendar year. Additional visits may be covered
if medically necessary.

Habilitative: Physical,
Occupational and
Speech Therapy

30% coinsurance after deductible.
60 days per condition per year.

Inpatient
Rehabilitation

30% coinsurance after deductible per visit.
30 visit limit per calendar year.

Pulmonary
Rehabilitation

30% coinsurance after deductible per visit.

Cardiac Rehabilitation 30 visit limit per calendar year.

Durable Medical Equipment
30% coinsurance after deductible.

Hearing Exams and Hearing Aids

Hearing Exams Routine hearing exams are covered are covered at 100% to age 19.
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Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.
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Children under the age of 18 are covered at 100%, no maximum
benefit applies. Hearing screenings and fittings for hearing aids are
covered under office visits and the applicable copayment applies.

Cochlear implants are covered for children under age 18. The device is
covered at 100%, applicable inpatient/outpatient surgery charges will

apply.

Hearing Aids Not covered.

Prosthetics

20% coinsurance after deductible; no maximum benéefit. Not covered.
Oxygen/Oxygen Equipment
Oxygen 100% covered. Not covered.
Equipment 30% coinsurance after deductible; no maximum benefit. Not covered.

Organ Transplants

30% coinsurance after deductible per admission. Only covered at
authorized facilities. Coverage is no less extensive than for other Not covered.
physical illnesses.

Home Health Care

30% coinsurance after deductible for prescribed, medically necessary
skilled home health services.

Not covered.
Hospice Care

30% coinsurance after deductible. Not covered.
Skilled Nursing Facility

30% coinsurance after deductible.

Maximum benefit is 100 days per calendar year at an authorized Not covered.
facility.
Dental Care
Adults 19 and over Not covered. Not covered.
Children 18 and under Not covered. Not covered.
Vision Care
Adults 19 and over Not covered. Not covered.

Covered at 100%. One pair of eyeglasses (includes the frame and
Children 18 and under lenses) or contacts at $0 cost sharing every 24 months from an in- Not covered.
network provider. Limit of one routine eye exam per 12 months.

Chiropractic

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711)
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$60 copay per visit. Maximum 20 visits per calendar year. Not covered.
Acupuncture

$60 copay per visit, up to six (6) visits per year Not covered.
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The information contained in this Member Handbook explains the administration of the
benefits of Denver Health Medical Plan (DHMP). Elevate Health Plans is a health
insurance plan offered by Denver Health Medical Plan, Inc., a state-licensed health
maintenance organization (HMO). This Member Handbook is also considered your
Evidence of Coverage (EOC) document. Information regarding the administration of
DHMP benefits can also be obtained through marketing materials, by contacting the
Health Plan Services Department at 303-602-2090 or toll-free at 1-855-823-8872 and on
our website at denverhealthmedicalplan.org. In the event of a conflict between the terms
and conditions of this Member Handbook and any supplements to it and any other
materials provided by DHMP, the terms and conditions of this Member Handbook and its
supplements will control.

Coverage as described in this Member Handbook commences
January 1, 2025 and ends December 31, 2025.

Visit our website at denverhealthmedicalplan.org
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Contact Us

»
»
»
»

»

»

»

Health Plan Services 303-602-2090 - TTY 711 » Fax 303-602-2138
Monday through Friday * 8 a.m. - 5 p.m.

Benefit questions » Learn how to navigate the health care system
Prior authorization » Answer questions about DHMP’s programs and
Eligibility services

Grievances (complaints) and appeals

Medimpact Pharmacy 800-788-2949 « Fax 858-790-7100

Pharmacy prior authorizations (medications
that are not covered

Pharmacy Benefits Department 303-602-2070 - Fax 303-602-2081

Medication cost » Medication safety
Pharmacy claim rejections questions

Denver Health Appointment Center ¢ 303-436-4949
24 Hour NurselLine * 303-739-1261

Online Member Portal

Visit our Denver Health Medical Plan, Inc. member portal, your go-to resource for managing your health

insurance plan any time, any place. With it, you can access important information, member materials (including
ID Cards), communicate with your health plan, check a claim status and more — all right from your desktop,

tablet or smartphone.
Sign up today - visit denverhealthmedicalplan.org to get started!

Visit our website at denverhealthmedicalplan.org
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Eligibility
Elevate Health Plans is a health insurance plan offered by Denver Health Medical Plan, Inc. (DHMP). DHMP is a health

maintenance organization (HMO) licensed to offer coverage in Grand, Summit, Lake, Dolores, San Juan, Montezuma, La
Plata, and Archuleta counties in the state of Colorado.

Elevate Health Plans is offered both through Connect for Health Colorado and directly through DHMP. It is subject to all
rules and regulations of Connect for Health Colorado. You can visit their website at www.connectforhealthco.com.

No person is ineligible due to any pre-existing health condition.

Elevate Health Plans does not discriminate with respect to the provision of medically necessary covered benefits against
persons who are participants in a publicly financed program.

If you or your spouse is required, due to a Qualified Medical Child Support Order (QMCSO), to provide coverage for your
child, you may ask Elevate Health Plans to provide you, without charge, a written statement outlining the procedures for
getting coverage for such children.

Who is Eligible to Join Elevate Health Plans?

> All residents of Grand, Summit, Lake, Dolores, San Juan, Montezuma, La Plata, and Archuleta counties are eligible to
enroll in Elevate Health Plans.

» You are not eligible to enroll in Elevate Health Plans if you are enrolled in Child Health Plan Plus (CHP+).
» Elevate Health Plans members with APTC are ineligible to also be enrolled in Medicaid or Medicare.

» You may enroll in Elevate Health Plans without regard to physical or mental condition, race, creed, age, color, national
origin or ancestry, handicap, marital status, sex, sexual preference or political/religious affiliation.

Eligible Dependents
Eligible dependents who may participate include (proof may be required):

» Your spouse as defined by applicable Colorado State Law (including common-law spouse or same sex domestic
partner).

» A child married or unmarried until their 26th birthday as long as they are not eligible for health care benefits through
their employer.

» An unmarried child of any age who is medically certified as disabled and dependent upon you.

A child, meeting the age limitations above, may be a dependent whether the child is your biological child, your stepchild,
your foster child, your adopted child, a child placed with you for adoption (see enroliment requirements), a child for whom
you or your spouse is required by a Qualified Medical Child Support Order to provide health care coverage (even if the
child does not reside in your home), a child for whom you or your spouse has court-ordered custody, or the child of your
eligible same sex domestic partner.

For coverage under a Qualified Medical Child Support Order or other court order, you must provide a copy of the order.

Eligible dependents living outside of the network service area must use the DHMP network providers for their medical care,
except for urgent care or emergency care.
Initial Enroliment

To obtain medical coverage, you and your eligible dependents must enroll during an Open Enroliment period, or Special
Enrollment Period.

Open Enroliment

Open Enrollment is an annual period during which members may enroll in an Elevate Health Plans. Elevate Health Plans
follow the Connect for Health Colorado open enroliment period:

Enrollment for plans effective January 1st, 2025 begins November 1%, 2024 and ends December 15, 2024.
Special Enroliment

The occurrence of certain events triggers a special enroliment period (SEP) during which you and/or eligible dependents
(depending on the event) can enroll in a health plan.

Of the cases below, you and/or your eligible dependent(s) must enroll within 60 days of when the event occurs:

» Involuntarily losing existing coverage for any reason other than fraud, misrepresentation or failure to pay a premium;

» Gaining a dependent or becoming a dependent through marriage, civil union, birth, adoption or placement for adoption,
placement in foster care or by entering into a designated beneficiary agreement if the carrier offers coverage to
designated beneficiaries;

» An individual's enrollment or non-enrollment in a health benefit plan that is unintentional, and is the result of an error,
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5. Eligibility
misrepresentation or inaction of the carrier, producer of the Exchange;

» Demonstrating to the Commissioner that the health benefit plan in which the individual is enrolled has violated a
material provision of its contract in relation to the individual;

» An Exchange enrollee becoming newly eligible or ineligible for the federal Advance Premium Tax Credit (APTC) or
Cost Sharing Reductions (CSR) available through the Exchange;

» Gaining access to other coverage as a result of a permanent change in residence;

» A parent of legal guardian dis-enrolling a dependent or a dependent becoming ineligible for the Children’s Basic Health
Plan;

» An individual becoming ineligible under the Colorado Medical Assistance Act;

» Anindividual, who was not previously a citizen, a national or a lawfully present individual, gains such status; or

» An American Indian, as defined by section 4 of the Indian Health Care Improvement Act, may enroll in a qualified health
plan or change from one qualified health plan to another once per month.

» Effective January 1, 2024, a new SEP is available for individuals who receive certification from a healthcare provider,
acting within their scope of practice, confirming pregnancy. This SEP applies to individuals without existing creditable
coverage. Coverage under this SEP becomes effective from the first month in which pregnancy is certified, unless the
individual chooses for the coverage to begin on the first day of the month after making a plan selection.

When an individual is notified or becomes aware of a Qualifying Life Change Event (QLCE) that will occur in the future,
they may apply for enrollment in a new health benefit plan during the 30 calendar days prior to the effective date of the
QLCE, with coverage beginning no earlier than the day of the triggering event occurs to avoid a gap in coverage. The
individual must be able to provide written documentation to support the effective date of the QLCE at the time of application.

For more information regarding QLCEs and the impact on APTC and CSR, contact Connect for Health Colorado at 1-855-
PLANS-4-YOU (1-855-752-6749) or visit www.connectforheatlhco.com.

When Coverage Begins

» Open Enrollment — If you enroll in Elevate Health Plans during the annual Open Enroliment period, which ends on
December 15th, your coverage will commence on January 1st of the following year.

» For enrollments occurring between December 16th and January 15th, coverage will begin on February 1st.
Coverage for any dependents enrolled will start concurrently with the subscriber’s coverage.
Effective Dates for Special Enroliment

» For life events such as marriage, civil union, or loss of creditable coverage, coverage begins no later than the first day
of the month following the event.

» Ininstances of birth, adoption, placement for adoption, or placement in foster care, coverage begins on the date of the
event.

» Forindividuals becoming pregnant without prior creditable coverage, and receiving certification from a healthcare
provider, a Special Enrollment Period is triggered. Coverage begins on the first day of the month after plan selection,
unless the individual chooses retroactive coverage starting from the month pregnancy was certified.

>

Other Qualifying Life Change Events (QLCEs):

» If coverage is purchased between the first and fifteenth day of any month, it becomes effective no later than the first
day of the following month.

» |If purchased between the sixteenth and the last day of the month, coverage begins no later than the first day of the
second following month.

Confined Members —

» Members confined to a medical facility at the start of coverage, who were previously covered under a group health
plan, will have all related costs covered by the previous carrier. Denver Health Medical Plan (DHMP) will not bear costs
associated with this initial confinement.

» However, DHMP will cover any additional required services not related to the initial confinement as per the coverage
details in Section 7 "Benefits/Coverage".

» If the member is confined to a medical facility and was not covered by any group health plan when DHMP coverage
began, DHMP will cover all associated costs and services related to the confinement from the commencement of
coverage.

When Coverage Ends

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 10


http://www.connectforheatlhco.com/

5. Eligibility

» You or a dependent no longer meets eligibility requirements;

» You no longer pay the monthly premium required for continuation of coverage; or
» You violate the terms of the plan.

Coverage for your dependents will end at the same time your coverage ends.

Dependents Who Are Disabled - Coverage for dependent children who are medically certified as disabled and who are
financially dependent on you will also end at the same time your coverage ends.

End of Coverage When a Member is Confined to an Inpatient Facility - If a member is confined to a hospital or institution
on the date coverage would normally end, and the confinement is a covered benefit under the plan, coverage will continue
until the date of discharge, provided the member continues to obtain all medical care for covered benefits in compliance
with the terms of the plan.

How to Access Your Services and Obtain Approval of Benefits

Welcome to Elevate Health Plans!

At Elevate Health Plans, our main concern is that you receive quality health care services. As a member of Elevate Health
Plans, you must receive your health care services within the contracted network.

Your basic membership obligation is to consult with your primary care provider before seeking most health care services.
Please see Section 1 “Schedule of Benefits” for a breakdown of cost sharing.

YOUR PRIMARY CARE PROVIDER

Primary care providers (PCP) include family doctors, internal medicine doctors, pediatric doctors, physician assistants, and
nurse practitioners. You will find a list of in-network primary care providers in our online provider directory. Health Plan
Services can also help you find physicians and provide details about their services and professional qualifications.

While you are not required to select a primary care provider, these practitioners can assist you in maintaining and
monitoring your health as well as access the wide range of medical services from our network specialists and facilities.

SELECTING A PRIMARY CARE PROVIDER

To find primary care providers that participate in the DHMP network, visit https://www.denverhealthmedicalplan.org/find-
doctor. You may also contact Health Plan Services at 303-602-2090.

You have the right to see any primary care provider who participates in our network and who is accepting new patients.
For children, you may choose a pediatrician as their primary care provider.

CHANGING YOUR PRIMARY CARE PROVIDER

If you decide to select a new primary care provider, there is no need to tell us. You can change your selection at any time.
In addition, when a PCP leaves the DHMP network, a notification will be sent to all members who recently received care
from this provider. Our website provides the most up-to-date information on providers that participate in the DHMP network.
You may also call Health Plan Services at 303-602-2090 if you need more information.

SPECIALTY CARE

If you think you need to see a specialist or other provider, you should first contact your PCP. They will work with you to
determine if you need to see a specialist, provide you with a referral (if necessary), and help to coordinate your care. A
referral is not required for claim payment as long as the provider is included within the plan’s network.

Members may self-refer for the following services in network: OB/GYN, behavioral health, chiropractic, and children routine
eye care. Applicable cost sharing will apply.

Your Health Network

To find a full list of Elevate Health Plans network providers, visit www.denverhealthmedicalplan.org/find-doctor for our web-
based provider directory, or call Health Plan Services at 303-602-2090

If you need a service that is not offered by an in network provider or you cannot get an appointment in a timely manner,
you can be referred to a provider outside of this network. However, you must have prior authorization for Elevate Health
Plans to pay for the services. If prior authorization is not obtained, the costs associated with care received out of network
may be your responsibility. You should contact your provider to submit a prior authorization request on your behalf. If your
provider has any questions regarding this, they can call Health Plan Services at 303-602-2090.

AFTER HOURS CARE
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6. How to Access Your Services and Obtain Approval of Benéefits

Medical care after hours is covered. If you have an urgent medical need, you may visit any urgent care center that is
convenient for you. You may also call the NurseLine 24 hours/day, seven days/week at 303-739-1261. If you have a life or
limb-threatening emergency, go to the closest emergency room, or dial 9-1-1. No authorization is necessary for urgent or
emergency care.

EMERGENCY CARE

An emergency medical condition means a medical condition that manifests itself by acute symptoms of sufficient severity,
including severe pain, that a prudent layperson with an average knowledge of health and medicine could reasonably expect,
in the absence of immediate medical attention, to result in:

» Placing the health of the individual or, with respect to a pregnant woman, the health of the woman or her unborn child,
in serious jeopardy;

» Serious impairment to bodily functions; or
» Serious dysfunction of any bodily organ or part.

If you or a family member needs emergency care, go to the closest emergency room or dial 9-1-1. There is no need for
prior authorization. Cost sharing is the same both in and out-of-network.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 12
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OUT-OF-NETWORK CARE

Care outside of the DHMP network may be covered if:

» The type of care is not provided within the DHMP network, and

» You receive a referral from your primary care provider or specialist and
» You receive authorization, in advance, from DHMP.

If you choose to see a provider who is not a participating network provider without prior authorization from DHMP, you will
be responsible for all of the charges for all services. DHMP has no obligation to pay these charges.

COMPLEX CASE MANAGEMENT

Complex Case Managers are available if you have complex medical issues, psychosocial or care coordination needs that
require intensive support. We know that it can be hard to understand everything that needs to be done to manage your
health, but we are here to assist you.

Our team of Complex Case Managers includes Nurses, Social Workers, and other qualified professionals. We take your
health personally and offer specialized services that are focused on you and your needs in our Complex Case Management
(CCM) program.

Our Case Managers are available to:

Help coordinate care among your different doctors.

Help find community resources to meet your needs.

Advocate to ensure you get the care and services you need.
Provide one-on-one health care information, guidance, and support.

YV V V V V

Provide education to support self-care skills.

Our goal is to assist you to:

» Regain and/or improve your health or function.

» Better understand your health conditions and concerns.
» Help you use and understand your health benefits.

» Take a more active role in your care and treatment plan.

Members or their caregivers may self-refer to gain access to these voluntary programs and services. Complex Case
Management is provided at no cost to you and will not affect your plan benefits. To participate in any of these programs or
to learn more, please call Health Plan Services at 303-602-2090. You can also obtain more information about our program
eligibility and services at https://www.denverhealthmedicalplan.org/.

UTILIZATION MANAGEMENT/AUTHORIZATION PROCESS

Some medical services within your network must be reviewed and approved (prior authorized) by DHMP to ensure
payment. It is the responsibility of your doctor or other provider to send a request to DHMP for prior authorization. The plan
will notify you and your provider when the request has been approved or denied. Sometimes, requests are denied because
the care is either not a covered benefit or is not medically necessary. If you disagree with the decision to deny, you can
appeal the decision, see Section 13 “Appeals and Complaints”.

Preservice Care Determination Requests (Urgent and Non-Urgent)

We will review your request, if your provider says it is urgent, within 72 hours of receiving the request. A non-urgent request
will be decided in 15 calendar days or less upon receipt. If we need additional information to make a decision, we may
extend the time frame an additional 15 calendar days. We will tell you in writing if an extension is needed.

Concurrent Care Coverage Determination Request (Urgent and Non-Urgent)

If you have questions about prior authorization or about an authorization that is already in place, please call Health Plan
Services at 303-602-2090. You can also refer to the prior authorization Ilist on our website at
https://www.denverhealthmedicalplan.org/prior- authorization-list.

NURSELINE
DHMP members can call the Denver Health NurseLine 24 hours a day, seven days a week at 303-739-1261. The NurseLine
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helps you quickly access trained triage nurses who can provide care advice. NurseLine nurses can advise you on the most
appropriate place to get care for your condition, for example, if it makes the most sense to see a primary care provider or
if your condition is best served with Urgent Care or Emergency Care.

INTERPRETATION AND TRANSLATION SERVICES

DHMP is committed to meeting our plan members’ needs. DHMP contracts with an interpreter service: CERTIFIED
LANGUAGES INTERNATIONAL, phone number 800-362-3241. If you need an interpreter during your provider visit or call,
let your provider or Health Plan Services know. DHMP contracts with certified translation services at no cost to our plan
members. If you need plan materials translated, contact Health Plan Services at 303-602-2090.

ACCESS PLAN

DHMP has an access Plan that evaluates all physicians, hospitals and other providers in the network to assure members
have adequate access to services. This plan also explains DHMP’s referral, coordination of care, and emergency coverage
procedures. The access plan can be found on our website at htips://www.denverhealthmedicalplan.org/elevate-
exchangeco-option-access-plan.

HEALTH AND WELLNESS

Health education is a no-cost benefit offered through DHMP. Our health education and well-being platform can help
members take a more active role in their health care and control of ililness. This helps boost motivation by encouraging and
supporting members in making lifestyle changes to improve their health.

Health education can help you with:

Starting an exercise program.
Eating better/losing weight.
Smoking cessation.

Lowering stress.

vV V V V V

Taking your medications.
» Finding community resources.

Health education can help you control chronic diseases such as asthma, diabetes, COPD, congestive heart failure and
depression.

WHEN YOU ARE OUT OF TOWN

When you are traveling within the U.S., you may go to any hospital emergency room or urgent care center that is convenient
for you. Routine care received out-of-network is not covered. Services outside of the country are not covered. If you need
emergency care, go to the nearest hospital or call 9-1-1. Following an emergency or urgent care visit out-of-network, one
follow-up visit is covered if you cannot reasonably travel back to your service area. Travel expenses back to the DHMP
network are not a covered benefit. If you plan to be outside the DHMP service area and need your prescription filled, we
have many network pharmacies across the country that you may use. Please check with Health Plan Services at 303-602-
2090 or toll-free at 1-855-823-8872. DHMP members are NOT covered anywhere outside of the U.S.

CHANGE OF ADDRESS

If you purchased your Elevate Health Plans from Connect for Health Colorado, you must contact them directly for any
changes in name, mailing address or phone number by calling 1-855-PLANS-4-YOU (1-855-752-6749) or by visiting
https://connectforhealthco.com/. If you purchased your Elevate Health Plans directly from DHMP, call Health Plan Services
at 303-602-2090.

ADVANCE DIRECTIVES

Advance directives are written instructions concerning your wishes about your medical treatment. These are important
health care decisions, and they deserve careful thought. Advance directive decisions include the right to consent to (accept)
or refuse any medical care or treatment, and the right to give advance directives. It may be a good idea to discuss them
with your doctor, family, friends, or staff members at your health care facility, and even a lawyer. You can obtain more
information about advance directives, such as living wills, medical durable powers of attorney, and CPR directives (Do Not
Resuscitate orders) from your primary care provider, hospital or lawyer. You are not required to have any advance
directives to receive medical care or treatment. Advance directive forms are available on the DHMP web site at
https://www.denverhealthmedicalplan.org/.

Emergency and Non-Emergency Services Disclosure

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 14
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6. How to Access Your Services and Obtain Approval of Benéefits

Beginning January 1, 2020, Colorado state law protects you from “surprise billing”. This is sometimes called “balance billing”
and it may happen when you receive covered services, other than ambulance services, from an out-of-network provider in
Colorado. This law does not apply to all health plans and may not apply to out-of-network providers located outside of
Colorado. Check to see if you have a “CO-DOI” on your ID card; if not, this law may not apply to your health plan.

You are responsible for the cost-sharing amounts required by your health plan, including copayments, deductibles and/or
coinsurance. If you are seen by a provider or use services in a hospital or other type of facility that are not in your health
plan’s network, you may have to pay additional costs associated with that care. These providers or services at hospitals
and other facilities are sometimes referred to as “out-of-network”.

Out-of-network hospitals, facilities or providers often bill you the difference between what Denver Health Medical Plan, Inc.
(DHMP) decides is the eligible charge and what the out-of-network provider bills as the total charge. This is called “surprise”
or “balance billing.”

When you CANNOT be balance-billed:

When you receive services for emergency medical care, usually the most you can be billed for emergency services is your
plan’s in-network cost-sharing amounts, which are copayments, deductibles and/or coinsurance. You cannot be balanced-
billed for any other amount. This includes both the emergency facility and any providers you may see for emergency care.

The hospital or facility must tell you if you are at an out-of-network location or at an in-network location that is using out of
network providers. It must also tell you what types of services may be provided by any out-of-network provider.

You have the right to request that in-network providers perform all covered medical services. However, you may have to
receive medical services from an out-of-network provider if an in-network provider is not available. When this happens, the
most you can be billed for covered services is your in-network cost-sharing amount (copayments, deductibles and/or
coinsurance). These providers cannot balance bill you.

Additional Protections

» DHMP will pay out-of-network providers and facilities directly. Again, you are only responsible for paying your in-
network cost-sharing for covered services.

» DHMP will count any amount you pay for emergency services or certain out-of-network services (described above)
towards your in-network deductible and out-of- pocket limit.

» Your provider, hospital, or facility must refund any amount you overpay within 60 days of you reporting the overpayment
to them.

» A provider, hospital or other type of facility cannot ask you to limit or give up these rights.

If you receive services from an out-of-network provider, hospital, or facility in any OTHER situation, you may still be balance
billed, or you may be responsible for the entire bill.

If you voluntarily receive non-emergency services from an out-of-network provider or facility, you may also be balance billed.

If you do receive a bill for amounts other than your copayments, deductible, and/or coinsurance, please contact us at the
number on your ID card, or the Division of Insurance at 303-894-7490 or 1-800-930-3745.

Ambulance Information: You may be balance billed for emergency ambulance services you receive if the ambulance
service provider is a publicly funded fire agency, but state law against balance billing does apply to private companies that
are not publicly funded fire agencies. Non-emergency ambulance services, such as ambulance transport between
hospitals, are not subject to the state law against balance billing, so if you receive such services and they are not a service
covered by DHMP, you may receive a balance bill.
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6. How to Access Your Services and Obtain Approval of Benefits

YOUR ELEVATE HEALTH PLANS IDENTIFICATION CARD

Keep your DHMP identification card with you at all times. Before receiving medical or prescription services, you must show
your DHMP identification card. If you fail to do so, or misrepresent your membership status, claims payment may be denied.
If you lose your identification card and need a new one, call Health Plan Services at 303-602-2090, Monday through Friday,
8 a.m. — 5 p.m. You can also access a copy of your ID card on the Member Portal. The ID card lists the most common
cost sharing. You can find definitions for cost sharing below.

ELEVATE HEALTH PLANS

PLAN NAME
Card Issued: Individual/Family
Member ID #: Ded: SX
Name: MOOP: SX / SX
Group #:
In Network

Preventive: SX
PCP: SX / SPC: SX / ER: SX

:{?{Tpact UC: $X / Hospital: $X
RxPCN:

RxGrp: Out of Network
Rx ID #: ER: SX / UC: SX

In case of emergency call 911 or go to the nearest hospital emergency room.
ER/UC is covered anywhere in the U.5.
This card does not prove membership or guarantee coverage.
Prior Authorization is required for some services.
First Health is available for Behavioral Health services.
ElevateHealthPlans.org

Health Plan Services:303-602-2090 Pharmacy Providers

TTY Users: 711 Medimpact/Auths: 800-788-2949
Appointments: 303-628-2540 Rx Help Desk: 303-602-2070
&P ELEVATE First Health Network

HEALTH PLANS

Denwver Heatth Medioal Plan ina..

Complementary

Excludes No Surprises Act Bills,
P.O. Box 6300
Columbia, MD 21045
EDI Payor D # 84-135

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 16



Benefits/Coverage (What is Covered?)

MEMBER NEWSLETTER

As a DHMP member, you will receive newsletters throughout the year. Each newsletter contains important information
such as benefit updates, upcoming health events, health tips and other information.

YOUR BENEFITS

It is important that you understand the benefits and cost sharing that apply to you. When in doubt, call the DHMP Health
Plan Services department at 303-602-2090. This is the best source for information about your health care plan benefits.

OFFICE VISITS

Primary care and specialty services are covered. The plan does not require referral to a specialist. Phone consultations
are not subject to cost sharing. For information about preventive care services, please refer to the Preventive Care section
of this book.

Primary Care Visit:

In network: $0 copay.
Out-of-network: Not covered.

Specialty Visit:

In-network: $60 copay.

Out-of-network: Not covered.
ACUPUNCTURE

In-network: $60 copay per visit.

Out-of-network: Not covered.

Benefit Maximum: 6 visits per plan year.

ALLERGY TESTING AND TREATMENT

No cost sharing applies to injections given by a nurse when no other services are provided. Applicable pharmacy cost
sharing will apply to injectable medication itself when billed through the outpatient pharmacy benefit.

Medically necessary allergy testing is covered.

Allergy Testing:

In-network: 100% covered.

Out-of-network: Covered with prior authorization only.
Allergy Treatment:

In-network: $60 copay per visit.

Out-of-network: Covered with prior authorization only.

AUTISM SPECTRUM DISORDER

Treatment for autism spectrum disorders shall be medically necessary, appropriate, effective, or efficient. The treatments
listed in this subparagraph are not considered experimental or investigational and are considered appropriate, effective or
efficient for the treatment of autism.

Treatment for autism spectrum disorders shall include the following:

» Evaluation and assessment services.

» Habilitative or rehabilitative care, including, but not limited to, occupational therapy, physical therapy or speech therapy,
or any combination of those therapies. Visit limits for physical therapy, occupational therapy, and speech therapy do
not apply to therapies that are Medically Necessary to treat autism spectrum disorder.

» Behavior training and behavior management and applied behavior analysis, including but not limited to consultations,
direct care, supervision, treatment, or any combination thereof, for autism spectrum disorders provided by autism
service providers.

In-network: Applicable cost sharing for type of service.
Out-of-network: Not covered.
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7. Benefits/Coverage (What is Covered)

BARIATRIC SURGERY

Bariatric surgery is a covered benefit. Must meet plan criteria to be eligible for coverage.
In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

CHIROPRACTIC

Coverage includes evaluation, lab services and x-rays required for chiropractic services and treatment of musculoskeletal
disorders.

See Section 8 “Limitations and Exclusions”.

In-network: $60 copay per visit.
Out-of-network: Not covered.

Benefit Maximum: 20 visits per plan year.

CLINICAL TRIALS AND STUDIES
Routine care during a clinical trial or study is covered if:

» The member’s in-network primary care provider recommends participation, determining that participation has potential
therapeutic benefit to the member;

» The clinical trial or study is approved under the September 19, 2000, Medicare national coverage decision regarding
clinical trials, as amended;

» The patient care is provided by a certified, registered, or licensed health care provider practicing within the scope of
his or her practice and the facility and personnel providing the treatment have the experience and training to provide
the treatment in a competent manner;

» Member has signed a statement of consent for participation in the clinical trial or study and understands all applicable
cost sharing will apply;

» Health care services excluded from coverage under the member’s health plan will not be covered. DHMP will not cover
any service, drug or device that is paid for by another entity involved in the clinical trial/ study;

» The member suffers from a condition that is disabling, progressive or life-threatening;

» Extraneous expenses related to participation in the clinical trial or study or an item or service that is provided solely to
satisfy a need for data collection or analysis are not covered.

See Section 15 “Definitions” for more information.

In-network: Applicable cost sharing for type of service.
Out-of-network: Not covered.

CONTRACEPTIVE COVERAGE

We cover all eighteen (18) forms of emergency and preventative contraception approved by the FDA at no-cost to the
consumer and included in the Health Resources and Services Administration (HRSA)Women’s Preventive Services
Guidelines. These include, tubal ligation, various intrauterine devices (IUDs), implants, shots, oral contraceptives
(sometimes known as “the pill”), patches, vaginal rings, diaphragms, sponges, cervical caps, female condoms, spermicide,
and emergency contraceptives (sometimes known as “Plan B”). The no-cost coverage also includes contraceptive
counseling, initiation of contraceptive use, and follow-up care (e.g., office visits, management, evaluation, associated
laboratory testing, as well as changes to and removal or discontinuation of the contraceptive method).

We cover twelve (12) months of a prescription contraceptive at one time. While we may utilize certain medical management
techniques to prioritize coverage of one medication or item in the same category, it does not use the following techniques,
as they create unreasonable delay: Denial of coverage for all or particular brand name contraceptives, fail-first or step
therapy requirements, and age limitations on coverage.

If you require a different type of contraception, We will cover, without cost to the enrollee, any necessary contraceptive
service or item, and the Company will defer to your provider’s determination. We have an exceptions process to request a
different type of contraception that is easily accessible, transparent, sufficiently expedient, and not unduly burdensome on
You or your provider. More information about the exceptions process can be found here:
https://www.denverhealthmedicalplan.org/elevate-exchangeco-option-pharmacy-prior-authorization-criteria.

COVID-19
Testing and treatment for COVID-19 is covered without prior authorization.

DIABETIC EDUCATION AND SUPPLIES

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 18
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7. Benefits/Coverage (What is Covered)

If you have been diagnosed with diabetes by an appropriately licensed health care professional, you are eligible for
outpatient self-management training and education, as well as coverage of your diabetic equipment and supplies, including
formulary glucometers, test strips, insulin and syringes. These supplies are provided by your pharmacist with a prescription
from your provider. Some insulin supplies are covered through the DME benefit and may require prior authorization.
Glucometers and supplies should be obtained through your Pharmacy using your plan’s pharmacy benefits.

In-network: Applicable cost sharing for type of service.
Out-of-network: Not covered.

Diabetes Self-Management Education:
In-network: $5 copay
Out-of-network: Not covered.

Diabetic Supplies:

Some diabetic supplies are covered at $0 cost-sharing under your prescription drug benefit and are not subject to a
deductible. The following Continuous Glucose Monitors are covered at $0: Dexcom G6 Receiver, Dexcom G6 Sensor and
Dexcom G6 Transmitter. The following Abbott glucometers, strips and lancets are also covered at $0: Freestyle Meter,
Freestyle Insulinx Meter, Freestyle Lite Meter, Freestyle Freedom Lite Meter, Freestyle Precision Neo Meter, Precision
Xtra Meter, Freestyle Test Strips, Freestyle Insulinx Test Strips, Freestyle Lite Test Strips, Freestyle Precision Neo Test
Strips, Freestyle Test Strips, Precision Xtra Test Strips, Freestyle 28 gauge Lancets and Freestyle Unistik 2 Lancets.

In-network: Applicable cost sharing for type of service.
Out of network: Not covered.

DIETARY AND NUTRITIONAL COUNSELING
Coverage for health coach counseling is covered for multiple situations, including the following:

» New onset diabetes.
» Weight reduction counseling by a dietitian.

» Eating disorders

In-network: Applicable cost sharing for type of service.
Out-of-network: Not covered.

DURABLE MEDICAL EQUIPMENT

Durable Medical Equipment (DME) is covered if medically necessary and may require prior authorization. This includes
consumables and diabetic footwear. Some DME can be rented, while other DME is purchased. Rentals are authorized for
a specific period. If you still need the rented equipment when the authorization expires, you should call your primary care
provider and request that a new authorization be submitted for addition dates of service. All DME must be obtained from a
DHMP network provider.

Necessary fittings, repairs and adjustments, other than those necessitated by misuse, are covered. The plan may repair or
replace a device at its option. Repair or replacement of defective equipment is covered at no additional charge.

See Section 8 “Limitations and Exclusions”.

Benefit Limitation: Covered if medically necessary and prior authorized by DHMP: Air cleaners/purifiers, airjet injector
(needle free injection device), bath tub/ toilet lift, bidet toilet seats, commode chair (footrest, seat lift mechanism placed on
or over a toilet), compression garments (not used with a pump), electrical stimulation/electromagnetic wound or cancer
treatment devices, electronic salivary reflux stimulator, enuresis alarm, non-sterile gloves, grab bars/rails for
bath/shower/stool/toilet, gravity assisted traction, heat/cold equipment/therapy game ready device, hospital bed
accessories: bed board, over-bed table, board, table or support device, fully electric hospital bed, hydraulic van lift,
hyperbaric oxygen therapy, incontinence supplies, interferential device, infrared heating pad system and replacement pad,
intrapulmonary percussive vent system and accessories, inversion table, massage devices, portable ultrasonic nebulizer,
non-thermal pulsed high frequency radiowaves/ high peak power electromagnetic energy device, paraffin bath units
(standard) non-portable, passenger vehicle restraint system, patient lifts-bathroom or toilet standing frame system-
combination sit to stand system-moveable fixed system, positioning seat for persons with special orthopedic needs, raised
toilet seat, reacher, scooter lift attachment for vehicle ramps (for home modifications), shower chair w/wo wheels, sock-
aid, stroller (snug seat), telephone alert systems life line, therapeutic lightbox, transcutaneous electrical joint stimulation
device system (bionicare), transfer bench for tub or toilet, vasopneumatic compression device, weighted blanket/weighted
vest, wigs/ artificial hair pieces, wound warming device and accessories. You are responsible for the entire cost of lost,
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7. Benefits/Coverage (What is Covered)

stolen or damaged equipment (other than normal wear and tear).

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

Dressings, splints, casts, and strappings that are given to you by a provider are covered and no cost sharing is required.
No benefit maximum.

Limitations: Coverage is limited to the standard item of DME, prosthetic device or orthotic device that adequately meets a
member’s medical needs.

In-network: Applicable cost sharing for type of service.
Out-of-network: Not covered.

Prosthetic devices are those rigid or semi-rigid external devices that are required to replace all or part of a body organ or
extremity. Prosthetic devices may require prior authorization.

Prosthetic devices require prior authorization. Coverage includes the following prosthetic devices:

» Internally implanted devices for functional purposes, such as pacemakers and hip joints.

» Prosthetic devices for members who have had a mastectomy. Both internal and external prosthesis are covered in-
network. DHMP will designate the source from which external prostheses can be obtained. Replacement will be made
when a prosthesis is no longer functional. Custom-made prostheses will be provided when necessary.

» Prosthetic devices, such as obturators and speech and feeding appliances, required for treatment of cleft lip and cleft
palate in newborn members when prescribed by a network provider and obtained from sources designated by the plan.

» Prosthetic devices intended to replace, in whole or in part, an arm or leg when prescribed by a plan physician, as
medically necessary and provided in accord with this EOC (including repairs and replacements).

» Artificial eyes.

In-network: 20% coinsurance after deductible.
Out-of-network: Not covered.

No benefit maximum. See Section 8 “Limitations and Exclusions”.

Orthotic devices are those rigid or semi-rigid external devices that are required to support or correct a defective form or
function of an inoperative or malfunctioning body part, or to restrict motion in a diseased or injured part of the body.

Orthotic devices may require prior authorization.

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

No benefit maximum. See Section 8 for “Limitations and Exclusions.

EARLY INTERVENTION SERVICES

Early intervention services are covered for an eligible dependent from birth up until the third birthday, who has, or has a
high probability of having, developmental delays, as defined by state and federal law, and who is participating in Part C of
the federal Individuals with Disabilities Education Act, 20 U.S.C. § 1400 et seq.

Early intervention services are those services that are authorized through the eligible dependent’s individualized family
service plan, including physical, occupational and speech therapies and case management. A copy of the individualized
family service plan must be furnished to the Utilization Management Department. All services must be provided by a
qualified early intervention service provider who is in the DHMP network, unless otherwise approved by Utilization
Management.

No cost sharing applies to early intervention services.

Benefit Maximum: A total of 45 speech, occupational or physical therapy visits for all early intervention services per plan
year.

Limitations: Non-emergency medical transportation, respite care and service coordination services as defined under
federal law are not covered. Assistive technology is covered only if a covered durable medical equipment benefit. See the

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 20



7. Benefits/Coverage (What is Covered)

Durable Medical Equipment section.

EMERGENCY SERVICES

An emergency medical condition means a medical condition that manifests itself by acute symptoms of sufficient severity,
including severe pain, that a prudent layperson with an average knowledge of health and medicine could reasonably expect,
in the absence of immediate medical attention, to result in:

» Placing the health of the individual or, with respect to a pregnant woman, the health of the woman or her unborn child,
in serious jeopardy;

» Serious impairment to bodily functions; or
» Serious dysfunction of any bodily organ or part.

If you or a family member needs emergency care, go to the closest emergency room or dial 9-1-1. There is no need for
prior authorization. Cost sharing is the same both in and out-of-network.

Services for the treatment of an emergency are covered. See definition of “Emergency” in Section 15 “Definitions”. If you
are admitted to the hospital directly from the Emergency Department, you will not have to pay Emergency Department cost
sharing but will be responsible for the inpatient cost sharing. See “Inpatient Hospital” section for more details.

Non-emergency care delivered by an Emergency Department is not covered unless you are referred to the Emergency
Department for care by DHMP, the NurseLine or your primary care provider.

Follow-up care following an Emergency Department visit must be received from a DHMP network provider unless you are
traveling outside the network area and cannot reasonably travel to the service area. In this case, one follow-up visit outside
the network is covered.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: 30% coinsurance after deductible per visit.

Medically necessary ambulance services, ground or air, related to the treatment of an emergency are covered. Air
ambulance requires plan authorization. Non-emergent transport is covered with provider referral and plan authorization.
Copay is not waived if you are admitted.

In-network: 30% coinsurance after deductible per transport.
Out-of-network: 30% coinsurance after deductible per transport.

Urgent care is immediate outpatient medical treatment for an acute iliness or injury. Urgent care services are covered at
any urgent care center with the same cost sharing in and out-of-network. Members may also call the Nurse Line at 303-
739-1261 for assistance.

In-network: $60 copay per visit.
Out-of-network: $60 copay per visit.
EYE EXAMINATIONS AND OPHTHALMOLOGY

Routine visual screening examinations are covered if performed by an Elevate Health Plans network provider for children.
Self-referral is allowed. Other ophthalmology services are covered as referred by your primary care provider.

Pediatric Vision Benefit:
In-network: 100% covered for children 18 and under.
Out-of-network: Not covered.
One pair of eyeglasses, includes frame and lenses, or contacts every 24 months. One routine eye exam per 12 months.

FAMILY PLANNING SERVICES

You do not need prior authorization from DHMP or from any other person (including a primary care provider) to obtain
access to an in-network obstetrical or gynecological specialist.

The following are covered if obtained from a network provider. These services are preventive, and no cost sharing will
apply.

» Family planning counseling.

» Information on birth control.

» Diaphragms (and fitting).
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Insertion and removal of intrauterine devices.
Sterilization procedures such as tubal ligations and vasectomies
Abortion services
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Formulary contraceptives (oral) up to 12-month supply (see Pharmacy section). Currently the Food and Drug
Administration (FDA) has approved 18 different methods of contraception. All FDA approved methods of contraception
are covered under this policy without cost sharing as required by federal and state law.

In-network: 100% covered.
Out-of-network: Not covered.

Formulary Exceptions: A member or prescriber may ask for a formulary exception (coverage of a non-formulary
drug). A pharmacist will review the request to determine if the following rules have been met:
» The request for coverage is for an indication (health condition) supported by the medical literature.

» The plan requires the therapeutic trial of at least two different formulary medication alternatives to the non-formulary
medication being requested. The provider or member would have to show they failed the trial of these
alternatives. Otherwise, they would need to show that the formulary alternatives would be contraindicated for use. In
cases where only one formulary alternative exists, an adequate therapeutic trial with this one formulary alternative is
required before coverage of the non-formulary medication will be considered.

» Trial of formulary alternatives must be for a reasonable period of time. This is defined as one month of therapy or more,

except in cases where the prescriber gives clinical reasons why alternatives are contraindicated or not effective,
tolerable, or safe.

The Pharmacy Prior Authorization Request (PAR)/Exception Request form can be found on the DHMP member webpage
at the following location:
https://www.denverhealthmedicalplan.org/pharmacy-prior-authorization-par-exception-request-form

Covered infertility services including diagnostic testing, treatment of involuntary infertility and artificial insemination, except
for donor semen, donor eggs, and services related to their procurement and storage, appropriate medical advice and
instruction, in accordance with accepted medical practice.

In-network: Applicable cost sharing for type of service.
Out-of-network: Not covered.

See section 8 for Limitations and Exclusions.
GENDER DYSPHORIA AND GENDER-AFFIRMING CARE

Medically necessary treatments and procedures are covered, including pre- and post-operative care. Prior authorization
and a finding of medical necessity are required for all surgical services. DHMP will not deny, exclude, or otherwise limit
gender-affirming care coverage for medically necessary services, in accordance with generally accepted professional
standards of care, based upon sexual orientation or gender identity.

Covered services include all medically-necessary physical and behavioral health services, including but not limited to office
visits, counseling, preventive health, hormone therapies, prescription drugs, laboratory services, and surgical procedures,
including pre- and post-operative care. You pay the applicable Copayment, Coinsurance, and/or Deductible for the
applicable type of service shown in the “Schedule of Benefits (Who Pays What)” section. For example, see “Inpatient
Hospital" in the “Schedule of Benefits (Who Pays What)” for the Copayment, Coinsurance, and/or Deductible that apply to
inpatient hospital services and care. This includes all services listed below:

» Hormone therapy (any drug requested for gender affirming care will be approved via a prior authorization request
through either the medical or pharmacy benefit) including associated laboratory services

» Laser or electrolysis hair removal (at surgical and nonsurgical sites),
» Breast/chest surgery (male to female)

» Augmentation Mammoplasty

» Implants/Lipofillings

» Breast/chest augmentation, reduction, construction

» Penectomy

» Orchiectomy

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 22
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Vaginoplasty

Dilator (Medical Equipment)

Clitoroplasty

Vulvoplasty

Labiaplasty

Prostatectomy

Vagina/Perineum reconstrcution

Facial Feminization Surgery

Blepharoplasty (eye and lid modification)
Face/forehead and/or neck tightening

Facial bone remodeling for facial feminization
Genioplasty (chin width reduction)
Rhytidectomy (cheek, chin, and neck)
Cheek, chin, and nose implants

Lip lift‘augmentation

Mandibular angle augmentation/creation/reduction (jaw)
Orbital recontouring

Thyroid Cartilage Reduction/Reduction thyrochondroplasty
Gluteal Augmentation (Implants/Lipofilling)
Hair Reconstruction

Rhinoplasty (nose reshaping)

Subcutaneous Mastectomy (for Creation of Male Chest)
Simple/Total Mastectomy

Partial Mastectomy

Modified Radical Mastectomy

Radical Mastectomy

Breast reduction (reduction mammoplasty)
Hysterectomy

Ovariectomy/Oophorectomy

Salpingectomy

Liposuction

Metoidioplasty

Phalloplasty

Vaginectomy

Vulvectomy

Scrotoplasty

Urethroplasty

Trachelectomy

Penis/perineum reconstruction

Implantation of Erection and/or Testicular Prosthesis
Voice Surgery

Pectoral Implants

Calf Implants

Nipple reconstruction following mastectomy
» Voice Therapy Lessons

The above lists are not comprehensive or exhaustive lists of surgical procedures or therapies available to a transgender
person, rather only provides examples of the detail expected by the Division of Insurance to be described in the plan’s
Certificate of Coverage, Evidence of Coverage, and Summary of Benefits Coverage documents. Please note that
Colorado Insurance Requlation 4-6-62 Concerning Insurance Unfair Practices Act Prohibitions on Discrimination Based
Upon Sexual Orientation or Gender Identity prohibits discrimination in private health insurance plans based on sexual
orientation or gender identity.

Y
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In-network: Applicable cost sharing for type of service.
Out-of-network: Not covered.
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7. Benefits/Coverage (What is Covered)

See Section 8 for Limitations and Exclusions.

HEARING EXAMS AND HEARING AIDS

Medically necessary hearing aids are covered. Hearing tests and fittings for hearing aids are covered under clinic visits
and the applicable cost sharing applies.

Hearing Exams (up to age 19):

In-network: 100% covered.
Out-of-network: Not covered.

Hearing Aids (up to age 18):

In-network: 100% covered.
Out-of-network: Not covered.

Benefit Maximum: Not covered more frequently than every five years, however a new hearing aid is covered when
alterations to the existing hearing aid cannot adequately meet the needs of the child. This requirement shall apply to each
hearing aid if the minor child has two hearing aids.

»Cochlear implants are covered with prior authorization. The device is covered at 100%. Appropriate cost sharing will
apply to surgical services associated with the device.

HOME HEALTH CARE

Prior to receiving home health services, a doctor must certify that you need home health services and will order home
health services to be provided by a home health agency. You must be homebound, which means leaving home is a major
effort.

Home health care provided by a DHMP network home health care provider is covered. Coverage requires periodic
assessment by your provider. Home health care must be ordered by a physician and may require prior authorization.

Mothers and newborn children who, at their request and with physician approval, are discharged from the hospital prior to
48 hours after a vaginal delivery or prior to 96 hours after a cesarean-section are entitled to one home visit by a registered
nurse. Additional visits for medical necessity may be authorized by DHMP.

Physical, occupational and speech therapy, as well as audiology services, in the home are covered as home health care
services when prescribed by your primary care provider or specialist and may require prior authorization.

Periodic assessment and continued authorization may be required to extend therapy beyond the time specified by the initial
authorization.

Generally, home physical therapy, occupational therapy and speech therapy and audiology services will be authorized only
until maximum medical improvement is reached, or the patient is able to participate in outpatient rehabilitation.

However, early intervention services for eligible dependent from birth up until the third birthday are covered, even if the
purpose of the therapy is to maintain functional capacity. See “Early Intervention Services” section for more detail about
the therapies authorized.

Intermittent, part-time skilled nursing care is covered in the home when treatment can only be provided by a Registered
Nurse (RN) or Licensed Practical Nurse (LPN). Certified nurse aide services, under the supervision of a RN or LPN are
also covered. These services are for immediate and temporary continuation of treatment for an illness or injury. This
includes home infusion therapy. Home nursing services are provided only when prescribed by your primary care provider
or specialist and may require prior authorization by DHMP, and then only for the length of time specified. Periodic review
and continued authorization may be required to extend the benefit. Benefits will not be paid for custodial care or when
maximum improvement is achieved, and no further significant measurable improvement can be anticipated.

Respiratory and inhalation therapy, nutrition counseling by a nutritionist or dietician and medical social work services are
also covered home health services.

In-network: 30% coinsurance after deductible.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 24
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Out-of-network: Not covered.
Benefit Maximum: 28 hours per week
HOSPICE CARE

Inpatient and home hospice services for a terminally ill member are covered when provided by an approved network
hospice program. Each hospice benefit period has a duration of three months. Hospice services may require authorization
by DHMP before you receive your care.

Hospice benefits are allowed only for individuals who are terminally ill and have a life expectancy of six months or less.
Any member qualifying for hospice care is allowed two 3-month hospice benefit periods. Should the member continue to
live beyond the prognosis for life expectancy and exhaust his/her two 3-month hospice benefit periods, hospice benefits
will continue at the same rate for one additional benefit period.

After the exhaustion of three benefit periods, Utilization Management will work with the primary care physician and the
hospice’s medical director to determine the appropriateness of continuing hospice care. Services and charges incurred in
connection with an unrelated iliness or injury are processed in accordance with the provisions of this handbook. Palliative
care is offered to our members. The network is limited; please call Health Plan Services at 303-602-2090 for further
information.

After the exhaustion of three benefit periods, Utilization Management will work with the primary care physician and the
hospice’s medical director to determine the appropriateness of continuing hospice care. Services and charges incurred in
connection with an unrelated illness or injury are processed in accordance with the provisions of this handbook. Palliative
care is offered to our members. The network is limited; please call Health Plan Services at 303-602-2090 for further
information.

The following hospice services are available in a home hospice program. Please contact your hospice provider for details:
Physician visits by hospice physicians;

Intermittent skilled nursing services of an RN or LPN and 24 hour on-call nursing services;

Medical supplies;

Rental or purchase of durable medical equipment;

Drugs and biologicals for the terminally ill member;

Prosthesis and orthopedic appliances;

Diagnostic testing;

Oxygen and respiratory supplies;

Transportation;
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Respite care for a period not to exceed five continuous days for every 60 days of hospice care - no more than two
respite care stays are available during a hospice benefit period (respite care provides a brief break from total care
giving by the family);

Pastoral counseling;

YV VYV

Services of a licensed therapist for physical, occupational, respiratory and speech therapy;

» Bereavement support services for the family of the deceased member during the 12-month period following death, up
to a maximum benefit of $1,150;

» Intermittent medical social services provided by a qualified individual with a degree in social work, psychology or
counseling and 24 hour on-call services; such services may be provided for purposes of assisting family members in
dealing with a specified medical condition;

» Services of a certified nurse aide or homemaker under the supervision of an RN and in conjunction with skilled nursing
care and nurse services delegated to other assistants and trained volunteers;

» Nutritional counseling by a nutritionist or dietician and nutritional guidance and support, such as intravenous feeding
and hyperalimentation.

Hospice may be provided as inpatient in a licensed hospice facility for pain control or when acute symptom management
cannot be achieved in the home and may require prior authorization by DHMP. This includes care by the hospice staff,
medical supplies and equipment, prescribed drugs and biologicals and family counseling ordinarily furnished by the
hospice.

In-network: 30% coinsurance after deductible.
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Out-of-network: Not covered.
IMMUNIZATIONS

There is no cost sharing for preventive immunizations including COVID-19 vaccinations. DHMP covers all immunizations
recommended by the CDC. A schedule of these immunizations can be found on our website at
https://www.denverhealthmedicalplan.org/, as well as the CDC website at https://cdc.gov/vaccines/schedules/index.html.
DHMP will cover these vaccines based on the age and risk indicators listed by the CDC.

Travel immunizations are not a covered benefit. However, some travel vaccinations may be included on the CDC
recommendation list. All immunizations on the CDC list are covered at 100%. Formulary prophylactic drugs for travel will
be covered if prescribed by your primary care provider. Travel vaccines administered in a Travel Clinic are not covered
unless the vaccines are on the CDC recommended immunization list. Vaccines with “travel” as the only indicator will not
be covered. Clinic visits for administration of covered immunizations do not require cost sharing. However, if the visit is a
combination of the injection and a primary care provider or specialist visit, the required cost sharing will apply.

INFUSION SERVICES
All medically necessary infusion services including chemotherapy are covered in-network.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.

INJECTION ADMINISTRATION

The injection cost sharing applies to complex injections that must be given by a physician. An allergy shot, immunization
or any injection given by a nurse will not require cost sharing. However, if the visit is a combination of the injection and a
primary care provider or specialist visit the required cost sharing will apply.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.

INPATIENT HOSPITAL

Any admission to a hospital, other than an emergency admission, must be to an in-network hospital and must be prior
authorized by DHMP. Emergency hospitalization should be reported to DHMP at 303-602-2140 within one business day.

» Hospital services, including surgery, anesthesia, laboratory, pathology, radiology, radiation therapy, respiratory
therapy, physical therapy, occupational therapy, and speech therapy are covered. Oxygen, other gases, drugs,
medications, and biologicals (including blood and plasma) as prescribed are also covered. See Section 8 “Limitations
and Exclusions” for non-covered services.

» General inpatient nursing care is covered. Private duty nursing services and sitters are covered when medically
necessary and may require prior authorization.

» Accommodations necessary for the delivery of medically necessary covered services are covered, including bed (semi-
private room, private when available, private room when medically necessary), meals and services of a dietitian, use
of operating and specialized treatment rooms, and use of intensive care facilities.

In-network: 30% coinsurance after deductible per admission.
Out-of-network: Not covered except for emergency admissions.

Note: If you are admitted to a non-network hospital as the result of an emergency and then subsequently transferred in-
network, you will be responsible for the cost sharing for the inpatient hospital admission.

Limitations: If you request a private room, the plan will pay only what it would pay toward a semi-private room. You will
be responsible for the difference in charges. If your medical condition requires that you be isolated to protect you or other
patients from exposure to dangerous bacteria or you have a disease or condition that requires isolation according to public
health laws, DHMP will pay for the private room.

LABORATORY AND PATHOLOGY SERVICES

All medically necessary laboratory testing and pathology services ordered by your primary care provider or specialist, or
resulting from emergency or urgent care, are covered. COVID-19 testing is covered with no cost share.

Certain genetic tests are covered and may require prior authorization.

Prenatal diagnosis and screening during pregnancy using chorionic villus sampling (CVS), amniocentesis or ultrasound
are covered to identify conditions or specific diseases/disorders for which a child and/or the pregnancy may be at risk.

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 26
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MATERNITY CARE

Office visits, physician services, laboratory, and radiology services necessary for pregnancy, when such care is provided
by a network provider, are covered although cost sharing may apply. You may obtain obstetrical services from your primary
care provider or any network obstetrician. You do not need a referral from your primary care provider to see a participating
OB/GYN, physician, Certified Nurse Midwife or Nurse Practitioner. Prenatal visits are treated as preventive well-woman
visits and are 100% covered. Cost sharing will apply to services such as ultrasounds or bloodwork, etc. that are not listed
as preventive with either the U.S. Preventive Services Task Force A and B list or the HRSA Women’s Preventive Services
Guidelines.
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Expectant mothers are encouraged to limit travel out of the network coverage area during the last month of pregnancy. If
a “high-risk” designation applies, mothers should limit non-emergency travel within two months of expected due date.

All prenatal visits and the first postpartum visit are considered preventive care and are 100% covered. Cost sharing may
apply to additional services performed at these visits.

In-network: 100% covered.
Out-of-network: Not covered except for emergencies.

All hospital, physician, laboratory and other expenses related to a vaginal or medically necessary cesarean delivery are
covered when done at an accredited facility within the DHMP network. Only emergency deliveries are covered outside of
DHMP network facilities. Any sickness or disease that is a complication of pregnancy or childbirth will be covered in the
same manner and with the same limitations as any other sickness or disease.

Mother and child may have a minimum hospital stay of 48 hours following a vaginal delivery or 96 hours following a
cesarean delivery, unless mother and attending physician mutually agree to a shorter stay. If 48 hours or 96 hours following
delivery falls after 8 p.m., the hospital stay will continue and be covered until at least 8 a.m. the following morning.

In-network: 30% coinsurance after deductible per admission.
Out-of-network: Not covered except for emergency admissions.
Note: If mother and baby are discharged together, one copay is applied. If discharged separately, two copays will apply.

Limitations: Home deliveries are not covered.

Breastfeeding support and equipment are covered benefits for DHMP mothers of newborns. A fully covered breast pump
can be ordered through our preferred vendor. Please call 303-602-2090 for more information.

*Coverage is limited to the standard equipment provided by a DME provider contracted with DHMP.

MEDICAL FOOD

Medical food is covered for metabolic formulas to treat enzymatic disorders caused by single gene defects involved in the
metabolism of amino, organic, and fatty acids shall include, but not be limited to, the following diagnosed conditions:

» Phenylketonuria

maternal phenylketonuria
maple syrup urine disease
Tyrosinemia
Homocystinuria
Histidinemia

urea cycle disorders;
hyperlysinemia

glutaric acidemias
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methylmalonic acidemia
» propionic acidemia

Covered care and treatment of such conditions shall include, to the extent medically necessary, medical foods for home
use for which a physician who is a participating provider has issued a written, oral, or electronic prescription. Enteral (by
tube) or parenteral (by intravenous infusion) nutrition is covered if the member has non-function or disease of the structures
that normally permit food to enter the small intestine or impairment of small bowel that impairs digestion and absorption of
an oral diet.

See “Limitation and Exclusions” for more details.
MENTAL HEALTH AND BEHAVIORAL HEALTH SERVICES

Inpatient psychiatric care is covered at an in-network facility.

Prior authorization is required for non-emergency admissions. Notification to the plan should be made as soon as

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 28
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reasonably possible, preferably within one business day of an emergency admission.

In-network: 30% coinsurance after deductible per admission.
Out-of-network: Not covered except for emergencies.

Partial Hospitalization/Day Treatment

“Partial hospitalization” is defined as continuous treatment at a network facility of at least three hours per day but not
exceeding 12 hours per day.

Virtual residency therapy is a covered benefit when medically necessary and multiple other therapies and interventions
have not been successful. See Section 15 “Definitions” for more information. Virtual residency therapy is considered
outpatient care and the outpatient cost sharing applies for each day of service. Cost sharing may apply to additional
services performed at these visits.

Prior authorization may be required.

In-network: 30% coinsurance per visit.
Out-of-network: Not covered.

Outpatient Psychiatric/Mental/Behavioral Health Services

Individual and group psychotherapy sessions are covered. You may obtain mental health services from any mental health
professional in the DHMP network, no referral is necessary. Cost sharing may apply to additional services performed at
these visits.

Outpatient Office Visit:

In-network: No charge for office visits (unlimited), other outpatient services 30% coinsurance after deductible
per visit.

Out-of-network: Not covered.

Outpatient Services:

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

Medication-Assisted Treatment (MAT)

Medication-Assisted Treatment (MAT), a combination of behavioral therapies and medications approved by the FDA to
treat substance use disorders (SUD) is a covered benefit. This coverage includes services provided by Opioid Treatment
Programs (OTPs) for methadone administration and maintenance for the treatment of opioid use disorder (OUD).

Marital Counseling, Stress Counseling and Family Therapy

Marital and couples counseling, family therapy and counseling for stress-related conditions are covered. You may obtain
these services from any mental health professional in the DHMP network without a referral from your primary care provider.
Cost sharing may apply to additional services performed at these visits.

Outpatient Office Visit:

In-network: No charge for office visits (unlimited), other outpatient services 30% coinsurance after deductible
per visit.

Out-of-network: Not covered.
Outpatient Services:

In-network: 30% coinsurance after deductible.

Out-of-network: Not covered.

Biologically Based Mental llinesses and Mental Disorders

DHMP will provide coverage for the treatment of biologically based mental illnesses and mental disorders that is no less
extensive than for any other physical illness. No benefit maximum. Cost sharing may apply to additional services performed
at these visits.

Inpatient:
In-network: 30% coinsurance after deductible per admission.
Out-of-network: Not covered except for emergencies.

Prior authorization required for inpatient services.
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Outpatient Office Visit:

In-network: No charge for office visits (unlimited), other outpatient services 30% coinsurance after deductible
per visit.

Out-of-network: Not covered.

Outpatient Services:

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

Mental Health Wellness Exam:
In-network: No charge, one visit per year.
Out-of-network: Not covered.
Limitations: One visit per year. Cost sharing may apply to additional services performed at these visits.

Note: Applicable court ordered behavioral health, mental health and substance use disorder services are covered.
Applicable cost sharing will apply.

The use of Body Mass Index (BMI) or Ideal Body Weight (IBW) or any other standard requiring an achieved weight will not
be utilized to determine medical necessity or level of care appropriateness of the treatment of eating disorders, including
but not limited to bulimia nervosa, atypical anorexia nervosa, binge-eating disorder, avoidant restrictive food intake
disorder, and other specified feeding and eating disorders as defined in the most recent edition of the Diagnostic and
Statistical Manual of Mental Disorders.

BMI or IBW will not be a determining factor when assessing medical necessity or level of care appropriateness for treatment
of anorexia nervosa, restricting subtype, or binge-eating/purging subtype as defined in the most recent edition of the
Diagnostic and Statistical Manual of Mental Disorders,

NEWBORN CARE

All In-network hospital, physician, laboratory and other expenses for your newborn are covered, including a well child
examination in the hospital. During the first 31 days of your newborn’s life, benefits consist of coverage for any injury or
sickness treated by an in-network provider, including all medically necessary care and treatment of medically diagnosed
congenital defects and birth abnormalities, regardless of any limitations or exclusions that would normally apply under the
plan. Applicable cost sharing will apply. You must enroll your newborn during the first 31 days of life for coverage to
continue.

After the first 31 days of life, the plan covers all medically necessary physical, occupational, and speech therapy for the
care and treatment of congenital defects and birth abnormalities as long as the member is eligible (see Therapies for more
information).

The plan covers all medically necessary care and treatment for cleft lip or cleft palate or both, including oral and facial
surgery, surgical management and follow-up care by plastic surgeons and oral surgeons; prosthetic treatment such as
obturators, habilitative speech therapy, speech appliances, feeding appliances, medically necessary orthodontic and
prosthodontic treatment; otolaryngology treatment and audiological assessments and treatment. Care under this provision
for cleft lip or cleft palate or both will continue as long as the member is eligible. All care must be obtained through DHMP
network providers and may require prior authorization.

Circumcision

Circumcision for newborns is covered when performed in a hospital setting prior to discharge after birth. This procedure
must be conducted by a qualified healthcare provider. Coverage includes all associated medical services necessary for
the circumcision procedure.

Once the member has been discharged from the hospital, circumcision is covered only when there is a demonstrated
medical necessity, such as repeated infections or other medical conditions that necessitate this procedure as determined
by a healthcare provider. Members may incur out-of-pocket costs, such as deductibles, copayments, or coinsurance,
depending on their specific benefit plan and the healthcare services required for the procedure outside of the hospital
setting.

OBSERVATIONAL HOSPITAL STAY
“Observational stay” is defined as a hospital stay of typically 23 hours or less that is designed as outpatient care.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 30
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In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.
OFFICE VISITS

Primary care and specialty services are covered. The plan does not require referral to a specialist. Phone consultations
are not subject to cost sharing. For information about preventive care services, please refer to the Preventive Care section
of this book.

Primary Care Visit:
In-network: $0 copay per visit.
Out-of-network: Not covered.

Specialty Visit:
In-network: $60 copay per visit.
Out-of-network: Not covered.

OSTOMY SUPPLIES

Colostomy, ileostomy and urostomy supplies are covered.
In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

OXYGEN/OXYGEN EQUIPMENT

Equipment for the administration of oxygen is covered. Oxygen is covered and no cost sharing is required.

There is no benefit maximum. Prior authorization may be required.

Oxygen:
In-network: 100% covered.
Out-of-network: Not covered.

Oxygen Equipment:

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

PHARMACY BENEFITS

DHMP provides a pharmacy benefit that covers medically necessary drugs as discussed by the requirements and
guidelines below. Depending upon where you have your prescription filled, cost sharing and restrictions may vary.

Members will not be responsible to pay more than $100 for a 30-day supply of insulin, or $300 for a 90-day supply of
insulin. Members shall not be charged any additional copayments, deductibles, or coinsurance for an additional fill of those
same prescriptions in that 90-day period if the fill is to ensure the covered person has sufficient insulin available until the
next 90-day period begins.

» Denver Health Pharmacies: DHMP has conveniently located Denver Health pharmacies in many of the Denver Health
clinics. While you have the choice to fill your prescription at any national network pharmacy, filling your prescriptions
at Denver Health pharmacies will give you the lowest cost sharing and allows your provider to see your prescription
filling information. This helps your provider to give you the most complete care at each visit.

o Tofill a prescription at a Denver Health pharmacy your prescription must be written by a Denver Health provider.

» National Network Pharmacies: DHMP offers thousands of pharmacies nationwide for you to fill your prescriptions. To
locate a network pharmacy, access the “Pharmacy Search” tool by logging in to the member portal from your plan’s
pharmacy page at https://www.denverhealthmedicalplan.org/pharmacy or you can call Health Plan Services at 303-
602-2090.
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Refilling Your Prescription

It is best to call to refill your prescription three to five working days before you need your refill. Your prescription may be
refilled once 75% has been used. This is calculated using the original prescription directions. If the directions have changed,
please contact your pharmacy or provider for an updated prescription. If your prescription directions have changed or you
need an early refill, please let the pharmacy know ahead of time. The pharmacy will need extra time to talk to your provider
to get a new prescription or get authorization to fill your prescription early.

» Eye drops can be filled after you have used 70% of your prescription. If your provider writes a prescription for you to
get two bottles at a time for use at child or adult day care or school, this is covered by your plan.

» For contraceptive (birth control) prescriptions, the first prescription fill quantity may be up to a maximum of a three-
month supply. The second prescription fill quantity may be up to a 12-month supply or to the end of your plan year,
whichever is shorter.

You can refill prescriptions filled at the Denver Health pharmacies by calling the Denver Health Refill Request Line (which
is also the number on your Denver Health pharmacy prescription bottle), or by Vvisiting
https://www.denverhealthmedicalplan.org/pharmacy. You can also use the MyChart smart phone app.

Mail Order Pharmacy

Save time by signing up to have your prescriptions delivered to your home by mail. DHMP members have two choices for
Mail Order Pharmacy. If you see a Denver Health provider, Denver Health Pharmacy by Mail is available for a 90-day
supply. If you see a provider outside of Denver Health, MedImpact Direct (MID) Mail, serviced by Birdi pharmacy, offers a
90-day mail order option.

Registration forms and frequently asked question (FAQ) documents are available for both mail order options at
https://www.denverhealthmedicalplan.org/pharmacy.

Denver Health Pharmacy by Mail:

Phone: 303-436-4488

Monday — Friday, 8 a.m. — 5 p.m.

» Denver Health Pharmacy by Mail will give you the lowest copay.

» To have your prescription filled at a Denver Health pharmacy, your prescription must be written by a Denver Health
provider.

» Use one of these three easy options to sign up for Denver Health’s Pharmacy by Mail:
o Through the MyChart App on your smartphone
o Call the Automated Refill Line at 303-389-1390
o Call the Pharmacy directly at 303-436-4488

MedIimpact Direct (MID) Mail, serviced by Birdi pharmacy :
P.O. Box 51580

Phoenix, AZ 85076-1580

Phone: 855-873-8739

medimpactdirect.com

90-Day Supply at Retail

Your pharmacy benefit allows you to get a 90-day supply of medication at any Choice 90 participating retail pharmacy. To
find out if your drug and/or pharmacy are eligible for this benefit, access the “Drug Price Search” tool by logging in to the
member portal from your plan’s pharmacy page at https://www.denverhealthmedicalplan.org/pharmacy then select "Online
Formulary and Pharmacy Directory" under the Online Tools link, or call Health Plan Services at 303-602-2090.

Your Formulary

The formulary is a list of covered drugs that shows your drug costs for each tier and prior authorization requirements for
each medication. DHMP has selected the tiers and determined the criteria for prior authorization based on efficacy and
cost-effectiveness. There is a different cost for each tier. The formulary helps providers choose the most appropriate and
cost- effective drug for you.

» Your formulary covers many drugs including oral anti-cancer drugs.
» Off-label use of cancer drugs is covered when appropriate.

» Formulary palliative drugs, in quantities that are within the formulary limits, prescribed for pain control and symptom
management of a terminal iliness are a covered benefit. You must obtain these drugs from a plan pharmacy. Certain
drugs are limited to a maximum of a 30-day supply.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 32
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Coverage of some drugs is based on medical necessity. For these drugs, you will need a prior authorization from the plan.
These drugs are noted on the formulary as “PA”. Clinical information on why the PA drug is needed is required on the prior
authorization request. DHMP will review the prior authorization request according to our criteria for medical necessity and
determine if the drug will be covered.

Note: When DHMP is modifying or applying a modification to the current prescription drug formulary during the current
plan year, a notification will be sent out 60 days prior to the effective date of the change, to both covered persons enrolled
and prescribing providers informing them of the changes per Colorado Insurance Regulation 4-2-93 Section 6.

The prior authorization process is available to you and your provider to ask the plan to cover your drug if it is not on the
formulary or if you would like the plan to cover a quantity greater than what the plan’s formulary allows. To start a prior
authorization please contact our Pharmacy Benefit Manager (PBM) Medimpact 800-788-2949 .

If your request requires immediate action and a delay could significantly increase the risk to your health or the ability to
regain maximum function, call us as soon as possible. We will provide an urgent determination within 24 hours.

If you are not satisfied with the decision made by the plan you have the right to request an appeal or an external review.
Please see Section 13 entitled “Appeals and Complaints” for additional information.

If your drug is not on the formulary, there may be a covered drug that works just as well for you. If your provider does not
want to change the drug to a formulary alternative, you will need a prior authorization from the plan.

You can view the current formulary, restrictions, and Pharmaceutical Management Procedures at
https://www.denverhealthmedicalplan.org/pharmacy or call Health Plan Services at 303-602-2090 to ask for a printed copy.

Step therapy is a protocol that requires you to use a prescription drug or sequence of prescription drugs, other than the
drug your provider requests for your treatment before the plan will cover the requested prescription drug. Your plan will
not require you to go through step therapy as long as the prescribed drug is on the drug formulary (list of covered drugs),
you have tried the step therapy required prescription drugs while on our plan or a previous health insurance plan, or when
those required drugs were discontinued due to lack of efficacy or effectiveness or because you had an adverse event.

A carrier cannot require a covered person with stage four advanced metastatic cancer to undergo step therapy for a covered
medication that has been approved by the U.S. Food and Drug Administration (FDA) or other recognized body for the
treatment of stage four advanced metastatic cancer.

A carrier shall not require a covered person to undergo step therapy or to receive prior authorization:

e before a pharmacist may prescribe or dispense an FDA Approved HIV infection prevention drug listed on the
formulary, or

e before a provider may, acting within the provider’s scope of practice, prescribe or dispense any drug approved by
the FDA and used for the treatment or prevention of HIV that is included on the carrier's prescription drug
formulary.

For the treatment of serious mental illness (SMI), when step therapy is mandated, a covered individual is required to try
only one (1) alternative prescription drug before receiving coverage for the medication prescribed by their healthcare
provider. SMI, as defined by the American Psychiatric Association in the latest Diagnostic and Statistical Manual of Mental
Disorders, includes the following:

Bipolar disorders (hypomanic, manic, depressive, and mixed);
Depression in childhood and adolescence;

Major depressive disorders (single episode or recurrent);
Obsessive-compulsive disorders;

Paranoid and other psychotic disorders;

Schizoaffective disorders (bipolar or depressive); and
Schizophrenia.

Drug samples are not considered a trial and failure of a required prescription drug when trying to meet a step therapy
requirement. When you are trying to meet a step therapy requirement your plan may require documentation from you or
your provider to support your request.
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Prior authorization or step therapy is not required or applied to any FDA-approved prescription drug listed on our formulary
for the treatment of SUD, defined as alcohol use disorder, opioid use disorder, opioid reversal agents, and nicotine
dependence. At least one FDA approved medication for the treatment of each defined SUD is available on the lowest tier
of the formulary.

Specialty Drugs

If you fill prescriptions written by a specialist provider such as an infectious disease specialist, rheumatologist, neurologist,
or oncologist, you may have specialty drugs.

Specialty drugs are usually for a more complex disease state and require extra care and handling.

All drugs on the formulary listed in the Specialty Tier are specialty drugs. Some drugs in other tiers may also be specialty
drugs.

To find out if your drug is a specialty drug, please call Pharmacy Help desk at 800-788-2949.

Most specialty drugs can only be filled at a Denver Health pharmacy or the preferred specialty pharmacies chosen by
DHMP.

Most specialty drugs can only be filled for a 30-day supply, even if they are sent to your home in the mail.

Generic and Brand Name Drugs

You can save money by using generic drugs which have lower costs. Generic drugs are approved by the U.S. Food and
Drug Administration for safety and effectiveness and are made using the same strict standards that apply to the brand
name alternative. By law, generic drugs must contain identical amounts of the same active drug ingredient as the brand
name drug.

A generic preferred program is in place. This means if you fill a prescription with a brand name drug when a generic is
available, you will have to pay the cost plus the difference in cost between the generic and the brand name drug. If your
provider feels you need the brand name drug, they can fill out a prior authorization request form to tell DHMP why the
brand is needed. If approved, you will only need to pay the exception tier (Tier 4) copay.

Drug Exclusions (See General Exclusions and Limitations for Additional Limitations)
Some drugs are not covered at all. These include drugs for the following:

Cosmetic use (anti-wrinkle, hair removal, and hair growth products)

Dietary supplements

Blood or blood plasma (except anti-hemophilic factor VIII and IX when approved with a prior authorization)
Infertility

Over-the-counter drugs (unless listed in the formulary)

Pigmenting/de-pigmenting

Therapeutic devices or appliances (unless listed in the formulary)

Investigational or experimental treatments

VVVYVYVYVYVYVYYYVYY

Drug Plan Information
Please visit https://www.denverhealthmedicalplan.org/pharmacy, click the appropriate plan name and you will find:

A list of pharmaceuticals, including restrictions and preferences

Information on how to use the pharmaceutical management procedures

An explanation on limits or quotas

Information on how practitioners must provide information to support an exception request

The process for generic substitution, therapeutic interchange, and step-therapy protocols

You may also call and request a printed copy of this information by calling Health Plan Services at 303-602-2090.

YV VYV VY VYVYY
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7. Benefits/Coverage (What is Covered)

The deductible does not apply for copay-based benefits. Preventive drugs are $0 at all pharmacies.

Drugs listed in the formulary as Medical Service Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Non-Preferred

Preferred Brand/Preferred | Specialty (Tier 5)

Preventive (Tier 1)| Generic (Tier 2) Brand (Tier 3)

Specialty (Tier 4)
DH Pharmacy (30- o .
day supply) 0% coinsurance $0 copay $30 copay $60 copay $90 copay
DH Pharmacy or DH
Pharmacy by Mail 0% coinsurance $0 copay $60 copay $120 copay N/A

(90-day supply)
National Network
Pharmacy 0% coinsurance $0 copay $60 copay $120 copay $180 copay

(30-day supply)
National Network

Pharmacy or

MedImpact Direct 0% coinsurance $0 copay $120 copay $240 copay N/A
(MID) Mail Order (90-

day supply)

PREVENTIVE CARE SERVICES

DHMP has developed clinical and preventive care guidelines and health management programs to assist members with
common health conditions including diabetes management, asthma and pregnancy care. For information, please call
Health Plan Services at 303-602-2090 or visit our website at: https://www.denverhealthmedicalplan.org/. Preventive care
services are designed to keep you healthy or to prevent illness, and are not intended to treat an existing illness, injury or
condition. Please refer to the following chart for cost sharing that may apply to preventive care services received by a
network  provider. Please refer to the following link for USPSTF recommended screenings:
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation-topics/uspstf-and-b-recommendations

This plan also covers tobacco cessation services, including screening, counseling, cessation attempt services and the
seven FDA approved tobacco cessation medications, in addition to the Colorado QuitLine (1-800-QUIT-NOW).

COVERAGE FOR HIV PRE-EXPOSURE PROPHYLAXIS COVERAGE

Coverage is provided for HIV pre-exposure prophylaxis (PrEP), including baseline and monitoring services consistent with
USPSTF recommendations, for federal Food and Drug Administration (FDA)-approved medications without copayment,
coinsurance, or other cost-sharing.

FDA approved HIV PrEP medications listed on our formulary are not subject to step therapy or prior authorization
requirements. Non-formulary FDA approved HIV PrEP medications are not subject to step-therapy or prior authorization
when prescribed or dispensed by a pharmacist. Requests from a non-pharmacist for FDA-approved non-formulary HIV
PrEP medications shall be processed on an urgent basis within 24 hours of receipt.

Preventive drugs are $0 at all pharmacies.
You should consult with your physician to determine which screenings are appropriate for you.

In-Network Out-of -

Preventive Care Service (Denver Health) Network
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7. Benefits/Coverage (What is Covered)

Adult annual preventive care exams, as well as all screenings rated A or B
by the U.S. Preventive Services Task Force (USPSTF)*
Age-appropriate adult preventive care screenings including but not limited
to:

» Cholesterol (lipid profile) screening.

» Mammograms.

» Screening colonoscopy/sigmoidoscopy.

100% covered.
There is no additional
charge for these tests.

Not covered.

Well-woman exams including:

Prenatal visits.

Medical history.

Physical exam of pelvic organs including PAP test.
Vaginal smear.

Physical exam of the breasts.

Rectal exam including FOBT.

Consultation for birth control, if requested.
Urinalysis.

VVVVYVVYY

100% covered.

Not covered.

Well-child care including routine exams, blood lead level screenings, and
immunizations.

100% covered.

Not covered.

Additional Newborn Examination.

One newborn home visit during the first week of life if discharged less than
48 hours after a vaginal delivery or less than 96 hours after a cesarean-
section delivery.

100% covered.

Not covered.

Routine immunizations — ordered by the provider and in accordance with
national guidelines.

100% covered. (Clinic
visits for immunizations
alone do not require cost
sharing. If the visitis a
combination of the
injection and a primary
care or specialist visit, the
required cost sharing will

apply).

Not covered.

FDA-approved medication prescribed for pre-exposure prophylaxis (PrEP).

100% covered.

Not covered.

* A woman may need more than one well-woman exam, i.e. prenatal visits are covered as a well-woman exam.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711)
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7.

Benefits/Coverage (What is Covered)

At DHMP, we believe cancer screenings provide important preventive care that supports our mission: to improve the lives
of the people we serve and the health of our communities. We cover cancer screenings as described below. All member
cost sharing is listed in the Preventive Care table above.

>

>

Pap Tests: DHMP provides coverage under the preventive care benefits for a routine annual pap test and the related
office visit.

Mammogram Screenings: DHMP provides coverage under the preventive care benefits for routine screening of
diagnostic mammogram regardless of age.

Prostate Cancer Screenings: DHMP provides coverage under the preventive care benefits for routine prostate cancer
screening for men.

Colorectal Cancer Screenings: Several types of colorectal cancer screening methods exist. DHMP provides coverage
for routine colorectal cancer screenings, such as fecal occult blood tests, barium enema sigmoidoscopies, and
colonoscopies. Covered persons are eligible for colorectal cancer screening coverage at no cost in accordance with A
or B recommendations of the USPSTF. Colorectal cancer screening coverage is provided at no cost to covered
persons who are at high risk for colorectal cancer, including covered persons who have a family medical history of
colorectal cancer; a prior occurrence of cancer or precursor neoplastic polyps; a prior occurrence of a chronic digestive
disease condition such as inflammatory bowel disease, Crohn’s disease, or ulcerative colitis; or other predisposing
factors as determined by the provider.

RADIOLOGY/X-RAY

All medically necessary radiology and X-ray tests, diagnostic services and materials prescribed by a licensed provider are
covered, including diagnostic and therapeutic X-rays, CT and isotopes.

In-network: 30% coinsurance after deductible per test.
Out-of-network: Not covered.

Radiation Therapy:

In-network: 30% coinsurance after deductible per therapy.
Out-of-network: Not covered.

CT Scans:
In-network: 30% coinsurance after deductible per test.
Out-of-network: Not covered.

MRI:
In-network: 30% coinsurance after deductible per test.
Out-of-network: Not covered.

PET Scans:
In-network: 30% coinsurance after deductible per test.
Out-of-network: Not covered.

Prior authorization may be required for CT, MRI and PET Scans.

RENAL DIALYSIS

Ren

al dialysis is covered if provided at an authorized facility.
In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

SEXUALLY TRANSMITTED INFECTIONS

The

plan provides coverage for the treatment of an existing sexually transmitted infection; defined as the medically

necessary care for the management of chlamydia, syphilis, gonorrhea, HIV, and relevant types of hepatitis, as well as any
other sexually transmitted infections, regardless of mode of transmission.

SKI

In-network: 100% covered
Out-of-network: Not covered.
LLED NURSING FACILITY/ EXTENDED CARE SERVICES

Extended care services at authorized skilled nursing facilities are covered. Covered services include skilled nursing care,
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7. Benefits/Coverage (What is Covered)

bed and board, physical therapy, occupational therapy, speech therapy, respiratory therapy, medical social services,
prescribed drugs, medications, medical supplies and equipment and other services ordinarily furnished by the skilled
nursing facility. Prior authorization is required.

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

Benefit Maximum: 100 days per plan year.
SLEEP STUDIES
Covered if provided at a network facility or in home by a network provider.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.

SUBSTANCE USE DISORDER SERVICES
Drug and Alcohol Use - Detoxification

Emergency medical detoxification is limited to the removal of the toxic substance or substances from your system, including
diagnosis, evaluation and emergency or acute medical care. In the event of an emergency, you should notify DHMP as
soon as reasonably possible, preferably within one business day.

In-network: 30% coinsurance after deductible per admission.
Out-of-network: Not covered except for emergencies.

Inpatient Substance Use Disorder Rehabilitation
Your admission and treatment must be at an in-network or authorized facility and prior authorization may be required.

In-network: 30% coinsurance after deductible per admission.
Out-of-network: Not covered.

Exclusions: Maintenance or aftercare following a rehabilitation program.

Outpatient Substance Use Disorder Services

Substance misuse services that are provided to members who are living at home and receiving services at a network facility
on an outpatient basis are covered. Members may self-refer in-network.

Outpatient Office Visit:
In-network: No charge for office visits (unlimited), other outpatient services 30% coinsurance after deductible
Out-of-network: Not covered.

Outpatient Services:
In-network: 30% coinsurance after deductible per visit
Out-of-network: Not covered.

Medication-Assisted Treatment (MAT)

Medication-Assisted Treatment (MAT), a combination of behavioral therapies and medications approved by the FDA to
treat substance use disorders (SUD) is a covered benefit. This coverage includes services provided by Opioid Treatment
Programs (OTPs) for methadone administration and maintenance for the treatment of opioid use disorder (OUD).

Note: Applicable court ordered behavioral health, mental health and substance use disorder services are covered.
Applicable cost sharing will apply.

SURGERY SERVICES
Inpatient Surgery
Surgery and anesthesia in conjunction with a covered inpatient stay are covered.

In-network: 30% coinsurance after deductible per admission, except for transplants.
Out-of-network: Not covered.

Outpatient Surgery

Surgical services at a DHMP network hospital, outpatient surgical facility, or a physician’s office are covered, including the
services of a surgical assistant and anesthesiologist. Services may require prior authorization by DHMP.

In-network: 30% coinsurance after deductible per visit.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 38



7. Benefits/Coverage (What is Covered)

Out-of-network: Not covered.

Oral/dental surgical services are covered when such services are associated with the following: emergency treatment
following the occurrence of injury to the jaw or mouth (no follow-up dental restoration procedures are covered); treatment
for tumors of the mouth; treatment of congenital conditions of the jaw that may be significantly detrimental to the member’s
physical condition because of inadequate nutrition or respiration; cleft lip, cleft palate or a resulting condition or iliness.

General anesthesia for dental care, as well as related hospital and facility charges, are covered for a dependent child if:

» The child has a physical, mental or medically compromising condition; or

» The child has dental needs for which local anesthesia is ineffective because of acute infection, anatomic variations, or
allergy; or

» The child is an extremely uncooperative, unmanageable, anxious or uncommunicative child or adolescent with dental
needs deemed sufficiently important that dental care cannot be deferred; or

» The child has sustained extensive orofacial and dental trauma.

General anesthesia for dependent dental care must be prior authorized by DHMP and must be performed by a network
anesthesiologist in a network hospital, outpatient surgical facility or other licensed health care facility for surgery performed
by a dentist qualified in pediatric dentistry.

With regard to children born with cleft lip or cleft palate or both, see Newborn Care section.

Exclusions: Dental services not described above; dental ancillary services; occlusal splints; overbite or underbite;
osteotomies; TemporoMandibular Joint (TMJ) services (except as a result of trauma or fracture); hard or soft tissue surgery;
maxillary, mandibular or other orthogenic conditions, unless certified by a participating provider as medically necessary as
a result of trauma.

The following services for TMJ may be covered if a network physician determines they are medically necessary: diagnostic
x-rays, lab testing, physical therapy and surgery.

The plan provides coverage for medically necessary mastectomies, lumpectomies and the physical complications of
mastectomies, including lymphedemas. Breast reconstruction of the affected and non-affected side, by a network provider,
as well as internal prosthetic devices are covered if prior authorized by DHMP.

Medically necessary breast reduction is covered when prior authorized by DHMP. External prosthetic devices following
medically necessary mastectomy or lumpectomies are covered according to criteria for durable medical equipment (DME).

Reconstructive surgery, to restore anatomical function of the body from a loss due to illness or injury, when determined to
be medically necessary by a participating primary care provider and prior authorized by the Utilization Management, is
covered.

Corneal, kidney, kidney-pancreas, heart, lung, heart-lung, and liver transplants, as well as bone marrow transplants for
Hodgkin’s, aplastic anemia, leukemia, immunodeficiency disease, Wiskott-Aldrich syndrome, neuroblastoma, high-risk
Stage Il and Il breast cancer and lymphoma are covered. Peripheral stem cell support is a covered benefit for the same
conditions as listed above for bone marrow transplants. Transplants must be non-experimental, meet protocol criteria and
be prior authorized by the DHMP Utilization Management Department.

Benefits include the directly related, reasonable medical and hospital expenses of a donor. Coverage is limited to transplant
services provided to the donor and/or recipient only when the recipient is a DHMP member.

Transplant services must be provided at an approved facility. DHMP does not assume responsibility for the furnishing of
donors, organs, or facility capacity.

In-network: 30% coinsurance after deductible per admission.
Out-of-network: Not covered.
TELEHEALTH

Telehealth services are a covered benefit under this plan when services are appropriately provided. There is no requirement
to access care through telehealth services. Cost sharing is the same as “in person” care for specific service. For instance,
if you see a mental health provider for telehealth services, the cost sharing is the same as if you access care with a mental
health provider in person. No prior authorization is required. Health care services via facsimile machine or electronic mail
systems do not qualify as “telehealth” services.

39 Visit our website at denverhealthmedicalplan.org



7. Benefits/Coverage (What is Covered)
THERAPIES

Medically necessary physical therapy, occupational therapy and speech therapy for services that help a person retain,
learn, or improve skills and functioning for daily living.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.

Benefit Maximum: 30 visits per plan year per therapy to learn skills for the first time or maintain current skills. Additional
visits require prior authorization.

Physical therapy, occupational therapy and speech therapy will be authorized only until maximum medical improvement is
reached, or the annual benefit is exhausted, whichever comes first. However, early intervention services for children up to
the third birthday with developmental delays are covered without regard to maximum medical improvement. See Early
Intervention Services section.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.

Benefit Maximum: 30 visits per plan year per therapy to learn skills for the first time or maintain current skills. Additional
visits may be covered if medically necessary — prior authorization will be required.

Visit limits for physical therapy, occupational therapy, and speech therapy do not apply to therapies that are Medically
Necessary to treat autism spectrum disorder (See Autism Spectrum Disorder).

Treatment in a multidisciplinary rehabilitation program provided in a designated rehabilitation facility.

In-network: 30% coinsurance after deductible.
Out-of-network: Not covered.

Benefit Maximum: 60 days per condition per year.

Treatment in a cardiac rehabilitation program is provided if prescribed or recommended by a plan physician and provided
by therapists at designated facilities.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.

Benefit Maximum: 30 visits per plan year.

Treatment in a pulmonary rehabilitation program is provided if prescribed or recommended by a plan physician and
provided by therapists at designated facilities.

In-network: 30% coinsurance after deductible per visit.
Out-of-network: Not covered.
Benefit Maximum: 30 visits per plan year.

TOBACCO CESSATION

Talk to your primary care provider about tobacco cessation. The Colorado Quitline has tools and resources to help including
counseling and nicotine replacement such as patches or gum. You can contact the Colorado Quitline at 1-800-QUIT-NOW.
Formulary tobacco cessation drugs including Chantix, the generic form of Zyban, nicotine patches, gum and lozenges are
all available and are 100% covered.

WELL-BEING PROGRAM

DHMP provides an online wellbeing program at no cost to members. A health resource library with articles, decision tools,
and workshops are available on many health care and prevention topics. Workshops, health assessments and trackers
are available to check and to monitor your activity, nutrition and health measures.

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 40



Limitations and Exclusions (What is Not Covered)

All accommodations, care, services, equipment, medication or supplies furnished for the following are expressly excluded
from coverage (regardless of medical necessity).

OUT-OF-NETWORK PROVIDERS

Services provided by a hospital, pharmacy or other facility or by a physician, or other provider not participating in the DHMP
network are not covered unless they are:

» Provided under prior written referral by a participating primary care provider and prior authorized by the Utilization
Management Department or;

» Provided in an emergency or urgent circumstance, and notification is made to the Utilization Management Department
as soon as reasonably possible, preferably within one business day.

GENERAL EXCLUSIONS

The following services and supplies are excluded from coverage under this plan:

» Adaptive Equipment/Corrective Appliances: Adaptation to telephone for the deaf; replacement of artificial eyes if
lost, stolen or damaged; reading aids, vision enhancement devices; wheelchair ramps; home remodeling or installation
of bathroom equipment; prosthetic devices (except for artificial limbs and breast prostheses).

» Ambulance Services: Ambulance service for non-emergency care or transportation except as requested by DHMP
with prior authorization.

» Artificial Hair: Artificial hairpieces, hair transplants or implants.

» Care Not Medically Necessary: Medical care, procedures, equipment, supplies and/or pharmaceuticals that are not
consistent with generally accepted principles of professional medical practice, as determined by whether or not: the
service is the most appropriate available supply or level of service for the insured in question, considering potential
benefits and harms to the individual; is known to be effective, based on scientific evidence, professional standards and
expert opinion, in improving health outcomes; for services and interventions not in widespread use, is based on
scientific evidence.

» Chiropractic Care: Hypnotherapy, behavior training, sleep therapy, weight loss programs, services not related to the
treatment of the musculoskeletal system, vocational rehabilitation services, thermography, air conditioners, air purifiers,
therapeutic mattresses, supplies or any other similar devices and appliances or transportation costs. This includes
local ambulance charges, prescription drugs, vitamins, minerals, food supplements or other similar products, education
programs, non-medical self-care or self-help training, all diagnostic testing related to these excluded services, MRI
and/or other types of diagnostic radiology, physical or massage therapy that is not a part of the chiropractic treatment,
durable medical equipment (DME) and supplies for use in the home.

» Comfort and Convenience Items: Personal comfort or convenience items or services obtained or rendered in or out
of a hospital or other facility, such as television, telephone, guest meals, articles for personal hygiene and any other
similar incidental services and supplies.

» Cosmetic and Reconstructive Surgery: Elective cosmetic and reconstructive surgeries or procedures that are only
performed to improve or preserve physical appearance. Exclusion does not apply to medically necessary gender
affirming care.

» Criminal Exclusions: A medical treatment for accidental bodily injury or sickness resulting from or occurring during
the member’s commission of a crime, except for a crime defined 18 and under 18-102(5) C.R.S.

» Dental Services: Dental ancillary services; occlusal splints; overbite or underbite; osteotomies; TMJ (except as a result
of trauma or fracture); hard or soft tissue surgery; maxillary, mandibular or other orthogenic conditions unless certified
by a participating primary care practitioner (primary care provider) as medically necessary as a result of trauma. The
following services for TMJ may be covered if a network physician determines they are medically necessary: diagnostic
x-rays, lab testing, physical therapy, and surgery.

» Disability/Insurance Physicals: Coverage for physicals to determine or evaluate a member’s health for enroliment in
another insurance is excluded from coverage.

» Drugs/Medications: Non-formulary drugs and/ or drugs that require prior authorization if prior authorization is not
received.

» Durable Medical Equipment: Humidifiers, air conditioners, exercise equipment, whirlpools, health spa or club are
excluded whether or not prescribed by a physician.
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8. Limitations and Exclusions (What is Not Covered)

» Employment Exams: Physical examinations for purposes of employment or employment-required annual
examinations (e.g., D.O.T. exams) are excluded from coverage.

» Enzyme Infusions: Therapies for chronic metabolic disorders.

» Excluded drugs and drug classes for the prescription drug benefit: Some drugs are not covered at all. These
include drugs for the following: cosmetic use (anti-wrinkle, hair removal, and hair growth products), dietary
supplements, blood or blood plasma (anti-hemophilic factor VIII and IX are covered), infertility, over-the-counter drugs
(unless listed in the formulary), pigmenting/de-pigmenting, therapeutic devices or appliances (unless listed in the
formulary), prescription vitamins (unless listed in the formulary), investigational or experimental treatments.

» Experimental Procedures and Drugs: Medical care, procedures, equipment, supplies, and/or pharmaceutics
determined by DHMP to be experimental, investigational or not generally accepted in the medical community are not
covered. This means any medical procedure, equipment, treatment or course of treatment or drugs or medicines that
are considered to be unsafe, experimental, or investigational. This is determined by formal or informal studies, opinions
and references to or by the American Medical Association, the Food and Drug Administration, the Department of Health
and Human Services, the National Institutes of Health, the Council of Medical Specialty Societies, experts in the field
and any other association or federal program or agency that has the authority to approve medical testing, treatment,
or pharmaceutical drug efficacy and appropriateness.

» Extended Care: Sanitarium, custodial or respite care (except as provided under Hospice Services), maintenance care,
chronic care and private duty nursing.

» Eyewear: Glasses, contacts, all eyewear except as noted in specific plan benefits.

» Governmental Facilities: Services or items for which payment is made by or available from the federal or any state
government or agency or subdivision of these entities; services or items for which a DHMP member has no legal
obligation to pay.

» Infertility Services: Reversal of voluntarily induced infertility (sterilization), procedures considered to be experimental,
invitro fertilization, the Gamete Intrafallopian Transfer (GIFT) procedure, surrogate parents, drug therapy for infertility,
the costs for services related to each of these excluded procedures, the costs related to sperm collection, preparation
and/or storage for members not actually seeking active treatment for infertility utilizing this assisted reproductive
technology, the costs related to sperm collection from non-DHMP members.

» Learning and Behavior Problems: Special education, counseling, therapy or care for learning disabilities or
behavioral problems, whether or not associated with a manifest mental disorder, retardation or other disturbance.

» Long-term, Non-structured Treatment Centers

» Massage Therapy: This form of therapy aims to enhance overall wellness, alleviate pain, improve circulation, reduce
stress, encourage relaxation, and assist in the general health and recovery from injuries.

» Maternity Care: Home deliveries; scheduled, non-medically necessary Cesarean sections.

» Medical Food: Food products for cystic fibrosis or lactose or soy intolerance or other food allergies. Standardized or
specialized infant formula for conditions other than inborn errors of metabolism or inherited metabolic diseases,
including, but not limited to: food allergies; multiple protein intolerances; lactose intolerances; gluten-free formula for
gluten-sensitive enteropathy/celiac disease; milk allergies; sensitivities to intact protein; protein or fat maldigestion;
intolerances to soy formulas or protein hydrolysates; prematurity; or low birth-weight.

Food thickeners

Dietary and food supplements

Lactose-free products; products to aid in lactose digestion

Gluten-free food products

Weight-loss foods and formula

Normal grocery items

Low carbohydrate diets

Baby food

Grocery items that can be blenderized and used with enteral feeding system

Nutritional supplement puddings

High protein powders and mixes

Non formulary oral vitamins and minerals
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Neurostimulators: Replacements or repairs, including batteries.

» Obesity: Maximum on surgical treatment of morbid obesity of once per lifetime. Commercial weight loss programs or
exercise programs are not covered benefits.

» Optometric Vision Therapy/Treatment: Individualized treatment regimen prescribed in order to provide medically

Questions? Call Health Plan Services at 303-602-2090 or toll free at 1-855-823-8872 (TTY users should call 711) 42
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Limitations and Exclusions (What is Not Covered)

necessary treatment for diagnosed visual dysfunctions, prevent the development of visual problems or enhance visual
performance to meet defined needs of the patient. Optometric vision therapy includes visual conditions such as
strabismus, amblyopia, accommodative dysfunctions, ocular motor dysfunctions, visual motor disorders and visual
perceptual (visual information processing) disorders.

Orthotics: Corrective shoes and orthotic devices for podiatric use and arch supports. Dental devices and appliances
except those medically necessary treatment of cleft lip or cleft palate for newborn members is covered when prescribed
by a network provider. Experimental and research braces. More than one orthotic device for the same part of the body,
except for replacements, spare devices or alternate use devices. Replacement of lost orthotic devices. Repairs,
adjustments or replacements necessitated by misuse.

Other Providers: Services provided by massage therapists, faith healers, palm readers, physiologists, naturopaths,
reflexologists, rolfers, iridologists or other alternative health practitioners.

Over-the-Counter Drugs: Over-the-counter drugs (except as required by law), nutritional supplements or diets and
over-the-counter medical supplies (except insulin and diabetic testing supplies) are not covered. This includes vitamins,
minerals or special diets, even if prescribed by a physician (except medical food for children with inherited enzymatic
disorders) with the exception of formulary prescription items such as electrolytes, certain vitamins and minerals listed
in the Denver Health Medical Plan formulary.

Paternity Testing
Pet Therapy

Plastic Surgery: Plastic surgery for cosmetic purposes (this exclusion does not apply to medically necessary gender
affirming care); removal of tattoos and scars; chemical peels or skin abrasion for acne.

Prosthetic Devices: Dental prostheses, except for medically necessary prosthodontic treatment for treatment of cleft
lip and cleft palate in newborn members, as described above. Internally implanted devices, equipment and prosthetics
related to treatment of sexual dysfunction. More than one prosthetic device for the same part of the body, except for
replacements; spare devices or alternate use devices. Replacement of lost prosthetic devices. Repairs, adjustments
or replacements necessitated by misuse.

Psychological Testing Required by a Third Party: Psychological testing required by a third party; educational or
occupational testing or counseling; vocational or religious counseling; developmental disorders such as reading,
arithmetic, language or articulation disorders; 1Q testing.

Refractive Surgery: Vision correction surgery such as Lasik, except as noted in specific plan benefits.

Transplants: Organ transplants not listed in Section 7 “Benefits/Coverage”; donor-related expenses for DHMP
members who are donating to an individual who is not a DHMP member.

Vocational Rehabilitation: Vocational rehabilitation, services related to screening exam or immunizations given
primarily for insurance, licensing, employment, weight reduction programs or for any other non-preventive purpose.

Work-Related Injury or lliness: Charges for services and supplies (including Return to Work exams) resulting from a
work-related illness or injury, including expenses resulting from occupational illnesses or accidents covered under
workers’ compensation, employers’ liability, municipal, state or federal law or occupational disease laws except for
members who are not required to maintain or be covered by workers’ compensation insurance as defined by Colorado
workers’ compensation laws.

Visit our website at denverhealthmedicalplan.org



Member Payment Responsibility

ABOUT YOUR MEDICAL BENEFITS

All services covered by DHMP must satisfy certain basic requirements. The services you seek must be medically
necessary, you must use DHMP network providers, the services cannot exceed benefit maximums and the services must
be appropriate for the iliness or injury.

These requirements are commonly included in health benefit plans but are often not well understood or are simply
overlooked. By communicating with your primary care provider and allowing your primary care provider to manage your
care, these requirements will be met and will help to ensure that you receive medically necessary covered services.

AN “ALLOWED” AMOUNT

DHMP negotiates a discount with each provider in our network. You have the advantage of this discount (allowed amount)
and will never pay more than our negotiated price with a network contracted provider.

A “BILLED” AMOUNT

This is what the provider bills for a service you received. These are “full” charges and the discount DHMP negotiated has
not been applied yet.

BENEFIT MAXIMUMS

Benefit maximums are the limits set by DHMP on the number of visits per calendar year, services per lifetime or a max
dollar amount paid by the plan within a specified time period.

COPAYMENTS

A copayment (or copay) is a predetermined amount, sometimes stated as a percentage and sometimes stated as a fixed
dollar amount that you are required to pay to receive a covered service. Copayments are paid directly by you to the provider.
For applicable copayments, see the Schedule of Benefits table at the beginning of this handbook. You are responsible for
all expenses incurred for non-covered services and for expenses above a